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Abstract

Concerns and initiatives about mental health have grown among scholars and
sport organisation®s such, refinement afur understanding of mental health issues
in hightlevel sport is an important step to facilitate and improve the support and care
of athlete6 me n t aAs a flisestep to this end, a thorough review of the literature
was condcted in this thesishighlighting interesting comparisons and contrasts
between higiperforming athletes and the general population in terniseofenesis,
assessment, and diagnosis of mental health isBuéding on this, a qualitative study
enableda ri ch exploration of elite athletes:¢
nature (e.g., depression), the symptomatology (e.g., behaviour, performance and
character changes), the perceived triggers (e.g., sport arspodrrelatedpf their
mental helth issues as well abeir subsequent management strategies (e.g., talking,
seeking professional help, and social support) were discussed. The stigma associated
with mental health issues in higével sport environments was also stressed by the
participant s . Extending this work and refl ect
performance and webeing, a second study investigated the perspective of coaches
working with athletes experiencing mental health issues. While coaches considered
monitoring and suppartn g t hei r at hl et ebgidy apdayo-layr ma n c ¢
practice, dealing with mental health issues was, however, regarded as falling outside
their professional competency. Further examining the complexity of mental health
issues in sport, a third styhighlightedthe influence of theocial milieu on athletés
attitudes and beliefs towardepressionReflecting highp e r f or mance coach
at hl et es 6 sragi@nale fdr tihedesige & effective mental care in sport was
developed with anmphasis orhow this may be best operationalis€ierall, this

thesishighlighted highp e r f or mi ng at hl et es® and stakeh



and understanding of mental health issues as well as the need fespsmfit and
evidencebasedactionsdirected towards thenanagement of mental health issas

well as theprotectionandpromotionof mental healtlin sport populations



Table of Contents

StUdENt DECIAIALION..........cveiiiieiiii e e amee [
Y 0151 = Lo AT O PP PP PPPPPPPPPP il
LISt Of FIQUIES ...ttt e e e e e e e e eeee e e e X
LISt OFf TADIES.....eeiieiiieee et X
F @ L0V =T o =T 0 =T o Xi
LiSt Of ADDIEVIEIONS .....ciiiiiiieiiee et ieeet et e e e e e s e e ane Xii
CHAPTER 1INTRODUCTION ... .ottt eeeee e eeees e 1
1.1 INEOTUCTION. ... e enenanes 1
1.2. Mental Health Issues and Hiferforming Athletes............ccccoeeeeiiiiiieeenn. 5
1.2.1. HighPerforming Athletes: Definition................ccoovvvviiieee e, 3
1.2.2. Mental Health in Sport: Definition................ovviiiiccceeeee, 9
1.2.3. Mental Health Issues in Sport: Definition...........cccoeeeeeievceeeecceeenn. 10

1.3. Stigma Associated with MHIs in Highevel Sport.............cccccceeiiiiiiieeens 12
1.4. Objective Of the ThESIS.......cceviiieiicc e 14
1.5. Overall Philosophical Perspective...........coooooiiiiiiiiceeee e 16
1.5.1. The Pragmatic ApProach...........cccceevviiiiieeciiiiiie e 16

1.5.2. Different Lenses for Different Aims: Selecting and Defining the Research
Strategies and Methods..............uuiiiiiiiiieee s 17

1.6.0Overview of the Work Programmie.................euveeeeiieemiuiviiiiiiiiieeeeeeeeeeee s 18

CHAPTER 2 MENTAL HEALTH ISSUES IN HIGHLEVEL SPORT: SOME

CONSIDERATIONS ...ttt ettt ne e e e e e e e e e e 21
P2 I [ a1 0T ¥ Tod 1o o PP PPPPPP PP PP 21
2.2. Nature and Prevalence of MHIs in Higével Sport.............ccooooiiiiieeen. 21

2.2.1.Mental Health Issues inigh-PerformingAthletes What Does the

LITEIAtUIE S@AY.. .. iiiieee e eeee e et e e e e e e e e e e 21
2.2.2. Comparing Apple and OrangesS..........c.uuueeveeerivimmmeeeriieeeeeeerieeeen 26
2.3.Person versus Athlete: The Genesis of Mental Health Issues............. 31
2.4. What Does Normal Mean with Ndverage Populations........................ 35



2.5. Functional versus Dysfunctional Behaviout Depends on the Context.40
2.6. Implications foResearch and Applied Practice...........cccccccvvvvieecnnnnnn . 43
2.7. Conclusion and Next StePs...........cccccvvvvvriimmmrnniiiiiiiieieeeeeeeeeeeseeeeeee . 45

CHAPTER 3 MENTAL HEALTH ISSUES IN SPORT: FROM AN ELITE

ATHLETESO PERSPRECT.L.NME. i, a7
3.1 INrOTUCTION. ...t e e e e e nineeas 47
3.1.1. Experience of MHI(S)....cccccoieeeeeiiiiiiieeeeeee e AT
3.12. Coping WIth MHIS ...t 48
3.1.3. ODJECHIVES....ceiiiiiiieeeeeee e 51
3.2. MELNOM. ... 52
3.2.1.InterpretativePhenomenological Analysis (IPA)...........cccccvvvviiiieenn. 52
3.2.2. PaArtiCIPANTS. .. .uuiiiiiiiiii ittt 53
3.2.3. PrOCEAUIE. ... ..ttt e 56
3.2.4. DAt ANGISIS......oeeiiiiiiiieeeee e 58
3.3. ReSUItS and DiSCUSSIOMN.......cccciiiiiiiiiiieeaeee et e e 61
3.3.1. Type of MHI(S) Encountered.............cccooviiiiiiieeen e 62

3.3. 2. Participants.b..Exper.i.enceb6®f Depl

3.3.3. Coping Strategies Used by Participants Regarding their Depressiks.

3.4. Summary and CONCIUSIQN..............uuuuiiiii i e eree s 89
3.4. 1. El i t e AtDegressioe.s..0....Ex.p.e.r.i.ee.n®@ of
3.4.2. Elite Athletes Coping with Depression...........cccccuuvviereieeeninvennnnne 91

3.5, StUAY LIMITATIONS ... .uuuiiiiiiiiiiiiiiiie ettt e e e e e e 92

3.6, NEXE SEEPS. ..t e 94

CHAPTER 4 MENTAL HEALTH | SSUES I N SPORT: F
PE R S P E CTIVE ... oo e e e et eee e e e e e e e e e e e e e amnmnaans 96
A INETOAUCTION. .. e et e e e eamans 96

4.2. The Exploration of Mental Health in Elite Sport Environments from a Coach

Perspective: The Contextual Backdrop............cc.uvuuviiiimmmiiiiiiiiiiiiieeeeeeeeee e 97



4.3, MEINOA. ... o e e 99

4.3. 1. PartiCIPANTS. . ittt eee e e e e e e e et 99
O J N o o Tot =T (U =TSP URUPRN 100
4.3.3. Data ANAlYSIS......uuiiiiiie e eeeeeee e 101
N S U | SRR 104

4 . 4. 1. TD Coach.e.s.da..Per.ce.i.v.ed...Ral0e .

