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ABSTRACT 

This study explored maintenance of psychological method use and self-efficacy of 

method use during and following a systematic psychological skills training (PST) program. A 

sample size of 44 division-I collegiate athletes (27 males, 17 females) competing in baseball 

(n=19), softball (n=14), and track and field (n=11) sports participated in a quasi-experimental, 

two-group, untreated control group design study with dependent pretest-posttest and three-month 

follow-up. The PST program, titled AIM (Adopt, Integrate, Maintain), combined evidence-based 

practices with pragmatic psychological method use recommendations, and was implemented 

using systematic protocols for each session. Participants received four successive and cumulative 

PST sessions consisting of goal setting, relaxation, imagery, and self-talk that emphasized 

education, skill building, self-monitoring, and regulation of psychological methods. Participants 

were measured on use of psychological methods via the Test of Performance Strategies-2 

(TOPS-2; Hardy, Roberts, Thomas, & Murphy, 2010) and self-efficacy in use of psychological 

methods via a scale constructed based on Bandura’s (2006) recommendations. Both measures 

were administered pretest (pre-intervention), posttest (one week following fourth session), and at 

six-week follow-up. Repeated measures MANOVAs conducted for method use and method 

efficacy separately, revealed nonsignificant interaction effects. Conversely, within-subjects 

contrasts revealed treatment group participants significantly increased (pre- to posttest) and 

maintained (posttest to follow-up) method use in relaxation, imagery, and self-talk. Control 

group contrasts indicated significant increases in imagery from posttest to follow-up. For method 

efficacy, the treatment group significantly increased and maintained efficacy for all four methods 

with no significant changes for the control group. To the author’s knowledge, this is the first 

sport psychology study to employ intervention fidelity monitoring, revealing full adherence and 



x 

adequate intervention quality. Overall, findings from the study revealed support for increasing 

and maintaining method use and efficacy treatment gains three months following PST.  
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CHAPTER 1 

 

INTRODUCTION 

An abundance of psychological skills training (PST) programs have been developed 

within sport psychology mainly for the purpose of performance enhancement (Beauchamp, 

Harvey, & Beauchamp, 2012; Fournier, Calmels, Durand-Bush, & Salmela, 2005; Perkos, 

Theodorakis, & Chroni, 2002; Rogerson & Hrycaiko, 2002; Sheard & Golby, 2006; Thelwell & 

Greenlees, 2001, 2003; Thelwell, Greenlees, & Weston, 2006; Wanlin, Hrycaiko, Martin, & 

Mahon, 1997) while also targeting psychological outcomes such as state anxiety regulation 

(Annesi, 1998; Hanton & Jones, 1999; Hatzigeorgiadis, Zourbanos, Mpoumpaki, & Theodorakis, 

2009; Mamassis & Doganis, 2004), motivation (Beauchamp, Halliwell, Koestner, & Fournier, 

1996), attentional focus (Kerr & Leith, 1993; Masagno, Marchant, & Morris, 2008), self-

confidence (Hatzigeorgiadis et al., 2009; Prapavessis, Grove, McNair, & Cable, 1992), mood 

level (Johnson, 2000), and productive thinking patterns (Crocker, Alderman, & Smith, 1988; 

Kirschenbaum, Owens, & O’Connor, 1998). A principle of PST is that it is educational in nature, 

emphasizing the learning of cognitive and behavioral skills for the purpose of coping with 

various demands of sport competition (Harris & Harris, 1984). With an emphasis on how to learn 

such skills, Vealey (1988) distinctively differentiates psychological skills from psychological 

methods, emphasizing skills to be attainable qualities (e.g., self-confidence, attentional control, 

volition) and methods to be techniques (e.g., goal setting, physical relaxation, imagery, thought 

control/self-talk) that develop such psychological skills within athletes.  

PST programs are commonly multimodal and often combine intervention methods of 

goal setting, relaxation, imagery, and self-talk. These methods have roots originating from other 

psychological disciplines and application of these methods within the field of sport psychology 
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has been adopted most directly from cognitive behavioral therapy (CBT). An interesting facet of 

CBT research in non-athlete populations is the extensive investigation into the maintenance or 

preservation of treatment gains in terms of presenting problems. In relation to PST, maintenance 

can be considered the continuation of psychological method regulation and treatment gains in 

client outcomes following completion of a PST program. It should be noted that maintenance of 

psychological method use is extremely important as psychological skill development is theorized 

to mediate the relationship between method use and performance enhancement (Vealey, 2007). 

Additionally, increased use should enhance self-efficacy, ability, speed, and understanding of 

method use; all aspects that have the capacity to further enhance performance.  

 In applied sport psychology, it has become common practice to evaluate the efficacy of 

intervention programs using pre-post designs. Unfortunately, most studies examining PST 

programs have not investigated maintenance effects via follow-up assessments. Because 

maintenance is the continuation of treatment gains associated with psychological method use and 

psychological skill development beyond training, follow-up assessments are necessary to 

determine the efficacy of the intervention. Of the studies that have conducted follow-up 

assessments, outcome variable assessment has ranged from two weeks to six months post-

intervention (Cohn, Rotella, & Lloyd, 1990; Evans, Jones, & Mullen, 2004; Gould, Petlichkoff, 

Hodge, & Simons, 1990; Gravel, Lemieux, & Ladouceur, 1980; Grove, Norton, Van Raalte, & 

Brewer, 1999; Kirschenbaum et al., 1998; Lanning & Hisanaga, 1983). Interestingly, the 

majority of these studies operated under the assumption that increases in psychological method 

use were responsible for performance increases. Unfortunately, these investigations did not 

explicitly target or measure psychological method use taught to athletes within PST. The current 

study responds to this gap in the literature by examining the efficacy of a PST program on 
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psychological method maintenance beyond intervention, incorporating intervention techniques 

such as self-regulation, self-monitoring, and self-selection of intervention order to facilitate 

improved method maintenance.  

 An important facet of maintenance investigations and manualized treatments in non-

athlete populations is the use of intervention fidelity, sometimes referred to as implementation 

fidelity or fidelity monitoring. Intervention fidelity has been defined as the degree to which the 

intervention is delivered as planned (Carroll, Patterson, Wood, Booth, Rick, & Balain, 2007). 

Assessment of implementation fidelity stems from the proliferation of treatment manuals that 

guide therapeutic interventions, and are powerful tools for validation of treatment outcomes and 

the dissemination of evidence-based practices (Miller & Binder, 2002). Thus, the importance of 

implementation fidelity cannot be understated and should be a staple in any intervention study. 

Unfortunately, no known studies in the sport psychology literature have employed fidelity-

monitoring practices, ultimately creating a large limitation within intervention studies with 

athletes. Therefore, the current study applies implementation fidelity practices used in 

mainstream intervention and psychotherapy research to establish a new precedent for 

intervention research standards in sport psychology.  

 The educational importance of researching psychological method maintenance is 

threefold. First, PST programs are based on an educational model that assumes psychological 

methods can be taught and learned to improve psychological skills related to performance 

(Harris & Harris, 1984). Secondly, psychological method maintenance is closely related to but 

distinct from self-regulation, a concept that has been commonly studied within the educational 

psychology literature (Corno, 1986; Oettingen, Hönig, & Gollwitzer, 2000; Zimmerman, 1990). 

Lastly, it is important for researchers and practitioners to continually improve educational-based 
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services in order to provide evidence-based interventions to clients. Intervention effectiveness 

temporally beyond intervention is included within this mission.  
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CHAPTER 2 

REVIEW OF LITERATURE 

Psychological Skills Training 

PST, also referred to as mental skills training, is an application of what researchers and 

practitioners understand about psychology for the enhancement of performance and other 

performance-related variables. The basis for the application of different interventions has mostly 

been adopted from general psychology but also takes into account the research models, 

strategies, consultant style, as well as the social-cultural contexts with which the interventions 

are used (Vealey, 2007). Some models and techniques derived from mainstream psychology 

include goal setting, behavior modification, attentional control, cognitive theory and therapy, 

rational emotive therapy, relaxation training, and systematic desensitization (Weinberg & Gould, 

2015). Therefore, PST consists of a constellation of different cognitive and behavioral 

interventions applied to sport and exercise settings.   

Multimodal Psychological Skills Training Programs 

PST interventions vary in terms of length, techniques (i.e., psychological method 

interventions), focus (e.g., client-centered or program-centered), and targeted outcomes. This is 

due to their development being based upon ever growing amounts of efficacy research, 

practicality, consultant experience and competence, and needs of the client(s). Therefore, an 

extensive review of the history of all developed PST programs used in practice and research is 

beyond the scope of this literature review. However, a simple dichotomization could include 

unimodal (i.e., single modality) PST programs and multimodal PST programs. Unimodal PST 

involves using a single intervention (e.g., imagery) to improve a specific psychological skill, 

multiple skills, or performance (Burton, 1989; Isaac, 1992; Miller & McAuley, 1987; O’Brien, 
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Mellalieu, & Hanton, 2009; Vidic & Burton, 2010; Weinberg, Stitcher, & Richardson, 1994). 

This type of PST is not as popular in applied settings as it limits the potential improvement of 

additional psychological skills and there are also usually additional techniques and interventions 

available for particular skill development (e.g., muscular relaxation and diaphragmatic breathing 

for arousal regulation). Conversely, multimodal programs are pre-planned combinations of two 

or more psychological methods (e.g., goal-setting and imagery) in order to elicit single or 

multiple outcomes. Weinberg and Comar (1994) stated that the increasing use of more complex, 

multimodal, and individualized PST programs have led to higher rates of positive performance 

effects following training. In fact, Vealey (2007) cites 36 multimodal intervention studies that 

positively enhance a total of seven specific psycho-behavioral outcomes. The majority of 

multimodal programs include combinations of goal setting, relaxation, imagery, and self-

talk/thought control interventions (Blakeslee & Goff, 2007; Brewer & Shillinglaw, 1992; Daw & 

Burton, 1994; Fournier et al., 2005; Gould et al., 1990; Kendall, Hrycaiko, Martin, & Kendall, 

1990; Lerner, Ostrow, Yura, & Etzel, 1996; Patrick & Hrycaiko, 1998; Rogerson & Hrycaiko, 

2002; Sheard & Golby, 2006; Terry, Mayer, & Howe, 1998; Thelwell & Greenlees, 2001, 2003; 

Thelwell, Greenlees, & Weston 2006; Thomas & Fogarty, 1997).  

Two quantitative reviews and a meta-analysis have supported the efficacy of multimodal 

PST programs with athletes. In one of the first reviews of PST effectiveness, Greenspan and 

Feltz (1989) reviewed 23 interventions in 19 published studies dating back to 1972. Eighteen of 

the 23 interventions (78%) were multimodal and all 18 multimodal programs included a 

relaxation intervention. Three studies compared a multimodal intervention to a unimodal 

intervention and a control group, with all three studies finding the multimodal intervention to be 

superior (Hall & Erffmeyer, 1983; Lee & Hewitt, 1987; Weinberg, Seabourne, & Jackson, 1981). 
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An early meta-analysis conducted by Whelan, Meyers, and Berman (cited in Meyers, Whelan, & 

Murphy, 1996) supported PST interventions for performance enhancement. The analysis 

included 121 treatment-versus-control group comparisons dating back to 1970. Nine studies 

included multimodal interventions and resulted in an average effect size of 1.01 (SD = .65), 

representing a large effect size (Cohen, 1988). Interestingly, effect sizes for unimodal 

interventions (goal setting, mental rehearsal, relaxation, self-instruction, self-monitoring, and 

cognitive restructuring) ranged from .54 to .79, slightly smaller than the effect size attained by 

multimodal interventions. Lastly, Martin, Vause, and Schwartzman (2005) conducted a more 

recent systematic review to reexamine the 19 studies reviewed by Greenspan and Feltz (1989) 

that met their more stringent inclusion criteria along with all relevant subsequent published 

experimental articles through 2002. These criteria consisted of (a) participants competing in 

regular and organized sports, (b) the dependent variable of performance must be during actual 

competition and not contrived, (c) the dependent variable of athletic performance must be 

directly measured, and (d) the study must include an experimental intervention evaluation. As a 

result, the stringent review included 15 investigations, 11 of which were multimodal 

interventions. Eight of these 11 studies (73%) reported substantial positive performance 

improvements, while two (18%) reported small to moderate positive results, and one study (9%) 

showed no treatment effects. Taken together, the research indicates that multimodal PST 

programs are effective, and support the notion that multimodal training is generally as effective 

or superior to a single-intervention training program.  

Multimodal programs have proliferated simultaneously with the evolving views of state 

anxiety and the anxiety-performance relationship, with researchers (Borkovec, 1976; Hackfort & 

Schwenkmezger, 1989; Landers, 1980; Weinberg, 1990) advocating for multimodal approaches 
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that include cognitive, behavioral, and physiological measurements and interventions. This 

multimodal approach transfers well to PST programs aimed for performance enhancement as 

they typically include multiple methods (i.e., goal setting, imagery/visualization, relaxation, self-

talk/cognitive restructuring) for the improvement of multiple psychological skills (i.e., focus, 

confidence, motivation, anxiety/stress regulation). Program length varies considerably more than 

program content, with multimodal programs ranging from three sessions in three days (Patrick & 

Hrycaiko, 1998; Thelwell et al., 2006) and four sessions in four days (Thelwell & Greenlees, 

2001) to structured stress management training (SMT) consisting of one or two weekly sessions 

for six to eight weeks (Crocker et al., 1988; Smith, 1980), programs that last an entire season 

(Cogan & Petrie, 1995; Fenker & Lambiotte, 1987), and even periodized training programs for 

Olympic cycles (Beauchamp et al., 2012). Although the majority of multimodal programs consist 

of three or four separate sessions depending on number of psychological methods taught 

(Blakeslee & Goff, 2007; Gould et al., 1990; Hellstedt, 1987; Kirschenbaum et al., 1998), the 

time span of implementation varies generally between one to four weeks. 

Self-Regulation as a Model for PST 

Self-regulation is defined as “the ability to work toward one’s short- and long-term goals 

by effectively monitoring and managing one’s thoughts, feelings, and behaviors” (Weinberg & 

Gould, 2015, p. 257). Additionally, the management of goal-directed behavior occurs without 

immediate influence from the external environment, maintaining the individual regulator is the 

origin and cause of behavior change (Carver & Scheier, 1981; Kanfer & Karoly, 1972; 

Kirschenbaum, 1984). Although a number of models have been proposed for different self-

regulatory processes with different regulation stages (Carver, 1979; Kanfer & Karoly, 1972; 

Singer, Flora, & Abourezk, 1989), Kirschenbaum’s (1984) five-stage model for self-regulation is 
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of particular relevance to the current investigation’s interest in maintenance via Kirschenbaum’s 

emphasis on self-regulation generalization.   

The five-stage model includes (a) problem identification, (b) commitment, (c) execution, 

(d) environmental management, and (e) generalization stages. Research has supported 

Kirschenbaum’s (1984) self-regulation model with swimmers (Anshel & Porter, 1996) and 

golfers (Kirschenbaum, O’Connor, & Owens, 1999; Kirschenbaum et al., 1998) reporting 

performance enhancement through the self-regulation of self-monitoring cognitive-behavioral 

strategies. The model is organized to permit the regulator to become aware of potential problems, 

recognize potential behavior change, and evaluate the desirability in working toward that change. 

Duda, Cumming, and Balaguer (2005) noted that the use of psychological methods and skills is 

an area where such problem identification may occur, indicating self-regulation of psychological 

methods as a necessary action to elicit change during and after PST. Secondly, after identifying 

the problem and deciding change is possible, commitment toward change is vital to maintenance, 

as increased expression of intention and self-motivation have been shown to result in greater goal 

achievement (Bentler & Speckart, 1979; Dishman, Ickes, & Morgan, 1980; Gollwitzer & 

Sheeran, 2006). In addition to intention and self-motivation, development of goal-achievement 

plans has been identified as an integral step in achieving previously set goals (Gould, 2010; 

Vidic & Burton, 2010). Therefore, the use of a comprehensive goal setting program with goal 

achievement strategies is warranted for effective self-regulation of psychological methods and 

skill development. 

Execution involves the active process of behavior change with multiple processes 

occurring within this stage that collectively produce a feedback loop. The loop is initiated with 

self-monitoring of one’s own regulated behavior that is compared to predetermined goals or 
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performance standards, a process termed self-evaluation. Following monitoring and evaluation, 

self-consequation (i.e., administering of consequences to oneself) is contingent upon the outcome 

of self-evaluation, and thus closes the feedback loop. As a result, the feedback loop theoretically 

impacts the target behaviors to be regulated. For instance, a negative self-consequation, 

indicating performance below goal-expectation, should lead to increased behavior change via the 

self-regulation process (Kirschenbaum, 1984). Thus, initially setting appropriate goals 

determines the performance standards which one would evaluate one’s self against during self-

monitoring activities. Therefore, the self-monitoring of psychological methods represents an 

essential step in self-regulating method use. 

In terms of environmental management, the environment affects the efficiency in which 

individuals pursue their goals (Kirschenbaum, 1984). Obstacles may include social support, 

quality of feedback, instrumental support, and group cohesion. Thus, planning and managing 

these environmental variables is necessary to provide the optimal opportunity to expend the 

majority of energy on the self-regulation of overt behavior or psychological method use for 

performance enhancement. In applying this concept to PST, foreseeing and preparing for 

achievement obstacles provides a vehicle for effective environmental management. Lastly, 

generalization is the recurring use of relevant behavior applied to different, non-training, 

unexpected, and unscheduled events (Stokes & Baer, 1977). Therefore, generalization of a 

behavior is the sustained effort over time relevant to such behavior. Interestingly, the sustained 

generalization of self-regulated behavior is easier to abandon than sustain, indicating individuals 

usually fail to sustain behavior change via self-regulation over time and across settings 

(Kirschenbaum, 1984; Kirschenbaum & Tomarken, 1982). Defiance of this notion is the essence 

of self-regulation maintenance and the sustainability of progress attained through PST. Overall, 
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the five-stage model tends to be constructed for more long-term development and 

generalizability of regulated behavior. 

PST and Maintenance 

Maintenance from a psychotherapy perspective includes the preservation of treatment 

gains in terms of the client’s presenting problems (Ellison, Greenberg, Goldman, & Angus, 

2009; Shapiro et al., 1995). An example of maintenance could include sustained remission of 

depression six months after treatment has concluded. In operating under the assumption that 

learning and implementing psychological methods will improve psychological skills and 

ultimately overt performance (Vealey, 1988), an appropriate adoption of maintenance in relation 

to PST can be considered as the continuation of regular psychological method regulation and 

treatment gains in relation to an athlete’s presenting problem. Interestingly, the operational 

definition of effectiveness in PST programs is most commonly related to overt performance 

enhancement. However, Weinberg and colleagues argue that self-regulation is the ultimate goal 

of PST (Weinberg & Gould, 2015; Weinberg & Williams, 2010). Unfortunately, research has 

failed to fully address the notion that PST should educate athletes on how and when to use 

psychological methods and simply has focused on how the assumed use of such methods has 

produced overt performance improvement. In essence, psychological method maintenance and 

overt performance are two complimentary issues that require independent measurement. 

Therefore, there is a seeming need for substantial focus on ensuring practical methods of initial 

self-regulation through PST. 

Accordingly, self-regulation in the context of PST is regarded as an activity comprised of 

awareness, planning, committing, implementing, monitoring, evaluating, and adjusting. It is 

evident self-regulation can be an integral tool for PST effectiveness (Cleary & Zimmerman, 
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2001; Kirschenbaum, 1984). Therefore, the first step of overt performance enhancement via PST 

begins with the self-regulation of methods. While traditional indicators of PST effectiveness 

measuring overt performance and performance-related variables such as motivation, state 

anxiety, preparation, knowledge, and perceived importance are indirect indicators of the 

existence of self-regulation (Beauchamp et al., 1996; Blakeslee & Goff, 2007; Gould et al., 1990; 

Patrick & Hrycaiko, 1998; Prapavessis et al., 1992), these studies fail to take into account 

continuation of method use beyond training. Thus, while self-regulation (i.e., the ability to use 

methods such as goal setting, relaxation, imagery, and self-talk to regulate psychological skills 

such as attentional focus and energy/intensity management) is the ultimate goal of PST 

(Weinberg & Gould, 2015), it is exponentially more beneficial to the athlete if such effective 

regulation is maintained over time. Therefore, assessment of maintained self-regulation should 

be of prime importance for applied researchers.  

The current study proposes a novel model of maintenance that includes three phases: (a) 

educational training, (b) adoption, and (c) integration (see Figure 1). As a client progresses 

through the stages, the degree of self-regulation of psychological methods theoretically 

progresses along an inverse tangent function. This is due to a full dependency on the practitioner 

for education and modeling of psychological methods during initial training, with a transition to 

more autonomous self-regulation of method use outside of external cues. The dependency on the 

practitioner and self-monitoring of method use decreases as clients adopt and eventually 

integrate techniques to the point of high amounts of self-regulation or even automaticity. Within 

this transition from training to adoption of method use, theorized moderating variables include 

understanding, incorporating proper use of the method and how the method directly and 

indirectly impacts performance, as well as degree of perceived need from the regulator’s 
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Figure 1. Model of psychological method maintenance within PST.  

 

perspective. It is hypothesized that without making the perceived need of PST evident to the 

athlete, motivation to adopt novel methods into training may be insufficient to allow for 

progression to integration. In transitioning from adoption of psychological methods to integration 

of methods, self-regulation increases, nearing automaticity of regulated psychological method 

use and creating a favorable environment for psychological method maintenance beyond external 

intervention. Theorized moderating variables include commitment, salience, reinforcement, 

environmental management, generalization, autonomy, support, and ease.  

Commitment. Commitment is a common moderator discussed in goal achievement 

(Burton, Naylor, & Holliday, 2001; Weinberg, Burton, Yukelson, & Weigand, 2000; Weinberg, 
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Butt, Knight, & Perritt, 2001), and is the second stage in Kirschenbaum’s (1984) five-stage 

model of self-regulation. Kirschenbaum states that commitment is integral due to increased 

expression of intention and self-motivation leading to greater goal achievement (Bentler & 

Speckart, 1979; Dishman et al., 1980). Additionally, commitment is even more powerful when 

aversive side effects of an identified problem (i.e., stage one of the five-stage model) are salient 

and are met with a goal-achievement plan to address the problem.  

Salience. Kirschenbaum (1984) emphasized the importance of commitment within his 5-

phase model of self-regulation. The two important proposed factors of commitment were 

identification with a goal achievement plan and salience. Kirschenbaum (1984) indicates that 

when aversive aspects of a performance problem are salient, conditions are conducive for the 

development of greater commitment to change. Salience’s importance can also be witnessed in 

directing attention, a mechanism of change in goal setting that allows individuals and teams to 

more efficiently and effectively improve performance (Locke, Shaw, Saari, & Latham, 1981).  

Reinforcement. Reinforcement, when positive in nature, is a process of applying 

external stimuli (i.e., reinforcers) with the intent to increase the likelihood of a behavior 

occurrence (Moreno, 2010). Reinforcers between the phases of adoption and integration may 

include positive affective responses to self-monitoring, awareness of goal achievement progress, 

as well as positive social support and feedback from others including the practitioner during 

sessions.  

Environmental management. Environmental management also stems from 

Kirschenbaum’s (1984) self-regulation model and is related to self-regulatory efficiency. In other 

words, an individual’s environment affects the efficiency in which the individual pursues his or 

her goals. Therefore, planning and managing performance variables, as well as current and 



 15 

prospective obstacles, is necessary to provide the optimal opportunity to expend the majority of 

energy on productive self-regulation. Similar to managing the environment to optimize self-

regulation, an efficient regulator manages his or her environment to optimize potential 

generalization of self-regulated processes. Outside of assessing barriers and planning strategies 

to overcome them, PST programs can help generalization by exploring other self-regulation 

opportunities with the client, making them salient for increased opportunities for psychological 

method use. 

Autonomy. Autonomy is theoretically predicted to moderate adoption and integration by 

fostering greater levels of intrinsic motivation as theorized by self-determination theory (SDT; 

Deci, 1992; Deci & Ryan, 2002). The incorporation of autonomy in adoption different 

psychological methods is based on research indicating that individuals setting self-concordant 

(i.e., consistency between goals and values and interests of the self) goals show greater sustained 

effort in goal achievement (Sheldon & Elliot, 1999). Additionally, by attaining self-concordant 

goals, individuals heightened well-being as defined by positive or negative mood and life 

satisfaction self-reports. This relationship between self-concordant goal attainment and well-

being was mediated by the SDT need satisfaction variables of autonomy, competence, and 

relatedness. Therefore, by understanding the personal values of clients and supporting their 

autonomy, it is the author’s position, similar to Butler and Hardy’s (1992), that clients can 

become active participants in their development and it is more feasible for the development of 

intrinsic motivation. 

Support and ease. The final two moderators, support and ease, are also predicted to 

positively improve psychological method integration. Support relates to reinforcement as 

numerous and highly regarded support sources could potentially provide the client with efficacy-
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inducing feedback and verbal persuasion (Bandura, 1997; Hardy, 2006). Sharing goals with 

significant others such as coaches, training partners, family, and friends may positively motivate 

the client to self-regulate and improve, reinforce continued regulation, and maintain salience of 

method use. Lastly, ease relates to the feasibility to understand, implement, and reproduce the 

psychological method in order to foster increased self-regulation. Using relatively easy to 

understand and easy to implement techniques can maximize adoption and integration in 

relatively short periods of time. Additionally, ease and increased method use fosters the 

repetition needed to elicit maintenance of method use.  

Implications and application of the maintenance model (Figure 1). The model lays a 

foundation for possible PST entry points for psychological method maintenance. In accordance, 

the current study takes these entry points into account in the development of the PST for method 

maintenance. In order to emphasize psychological method maintenance, a PST program must 

include specific criteria such as (a) education about the use and benefits of psychological 

methods, (b) selection and instruction of proper evidence-based psychological method 

intervention use, (c) assistance in increasing and maintaining effective self-regulation of 

methods, and (d) assessment of psychological method maintenance throughout the PST program.  

To further increase effective self-regulation, insight, individualization, self-monitoring, 

and self-efficacy are proposed to help method use and maintenance. Insight into pre-intervention 

patterns of method use is significant in order to emphasize the importance of PST, increase 

awareness of performance-related concepts, and foster sound case conceptualization and 

treatment planning (Dobson & Dobson, 2009; Ravizza, 2010). If the client understands the need 

for PST, gaining insight into low pre-intervention use can motivate the client to increase method 

usage or can direct improvement of method use if preexisting use is high. Individualization is the 
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practice used to create a more client-centered program. By working with each client on an 

individual basis, specific performance goals can be developed in order to tailor the PST program 

for the client’s needs. Swift and Greenberg (2015) provided strategies for keeping clients 

motivated and minimizing client drop-out, stating that incorporating client’s preferences within 

treatment decision-making helps them feel more invested in therapy. This is implemented by 

collaboratively deciding the implementation order of intervention sessions beyond the initial goal 

setting session. Additionally, interactively discussing the client’s presenting problems allows the 

practitioner and client to tailor the application of each intervention to best suit the client’s needs. 

Thus, although the methods and techniques for training are used the same way, these 

interventions may be applied for different personalized outcome goals. For instance, tailoring of 

psychological methods can be conducted for focus, confidence, skill learning, and other issues 

related to sport performance. This individualization is predicted to foster increases in immediate 

method use and subsequent increases in method maintenance due to its functionality.  

Self-Efficacy 

It is assumed that a positive relationship exists between client’s self-efficacy in 

psychological method use and reported method use. Devonport (2007) found that facilitating the 

development of perceived efficacy regarding newly learned coping behaviors assisted the 

generalization of coping skills. Additionally, self-efficacy (i.e., confidence in one’s ability to 

successfully execute behavior required for expected outcomes) is thought to have positive 

influences on behavior change through the enhancement of intensity and persistence of effort 

(Bandura, 1977). Fostering self-efficacy is assumed to develop through acquaintance with why 

and how to use the methods, the practicing of methods in increasingly more complex 
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environments, self-monitoring of method use and responses to use, and modeling and 

reinforcement provided by the practitioner throughout the PST program.  

Self-Monitoring 

Self-monitoring reflects systematic self-observations and recording of target behaviors 

(Baker & Kirschenbaum, 1993; Kanfer, 1970). According to Michie, Abraham, Whittington, 

McAteer, and Gupta (2009), self-monitoring has been shown to be a significant intervention for 

physical activity and healthy eating behavior changes. Examples of self-monitoring range from 

standardized forms for recording activity (Noland, 1989), ratings of successful and unsuccessful 

performances (Anshel & Martin, 1996), use of videotaped performance feedback (Johnston-

O’Connor & Kirschenbaum, 1986), and the use of athletic training logs (Young, Medic, & 

Starkes, 2009). Michie and colleagues (2009) found self-monitoring of behavior to explain the 

largest amount of variance in positive behavior change compared to all other behavior change 

interventions included in their meta-analysis. This in combination with Kirschenbaum’s (1984) 

central role of self-monitoring for effective self-regulation lead to the inclusion of self-

monitoring within the PST program examined in the current study.  

