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Abstract

Purpose: Identifying learning styles of acquired brain injury (ABI) patients may aid the
learning process by tailoring to the patient’s learning needs and preferences. Currently, there is
no learning style instrument for ABI patients. We therefore determined the validity and
feasibility of the Adapted Learning Style Inventory (A-LSI) for patients with ABI. Method:
We included 99 patients with ABI and 42 healthy controls. Learning styles were determined and
subgroups were used to evaluate the validity of the A-LSI. Furthermore, rehabilitation
professionals’ perceptions on learning style and the A-LSI were evaluated. Results: In the patient
group, the A-LSI yielded the following learning styles: 4 doers, 54 observers, 2 deciders and
39 thinkers. A similar distribution was found for the control group (3, 28, 0 and 11, respectively).
Spearman correlations revealed moderate internal validity. Content validity of the A-LSI was
also moderate; 11 out of 19 patients recognized themselves in their A-LSI learning style.
Furthermore, 12 rehabilitation professionals reported positive and negative aspects of the A-LSI
and suggestions for using learning style in rehabilitation. Conclusions: Rehabilitation
professionals were generally positive about using learning style in ABI rehabilitation.
This study, however, raises doubts about the validity and feasibility of the A-LSI for this
population.

» Implications for Rehabilitation

 Rehabilitation professionals are generally positive about the assessment and implementation
of learning style in rehabilitation.

e The A-LSI seems to be an inappropriate learning style instrument for individuals with ABI.

» There is a need for a more practical instrument to assess learning style directly at start of
rehabilitation.

Introduction

Patients with acquired brain injury (ABI) frequently experience tion setting.
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Adapted learning style inventory, brain injury,
learning style
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applicability of educational and didactic concepts in a rehabilita-

enduring physical and cognitive impairments that require
rehabilitation. In rehabilitation, these patients often follow a
standard rehabilitation programme in which they relearn old skills
and learn new skills in order to optimize social participation and
well-being [1]. The fact that learning occupies a central position
in the process of rehabilitation indicates the importance of
increasing our knowledge about learning and the relevance and

Address for correspondence: J. M. A. Visser-Meily, Rudolf Magnus
Institute of Neuroscience and Centre of Excellence for Rehabilitation
Medicine, University Medical Centre Utrecht and De Hoogstraat
Rehabilitation, PO Box 85500, 3508 GA Utrecht, the Netherlands. Tel:
0031 88 75 58831. Fax: 00 31 88 75 55450. E-mail: j.m.a.visser-
meily @umcutrecht.nl

There are numerous examples of learning situations in
rehabilitation. For instance learning how to walk again, learning
how to use compensatory strategies for deficits in memory and
attention, or learning how to deal with limitations. There is,
however, little knowledge about the way in which patients with
ABI most efficiently and effectively learn such skills in
rehabilitation. A closely related educational concept, that is
currently emerging in the field of rehabilitation, is ‘‘learning
style’” [2]. Learning style is the preferred way in which an
individual approaches or chooses a learning situation and is
associated with learning results [3]. Some individuals may, for
instance, prefer to learn from hands-on experience, whereas
others prefer to first think things through and reflect on their
observations. The identification and implementation of a patient’s
learning style can possibly aid the learning process by tailoring to
the patient’s learning needs and preferences [2]. Recent studies
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have reported positive effects of matching learning style to
cognitive-behaviour therapy technique in healthy persons [4] and
of learning style tailored education materials in emergency room
patients [5].

Although several studies have addressed learning style in
patients with ABI [6-10], much remains to be explored.
Currently, no specific instrument to assess learning style in this
population has been developed. The available learning style
measures were developed for educational purposes, for instance
within the field of health, management, and academic settings [3].
It is unknown whether these instruments are also feasible and
valid for patients with ABI since they frequently experience
impairments regarding language, executive functioning, attention
and slowed information processing [11-13]. Moreover, learning
style assessment in rehabilitation would only be one of a large
variety of measurement instruments that most patients need to
complete during rehabilitation. Therefore, an assessment instru-
ment has to be brief and easy to use. Unfortunately, the majority
of existing instruments are quite lengthy and therefore less
appropriate for use in rehabilitation.