442TDCoachesd Perceived Liter.acyllabout

4.4.3. Areas for IMProVEMENLS...........uuueiiiii e e e eeeee s 119
4.5, DISCUSSION. .....uiitiiiieeeiiitte e teeme e e e ettt e e e e ek eeenr e e e e e e s annb e e e e e e e e nninneas 127
4.6. LIMITAtIONS .....uviiiiiiiiiiiiii e e e 132
4.7. Conclusion and NeXt StEPS........coovvviiiiiiiiiiimr e erennnees 133

CHAPTER SEXPL ORI NG THE SOCI AL I NFLUENCE ON

REPRESENTATION OF MENTAL HEALTH ISSUES..........coiiiiiieeee 134
ST I [ a1 o To [FTod 1 o] o RO PP PPPPPPPPP PR 134
5.2. Importance of Mental Health Literacy............ccccoeeeiiiiieeceevviicceeeenn. 135
5.3 MELNOM. ... e 139

5.3. 1. PartiCIPantS......uueeiieii i e e e e e enne e e e e e e e e 140
5.3.2. PrOCEAUIE......iitiiiie ettt eena e e e e 144
5.3.3. MALEIIEB......eeieiieiiiie et 144
5.3.4. ANAIY SIS . i it —————————— 149
5.4, RESUIS ..o 151

5.4. 1. Examining Parti.c.i.pant.sa.B2cogni i

5.4.2. Examining Participantso. .Beactiol

5.4. 3. Examining Participant s.0..1@r sonal
5.4.4. Furtheinteresting ReSUItS.............cccuuiiiiiiiiiceeeeee e 164
5.5, DISCUSSION. ..cciiiiiiiieee e eeenees 168
5.5.1. Recognition ADIHIES. .......uuiiiiiiiiiiiiiiiee e 169
5.5.2. Reactions towards DepreSSIOn..........uvvieeiiiiviimiineeeeeeviineeeeeeens 170

Vi



5.5.3. Personal Attitudes towards Depression............ccccovvvveeeeeneeeeeeeeenn. 172
5.6. LIMITAtIONS ....ccoviiiiii i eeeer e errer e e e e e e e e e e e e ara e 174

5.7. Conclusiorand NexXt StEPS..........cccicuuiiiiiiiiiremrii e 177

CHAPTER 6 RECOMMENDATIONS REGARDING THE DEVELOPMENT OF
EFFECTIVE MENTAL HEALTH SUPPORT AND CARE IN SPORT

ENVIRONMEN T .ot enaa 178
. L INTTOAUCTION .. ettt aaan 178

6.2. Brief Overview of the Current Literature on Mental Health Interventidir8
6.3. Parameters of Effective Mental Health Care in Sport................ccccee 181
6.3.1. CUUIE CRANGE... ... uuiiiiiiiiiiiiii ittt 181

6.3.2. Implementing Londerm Changes What Would such an Approach

INVOIVe andLOOK LiKe.........coooiiiiiiiiiiiiee e 185
6.4. Where to GO from HEeLE.......oooiiiiiiiie e 195
6.4.1. Use of Referral and Appropriate Measures..........ccccceeeeeesieecevnnnns 195
6.4.2. Mental Health Policies and Guidelines..............cccocvvieeminieeennns 198
6.4.3. Ethical CONSIAErationsS...........ccvvviiiieeiiiieemeiiie e 199
6.5. CONCIUSION. ... e 201
CHAPTER 7CONCLUSIONS AND RECOMMENDATIONS.........ccoviiieeeiennn. 202
4% R [ g1 0T [FTod 1 o] o RO PP PPPPPPPPP PR 202
7.2. Summary of Findings and DiSCUSSIQN...............uuvuiiiimmeiiiiieiiiiineeeeeee. 202
7.3.Limitations Of the TheSIS........ccooiiiiiii e 208
7.3.1. Strengths and LimitationS.................vuueiiiiicccreeeeiiiicee e 208

7.3. 2. Researcher 6s B.a.c.k.g.r.ound. . 20d

7.4.Specific RecommendationS............uuiiiiiiiiiieeceeiiee e enme e 212
7.4.1. FUtUre RESEAICH.......coiiiiiiiiiiiii e 212
7.4.2.FromanApplied PerspectivVe..........ccoooeeiiiiiiiiiiceeeie e, 214

7.5.CONCIUSION ...t e e e e e e e e 219

REFERENGCES ... ..o e e 221

vii

t

S



Appendix A. Summary tables...........o -2-

Appendix Al. Characteristics and incidence rates of common mental health

disorders in the general population and in elite spatt................cceeeeeee -2-

Appendix A2. Summary findings of studies used within this thesis regarding the

prevalence of MHIs in elite sport (adapted from Moesch et al., 2018)..- 7 -
Appendix B. Ethics Approval BAHSS 395........cuiiiiiiiiiieeen :14-
Appendix C. Information Sheet and Consent FOrBAHSS 395................ -15-

Appendix D. Interview QuestiorisBAHSS 395 and Summary of Findings by

PartiCIPANT........eviiiiiiiiie e eee e e e e e e e e e e e e —————— -19-
Appendix D1.Interview Question$ BAHSS 395..........cccccvviiiiieiiieeceeens -19-
Appendix D2. Summary of Findings by Participant.......................c.... -23-

Appendix E. Ethics Approval BAHSS 395 phase 2.............cccoevvvvvvvvieeen. -31-

Appendix F. Information Sheet and Consent FOrBAHSS 395 phase .2..- 32-
Appendix G. Interview QuestioNnsBAHSS 395 phase.2..........ccccceeeeeeennnn: -.36-
Appendix H. Ethics Approval BAHSS 439..........c.cccoceeiiiiiiiiieceeecceen, :41-

Appendix I. Online Joined Information Sheet, Consent Form and Survey for
participants between 18 and 21 yearsioRIAHSS 439............ccoovvvviiviinnnnes -42-

Appendix J. Online Joined Information Sheet, Consent Form and Survey for

participants over 21 years AIdBAHSS 439...........cooovviiiiiiiiiicmeeeeeeeeeiiinns - 60-
Appendix K. Research Programme OUtPULS.............covvviivvimemeeeeeeeeeeeeinn, = 78-
Appendix K1. Peer Review PublicatiQns..............ccceeeieeiiiecevivniiieeenn: -78-
Appendix K2. Conference Presentation...............ccccovvvimemeeeeeeieeeeeeinnnns ~78-

viii



List of Figures

Figure 1.1 Mental health continuum...............cccuiiiiimm e 10
Figure 1.2 Overview of the WOrk programme...............eeeeeeeiieeeiirieeeeeiieeeeeeeeenns 20