Limitations and Gaps in the Literature 

Maintenance  

Most PST programs conducted for research have not investigated maintenance effects via 

follow-up assessments although Greenspan and Feltz (1989) originally voiced caution of a lack 

of emphasis on maintenance over two decades ago. The few studies that have conducted PST 

follow-up assessments measured performance or performance-oriented outcome variables 

ranging from two weeks to six months post-intervention (Cohn et al., 1990; Evans et al., 2004; 

Gould et al., 1990; Gravel et al., 1980; Grove et al., 1999; Kirschenbaum et al., 1998; Lanning & 
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Hisanaga, 1983). Three studies measured psychological method use at follow-up with Grove and 

colleagues (1999) measuring use in terms of trans-theoretical stages (i.e., pre-contemplation, 

contemplation, preparation, action, maintenance) at a three-month follow-up. Results indicated a 

50% increase of participants reporting action or maintenance of method use from pretest to 

posttest while results indicated a 15% decrease in action or maintenance phases from posttest to 

follow-up - still maintaining a 35% increase above baseline. Gould and colleagues (1990) 

measured self-reported method use following a one-week PST program consisting of four one-

hour group sessions, individual participant consultations, and six imagery sessions during 

practice. In their first study with a smaller sample size (n = 18), maintenance of method use was 

reported for relaxation, imagery, and mental preparation variables while no significant changes 

were reported for goal setting. However, in a following study with 33 participants, Gould et al. 

(19990) found that only relaxation was significantly different from pretest to a three-month 

follow-up with no significant changes among goal setting, relaxation, and imagery use. Evans 

and colleagues (2004) evaluated imagery use within a single-subject case study design six 

months post intervention following 14 weeks of intervention, and found that reported imagery 

use at follow-up was lower than post-intervention but greater than pre-intervention. When 

comparing these three studies, Gould and colleagues’ (1990) intervention fell short on time (one 

week versus six and 14 weeks), did not include the participant’s coaches, and did not include 

self-monitoring via journal or diary. Although these studies are a positive product of quality 

research from authoritative researchers, these investigations do not primarily focus on the 

construct of maintenance in terms of the psychological methods taught to participants within 

PST programs or developing plans for maintenance following PST termination. Consequently, 

there is a considerable lack of emphasis on what aspects of PST programs elicit maintenance.  
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Conversely, clinical psychology, counseling psychology, and weight management 

therapy research have developed maintenance strategies for prevention and continued treatment 

such as post-intervention booster sessions (Whisman, 1990), brief and periodic contact with 

clients for motivational purposes (Perri, Sears, & Clark, 1993), collaboratively identifying and 

planning for relapse situations (Marlatt & Gordon, 1985), consulting with family or others that 

influence client coping (Herbert & Baer, 1972), and fading, a technique that gradually spaces out 

sessions as therapy progresses (Bogner & Zielenbach-Coenen, 1984). Thus, it is interesting and 

unfortunate that intervention research in the sport and performance psychology domain has not 

borrowed and assessed these types of maintenance strategies. Therefore, the current study used 

evidence-based PST interventions to construct a program designed for the purpose of addressing 

psychological method maintenance related to PST and bridge this existing gap in inquiry. 

The closest line of research related to psychological method maintenance in sport 

involves the measurement of psychological method/technique use via the Test of Performance 

Strategies (TOPS; Thomas, Murphy, & Hardy, 1999). The TOPS is a self-report assessment 

measuring psychological method use in athletes during competitions and practice settings. 

Studies that have used this measure have recognized that a PST program is only effective if the 

athletes are using the methods being taught within the program. The majority of studies have 

used the TOPS to examine cross-sectional associations of psychological method use with 

variables such mental toughness (Crust & Azadi, 2010), anxiety (Neil, Mellalieu, & Hanton, 

2006), emotional intelligence (Lane, Thelwell, Lowther, & Devonport, 2009), and performance 

(Hayslip, Petrie, MacIntire, & Jones, 2010). Several studies have used the TOPS as an indicator 

of psychological method use change as impacted by PST (Cohen, Tenenbaum, & English, 2006; 

Horn, Gilbert, Gilbert, & Lewis, 2011; Kirschenbaum et al., 1998; Lim & O’Sullivan, 2016; von 
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Guenthner, Hammermeister, Burton, & Keller, 2010). These studies vary in terms of 

implementation style, length, and participant-practitioner contact. Two studies’ (Horn et al., 

2011; Kirschenbaum et al., 1998) interventions were group-oriented while two studies (Lim & 

O’Sullivan, 2016; von Guenthner et al., 2010) used one-on-one intervention sessions, while 

Cohen and colleagues (2006) implemented group and individual intervention sessions within 

their PST program. Length of program ranged from four weeks to one year while participant-

practitioner contact ranged from four 2-hour meetings to continuous e-mail and phone contact.  

In general, two studies (Lim & O’Sullivan, 2016; von Guenthner et al., 2010) improved 

the vast majority of methods and skills measured by the TOPS with the exception of Lim and 

O’Sullivan (2016) reporting no improvement in activation. This could be explained by the 

unconventional application of a needs-analysis where PST program development followed the 

evaluation of a TOPS pretest and an understanding of the psychological demands of the sport 

(Taylor, 1995). Two additional studies improved select methods/skills with Horn and colleagues 

improving goal setting, relaxation, imagery, and self-talk and Kirschenbaum and colleagues 

(1998) significantly improving self-talk, relaxation, and emotional control. Lastly, Cohen and 

colleagues reported mixed results on practice and competition methods and skills. This could be 

explained as a combination of sample size (n = 2) and the focus of the study being on factors 

related to emotional self-regulation using individual zones of optimal functioning principles and 

not simply increasing the amount of psychological method use.  

In evaluating the programs, it seems that the more specific the training content toward a 

single method (e.g., relaxation, imagery, self-talk), instead of basing training on more general 

skills (e.g., preparation, plan, apply, react, make routines), results in better improvement via the 

TOPS. One outlier to this conclusion includes von Guenthner and colleagues’ (2010) use of 
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periodization within PST, training concepts such as handling pressure, mental plans, coping, goal 

evaluation, and retrospection. The result of positive improvement across the board on the TOPS 

could be a product of long-term psychological training (e.g., a yearly meso-cycle), the high 

ability and motivation of the participants being members of the U.S. Cross Country Ski Team’s 

National Development Group, or the brief inclusions of more specific methods such energy 

management, concentration, anxiety reduction, and refocusing. Additionally, pretest-posttest 

designed studies using the Athletic Coping Skills Inventory-28 (ACSI-28; Smith, Schutz, Smoll, 

& Ptacek, 1995) have revealed similar results of reported increases of psychological method and 

skill use and ability (Ragab, 2015; Vidic & Burton, 2010). While both the TOPS and ACSI-28 

studies do not measure method use beyond posttest using follow-up analyses, the ability to 

increase psychological method use from pretest to posttest is essential for the possibility of 

maintenance following PST.  

Fidelity 

In an adoption of Poczwardowski, Sherman, and Ravizza’s (2004) professional 

philosophy model, Vealey (2007) developed a mental skills training model that includes the 

mental training process broken down into consultant philosophy, model, strategy, and technique 

components. The model describes necessary antecedents to effective PST service delivery while 

also indicating influences such as social cultural context, the addition of physical training, and 

effectiveness of the consultant impact mental skill development. As can be inferred, this model 

provides a strong utility, as it is specific to PST while integrating multiple components to guide 

overall practitioner effectiveness. Vealey (2007) stated that the most integral component is the 

notion that PST is a comprehensive process that includes an overall framework to guide the 

application of interventions for clients specific to their needs. Thus, it is not just the efficacy of 
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the intervention itself but also the effectiveness of the practitioner delivering the intervention. At 

its core, intervention studies are theoretically developed and implemented to not only show that 

they are effective, but to be used by other researchers and applied practitioners. To enable 

consistent distribution and maintain intervention integrity, treatment manuals are essential to 

explain and outline the intervention for the practitioner. Unfortunately, intervention protocols are 

ineffective if the practitioner is not skilled enough to implement all aspects of the prescribed 

intervention competently. This notion of fidelity–the degree of congruence between program 

design and its implementation–is essential for intervention testing and treatment dissemination. 

However, emphasis on consultant adherence to the intervention and skill in delivery has not been 

addressed within the sport psychology literature, as fidelity monitoring is essentially nonexistent 

in PST research.  

No research on PST programs to my knowledge has used fidelity monitoring to examine 

practitioner skill and intervention adherence across participants, a procedure that is customary 

within intervention research from mental health disciplines (Hogue, Liddle, Singer, & Leckrone, 

2005; Horner, Rew, & Torres, 2006; McHugh, Murray, & Barlow, 2009). Breitenstein, Gross, 

Garvey, Hill, Fogg, and Resnick (2010) stated that implementation fidelity is essential for the 

transition of evidence-based findings into real-world practice. This requires generalization of 

high-quality interventions from ideal conditions across different practitioners, levels of expertise, 

and different social contexts. Unfortunately, weaknesses in intervention implementation can lead 

to negative program evaluations (i.e., non-significant results) even when an intervention or 

intervention program is truly effective, an inaccurate decision titled a type III error (Basch, 

Sliepcevich, Gold, Duncan, & Kolbe, 1985).  
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The use of treatment manuals has been extensively used to emphasize fidelity in terms of 

treatment adherence although multiple advantages and criticisms of manual use exist. Studies’ 

findings revealed a positive relationship between protocol adherence and therapy outcomes 

(Frank, Kupfer, Wagner, McEachran, & Cornes, 1991; Henggeler, Melton, Brondino, Scherer, & 

Hanley, 1997; Hogue et al., 2008; Huey, Henggeler, Brondino, & Pickrel, 2000). In terms of 

therapist training, inclusion of manuals reduces the amount of time trainees reach acceptable 

therapeutic skill (Rounsaville, O’Malley, Foley, & Weissman, 1988), provides guidelines for 

supervision (Stein & Lambert, 1995), and seems to increase use of additional positive therapeutic 

techniques not targeted by manual-based training (Henry, Schacht, Strupp, Butler, & Binder, 

1993). Anecdotal benefits of the use of treatment manuals includes access to treatment 

descriptions and instructions, increased intervention structure, better treatment focus and 

stability, practitioner reassurance, and the assistance in conceptualizing long-term treatment 

(Godley, White, Diamond, Passetti, & Titus, 2001; LeCroy, 2008; Singer & Greno, 2013). 

Although there are concerns that manualized treatments disregard client differences (Addis, 

Wade, & Hatgis, 1999), evidence fails to support this notion and using a manual addresses the 

paramount priority of internal consistency of intervention across participants. However, Binder 

(1999) suggested that treatment manuals are best used to elicit basic treatment techniques 

prescribed by the therapy type. Additionally, a review of the use of treatment manuals, treatment 

fidelity, and treatment outcomes failed to draw a conclusive relationship between fidelity and 

therapy patient outcomes (Miller & Binder, 2002). Thus, in light of these mixed results, some 

researchers have indicated that perfect fidelity adherence may reflect practitioner rigidity and 

overreliance on objective completion and technique, undermining rapport and therapeutic 

alliance (Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996; Henry et al., 1993). Addis (1997) 
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suggested that treatment manuals do not require high degree of structure for functionality and 

effectiveness, yet significantly less structure should only be used when treatment flexibility and 

integration has been empirically shown to produce better outcomes. Therefore, it seems a 

balance between protocol adherence and practitioner flexibility is necessary to elicit positive 

client outcomes. This represents a notable limitation of applied sport psychology as intervention 

research has yet to use implementation fidelity, and this has significant implications for 

development, reproducibility, and dissemination of systematic PST programs.  

Individualization of PST 

There is a lack of client-centered systematic PST research as most programs prioritize 

uniformity over individually tailored interventions. Uniformity is a product of program-centered 

training philosophy that places the consultant at the center of planning, development, and 

expertise, essentially taking a prescriptive approach (Hardy & Parfitt, 1994; Vealey, 2007). 

While this makes sense when trying to develop and implement PST programs for evaluative 

purposes, there are still limitations to such rigidity. The notion of athlete or client involvement is 

not novel. For instance, researchers (Boutcher & Rotella, 1987; Thomas, 1990 as cited in Jones, 

1993) have previously mentioned traditional development of PST training aims, assessment, 

education, training, and evaluation of PST programs all completed by the practitioner as the 

expert places the client in a passive and detached role (Butler & Hardy, 1992). Butler and Hardy 

(1992) pointed out that such noninvolvement at the outset of PST can decrease intrinsic 

motivation and adherence due to external locus of causality (Deci & Ryan, 1985; Ryan & Deci, 

2000). Responses toward individualization came from models such as Murphy’s (1988) 

consultancy model, Butler’s (Butler & Hardy, 1992) model of equal expertise, and Hardy and 

Parfitt’s (1994) athlete-centered model. Each has done their part in shifting the emphasis towards 
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greater client involvement within PST and sport psychology services. However, the requirement 

of a priori training protocols even when using multiple-baseline single-subject design studies has 

stalled the applied shift toward greater client-centered approaches to PST within empirical 

literature. The current study attempted to shift this emphasis further toward clients while still 

maintaining PST protocol and uniformity across clients.  

The Current Study 

In the current study I investigated the efficacy of a client-centered PST program in terms 

of producing psychological method maintenance beyond treatment. Specifically, participants 

within the treatment group underwent four sessions, one each of goal setting, relaxation, 

imagery, and self-talk interventions, self-selected in presentation order and created to increase 

method use and self-efficacy in method use. Implementation fidelity monitoring was assessed via 

intervention adherence and practitioner competency. Being one of sport psychology’s initial 

intervention investigations utilizing fidelity monitoring, maintenance and self-efficacy of method 

use was examined with respect to implementation fidelity.  

Hypotheses 

 The current study included the following eight hypotheses: 

1. Treatment group reported method use and efficacy will significantly increase to a greater 

extent compared to control group.  

2. Treatment group reported goal setting, relaxation, imagery, and self-talk use in practice 

will significantly increase from pretest (initial session) to posttest (one-week following 

fourth session).   
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3. Treatment group reported goal setting, relaxation, imagery, and self-talk use in practice 

will significantly increase at follow-up assessment (three months subsequent to posttest) 

compared to pretest. 

4. Treatment group reported goal setting, relaxation, imagery, and self-talk use in practice 

will not significantly decrease from posttest to follow-up assessment. 

5. Control group participants will report no significant differences in goal setting, 

relaxation, imagery, and self-talk use between pretest, posttest, and follow-up 

assessments. 

6. Treatment group reported self-efficacy in goal setting, relaxation, imagery, and self-talk 

use in practice will significantly increase from pretest to posttest. 

7. Treatment group reported self-efficacy in goal setting, relaxation, imagery, and self-talk 

use in practice will significantly increase at follow-up assessment compared to pretest 

assessment.  

8. Treatment group reported self-efficacy in goal setting, relaxation, imagery, and self-talk 

use in practice will not significantly decrease from posttest to follow-up assessment. 

9. Control group reported self-efficacy in goal setting, relaxation, imagery, and self-talk use 

in practice will not significantly differ between pretest, posttest, and follow-up 

assessments. 

10. Adherence to between-session exercises for each method will significantly influence 

changes in method use and efficacy for each method, such that treatment group 

participants who report greater adherence will experience stronger increases in method 

use and efficacy over time.  
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CHAPTER 3 

 

METHODS 

 
Power Analysis and Sampling 

An a priori power analysis (see Appendix A) for sample size determination was 

conducted using G*Power 3.1.3 software (Faul, Erdfelder, Lang, & Buchner, 2007) for a two 

group repeated measures within-between interaction analysis of variance (ANOVA) with three 

measurements (pretest, posttest, follow-up assessment). Alpha error probability was set at .00625 

(i.e., .05/8) to account for eight dependent variables. Power was set at .80, a level that restrains 

potential type I errors and represents the minimal accepted power (Kirk, 1995). Nonsphericity 

correction ε was left at 1, the default value, assuming the data are perfectly spherical and the 

assumption of sphericity for ANOVA is not violated. With no previous data to base effect size 

and correlation among measures, a conservative assumption of a small effect size (f) = .25 and a 

correlation among measures at (r) = .50 was used, resulting in a sample size of 44 participants 

required to achieve the necessary power to detect a small effect size (Cohen, 1988).  

Participants 

Total sample size of 50 was reduced to 44 participants due to participant drop-out 

between notification of group assignment and pretest assessment. Table 1 describes demographic 

and pretest differences between retained participants and drop-out participants. Drop-out 

participants deviated the greatest from retrained participants in pretest relaxation efficacy with a 

14.71 difference. The final sample included 27 male and 17 female division-I collegiate athletes 

competing in baseball (n=19), softball (n=14), and track and field (n=11) sports. Table 2 includes 

a summary of age, gender, sport, and pre-training motivation for PST by group. Chi-square and 

t-test analyses resulted in no significant differences between treatment and control group on the  
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Table 1 

Comparison of age, motivation, and pretest statistics between retained and drop-out participants 

Variable Total Retained 

(n=44) 

Treatment Group 

(n=22) 

Control Group 

(n=22) 

Drop-out  

(n = 6) 

Age  20.00 (1.24) 19.82 (1.22) 20.18 (1.26) 20.34 (1.06) 

Motivation  8.05 (2.19) 8.45 (1.68) 7.62 (2.60) 7.88 (2.10) 

GS Use 14.52 (2.62) 14.23 (2.72) 14.82 (2.54) 13.57 (3.74) 

RE Use 10.27 (4.06) 10.36 (3.95) 10.18 (4.26) 10.71 (4.99) 

IM Use 12.70 (2.82) 12.96 (2.73) 12.46 (2.96) 13.71 (3.45) 

ST Use 14.27 (3.20) 14.41 (3.16) 14.14 (3.31) 15.43 (1.81) 

GS Efficacy 74.59 (16.65) 73.75 (14.12) 75.43 (19.15) 69.93 (21.73) 

RE Efficacy 60.35 (19.71) 62.96 (19.39) 57.74 (20.13) 45.64 (27.47) 

IM Efficacy 68.69 (19.67) 71.93 (17.26) 65.46 (21.73) 70.18 (20.60) 

ST Efficacy 72.88 (17.84) 75.34 (16.74) 70.42 (18.93) 78.93 (11.17) 

Note. All variables are displayed as means with standard deviations in parentheses. GS = goal 

setting; RE = relaxation; IM = imagery; ST = self-talk.  

 

 

matching variables of age, gender, sport, or motivation (p > .05). Table 3 summarizes the 

additional demographic variables not included in the participant matching process by group.  

 

Table 2 

Demographic summary of participant matching variables comparing treatment and control 

groups (N = 44) 

 Overall Treatment Group 

(n=22) 

Control Group  

(n=22) 

Age in years M (SD) 20.00 (1.24) 19.82 (1.22) 20.18 (1.26) 

Gender N (%) 

     Male 

     Female 

 

27 (61.36) 

17 (37.64) 

 

15 (34.01) 

7 (15.91) 

 

12 (27.27) 

10 (22.73) 

Sport (%) 

     Baseball 

     Softball 

     Track & Field 

 

19 (43.18) 

14 (31.82) 

11 (25.00) 

 

10 (22.73) 

5 (11.36) 

7 (15.91) 

 

9 (20.45) 

9 (20.45) 

4 (9.10) 

Motivation M (SD) 7.86 (2.19) 8.45 (1.68) 7.62 (2.60) 

Note. Motivation was measured on a 1 (not motivated at all) to 10 (highly motivated) scale. 
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Table 3 

Demographic summary of non-matching variables comparing treatment and control groups (N = 

44) 

 Overall Treatment Group 

(n=22) 

Control Group  

(n=22) 

Ethnicity N (%) 

     African American 

     Caucasian 

     Hispanic 

 

         5 (11.4) 

       27 (61.4) 

       12 (27.3) 

 

         2 (9.10) 

       13 (59.10) 

         7 (31.8) 

 

         3(13.60) 

       14 (63.60) 

         5 (22.70) 

Year N (%) 

     Freshman 

     Sophomore 

     Junior 

     Senior 

     5
th

 Year 

 

         9 (20.5) 

         7 (15.9) 

       14 (31.8) 

       12 (27.3) 

         2 (4.5) 

 

         6 (27.30) 

         4 (18.20) 

         6 (27.30) 

         5 (22.70) 

         1 (4.50) 

 

         3 (13.6) 

         3 (13.6) 

         8 (36.4) 

         7 (31.8) 

         1 (4.5) 

Primary Position N (%) 

     Pitcher 

     Catcher 

     Infield 

     Outfield 

     Designated Hitter 

     Distance 

     Hurdles 

     Thrower 

 

       13 (29.55) 

         4 (9.10) 

       10 (22.73) 

         6 (13.64) 

         1 (2.27) 

         5 (11.36) 

         2 (4.55) 

         3 (6.82) 

 

         5 (22.73) 

         3 (13.64) 

         5 (22.73) 

         3 (13.64) 

         0 (0.00) 

         3 (13.64) 

         1 (4.55) 

         2 (9.09) 

 

         8 (36.36) 

         1 (4.55) 

         5 (22.73) 

         3 (13.64) 

         1 (4.55) 

         2 (9.09) 

         1 (4.55) 

         1 (4.55) 

Sport Psychology Exposure N (%)          2 (4.5)          2 (9.1)          0 (0.00) 

Years Sport Experience M (SD)   12.75 (4.10)   11.73 (4.52)   13.77 (3.44) 

Role M (SD) 

     Starter 

     Nonstarter 

     N/A 

 

       16 (36.4) 

         9 (20.5) 

       19 (43.2) 

 

         6 (27.30) 

         4 (18.20) 

       12 (54.50) 

 

       10 (45.5) 

         5 (22.7) 

         7 (31.8) 

Performance Satisfaction M (SD)     6.45 (1.95)     6.27 (1.64)     6.64 (2.24) 

Note. Sport psychology exposure was defined as previously having a one-on-one session with a 

sport psychology practitioner and performance satisfaction was measured on a 1 (completely 

dissatisfied) to 10 (completely satisfied) Likert-type scale concerning latest sport performances. 

 

Additionally, Table 4 illustrates the 22 treatment group participants selected at least one order of 

intervention schedule for each possible order. Eight participants prioritized (i.e., selected second 
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in intervention order) self-talk while seven participants prioritized relaxation and imagery, 

indicating no method was prioritized than others. 

 

Table 4 

Participant-selected intervention order statistics (N = 22) 

Intervention Order n Percentage 

GS-RE-IM-ST 5 22.73 

GS-RE-ST-IM 2 9.09 

GS-IM-RE-ST 2 9.09 

GS-IM-ST-RE 5 22.73 

GS-ST-IM-RE 3 13.64 

GS-ST-RE-IM 5 22.73 

Note. Participants self-selected the order of method implementation for sessions two, three, and 

four. GS = goal setting; RE = relaxation; IM = imagery; ST = self-talk. 

 

 

Inclusion criteria comprised of active and inactive (i.e., injured) student-athletes within 

the offseason of their sport during the entirety of the four-week intervention phase. Participants 

were required to be in practice phases of their offseason. The inclusion of inactive athletes was 

due to the beneficial role PST has on injury rehabilitation, specifically the methods of goal 

setting, relaxation, imagery, and self-talk (Arvinen-Barrow & Walker, 2013; Guillot & Collet, 

2008; Johnson, 2000). Additionally, pilot study data supported this inclusion of inactive athletes 

due to injury. Exclusion criteria included athletes who were not actively practicing with their 

team due to reasons other than injury or were suspended from sport participation at the 

program’s initiation. One participant within the treatment group was undergoing injury 

rehabilitation during the time of training while no control group participants were injured at the 

time of pretest assessment.   
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Sport Psychology Researcher/Practitioner 

 The current study used the same individual to fulfill the role of researcher and 

practitioner. For clarity purposes, the researcher and practitioner is referred to as “practitioner” 

from this point forward. As the researcher and practitioner, I developed (with the assistance of 

my major advisor and supervisor) and implemented all PST intervention sessions. The 

practitioner completed his coursework for a doctorate degree of philosophy in sport psychology 

and completed the required mentorship hours for the Association for Applied Sport Psychology 

(AASP) Certification prior to developing and conducting the current study. 

Independent Tape Rater Training 

 An undergraduate research assistant was recruited to complete implementation fidelity 

assessments for 10% of taped sessions. Previous research has suggested and conducted treatment 

fidelity ranging from 10-25% of sessions (Azrin et al., 2001; Sheidow, Donohue, Hill, 

Henggeler, & Ford, 2008). The rater completed an initial four-hour training session covering 

education of goal setting, relaxation, imagery, and self-talk methods; the AIM (Adopt, Integrate, 

Maintain) training manual; and the rating system and fidelity monitoring forms (see Appendix 

B). Lastly, the rater listened to previously recorded AIM training sessions from a pilot study and 

practiced rating for adherence and practitioner quality of session criteria. The rater received 

individual feedback on her ratings and was provided an AIM training manual for use during 

training and actual rating of session implementation fidelity.  

Design 

 The current investigation employed a quasi-experimental, two-group, untreated control 

group design with dependent pretest, posttest, and three-month follow-up assessment. The 

treatment group and untreated control group were matched along gender, sport, and reported 



 33 

motivation to engage in PST. The treatment group underwent four 50-minute individual PST 

sessions in four weeks. Initial treatment included one goal setting session while the order of the 

following three sessions (i.e., relaxation, imagery, and self-talk) were participant-selected. See 

Appendix C for a detailed graphical depiction of study and intervention elements. Posttest 

assessment for both groups occurred on week five, one week following the final session. 

Additionally, the treatment group conducted a retrospective pretest during posttest assessment to 

account for a change in participant awareness level potentially achieved during the intervention 

sessions (Woodcock, Duda, Cumming, Sharp, & Holland, 2012). Follow-up assessment for both 

groups occurred three months following posttest.  

Psychological Skills Training Program 

Program Overview  

The PST program developed for the current study, titled the AIM (Adopt, Integrate, 

Maintain) Program, was conceptualized through existing PST models such as those proposed by 

Poczwardowski et al. (2004) and Vealey (2007), and also a proposed model of psychological 

method maintenance (see Figure 1). The program was built around a client–centered hybrid 

philosophy using self-regulation and CBT models for intervention, individual agenda-oriented 

session strategies, and basic techniques such as goal setting, relaxation, imagery, and self-talk. 

Due to the emphasis of psychological method maintenance, self-regulation and self-efficacy of 

method use were targeted for enhancement through the program. All sessions with the exception 

of the initial goal setting session, followed the same session agenda (progress assessment, 

session agenda, goal setting, assessment, education, intervention, and session debrief). The initial 

session differed due to a brief intake interview that emphasized rapport building, information 
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gathering, and the development of intervention direction and a working alliance. Each 

intervention session is described below. 

Intake and Goal Setting Intervention 

The initial goal setting session differed from the remaining three sessions by including 

six session components: (1) brief intake interview, (2) goal setting assessment, (3) goal setting 

education, (4) goal setting intervention, (5) program individualization, and (6) session debrief.  

Brief intake interview. The initial session began with a brief intake interview, lasting 

approximately 15 minutes and included building rapport, reviewing participant history, and 

creating a working alliance. Rapport building included asking general information questions and 

discussing academic and social factors. Secondly, reviewing participant history included asking 

questions about the participant’s athletic history and sport psychology history such as “How old 

were you when you began your sport?”, “What got you into sport to begin with?”, “How did you 

get to the level you are at now?”, as well as “What do you know about sport psychology?” and 

“Have you previously received sport psychology services before?” The goal was to acquire 

useful and honest responses while getting participants to tell their story. Thirdly, creating a 

working alliance included gearing the conversation toward a productive discussion on the 

participant’s current goals and how to reach those goals. This discussion provided the initial 

direction for the entire program, as each psychological method was used to reach a singular 

program goal (e.g., increase confidence in performance ability, reduce performance anxiety, 

improve performance consistency). A brief discussion reviewing the entire AIM Program 

followed. Through this, the genuine foundation of rapport and trust was initiated.  

Goal setting assessment. Assessment for the initial goal setting session differed from 

subsequent sessions as there was no need for progress assessment for previous weeks. Goal 
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setting assessment included exploring the participant’s knowledge, experience, outcomes, and 

current use, if any, of goal setting practices. This gave insight into areas where additional 

education was necessary or where correction or increase in goal setting use was appropriate. 

Goal setting education. Goal setting education involved discussing how goals increase 

performance through direct (e.g., directing attention, mobilizing action, prolonging effort, 

fostering learning strategies) and indirect (e.g., enhancing confidence, motivation, and reducing 

anxiety) means, and that the most productive goals are challenging yet realistic, specific, and 

measurable (Burton, 1983, 1989; Locke et al., 1981). In order to maximize the effectiveness of 

all four sessions, a dialogue related to the overall program goal and direction for training 

previously discussed was conducted. This led to setting a final long-term outcome goal for the 

program and was the focus for all subsequent interventions.  

Goal setting intervention. Each intervention section contained three subsections of (1) 

active method intervention, (2) method implementation planning, and (3) adherence barrier(s) 

assessment. The active goal setting intervention stems from Vealey’s (2005) SMAART (specific, 

measureable, aggressive yet achievable, relevant, time-bound) goal mapping and Burton and 

colleagues’ (2001) seven-phase goal setting programs. From both sources, participants were 

asked to use a multiple goal strategy (Cox, 2012) by setting long-term (four-month) outcome and 

performance goals, intermediate four-week outcome and performance goals, and daily goal 

achievement process goals (GAPs). GAP setting was conducted based on the practitioner asking 

the participant, “What are the behavioral and mental processes that need to occur for you to 

attain your determined performance goal?” Therefore, to simplify the myriad of goal-setting 

practices that occur during the intervention, GAPs combine behavioral goal achievement 

strategies and mental process goals for the systematic planning of goal achievement. For 
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example, a GAP could include “getting at least eight hours of sleep per night” in order to 

facilitate the performance goal of “increasing a bench press strength performance by 5%.”  

Method implementation planning for the initial week was discussed and the participant 

and practitioner collaboratively problem solved and proactively managed the participant’s 

environment to best facilitate goal setting use for the week. Lastly, a goal setting adherence 

barriers assessment was conducted to identify potential barriers to effective method use and 

identify potential solutions for overcoming those barriers. All of the work was documented 

within the participant’s PST manual.  