Before developing a learning style instrument specifically for
ABI rehabilitation, we believe it is important to start with
evaluating an existing learning style instrument to gain familiarity
and experience with learning style in rehabilitation. To this end,
an existing learning style instrument, the Adapted Learning Style
Inventory (A-LSI) [14], was implemented. The A-LSI is based on
Kolb’s experiential learning theory (ELT) [15]. According to the
ELT, effective learning is a continuous and interactive process
depending on four learning modes, reflected by the four scales of
the A-LSI: (1) concrete experience (CE) — doing something and
discover its consequences; (2) reflective observation (RO) — watch
what happens and think about it; (3) abstract conceptualization
(AC) - talk with others and apply existing knowledge and (4)
active experimentation (AE) — test theories and carry out plans.
These four learning modes can be used to calculate two
independent bipolar dimensions of learning: prehension (AC
minus CE) and transformation (AE minus RO). Prehension is the
act of grasping information from experience (abstract versus
concrete) and transformation is the processing of this information
(active versus reflective). The two dimensions are bipolar since it
is, for example, impossible to simultaneously analyse the manual
of an electric wheelchair (abstract) and drive the electric
wheelchair (concrete) [16].

The objectives of this exploratory study were (1) to determine
the distribution of learning styles in patients with ABI and healthy
controls; (2) to evaluate the validity of the A-LSI in patients with
ABI and (3) to evaluate rehabilitation professionals’ perceptions
on the A-LSI and learning style in general.

Methods
Participants

For this chart review study, we considered files of adult patients
with ABI consecutively referred to inpatient rehabilitation at
De Hoogstraat Rehabilitation (the Netherlands) between January
2008 and January 2011. At De Hoogstraat Rehabilitation, all
patients are informed that their files can be used anonymously for
research purposes, unless they object. The study was conducted
according to the Code of Conduct for Medical Research of the
Council of the Dutch Federation of Medical Scientific Societies.
Since this study was based on secondary use of data, a review
procedure by a medical ethics committee was not needed.

We included patients with ABI who completed the A-LSI as
part of a routine assessment at the start of cognitive rehabilitation.
Since the A-LSI is a written questionnaire, patients with severe

Disabil Rehabil, 2013; 35(21): 1783-1789

aphasia or insufficient command of the Dutch language, were not
assessed.

A control group was recruited as a reference sample for the
distribution of learning styles. The controls were volunteers who
came to our attention by word of mouth. Inclusion criteria were
age above 18, sufficient command of the Dutch language and
written informed consent. Controls with cognitive impairments,
indicated by a Mini Mental State Examination (MMSE) [17] score
below 27, were excluded.

Measures

Demographic data and ABI characteristics were collected from
the files. ADL dependence was assessed using the Barthel Index
[18] score at admission to the rehabilitation centre. It has a 0-20
range for which a higher score reflects better functioning. In
addition, the cognitive scale of the Utrecht Scale for Evaluation of
Rehabilitation (USER) [19] was used to provide an indication of
cognitive functioning. The USER is an observational instrument.
The cognitive scale has 10 items each with a 0-5 range for which
a higher score indicates better functioning. The total score range
is 0-50.

Learning style was assessed with the A-LSI [14] which is a
modified version of Kolb’s LSI [15]. In contrast to Kolb’s LSI, the
A-LSI includes questions about concrete situations such as
learning how to sail a boat. The items of Kolb’s LSI are stated
more generally (e.g. I learn by: doing, watching, thinking and
feeling). Therefore, the A-LSI seemed more appropriate for use in
ABI rehabilitation than Kolb’s LSI. Since the A-LSI was
originally developed for college students, items have been slightly
changed into age-appropriate questions. See Table Al (appendix)
for an English translation of the Dutch A-LSI.