Figure 2.1 A comprehensive and integrative approach to the development of MHIs in
high-performing athletes...........ccooovi i 34

Figure 3.1 Partici.p.ant..los..gr.aphi.ddti meli
Figure 3.2 Partici.p.ant..20s..0r.aphi.ddti mel

Figure 3.3 Partici.p.ant..3.0s..0L.aphi.d5ti mel |

_O)
in

Figure 3.4 Partici.p.ant..A4. Lgr.aphi.d5 ti mel |
Figure 3.5 British elite at.hl.etes®I|ived

Figure4.1TD coachesd perceived role (e.g., du
performance and overall Wedeing..............c.oooviiiiiiiieee e 106

Figure 4.2 TD coachesdé percei.ved.1l7ter ac)
Figure 4.3 Areas for improvement as seen by TD coaches..............ccccoveee... 120

Figure 5.1Levd of concern (from O Anot worried

recognition abilities (from 1 fino depres
to talktot he characters described in the vign
i e x t r dfffradt]) as a function othe vignettes.............oooooiiiiieen s 14

Figure 5.2Ager el at ed di f f er earoeieedd iifrf | gaid ttiyc i(d a rot
di fficult at all o to 4 sofneore asepicted irythed i f f i ¢
1Yo 1= 1 (SRR 157

Figure 5.3Groups diferences in personal beliefs about depresamnss items (from
1 Astmgoregloyta 5 A .s.t.r.on.gl.y..d.i.s.a.g.rlékx o)

Figure 54 Differences in personal beliefs about depressioross itemgfrom 1
Astrongly agreeo to 5 @A strongly disagre:¢
IMHIS e ———————————————————— 163

Figure6.1 CBT premiseso a mentalhealthpreventionprogramme(figure adapted
from GreenbergeandPadesky1995);citedin Fenn,2013).............ccccccvvvvvrnnnn. 186

Figure6.2 Parameterso considerfor the designof MHIs preventionprogramme$93



List of Tables

Table 3.1 Summary of Key findingS.........ccoooriiiiiiiii e 63
Table 4.1 MHIs reported by the participantsdFFll) ......ccccceeeeiiiiiiirieeceeeeens 14

Table 4.2 TD Coaches6 perception of thei

IMIHIS ettt e e e e e e e annr e e e e e ee s 105
Table 5.1 Participantsd Over al.l..DBE2nogr apl
Tabl e 5. 2 P agraphiccChgpaateristiss®y Gyeoaps (n=197)......143

Table 5.3 Mean (SD) and effect sizes depending on the severity for each vig3ette

Table 54 Mean (SD) of participantso difficult
severity for each vignette DY age........ooovviiiiiiiiiiiiccc e 157

Table 55 Mean in percentage (SD) of the options selected by the participants from a
NEIP-SEEKING lISt.... oo e e e eneaes 159

Table 56 Means (SD) by items and by groups for the personal components of the
Depression StIGMAa SCAIL...........ovvviiviiiii i errr e e e e 161

Table 571 nf l uence of participantsdé f amiliar.i
Depression StIGMAa SCAIE...........ovvviiieiic e erre e e e e e e 164

Table 58 Mean (SD) of perceived level of severity of depression for each vignette

DY GIOUPS. ...ttt 166
Table591 nf |l uence of part i companants sfthe Regressiomn t h e
SHUGMA SCAIE.....co e e 167
Table 5.0 Summary of key findingS..........cceeeiiiiiiiii e e 169



Acknowledgements

| would like to express my sincere and deepest gratitude to my supervisory
team. First and foremost, | would like to thank Prof. Dave Collins and Dr. Aine
MacNamara, for their incommensurable patience, their vast expertise and their
precious advice througlit my PhD. While their inspiring guidance helped me in all
the time of research, their detailed comments and feedback on both the style and
content of my writing were undeniably valuable. Thank you both, I could not have

done it without yousupervisiorand continuous support.

Completing my supervisory team, | would like to thank Dr. Sheelagh Rodgers,
for her insights and encouragement. Additional thanks are extended to everyone in
ICaP- and in particular Dr. Howie Carsamd Dr. Christopher Carlingor their warm

wel come, availability, and for the fAcurr)

My sincere thanks are, of course, also tuthe participantsf this thesidor

their time and invaluable contributions.

On a more personal level, | would also like to thank my friendgHeir
presence, their indefectible support, their active listening and encouragements at all
stages of this journey. Last but not the least, | would like to thank my faamitiin
particularmy father, Prof. P. Lebrun (Université Libre de Bruxelles, Bety), for
their constant support not only over the past few years but throughout the entirety of

my academic journey.

Merci a tous.

Xi



List of Abbreviations

ADHD Attention Deficit Hyperactivity Disorder

ANOVA Analysis of Variance

APA AmericanPsychological Association

BASES The British Association of Sport and Exercise Sciences
BPS The British Psychological Society

CBT Cognitive and Behaviourdlherapy

DSM-V Diagnostic and Statistical Manual of Mental Disordelse8ition
GAD General Aniety Disorder

GP General Practitioner

HCPC The Health and Care Professions Council (UK)
ICD-11 International Classification of Diseases"I#&vision
IPA Interpretative Phenomenological Analysis
MANOVA | Multivariate Analysis of Variance

MDD Major Depressive Disorder

MHFA Mental Health First Aid

MHIs Mental Health Issues

PTSD PostTraumatic Stress Disorder

OCD Obsessive Compulsive Disorder

OTS Overtraining Syndrome

TD Talent Development

WHO World HealthOrganisation

Xii




CHAPTER 1

INTRODUCTION

1.1.Introduction

Concerns about mental heaittd e f i ned by the Worl d Heal't
state of wellbeing in which every individual reaks his or her own potential, can
cope with the normal stresses of life, can work productively and fruitfully, and is able
to make a contri but i(\WHO,2004) hrenotnewandhave ¢ 0 mr
been growing for yeal®/HO, 201&). Indeed, withone in fiveadults reportindpaving
considered suicide amghe in six havingexperiencedsymptoms of common mental
disorders(Mental Health Foundation, 2016; McManus, Bebbington, Jenkins, &
Brugha, 2016)mental health is a serious public health ig$leyes, 2005)However,
althoughall mental health issues (MHIs) are charaskedd by fia combi na
abnormal thoughigerceptions, emotions, behaviesarn d r el at i onshi ps
(WHO, 201&), they tend tovary in terms of their presentatiand prevalenc@VHO,
2018)!. Common mental disorders eonbk, for example, conditions such as
depression, phobias, generalised anxiety disorder (GAD), panic disorder, post
traumatic stress disorder (PTS&nd/or obsessiveompulsive disordgfOCD; Mental
Health Foundation, 2016; McManus et &Q16; NICE, 2011) The twelve-month
prevalence ofMajor DepressiveDisorder (MDD), the most commorform of
depressioyand commonlyliagnosed MHJisreported to reach up to 7% of the general
population in Europ€APA, 2013; WHO, 2018). Thetwelvemonth prevalence of
social anxiety disordes estimated t@pproach 2.3% in Europehile its estimats

for disorders such as GAD wairom 0.4% to 3.6%APA, 2013) arebetween 2%3%

L A table summarising the characteristics and incidence rates of key mental health disorders in the
general population is presented in Appendix Al



for panic disorder, between 1.1%8% forOCD, andare abou0.4% among females
for eating disorders such as anorexia nerv@g@A, 2013) Other MHIs include
psychotic disorders, bipolar disorder, autism, and personality dispimleesme a few.