 Program individualization. Following discussion on the overarching direction of the 

program toward a presenting performance issue and the systematic setting of multiple types of 

goals with multiple goal distances, a participant-selected intervention order was agreed upon. 

This was done in a collaborative manner between the practitioner and participant to best suit 

participant goal achievement and the nature of the participant’s performance issue. Participant-

selected order of intervention was based on Swift and Greenberg’s (2015) recommendations to 

reduce participant premature termination and improve psychotherapy outcomes.   

Session debrief. A CBT-based session debrief was conducted to review participant’s 

understanding of session material, answer any questions the participant had, and signal an ending 

to the session. The session debrief included questions adapted from Beck (2011) such as, “How 

do you feel about today’s session?”, “What do you feel were the most important points of 

today’s session?”, “How do you feel about your progress during the program?”, and “Why do 

you think the prescribed homework is important toward your progress?” 
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Relaxation Intervention 

 The relaxation intervention session was structured similar to the imagery and self-talk 

sessions by including the session components of (1) progress assessment, (2) session agenda, (3) 

weekly goal setting, (4) relaxation assessment, (5) relaxation education, (6) relaxation 

intervention, and (7) session debrief.  

Progress assessment. The practitioner collaboratively reviewed the AIM manual 

between-session exercises with the participant and explored what was completed and what was 

learned, thus reinforcing positive performance. If self-monitoring was not completed, review of 

the rationale for between-session exercises occurred. The practitioner inquired about the extent, 

patterns, antecedents, consequences and reactions to relaxation use. The practitioner used 

supportive, non-judgmental language, a balance of open and closed questions, and allowed 

ample time between questions for the participant to formulate answers. With incomplete 

assignments the practitioner explored barriers to completion and collaboratively explored 

strategies for completing assignments going forward.  

Session agenda. The practitioner clearly articulated a specific agenda at the beginning of 

the session with discrete prioritized targets related to the participant’s training aim. This agenda 

included brief participant-led goal setting, a relaxation assessment, relaxation education, 

relaxation intervention, and a session debrief. The practitioner elicited feedback from the 

participant in order to establish mutual understanding of the session rationale.  

Weekly goal setting. The weekly goal setting practice was a brief participant-led 

planning and setting of weekly GAP goals. With more experience every week, greater 

responsibility and autonomy for weekly goal setting was allocated to the participant.  
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Relaxation assessment. Assessment for the relaxation session included exploring the 

participant’s knowledge, experience, outcomes, and current use, if any, of relaxation practices. 

This gave insight into areas where additional education was necessary or where correction or 

increase in relaxation use was appropriate. A simple breath location awareness exercise was 

conducted by asking the participant to place his or her hands on his or her chest and diaphragm 

in order to locate the origin of breath. This was done to limit the influence education of 

relaxation might have on the participant’s self-awareness and breathing patterns.  

Relaxation education. Relaxation was presented to the participant as a method that 

provides numerous benefits related to performance as well as benefits outside of sport. Two 

relaxation modalities, diaphragmatic breathing and progressive relaxation (PR; Jacobson, 1929, 

1938), were presented and applied within the session due to their ability to induce the relaxation 

response and parasympathetic activation (Benson, 1975; Benson & Proctor, 2010; Dusek et al., 

2006) as well as the simplicity of coordinating both practices simultaneously. Following 

relaxation assessment, relaxation education included explanations about the relationship between 

activation and performance, including how heightened activation increases tension, muscular 

fatigue, and decreases coordination (Pijpers, Oudejans, Holsheimer, & Bakker, 2003; Weinberg 

& Hunt, 1976), and how attentional narrowing, concentration issues, and modified visual search 

patterns are apparent (Janelle, 2002; Williams & Elliott, 1999; Wilson, 2010). This was 

emphasized by asking the participant to increase the activation and muscular tension within his 

or her hand, extending the fingers maximally and attempting to tap his or her index and middle 

finger on the table as quickly as possible while keeping maximal muscular tension. Then the 

participant was asked to release the tension and complete the same exercise as quickly as 

possible. The participant was also asked about personal experiences with being over-activated 
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during performances. Lastly, the participant was educated about the physiology of proper 

breathing based on Dixhoorn (2007) and the change in breathing patterns, usually upward with 

the emphasis of heightened intercostal and scalene muscle activation. Asking the participant to 

maximally shrug his or her shoulders and attempt to breathe normally emphasized this sensation. 

This positioning and heightened muscular contraction resulted in short, shallow, labored, and 

inconsistent upper respiratory breathing patterns.  

 Relaxation intervention. Like all four intervention components, the relaxation 

intervention included (1) the active intervention, (2) relaxation implementation planning, and (3) 

adherence barrier(s) assessment. The active relaxation intervention included the participant lying 

comfortably on a padded massage table with a pillow for neck support and minimal muscular 

activation. This follows most relaxation intervention protocols but is emphasized by Linden 

(2007) who notes that body position may trigger muscular tension and limit relaxation ability and 

progress. The participant was allowed to rest comfortably for approximately 30 seconds when 

asked to place one hand on the diaphragm and one on the chest. The practitioner asked the 

participant to give him feedback on what he or she noticed. This breathing awareness was 

usually enough to elicit properly distributed breathing from the diaphragm. The participant was 

instructed to take a complete breath, one he or she may use in the midst of competition. This was 

usually deep, but forceful and quick. The practitioner reminded participants that relaxation is 

largely emphasized in the exhalation, while minimal abdominal and pelvic floor muscles are 

activated, indicating a need to elongate the exhalation time for maximal relaxation effect. This 

was practiced multiple times with longer breaths, increasing the tidal volume and decreasing rate 

of respiration. Once a comfortable pace was established, the practitioner asked the participant to 

focus on the rhythmic nature of the new breathing pattern and become aware of its origins and its 



 40 

depth. Participants were also instructed that if their attention drifted to external stimuli, they were 

to simply refocus on the slow exhalation of air from their bodies.  

 Once a reported sense of control and relaxation was elicited, PR was conducted via a 

script (see Appendix D) adapted from Williams (2010) with two five- to seven-second 

contraction and approximately 20-second relaxation period for each 12 large muscle groups (i.e., 

lower arms, upper arms, face, neck and shoulders, abdomen and gluteal, quadriceps, shins and 

calves). Incorporation of diaphragmatic breathing with inhalation during the tension phase and 

slow exhalation during the relaxation phases was emphasized. Tension scanning was also 

included subsequent to full body PR with the practice of release-only relaxation. Following PR 

training, the practitioner asked for participant feedback on understanding, reactions, and 

concerns. The practitioner then emailed the participant a previously recorded audio file of the PR 

script used within the session for the participant’s use at their discretion outside of session. 

Implementation planning for relaxation throughout the week was discussed, adherence barriers 

were explored, and potential problem solving solutions were developed.  

 Session debrief. Like all sessions, a CBT-based session debrief, as described for goal 

setting, was conducted to review participant’s understanding of session material, answer 

questions the participant posed, and signal an ending to the session. 

Imagery Intervention 

The imagery intervention session included seven components: (1) progress assessment, 

(2) session agenda, (3) weekly goal setting, (4) imagery assessment, (5) imagery education, (6) 

imagery intervention, and (7) session debrief. As components have generally been covered in 

previous session overviews, a brief summary of recurring components will occur with more 

detailed overviews for novel session components. 
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Progress assessment. The practitioner collaboratively reviewed the AIM manual self-

monitoring assignment with the participant similar to previous progress assessments.  

Session agenda. The practitioner clearly articulated a specific agenda at the beginning of 

the session with discrete prioritized targets related to participant’s training aim. 

Weekly goal setting. The weekly goal setting practice was a brief participant-led 

planning and setting of weekly GAP goals. With more experience every week, greater 

responsibility and autonomy for weekly goal setting was allocated to the participant.  

Imagery assessment. Assessment of imagery knowledge, experience, current use 

patterns, and an extended discussion on why the participant uses imagery was conducted. 

Imagery education. Education about imagery’s direct effects on the central nervous 

system explained by bioinformational (Lang, 1979), symbolic learning (Sackett as cited in 

Weinberg & Gould, 2015), and psychoneuromuscular (Carpenter, 1894; Corbin, 1972; Harris & 

Robinson, 1986; Mackay, 1981; Richardson, 1967) theories, as well as effects on psychological 

variables such as activation (Cumming, Olphin, & Law, 2007), confidence (Callow, Hardy, & 

Hall, 2001), attention (Calmels, Berthoumieux, & d’Arripe-Longueville, 2004) and motivation 

(Martin & Hall, 1995) was explained.  

Imagery intervention. The imagery intervention contained (1) active intervention 

components, (2) imagery implementation planning, and an (3) adherence barrier(s) assessment. 

Due to only one practitioner-guided training session, components related to imagery ability, such 

as vividness and controllability, were addressed. This was conducted via the Movement Imagery 

Questionnaire–Revised (MIQ-R; Hall & Martin, 1997) in order to highlight strengths and 

weaknesses in sensory modality imagery as well as image control (see Appendix E). If the 

participant reported difficulties in any sensory or control areas by reporting a 1 (very hard to 
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see/feel) – 3 (somewhat hard to see/feel) on the MIQ-R, the practitioner and participant 

conducted the movement and constructed the associated image after all items had been 

completed. If the participant rated an improvement on his or her imaging, the participant moved 

on to guided imagery. However, if the participant did not report increases in imaging, the 

practitioner framed the findings as an indication for greater room of imagery improvement and 

emphasized out-of-session practice as being paramount. These participants conducted guided 

imagery with a specific emphasis on reported weak areas of imagery. Once the MIQ-R and 

discussion of results were completed, a guided imagery script (see Appendix F) was read to the 

participant that allowed the participant to fill in personalized, sport-specific imagery scenes and 

report on ability to see and feel these scenes. Following debrief discussions about ability and 

impact of imagery, discussion about what the participant wants/needs to use imagery for was 

conducted and goals for imagery use were set. This led to collaboratively planning an imagery 

session in accordance with those goals and imaging this plan within the session. The practitioner 

then emailed the participant a pre-recorded audio file of the guided imagery script for the 

participant to use at his or her discretion outside of the session. Following this imagery practice, 

implementation planning for when and how to plan structured imagery scenes and perform 

imagery sessions was recorded in the PST workbook. Adherence barrier(s) assessment was 

subsequently conducted.   

Session debrief. Like all sessions, a CBT-based session debrief was conducted to review 

participant’s understanding of session material, answer questions the participant may pose, and 

signal an end to the session. 
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Self-Talk Intervention 

 The self-talk intervention session included seven components: (1) progress assessment, 

(2) session agenda, (3) weekly goal setting, (4) self-talk assessment, (5) self-talk education, (6) 

self-talk intervention, (7) session debrief. Similar to imagery, a brief summary of recurring 

components will occur with more detailed overviews for novel session components. 

Progress assessment. The practitioner collaboratively reviewed the AIM manual self-

monitoring assignment with the participant similar to imagery and relaxation sessions.  

Session agenda. The practitioner clearly articulated a specific agenda at the beginning of 

the session with discrete prioritized targets related to participant’s training aim. This agenda 

included brief participant-led goal setting, a self-talk assessment, self-talk education, self-talk 

intervention, and a session debrief. The practitioner elicited feedback from the participant in 

order to establish mutual understanding of the session rationale.  

Weekly goal setting. The weekly goal setting practice was a brief participant-led 

planning and setting of weekly GAP goals. With more experience every week, greater 

responsibility and autonomy for weekly goal setting was allocated to the participant.  

Self-talk assessment. Assessment of self-talk knowledge, experience, current use 

patterns, and an extended discussion on why the participant used self-talk was conducted. 

Self-talk education. The self-talk component of the program used a cognitive 

restructuring intervention with an adapted dysfunctional thoughts record (DTR; Beck, Rush, 

Shaw, & Emery, 1979), referred to as the self-talk log, along with a structured interview adapted 

from Zinsser, Bunker, and Williams (2010). After assessment, education consisted of explaining 

the cognitive model (Beck, 1964) and the impact of automatic, unreasoned, and sometimes 

unaware and commonly accepted self-statements. For simplicity, the practitioner discussed 
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classifications of statements as productive or unproductive, as opposed to positive or negative, 

instructional or motivational. This was due to differential personal interpretations and differential 

cognitive and emotional responses to similar statements between individuals. In other words, the 

practitioner prioritized the responses and effects of self-statements, not the content of the 

statements.  

 Self-talk intervention. Like all intervention components, the self-talk intervention 

included (1) an active self-talk intervention, (2) self-talk implementation planning, and (3) 

adherence barrier(s) assessment. The active self-talk intervention included a structured interview 

containing two parts: a successful and an unsuccessful performance. The practitioner asked the 

participant to recall a successful performance and the cognitive-emotional responses before, 

during, and after performance. The participant was then asked to describe (a) the situation, (b) 

pre-performance self-talk statements, (c) intra-performance statements, (d) post-performance 

statements, (e) rating of statement typicality, (f) physical and emotional responses to statements, 

and (g) how much the self-talk statements contributed to performance. Subsequently, the 

practitioner asked the participant to recall a recent worst performance and respond to the same 

questions with additional inquiries related to (a) whether the participant stayed in the present or 

dwelled on unsuccessful previous performances, and (b) whether the statement was internally 

focused or externally focused. After asking the participant which statement is the most 

counterproductive, the practitioner asked the participant to conduct an evidence review of the 

statement (i.e., “What is the evidence for or against this thought?”). Based on Dobson and 

Dobson (2009), the statement was also examined for unrealistic expectations and inappropriate 

labeling of causes. If these were present, a discussion of more functional expectations occurred 

while also the re-attributing of inappropriate labeling of causes via pie charts was conducted. 
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Lastly, the practitioner asked the participant to modify any unproductive statements made prior 

to, during, or after the unsuccessful performance into productive self-talk statements. 

Implementation planning included determining when, where, and how to best use the self-talk 

log during the week. Lastly, adherence barriers assessment and problem solving were 

conducted.  

Session debrief. Like all sessions, a CBT-based session debrief was conducted to review 

participant’s understanding of session material, answer questions the participant posed, and 

signal an ending to the session. 

Measures 

Demographics (Appendix G) 

The demographic questionnaire included 14 items with three multiple selection and 11 

open-ended response items. Items included prompts for age, gender, ethnicity, eligibility year, 

sport, years of sport experience, player role (e.g., starter or backup), player position, experience 

with sport psychology, and motivation to engage in PST.  

Psychological Method Use - Test of Performance Strategies-2 (TOPS-2; Hardy, Roberts, 

Thomas, & Murphy, 2010; Appendix H) 

Reported psychological skill use was measured by the self-talk (e.g., “I talk positively to 

get the most out of practice”), goal-setting (e.g., “I set realistic but challenging goals for 

myself”), imagery (e.g., “I rehearse my performance in my mind before practice”), and 

relaxation (e.g., “I practice using relaxation techniques at workouts”) practice subscales of the 

TOPS-2. The TOPS-2 is a 64-item self-report instrument intended to measure the psychological 

skills and strategies used by athletes in both practice and competition. However, with the focus 

of the current study being placed on the development of the particular psychological methods of 
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goal setting, relaxation, imagery, and self-talk use during practice, only the practice subscales of 

these particular methods were included. Each included subscale contained four items, resulting in 

a total of 16 items. Response scaling ranged from 1 (never) to 5 (always) with 2-4 representing 

“rarely”, “sometimes”, and “often.” The four subscales included in the current study had an 

internal consistency alpha coefficient range between 0.72 (imagery–practice) and 0.85 

(relaxation–practice), with goal setting–practice and self-talk–practice having alpha coefficients 

of 0.84 and 0.82, indicating acceptable internal consistency among the included subscales (Hardy 

et al., 2010). Factorial validity for the TOPS-2 was provided by Hardy and colleagues (2010) 

from a sample of 277 male and female Australian athletes competing in various sports.  

Self-Efficacy in Psychological Method Use - Self-Efficacy Scale (SES; Appendix I) 

Reported self-efficacy in psychological method use was measured via the SES created 

specifically for this study, and mirrors the items used from the TOPS-2 to measure psychological 

method use. The scale consisted of 16 items, four related to perceived capability of goal setting 

(e.g., “How certain are you that you can currently set realistic but challenging goals for 

yourself?”), relaxation (e.g., “How certain are you that you can currently practice using 

relaxation techniques at workouts?”), imagery (e.g., “How certain are you that you can currently 

rehearse you performance in your mind before practice?”), and self-talk (e.g., “How certain are 

you that you can currently talk positively to get the most out of your practice?”) use each. 

Adapted from Bandura’s (2006) recommendations, all items contained the stem of “How certain 

are you that YOU CAN CURRENTLY…” Scaling for the items ranged from 0 (cannot do at all) 

to 100 (highly certain can do) with 50 representing “moderately certain can do”. Additionally, 

the order was kept constant in relation to the item the efficacy rating applied to within the 

abbreviated TOPS-2 measure.  
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Imagery Ability - Movement Imagery Questionnaire–Revised (MIQ-R; Hall & Martin, 

1997; Appendix E) 

The MIQ-R was used to measure imagery ability along visual and kinesthetic imagery 

dimensions. The MIQ-R is an 8-item self-report measure that includes four different physical 

movements (e.g., “Raise your right knee as high as possible so that you are standing on your left 

leg with your right leg flexed at the knee. Now lower your right leg so that you are again 

standing on two feet. Perform these actions slowly.”). Participants were asked to assume a 

starting position, perform a movement, image that same movement, then rate their imaging for 

visual difficulty/ease (e.g., “Attempt to see yourself making the movement just performed with 

as clear and vivid a visual image as possible. Now rate the difficulty/ease with which you were 

able to do this mental task.”) and kinesthetic difficulty/ease (e.g., “Attempt to feel yourself 

making the movement just performed without actually doing it. Now rate the difficulty/ease with 

which you were able to do this mental task.”). These ratings were placed along a 7-point Likert-

type scale for visual ability (1 = very difficult to see, 7 = very easy to see) and kinesthetic ability 

(1 = very difficult to feel, 7 = very easy to feel). These responses can be totaled to form a total 

visual imagery ability score and a total kinesthetic imagery ability score with a possible 

maximum of 28 on each. Internal consistency reliability, as measured by Cronbach’s alpha, has 

been reported as .88 and .85 for visual and kinesthetic subscales, while other studies have 

reported acceptable internal consistencies (Gregg, Nederhof, & Hall, 2005; Hall & Martin, 1997; 

Vadocz, Hall, & Moritz, 1997). Hall and Martin (1997) found acceptable concurrent validity by 

finding strong correlations (r = -.77, -.77, and -.87) between the visual, kinesthetic, and overall 

imagery ability scores of the MIQ and the MIQ-R. The negative relationships were due to 

reversing the Likert scoring direction from the original MIQ to the MIQ-R.  
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Psychological Method Monitoring - Self-Monitoring Data Form (Appendix J) 

Self-monitoring of goal setting, relaxation, imagery, and self-talk use was measured 

during the four-week program on the self-monitoring data form. Monitoring worksheets within 

the PST manual allowed participants to complete and track between-session exercises. A 

percentage of exercise adherence was calculated in order to explore relationships between 

adherence amount and method use and self-efficacy throughout the program.  

Implementation Fidelity Assessment - Psychological Skills Training Fidelity Checklist 

(Appendix B) 

Fidelity assessment was conducted to measure practitioner adherence (i.e., content, 

coverage, frequency, duration) to intervention protocols and quality of intervention delivery 

across participants (Carroll et al., 2007). In essence, this check evaluated the extent to which the 

practitioner implemented the interventions as intended. After intervention construction was 

completed, a fidelity checklist for each session was created for a research assistant to evaluate 

whether the practitioner completed the entirety of intervention activities while also providing a 

ranking of competence or delivery quality on part of the practitioner. A trained undergraduate 

research assistant checked participant audio-recorded sessions for fidelity using the 

Psychological Skills Training Fidelity Checklist Form, matching the appropriate checklist for the 

session method/technique. Although trained and experienced professionals related to the specific 

treatment being monitored is considered the gold standard for raters of implementation fidelity 

(Schoenwald et al., 2011), multiple studies have used trained independent raters (Markowitz, 

Spielman, Scarvalone, & Perry, 2000; Rowe et al., 2012), and untrained undergraduate raters 

have been used (Hogue et al., 2005). The research assistant listened to the audio recording of the 

session and selected from 0 (did not complete at all) to 5 (excellent adherence/quality) for each 
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session component, guided by rubric descriptions for each ranking related to that particular 

component for that particular method/technique.  

Data Gathering Techniques 

 Similar to other investigations (Castle, 1994; Evans et al., 2004; Lincoln & Guba, 1985), 

multiple data collection approaches were adopted in order to fully monitor and evaluate 

intervention effectiveness. Data collection approaches included questionnaires and observational 

data such as the self-monitoring assessment form for each participant that is completed during 

the session and cues discussion of the participant’s adherence to between-session exercise 

patterns for the previous week. In addition, practitioner-created session notes (see Appendix K) 

were completed immediately after sessions to record date of service, service location, session 

number, session start time, session stop time, and session total time. Additional information such 

as stressors, significant changes, perceived success, goal or objective changes, and a practitioner 

rating of intervention and progress to goals were included as needed. This information was used 

to prepare the practitioner for an upcoming session by reviewing what had previously been 

covered.  

Procedure 

The current study was approved by the Florida State University Institutional Review 

Board and recruiting of participants followed (see Appendix L). A recruitment email (see 

Appendix M) to coaches and athletes was disseminated at a large, Division I, Southern 

university, resulting in convenience sampling. Team meetings were arranged where the 

practitioner addressed the team(s) on the research project and explained the time commitment 

and expectations from potential participants of the study. Student-athletes interested in 

participating in the study were asked to stay behind to read and complete the informed consent 
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(see Appendix N), the time availability sheet (see Appendix O), the Demographics 

Questionnaire, TOPS-2, and SES questionnaires. Instructions for the TOPS-2 included reading 

the instructions for the TOPS-2 administration and going through the vocabulary used within the 

questionnaire (e.g., skill, performance, routine, workout, visualization/imagery/rehearsal). It was 

also emphasized that responses need to reflect the participant’s current strategy use, not previous 

or future use of methods. As for the SES, participants were instructed to indicate their current 

level of certainty, not their past or future certainty in skill use. Participants were instructed that 

the four-treatment sessions must be completed within six weeks from the initial session. 

Following collection of pretest data, eligible participants were matched along gender, sport, and 

motivation to engage in PST, and then randomly assigned to either the treatment or control 

group. Once the treatment group and control group were formed, participants were informed 

which group they were in and when treatment group participants were scheduled for training. 

The control group participants received no instructions beyond reminding them to expect a 

reminder email regarding completion of the posttest survey in approximately five weeks. 

Sessions were conducted in a secluded office within the Athletic Department, ranging in 

time between 8 A.M. and 8 P.M. A timeline of the study including testing and sessions is 

illustrated in Figure 2. Participants received four intervention treatments over four weeks with all 

participants receiving the goal-setting protocol for their initial treatment session. Sessions were 

audio recorded by permission of the participant for fidelity assessment. After the delivery of the 

initial goal setting session for all treatment participants, order of intervention implementation 

was dependent on the decision of the participant during the first training session. Following each 

session, participants continued to work on the psychological methods taught to them, actively 

using the PST manual throughout the week. No instructions were given to treatment group  
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Figure 2. Timeline of study sessions and assessments in terms of weeks. Session 2, 3, and 4 

included relaxation, imagery, and self-talk in the order determined collaboratively by the 

participant and the practitioner. The TOPS-2 and SES were administered at pretest, posttest, and 

follow-up. 

 

participants regarding sharing session information with control group participants. One day 

preceding the participant’s scheduled session, the practitioner sent a reminder form email (see 

Appendix P) to the participant reminding him or her of the time, date, and psychological method 

scheduled for the session with a reminder for the participant to bring the PST manual to training. 

The same form email was sent to participants reminding them about their posttest assessment. In 

conclusion of the fourth session, steps to ensure maintenance of method use in practice were 

conducted. This included reviewing the overall PST goal for the participant, recording what 

methods had been used to reach that goal, what situations worked best for method use, and future 

plans for what, how, when, and why methods were implemented in practice settings. In addition, 

a plan for self-monitoring and self-evaluation was addressed. Following the administration of the 

four PST sessions, the TOPS-2 and SES assessments were conducted at posttest (five weeks), 

and follow-up (three months). These questionnaires were administered and completed via online 

survey. The posttest also included a retrospective pretest based on recommendations from 

Woodcock and colleagues (2012) to account for a change of participant awareness level 

potentially achieved during PST. Thus, to avoid potential ceiling effects and account for 
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heightened self-knowledge due to training, participants filled out the TOPS-2 and SES scales 

pertaining to their retrospective judgment on accurate pretest method use and self-efficacy of 

method use. At the time of posttest, scheduling of follow-up assessment occurred. Similarly, a 

reminder form email was sent to participants one day prior to follow-up assessment.  

Data Analysis 

 Data analysis included: (1) implementation fidelity statistics, (2) adherence to between-

session exercises, (3) baseline group comparison tests, (4) MANOVA analyses for method use 

and method efficacy, and (5) MANCOVA analyses including between-session adherence as 

covariates. Fidelity and adherence were addressed using descriptive statistics. MANOVA 

analyses included between and within-group main effects, interaction effects, and within-subjects 

preplanned contrasts for method use and method efficacy variables across pretest, posttest (five 

weeks), and follow-up (three months) assessments. Lastly, another model was assessed adding 

the covariates of adherence to between-session exercises in order to explore the impact of 

adherence on method use and efficacy.  

Repeated Measures MANOVAs 

IBM SPSS statistics package was used for the analyses. Two separate repeated measures 

MANOVAs, one for method use variables (goal setting use, relaxation use, imagery use, self-talk 

use) and a second for method efficacy variables (goal setting efficacy, relaxation efficacy, 

imagery efficacy, and self-talk efficacy), were performed. Independent variables included group 

(treatment and control) and time (pretest, posttest, and follow-up). Due to conducting two 

repeated measures MANOVAs, a bonferroni-corrected significance level of p < .025 was 

applied. 
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When attempting to combine method use and efficacy variables within a single model, 

the repeated measures MANOVA assumption of homogeneity of variance-covariance matrices 

was violated. Variances for method efficacy variables were much larger than the variances for 

method use variables with the ratio of smallest use variance to largest efficacy variance (Fmax) 

approximately 95:1. An Fmax of 10:1 is acceptable for robustness over violations of homogeneity 

of variance with similar sample sizes between groups (Milligan, Wong, & Thompson, 1987; 

Tabachnick & Fidell, 2013). In addition to the extremeness of the violation, the conceptual 

division of use and efficacy variables in terms of interpretation ease led to the decision to run 

separate repeated MANOVAs on the dependent variables regarding method use and method 

efficacy. Running separate repeated measures MANOVAs eliminated homogeneity of variance 

violations as Fmax for both use and efficacy variables approached 3:1.  

While no standardized scores were beyond |3.29| (p < .001, two-tailed test), boxplot 

evaluation of dependent variable univariate outliers split for group produced a total of 14 

outliers. Within the graphical outliers, four were within the method use cases and ten within the 

efficacy cases. No outliers were considered extreme values beyond 3-box lengths away from box 

edge. No clear variable transformation across all assessment times was adequate to reduce 

outliers and deleting cases was not considered due to limited sample size.  

Mahalanobis distance values revealed no multivariate outliers at p < .001. With less than 

50 participants, normality was assessed using the Shapiro-Wilk test. Raw data revealed follow-

up self-talk efficacy for treatment group as the only violation of normality. In order to explore 

the influence of univariate outliers, two repeated measures MANOVA analyses with raw and 

altered data were conducted to help normalize the distribution. Scores were altered on the 

specific variables so that cases with boxplot outlier scores were now one unit lager or smaller 
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than the next most extreme score on the variable distribution. This follows Tabachnick and 

Fidell’s (2013) recommendation as a viable option when transformation and deletion are not 

available. The raw and altered data analyses produced minimal differences in statistical results. 

Therefore, no changes were made to the univariate distribution in question. Assumptions for 

multicollinearity were satisfactory with no bivariate correlations exceeding r = .90. 
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CHAPTER 4 

RESULTS 

Fidelity Statistics 

 Implementation fidelity was assessed for nine randomly selected sessions, approximately 

10% of the 88 sessions conducted. Random selection for two sessions occurred within each 

session type with the final session randomly selected across all remaining sessions. This included 

three sessions for imagery and two sessions each for goal setting, relaxation, and self-talk. 

Details for gender, sport, and session order for all nine selected sessions is shown in Table 5.  

 

Table 5 

Participant gender, sport, and session order data for selected implementation fidelity sessions 

Participant # Session Method Gender Sport Session Order # 

42 Goal Setting Female Softball 1 

29 Goal Setting Male Track & Field 1 

18 Relaxation Male Baseball 3 

27 Relaxation Female Softball 3 

23 Imagery Male Track & Field 2 

4 Imagery Male Baseball 2 

35 Imagery Female Softball 3 

3 Self-Talk Male Baseball 2 

42 Self-Talk Female Softball 3 

 

 

As displayed in Table 6, all session components (e.g., progress assessment, method education, 

method intervention, etc.) were marked as completed with session mean ratings between 4 (Good 

skill/quality: minimal improvement needed) and 5 (Excellent skill/quality: no improvement 

needed) across all session components. These data indicate relative consistency in session and 

intervention implementation.  
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Table 6 

Implementation fidelity descriptive statistics  

Session n M (SD) Min Max 

Goal Setting 2 4.25 (.62) 3 5 

Relaxation 2 4.36 (.63) 3 5 

Imagery 3 4.24 (.62) 3 5 

Self-Talk 2 4.36 (.50) 4 5 

Total 9 4.30 (.59) 3 5 

Note. Fidelity ratings were rubric-based and ranged from 0 to 5. n reflects the number of sessions 

evaluated for implementation fidelity.  