The A-LSI is based on Kolb’s model of experiential learning
[15] described above and contains nine items each with four
answers corresponding to the four learning modes: CE, AC, AE
and RO. Persons were asked to rank the answers by giving 1, 2, 3
and 4 points in which four points represents the most suitable
answer and one point the least suitable answer. The items
belonging to the same mode are summed. For each mode, three
items are not included in the sum-scores which leaves sum scores
ranging from 6 to 24. Consequently, two independent bipolar
dimensions of learning are calculated: prehension (AC minus CE)
and transformation (AE minus RO). Relative positioning along
these two bipolar dimensions defines a preference for one of the
following four learning styles: doer, observer, decider or thinker
(Figure 1).

Procedure

The cognition therapist completed and interpreted the A-LSI
together with the patient within a one hour session. The amount of
assistance given while completing the A-LSI was dependent upon
the patient’s physical (e.g. fatigue, visual impairments) and
cognitive functioning (e.g. neglect, attention deficits). The
assistance could consist of, for example, clarifying the individual
items, reading the questions aloud or providing more structure by
showing the answers one at a time on separate cards. In the case
of neglect, a perpendicular vertical line was drawn as a cue to the
neglected side. The results were discussed with the patient after
approximately one week. Based on the A-LSI result and
observations during completion of the test, the cognition therapist
wrote a report with individually tailored learning advice for all
involved disciplines.

According to the exploratory character of the study, a
convenience sample was selected to do an additional task. To
assess content validity of the A-LSI, 19 patients and 38 controls
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Figure 1. Learning styles and matching learning preferences [18].

were asked whether they recognized themselves in the assessed
learning style on a seven-point scale.

The use of learning styles and the A-LSI in patients with ABI
was qualitatively evaluated by interviewing three psychologists,
three physical therapists, three occupational therapists and three
cognition therapists of the rehabilitation teams who were all
familiar with the concept of learning style. All interviewees have
acquired basic knowledge of learning style through a one-day
workshop at the rehabilitation centre. We asked them about the use
of learning style in clinical practice, positive and negative aspects
of the A-LSI, and potential suggestions for improvement.

Statistical analysis

Learning style distributions were described for the patient group
and the control group using descriptive statistics. Non-parametric
statistics (Mann—Whitney U-test and Chi squared test) were
applied to determine differences between the patients and controls
regarding gender, age, education, learning style and recognition of
the assessed learning style. Furthermore, a Chi squared test was
used to determine whether there was an association between
learning style and education.

Internal validity of the A-LSI was determined by calculating
spearman correlations between learning modes and dimensions
[15]. The following hypotheses were formulated to test the
presence of two independent bipolar dimensions:

(1) The two dimensions, prehension (AC — CE) and transforma-
tion (AE — RO), are independent:

(a) No significant association between the two dimensions.

(b) No significant association between the learning modes CE

and AC and the dimension AE —RO.

(c) No significant association between the learning modes AE

and RO and the dimension AC — CE.

(d) The two dimensions are bipolar:

(e) A significant negative association for the within-dimen-

sion learning modes (AC and CE; AE and RO).

(f) The correlations between the cross-dimensional learning
modes (CE and RO; AC and AE; CE and AE; and AC and
RO) are lower than the within-dimension learning modes
(AC and CE; AE and RO).

Content validity of the A-LSI was determined by asking
patients and controls whether they recognized themselves in the
assessed learning style. The score ranged from 1 (strongly
disagree) to 7 (strongly agree). Scores exceeding 5 were
considered a positive recognition.

Data were analysed using SPSS version 18.0, p value was set at
0.05. In the case of multiple comparisons, a Bonferroni correction
was applied.

Results
Participants

In total, 99 patients with ABI and 42 healthy controls were
included in this study. The majority of patients suffered a stroke
(77.8%, n="17T). At admission to the rehabilitation centre, the
mean Barthel Index score was 14.8 (SD 4.9). In total, 58.5%
(n=158) of patients were ADL independent or mildly disabled and
41.4% were moderately to severely ADL disabled. The cognitive
scale of the USER yielded a mean score of 40.1 (SD 8.9). The
mean time between admission to the rehabilitation centre and
administration of the A-LSI was 41.1days (SD 40.9). Table 1
presents the sample characteristics.