Whil e the prevalence of MHIs in the ge
attention has also been attracted to other specific groups of society, and more
specifically those confronted with high demaridg., notably physical and mental
requirementsandfocusingoni ndi vi dual s(Nordp-Bate§, Qil2)Eh@ Cc e
ability to perform and more specifically, perform well under adverse conditions (e.g.,
stress, pressure, competition), lies at the heart of-pegformanceenvironments
(Nordin-Bates, 2012)Military forces, for example, must stasharp botlphysically
and mentally to quickly adapt to the stress, changes, and chalksspesated with
thar activity (e.g.,technical skill trainingand endure the rigours of combat exposure
and deploymenin a similar way, art performers must be able to demonstrate their
knowledge and expertise (e.g., skills expertise, management of complex processes)
ded with stress (e.g., performance anxiet)enperforning in front of a demanding
and critical audiencend handle the competitiveness of performance setiNaslin-
Bates2012) Intense ttaining load, identity foreclosure, injury, psychological pressure
(Nordin-Bates, 2012areonly some othechallengegacedby individuals involved in
high-performing environmentsYet, despitethe costs(e.g., stress, work pressure,
physical and emotional demands, pain, injury; Nofiates, 2012)theyare expected
to becontinuouslycommittedandfocused on their goals in order to achievetighest
standards of performance.

In comparson to the general populatiom higher prevalence of MHIgsvas
reportedin U.K. military personnel following combat exposure and deployment

related stressors expogs (MOD, 2015; Reijnen, Rademaker, Vermetten, & Geuze,



2015) Sundin, Forbes, Fear, Ddeker, and Wessely (201Buggested that the
prevalence of military personnel encountering MHIs following deployment
approached 20%. More specifically, within that specific ni¢he prevalence for
PTSD scored between 1%, while the prevalence of MD reached up to 3.7%he
prevalence for anxiety disorddarsmilitary personnelpproached 4.5%yhereaghe
prevalence for alcohol abussnged fronil6.4to 26%(Fear et al., 2010; Iversen et al.,
2009; Reijnen et al., 2015; Sundin et al., 208irilarly, poorermental health among
art performerge.g.,musician$ has been reportebmpared tahe general population
with evidence of workelated health problen{¥oltmer et al., 2012)Although based
on selfreports,Gross and Musgrave (201&)und that 71.1% of their respondents
experiencedpanic attacks and/ or high levels of anxiety, whereas 6&&®d
symptoms ofdepression.Such data has lethem to suggestthat, compared to
individuals fromthe general gpulation musicians could be up to three times more
likely to suffer from a MHI such as depress{@ross & Musgrave, 2016n addition
while performance anxiety, sleep disturbance, symptoms of depression and symptoms
of anxiety seem fairly common in professional musisiévioltmer et al., 2012)
dancers appear to be at a greater risk of developing eating disorders with an overall
point prevalence estated at 12%Arcelus, Witcomb, & Mitchell, 2014)Given the
prevalence of MHIs in both the general population and in-pgyforming contexts
such as in military personnel, musicians and danitestsouldmaybenotbesurprising
that concerns about mental health have also reached the world gfdrfghmance
sport.

Sport participation is often praisedfor its physiological social and
psychological benefit€Eime, Young, Harvey, Charity, & Payne, 2013; Swann et al.,

2018) Reduced risks of chronic diseases such as cardiovascular disease, hypertension



and weight management a@me of the known physiological advagga of sport and
physical activityDaley, 2008; Hamer, Stamatakis, & Steptoe, 20@09)aralle| sport
and physical activithave alsobeen shown tpositively affecto n e 6 ssteenmhdf
social relationshipgSwann et al., 2018yhile alsoredueng o n epéreseived stress
and psychological distreggime et al., 2013)indeed, whilst sport participation can
be usedo cope with and/oescaperbm stressorg¢Daley, 2008; Swann et al., 2018)
the recreation, enjoyment and social interactaniginatingfrom it canalsoinfluence
oneds percei vwey arld owad guality bf lifev(&ime et al., 2013;
Swann et al., 2018\ccordingly, sport participation ardr physical activity are often
recommended todividualswith MHIs to improvetheir recovery, lifestyle practices
and oveall health(Daley, 2008; Morgan, Parker, Alvardianenez, & Jorm, 2013)
However, despite its physiological, psychgiltal and sociahdvantage¢Eime et al.,
2013) intensesport participation can also have detrimental physical and psychological
health effect4Hughes & Leavey, 2012; Schwer2Q00)

Indeed, @ spi t e t harima n A s U @ exueptional athbetic
performances, elite athletes are not immune to MB#s & Markser, 2013; Rice et
al., 2016) They can, as anyone else, be subjedfiktls such aglepression, anxiety
disorders, substance abuse or eating disotdaname a fewBar & Markser, 2013;
Gouttebarge, Bdx, Aoki, & Kerkhoffs, 2015a; Gouttebarge, FrinDsesen, &
Sluiter, 2015b; Hughes & Leavey, 2012; Reardon et al., 2019; Rice et al., 2016; Schaal
et al., 2011)There are numerous examples of hpybfile athletessuch asMlichael
Phelps (U.S.A.; swimming), Allison Schmitt (U.S.A.; swimming), Gianluigi Buffon
(Italy; football); Neil Lennon (U.K.; football), Jack Green (U.K.; track & field), Andy
Baddeley(U.K.; middle-distance running)Michael JamiesonU.K.; swimming)or

Josh Edmondson (U.K.; cycling) who have spoken about their struggles with MHI(s).