 

Statistics for Adherence to Between-Session Exercises 

Adherence data were obtained weekly during treatment and percentage completion of 

between-session exercises for each intervention was calculated. As shown in Table 7, descriptive 

statistics for adherence across the four interventions indicate a moderate level of adherence to 

between-session exercises, as percentage completion ranged from 62% to 82% on average.  

 

Table 7 

Adherence to between-session exercises descriptive statistics  

Session M (SD) Min Max 

Goal Setting 62.18 (17.25) 29 100 

Relaxation 81.82 (24.62) 25 100 

Imagery 81.82 (24.62) 25 100 

Self-Talk 63.59 (27.49) 17 100 

Total 72.35 (25.25) 17 100 

Note. Adherence was measured by the completion of between-session exercises within the PST 

training manual for each method during the four weeks of treatment. Goal setting included seven 

exercises, imagery and relaxation included four exercises, and self-talk included six exercises. 

Each participant received a percentage completion score for each method. 
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Baseline Comparison Tests 

 Two MANOVAs, one for method use variables and one for method efficacy variables, 

were conducted on pretest data only to examine differences between the treatment and control 

group. A nonsignificant omnibus statistic was revealed for method use, Wilks’ Λ = .95, F (4, 39) 

= .48, p = .751, with nonsignificant ANOVAs for all four methods. Similarly, the MANOVA for 

method efficacy was nonsignificant, Wilks’ Λ = .90, F (4, 39) = 1.11, p = .37, with nonsignificant 

ANOVAs for all four methods. Thus, the treatment and control groups were not significantly 

different at onset of PST intervention for the primary variables of interest.  

Method Use 

A repeated measures MANOVA for method use was conducted. The main effect for 

group (deviation between levels) was significant, Wilks’ Λ = .76, F (4, 39) = 3.5, p = .015, ηp
2
 = 

.26, leading to the assessment of between group univariate ANOVAs for each method. 

Correcting for potential Type-I error inflation, critical values for the four ANOVAs was set at p 

= .0125 (Harris, 1975; Field, 2013). Only relaxation use was significant between groups, F (1, 

42) = 9.45, p = .004, ηp
2
 = .18, with the treatment group reporting higher method use compared 

to control group. However, imagery use and self-talk use had p-values below the customary 

alpha level (p < .05). with the treatment group having greater use for both methods compared to 

the control group. Table 8 reports marginal means for all methods across assessment times for 

both groups.  

The main effect of time (deviation in flatness) was also significant, Wilks’ Λ = .49, F (8, 

35) = 4.55, p = .001, ηp
2
 = .51, indicating mean levels of method use significantly changed across 

the three testing times. As Mauchly’s test of sphericity was only significant for self-talk use, p = 

.010, sphericity was assumed for goal setting use, relaxation use, and imagery use, while  



 58 

Table 8 

Method use variable means and standard deviations across time for treatment and control 

groups 

 Time 

Dependent Variable Pretest Posttest Follow-Up 

 Treatment Group 

Goal Setting Use 14.23 (2.72) 15.23 (2.16) 15.82 (1.79) 

Relaxation Use 10.36 (3.95) 13.14 (2.53) 14.82 (3.32) 

Imagery Use 12.96 (2.73) 15.05 (2.48) 15.86 (2.51) 

Self-Talk Use 14.41 (3.16) 15.86 (2.12) 16.41 (2.32) 

 Control Group 

Goal Setting Use 14.82 (2.54) 14.68 (3.08) 14.64 (2.63) 

Relaxation Use 10.18 (4.26) 9.59 (3.00) 10.82 (3.43) 

Imagery Use 12.46 (2.96) 12.41 (3.19) 13.46 (3.04) 

Self-talk Use 14.14 (3.31) 13.86 (2.10) 14.59 (2.68) 

Note. Standard deviations are in parentheses.  

 

Greenhouse-Geisser corrected degrees of freedom was used for assessing self-talk use univariate 

statistics. Congruent to the between group ANOVAs, a bonferroni-corrected significance level of 

p = .0125 was set for significance testing. Univariate testing revealed significant time effects for 

relaxation use, F (2, 84) = 11.22, p < .001, ηp
2
 = .21, and imagery use, F (2, 84) = 16.13, p < 

.001, ηp
2
 = .28, with self-talk use approaching significance, F (2, 84) = 3.84, p = .033, ηp

2
 = .08. 

These results may indicate that the groups as a whole are stable for reported goal setting use and 

not changing to the degree or at the same rate as use of the other methods across time.  

The repeated measures MANOVA for method use revealed a nonsignificant group by 

time interaction effect, Wilks’ Λ = .66, F (8, 35) = 2.25, p = .047, ηp
2
 = .34, due to the bonferroni-

corrected significance level of p < .025 from running two separate repeated measures 

MANOVAs. Although nonsignificant, the results indicate that method use over time (i.e., pretest, 
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5 weeks, 3 months) varied by condition (i.e., PST and control). Figure 3 plots the profiles for the 

two groups across all four method use dependent variables as a function of time.  

 

Figure 3. Treatment and control group profiles for psychological method use variables across 

pretest, posttest, and follow-up assessments. The vertical axis is ranged from the minimum to the 

maximum subscale sum scores for the Test of Performance Strategies-2 (TOPS2).  

 

Group by time interactions for each method revealed significant effects for relaxation, F 

(2, 84) = 8.28, p = .001, ηp
2
 = .17, and imagery, F (2, 84) = 6.31, p = .003, ηp

2
 = .13. The group 

by time interaction for goal setting approached significance, F (2, 84) = 8.87, p = .051, ηp
2
 = .07. 

Using Greenhouse-Geisser corrected degrees of freedom, the group by time interaction for self-

talk use revealed nonsignificant results, F (2, 84) = 2.24, p = .123, ηp
2
 = .05. These results 

indicate that level of reported relaxation and imagery significantly changed between groups over 

time.  
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Within-subject contrasts separate for each group are summarized in Table 9. These 

contrasts represent the hypotheses posed for the treatment and control group in terms of method 

use patterns. It is apparent that treatment group participants continuously increased their reported 

method use across all methods. There were significant increases from pretest to posttest in use of 

relaxation, imagery, and self-talk. Additionally, all method use means were significantly greater 

at follow-up compared to pretest. For goal setting, imagery, and self-talk use, nonsignificant 

changes were observed between posttest and follow-up, indicating maintenance of improved 

posttest levels. Interestingly, relaxation use significantly increased from posttest to follow-up. 

For goal setting use, participants did not significantly improve between pretest and posttest, but 

did significantly increase from pretest to follow-up. The control group produced one significant 

contrast that included a significant increase in reported imagery use between posttest and follow-

up assessments.  

Reported method use for treatment group showed consistent patterns across all four 

methods with increases from pretest to posttest, followed by slight increases from posttest to 

follow-up, which indicates maintenance. Greater profile variability was observed across control 

group means as reported goal setting use was relatively consistent across all three time points. 

Conversely, relaxation, imagery, and self-talk use showed none or slight decreases from pretest 

to posttest with slight increases from posttest to follow-up.  
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Table 9 

Group-specific within-subjects contrasts for method use variables 

 

Time 

95% Confidence Interval for 

Difference 

 

 

Method Time (I) Time (J) 

 

Mdiff  

(J-I) 

 

 

p Lower Bound Upper Bound 

 

 

ηp
2
 

 
Treatment Group 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

 1.00 

 1.59** 

 0.59 

.069 

.006 

.230 

-.09 

.52 

-.40 

2.09 

2.67 

1.58 

.15 

.31 

.07 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

 2.78** 

 4.46*** 

 1.68* 

.001 

.000 

.025 

1.25 

2.60 

.24 

4.30 

6.31 

3.13 

.41 

.54 

.22 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

 2.09*** 

 2.91*** 

 0.82 

.000 

.000 

.083 

1.25 

2.03 

-.12 

2.93 

3.78 

1/75 

.56 

.70 

.14 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

 1.46* 

 2.00* 

 0.55 

.041 

.014 

.271 

.07 

.44 

-.46 

2.84 

3.56 

1.55 

.19 

.25 

.06 

 Control Group 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  -0.14 

  -0.18 

  -0.05 

.792 

.724 

.932 

-1.20 

-1.24 

-1.14 

0.93 

0.88 

1.05 

.01 

.01 

.00 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  -0.59 

   0.64 

   1.23 

.457 

.433 

.076 

-2.21 

-1.02 

-0.14 

1.03 

2.29 

2.60 

.03 

.03 

.14 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  -0.05 

   1.00 

   1.05* 

.936 

.098 

.043 

-1.20 

-0.20 

0.04 

1.11 

2.20 

2.06 

.00 

.13 

.18 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  -0.27 

   0.46 

   0.73 

.648 

.536 

.155 

-1.50 

-1.05 

-0.30 

0.95 

1.96 

1.75 

.01 

.02 

.09 

Note. Contrasts represent the statistical differences between pretest (Time 1), posttest (Time 2), 

and follow-up (Time 3) means for method use for the treatment and control groups. GS = goal 

setting; RE = relaxation; IM = imagery; ST = self-talk; Mdiff = mean difference. *p < .05, **p < 

.01, ***p < .001. 
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Method Efficacy 

A repeated measures MANOVA was conducted for method efficacy. The main effect for 

group (levels test) was significant, Wilks’ Λ = .67, F (4, 39) = 4.85, p = .003, ηp
2
 = .33, indicating 

group means differed among method efficacy variables. The level for significance was set at p < 

.0125 to correct for potential Type-I error inflation. Separate univariate ANOVAs for between-

subjects’ effects indicated significant group differences for relaxation efficacy, F (1, 42) = 13.55, 

p = .001, ηp
2
 = .24, and imagery efficacy, F (1, 42) = 8.02, p = .007, ηp

2
 = .16, with the treatment 

group reporting greater method efficacy compared to control group. Self-talk efficacy, F (1, 42) 

= 6.05, p = .018, ηp
2
 = .13, and goal setting efficacy, F (1, 42) = 3.17, p = .082, ηp

2
 = .07 were 

nonsignificant. This indicates greater overall differences in method efficacy between the 

treatment and control group for relaxation and imagery compared to self-talk and goal setting. 

Table 10 reports marginal means for all methods across assessment times for both groups.  

The main effect of time (profile flatness) was non-significant, Wilks’ Λ = .68, F (8, 35) = 

2.08, p = .065, ηp
2
 = .07, indicating a lack of significant change in reported efficacy levels across 

the three assessment times.  

 

Table 10 

Method efficacy variable means and standard deviations across time for treatment and control 

groups 

 Time 

Dependent Variable Pretest Posttest Follow-up 

 Treatment Group 

Goal Setting Efficacy 73.75 (14.12) 87.46 (8.53) 87.89 (10.31) 

Relaxation Efficacy 62.96 (19.39) 79.63 (12.07) 82.56 (13.28) 

Imagery Efficacy 71.93 (17.26) 85.07 (11.11) 86.72 (12.11) 

Self-Talk Efficacy 75.34 (16.74) 86.03 (12.21) 87.82 (12.24) 
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Table 10 - continued  

 Time 

Dependent Variable Pretest Posttest Follow-up 

 Control Group 

Goal Setting Efficacy 75.43 (19.15) 77.99 (17.36) 76.07 (18.00) 

Relaxation Efficacy 57.74 (20.13) 58.28 (25.56) 61.73 (24.67) 

Imagery Efficacy 65.46 (21.73) 71.59 (19.37) 70.36 (18.88) 

Self-Talk Efficacy 70.42 (18.93) 73.19 (20.92) 74.91 (22.09) 

Note. Standard deviations are in parentheses.  

 

 

The group by time interaction (deviation from parallelism) was nonsignificant, Wilks’ Λ = 

.80, F (8, 35) = 1.09, p = .394, ηp
2
 = .20. Figure 4 plots the profiles for both treatment and control 

groups for efficacy across all four methods as a function of time.  

 

Figure 4. Treatment and control group mean profiles for psychological method efficacy variables 

across pretest, posttest, and follow-up assessments.  
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Preplanned within-subject contrasts separate for each group were conducted and the 

results are summarized in Table 11. Treatment group contrast patterns across methods revealed  

 

Table 11 

Group-specific within-subjects contrasts for method efficacy variables 

 

Time 

95% Confidence Interval for 

Difference 

 

 

Method Time (I) Time (J) 

 

Mdiff  

(J-I) 

 

 

p Lower Bound Upper Bound 

 

 

ηp
2
 

 
Treatment Group 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

13.71*** 

14.14*** 

  0.43 

.000 

.000 

.859 

7.15 

7.49 

-4.56 

20.26 

20.78 

5.42 

.47 

.48 

.00 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

16.67** 

19.60*** 

  2.93 

.002 

.000 

.404 

6.78 

9.95 

-4.23 

26.56 

29.25 

10.10 

.37 

.46 

.03 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

13.14** 

14.78*** 

  1.65 

.002 

.000 

.515 

5.27 

8.32 

-3.53 

21.00 

21.24 

6.82 

.37 

.52 

.02 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

10.69* 

12.48** 

  1.78 

.010 

.001 

.469 

2.81 

5.79 

-3.25 

18.58 

19.17 

6.81 

.28 

.42 

.03 

 Control Group 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

    2.56 

    0.64 

   -1.92 

.505 

.878 

.518 

-5.29 

-7.88 

-8.00 

10.41 

9.15 

4.16 

.02 

.00 

.02 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

    0.55 

    3.99 

    3.44 

.933 

.517 

.485 

-12.75 

-8.59 

-8.19 

13.84 

13.26 

5.74 

.00 

.02 

.02 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

    6.14 

    4.91 

   -1.23 

.183 

.235 

.718 

-3.12 

-3.44 

-8.19 

15.40 

13.26 

5.74 

.08 

.06 

.01 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

    2.77 

    4.49 

    1.72 

.573 

.391 

.693 

-7.30 

-6.17 

-7.20 

12.85 

15.15 

10.63 

.02 

.04 

.01 

Note. Contrasts represent the statistical differences between pretest (Time 1), posttest (Time 2), 

and follow-up (Time 3) means for method efficacy for the treatment and control group. GS = 

goal setting; RE = relaxation; IM = imagery; ST = self-talk; Mdiff = mean difference. *p < .05, 

**p < .01, ***p < .001. 
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significant increases in efficacy from pretest to posttest, no significant changes from posttest to 

follow-up, and a significant increase between follow-up efficacy compared to pretest efficacy 

levels. These patterns across all methods suggest an increase and maintenance of method 

efficacy. Conversely, control group contrasts revealed non-significant changes in efficacy levels 

for any method between any assessment time.  

Taken together, visual inspection of profiles for each group across time for dependent 

variables of interest (see Figures 1 and 2) show patterns of results that imply greater reported use 

of and efficacy in psychological methods from participants receiving PST compared to those not 

receiving training. In terms of method use, significant patterns of increases from pretest to  

posttest and maintaining such increases were evident. When assessing mean differences and 

univariate effects for group, time, and group by time interaction, the largest effects were seen in 

relaxation and imagery use compared to goal setting and self-talk use. Less statistical support 

was shown with efficacy variables, as only between-group main effects were significant. 

Univariate effects for group were significant only for relaxation and imagery as well.  

Assessing Influence of Adherence to Between-Session Exercises 

 To explore the influence of adherence to between-session exercises on treatment 

outcomes (hypothesis 10), two repeated measures MANCOVAs were conducted, one for method 

use variables and the other for method efficacy variables with adherence percentage values for 

each method as covariates. These MANCOVAs only included the treatment group within the 

model.  

Method Use MANCOVA Results  

With the inclusion of the four adherence covariates, the within-subjects main effect for 

time was nonsignificant, Wilks’ Λ = .68, F (8, 62) = 1.67, p = .123, ηp
2
 = .18. Additionally, the 
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interaction of time and all four adherence covariates were separately nonsignificant (p > .05). 

Univariate analyses for time only rendered a significant effect for goal setting use, F (2, 34) = 

4.20, p = .024, ηp
2
 = .20, with nonsignificant effects for relaxation, imagery, and self-talk use in 

addition to nonsignificant univariate interaction effects between time and adherence covariates. 

Interestingly, when assessing the within-subjects contrasts, the only significant contrast for goal 

setting was due to the interaction of time and imagery adherence, not goal setting adherence. A 

summary of the within-subjects contrasts for time and its interaction with adherence covariates 

are shown in Table 12. Similar to the omnibus tests mentioned above, the within-subjects 

contrasts reveal a shift toward more nonsignificant results. It is evident that there are less 

significant contrasts in number and weaker significance levels for formerly significant contrasts 

within the non-covariate model.  

 

Table 12 

Treatment group within-subjects’ contrasts for method use variables within covariate model 

Source Measure Time F Sig ηp
2
 

Time Goal Setting Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

2.42 

9.27 

1.59 

  .138 

  .007** 

  .225 

.13 

.35 

.09 

 Relaxation Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

2.11 

1.33 

  .00 

  .111 

  .073 

  .957 

.11 

.07 

.00 

 Imagery Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

2.36 

5.60 

  .74 

  .122 

  .248 

  .403 

.12 

.25 

.04 

 Self-Talk Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  .11 

  .27 

1.62 

  .006** 

  .016* 

  .221 

.01 

.02 

.09 

Time*ADgs Goal Setting Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  .22 

  .00 

  .24 

  .646 

  .993 

  .613 

.01 

.00 

.01 
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Table 12 - continued     

Source Measure Time F Sig ηp
2
 

Time*ADim Imagery Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  .00 

  .51 

  .45 

  .993 

  .485 

  .513 

.00 

.03 

.03 

Time*ADst Self-Talk Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

  .72 

  .22 

  .17 

  .409 

  .648 

  .690 

.04 

.01 

.01 

Note. Only within-subject covariate contrasts regarding the same method are shown. Adherence 

scores are average completion of weekly psychological method exercises for participants to 

complete between PST sessions. ADgs = goal setting adherence; ADre = relaxation adherence; 

ADim = imagery adherence; ADst = self-talk adherence. *p < .05, **p < .01. 

 

Method Efficacy MANCOVA Results 

When examining the influence of adherence on method efficacy, a nonsignificant main 

effect for time was observed, Wilks’ Λ = .75, F (8, 62) = 1.19, p = .317, ηp
2
 = .134. However, a 

significant time by goal setting adherence interaction, Wilks’ Λ = .58, F (8, 62) = 2.40, p = .026, 

ηp
2
 = .24, and time by self-talk adherence interaction effect, Wilks’ Λ = .58, F (8, 62) = 2.42, p = 

.024, ηp
2
 = .24, were found for goal setting efficacy and self-talk efficacy, respectively. 

Univariately, the effect of time alone within the covariate model had a significant effect on goal 

setting efficacy only, F (2, 34) = 4.25, p = .022, ηp
2
 = .20. However, when assessing the 

univariate interaction effects of time by adherence for each method, there were significant 

interaction effects on goal setting efficacy, F (2, 34) = 5.59, p = .008, ηp
2
 = .25, with the addition 

of a significant interaction effect on self-talk efficacy, F (2, 34) = 3.31, p = .049, ηp
2
 = .16, 

indicating adherence to between-session exercises impacts the development of efficacy for using 

goal setting and self-talk.  

Congruent with method use data, an evaluation of within-subjects contrasts for different 

assessment times was conducted and is summarized in Table 13. Unlike the method use contrasts 
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shown in Table 12, goal setting and self-talk adherence impact the amount of efficacy associated 

with the use of those methods, especially between pretest and posttest assessments.  

 

Table 13 

Treatment group within-subjects contrasts for method efficacy variables within covariate model 

Source Measure Time F Sig ηp
2
 

Time Goal Setting Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

.47 

3.40 

14.94 

  504 

  .083 

  .001** 

.03 

.17 

.47 

 Relaxation Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

.29 

.11 

1.41 

  .599 

  .741 

  .252 

.02 

.01 

.08 

 Imagery Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

.16 

1.79 

6.69 

  .691 

  .199 

  .019* 

.01 

.10 

.28 

 Self-Talk Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

1.49 

.24 

5.00 

  .239 

  .628 

  .039* 

.08 

.01 

.23 

Time*ADgs Goal Setting Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

8.36 

4.84 

1.00 

  .010* 

  .042* 

  .331 

.33 

.22 

.06 

Time*ADre Relaxation Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

.19 

.00 

.36 

  .669 

  .996 

  .556 

.01 

.00 

.02 

Time*ADim Imagery Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

.11 

.27 

1.64 

  .750 

  .614 

  .217 

.01 

.02 

.09 

Time*ADst Self-Talk Time 1 vs. Time 2 

Time 1 vs. Time 3 

Time 2 vs. Time 3 

5.10 

3.24 

.38 

  .037* 

  .090 

  .548 

.23 

.16 

.02 

Note. Only within-subject covariate contrasts regarding the same method are shown. Adherence 

scores are average completion of weekly psychological method exercises for participants to 

complete between PST sessions. ADgs = goal setting adherence; ADre = relaxation adherence; 

ADim = imagery adherence; ADst = self-talk adherence. *p < .05, **p < .01. 
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Treatment Group Retrospective Pretest Data and Analyses 

 Retrospective pretest data (administered at the posttest) was assessed in comparison to 

the original pretest data for the treatment group (Woodcock et al., 2012). This approach is 

advocated due to participant’s lack of awareness and self-knowledge regarding psychological 

methods at pretest, resulting in tendencies to over report preexisting levels of use. Table 14 

shows means for all use and confidence variables decreased with retrospective data compared to 

original pretest levels.  

 

Table 14 

Original and retrospective method use and efficacy variable means and standard deviations for 

treatment group  

 Method Use 

Test GSuse REuse IMuse STuse 

Original M (SD) 14.23 (2.72) 10.36 (3.95) 12.96 (2.73) 14.41 (3.16) 

Retrospective M (SD) 10.96 (3.27) 8.86 (3.44) 11.96 (3.84) 12.14 (3.82) 

 Method Efficacy 

 GSse REse IMse STse 

Original M (SD) 73.75 (14.12) 62.96 (19.39) 71.93 (17.26) 75.34 (16.74) 

Retrospective M (SD) 58.52 (27.51) 51.38 (29.02) 62.11 (30.20) 65.41 (28.94) 

Note. Retrospective pretest data (administered at posttest) was only collected for treatment group 

participants and only for the pretest assessment time. Possible ranges for use variables is 4–20 

and efficacy variables 0–100. GSuse = goal setting use; REuse = relaxation use; IMuse = 

imagery use; STuse = self-talk use; GSse = goal setting efficacy; REse = relaxation efficacy; 

IMse = imagery efficacy; STse = self-talk efficacy.  

 

Method Use Retrospective Pretest MANOVA 

 A repeated measures MANOVA for method use variables using the retrospective pretest 

data for the treatment group was conducted and resulted in a significant main effect for group, 

Wilks’ Λ = 0.68, F (4, 39) = 4.63, p = .004, ηp
2
 = .32, with the treatment group reporting higher 

levels of method use in all methods except goal setting compared to control group. The only 
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significant univariate between-group effect occurred with relaxation use, F (1, 42) = 6.43, p = 

.015, ηp
2
 = .13.  The main effect of time was significant, Wilks’ Λ = 0.41, F (8, 35) = 6.38, p < 

.001, ηp
2
 = .59. Univariate within-subject effects were significant for goal setting, F (2, 84) = 

20.44, p < .001, ηp
2
 = .33, relaxation, F (2, 84) = 20.00, p < .001, ηp

2
 = .32, imagery, F (2, 84) = 

18.86, p < .001, ηp
2
 = .31, and self-talk (using Greenhouse-Geisser corrected df), F (2, 84) = 

14.86, p < .001, ηp
2
 = .26, resulting in significance for all four variables. 

 A significant omnibus interaction effect was achieved, Wilks’ Λ = 0.42, F (8, 35) = 5.95, 

p < .001, ηp
2
 = .58, indicating the treatment and control group are differing in method use across 

time when using retrospective pretest data for the treatment group. Univariate group by time 

interactions resulted in significant effects for goal setting, F (2, 84) = 23.54, p < .001, ηp
2
 = .36, 

relaxation, F (2, 84) = 15.93, p < .001, ηp
2
 = .28, imagery, F (2, 84) = 9.39, p < .001, ηp

2
 = .18, 

and self-talk (using Greenhouse-Geisser corrected df), F (2, 84) = 12.67, p < .001, ηp
2
 = .23. 

Thus, using treatment group retrospective pretest data lead to significant multivariate and 

univariate interactions where original data failed to find significant effects. Figure 5 represents 

profile plots including retrospective pretest data.  

Within-subjects’ contrasts for retrospective pretest data regarding method use is shown in 

Table 15. Compared to original data contrasts the retrospective contrasts increase the amount of 

short-term change attributable to PST. Mean increase in method use from retrospective pretest to 

posttest was 3.84 units compared to 1.83 units using original pretest data. 
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Figure 5. Treatment and control group method use profiles using retrospective pretest data. 

  

Table 15 

Pretest to posttest and pretest to follow-up contrasts for treatment group method use comparing 

retrospective pretest to original pretest data 

 

Time 

95% Confidence Interval for 

Difference 

 

 

Method Time (I) Time (J) 

 

Mdiff  

(J-I) 

 

 

p Lower Bound Upper Bound 

 

 

ηp
2
 

 
Retrospective Pretest 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

  4.27*** 

  4.86*** 

.000 

.000 

3.04 

7.49 

5.51 

20.78 

.71 

.67 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

  4.27*** 

  5.96*** 

.000 

.000 

3.33 

9.95 

6.40 

29.25 

.62 

.74 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

  3.09*** 

  3.91*** 

.000 

.000 

1.75 

8.32 

4.43 

21.24 

.52 

.61 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

  3.73*** 

  4.27*** 

.000 

.000 

2.45 

2.54 

5.01 

6.00 

.64 

.56 

 Original Pretest 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

  1.00 

  1.59** 

.069 

.006 

-.09 

.52 

2.09 

2.67 

.15 

.31 
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Table 15 - continued 

 

Time 

95% Confidence Interval for 

Difference 

 

 

Method Time (I) Time (J) 

 

Mdiff  

(J-I) 

 

 

p Lower Bound Upper Bound 

 

 

ηp
2
 

 
Original Pretest 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

  2.78** 

  4.46*** 

.001 

.000 

1.25 

2.60 

4.30 

6.31 

.41 

.54 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

  2.09*** 

  2.91*** 

.000 

.000 

1.25 

2.03 

2.93 

3.78 

.56 

.70 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

  1.46* 

  2.00* 

.041 

.014 

.07 

.44 

2.84 

3.56 

.19 

.25 

Note. Contrasts represent the statistical differences between pretest (Time 1), posttest (Time 2), 

and follow-up (Time 3) means for method use for the treatment using retrospective pretest and 

original pretest data. GS = goal setting; RE = relaxation; IM = imagery; ST = self-talk; Mdiff = 

mean difference. *p < .05, **p < .01, ***p < .001. 

 

Method Efficacy Retrospective Pretest MANOVA 

 A repeated measures MANOVA for method efficacy variables using the retrospective 

pretest data for the treatment group was conducted and resulted in a significant main effect for 

group, Wilks’ Λ = 0.70, F (4, 39) = 4.63, p = .006, ηp
2
 = .30, with the treatment group reporting 

higher levels of method efficacy in all methods. The only significant univariate between-group 

effect occurred with relaxation efficacy, F (1, 42) = 6.05, p = .018, ηp
2
 = .13.  The main effect of 

time was significant, Wilks’ Λ = 0.56, F (8, 35) = 3.48, p = .005, ηp
2
 = .44. Applying 

Greenhouse-Geisser corrected degrees of freedom for all four methods, univariate within-subject 

effects were significant for goal setting, F (2, 84) = 17.27, p < .001, ηp
2
 = .29, relaxation, F (2, 

84) = 12.10, p < .001, ηp
2
 = .22, imagery, F (2, 84) = 14.78, p < .001, ηp

2
 = .26, and self-talk, F 

(2, 84) = 9.78, p = .001, ηp
2
 = .19, resulting in significance for all four variables. 

 A significant omnibus interaction effect was achieved, Wilks’ Λ = 0.62, F (8, 35) = 2.68, 

p < .021, ηp
2
 = .38, indicating the treatment and control group are differing in method efficacy 

across time when using retrospective pretest data for the treatment group. Univariate group by 
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time interactions using Greenhouse-Geisser degrees of freedom resulted in significant effects for 

goal setting, F (2, 84) = 13.92, p = .001, ηp
2
 = .25, relaxation, F (2, 84) = 8.66, p = .001, ηp

2
 = 

.17, imagery, F (2, 84) = 5.84, p < .009, ηp
2
 = .12, and self-talk F (2, 84) = 4.87, p < .016, ηp

2
 = 

.10. Similar to method use results, using treatment group retrospective pretest data lead to 

significant multivariate and univariate interactions for method efficacy where original data failed 

to find significant effects. Figure 6 represents profile plots including retrospective pretest data.  

 Within-subjects’ contrasts for retrospective pretest data regarding method efficacy is 

shown in Table 16. Congruent with method use patterns, the retrospective contrasts increase the 

amount of short-term change attributable to PST compared to original data contrasts. Mean 

increase in method use from retrospective pretest to posttest was 25.19 units compared to 13.55 

units, almost double the average efficacy change compared to original pretest data. 