A Mann—Whitney U-test revealed no significant difference in
age of the patients and controls (U=1859.0, z=-0.992 and
p=0.32). In addition, Chi squared tests indicated no significant
difference between the patients and controls regarding gender
(x*=0.014, p=0.90) and education (x*=0.300, p =0.58).

Learning style distribution

The A-LSI yielded the following distribution of learning styles: 4
doers, 54 observers, 2 deciders and 39 thinkers. A similar
distribution was found for the control group (3, 28, 0 and 11,
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respectively). For the patient group, there was a significant
association between learning style (observer, thinker) and
education (low, high) (X2:9.75, p=0.002) with a higher
percentage of high educated patients in the thinker group
(56.4%) than in the observer group (24%). This association was
not found in the control group (x>*=0.14, p=0.71).

Internal validity of the A-LSI

Internal validity of the A-LSI was investigated by means of
Spearman correlations between A-LSI learning modes and
dimensions (Table 2). For 29 patients we could only trace back
their overall learning style and not the scores for learning modes
and dimensions. For the remaining 70 patients, scores for learning
modes and dimensions were used to evaluate internal validity of
the A-LSI. First, we evaluated whether the two dimensions,
prehension and transformation, are independent. As hypothesized,
there was no significant association between the two dimensions
and no significant association between dimensions and cross-
dimensional learning modes (CE, AC and AE — RO; AE, RO and
AC — CE). These results provide support for two independent
dimensions. Second, we determined whether the two dimensions
are bipolar. In contrast to our hypothesis, the within-dimension
learning modes for the prehension dimension (AC and CE) were
not significantly associated. The two learning modes belonging to

Table 1. Characteristics of the study sample.
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the transformation dimension (AE and RO) did show a significant
negative association (r=—0.35, p=0.003). Furthermore, we
hypothesized that the cross-dimensional learning modes were
unrelated. One out of four correlations for cross-dimensional
learning modes was significant (CE and AE: r=-0.40,
p=0.001). This correlation was comparable to the significant
within-dimension learning modes (AE and RO: r=-0.35,
p=0.003). These results suggest that only the transformation
dimension is bipolar.

Content validity of the A-LSI

Content validity of the A-LSI was assessed by asking patients and
controls whether they recognized themselves in the assessed
learning style. In total, 58% (11 out of 19) of patients recognized
themselves in the assessed learning style. Eight patients did not
recognize themselves in the assessed learning style of which one
person strongly disagreed, two persons were neutral and five
persons slightly agreed with the assessed learning style. For the
control group, 71% (27 out of 38) of controls showed a positive
recognition of their learning style as indicated by the A-LSI
(Table 3). Of the remaining 11 healthy controls, two persons
disagreed with the assessed learning style, one person was neutral
and eight persons slightly agreed with the A-LSI learning style.
There was no significant difference between the two groups
regarding the number of positive recognitions (x*=0.99,
p=0.32).

Feasibility of the A-LSI and learning style in general

ABI group Control group
(n=99) (n=42) We interviewed three psychologists, three physical therapists,

Gender, female, % (n) 39.4% (39)  40.5% (17) three occupational therapists and three cognition therapists.

Mean age in years (SD) 55.9 (14.2) 54.5 (12.8)

Range 18-84 30-85 Implementing learning style in rehabilitation

High education, % (n)* 37.9% (36)° 42.9% (18)

Diagnosis, % (n) All interviewees were generally positive about the implementa-
Ischaemic stroke 53.5% (53) tion of learning style in rehabilitation; though, the majority
Haemorrhagic stroke 17.2% (17) considered it difficult to implement learning style into clinical
Subarachnoid haemorrhage 7.1% (7) practice. The physical and occupational therapists reported that
Post-anoxic brain damage 5.1% (5) th inl 1 thei L d clinical ob i
Traumatic brain injury 13.1% (13) ey mainly rely on their experience and clinical observations
Brain abscess 1.0% (1)

Br.am tumour 2.0% (2) Table 3. Recognition of the A-LSI learning style in a patient and control
Friedreich ataxia 1.0% (1) subgroup.