An interestingquestion, however, is whether elite athletes are more at risk of MHIs
than the general paolation Research evidence on this topic is, so far, inconclusive
andequivocalGulliver, Griffiths, Mackinnon, Batterham, & Stamnirovic, 2015)and,
therefore, requires further investigation
1.2.Mental Health Issues and HighPerforming Athletes
Due to the publ isshigsperforeninglathtetegogether with d e a | i

athl etesd necessity to dkélsste buocped m theiran g e
discipline (e.g., ability to focus, to cope with adversity, selfulation; Gould,
Dieffenbach, & Moffett, 2002)MHIs have for a log time been perceived as rare or
nonexistent in high-level sport (Bar & Markser, 2013; Doherty, Hannigan, &
Campbell, 2016; Hammond, Gialloreto, Kubas, & Davis, 2013; Markser, 2011;
Reardon & Factor, 2010This is surpising given the many and varied pressures that
athletes experiencé&or example high-performing athletes are under considerable
societal pressure to win and compgleuter, Lewis, & Serrant, 2018)hispressure
is coupled with physiological (training load) and psychosociaksii@ustafsson,
Kenttd, & Hassmén, 2011; Quignéiteuret, 2016hat is a requisite of higkevel
performanceHighl e v e | sport participation does n
mentalhealth, it also includes all the sacrifices those athletes must imakder to
strive for successYet, people often tend to only see the achievements in terms of
medals or fame without perceiving the bigger picture.

In the perpetual pursuit of perfoamce and success, athletes must commit,
from a young age, to their disciplif@uignonrFleuret, 206) and put their bodies and
mind throughatremendous load of physical and psychological stress on a regular basis
(Sabato, Walch, & Caine, 2016; Souter et al., 2048ylescence and young adulthood

are key developmental periods for athletes both in terms of peak performance years



and regarding the onset of MHIGucciardi, Hanton, & Fleming, 2017; Gulliver et al.,
2012b; Hughes & Leavey, 2012; Kessler & Bromet, 2013; Rice et al., 2016; Sabato et
al., 2016; Schinke, Stambulova, Si, & Moore, 20olescencg10-19 years old;
Patel, Flisher, Hetrick, & McGorry, 2007and young adulthood are stressful,
transitional tmes and critical periods when it comes to the development of
psychopathology (MacNamara & Collins, 2015; Patel et al., 20@G&t) in the context
of hightlevel sport, adolescence and young adulthood represent a period of growth and
development but alsogeriod of pressure and evaluation for young athletes not
only encounter the common stressors associated with adolescence an@\dehtz|
Health Foundation, 2016put also, simultaneously, have to overcome specific
stressors related to their chosen sport and/or c@ibedenardo & Terrion, 2014,
MacNamara & Collins, 2015; Reeves, Nicholls, & McKenna, 2009)

Game schedules, strains of intense training, comparison to dtflarm,
Gr ana, I ndel i cat o, ,c@¢eNeminato(Wipgert &Wipperg e, 20 |
2010) conflict with coaches, making errorsriticisms, social evaluation, selection,
referee decision, pressure to perform and fear of injury are some of the stressors faced
by adolescents and young adults involved in Heylel sport participatio{Gustafsson
et al.,, 2011; Reeves et al., 2009; Sabato et al., 2016; Tamminen, Holt, & Crocker,
2012) As a consequencegegative effects of intense sport participation on mental
healthhave beemneportedoy young, developing athletéSwann et al., 2018The path
to the topof elite sportis long, complexhighly individualsed and full of bumps in
the roade.g., challenges, setbacks, sacrifices; cf. Collins, MacNamara, & McCarthy,
2016) Although the natwr and intensity of stressors can change over(flrasminen
et al., 2012) Arnold and Fletcher (2012)ave estimated that spqrerformersare

confronted with nodss than 600 different stressors (e.g., leadership and personnel



issues, cultural and team issues, logistical and environmental issues, performance and
personal issues) during their performance car@&@eriods of transition(e.g.,
transitioning out of sport and retiremgate, for example, particularlgnown as high
riskperiodi n t er ms of at Ainaddi&dlstéhern2e1;Gauttebdrgea | t h
et al., 2019; Park, Lavallee, & Tod, 2013; Wippert & Wippert, 2010)

The increase evidence and public awareness of both the positive and negative
health effects ohigh-level sport participation va& led to an exponential growth of
interest from both scholars and the popular megHaghes & Leavey, 2012,
Lundqvist, 2011; Putukigr2016; Sabato et al., 2016; Schwenk, 2000; Swann et al.,
2018; Theberge, 2008Yet, alack of consensus regarding the definitionsicial
constructs, such asel i t e at hl et esoMHIfAsme nh ad rhesadltth
paucity of quality and focused research. Without clear defisitibms notsurprising
that the literature about the epidemiology (e.g., prevalence, distribution and evglution)
the diagnosis, and treatmeaitMHIs in highlevel gortappearsonflicting (Doherty
et al., 2016)Indeed, on one hand, studies have suggested that the prevalence of MHIs
in sport is comparable to the general populaf@ualliver et al., 2015; Kamm, 2008;
Markser, 2011; Rice et al., 2016; Schaal et al., 20Qf)the other hand, research has
argued thahigh-performingathletes might be more-gsk than the general population
of developng certain mental disorder&Gouttebarge et al., 2019; Gucciardi et al.,
2017; Roberts, Faull, & Tod, 2016uch as eating disordef®ar & Markser, 2013;

Byrne & McLean, 2002; Sudi et al., 2004; Thompson & Sherman, Z0tdEommon
mental disorders(e.g., depression, anxiety disorder, substance abuse, sleep
disturbance; Gouttebarge et al., 2015a; Gouttebarge et al., 2015b; Gulliver et al.,
2015) For example, while prevalence of mental health symptoms ranging from 19%

for alcohol misuse to 34% ifalepression and anxietyas foundin current elite



athletesa prevalenceanging from 16% for distress to 26% for depression and anxiety
was reportedn former elite athlete@Gouttebarge et al., 2019¢urrent and former
high-performing athletesMHIs merits therefore further investigation starting by a
clarification of the terms employed to talk about MHIgtiteo sport.

1.2.1. High-Performing Athletes: Definition.

In terms of populations,otlege studentithletes to Olympic medallists have
beenusedas partici pant s i n throwoatéheportliteratre fiel 1 t
(Swann, Moan, & Piggott, 2015)Conveniece samples of allege and university
students have often been targeted to obtain epidemiological data on elite @thletes
mental healtheven though many never reachedfihe | lievel¢Sghaal et al., 2011;

Schinke et al., 2017; Swann et al.,, 2015) The | ack of precisio
inclusion criteria across the literature makes comparisons between studies difficult
and/or biased. As such, it is impamt to be cautious and consider a definition of high
performing athletebefore going further.