 

Figure 6. Treatment and control group method efficacy profiles using retrospective pretest data. 
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Table 16 

Pretest to posttest and pretest to follow-up contrasts for treatment group method efficacy 

comparing retrospective pretest to original pretest data 

 

Time 

95% Confidence Interval for 

Difference 

 

 

Method Time (I) Time (J) 

 

Mdiff  

(J-I) 

 

 

Sig Lower Bound Upper Bound 

 

 

ηp
2
 

 
Retrospective Pretest 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

 

28.93*** 

 

29.36*** 

.000 

.000 

18.82 

16.10 

39.05 

42.62 

.63 

.50 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

 

28.25*** 

 

31.18*** 

.000 

.000 

17.56 

18.89 

38.94 

43.48 

.59 

.57 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

 

22.96*** 

 24.60** 

.000 

.001 

12.98 

11.48 

32.93 

37.72 

.52 

.42 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

 

20.63*** 

 22.41** 

.000 

.001 

10.89 

10.03 

30.36 

34.79 

.48 

.40 

 Original Pretest 

GS Time 1 vs. Time 2 

Time 1 vs. Time 3 

 

13.71*** 

 

14.14*** 

.000 

.000 

7.15 

7.49 

20.26 

20.78 

.47 

.48 

RE Time 1 vs. Time 2 

Time 1 vs. Time 3 

 16.67** 

 

19.60*** 

.002 

.000 

6.78 

9.95 

26.56 

29.25 

.37 

.46 

IM Time 1 vs. Time 2 

Time 1 vs. Time 3 

 13.14** 

 

14.78*** 

.002 

.000 

5.27 

8.32 

21.00 

21.24 

.37 

.52 

ST Time 1 vs. Time 2 

Time 1 vs. Time 3 

 10.69* 

 12.48** 

.010 

.001 

2.81 

5.79 

18.58 

19.17 

.28 

.42 

Note. Contrasts represent the statistical differences between pretest (Time 1), posttest (Time 2), 

and follow-up (Time 3) means for method efficacy for the treatment using retrospective pretest 

and original pretest data. GS = goal setting; RE = relaxation; IM = imagery; ST = self-talk; Mdiff 

= mean difference. *p < .05, **p < .01, ***p < .001. 
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CHAPTER 5 

DISCUSSION 

The purpose of this study was to examine the maintenance of psychological method use 

and method efficacy following a four-session PST program. The study responds to Greenspan 

and Feltz (1989) unanswered recommendation of assessing maintenance to PST via follow-up 

assessments. The four sessions included goal setting, relaxation, imagery, and self-talk training 

with a PST manual to help facilitate self-practice and monitoring between sessions. Treatment 

and control group participants were assessed on method use and efficacy before (pretest), one 

week following training (posttest), and three months after training (follow-up). Additionally, 

treatment group participants were measured on adherence to between-session exercises for each 

intervention component. All sessions were audio recorded and approximately 10% were assessed 

for implementation fidelity.  

Results from the study partially support six of the 10 total hypotheses. The initial 

prediction of treatment group participants increasing method use and efficacy to a greater extent 

compared to control group participants was not supported by a significant MANOVA 

interaction. All four efficacy hypotheses were supported via within-subjects contrasts. However, 

a nonsignificant omnibus interaction effect for method efficacy indicates improvements in 

efficacy found in the treatment group do not significantly differ from efficacy levels of the 

control group across time. Similarly, method use hypotheses three (treatment group method use 

will significantly increase from pretest to follow-up) and four (treatment group method use will 

not significantly decrease from posttest to follow-up) were supported with treatment group 

within-subjects contrasts but not with an omnibus interaction effect for method use variables. 

Hypotheses two (treatment group method use will significantly increase from pretest to posttest) 
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and four (control group will report no significant changes between pretest, posttest, and follow-

up assessments) concerning method use patterns were not supported as goal setting and imagery 

use did not conform to the predicted pattern of results. However, when applying retrospective 

pretest data, use and efficacy hypotheses concerning the treatment group were fully supported 

with a significant omnibus interaction effect. Additionally, retrospective data reverses support 

for hypothesis two, as treatment group goal setting significantly increased from pretest to 

posttest. Lastly, the prediction concerning greater adherence leading to greater method use and 

efficacy (hypothesis 10) was not supported.  

Overall Profile Differences 

 With there being two groups, treatment and control, measured on identical variables 

across time, obtaining profile plots comparing change between groups in use and efficacy across 

time was possible. A visual inspection of the profile plots from Figures 3 and 4 indicate a general 

trend of treatment group method use and efficacy increases from pretest to posttest and 

maintenance of heightened use and efficacy at follow-up, compared to generally consistent and 

lower levels of use and efficacy across time for the control group. However, the group by time 

interaction was not found for method use or efficacy, although it approached significance for 

method use. As the profile plots suggest, in order for there to be a large interaction effect, the 

profile plot lines must significantly deviate from parallelism multivariately. This is evident to 

greater extent with method use variables, hence the larger interaction effect found for method use 

than efficacy. This is aligned with Bandura’s (1997) proposition that personal experiences are the 

dominant source of self-efficacy. Thus, an introduction and integration of new psychological 

methods should affect method use initially as PST includes method use practice. A subsequent 

increase in confidence in use was anticipated as efficacy includes mastery experiences and 
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method use feedback. However, treatment and control group report pretest levels of method 

efficacy above the description of moderately certain can currently do (50 out of 100). Thus, 

participants report a relatively high level of efficacy for psychological methods that have 

received little to no formal training. These findings may imply that student-athletes are confident 

that they can employ these psychological methods in general, resulting in high reported levels of 

confidence and a smaller difference between the treatment and control group concerning 

efficacy, but something is required for them to start using these methods to a greater extent. This 

is one of the goals of PST, to educate athletes on why psychological methods and skills are 

important and how to implement them to enhance performance (Blumenstein, Lidor, & 

Tenenbaum, 2005). While no known studies assess psychological method use efficacy as a 

product of PST, the delayed impact on self-efficacy and heightened preexisting levels may 

reflect the greater discrepancies in terms of method use profile plots compared to efficacy plots. 

Method Use 

 While results indicate that the PST program was successful in increasing treatment group 

reported use across all methods, it was particularly evident within relaxation, self-talk, and 

imagery use. Treatment gains across all methods were maintained from posttest to follow-up. 

Hypothesis five was partially supported with no significant changes in reported method use in 

the control group between pretest, posttest, and follow-up assessments with the exception of 

imagery use which increased from posttest to follow-up.  

The change in psychological method use was examined in terms of change from pretest 

to posttest, from pretest to follow-up, and between posttest and follow-up for both groups. As 

expected, use of all four methods increased from pretest to posttest, although goal setting use did 

not significantly increase. Conversely, the control group reported no significant changes between 
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pretest to posttest assessments. These treatment group findings are consistent with previous 

studies on multimodal PST programs that found improved method use (e.g., Fournier, Calmels, 

Durand-Bush, & Salmela, 2005; Kirschenbaum et al., 1998; Thelwell & Greenlees, 2001). This 

finding is important, as increasing method use from pretest to posttest is the foundation for 

achieving maintenance after program completion. Interestingly, after conducting a PST program 

for wrestlers, Gould et al. (1990) also failed to find significant changes in goal setting use 

between pretest, posttest, and follow-up analyses while finding significant effects for relaxation, 

imagery, and mental preparation use. Gould and colleagues suggested that goal setting is a 

method that was not incorporated into physical practice and training time. They argued that this 

application could improve saliency of the method and its impact on mental skills and 

performance. In addition to this limitation, consideration of the timing of goal setting 

intervention may play a role in the current study, as all participants received the goal setting 

intervention for their initial training session. While weekly process (GAP) goal exercises and 

goal monitoring were completed, most participants did not set new performance or outcome 

goals for practice within the four weeks of PST. Therefore, the perception of goal setting amount 

at the time of posttest assessment may not have accurately accounted for weekly process goal 

setting, or the process goals set from week one of PST may have still been effective for 

participants weeks later.  

Interestingly, pretest levels of goal setting and self-talk use for the treatment group were 

higher than relaxation and imagery, indicating that student-athletes were already using goal 

setting and self-talk more frequently than relaxation and imagery, possibly a product of exposure 

to goal setting in different performance settings such as academia, or being a method already 

implemented by athletes and coaches prior to the study. For example, Weinberg, Burton, 
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Yukelson, and Weigand (1993) surveyed over 500 collegiate athletes and found almost all 

participants practiced goal setting and perceived it to be moderately to highly effective for 

performance enhancement. In a similar study, Burton, Weinberg, Yukelson, and Weigand (1998) 

found that almost all athletes surveyed reported setting goals, however, in moderate frequency 

and effectiveness. This indicates that student-athletes are using higher, potentially sufficient, 

amounts of goal setting, but practitioners may need to focus on the quality of goal setting and 

inclusion of processes that are associated with effective goal setting practices. In relation to the 

proposed maintenance model (Figure 1), these finding reflect adoption of method use and 

provide potential support for the program and practitioner’s ability to develop a strong 

foundation of understanding and perceived need through method education. However, 

measurement of these variables is necessary to confirm these effects. 

The third hypothesis related to method use from pretest to follow-up was supported as 

method use significantly increased. Specifically, participants receiving PST used the method 

more after three months from treatment conclusion compared to their baseline levels. This is 

consistent with Gould and colleagues’ (1990) findings for relaxation, imagery, and mental 

preparation contrasts between pretest and 3-month follow-up. These findings indicate that 

influences such as the PST interventions, between-session exercises, internalization of self-

monitoring, integration of methods within practice and training routines, perceived effectiveness, 

or a combination of the above increased levels of method use.  

Interestingly, relaxation use significantly increased from posttest to follow-up. This could 

be a function of the time and effort it takes to learn effective and efficient relaxation skills. For 

instance, different arousal regulation modalities such as progressive relaxation (Jacobson, 1964), 

autogenic training (Schultz & Luthe, 1969), visual motor behavioral rehearsal (Suinn, 1984), and 
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the more recent conceptualizations of biofeedback training (Blumenstein, Bar-Eli, & 

Tenenbaum, 1997; Wilson, Peper, & Moss, 2006) require learning and training phases lasting 

from 3 to 13 weeks. Additionally, the intervention for relaxation included different methods such 

as diaphragmatic breathing and muscular relaxation with multiple applications within each (e.g., 

single breath for acute response, diaphragmatic breathing for parasympathetic nervous system 

activation, tense and release progressive relaxation, scan and release muscular relaxation). 

Participants may have also found relaxation to be beneficial in other areas of their lives such as 

combating academic and athletic stress and help with overall well-being (Peters, Benson, & 

Porter, 1977).  

 The trend for treatment group method use is an increase from pretest to posttest and 

maintenance of treatment gains from posttest to follow-up. While attributing increases in method 

use to the PST program is reasonable, a possible influence is the timing of the measurements in 

relation to competition season. As the training was conducted in the fall semester, the follow-up 

assessment fell around the same time as competitive seasons for baseball, softball, and track and 

field began. It may be the case that upcoming competitions cued greater use of psychological 

methods as within-season practices may be perceived as more important or may simulate 

competition more closely. Munroe, Giacobbi, Hall, and Weinberg (2000) found that athletes use 

imagery the most in conjunction with upcoming competitions compared to practices. 

Interestingly, a slight increase in reported relaxation, imagery, and self-talk use was found in 

control group participants from posttest to follow-up. This may also be an explanation for the 

significant posttest to follow-up increase in imagery found for the control group, lending only 

partial support for hypothesis five. Although there also were increases in method use from 

posttest to follow-up for relaxation and self-talk within the control group, the changes were 
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nonsignificant. Explanations for these increases could vary from social desirability bias, an 

increase in psychological method use awareness due to testing, and as mentioned prior, current 

and upcoming competitions could influence use of psychological methods. Moreover, priming of 

method use and efficacy via multiple measurement times can explain control group reported 

increases. Overall, these control group patterns are contrasted with significant increases in 

treatment group reported method use, providing strong support for the impact of PST on 

increasing method use.  

Method Efficacy 

 While the descriptive statistics indicate that the PST program increased method self-

efficacy across all methods, the group by time interaction was non-significant and the only 

significant effect was between groups. This indicates that the control and treatment group 

changed their method self-efficacy at similar rates, making the profile plots in Figure 4 roughly 

parallel. In addition, there were non-significant amounts of change across the three assessment 

times. While the method self-efficacy graphs depict similar profile patterns as the method use 

profiles, there were greater similarities between groups and smaller amounts of increases as seen 

visually, although scaling differed.  

Hypotheses six through nine regarded the self-efficacy of using each psychological 

method. While many studies evaluate how psychological methods impact confidence, none have 

assessed the level of confidence in using such methods. As predicted, self-efficacy significantly 

increased on all four methods from pretest to posttest. Efficacy increases were specifically 

targeted by using basic psychological methods, learning and practicing method use in less 

threatening environments (e.g., within session and offseason practices), and assigning between-

session exercises for each method. The largest increase in method efficacy was relaxation, 
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followed by goal setting, imagery, and self-talk. Contrary to goal setting use failing to 

significantly increase from pretest to posttest, efficacy in goal setting significantly increased 

throughout the 4-week training. This potentially reflects the notion that student-athletes are most 

likely already using goal setting although proper training in evidence-based goal setting practices 

can impact their confidence in using goals more effectively.  

As seen with method use, self-efficacy significantly increased from pretest to follow-up 

across all four methods, indicating improvement above baseline levels. The similar increase in 

use and efficacy indicate a relationship, however, teasing whether increased use aided in 

developing confidence, confidence boosted the use of methods, or bidirectional influences 

existed is unknown. Additionally, a non-significant self-efficacy change in the treatment group 

from posttest to follow-up indicates that increases are maintained 3-months following training. 

This pattern of results was predicted at the onset of training for the treatment group. When 

assessing preplanned contrasts, PST positively impacted relaxation efficacy to the greatest 

extent, followed by goal setting and imagery, with self-talk increasing the least although still a 

significant amount. In comparing the profile plots between method use and efficacy variables, it 

seems there was less change from posttest to follow-up for efficacy levels. This is mostly likely 

due to the high levels of pretest reported self-efficacy ranging from approximately 58 to 75 

across both the treatment and control group with a ceiling effect impacting multiple participant 

responses at all assessment times. In terms of the maintenance model, this reflects the ease of the 

methods being taught and some preexisting level of knowledge and use of the methods fostering 

high levels of confidence. Evidence of previous method use is seen within this study as pretest 

levels for both control and treatment group show moderate preexisting method use. Similarly, 
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moderate levels of preexisting knowledge and use of goal setting, relaxation, imagery, and self-

talk methods have been found in intercollegiate lacrosse players (Brewer & Shillinglaw, 1992).  

Hypothesis nine was supported with no significant changes in reported method efficacy 

for the control group between pretest, posttest, and follow-up assessments. There were 

incremental increases in reported self-efficacy from pretest to posttest across all methods with 

the largest being imagery. Additionally, small increases from posttest to follow-up were found in 

relaxation and self-talk while minimal decreases were observed in reported goal setting and 

imagery efficacy. Visually, the efficacy profile plots between control and treatment group follow 

similar changes over time but with lower efficacy scores for the control group. An exception to 

this was pretest levels of goal setting efficacy with the control group reporting slightly greater 

(though non-significant) levels of efficacy compared to treatment group. Thus, with no 

significant changes across time within the control group we see clear distinction between 

treatment and control group in terms of the impact of PST on self-efficacy. Taken together it 

seems PST impacts self-efficacy, but to a less degree compared to method use.  

Retrospective Pretest Data 

 At the time of posttest assessment, treatment group participants completed a retrospective 

pretest, indicating the level of use and efficacy for each method prior to training. While this data 

may lack accuracy due to recollecting method use and efficacy in use five weeks prior, this 

assessment leverages a change in awareness and self-knowledge that occurs due to PST 

(Woodcock et al., 2012). Learning what each psychological method is and how to use them 

adjusts participants’ perspective on how much they were using methods and how confident they 

felt in using methods prior to training exposure. The impact of retrospective pretest data 

significantly alters the interpretation of multivariate effects for use and efficacy, changing 
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originally nonsignificant interactions for method use and efficacy into significant effects. These 

results must be assessed cautiously as there was no equivalent change of awareness in pretest 

levels within the control group. Thus, where the treatment group increased their amount of 

change from pretest to posttest when applying a retrospective pretest that is lower, pretest to 

posttest amount of change for the control group remained the same. This inflates the probability 

for a significant interaction effect as groups are changing differently to a greater extent across 

time. However, participants in the control group received no training in or knowledge of PST, 

thus their awareness of psychological methods should not have changed from pretest to posttest. 

 Woodcock and colleagues (2012) reported similar findings as retrospective data 

decreased pretest levels of method use and increased the amount of change witnessed from 

pretest to posttest. What we can conclude from the data is that this PST program was successful 

in developing greater awareness of psychological method use and efficacy in method use. 

Although accuracy of retrospective data is suspect, it also emphasizes improvements in use and 

efficacy from pretest to posttest were likely larger than the original data reflected. Although 

interpreting results from retrospective data is difficult, these findings provide stronger support 

that treatment group participants are significantly increasing method use and method efficacy 

from pretest to posttest. 

Adherence to Between-Session Exercises 

 Participants adhered to the between-session exercises to a moderate degree within the 4 

weeks of training, resulting in 82% completion for relaxation and imagery and approximately 

63% completion for goal setting and self-talk on average. This seems consistent if not slightly 

higher than the average quantity of homework assignment completion of 55% to 65% reported 

by CBT investigations (Schmidt & Woolaway-Bickel, 2000; Woods, Chamless, & Steketee, 
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2002). With relaxation and imagery only containing four exercises, this equates to treatment 

group participants completing approximately three exercises per week on average. The 

percentages for goal setting (seven exercises) and self-talk (six exercises) indicate an average 

completion of approximately four exercises for the week. Thus, participants are completing the 

same amount of between-session exercises per week on average although they are missing more 

opportunities for goal setting and self-talk self-monitoring due to those methods having more 

weekly exercises compared to relaxation and imagery. Uniquely applicable to goal setting, low 

adherence for this method may be due to session order and a lack of practitioner-participant 

rapport early in the training. The reflective nature of assessing how and to what extent did the 

imagery and relaxation attempt affect the participant may have lead participants to perceive 

importance or greater impact of these methods. It may be that six or seven homework exercises 

per week is simply too many for participants to complete. Literature from the psychotherapy 

perspective on homework and self-monitoring suggest no optimal amount of homework is more 

effective at obtaining treatment aims, however, practices such as individualizing assignments, 

collaboratively setting homework, and collaboratively agreeing on the frequency and duration of 

assignments aid in maximizing self-monitoring and its positive impact on therapy (Beck, 2011; 

Beck & Tompkins, 2007; Cohen, Edmunds, Brodman, Benjamin, & Kendall, 2013).  

 Exploration of the impact of between-session exercise adherence on method use and 

efficacy outcomes revealed differential influences. Two new models were introduced with the 

percentage of between-session exercise completion for each method entered as covariates. 

Significant time by method adherence interactions provide evidence that self-monitoring impacts 

the development of self-efficacy more than method use. The interaction effects for goal setting 

efficacy and self-talk efficacy were found from pretest to posttest only, indicating adherence has 
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a more short-term impact than long-term effects. This conclusion should be made cautiously 

however, as the amount of self-monitoring the participants conducted on their own between 

posttest and follow-up was not assessed nor were any exercises assigned during this timeframe. 

Participants were given extra exercise worksheet to use at their discretion.  

The seeming larger impact adherence had on goal setting and self-talk efficacy could be 

due to the nature of the between-session exercises specific to those methods. For instance, 

replacing unproductive self-talk statements with more productive thoughts that impact an 

individual’s emotions, physical state, and performance requires the use of self-talk, just as adding 

and adjusting GAP goals and barriers to goal attainment are activities classified as goal setting. 

Thus, the adherence tasks for goal setting and self-talk require participants to use those methods 

within the exercises which could positively impact method-specific self-efficacy to a greater 

extent than the reflective nature of imagery and relaxation self-monitoring exercises. Imagery 

and relaxation exercises required participants to describe the goal of the attempt, the plan (i.e., 

the image sequence or what relaxation modality to use and for what length), quality of attempt, 

plan deviations, arising thoughts and emotions, mistakes, and future plans for improving 

mistakes. Therefore, relaxation and imagery exercises provide the opportunity for reflection and 

assessment of impact and effectiveness. However, this reflection and assessment did not involve 

the exercise of conducting relaxation or imagery. Therefore, adherence to goal setting and self-

talk between-session exercises, inducing additional use of the method, may explain why 

conducting these exercises impacted the confidence in using goal setting and self-talk to a greater 

extent. Thus, within the implementation of this specific PST program it seems that adherence to 

between-session exercises is associated with increasing confidence of method use to a greater 

extent than influencing method use, particularly goal setting and relaxation. 
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Implementation Fidelity 

 As the first study in sport psychology to employ implementation fidelity assessments, full 

completion of all session components within the 10% of sessions assessed was attained. The total 

mean of practitioner skill ratings was 4.30 (on a 0-5 scale), an average that indicates the majority 

of ratings fall between good skill/quality: minimal improvement needed and excellent 

skill/quality: no improvement needed. Full program fidelity across all participants is rare. Durlak 

and DuPre (2008) indicated near-perfect fidelity ratings across different practitioners are an 

unrealistic expectation, citing no studies have reported 100% fidelity for all practitioners and few 

have attained greater than 80%. However, the authors stress fidelity scores vary largely between 

practitioners within a single study. Thus, since there was a single practitioner within the current 

study, comparisons for completion fidelity may be inappropriate. Implementation quality ratings 

approximated other intervention studies assessing implementation fidelity quality (e.g., August, 

Bloomquist, Lee, Realmuto, & Hektner, 2006; Bloomquist et al., 2016; Humphrey et al., 2016).  

Of the 61 total skill ratings, only four instances of a 3 (adequate skill/quality: some 

improvement needed) rating occurred. Two of the four ratings regarded session debriefs and the 

other two included the brief weekly goal setting components within two of the imagery sessions. 

Explanations for these lower ratings could include the need to save session time as debriefs 

conclude each session and goal setting within a session focusing on another method is not the 

practitioner’s highest priority in terms of time management. Additionally, as the training 

program progressed, greater participant responsibility was granted for weekly goal setting 

practices as it was assumed the participant’s goal setting skill was improving and warranted such 

autonomy. However, the rating means and the consistency within those means with such small 

standard deviations, indicates consistency and session component completion with adequate 
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quality of services for the sessions that are assessed. With these sessions being randomly 

selected, it is predicted that similar completion percentage and quality or service was performed 

for the remaining sessions. However, future studies should assess all or a higher percentage of 

fidelity adherence and quality ratings in order to explore session component completion and 

component quality relationships with training outcomes. 

Conclusion, Limitations, and Future Research 

 The current study is a unique contribution to the PST literature due to its focus on 

developing maintenance beyond acute intervention, the application of participant-selected 

intervention order, and the first assessment of treatment fidelity within PST research. Results 

indicate that the AIM program helped athletes increase their psychological method use and boost 

their confidence in using those methods. The positive results on method use and self-efficacy, 

especially on maintenance, will hopefully provide a starting point to exploring what intervention 

aspects facilitate greater maintenance and how sport psychology practitioners can improve upon 

the interventions provided to athletes and performers.  

 This study and the program developed within it provide a foundation for development 

and testing of the proposed maintenance model (Figure 1). With the overall goal of increasing 

adoption and integration of method use, operational definitions must be allocated to each 

regarding the amount of method self-regulation by the athlete. The current study was successful 

at producing method adoption. However, less certainty is associated with long-term integration 

as a 3-month follow-up is relatively short compared to the lifespan of an athlete’s sport career. 

Additionally, measurement of variables such as psychological method ease, perceived need, and 

knowledge of each method should be included and evaluated with regard to method use. Positive 

maintenance findings are assumed to be attributable to the PST program although measurement 
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of those variables was not conducted. For instance, educational phases embedded within each 

session hopefully improved understanding and perceived need, while between session-exercises 

most likely fostered greater autonomy, generalizability, environmental management, and salience 

of methods. Thus, long-term follow-ups, program adjustments emphasizing commitment, 

generalization, and salience, and greater measurement of proposed moderators to method use 

maintenance should be conducted in the future. 

 A study of this scope incurs numerous limitations. Although the number of participants 

met the required sample size determined by an a priori power analysis, the amount was at the 

minimal acceptance level. This created an inability to remove extreme outlier cases from the 

data, lowering the power of the analyses due to greater non-normality univariate distributions. 

Additionally, the amount of preplanned contrasts was large as each outcome variable had to be 

assessed across three different time points. Beyond sample size limitations, implementation 

fidelity was not assessed across all sessions. This allows researchers to determine whether 

variations in intervention implementation adherence or skill relate to better or worse outcomes. 

With only 10% of sessions assessed for fidelity, the current study is limited to only generalizing 

the patterns of completion and quality from those sessions to the remaining 90% of training 

sessions. Moreover, due to predetermined protocols for interventions and between-session 

homework exercises, this study did not maximize the impact of collaboration between participant 

and practitioner. Psychotherapy literature emanating from cognitive and CBT perspectives 

emphasize developing and using a collaborative process in order to plan and agree upon 

homework assignments (Beck & Tompkins, 2007). In failing to do this, the study protocol may 

have limited the ability to grow participant efficacy, and all aspects of self-determination theory 
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such as autonomy, internal locus of causality, and competence, that could produce increased 

intrinsic motivation (Cohen et al., 2013; Ryan & Deci, 2000, 2002).  

 Moreover, the timing of the training may have impacted the results in ways that were 

unexpected. As finding the perfect time for implementing a complex PST program is hardly ever 

possible, including participants who were in their off-season training schedule was 

advantageous. However, the follow-up assessment of method use and method efficacy was 

within the competitive season for all the participants, potentially impacting their responses at 

follow-up assessment. Thus, it is not known how much these high maintenance reports from 

treatment group participants is attributable to PST effectiveness or due to a competitive 

environment that is conducive to greater levels of method use and heightened method efficacy. 

Moreover, student-athletes within the same team were included in the treatment and also in the 

control group, creating an environment where treatment group participants potentially 

contaminated control group participants. This is one of the largest limitations, as differences 

between control and treatment groups are the priority within the analyses conducted. Sharing of 

knowledge, modeling use of psychological methods, and self-efficacy development through 

vicarious experience may potentially explain increases in control group reported method use and 

confidence throughout the study. Final limitations include a lack of between-session exercise 

completion quality rating and a lack of psychological (e.g., motivation, confidence, attention) 

and behavioral outcome measurement (e.g., performance). The former represents the possibility 

that greater quality homework may lead to better outcomes such as method use efficacy. The 

latter is required fully provide evidence for program and intervention effectiveness. 

A strength of this study is the incorporation of implementation fidelity practices with PST 

and sport psychology research. A large aim of this study is to set precedence for fidelity 
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monitoring as well as provide an example for future studies to use for implementing fidelity 

practices. This procedure is important, especially when multiple interventionists are conducting 

preplanned intervention sessions to different participants. Therefore, I strongly encourage future 

researchers to implement such fidelity monitoring practices to ensure greater integrity in 

intervention studies. Future direction of investigations should also include participants with little 

to no exposure and/or preexisting use of psychological methods. This will potentially minimize 

ceiling effects and open the possibility to further develop method efficacy via PST. Additionally, 

this study lays the foundation for future investigations exploring and isolating different 

influences to developing maintenance. Suggestions for areas of investigation are included within 

the proposed maintenance model (see Figure 1).  

Future research should continue to explore the extent acute interventions can produce 

effective cognitive and behavioral change and for how long productive change can be 

maintained. Sport psychology and its practitioners will greatly benefit from evidence-based 

interventions that consistently produce positive outcomes and maintain those outcomes beyond 

treatment. 
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APPENDIX A 

 

POWER ANALYSIS 

 
Test family: F tests 

Statistical test: ANOVA: Repeated measures, within-between interaction 

Type of power analysis: A priori: Compute required sample size–given α, power, and effect size 

 

Input parameters: 

Effect size f  = 0.25 

α err prob  = 0.00625 

Power (1-β err prob)  = 0.80 

Number of groups  = 2 

Number of measurements  = 3 

Corr among rep measures  = 0.50 

Nonsphericity correction ε = 1 

 

Output parameters: 

Noncentrality parameter λ  = 16.5 

Critical F  = 5.39 

Numerator df  = 2 

Denominator df  = 84 

Total sample size  = 44 

Actual power  = 0.82 
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APPENDIX B 

 

FIDELITY ASSESSMENT 

 
Psychological Skills Training Fidelity Checklist Form 

 

ID:_____________________   Session #:______________   Date of Session:_______________ 

Rater:__________________________________                    Date of Rating:________________ 

 

Directions: Rate each recording by assessing the practitioner on a scale from 0 (skill was not 

performed) to 5 (Excellent skill/quality: No improvement needed). A general description is below 

to serve as a guide for thinking about how to apply the ratings. When rating the practitioner, 

focus on practitioner skill and take into account the difficulty of the case being presented. When 

you consider level of skill, your assessment should be based on the overall delivery and 

impression of how well the practitioner performed considering demonstration of expertise, 

timing of intervention, language clarity, and response to the participant’s goals and level of 

motivation. Use the specific anchors for each skill as a guide for appropriate rating. Raters 

should begin by assuming that the practitioner will perform adequately or at an average or 

satisfactory level.  

 

Structure of Ratings 

0 Skill not performed at all. 

 

 

1 = Poor skill/quality: A great degree of improvement is needed. 

 

 

2 = Low skill/quality: A fair amount of improvement needed 

 

 

3 = Adequate skill/quality: Some improvement needed. This rating would be characteristic of an 

‘average’ or satisfactory practitioner. 