MMSE, mean (SD) 29.6 (0.7)

Barthel Index .

Independent (20), % (n) 19.2% (19) ABI patients (n=19) Controls (n=38)
Mild disability (15-19), % (n) 39.3% (39) Positive Positive
Moderate/severe disability (0-14), % (n) 41.4% (41) Learning style n recognition, n n recognition, n

USER cognition, mean (SD) 40.1 (8.9)°

Doer 1 1 1 1

“High education > finished high school; low education <finished high  Observer 12 5 26 20
school. Decider 0 - 0 -

n=95. Thinker 6 5 11 6

‘n=280.

Table 2. Spearman correlations between A-LSI modes and dimensions in the patient group (n = 70).

Modes Dimensions
1. CE 2. RO 3. AC 4. AE 5. Prehension 6. Transformation

Modes

1. Concrete experience (CE) 1

2. Reflective observation (RO) 0.04 1

3. Abstract conceptualization (AC) —-0.23 0.05 1

4. Active experimentation (AE) —0.40% -0.35% —0.19 1

Dimensions

5. Prehension (AC — CE) —0.83* -0.01 0.70* 0.18 1

6. Transformation (AE — RO) —0.27 —0.84* —0.14 0.78* 0.13 1

“Significant after Bonferroni correction (p <0.003).
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during therapy when using the concept of learning style instead of
using an instrument. An occupational and a physical therapist
mentioned that it is hard to consciously integrate learning style
during therapy; this requires additional preparation time and is
therefore not always used consequently. Learning style is coming
back into consideration when therapy stagnates or in the case of
problems during therapy. Furthermore, some interviewees con-
sidered learning style to be a fixed trait that is more or less the
same over tasks. Others suggested a situation-specific learning
style and therefore make minimal use of the assessed learning
style and accompanying advice.

Learning style and cognition

According to a psychologist, learning style should be put into
perspective with the cognitive profile and personality of the
patient. In the case of severe cognitive impairments, learning style
is of less importance. An occupational therapist argued that it is
possible to use learning style in these patients but on a lower level,
for instance by giving more assistance. According to one of the
psychologists, it is useful to evaluate difficulties from a learning
style perspective. For instance, repetitive failing attempts at
executing a certain task might be interpreted as impaired
awareness of deficits while seen from a learning style perspective
this could also have been caused by a trial-and-error learning
approach.

Positive aspects of the A-LSI

Most consider the A-LSI a concise and easy to use instrument.
The items are concrete and imaginable. According to one of the
cognition therapists, the total of nine items is the maximum
number of items that most individuals with ABI are able to
complete. Another cognition therapist said that patients with ABI
are generally positive about learning style assessment and
consider it to be important. An occupational therapist, a
psychologist and a cognition therapist mentioned that the A-LSI
provides an explicit learning framework which can be used at the
start of rehabilitation instead of having to discover the patient’s
learning preferences during treatment. According to one of the
cognition therapists, the A-LSI makes it possible to adapt to the
patient’s preferences instead of the other way around which can
consequently lead to a more unified, efficient approach of the
entire rehabilitation team.

Negative aspects of the A-LSI

The majority of interviewees mentioned that completing the
A-LSI requires a relatively high level of cognitive functioning
(e.g. language comprehension, conceptualization and executive
functioning) and is not suitable for patients with severe aphasia.
According to two cognition therapists, most patients were able to
rate the most and least favourite answer, but experience
difficulties with rating their second and third choice.

Concerning the items, the cognition therapists mentioned that
these were not always well comprehended. Moreover, some
questions caused reactions linked to the ongoing phase of
acceptance. For instance, the question about learning how to
sail a boat sometimes caused the individual’s reaction *‘I will
never be able to learn how to sail anymore’’.