High-performing athletes in the present thesis can be defined as athletes
competing at the highest level in their spaith or without experiencing sustained
success at that lev@d.g, from competitiveelite athletes to worldlass elite athletes;
see Swann et al., 2015)herefore, his definitionalso includesyoung, developing
athletesln this regardayoung, developing athleiei one who has super:
talent, underges specialised training, receives expert coaching and is exposed to early
c o mp e t(Mduntjay rtdal., 2008, p. Bj. Young, developing athledénvolved in
Talent Development (TD) environmen(e.g., regional/nationalsport academies,
national juniorprogrammepcan train up to 120 hours per week andmpetein
national and internationgbuth competitiongSabato et al., 2016Jhey commit their

time and energy toneday attaininghe objective otompeting at the highest level



and experiencing success at that stan¢augl, successful elite athletédhe ultimate
goalof any athlete iso become a worlglass elite athlete by staining success at the
highest level over a prolonged period of ti(®vann et al., 2015)

1.2.2. Mental Health in Sport: Definition .
In addition to the lack of precision in the definition of an elite athiethe literature
thel i t erature on at hl et esdbymmensistentiesbnevaat t h i
mental health looks lik@Jphill, Sly, & Swain, 2016)For a long time, mental health
was perceived in a dichotomous way (e.g., a person does or does not have a MHI).
However, a more contemporary view of r@rhealth proposes the existence of a
continuum (Moesch et al., 2018; Pierre, 2012; Schinke et al., 20ktv)applied
practice, tle mentahealthcontinuum highlights the need for practitioners to be aware
that athletes may suffer from sgbnical forms of mental disorders where all the
criteria for a fultblown disorder are not yet displayed bat/ean increased potential
to develop(Moesch et al., 2018)In line with the World HealthOrganisatiod s
definition of mental halth, Pierre (2012 p. 656 suggested that the mental health
cont i nuum normalc duftedng sand fieactions to stressors, troublesome
complaints and symptoms, subthreshold disorderd@anuk frustesas well as more
clearly demarcat ed S.Necentlys gpportessiofsthe mentalt a | [
health continuum modelvent even further They suggestedhiat one endf that
continuumrepreserdd fhigh-functioning individuals whose psychological states do
not interfere with daily activities, and the other representing low functioning
individuals whose psychological states consfsa variety of problematic cognitive,
emotional, or behavioural characteristics, often referred to as mentaldl{Sesinke
et al., 2017, p. 623)n contrastKeyes (2005)gdvocated thatompletely mentally

healthy individuals are not only free of MHIs but also have a flourishinghbegtg



(e.g., subjective, emotional, psychological and social -balhg; Keyes, 2005;
Lundqvist, 2011)In light of the aboveFigure 1.1 attempts to summarise and clarify

our view of the mental health continuum as used through the present thesis.

High functioning Low functioning
individuals individuals
Normal suffering Troublesome Subthreshold of Mentaldisorders
and reactions to complaints and mental disorders (full-blown
stressors symptoms disorder)

Figure 1.1Mental health cotinuum.

1.2.3. Mental Health Issuesin Sport: Definition .

Athletes donot have toencountersevere forra of MHI(s) to need help
(Henriksen et al., 2019pymptoms, sb-clinical levels or subthreshol@df mental il
health can also negatively impact h | fenttiensng and performand&outtebarge
et al.,2018; Gulliver, Griffiths, & Christensen, 2012a; Schinke et al., 20h@&refore
with high-performing athlete, Henriksen et al. (2019) called faliscriminating
between

(1) Clinical mental disordersletectedby the means o&ccepteddiagnostic
criteriaas the ones expounded in iagnostic Statistical Manual of Mental Disorders
i 5th edition(DSM-V; APA, 2013)or in thelnternational Stattgcal Classification of
Diseases and Related Health Problém4th Revision(ICD-11, 2018)

(2) Subclinical MHIs with an individual experiencing symptdshrelated to a
mental disorder withouulfilling all the minimum criteria leading tihe formulation
of a clinicaldiagnosti¢

(3) Occasionahdversity lesspleasant thoughts and emotidhat are part of

the human conditigrand

10



(4) Occasionalunpleasant thoughts and emotidhat are part of the athlete
condition andare theresultofa t hl et es 6 e n-lgvelgmmpamidpationrn hi gh
Discerningbetween MHIs threshold&.g., sukclinical thresholds compared
to more clearly demarcated severe forms; Pierre, 281@) an easy task and the lack
of a clear dénition of mental health and mental-liealth further complicates this
(Moesch et al.2018) Thelack of consensus regarding the definifohmental health
and MHls illustrates the complexity of the overall picture (e.g., MHIs presentation,
symptoms and subsequent treatmehtgordingly,cl ar i fi cati on(sfomf t he
as used throughout this thesisnscessaryExtending onSc hi nke et al . 0
definition of low functioning individualsMHIs in the following text refers to mental
disordes and/or symptoms of psychological distr@sterfering over time,with an
indi v i pbyckological state angsual activitiesand can be defined as:
Signs and symptoms that impact how a person thinks, feels, communicates, or
behaves. Some common symptoms of mental health issues include changes in
a per s o rharsgesnmdhowda, person interacts with others, and changes
in how a person deals with daily stressors. A person with a mental health issue
may find it difficult to complete tasks that are part of daily (ifévingston,
Tugwell, KortUzan, Cianfrone, & Coniglio, 2013, p. 967)
In thisthesisthe adj ective Aclinical o will prece
disorders that were assessed and diagnosed by a qualified mental health prafessional
Therefore, all the Imical MHIs discussed in this thesiere causng clinically
significant distress and/or impairmeover timeand met, therefore, the minimum
criteria leading to a diagnosis such as the ones described in th&&DEMe ICD11
(APA, 2013; Reardon et al., 2019iven the topic, iseems also important to clarify

tha, while peoplemight unintentionallyperceive some stigma attached to terms used
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throughout this thesi s sthisismotmgintentiodds ue s 0 ¢
such, care is taken throughout tiiesis, and the data collection, to avoid stignmafi
vocabulary in how the findings are presented.
1.3Stigma Associated with MHIs in High-Level Sport

In addition to the inconsistencigsthe literature concerninpe definitionsof
Ael i t e,fanehalle theesadl t ho and AMHI so, the stig
both in sport and in the general population, is another important issue to consider in
regard to MHIs in sport andsitassociatediterature.Suffering from MHIs is still
commonly stigmatisin many sport@Bar & Markser, 2013; Rice et a016; Roberts
et al., 2016; Schaal et al., 2011; Sebbens, Hassmén, Crisp, & Wensleya2@16)
the media(Glick & Horsfall, 2009) This is particularly true for higperforming
athletes who a often depicted as strong and powe(Anvinen-Barrow, 2016)and
considered as heroes or role modBisherty et al., 2016; Markser, 2011; Reid, 2017)
The discourse of excell envalees anthdsemptipnsb ! i c 6
associated with the ter m liensport tszulturda oughn
(Delenardo & Terrion, 2014; Markser, 2011; Williams, 2012ye led to the idea tha
only mentally strong athletes are able to compete and stay at the top of their discipline
and to the misconception that there was no room for MHIs in-leig sport
(Delenardo & Terrion, 2014; Markser, 2011; Williams, 2012)