 

4 = Good skill/quality: Minimal improvement needed. This rating would be characteristic of a 

practitioner with expertise in the specific competency.  

 

5 = Excellent skill/quality: No improvement needed. This rating would be characteristic of a practitioner 

who demonstrates excellence and mastery in the specific competency. 
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Psychological Skills Training Fidelity Checklist Form 

Goal Setting Session 

 

1. BRIEF INTAKE INTERVIEW: The practitioner conducted a productive intake interview 

that included (a) rapport building, (b) assessing participant history in terms of sport performance 

and sport psychology knowledge and services, (c) developing a working alliance, and (d) 

providing a program overview that includes general program information, explanation of the 

AIM manual, and an explanation of the included psychological methods.  

 

Multiple Component Completion Check: 

 
1) Rapport building Y☐ N☐ 3) Working alliance Y☐ N☐ 

2) Participant history Y☐ N☐ 4) Program overview Y☐ N☐ 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Rapport building: Practitioner asks about the 

participant but does not sound interested and does not elaborate on responses in detail. Practitioner is 

lacking in genuine curiosity and interest. Participant history: Acquiring a brief history using uninterested 

language and tone with no confirming affirmations or suggestions for elaboration. Working alliance: The 

practitioner does not do an adequate job discussing the importance of a singular focus for training. The 

participant arrives at AIM program goal(s) but a working alliance is not fostered due to either a non-

collaborative process between the practitioner and the participant or the participant decides to pursue 

multiple aims. Program overview: Practitioner attempted to introduce the program but with errors and/or 

in a cursory way omitting basics of structure and process. No evidence of practitioner and participant 

reaching shared understanding of the program conceptualization or rationale is evident.  

2 = Low skill/quality: a fair amount of improvement needed. Rapport building: Practitioner inquires about 

other aspects of the participant’s life but left out critical elements of rapport building such as light 

nonpersonal disclosure, a focus on creating an unrushed environment in order to place emphasis on rapport 

building, and not trying to fully understand the participant’s perspective on topics. Participant history: 

Acquire a competitive history that includes only a physical or psychological perspective of previous 

competitive experiences. Working alliance: The practitioner explains the benefits of having a singular 

focus for training but does not fully explore all the possible goal alternatives the participant may present. A 

goal is agreed upon but the emphasis on a building a working alliance was not elicited the opportunity was 

squandered. Program overview: Practitioner introduced the program but left out critical elements (e.g., 

how many sessions, length of sessions, session organization, program AIM approach) and failed to provide 

a clear description of key elements well enough for the participant to come away knowing what to expect 

of the program. Practitioner neglected to explain either the workbook in detail for participant understanding 

or the four methods included in the AIM training.  

3 = Adequate skill/quality: some improvement needed. Rapport building: Practitioner provided adequate 

rapport building environment with interest in the participant’s life and experiences. The practitioner is 

curious, asking multiple questions about the participant and his or her experiences. Some areas that could 

have been explored more were left untapped but overall a general story of the participant’s life and 

experiences was painted. Participant history: Acquire a useful competitive history from both physical and 

psychological perspectives that yields useful information for the goal setting practices. Working alliance: 

A working alliance is adequately developed by discussing and concluding a single aim for the program to 

concentrate on, however, the participant and practitioner could have developed a greater alliance and 

mutual respect through collaboration and goal agreement. Program overview: Practitioner introduced the 

basics of the AIM program, the AIM workbook and the methods included. Some elements may have been 

left out or could have been better developed. 
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BRIEF INTAKE INTERVIEW (CONT.) 

 
4 = Good skill/quality: minimal improvement needed. Rapport building: Practitioner did a quality job 

exploring the participant’s personal story with genuine curiosity and eliciting interesting information about 

multiple areas of the participant’s life. During the process the practitioner does a good job projecting 

sincere investment in the information being provided by the participant. Participant history: Acquire a 

useful and extensive physical and psychological competitive history in the form of a unique personal story 

of the participant’s life that yields useful information for goal setting practices. The practitioner sounds 

sincerely curious and interested in the participant’s input, including affirming interjections and asking for 

elaborations. Working alliance: Participant and practitioner collaboratively agree upon a singular goal to 

address throughout the program by selecting the aim that is most important to the participant. Program 

overview: Practitioner introduced the AIM program, a general overview of the contents of the AIM 

workbook, and a brief definitional description of the four methods included. The practitioner elicited 

feedback and checked for understanding.  

5 = Excellent skill/quality: no improvement needed. Rapport building: Practitioner shows genuine interest 

and curiosity about the participant’s wellbeing and multiple areas of the participant’s life (e.g., academics, 

family, hometown, friends). Practitioner briefly discloses nonpersonal information about him or herself to 

identify with the participant, speaks in a unrushed manner, treats the participant with respect, continuously 

offering unconditional positive regard toward the participant. Participant history: Acquire a useful and 

extensive physical and psychological competitive history in the form of a unique personal story of the 

participant’s life that yields useful information for goal setting practices. The practitioner sounds sincerely 

curious and interested in the participant’s input, including affirming interjections and asking for 

elaborations. The practitioner finds a way to relate to the experiences expressed by the participant. 

Working alliance: Participant and Practitioner collaboratively agreeing upon a singular goal to address 

throughout the program after exploring previous and current performance issues. If multiple presenting 

problems exist, the participant and practitioner prioritized the problems and arrived at a sound reason for 

the issue being the highest priority for improvement. The practitioner shared his/her conceptualization of 

the issue for mutual understanding, feedback elicitation, and alliance strengthening. Program overview: 

Practitioner explained important elements of the AIM program, describing the specific elements of 

adoption, integration, and maintenance, along with the AIM workbook, and the four methods included. 

Explanation of the program includes explaining how many sessions, session lengths, session organization, 

and that the AIM approach is collaborative and regularly elicits feedback and understanding. Explanation 

for the AIM workbook includes the distinction that this workbook is an active extension of each session 

and is part of the program, not bonus material. While going through the workbook, important workbook 

nuances are pointed out and information explaining why the out-of-session work is important and in 

congruent with the session activities. Method explanation includes definition explanations, how each is 

theorized to impact performance, and provide a detailed explanation of how each method could be used to 

improve the participant’s prioritized need. The practitioner elicited feedback and checked for 

understanding. 

 

Comments: 
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2. GOAL SETTING ASSESSMENT: The practitioner conducted an assessment of the previous 

and current goal setting use.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to explore previous goal 

setting use but did not receive a coherent response. The practitioner did not help the participant describe 

and/or explore previous goal setting use and did not ask for further clarification.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner inquired about previous goal 

setting use but with minimal exploration or without helping the participant describe the full scope of goal 

setting experiences. Practitioner may have over intellectualized his or her reframing of the participant’s 

goal setting use, resulting in blocking or shutting down from the participant.  

3 = Adequate skill/quality: some improvement needed. Practitioner asked questions to elicit participant’s 

previous and current goal setting use. Practitioner assisted the participant in explaining the participant’s 

perception of goal setting experiences. Some relevant opportunities for accessing and exploring goal setting 

involvement were missed.  

4 = Good skill/quality: minimal improvement needed. Practitioner asked questions to elicit the participant’s 

previous and current goal setting use, explored experiences collaboratively and used reflective listening 

skills. Practitioner attended to productive uses of goal setting as the participant explained them. Practitioner 

helped participant examine the perceived effectiveness of previous or current goal setting use. 

5 = Excellent skill/quality: no improvement needed. Practitioner explored previous and current goal setting, 

explored experiences collaboratively, used well-timed questions and reflective listening skills. Practitioner 

evaluated participant’s goal setting ability while helping the participant fully explain experiences and 

explore perceived goal setting effectiveness. 

 

3. GOAL SETTING EDUCATION: Practitioner educated the participant about how specific, 

measureable, challenging, relevant, and time-bound goals impact performance directly (e.g., 

increase direction, behavioral intensity, behavioral persistence, and learning) and indirectly (e.g., 

increasing confidence and motivation, decreasing anxiety).  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to educate the participant 

about goal setting but with errors and/or in a cursory way omitting basics of both goal setting practices and 

how they impact performance. No evidence of practitioner and participant reaching shared understanding 

of goal setting practices or rationale.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided education about goal 

setting but left out critical elements of effective goal setting practices (e.g., specific, measureable, 

challenging, relevant, and time-bound goals) and/or how goals impact change behavior (e.g., direct and 

indirect means). Practitioner failed to provide clear description of key elements well enough for any 

participant to come away knowing how to set effective goals. 

3 = Adequate skill/quality: some improvement needed. Practitioner provided goal setting education by 

introducing and discussing basic elements of effective goal setting practices (e.g., specific, measureable, 

challenging, relevant, and time-bound goals) and/or how goals impact change behavior (e.g., direct and 

indirect means).  

4 = Good skill/quality: minimal improvement needed. Practitioner provided goal setting education to the 

participant describing different goal setting elements (e.g., specific, measureable, challenging, relevant, 

time-bound). Practitioner provided description of theory of behavior change (e.g., direct and indirect 

means). Practitioner periodically elicited feedback and checked for understanding.  

5 = Excellent skill/quality: no improvement needed. Practitioner explained all important elements (e.g., 

effective goal setting practices and how goals impact change of behavior), interactively applied these 

aspects to the participant’s previous goal setting experiences. Practitioner regularly elicited feedback and 

checked for understanding. Practitioner provided clear descriptions of what strategies could be used to 

target presenting issues of the participant.  
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4. GOAL SETTING INTERVENTION: The practitioner attempted to teach, model, review, 

and discuss goal setting practices. The participant and practitioner (a) collaboratively attempt to 

set specific, measureable, challenging, relevant, and time-bound outcome, performance, and 

GAP goals in order to create a map for goal achievement. Collaboration on (b) planning time, 

place, and method for selecting daily GAPs and monitoring goal achievement and (c) problem 

solving for goal achievement barriers was conducted.  

 

Multiple Component Completion Check: 

 
1) Goal development Y☐ N☐ 3) Adherence barriers assessment Y☐ N☐ 

2) Goal planning Y☐ N☐  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate goal 

development, goal planning, and goal barriers assessment however the attempt was poorly delivered with 

key elements missing or presented with errors and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for goal development, 

goal planning, and goal barriers assessment but without adequate rationale or explanation. Practitioner did 

not link goal development to participant’s presenting problem and/or did not collaboratively agree on a 

daily goal planning schedule for the participant. Multiple barriers are not discussed and problem solving is 

not conducted. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered goal development, goal 

planning, and goal barriers assessment after collaboratively reminding and agreeing upon the performance 

problem the AIM will be built around. Practitioner and participant provided rationale for the specific goals 

chosen. Information could have been covered in more depth and/or tied more to the case conception. Goal 

planning was organized in a simple fashion and multiple barriers were discussed and problem solving for 

barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated goal 

development, goal planning, and goal barriers assessment in an in depth manner. The selection of targeted 

performance problem was made collaboratively. Rationale and theory of goal congruence were provided. 

There was a collaborative interaction and practitioner checked for understanding or utility. Practitioner 

used material elicited from participant and perhaps helped participant to generate appropriate goals for 

improving targeted presenting problem. Goal planning was included specific GAPs that were congruent 

with achieving the moderate performance goal(s). Existing and potential goal assessment barriers were 

systematically planned for through problem solving strategies in a collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly discussed and taught proper 

goal development, goal planning, and goal barriers assessment in relation to the collaboratively chosen 

participant’s performance problem. Goal setting development was implemented with all the elements 

covered (e.g., setting an appropriate long term outcome goal, working backwards to create goal 

congruence). Practitioner facilitated participant’s goal development through detailed discussion of goal 

congruence. Goal planning included GAPs of multiple physical and psychological goals congruent with 

achieving the moderate performance goal(s). Existing and potential goal assessment barriers were 

systematically planned for through problem solving strategies in a collaborative manner, leaving the 

participant the tools to problem solve for potential future barriers.  

 

Comments: 
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5. PROGRAM INDIVIDUALIZATION: Practitioner explained four methods in relation to 

participant’s program aim and help participant select order of implementation that best suits the 

participant’s aim.  

Multiple Component Completion Check: 

 
1) Relating methods to participant’s presenting problem Y☐ N☐ 2) Order of implementation Y☐ N☐ 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to introduce the role of 

each method (i.e., goal setting, relaxation, imagery, self-talk) in relation to participant’s program aim but 

with errors and/or in a cursory way omitting basics of function. No evidence of practitioner and participant 

reaching shared understanding of the shared roles of each method was present. No evidence of practitioner 

use of conceptual, theory-driven roadmap for psychological training. Participant failed to select 

intervention order. 

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided explanation for role of 

each method (i.e., goal setting, relaxation, imagery, self-talk) in relation to participant’s program aim but 

left out critical elements of method function and failed to provide a clear description of key elements well 

enough for any participant to come away knowing how to approach training aim via training. For example, 

the practitioner neglected to describe how method has been efficacious or the practitioner was scripted or 

rigid as opposed to interactive and flexible and sounded more like lecturing as opposed to fostering an 

interactively deriving shared understanding. Participant selected an intervention order although the 

rationale was vague, unrealistic, and lacked emphasis on program aim.  

3 = Adequate skill/quality: some improvement needed. Practitioner provided explanation for role of each 

method (i.e., goal setting, relaxation, imagery, self-talk) discussing basic elements in relation to 

participant’s program aim although methods may have been more general than specific to participant. 

Some elements may have been left out or could have been better developed. Participant and practitioner 

collaboratively select an intervention order with realistic case formulation but with some difficulties (e.g., 

difficulty with complete collaboration and joint prioritization or seemed to have had a predetermined 

implementation order to the point of being inflexible and ignoring current issues).  

4 = Good skill/quality: minimal improvement needed. Practitioner provided explanation for role of each 

method (i.e., goal setting, relaxation, imagery, self-talk) as it related specifically to the participant’s 

training aim. Therapist provided description as to the effectiveness of each technique. The practitioner 

periodically elicited feedback and checked for understanding, emphasizing that the implementation order 

added to the roadmap planning toward training aims. Participant and practitioner collaboratively select an 

intervention order with discrete agreed upon prioritized plan.  

5 = Excellent skill/quality: no improvement needed. Practitioner explained all important elements of each 

method (i.e., goal setting, relaxation, imagery, self-talk), interactively related said methods specifically to 

participant’s training aim. Practitioner provided clear description of what strategies could be used to target 

performance problems, a rationale for why certain strategies are used and how they are expected to lead to 

improvement. Practitioner regularly elicited feedback and checked for understanding. Participant and 

practitioner collaboratively agree on a theory-based understanding of the participant’s presenting problem 

and target aim while articulating a specific intervention order related to participant’s needs and overall case 

conceptualization.  

  

Comment: 
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6. DEBRIEF: The practitioner questions what has been covered within the session, 

collaboratively reviewing components of the session, placing learned information within the 

larger framework of case conceptualization.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner addresses covered material in 

passing. For example, quickly states that they have covered goal setting, relaxation, imagery, and self-talk 

techniques and how they impact performance without eliciting feedback for understanding. 

2 = Low skill/quality: a fair amount of improvement needed. Practitioner mentioned the session 

components but failed to review or, practitioner conducted a cursory review without integrating the 

material from the session into the case formulation or training plan.  

3 = Adequate skill/quality: some improvement needed. Practitioner conducted a review of the session and 

attended to areas of potential confusion. Practitioner identified useful information from each session 

component. Some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner conducted a detailed review of the 

session, paid attention to possible difficult or confusing session components, eliciting feedback. 

Practitioner collaborated with the participant to identify meaningful information and what was learned 

from the session, integrating it into the case formulation, session and/or training plan. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly explored the session for what 

was completed and learned, reinforced positive involvement and performance from the participant, and 

reviewed the rational for session components. Practitioner worked in furthering the participant’s 

understanding of the covered material by fully integrating it within the case conceptualization, session, 

and/or training plan. Practitioner linked the participant session-practices to positive efforts toward 

achieving overall training aims. 

 

Comment: 
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Psychological Skills Training Fidelity Checklist Form 

Relaxation Session 

 

1. PROGRESS ASSESSMENT: The practitioner assessed the participant’s use of 

psychological methods and perceived progress since the last session. 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner’s assessment lacked depth such as 

only discussing completed AIM manual logs without any discussion or integration into the session or 

practitioner did not explicitly mention or address the previous method assignment. Some assessment may 

have occurred however it was conducted in a manner that sounded judgmental or non-supportive.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner assessed progress but with 

inadequate depth without integrating the material into the current session, case formulation or training plan. 

For example, (1) practitioner inquired about method use in a very general and non-specific manner without 

following initial inquiry with detailed questions; (2) practitioner was easily diverted away from the 

assessment; (3) practitioner had participant review his or her AIM manual but reviewed it in a cursory way 

that compromised the functional utility of the assignment; (4) practitioner assessment only the use of one 

method although the participant may have already received multiple method sessions; (5) practitioner 

explored method use but without exploring frequency of use, patterns of use, antecedents and consequences 

of use or reactions to method use; (6) practitioner did not leave an adequate interval between questions to 

allow participant to organize thoughts and formulate a response; (7) practitioner may have come across as 

mechanical or scripted.  

3 = Adequate skill/quality: some improvement needed. Practitioner reviewed training progress and attended 

to any difficulties completing it. Practitioner reviewed participant frequency, patterns of method use, 

antecedents and consequences of use and reactions to method use. Practitioner thoroughly assessed one 

method (e.g., previous session method or preferred method) but failed to explore other methods (if third or 

fourth session) in a thorough way and failed to connect method use with overall training aim. Practitioner 

identified useful information from the exercise or if relevant focused on barriers to method use or 

assignment completion. Practitioner used both open and closed questions but with some improvement 

needed (i.e., used too many closed questions as opposed to more of a balance between open and closed) 

and some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner reviewed the AIM manual assignment 

and used it as a tool for eliciting information about method use such as frequency, patterns, antecedents, 

and consequences and reactions to method use or periods of no use. Practitioner paid attention to possible 

difficulties in completing the assignment and elicited strategies to help ensure completion. Practitioner was 

a supportive and non-judgmental stance and allowed ample intervals between questions for participant to 

gather thoughts and formulate responses. Practitioner used balance of open and closed questions to 

collaborative with the participant to identify meaningful information and what was learned from the 

assignment and integrated it into the case formulation, session and/or treatment plan.  

5 = Excellent skill/quality: no improvement needed. Practitioner reviewed the AIM manual assignment and 

explored what was completed and what was learned, reinforced positive performance, and if not 

completed, reviewed the rationale for homework assignments. Practitioner inquired about all or most of the 

following dimensions of method use: extent, patterns, triggers, antecedents, and consequences and 

reactions to use or no use. Practitioner used a supportive, non-judgmental style, balanced open and closed 

questions, and allowed ample time between questions for participant to formulate answers. Practitioner 

followed up on information thoroughly and integrated it into the session. With incomplete assignments the 

practitioner explored barriers to completion and collaboratively explored strategies for completing 

assignments going forward. Practitioner linked the behavior in the carrying out the assignment to positive 

efforts to achieve overall training goals.  

 

Comment: 
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2. SESSION AGENDA: The practitioner articulated and implemented a specific agenda for the 

session (e.g., identified session topics, listed issues to be discussed during the session). 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner failed to set an agenda at the 

beginning of the session (e.g., may have announced what was being done just before doing it).  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner set an agenda that was vague, 

unrealistic, lacked focus, was not followed through and/or did not account for participant’s training aim 

and presenting problem(s) (e.g., inappropriate timing, no bridge from prior session or exploration of 

feelings about previous session).   

3 = Adequate skill/quality: some improvement needed. Practitioner set agenda with realistic targets with 

some feedback elicitation that brought about difficulties (e.g., difficulty with participant understanding, 

joint prioritization, and a tone of complete inflexibility from the practitioner). The agenda contained the 

key pieces including goals for current session, problems to be addressed and techniques to be used to 

approach the targets. 

4 = Good skill/quality: minimal improvement needed. Appropriate agenda set by practitioner with 

appropriate amount of feedback elicitation at the beginning of the session and with discrete agreed upon 

prioritized targets. Practitioner managed time well during the session and followed through with all or 

nearly all agenda items.  

5 = Excellent skill/quality: no improvement needed. Practitioner clearly articulated a specific agenda at the 

beginning of the session with discrete prioritized targets related to participant’s training aim at the 

beginning of session with discrete prioritized targets related to participant’s aim and overall 

conceptualization of the case and rational for training. Practitioner elicited large amounts of feedback from 

the participant in order to collaboratively set goals for current session, problems to be addressed and 

techniques to be used to approach the targets. Practitioner followed through on all agenda items in a 

complete and detailed manner. 

 

Comment: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Relaxation 

 102 

3. GOAL SETTING: The practitioner facilitates brief weekly goal setting, mainly consisting of 

affirming previous and creating new goal achievement processes (GAPs).  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate goal 

development, goal planning, and goal barriers assessment however the attempt was poorly delivered or 

presented with errors and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for goal development, 

goal planning, and goal barriers assessment. Practitioner did not link goal development to participant’s 

training aim and outcome goal and/or did not collaboratively agree on a daily goal planning schedule for 

the participant. Questioning goal setting barriers was done quickly without effectiveness. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered goal development, goal 

planning, and goal barriers assessment after collaboratively reminding and agreeing upon the performance 

problem the AIM will be built around. Practitioner and participant provided rationale for the specific goals 

chosen. Information could have been covered in more depth and/or tied more to the case conception. Goal 

planning was organized in a simple fashion and multiple barriers were discussed and problem solving for 

barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated goal 

development, goal planning, and goal barriers assessment in a quick but effective manner. Review of the 

targeted performance problems was conducted and goal congruence were emphasized. Goal planning 

included specific GAPs that were congruent with achieving the moderate performance goal(s). Existing and 

potential goal assessment barriers were systematically planned for through problem solving strategies in a 

collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Participant conducted proper goal development, goal 

planning, and goal barriers assessment in relation to the collaboratively chosen participant performance 

problem. Goal setting development was implemented briefly with a special interest in advancing progress 

from previous week’s GAPs while maintaining goal congruence with performance and outcome goals. 

Existing and potential goal assessment barriers were systematically planned for through problem solving 

strategies in a collaborative manner, leaving the participant the tools to problem solve for potential future 

barriers.  

 

4. RELAXATION ASSESSMENT: The practitioner conducted an assessment of the previous 

and current relaxation use.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to explore previous 

relaxation use but did not receive a coherent response. The practitioner did not help the participant describe 

and/or explore previous relaxation use and did not ask for further clarification.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner inquired about previous relaxation 

use but with minimal exploration or without helping the participant describe the full scope of relaxation 

experiences. Practitioner may have over intellectualized his or her reframing of the participant’s relaxation 

use, resulting in blocking or shutting down from the participant.  

3 = Adequate skill/quality: some improvement needed. Practitioner asked questions to elicit participant’s 

previous and current relaxation use. Practitioner assisted the participant in explaining the participant’s 

perception of relaxation experiences. Some relevant opportunities for accessing and exploring relaxation 

involvement were missed.  

4 = Good skill/quality: minimal improvement needed. Practitioner asked questions to elicit the participant’s 

previous and current relaxation use, explored experiences collaboratively and used reflective listening 

skills. Practitioner attended to productive uses of relaxation as the participant explained them. Practitioner 

helped participant examine the perceived effectiveness of previous or current relaxation use. 

5 = Excellent skill/quality: no improvement needed. Practitioner explored previous and current relaxation, 

explored experiences collaboratively and used well-timed questions and reflective listening skills. 

Practitioner evaluated participant’s relaxation ability while helping the participant fully explain experiences 

and explore perceived relaxation effectiveness. 



Relaxation 

 103 

5. RELAXATION EDUCATION: The practitioner informs the participant that activation 

includes effects from any or all stress reactions, arousal, or anxiety and manifests itself via 

muscular tension and bracing, muscular fatigue, coordination difficulties, attentional narrowing, 

and alterations in visual search patterns.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to educate the participant 

about relaxation but with errors and/or in a cursory way omitting basics of both relaxation practices and 

how they impact performance. No evidence of practitioner and participant reaching shared understanding 

of relaxation practices or rationale.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided education about 

relaxation but left out critical elements of how high activation impacts behavior (e.g., tension, bracing, 

fatigue, coordination, attentional narrowing, visual search patterns) and/or effective relaxation practices 

(e.g., decreasing the physical consequences of increased stress, anxiety, and arousal). Practitioner failed to 

provide clear description of key elements well enough for any participant to come away knowing how to 

use relaxation techniques. 

3 = Adequate skill/quality: some improvement needed. Practitioner provided relaxation education by 

introducing and discussing basic elements of how heightened activation impacts behavior (e.g., tension, 

bracing, fatigue, coordination, attentional narrowing, visual search patterns) and of effective relaxation 

practices (e.g., decreasing the physical consequences of increased stress, anxiety, and arousal). 

4 = Good skill/quality: minimal improvement needed. Practitioner provided relaxation education to the 

participant describing different impacts heightened activation has on performance (e.g., tension, bracing, 

fatigue, coordination, attentional narrowing, visual search patterns). Practitioner provided description of 

theory of change (e.g., the relaxation response). Practitioner periodically elicited feedback and checked for 

understanding.  

5 = Excellent skill/quality: no improvement needed. Practitioner explained all important elements (e.g., 

effective relaxation practices and how relaxation impact change of behavior), interactively applied these 

aspects to the participant’s previous relaxation experiences. Practitioner regularly elicited feedback and 

checked for understanding. Practitioner provided clear descriptions of what strategies could be used to 

target presenting issues of the participant.  

 

Comment: 
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6. RELAXATION INTERVENTION: Practitioner conducts (a) breathing assessment, (b) 

progressive relaxation (PR), (c) implementation planning, and (d) adherence barriers assessment.   

 

Multiple Component Completion Check: 

 
1) Breathing assessment Y☐ N☐ 4) Implementation planning Y☐ N☐ 

2) Progressive relaxation Y☐ N☐	 5) Adherence barriers assessment Y☐ N☐	

3) Intervention debrief Y☐ N☐  

	
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate relaxation 

components however the attempt was poorly delivered with key elements missing or presented with errors 

and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for breathing 

assessment, progressive relaxation, intervention debriefing, implementation planning, and adherence 

barriers assessment but without adequate rationale or explanation. Practitioner did not link relaxation 

training to participant’s presenting problem and/or did not collaboratively agree on a planned schedule for 

relaxation use for the participant. Multiple barriers are not discussed and problem solving is not conducted. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered breathing assessment, 

progressive relaxation, intervention debriefing, and implementation planning barriers assessment. 

Practitioner explained how relaxation was helpful toward the participant’s training aim. Practitioner and 

participant provided rationale for relaxation use although information could have been covered in more 

depth and/or tied more to the case conception. Relaxation implementation planning was organized in a 

simple fashion and multiple barriers were discussed and problem solving for barrier solutions was 

conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated breathing 

assessment, progressive relaxation, intervention debriefing, implementation planning, and adherence 

barriers assessment in an in depth manner. The rationale for relaxation use in terms of the participant’s 

training aim was provided. There was a collaborative interaction and practitioner checked for 

understanding or utility. Relaxation implementation planning was included and specifically and 

collaboratively tailored to best suit the participant. Existing and potential relaxation assessment barriers 

were systematically planned for through problem solving strategies in a collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly discussed and taught proper 

breathing assessment, progressive relaxation, intervention debriefing, implementation planning, and 

adherence barriers assessment in relation to the participant’s training aim. Relaxation elicited anecdotal 

relaxation from the participant. Relaxation planning included collaboratively determined specific times, 

places, and how relaxation practice was to occur. Existing and potential goal assessment barriers were 

systematically planned for through problem solving strategies in a collaborative manner, leaving the 

participant the tools to problem solve for potential future barriers.  

 

Comment: 
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7. DEBRIEF: The practitioner questions what has been covered within the session, 

collaboratively reviewing components of the session, placing learned information within the 

larger framework of case conceptualization.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner addresses covered material in 

passing. For example, quickly states that they have covered relaxation techniques and how they impact 

performance without eliciting feedback for understanding. 

2 = Low skill/quality: a fair amount of improvement needed. Practitioner mentioned the session 

components but failed to review or, practitioner conducted a cursory review without integrating the 

material from the session into the case formulation or training plan.  

3 = Adequate skill/quality: some improvement needed. Practitioner conducted a review of the session and 

attended to areas of potential confusion. Practitioner identified useful information from each session 

component. Some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner conducted a detailed review of the 

session, paid attention to possible difficult or confusing session components by eliciting feedback for 

participant knowledge and understanding. Practitioner collaborated with the participant to identify 

meaningful information and what was learned from the session, integrating it into the case formulation, 

session and/or training plan. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly explored the session for what 

was completed and learned, reinforced positive involvement and performance from the participant, and 

reviewed the rational for session components. Practitioner worked in furthering the participant’s 

understanding of the covered material by fully integrating it within the case conceptualization, session, 

and/or training plan. Practitioner linked the participant session-practices to positive efforts toward 

achieving overall training aims. 

 

Comment: 
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Psychological Skills Training Fidelity Checklist Form 

Imagery Session 

 

1. PROGRESS ASSESSMENT: The practitioner assessed the participant’s use of 

psychological methods and perceived progress since the last session. 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner’s assessment lacked depth such as 

only discussing completed AIM manual logs without any discussion or integration into the session or 

practitioner did not explicitly mention or address the previous method assignment. Some assessment may 

have occurred however it was conducted in a manner that sounded judgmental or non-supportive.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner assessed progress but with 

inadequate depth without integrating the material into the current session, case formulation or training plan. 