Two psychologists, an occupational therapist and a physical
therapist expressed their doubts about the practical use in
rehabilitation and since it was originally developed for educa-
tional purposes it might be inappropriate for use in rehabilitation.
In addition, a physical and an occupational therapist mentioned
that the learning style assessed with the A-LSI was not always in
accordance with the learning style that was seen during
observation. In contrast, two of the physical therapist mentioned
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that the reported learning style was always in accordance with the
observed learning style.

Suggestions for improvement of the A-LSI and for using learning
style in rehabilitation

Concerning the content of the items several suggestions were
postulated. First, a psychologist and cognition therapist suggested
using items that address general activities that are important for
rehabilitation. For instance, ‘‘during therapy you can choose the
method of instruction, what do you choose?”’. Every discipline
could provide a certain skill that is important for their therapy.
Second, an occupational therapist mentioned that items could focus
more on the individual person which would consequently lead to a
unique, personified A-LSI for each individual. Furthermore, there
was a desire to make the A-LSI more accessible for patients with
aphasia. A suggestion of a cognition therapist to this end was to use
pictograms or to interview the primary caregiver of the patient.

Several interviewees proposed that a patient’s learning style
cannot be based on a questionnaire alone. They suggested to add a
practical task. Herein, it could be examined which learning style
features can be seen during observation of that task. In addition, a
physical therapist suggested that each discipline should observe
learning style, these observations could be combined into one
multidisciplinary advice. In addition, an occupational and a
physical therapist suggested that the learning process of each
patient should be evaluated more explicitly during multidisci-
plinary team meetings in order to exchange and increase
knowledge about learning style.

Discussion

In this study we evaluated the validity and feasibility of a learning
style instrument, the A-LSI, in inpatients in ABI rehabilitation.
The results of this exploratory study indicated that rehabilitation
professionals were generally positive about learning style
assessment in rehabilitation. This study, however, raises doubts
about the validity and feasibility of the A-LSI for this population.

A remarkable finding was that the vast majority of patients and
controls had an observer or thinker learning style. This skewed
distribution may be explained by the insufficient internal validity
of the A-LSI. That is, the A-LSI contains two independent
dimensions of learning but only the transformation dimension
turned out to be bipolar.

Despite the insufficient internal validity of the A-LSI, the
majority of patients and controls had some degree of recognition
of the A-LSI learning style. In total, 84% of patients and 91% of
healthy controls reported that they slightly agreed, agreed, or
strongly agreed with the assessed learning style. This may be
explained by the fact that most persons use all four modes of
learning to some extent. For instance, a person with a thinker
learning style cannot solely depend on reflection and observation
when learning how to sail a boat. This person also needs to step
into the sailboat and gain concrete experience with sailing. Hence,
persons may recognize themselves in several aspects of each
learning style.

The qualitative evaluation revealed that rehabilitation profes-
sionals mainly used learning style in the case of problems during
therapy while, preferably, learning style should be used to prevent
problems and to guide therapy. Therefore, learning style should be
assessed directly at the start of rehabilitation as part of the
diagnostic procedures. In our sample, the A-LSI was assessed, on
average, 40days after admission to the rehabilitation centre.
Meanwhile, therapists have already developed their own teaching
approach.

To our knowledge, there is only one previous study that
investigated perceptions on learning style assessment in
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individuals with a neurological condition [20]. That study
investigated paediatric physical therapists and physical educators’
perceptions on classifying learning styles in children and
adolescents with cerebral palsy. In agreement with our study,
the majority of interviewees were generally positive about
learning style classification. Furthermore, the authors concluded
that Kolb’s LSI provided no useful basis for classifying learning
styles for that population due to, among others, its difficult
administration procedure and unsuitability in the case of low
levels of cognition. This is in accordance with our results.

Several limitations of this study should be noted. The A-LSI
was originally developed for students; information concerning the
development of the A-LSI was not available. It remains to be seen
whether it is possible and sensible to utilize an instrument that
was originally developed for use in education. However, given the
exploratory nature of this study, we considered it important to
start with evaluating an existing learning style instrument to gain
familiarity and experience with learning style in rehabilitation
before developing a new instrument for rehabilitation.