Sport cultures that valueperformancdiat all cosd (Gucciardi et al., 2017}he
media scrutirging highp r o f i | echasattdr &nd ackieveime(Reid, 2017)and
al ack of awareness and understanding oft
even the sport clubsd negat i (Bar&Marlker,st i g ma
2013) Although, hgh-profile athletes have increasingly started to share their

experience of MHIs,thletes are reluctant to disclose or talk about tmeintal health
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and canface many obstacles in seeking héfg., lack of time, negative past
experiences, denial of a problem; Gulliver et al., 2012a; Reardon et al., Z0&9)
embarrassment associated with MHIs and the perceived necessity to hide
vulnerabilities from coaches, opponents, and teamnsats tgperpetuate the idea
that it is still not expected nor accepted for hpgrforming athletes to display signs
of whatthey may considera weaknessr the reflection of a weak charact@®ar &
Markser, 2013; Delenardo & Terrion, 2014; Doherty et al., 2016; Markser, .2011)
At hl et es 6 rlelernardo &rTerson, @014 Glick & Horsfall, 20Q9) sport
culture of masculine idea[®oherty et al., 2016; Moesch et al., 2018)da lack of
understandingboutMHI s and their consequences o0n
of life have frequently led coaches and athletes to perceive MHIs as a sign of weakness
or personal flaw(Armstrong, Burcin, Bjerke, & Early,@5; Delenardo & Terrion,
2014; Glick, Stillman, Reardon, & Ritvo, 2012; Griffiths, Christensen, Jorm, Evans,
& Groves, 2004; Gulliver et al., 2012a)

As aresult many athletes suffering from MHigy to hide them out of fear of
the consequemrs a disclosure may hayeg., being excluded from the team or from
a game, peer rggon, loss of status, exposure to the negative views of others; Beable,
Fulcher, Lee, & Hamilton, 2017; Delenardo & Terrion, 2014; Gulliver et al., 2012a;
Hill, MacNamara, Collins, & Rodgers, 2016; Moesch et al., 2018; Souter et al., 2018;
Uphill et al.,2016) In some caseswing tothe stigma associated withHIs, athletes
may even deny their symptoms or, going even further, deny MHIs as a medical
condition( e . g . , Aweak n ®avidson, 20060 Deler@mo & Temion, &
2014; Griffiths et al., 2004; Jorm & Wright, 2008)he stigma associated with MHIs,
along with the stigma of seeking hé€Rickwood, Deane, Wilson, & Ciarrochi, 2005;

Talebi, Matheson, & Anisman, 2016) seeing a health professiofalmstrong et al.,
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2015; Watson, 2005nterfere andact as barriers ta t h | help-seakingand care
(Connery & Davidson, 2006; Schinke et al., 2017; Schwenk, 2000; Talebi et al., 2016)
Furthermore, in the contexif high-performance environmentgherea culture of
Aboys doandiilitpergst(Maohell, 2016) the stigmaurrounding MHIs may
also partially explain the difficulty of studying and assessing the true prevalence of
MHIs (Gouttebarge et al., 2015a; Gucciardi et al., 2017; Roberts et al., 2016)
1.40Objective of the Thesis

The increasing visibility of MHIs in higipeformance sport has led sport
organisations tainderstandheir role concerning botathleteg well-being andheir
performancesAthletic development is influenced by the environment and shaped by
the people involved in that environmegtg., vicarious experience by exposure to
other currentor former elite athletes; Gould et al., 2008o0uld et al. (2002)
highlighted five spors peci fi ¢ sources of influence i
namely, competition, the nature of the sport (e.g., encouraging certain attitudes and
development), sporrganisatios, training, and sport adversity (e.g., learning from
past experiences). More specifically, sport environments in themselves have an
influence on athletes by inculcating attitudes and ideals through the elite models and
values they promot@ould et al., 2002)

Reflecting these concerns, many i niti
awareness about mental health and MHIs, and promoting yeositental health
environments have recently been launched in the U.K. The U.K. Government
(GOV.UK, 2018) and UK Sport have begun to develop and implemeiiviental
Health Action Plan aiming to improve the mental health support provided to high
levels athletes. Other initiativescludeUK Sporb and t he Engl i sh | nst

collaboration regarding the implementatafrihefiMental Health Strate@ypromoting
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and ensuring appropriagapport forathletesexperiencing MHIJUK Sport, 2018)
This involvedthecreation in 2018 of an expert panel comprising clinical psychologists
and sports psychiatrists providing advice and expertise regarding the management and
support ofUK Sportat hl et es® ment al h e a |, thendeliyery. g . , P
ofeducati onal programmes aiming at support
mental healtramong their athletesoaches and support stadfind the launch of a
Mental Health Awarened®/eek(UK Sport, 2019)to name a fewf the interventions
However, in ordeto act proactively andptimise mental health support, a shared and
better understanding of the complexity of MHIs in highel sport as well as the
subsequent challenges swnnding this topic is require@herefore, driven by the need
to improve thesupport offered to higperforming athletes in terms of their mental
health the main objectives of this thesis were:
1. To examine the nature and prevalence of MHIs in fpglformare athletes
as currently presented in the sport literatwrelst also offering comparisons
and contrasts to the general population
2. To provide a rich and wdepth picture of MHIs in higiperforming sport
environments from the perspective of elite athletes edperiencedlinically
diagnosed MHls.
3. To pursue our investigation of MHIs in higterforming sport environments
by examining tk perspective and concerns of coaches who worked with
athletes experiencing MHIs.
4. To explore thanfluence of the social milieby comparing the representations

of MHIs held byhigh-level performers, selected from different settings.
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5. Building on those dat to critically review, set up parameters and offer
recommendations regarding the rationale beliieddevelopment céffective

mental care in highevel sport environments.
1.50verall Philosophical Perspective

1.5.1. The Pragmatic Approach.

Due to the inconsistencies surrounding the study of MiHlggh-level sport
(see more details in Chapter 2), a pragmatic approach was adopted to meet the overall
aim of the present projethe pragmatic approach whi ch may wuse mul ti
to achiee practical aims, is focused on solving problems that may be defined by
multiple stakeholders in order to yield consequences that serve human interests in
compl ex i (LevittiMotulky, Wentz Morrow, & Ponterotto, 2017, p..7)
Pragmatism focuses on the problems people experienced and their practical solutions
emerging from applied practi¢&iacobbi, Poczwardowski, & Hager, 200%p do so,
pragmatist research uses pluralistic approaches (e.g., multiple and/or mixed method
designs) in order to gain aomprehensivainderstanding about the phenomenon
under investigatiorfGiacobbi et al., 2005; Jones, Brown, & Holloway, 20W8jle
equally valuing the objective and subjective knowledge generated via those different
methodgCulver, Gilbert, & Sparkes, 2012)