For example, (1) practitioner inquired about method use in a very general and non-specific manner without 

following initial inquiry with detailed questions; (2) practitioner was easily diverted away from the 

assessment; (3) practitioner had participant review his or her AIM manual but reviewed it in a cursory way 

that compromised the functional utility of the assignment; (4) practitioner assessment only the use of one 

method although the participant may have already received multiple method sessions; (5) practitioner 

explored method use but without exploring frequency of use, patterns of use, antecedents and consequences 

of use or reactions to method use; (6) practitioner did not leave an adequate interval between questions to 

allow participant to organize thoughts and formulate a response; (7) practitioner may have come across as 

mechanical or scripted.  

3 = Adequate skill/quality: some improvement needed. Practitioner reviewed training progress and attended 

to any difficulties completing it. Practitioner reviewed participant frequency, patterns of method use, 

antecedents and consequences of use and reactions to method use. Practitioner thoroughly assessed one 

method (e.g., previous session method or preferred method) but failed to explore other methods (if third or 

fourth session) in a thorough way and failed to connect method use with overall training aim. Practitioner 

identified useful information from the exercise or if relevant focused on barriers to method use or 

assignment completion. Practitioner used both open and closed questions but with some improvement 

needed (i.e., used too many closed questions as opposed to more of a balance between open and closed) 

and some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner reviewed the AIM manual assignment 

and used it as a tool for eliciting information about method use such as frequency, patterns, antecedents, 

and consequences and reactions to method use or periods of no use. Practitioner paid attention to possible 

difficulties in completing the assignment and elicited strategies to help ensure completion. Practitioner was 

a supportive and non-judgmental stance and allowed ample intervals between questions for participant to 

gather thoughts and formulate responses. Practitioner used balance of open and closed questions to 

collaborative with the participant to identify meaningful information and what was learned from the 

assignment and integrated it into the case formulation, session and/or treatment plan.  

5 = Excellent skill/quality: no improvement needed. Practitioner reviewed the AIM manual assignment and 

explored what was completed and what was learned, reinforced positive performance, and if not 

completed, reviewed the rationale for homework assignments. Practitioner inquired about all or most of the 

following dimensions of method use: extent, patterns, triggers, antecedents, and consequences and 

reactions to use or no use. Practitioner used a supportive, non-judgmental style, balanced open and closed 

questions, and allowed ample time between questions for participant to formulate answers. Practitioner 

followed up on information thoroughly and integrated it into the session. With incomplete assignments the 

practitioner explored barriers to completion and collaboratively explored strategies for completing 

assignments going forward. Practitioner linked the behavior in the carrying out the assignment to positive 

efforts to achieve overall training goals.  

 

Comment: 
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2. SESSION AGENDA: The practitioner articulated and implemented a specific agenda for the 

session (e.g., identified session topics, listed issues to be discussed during the session). 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner failed to set an agenda at the 

beginning of the session (e.g., may have announced what was being done just before doing it).  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner set an agenda that was vague, 

unrealistic, lacked focus, was not followed through and/or did not account for participant’s training aim 

and presenting problem(s) (e.g., inappropriate timing, no bridge from prior session or exploration of 

feelings about previous session).   

3 = Adequate skill/quality: some improvement needed. Practitioner set agenda with realistic targets with 

some feedback elicitation that brought about difficulties (e.g., difficulty with participant understanding, 

joint prioritization, and a tone of complete inflexibility from the practitioner). The agenda contained the 

key pieces including goals for current session, problems to be addressed and techniques to be used to 

approach the targets. 

4 = Good skill/quality: minimal improvement needed. Appropriate agenda set by practitioner with 

appropriate amount of feedback elicitation at the beginning of the session and with discrete agreed upon 

prioritized targets. Practitioner managed time well during the session and followed through with all or 

nearly all agenda items.  

5 = Excellent skill/quality: no improvement needed. Practitioner clearly articulated a specific agenda at the 

beginning of the session with discrete prioritized targets related to participant’s training aim at the 

beginning of session with discrete prioritized targets related to participant’s aim and overall 

conceptualization of the case and rational for training. Practitioner elicited large amounts of feedback from 

the participant in order to collaboratively set goals for current session, problems to be addressed and 

techniques to be used to approach the targets. Practitioner followed through on all agenda items in a 

complete and detailed manner. 

 

Comment: 
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3. GOAL SETTING: The practitioner facilitates brief weekly goal setting, mainly consisting of 

affirming previous and creating new goal achievement processes (GAPs).  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate goal 

development, goal planning, and goal barriers assessment however the attempt was poorly delivered or 

presented with errors and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for goal development, 

goal planning, and goal barriers assessment. Practitioner did not link goal development to participant’s 

training aim and outcome goal and/or did not collaboratively agree on a daily goal planning schedule for 

the participant. Questioning goal setting barriers was done quickly without effectiveness. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered goal development, goal 

planning, and goal barriers assessment after collaboratively reminding and agreeing upon the performance 

problem the AIM will be built around. Practitioner and participant provided rationale for the specific goals 

chosen. Information could have been covered in more depth and/or tied more to the case conception. Goal 

planning was organized in a simple fashion and multiple barriers were discussed and problem solving for 

barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated goal 

development, goal planning, and goal barriers assessment in a quick but effective manner. Review of the 

targeted performance problems was conducted and goal congruence were emphasized. Goal planning 

included specific GAPs that were congruent with achieving the moderate performance goal(s). Existing and 

potential goal assessment barriers were systematically planned for through problem solving strategies in a 

collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Participant conducted proper goal development, goal 

planning, and goal barriers assessment in relation to the collaboratively chosen participant performance 

problem. Goal setting development was implemented briefly with a special interest in advancing progress 

from previous week’s GAPs while maintaining goal congruence with performance and outcome goals. 

Existing and potential goal assessment barriers were systematically planned for through problem solving 

strategies in a collaborative manner, leaving the participant the tools to problem solve for potential future 

barriers.  

 

4. IMAGERY ASSESSMENT: The practitioner conducted an assessment of the previous and 

current imagery use.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to explore previous 

imagery use but did not receive a coherent response. The practitioner did not help the participant describe 

and/or explore previous imagery use and did not ask for further clarification.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner inquired about previous imagery 

use but with minimal exploration or without helping the participant describe the full scope of imagery 

experiences. Practitioner may have over intellectualized his or her reframing of the participant’s imagery 

use, resulting in blocking or shutting down from the participant.  

3 = Adequate skill/quality: some improvement needed. Practitioner asked questions to elicit participant’s 

previous and current imagery use. Practitioner assisted the participant in explaining the participant’s 

perception of imagery experiences. Some relevant opportunities for accessing and exploring imagery 

involvement were missed.  

4 = Good skill/quality: minimal improvement needed. Practitioner asked questions to elicit the participant’s 

previous and current imagery use, explored experiences collaboratively and used reflective listening skills. 

Practitioner attended to productive uses of imagery as the participant explained them. Practitioner helped 

participant examine the perceived effectiveness of previous or current imagery use. 

5 = Excellent skill/quality: no improvement needed. Practitioner explored previous and current imagery, 

explored experiences collaboratively and used well-timed questions and reflective listening skills. 

Practitioner evaluated participant’s imagery ability while helping the participant fully explain experiences 

and explore perceived imagery effectiveness. 
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5. IMAGERY EDUCATION: The practitioner educates the participant on how imagery can 

help participant improve motor skill learning and execution, gain confidence, improve 

motivation, control intensity, and improve performance focus. 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to educate the participant 

about imagery but with errors and/or in a cursory way omitting basics of both imagery practices and how 

they impact performance. No evidence of practitioner and participant reaching shared understanding of 

imagery practices or rationale.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided education about imagery 

but left out critical elements of how high imagery impacts behavior (e.g., motor skill learning and 

execution, motivation, confidence, intensity, and focus) and/or effective imagery practices (e.g., 

polysensory vivid imagery, image control, goal-oriented imagery practice, imagery timing). Practitioner 

failed to provide clear description of key elements well enough for any participant to come away knowing 

how to use imagery techniques. 

3 = Adequate skill/quality: some improvement needed. Practitioner provided imagery education by 

introducing and discussing basic elements of how goal-oriented, vivid, polysensory, controlled imagery 

impacts behavior and psychological factors (e.g., motor skill learning and execution, motivation, 

confidence, intensity, and focus). 

4 = Good skill/quality: minimal improvement needed. Practitioner provided imagery education to the 

participant describing different impacts imagery has on performance (e.g., motor skill learning and 

execution, motivation, confidence, intensity, and focus). Practitioner provided description of theory of 

change (e.g., bioinformational, psychoneuromuscular, symbolic learning theories). Practitioner periodically 

elicited feedback and checked for understanding.  

5 = Excellent skill/quality: no improvement needed. Practitioner explained all important elements (e.g., 

effective imagery practices and how imagery impacts change of behavior), interactively applied these 

aspects to the participant’s previous imagery experiences. Practitioner regularly elicited feedback and 

checked for understanding. Practitioner provided clear descriptions of what strategies could be used to 

target presenting issues of the participant.  

 

Comment: 
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6. IMAGERY INTERVENTION: Practitioner conducted imagery intervention components 

including (a) completion of the MIQ-R, (b) MIQ-R debrief, (c) guided general imagery, (d) 

guided general imagery debrief, (e) AIM imagery planning, (f) specific AIM imagery, (g) AIM 

imagery implementation planning, and (h) adherence barriers assessment.   

 

Multiple Component Completion Check: 

 
1) MIQ-R completion Y☐ N☐ 5) AIM imagery planning Y☐ N☐ 

2) MIQ-R debrief Y☐ N☐  6) Specific AIM imagery Y☐ N☐ 

3) Guided general imagery Y☐ N☐ 7) AIM imagery implementation planning Y☐ N☐ 

4) Guided general imagery debrief Y☐ N☐ 8) Adherence barriers assessment Y☐ N☐ 

	
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate imagery 

components however the attempt was poorly delivered with key elements missing or presented with errors 

and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for imagery training 

components but without adequate rationale or explanation. Practitioner did not link imagery training to 

participant’s presenting problem and/or did not collaboratively agree on a planned schedule for imagery 

use for the participant. Multiple barriers were not discussed and problem solving is not conducted. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered imagery training components. 

Practitioner explained how imagery was helpful toward the participant’s training aim. Practitioner provided 

rationale for imagery use although information could have been covered in more depth and/or tied more to 

the case conception. Imagery implementation planning was organized in a simple fashion and multiple 

barriers were discussed and problem solving for barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated imagery training 

components in an in depth manner. The rationale for imagery use in terms of the participant’s training aim 

was provided. There was a collaborative interaction and practitioner checked for understanding or utility. 

Imagery implementation planning was included and specifically and collaboratively tailored to best suit the 

participant. Existing and potential imagery assessment barriers were systematically planned for through 

problem solving strategies in a collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly discussed and taught imagery 

training components in relation to the participant’s training aim. Imagery elicited anecdotal relaxation and 

imagery effectiveness from the participant. Imagery planning included collaboratively determined specific 

times, places, and how imagery practice was to occur. Existing and potential adherence assessment barriers 

were systematically planned for through problem solving strategies in a collaborative manner, leaving the 

participant the tools to problem solve for potential future barriers.  

 

Comment: 
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7. DEBRIEF: The practitioner questions what has been covered within the session, 

collaboratively reviewing components of the session, placing learned information within the 

larger framework of case conceptualization.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner addresses covered material in 

passing. For example, quickly states that they have covered imagery techniques and how they impact 

performance without eliciting feedback for understanding. 

2 = Low skill/quality: a fair amount of improvement needed. Practitioner mentioned the session 

components but failed to review or, practitioner conducted a cursory review without integrating the 

material from the session into the case formulation or training plan.  

3 = Adequate skill/quality: some improvement needed. Practitioner conducted a review of the session and 

attended to areas of potential confusion. Practitioner identified useful information from each session 

component. Some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner conducted a detailed review of the 

session, paid attention to possible difficult or confusing session components by eliciting feedback for 

participant knowledge and understanding. Practitioner collaborated with the participant to identify 

meaningful information and what was learned from the session, integrating it into the case formulation, 

session and/or training plan. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly explored the session for what 

was completed and learned, reinforced positive involvement and performance from the participant, and 

reviewed the rational for session components. Practitioner worked in furthering the participant’s 

understanding of the covered material by fully integrating it within the case conceptualization, session, 

and/or training plan. Practitioner linked the participant session-practices to positive efforts toward 

achieving overall training aims. 

 

Comment: 
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Psychological Skills Training Fidelity Checklist Form 

Self-Talk Session 

 

1. PROGRESS ASSESSMENT: The practitioner assessed the participant’s use of 

psychological methods and perceived progress since the last session. 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner’s assessment lacked depth such as 

only discussing completed AIM manual logs without any discussion or integration into the session or 

practitioner did not explicitly mention or address the previous method assignment. Some assessment may 

have occurred however it was conducted in a manner that sounded judgmental or non-supportive.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner assessed progress but with 

inadequate depth without integrating the material into the current session, case formulation or training plan. 

For example, (1) practitioner inquired about method use in a very general and non-specific manner without 

following initial inquiry with detailed questions; (2) practitioner was easily diverted away from the 

assessment; (3) practitioner had participant review his or her AIM manual but reviewed it in a cursory way 

that compromised the functional utility of the assignment; (4) practitioner assessment only the use of one 

method although the participant may have already received multiple method sessions; (5) practitioner 

explored method use but without exploring frequency of use, patterns of use, antecedents and consequences 

of use or reactions to method use; (6) practitioner did not leave an adequate interval between questions to 

allow participant to organize thoughts and formulate a response; (7) practitioner may have come across as 

mechanical or scripted.  

3 = Adequate skill/quality: some improvement needed. Practitioner reviewed training progress and attended 

to any difficulties completing it. Practitioner reviewed participant frequency, patterns of method use, 

antecedents and consequences of use and reactions to method use. Practitioner thoroughly assessed one 

method (e.g., previous session method or preferred method) but failed to explore other methods (if third or 

fourth session) in a thorough way and failed to connect method use with overall training aim. Practitioner 

identified useful information from the exercise or if relevant focused on barriers to method use or 

assignment completion. Practitioner used both open and closed questions but with some improvement 

needed (i.e., used too many closed questions as opposed to more of a balance between open and closed) 

and some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner reviewed the AIM manual assignment 

and used it as a tool for eliciting information about method use such as frequency, patterns, antecedents, 

and consequences and reactions to method use or periods of no use. Practitioner paid attention to possible 

difficulties in completing the assignment and elicited strategies to help ensure completion. Practitioner was 

a supportive and non-judgmental stance and allowed ample intervals between questions for participant to 

gather thoughts and formulate responses. Practitioner used balance of open and closed questions to 

collaborative with the participant to identify meaningful information and what was learned from the 

assignment and integrated it into the case formulation, session and/or treatment plan.  

5 = Excellent skill/quality: no improvement needed. Practitioner reviewed the AIM manual assignment and 

explored what was completed and what was learned, reinforced positive performance, and if not 

completed, reviewed the rationale for homework assignments. Practitioner inquired about all or most of the 

following dimensions of method use: extent, patterns, triggers, antecedents, and consequences and 

reactions to use or no use. Practitioner used a supportive, non-judgmental style, balanced open and closed 

questions, and allowed ample time between questions for participant to formulate answers. Practitioner 

followed up on information thoroughly and integrated it into the session. With incomplete assignments the 

practitioner explored barriers to completion and collaboratively explored strategies for completing 

assignments going forward. Practitioner linked the behavior in the carrying out the assignment to positive 

efforts to achieve overall training goals.  

 

Comment: 
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2. SESSION AGENDA: The practitioner articulated and implemented a specific agenda for the 

session (e.g., identified session topics, listed issues to be discussed during the session). 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner failed to set an agenda at the 

beginning of the session (e.g., may have announced what was being done just before doing it).  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner set an agenda that was vague, 

unrealistic, lacked focus, was not followed through and/or did not account for participant’s training aim 

and presenting problem(s) (e.g., inappropriate timing, no bridge from prior session or exploration of 

feelings about previous session).   

3 = Adequate skill/quality: some improvement needed. Practitioner set agenda with realistic targets with 

some feedback elicitation that brought about difficulties (e.g., difficulty with participant understanding, 

joint prioritization, and a tone of complete inflexibility from the practitioner). The agenda contained the 

key pieces including goals for current session, problems to be addressed and techniques to be used to 

approach the targets. 

4 = Good skill/quality: minimal improvement needed. Appropriate agenda set by practitioner with 

appropriate amount of feedback elicitation at the beginning of the session and with discrete agreed upon 

prioritized targets. Practitioner managed time well during the session and followed through with all or 

nearly all agenda items.  

5 = Excellent skill/quality: no improvement needed. Practitioner clearly articulated a specific agenda at the 

beginning of the session with discrete prioritized targets related to participant’s training aim at the 

beginning of session with discrete prioritized targets related to participant’s aim and overall 

conceptualization of the case and rational for training. Practitioner elicited large amounts of feedback from 

the participant in order to collaboratively set goals for current session, problems to be addressed and 

techniques to be used to approach the targets. Practitioner followed through on all agenda items in a 

complete and detailed manner. 

 

Comment: 
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3. GOAL SETTING: The practitioner facilitates brief weekly goal setting, mainly consisting of 

affirming previous and creating new goal achievement processes (GAPs).  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate goal 

development, goal planning, and goal barriers assessment however the attempt was poorly delivered or 

presented with errors and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for goal development, 

goal planning, and goal barriers assessment. Practitioner did not link goal development to participant’s 

training aim and outcome goal and/or did not collaboratively agree on a daily goal planning schedule for 

the participant. Questioning goal setting barriers was done quickly without effectiveness. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered goal development, goal 

planning, and goal barriers assessment after collaboratively reminding and agreeing upon the performance 

problem the AIM will be built around. Practitioner and participant provided rationale for the specific goals 

chosen. Information could have been covered in more depth and/or tied more to the case conception. Goal 

planning was organized in a simple fashion and multiple barriers were discussed and problem solving for 

barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated goal 

development, goal planning, and goal barriers assessment in a quick but effective manner. Review of the 

targeted performance problems was conducted and goal congruence were emphasized. Goal planning 

included specific GAPs that were congruent with achieving the moderate performance goal(s). Existing and 

potential goal assessment barriers were systematically planned for through problem solving strategies in a 

collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Participant conducted proper goal development, goal 

planning, and goal barriers assessment in relation to the collaboratively chosen participant performance 

problem. Goal setting development was implemented briefly with a special interest in advancing progress 

from previous week’s GAPs while maintaining goal congruence with performance and outcome goals. 

Existing and potential goal assessment barriers were systematically planned for through problem solving 

strategies in a collaborative manner, leaving the participant the tools to problem solve for potential future 

barriers.  

 

4. SELF-TALK ASSESSMENT: The practitioner conducted an assessment of the previous and 

current self-talk use.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to explore previous self-

talk use but did not receive a coherent response. The practitioner did not help the participant describe 

and/or explore previous self-talk use and did not ask for further clarification.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner inquired about previous self-talk 

use but with minimal exploration or without helping the participant describe the full scope of self-talk 

experiences. Practitioner may have over intellectualized his or her reframing of the participant’s self-talk 

use, resulting in blocking or shutting down from the participant.  

3 = Adequate skill/quality: some improvement needed. Practitioner asked questions to elicit participant’s 

previous and current self-talk use. Practitioner assisted the participant in explaining the participant’s 

perception of self-talk experiences. Some relevant opportunities for accessing and exploring self-talk 

involvement were missed.  

4 = Good skill/quality: minimal improvement needed. Practitioner asked questions to elicit the participant’s 

previous and current self-talk use, explored experiences collaboratively and used reflective listening skills. 

Practitioner attended to productive uses of self-talk as the participant explained them. Practitioner helped 

participant examine the perceived effectiveness of previous or current self-talk use. 

5 = Excellent skill/quality: no improvement needed. Practitioner explored previous and current self-talk, 

explored experiences collaboratively and used well-timed questions and reflective listening skills. 

Practitioner evaluated participant’s self-talk ability while helping the participant fully explain experiences 

and explore perceived self-talk effectiveness. 
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5. SELF-TALK EDUCATION: The practitioner educated the participant on how self-talk can 

help participant improve motivation, gain confidence, control intensity, and improve 

performance focus. 

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to educate the participant 

about self-talk but with errors and/or in a cursory way omitting basics of both self-talk practices and how 

they impact performance. No evidence of practitioner and participant reaching shared understanding of 

self-talk practices or rationale.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided education about self-talk 

but left out critical elements of how self-talk impacts behavior (e.g., motivation, confidence, intensity, and 

focus) and/or self-talk’s location within the cognitive model (e.g., situation ! automatic thoughts ! 

consequences). Practitioner failed to provide clear description of key elements well enough for any 

participant to come away knowing how to use self-talk techniques. 

3 = Adequate skill/quality: some improvement needed. Practitioner provided self-talk education by 

introducing and discussing basic elements of the cognitive model and the impact of productive self-talk on 

motivation, confidence, intensity, and focus components. 

4 = Good skill/quality: minimal improvement needed. Practitioner provided self-talk education to the 

participant describing different impacts self-talk has on performance (e.g., motivation, confidence, 

intensity, and focus). Practitioner provided description of the cognitive model (e.g., situation ! automatic 

thoughts ! consequences). Practitioner periodically elicited feedback and checked for understanding.  

5 = Excellent skill/quality: no improvement needed. Practitioner explained all important elements of the 

cognitive model (e.g., situation ! automatic thoughts ! consequences), discussed self-talk’s impact on 

performance-related variables (e.g., motivation, confidence, intensity, focus), and interactively applied 

these aspects to the participant’s previous self-talk experiences. Practitioner regularly elicited feedback and 

checked for understanding. Practitioner provided clear descriptions of what strategies could be used to 

target presenting issues of the participant.  

 

Comment: 
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6. SELF-TALK INTERVENTION: Practitioner conducted imagery intervention components 

including (a) cognitive restructuring, (b) self-talk implementation planning, and (c) adherence 

barriers assessment.   

 

Multiple Component Completion Check: 

 
1) Cognitive restructuring Y☐ N☐ 3) Adherence barriers assessment Y☐ N☐ 

2) Self-talk implementation planning Y☐ N☐   

	
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner attempted to facilitate self-talk 

components however the attempt was poorly delivered with key elements missing or presented with errors 

and without checking for understanding.  

2 = Low skill/quality: a fair amount of improvement needed. Practitioner provided for self-talk training 

components but without adequate rationale or explanation. Practitioner did not link self-talk training to 

participant’s presenting problem and/or did not collaboratively agree on a planned schedule for self-talk 

use for the participant. Multiple barriers were not discussed and problem solving is not conducted. 

3 = Adequate skill/quality: some improvement needed. Practitioner covered self-talk training components. 

Practitioner explained how self-talk was helpful toward the participant’s training aim. Practitioner provided 

rationale for self-talk use although information could have been covered in more depth and/or tied more to 

the case conception. Self-talk implementation planning was organized in a simple fashion and multiple 

barriers were discussed and problem solving for barrier solutions was conducted.  

4 = Good skill/quality: minimal improvement needed. Practitioner discussed and facilitated self-talk training 

components in an in depth manner. The rationale for self-talk use in terms of the participant’s training aim 

was provided. There was a collaborative interaction and practitioner checked for understanding or utility. 

Self-talk implementation planning was included and specifically and collaboratively tailored to best suit the 

participant. Existing and potential self-talk assessment barriers were systematically planned for through 

problem solving strategies in a collaborative manner. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly discussed and taught self-talk 

training components in relation to the participant’s training aim. Self-talk planning included collaboratively 

determined specific times, places, and how self-talk practice was to occur. Existing and potential adherence 

assessment barriers were systematically planned for through problem solving strategies in a collaborative 

manner, leaving the participant the tools to problem solve for potential future barriers.  

 

Comment: 
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7. DEBRIEF: The practitioner questions what has been covered within the session, 

collaboratively reviewing components of the session, placing learned information within the 

larger framework of case conceptualization.  

 
0 = Did not complete/attempt. 

1 = Poor skill/quality: a great deal of improvement needed. Practitioner addresses covered material in 

passing. For example, quickly states that they have covered imagery techniques and how they impact 

performance without eliciting feedback for understanding. 

2 = Low skill/quality: a fair amount of improvement needed. Practitioner mentioned the session 

components but failed to review or, practitioner conducted a cursory review without integrating the 

material from the session into the case formulation or training plan.  

3 = Adequate skill/quality: some improvement needed. Practitioner conducted a review of the session and 

attended to areas of potential confusion. Practitioner identified useful information from each session 

component. Some areas could have received more attention and exploration. 

4 = Good skill/quality: minimal improvement needed. Practitioner conducted a detailed review of the 

session, paid attention to possible difficult or confusing session components by eliciting feedback for 

participant knowledge and understanding. Practitioner collaborated with the participant to identify 

meaningful information and what was learned from the session, integrating it into the case formulation, 

session and/or training plan. 

5 = Excellent skill/quality: no improvement needed. Practitioner thoroughly explored the session for what 

was completed and learned, reinforced positive involvement and performance from the participant, and 

reviewed the rational for session components. Practitioner worked in furthering the participant’s 

understanding of the covered material by fully integrating it within the case conceptualization, session, 

and/or training plan. Practitioner linked the participant session-practices to positive efforts toward 

achieving overall training aims. 

 

Comment: 
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APPENDIX C 

 

SESSION/INTERVENTION PROTOCOLS 

 
Study Flow Chart 

 

Recruitment 

Quick explanation of the study 

Informed Consent Process 

Study sign-up sheet to set initial session meeting time and gather contact information 

Demographics Questionnaire 

TOPS-2–Practice Questionnaire 

Self-Efficacy Scale 

 

 

 

 

Session 1: Goal Setting 

Brief Intake Interview 
1. Rapport building  

2. Participant sport performance and sport psychology history 

3. Developing working alliance via collaborative program goal prioritization  

4. Overview of intervention program 

Assessment 
• Gather information on goal setting experience and current use 

Education 
• Explain how goal setting increases direction, intensity, motivation, and learning  

• Challenging, realistic, specific, and measureable goals  

Intervention 
• Set appropriate outcome goals, performance goals, and goal achievement processes 

• Explain how participant should plan and complete daily goal achievement processes and assess goal 

achievement every day via the goal setting sheets 

• Adherence barrier(s) assessment 

Program Individualization 
• Collaboratively customize program intervention order with respect to prioritized goal 

Session Debrief 

 

 

 

 

Session 2 (Imagery Session Example) 

Record Workbook Self-Monitoring Data 

Progress Assessment 
• Review of previous week’s method use, impact of use, and barriers 

Session Agenda 
• Discuss session plan and collaboratively discussed details related to participant’s goals 

(Continued on next page) 
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Session 2 (Imagery Session Example) Cont. 

Goal Setting 
• Brief planning and setting of weekly goal achievement processes 

Assessment 
• Gather information on imagery knowledge, experience, and current use 

Education 
• Explain how imagery can help us gain confidence, control arousal, and help in motor skill learning and 

execution 

Intervention 
• MIQ-R completion and debrief  

• Guided sport imagery completion and debrief 

• Imagery use planning 

• Goal-oriented imagery practice 

• Goal-oriented imagery implementation planning 

• Adherence barriers assessment 

Session Debrief 

 

 

 

 

Session 3 (Relaxation Session Example) 

Record Workbook Self-Monitoring Data 

Progress Assessment 
• Review of previous week’s method use, impact of use, and barriers 

Session Agenda 
• Discuss session plan and collaboratively discussed details related to participant’s goals 

Goal Setting 
• Brief planning and setting of weekly goal achievement processes 

Assessment 
• Gather information on relaxation knowledge, experience, and current use 

Education 
• Explain how arousal can hinder performance (tension, fatigue, coordination, attention, visual search) and 

ask about their experiences being over-aroused during performances 

Intervention 
• Breathing assessment (location, tidal volume, pace) 

• Diaphragmatic breathing 

• Progressive Muscle Relaxation  

• Relaxation intervention debrief 

• Implementation planning 

• Adherence barrier(s) assessment 

Session Debrief 

 

 

 

 

Session 4 (Self-Talk Session Example) 

Record Workbook Self-Monitoring Data 

Progress Assessment 
• Review of previous week’s method use, impact of use, and barriers 

(Continues on next page) 
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Session 4 (Self-Talk Session Example) Cont. 

Progress Assessment 
• Review of previous week’s method use, impact of use, and barriers 

Session Agenda 
• Discuss session plan and collaboratively discussed details related to participant’s goals 

Goal Setting 
• Brief planning and setting of weekly goal achievement processes 

Assessment 
• Gather information on self-talk knowledge, experience, and current use 

Education 
• Explain the connection between thoughts, emotions, and behaviors and the things that we say to ourselves 

can either be productive or unproductive in terms of performance 

Intervention 
• Assessing self-talk and its impact retrospectively before, during, and after successful and unsuccessful 

performances 

• Evidence review of unproductive statements 

• Exploration of inappropriate cause labeling and unrealistic expectations 

• Self-talk modification 

• Implementation planning 

• Adherence barrier(s) assessment 

Session Debrief 

 

 

 

 

 

Posttest 

TOPS-2–Practice 

Self-Efficacy Scale 

 

 

 

 

 

 

 

 

Follow-Up 

TOPS-2–Practice 

Self-Efficacy Scale 
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APPENDIX D 

 

PROGRESSIVE RELAXATION SCRIPT 

 
Continue lying in a relaxed state. Close your eyes and take a long slow deep breath through your 

nose. Then exhale slowly and completely, feeling the tension leaving your body as you exhale. 