The A-LSI relies on self-report while many patients with ABI
have impaired awareness of deficits and difficulty with self-
monitoring. Consequently, the validity of the responses can be
doubted. A previous study that used different measures to assess
learning style found no significant association between a self-
report instrument and a performance-based instrument [21].
Future studies are needed to determine the validity of self-report
measures of learning style.

Another limitation of this study is that we studied a
convenience sample of patients with ABI which caused a rather
heterogeneous group as regards diagnosis. However, for the
current study we were interested in all patients with ABI,
naturally occurring in a rehabilitation setting, irrespective of
diagnosis. More research is needed to determine whether there is
an association between learning style and diagnosis.

Further research into learning style is recommended to
increase our understanding of learning style post-ABI and the
added value for rehabilitation. Longitudinal studies are needed to,
for instance, determine whether learning styles change during the
rehabilitation process and to assess whether learning style is a
predictor of rehabilitation outcome.

In conclusion, rehabilitation professionals considered learning
style to be relevant for rehabilitation but found it difficult to
implement in clinical practice. Even though the A-LSI might not
be appropriate for an ABI population, this exploratory study
provides a basis for further research into the concept of learning
style. We recommend that future studies consider alternatives to
self-report questionnaires such as behavioural observations or
proxy questionnaires. We furthermore recommend that learning
style should be assessed directly at the start of rehabilitation as
part of the diagnostic procedures. For now, we believe it is
important to acquaint rehabilitation professionals with the concept
of learning style so that they are aware of the fact that their own
learning style might not be the same as the patient they are
treating and that they learn how to implement learning style into
clinical practice.
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Appendix

Table Al. Translated items of the A-LSI®.

Learning style assessment in rehabilitation 1789

CE RO AC

AE

1. You want to learn how to sail. What do you do?
A: T would directly step into the B: I would stay on the shore
boat and try to sail first, observing others

C: I would first look up in a
book how to sail

2. You get a new computer. You want to use it immediately. What do you do?
A: 1 would first think about B: I would first ask about C: I would first read the manual
everything I can do with it all its functions and what

I can do with it

3. You put together a piece of furniture. What do you do?

A: T would first verify what I B: I would read the manual C: I would first check what I
have to do and determine the completely and take a close can use the piece of furni-
best way to do it look at the building plan ture for

4. You hear a story about an exciting event and you want to tell the story at home. What do you do?

A: 1 would imagine that the B: Ilove what I am hearing and C: I first want to know whether
exciting event is currently hap- I want to witness the excit- the story is correct

pening and that I'm present ing event for myself

5. You are going on holiday. You choose out of two countries. What do you do?

A: I would imagine what I B: I would not think too long. C: I would try to get to know as

could do in these countries. I You have to make the best of much as possible about the

find it hard to choose it countries. Afterwards I
would decide

6. You are going to buy a new bicycle. What do you do?
A: I would think about where I B: I would want to know C: I would want to try the new
could go with the bicycle and exactly the specifications, bicycle immediately
how much fun it would be which one is the best and the
prices

7. You have an exam. What do you do?
A: I would only learn what I B: I would try to understand the C: I would write down the most
need to know for the exam learning material important things

8. Someone offers you a new job. What do you do?

A: 1 would try to imagine what B: I would first want to know C: I would want to know

it would be like for me to do exactly how hard I have to exactly what someone has to

the job work and how much money do in the company and how
I earn the company works

9. You are attending a course and you can decide about the way of teaching. What do you do?
A: 1 would want the professor B: I would want to work on C: I would want to receive
to tell stories projects concrete assignments

D: I would ask someone to

demonstrate it

D: I would try out everything

immediately

: I would immediately start

putting the piece of furniture
together

: I would just repeat the story

: I would consider what

would be the best for me.
I am a quick decider

: I would consider which

bicycle is most suitable for
me

: I learn, just because I need

to

: I would go to work and then

experience whether I like it
or not

: I would like to know why I

have to do certain
assignments

“The grey-coloured answers are not included in the sum-scores.