Take another deep breath and let the day’s tensions and problems drain out of you with the 

exhalation.  

 

Relax as much as possible and listen to what I have to say. Remember not to strain to relax. Just 

let it happen. During the session do not try to move any more than necessary to stay comfortable. 

Particularly, try not to move muscles that have already been relaxed.  

 

As we progress through each of the 12 muscle groups, you will first tense the muscle group for 

approximately 5 to 7 seconds and then relax for 20 seconds. Do not start the tensing until I say 

“NOW”, inhaling for the tensing of the muscle. Continue to tense until I say “RELAX” at which 

time immediately let go of all the tension and exhale slowly as your body looses its tension.  

 

Begin with tensing the muscles in the dominant hand and lower arm by making a tight fist and 

bending your hand back at the wrist, flexing your forearm NOW. Feel the tension in the hand 

and up into the lower arm……. RELAX by simply letting go of the tension. Notice the 

difference between tension and relaxation. 

 

Make another fist NOW……. RELAX. Just let the relaxation happen by stopping the 

contraction, don’t put out any effort. 

 

Next tense the muscles of the dominant upper arm by pushing your elbow down against the 

floor. Tense NOW. Feel the tension in the biceps without involvement the muscles in the lower 

arm and hand……. RELAX. Release the tension all at once, not gradually.  Just let it happen. Let 

it all go…  

 

Tense your upper arm NOW……. Okay, RELAX… Contrast the difference between the tension 

and letting go into relaxation. Relaxation is no more than the absence of tension.  

 

With your nondominant hand, make a tight fist and bend your wrist back, flexing your forearm 

NOW. Feel the tension in your hand and lower arm, but keep the upper arm relaxed…….. Okay, 

RELAX by simply draining all that tension out…… NOW tense again……….. Okay, RELAX, 

feeling the difference between the tension and relaxation…  

 

Push the elbow down to tighten the nondominant upper arm NOW. Note the discomfort………. 

RELAX. Tense the same upper arm NOW……. Relax. Let all the tension dissolve away… 

Enjoy the feelings of relaxation … Notice the sensations you have in the muscles of both arms 

and hands… Perhaps there is a sort of flow of relaxation – perhaps a feeling of warmth and even 

heaviness in these muscles. Notice and simply enjoy this feeling of relaxation.  
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Turn your attention to the muscles in your face. Tense the muscles in your forehead by raising 

your eyebrows NOW. Feel the tension in your forehead and scalp… RELAX and smooth it 

out… Enjoy the spreading sensation of relaxation… tense NOW again… RELAX. Allow your 

forehead to become smooth again… Your forehead should feel smooth as glass…  

 

Next squint your eyes very tightly and at the same time pucker your lips and clinch your teeth, 

but not so tightly that it hurts. Tense NOW. Feel that tension……….. Okay RELAX…. Let the 

tension dissolve away… NOW tense again… Okay RELAX and let all the tension go… Your 

lips may part slightly as your cheeks and jaws relax.  

 

Next tense the muscles of the neck and shoulders by raising your shoulders upward as high as 

you can while pulling your neck down into your shoulders.  Tense NOW… feel the discomfort… 

RELAX. Drop your shoulders back down and feel the relaxation spreading through your neck, 

throat, and shoulders… Let go more and more… Tense NOW by raising your shoulders and 

sinking your neck… Okay RELAX… Let go more and more. Enjoy the deepening sensation of 

relaxation… Remember relaxation is simply the absence of tension.  

 

Next tighten your abdomen as though you expect a punch while simultaneously squeezing the 

buttocks together. Tense NOW. You should feel a good deal of tightness and tension in the 

stomach and buttocks… RELAX, release the tension, let it all drain out. Just let it happen… 

NOW tense again …….. okay RELAX.  Feel the spreading sensation of relaxation. Let go more 

and more…  

 

Turn your attention to your legs.  Tighten the muscles in your thighs by simultaneously 

contracting all the muscles of your thighs. Tense NOW.  Try to localize the tension only to your 

thighs… Note the sensation. Okay RELAX. Contrast the tension and relaxation sensations. 

Remember relaxation is merely the absence of tension; it takes no effort except merely releasing 

the tension… NOW tighten the thighs again… Okay RELAX, passively let the tension drain 

out… enjoy this feeling of relaxation.  

 

Next flex your ankle as though you are trying to touch your toes to your shin. Tense NOW. You 

should be feeling tension all through your calf, ankle, and foot. Contrast this tension with when 

you tensed the thigh.  Okay RELAX. Simply release the tension, let go of any remaining 

tension… NOW tense again… Okay slowly RELAX, releasing all the tension.  

 

Next straighten your legs and point your toes downward. Tense NOW. Note the discomfort… 

Okay, relax. Feel the spreading sensation of relaxation as you relax deeper and deeper… NOW 

straighten your legs… RELAX… release all the tension. Let go more and more… 

 

Relax all the muscles in your body-let them all go limp. You should be breathing slowly and 

deeply. Let all last traces of tension drain out of your body. You may notice a sensation of 

warmth and heaviness throughout your body, as though you are sinking deeper and deeper into 

the floor. Or you may feel as though you are as light as air, as though you are floating on a cloud.  

Whatever feelings you have, go with them… Enjoy the sensation of relaxation.  Relax deeper 

and deeper… Scan your body for any places that might still feel tension.  Wherever you feel 

tension, do an additional tense and relax…  
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Complete another body scan for places of tension… this time simply relax the muscle… continue 

to relax the muscle until all the tension is drained out of it and it is in sync with the rest of your 

body.  

 

Before opening your eyes, take several deep breaths and feel the energy and alertness flowing 

back into your body. Stretch your arms and legs if you wish. Open your eyes when you are 

ready…  
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APPENDIX E 

 

MOVEMENT IMAGERY QUESTIONNAIRE–REVISED (MIQ-R) 
Craig R. Hall and Kathleen A. Martin, 1997 

 

This questionnaire concerns two ways of mentally performing movements which are used by some people more than 

by others, and are more applicable to some types of movements than others.  The first is attempting to form a visual 

image or picture of a movement in your mind.  The second is attempting to feel what performing a movement is like 

without actually doing the movement.  You are requested to do both of these mental tasks for a variety of 

movements in this questionnaire, and then rate how easy/difficult you found the tasks to be. The ratings that you 

give are not designed to assess the goodness or badness of the way you perform these mental tasks. They are 

attempts to discover the capacity individuals’ show for performing these tasks for different movements. There are no 

right or wrong ratings or some ratings that are better than others. 

 

Each of the following statements describes a particular action or movement.  Read each statement carefully and then 

actually perform the movement as described. Only perform the movement a single time. Return to the starting 

position for the movement just as if you were going to perform the action a second time.  Then depending on which 

of the following you are asked to do, either (1) form as clear and vivid a visual image as possible of the movement 

just performed from an internal perspective (i.e., from a 1st person perspective, as if you are actually inside yourself 

performing and seeing the action through your own eyes), (2) form as clear and vivid a visual image as possible of 

the movement just performed from an external perspective (i.e., from a 3rd person perspective, as if watching 

yourself on DVD), or (3) attempt to feel yourself making the movement just performed without actually doing it. 

 

After you have completed the mental task required, rate the ease/difficulty with which you were able to do the task.  

Take your rating from the following scale.  Be as accurate as possible and take as long as you feel necessary to 

arrive at the proper rating for each movement.  You may choose the same rating for any number of movements 

“seen” or “felt” and it is not necessary to utilize the entire length of the scale 

 

RATING SCALES 

 

Visual Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to see 

Hard to  

see 

Somewhat 

hard to see 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to see 

Easy to  

see 

Very easy  

to see 

 

Kinesthetic Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to feel 

Hard to  

feel 

Somewhat 

hard to feel 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to feel 

Easy to  

feel 

Very easy  

to feel 
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MOVEMENT	IMAGERY	QUESTIONNAIRE	REVISED	TEST	ITEMS	
 

 

1.	STARTING	POSITION:	Stand with your feet and legs together and your arms at your sides.  

	

					ACTION:	Raise your right knee as high as possible so that you are standing on your left leg  

    with your right leg flexed (bent) at the knee. Now lower your right leg so that you are again  

    standing on two feet. Perform these actions slowly.  

						

				MENTAL	TASK:	Assume the starting position. Attempt to feel yourself making the movement  

    just performed without actually doing it. Now rate the ease/difficulty with which you were  

    able to do this mental task.  

 

 

Kinesthetic Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to feel 

Hard to  

feel 

Somewhat 

hard to feel 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to feel 

Easy to  

feel 

Very easy  

to feel 

 

 

 

 

2.	STARTING	POSITION:	Stand with your feet slightly apart and your hands at your sides.  

	

				ACTION:	Bend down low and then jump straight up in the air as high as possible with both  

    arms extended above the head. Land with your feet apart and lower your arms to your sides.  

	

				MENTAL	TASK:	Assume the starting position. Attempt to see yourself making the movement  

    just performed with as clear and vivid a visual image as possible. Now rate the ease/difficulty    

    with which you were able to do this mental task.  

 

 

Visual Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to see 

Hard to  

see 

Somewhat 

hard to see 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to see 

Easy to  

see 

Very easy  

to see 
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3.	STARTING	POSITION:	Extend the arm of your non-dominant hand straight out to your side   

    so that it is parallel to the ground, palm down.  

	

				ACTION:	Move your arm forward until it is directly in front of your body (still parallel to the  

    ground). Keep your arm extended during the movement and make the movement slowly.  

	

				MENTAL	TASK:	Assume the starting position. Attempt to feel yourself making the movement  

    just performed without actually doing it. Now rate the ease/difficulty with which you were  

    able to do this mental task.  

 

 

Kinesthetic Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to feel 

Hard to  

feel 

Somewhat 

hard to feel 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to feel 

Easy to  

feel 

Very easy  

to feel 

 

 

 

 

 

4.	STARTING	POSITION:	Stand with your feet slightly apart and your arms fully extended  

    above your head.  
 

					ACTION:	Slowly bend forward at the waist and try and touch your toes with your fingertips  

    (or if possible, touch the floor with your fingertips or hands). Now return to the starting    

    position, standing erect with your arms extended above your head.  

	

					MENTAL	TASK:	Assume the starting position. Attempt to see yourself making the movement  

     just performed with as clear and vivid a visual image as possible. Now rate the ease/difficulty  

     with which you were able to do this mental task.  

 

 

Visual Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to see 

Hard to  

see 

Somewhat 

hard to see 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to see 

Easy to  

see 

Very easy  

to see 
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5.	STARTING	POSITION:	Stand with your feet slightly apart and your hands at your sides. 	

	

					ACTION:	Bend down low and then jump straight up into the air as high as possible with both  

     arms extended above the head. Land with your feet apart and lower your hands to your sides. 	

	

					MENTAL	TASK:	Assume the starting position. Attempt to feel yourself making the movement  

     just performed without actually doing it. Now rate the ease/difficulty with which you were  

     able to do this mental task. 	

 

 

Kinesthetic Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to feel 

Hard to  

feel 

Somewhat 

hard to feel 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to feel 

Easy to  

feel 

Very easy  

to feel 

 

 

 

 

 

 

6.	STARTING	POSITION:	Stand with your feet and legs together and your arms at your sides.  

	

					ACTION:	Raise your right knee as high as possible so that you are standing on your left leg  

    with your right leg flexed (bent) at the knee. Now lower your right leg so that you are again  

    standing on two feet. Perform these actions slowly.  

	

					MENTAL	TASK:	Assume the starting position. Attempt to see yourself making the movement  

     just performed with as clear and vivid a visual image as possible. Now rate the ease/difficulty  

     with which you were able to do this mental task.  

 

 

Visual Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to see 

Hard to  

see 

Somewhat 

hard to see 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to see 

Easy to  

see 

Very easy  

to see 
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7. STARTING	POSITION:	Stand with your feet slightly apart and your arms fully extended  

    above your head.  

	

				ACTION:	Slowly bend forward at the waist and try and touch your toes with your fingertips (or  

    if possible, touch the floor with your fingertips or hands). Now return to the starting position,  

    standing erect with your arms extended above your head.  

	

				MENTAL	TASK:	Assume the starting position. Attempt to feel yourself making the movement  

    just performed without actually doing it. Now rate the ease/difficulty with which you were  

    able to do this mental task.  

 

 

Kinesthetic Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to feel 

Hard to  

feel 

Somewhat 

hard to feel 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to feel 

Easy to  

feel 

Very easy  

to feel 

 

 

 

 

8.	STARTING	POSITION:	Extend the arm of your non-dominant hand straight out to your side  

    so that it is parallel to the ground, palm down.  

	

				ACTION:	Move your arm forward until it is directly in front of your body (still parallel to the  

    ground). Keep your arm extended during the movement and make the movement slowly.  

	

				MENTAL	TASK:	Assume the starting position. Attempt to see yourself making the movement  

    just performed with as clear and vivid a visual image as possible. Now rate the ease/difficulty  

    with which you were able to do this mental task.  

 

Visual Imagery Scale 

 

         1          2         3       4     5    6               7 

 

      

 
 

Very hard  

to see 

Hard to  

see 

Somewhat 

hard to see 

Neutral  

(not hard  

not easy) 

Somewhat 

easy to see 

Easy to  

see 

Very easy  

to see 
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APPENDIX F 

 

GUIDED IMAGERY SCRIPTS 

 
Baseball & Softball Guided Imagery Script 

 

The following guided imagery script is of you at practice. The script is vague as it is going to 

guide you through different scenarios that you would go through at practice. The vagueness 

allows you to fill in the blanks and make the scenarios personally accurate to what you do and 

experience at practice. You should try and make the scenes as accurate as possible by including 

as many senses as possible.  

 

Take a slow deep breath, slowly closing your eyes, and making your body as relaxed and 

comfortable as possible. Take another deep breath and imagine yourself sitting in the dugout 

before practice. Imagine what that looks like and feels like, smells like…. Who is there and what 

they are doing…  

 

Now it’s time to warm-up… What do you need to get from your bag??? How does going out to 

warm-up make you feel physically and emotionally??? 

 

Now start warming-up… Feel your muscles loosening and your body heating up… Feel the ball 

in your hands or the ground underneath your cleats… How does it feel to be with your 

teammates??? 

 

Imagine practice starting and you get to run your favorite practice drill, whether that be taking 

infield, throwing a bullpen, or taking batting practice… Your body is completely warmed up and 

your body ready to work. Prepare yourself, your body, your equipment, and your mind to be 

successful… When you are ready, perform successfully… perform flawlessly… feel yourself 

being in the zone… 

 

How do you react to those performances? How does your body react? How does your mind 

react? Open your eyes slowly…  
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Track & Field Guided Imagery Script 

 

The following guided imagery script is of you at practice. The script is vague as it is going to 

guide you through different scenarios that you would go through at practice. The vagueness 

allows you to fill in the blanks and make the scenarios personally accurate to what you do and 

experience at practice. You should try and make the scenes as accurate as possible by including 

as many senses as possible.  

 

Take a slow deep breath, slowly closing your eyes, and making your body as relaxed and 

comfortable as possible. Take another deep breath and imagine yourself sitting in the locker 

room before practice. Imagine what that looks like and feels like, smells like.... Who is there and 

what they are doing...  

 

Now it’s time to begin training and warm-up... What do you need to get from your bag??? How 

does going out to warm-up make you feel physically and emotionally???  

 

Now start warming-up... Feel your muscles loosening and your body heating up... See where you 

are and feel the ground underneath your cleats... and anything you hold in your hands. How does 

it feel to be outside and with your teammates???  

 

Imagine practice starting and you get to complete your favorite practice drill, anything you enjoy 

and you believe is constructive to your development... Your body is completely warmed up and 

your body ready to work. Prepare yourself, your body, your equipment, and your mind to be 

successful... When you are ready, perform successfully... perform flawlessly... feel yourself 

being in the zone...  

 

How do you react to those performances? How does your body react? How does your mind 

react? Open your eyes slowly...  
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APPENDIX G 

 

DEMOGRAPHICS QUESTIONNAIRE 

 
1. Age: __________ 

2.      Gender: ______________________ 

3. Ethnicity: circle one or respond 

  African American  American Indian  Asian  Caucasian    

Hispanic   Middle Eastern   Pacific Islander      

  Other (please specify) _______________ 

  Multiethnic/Mixed (please specify) _____________________________ 

4.   Year in School: circle one 

   Freshman        Sophomore        Junior        Senior        5th Year        6
th

 Year 

5.   College Attending: _________________________________ 

6. NCAA Division: ____________________________ 

7. Sport: ______________________________ 

8. Total number of years playing sport: __________  

9. This year, are you typically a: STARTER NON-STARTER N/A  

10. Primary Position Played: ___________________________________  

11. Other Position(s) Played: ___________________________________  

12. On a scale of 1 (completely dissatisfied) to 10 (completely satisfied), how satisfied are 

you with your latest sport performances: ___________________ 

 Why? __________________________________________________________________ 

13. Have you ever had a one-on-one session with a sport psychology practitioner?  

Y  /  N   If yes, how many sessions did you meet with him/her?:___________________ 
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 If you answered yes, please check all that apply: 

  _____Reading popular magazines 

  _____Reading books 

  _____Reading articles written in journals or on the internet 

  _____Attending conferences and seminars 

  _____Work with a mentor or coach 

  _____Work with a mental skills coach/sport psychology consultant 

  _____Other, please specify: ___________________________________________ 

 

14. How motivated are you to engage in this training program? 

1 2 3 4 5 6 7 8 9 10 

Not motivated at 

all  

      Highly motivated 
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APPENDIX H 

 

TEST OF PERFORMANCE STRATEGIES–2 (TOPS-2) 
 

TOPS-2 (Hardy, Roberts, Thomas, & Murphy, 2010) 

 
This	questionnaire	measures	performance	strategies	used	by	athletes	in	various	sport	situations.	

Because	individual	athletes	are	very	different	in	their	approach	to	their	sport,	we	expect	the	

responses	to	be	different.	We	want	to	stress,	therefore,	that	there	are	no	right	or	wrong	answers.	All	

that	is	required	is	for	you	to	be	open	and	honest	in	your	responses.	Each	of	the	following	items	

describes	a	specific	situation	that	you	may	encounter	in	your	training	and	competition.	Please	mark	

how	frequently	these	situations	apply	to	you	on	the	following	1-5	scale:		

	

	 	 Never	 Rarely	 Sometimes	 Often	 Always	

1	 I	set	realistic	but	challenging	goals	for	myself	 	 	 	 	 	

2	 I	say	things	to	myself	to	help	my	practice	

performance	
	 	 	 	 	

3	 During	practice	I	visualize	successful	past	

performances	
	 	 	 	 	

4	 I	practice	using	relaxation	techniques	at	workouts	 	 	 	 	 	

5	 In	practice,	I	use	relaxation	techniques	to	improve	

my	performance	
	 	 	 	 	

6	 I	rehearse	my	performance	in	my	mind	before	

practice	
	 	 	 	 	

7	 I	use	practice	time	to	work	on	my	relaxation	

techniques	
	 	 	 	 	

8	 I	manage	my	self-talk	effectively	during	practice	 	 	 	 	 	

	 	 Never	 Rarely	 Sometimes	 Often	 Always	

9	 I	practice	using	relaxation	techniques	at	workouts	 	 	 	 	 	

10	 I	set	goals	to	help	me	use	practice	time	effectively	 	 	 	 	 	

11	 At	practice,	when	I	visualize	my	performance,	I	

imagine	what	it	will	feel	like	
	 	 	 	 	

12	 I	motivate	myself	to	train	through	positive	self-

talk	
	 	 	 	 	

13	 I	talk	positively	to	myself	to	get	the	most	out	of	

practice	
	 	 	 	 	

14	 I	have	very	specific	goals	for	practice	 	 	 	 	 	

15	 I	don’t	set	goals	for	practice;	I	just	go	out	and	do	it	 	 	 	 	 	

16	 At	practice,	when	I	visualize	my	performance,	I	

imagine	watching	myself	as	if	on	a	video	replay	
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APPENDIX I 

 

SELF-EFFICACY SCALE 

 
Efficacy of Performance Strategy Scale 

 
Below is a list of situations where psychological methods can be used during sport training and practice. Please rate 

each situation on how certain you are that you can complete the strategy on a regular basis.  

 

Rate your degree of confidence by writing a number from 0 - 100, using the scale below: 
 

Cannot 

do at all 
    Moderately 

certain can 

do 

    Highly 

certain 

can do 

0 10 20 30 40 50 60 70 80 90 100 
 

How certain are you that you can CURRENTLY… 
 

1 set realistic but challenging goals for yourself.  

2 say things to yourself to help your practice performances.  

3 visualize successful past performances during practice.  

4 practice using relaxation techniques at workouts.   

5 use relaxation techniques in practice to improve your performance   

6 rehearse your performance in your mind before practice.   

7 use practice time to work on your relaxation techniques.  

8 manage your self-talk effectively during practice.  

9 practice using relaxation techniques at workouts.  

10 set goals to use practice time effectively.   

11 imagine what it feels like when you visualize your performance at practice.  

12 motivate yourself to train through positive self-talk.   

13 talk positively to yourself to get the most out of practice.   

14 set very specific goals for practice.  

15 set process goals for practice.  

16 imagine watching yourself as if on a video replay when you visualize your 

performance at practice. 
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APPENDIX J 

 

SELF-MONITORING DATA FORM 

 
Participant No. ________________  Date ________________ 

 

 

Session 1 

 

Session method (e.g., imagery, self-talk, etc.):  

 

_____________________________________ 

 

Days of completed self-monitoring: 

 

M☐     T☐     W☐ 

 

TR☐     F☐     Sat☐ 

 

Sun☐ 

 

Percent completion: _____________ 

 

 

Session 3 

 

Session method (e.g., imagery, self-talk, etc.):  

 

_____________________________________ 

 

Days of completed self-monitoring: 

 

M☐     T☐     W☐ 

 

TR☐     F☐     Sat☐ 

 

Sun☐ 

 

Percent completion: _____________ 

 

 

Session 2 

 

Session method (e.g., imagery, self-talk, etc.):  

 

_____________________________________ 

 

Days of completed self-monitoring: 

 

M☐     T☐     W☐ 

 

TR☐     F☐     Sat☐ 

 

Sun☐ 

 

Percent completion: _____________ 

 

 

Session 4 

 

Session method (e.g., imagery, self-talk, etc.):  

 

_____________________________________ 

 

Days of completed self-monitoring: 

 

M☐     T☐     W☐ 

 

TR☐     F☐     Sat☐ 

 

Sun☐ 

 

Percent completion: _____________ 
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APPENDIX K 

 

SESSION NOTES FORM 

 
Session Notes 

 

Participant No. ☐ Participant Present 

 

☐ Participant No Show/Cancelled 

Program goal/case conceptualization: 

 

 

 

 

 

Stressor(s)/significant changes in participant’s condition: 

 

 

 

 

 

Use and perceived success of psychological method use: 

 

 

 

 

 

Current or consistent problems or barriers to progress: 

 

 

 

Next session/future plan for training and general notes: 

 

 

 

 

 

Date of 

Service 

Location Session 

1 

Session 

2 

Session 

3 

Session 

4 

Start 

Time 

Stop Time Total 

Time 
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APPENDIX L 

 

CONSENT FORM
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APPENDIX M 

 

RECRUITMENT EMAIL/ADVERTISEMENT 

 
<<Date>> 

 

<<Name of potential coach>> 

University of Texas at San Antonio 

San Antonio, Texas 78249 

 

Re: The Effects of a Psychological Skills Training Program on Maintenance and Self-Efficacy of 

Method Use 

 

Dear <<Name of potential coach>>, 

 

I am writing to let you know about an opportunity for your athletes to participate in a research 

study about self-regulation of psychological skills for sport performance. Tyler Klein, M.S., a 

doctoral candidate in sport and exercise psychology from Florida State University College of 

Education and a former student-athlete from the University of Texas at San Antonio is 

conducting this study. This study is designed to educate athletes about certain psychological 

skills, implement these skills, monitor skill use and effectiveness, and emphasize regulation of 

these skills. This is done on an individual sport psychology consulting basis and will not take 

time away from your physical practice and conditioning.  

 

You are being contacted because your athletes are currently eligible to participate in this study.  

 

We will gladly answer any questions you have about the nature of the study and the benefits for 

those who participate. If you are interested we will request speaking to your team collectively 

and quickly presenting the opportunity to participate to your athletes.  

 

Agreement to be contacted or a request for more information does not obligate you or any 

athletes to participate in any study.  

 

If you would like additional information about this study, please call Tyler Klein. 

 

Thank you for considering this research opportunity.  

 

Kindest regards, 

 

Tyler Klein, M.S. 

Doctoral Candidate–Sport & Exercise Psychology 

Florida State University 
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APPENDIX N 

 

IRB APPROVAL MEMO 
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APPENDIX O 

 

CONTACT & AVAILABILITY SHEET 
	

Most	commonly	checked	email	address:	__________________________________________________________	

	

Phone	number:	______________________________________________						

	

Communication	Preference	(Please	circle	one):											Text	 			Call																Email	

	

Circle	your	four	consecutive	meeting	days,	making	them	the	same	day	from	week	to	week:	

	

November	

Monday	 Tuesday	 Wednesday	 Thursday	 Friday	 Saturday	

7	 8	 9	 10	 11	 12	

14	 15	 16	 17	 18	 19	

21	 22	 23	 24	 25	 26	

28	 29	 30	 	 	 	

December	

	 	 	 1	 2	 3	

5	 6	 7	 8	 9	 10	

12	 13	 14	 15	 16	 17	

January	

9	 10	 11	 12	 13	 14	

16	 17	 18	 19	 20	 21	

23	 24	 25	 26	 27	 28	

30	 31	 1	 2	 3	 4	

	

	

Meeting	time	(select	a	time	that	you	can	meet	consistently	for	5-weeks):	_____________________	

	

2nd	option	meeting	time:	_____________________								3rd	option	meeting	time:	______________________	
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APPENDIX P 

 

SESSION REMINDER FORM EMAIL 

 

 
From: Tyler Klein  

To: Participant John Doe <John.Doe@my.utsa.edu> 

Subject: Training Session Reminder for Tomorrow 

 

Hi John Doe, 

 

This is a friendly reminder that you are scheduled for a psychological skills training session 

tomorrow. Please arrive 10-15 minutes before your session to ensure you receive all training 

components and to fill out paperwork if necessary. Please bring your AIM program manual. 

 

Time of appointment: 10:00 A.M. 

 

Location: Intercollegiate Athletics Department, KAH 2.04.15 

 

 

Looking forward to seeing you. 

 

Kindest regards, 

 

Tyler Klein, M.S. 

AIM Program Creator and Practitioner 

Doctoral Candidate–Sport & Exercise Psychology 

Florida State University
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APPENDIX Q 

 

DEBRIEF LETTER 
 
Thank you for your participation in this study. Sport psychologists are interested in understanding the 

implications of a structured psychological skills training program on mental skill use and efficacy in that 

use following intervention. Studies have indicated that, for example, when psychological skills are trained 

in athletes, the effects include increases in performance, confidence, focus, motivation, and other 

variables related to sport performance. Research, however, has not examined how athletes that undergo 

psychological skills training continue to use these skills that they are taught by sport psychologists. Our 

study is concerned how collegiate athletes undergoing goal setting, imagery, relaxation, and self-talk   

training rate their continued use weeks after they stop psychological training. The study tries to use 

aspects of self-regulation theories in order to motivate athletes to continue to use the skills they are taught.  

Thus, we are trying to see if using these theoretical aspects on popular psychological skills interventions 

helped athletes continue to use the skills they learned in training.  

 

Specifically, we are investigating whether goal setting, imagery, relaxation, and self-talk skills are used in 

practice settings following intervention. You filled out a baseline report of how much you used these 

skills at the beginning of the study. These scores are compared to scores you report after training and also 

at the follow-up meeting. There is no deception in what the study is trying to achieve. We are hoping that 

by the structured program that we have developed and through the skills that you have learned within 

your four sessions, this will make you continue to use these psychological skills long after you stop 

meeting a sport psychology practitioner and you stop your psychological skills training.  

 

All the information we collected in this study will be confidential, and there will be no way of identifying 

your responses in the data archive once the data has been collected. Although we are interested in helping 

you perform better in your sport, we are not interested in any one individual’s responses concerning the 

study; we want to look at the general patterns that emerge when the data are aggregated together. 

 

Your participation throughout this study is greatly appreciated and will help sport psychologists discover 

more ways of promoting psychological skills training and sport psychology consultation with athletes.  

We ask that you do not discuss the nature of the study with others who may later participate in it, as this 

could affect the validity of our research conclusions. If you have any questions or concerns, you are 

welcome to talk with Tyler Klein at and or Graig Chow at and of the FSU Department of Educational 

Psychology and Learning Systems. If you have any questions about subjects’ rights, you may contact the 

FSU IRB Secretary at (850) 644-8633.  If your participation in this study has caused you concerns, 

anxiety, or otherwise distressed you, you may contact the UTSA Counseling Center at (210) 458-4140. If 

you would like to learn more about this research topic, we suggest the following references: 

 

Thelwell, R. C., & Greenlees, I. A. (2003).  Developing competitive endurance performance using mental skills 

training. The Sport Psychologist, 17, 318-337.  

 

Patrick, T. D. & Hrycaiko, D. W. (1998). Effects of a mental training package on an endurance performance. The 

Sport Psychologist, 12, 283-299.  

 

Weinberg, R. S., & Gould, D. (2011). Introduction to psychological skills training in Foundations of Sport and 

Exercise Psychology (5th ed.). Champaign, IL: Human Kinetics. 

 

THANK YOU AGAIN FOR YOUR PARTICIPATION.
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