According toMorgan (2007) t he pragmatic approach
connection between methodology and epistegyland the connection between
met hodol ogy (pa68dndeed, ivhileRbstivism and Constructivism tend
to have opposed and contentious epistemological and ontological views, philosophical
assumptions behind pragmatic research advocate the existence of a continuum

between bjective and subjective viewpoints with its choice depending on the research
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guestion(Giacobbi et al., 2005)As described bpnwuegbuzie and Leech (2005, p.
377)
Pragmatists ascribe to the philosophy that the reseaestign should drive
the method(s) used, believing tiietp i st emol ogi c al purity
done. In any case, researchers who ascribe to epistemological purity disregard
the fact that research methodologies are merely tools designed to aid our
understanding of the world.
1.5.2. Different Lenses for Different Aims: Selecting and Defining the
Research Strategies and Methods.
The purpose of research is to search for knowledge by answering some specific
guestiongJones et 8l2013) In the present thesis, pluralistic lenses were used in order
to portray the phenomenon under study. Indeed, qualitative and quantitative inquiries
are not incompatibl@Jones et al., 2013Rather, galitative and quantitative research
shouldcomplement and inform each otl{@ones et al., 2013; Onwuegbuzi¢_&ech,
2005) Accordingly, tie choice of methods was guided by the research questions and
methods were, therefore, merely the procedures, tools, and techniques used to carry on
the researcli.e., practical side of research; Culver et al., 20kR)eed,qualitative
approacksfocus on individualBunderstandingf a socialphenomeaon and onthe
ways in whichltheymake sensef their experiendg), whereagjuantitative approaes
tend totest an hypothesendusemeasuremesto study a phenomenddones et al.,
2013) The combination of both qualitative and quantitative data enablecsne
researchert ozooin into microscopic detail or taoom outt o i ndef i ni t e
(Onwuegbuzie & Leech, 2005, p. 383)herefore, lhis pragmatic research focus
enabledusto look not only at the micro (e.g., individuals) but also at the macro levels

(e.g., social milieu) of the research questi@@swuegbuzie & Leech, 2005)
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By combiningqualitative and quantitative research techniques, the pragmatic
approaclallows a certain flexibility in the investigative methods chosen to address the
objectives underlying the present the€wuegbuzie & Leech, 200585iven that
different lenses have been adopted in the following chapters to respond to the
objectives of tis project the design and limitations of the studmsnductedare
explained indetail in their respective chapters.
1.6.Overview of the Work Programme

Giventhe range of MHI(s) existing im high-performing sport environments
and the stigma surrounding this topibe presenthesiswill focus onMHI(s), in
general to broadenour understanding s port speopl eds experien
understanding of MHIs without being limited to one specific conditidrerefore,
ensuing from the concerns raised earlier in this chatiteraim of Chapter 2 wde
address Objective 1 hyritically considemg (1) the current literature on the nature
and prevalence of MHIs in higlevel sport, (2Xhe genesis of MHIs from a person
versus an athlete perspectiy®) the challenges of applying general populabesed
science to higlevel peformers and (4) the importance of the context regarding the
diagnosis of MHIs.

Extending onconcernshighlighted in Chapters 1 and 2, Chapteadgiressed
the second objective of this thesisfrpviding a rich and irdepth picture of MHIs in
high-performing sport by examining the experience of British elite athleteswdre
confronted withMHIs during and/or immediately post their career. Investigating elite
athletesd own experience of MHIs from a
to broaden or understanding of thphenomenon as well as to compare and contrast

their experiences to the current literature in sport and in the general population.
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Following this the study outlined in Chapter éxtencd our earlier
investigatiorof MHIs in high-performing sport environments by looking more closely
at the perspective and concerns of coaches who worked with atgiesencing
MHIs (Objective 3) Given the importance of the coaathlete relationshipJowett &
Cockerill, 2003)and t he i mpact coache(Suliccaatalhave i
2012a; Mazzer & Rickwood, 2015a) i nvesti gating coachesoO e
a |l ogical and essenti al next step to bet
high-performance gort environments.

While the main purpose of Chapters 3 and 4 was to explore MHIs from the
perspective of both the athlete and coaChapter 5 zooed out andexamired the
influence of the social miliebly comparingy comparing the representations of MHIs
held by high-level performers selected from different setting3bjéective 4)
Participants in Chapter 5 weselected from different higherformancesnvironments
shaing commonalities with higiperforming athletes(e.g., military forces, art
performers)and from the general populatiofteference sampleMore specifically,
this Chapter compar ed peaifferantdevetsafrsevarityofa b i | i
MHIs, reactons and personal attitudes towards MHIs.

Building on the studies presented in Chapters 3, 4, and 5, Chapter 6 addressed
the thesisbd | ast (b)bkeyeavnddiffereatpefsiebtivesrootfer ve 5)
concerningnentalhealthinterventions(2) outliningimportantparameterghatmental
healthprogramme(s$houldconsidetto take on the challenges raised by Midlkigh-
level sport,and(3) adding to the mental health in sport debate with atewghtsfor
thefuture

Finally, Chapter 7 focusezh the unique contributionsf this thesido the sport

literature and applied practicelhe overall original findings, conclusions and
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limitations of the present project are

recommendations for future research.
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CHAPTER 2
MENTAL HEALTH ISSUES IN HIGH -LEVEL SPORT:

SOME CONSIDERATIONS

2.1.Introduction

While the breadth, complexities, and heterogeneities of MHIs in-leigkl
sport participatiorbegn to berecognsed(e.g.,Doherty et al., 2016; Rice et al., 2016;
Schaal et al., 2011}he uniqueness of thieigh-level sportenvironmenthas been
suggestedtonf | uence at hl etesd pr esovardsdHls on, e
(Bar & Markser, 2013; Doherty et al., 201@eflecting this, and the concerns
highlighted in Chapter 1, the aim of the present chapter was to examine the nature and
prevalence of MHIs as currently presented in the sport literature whilst also offering
comparisons and conttago the general population.
2.2.Nature and Prevalence of MHIs in HighLevel Sport

2.2.1. Mental Health Issues in Hgh-Performing Athletes: What Does the

Literature Say.

As outlined in Chapter 1, higberforming athletes are not protected against
MHIs (Bar & Markser, 2013; Rice et al., 201B8)ost psychopathologies may be found
in athletegRoberts et al., 201&Yith about5% to 35% of elite athletggoneto MHIs
over a 12month periodReardon et al., 2019 owever, despite the growing literature
available, findings about the prevalence of MHIs in Fpginforming athletes are rather
inconsistent(Doherty et al., 2016)While somedisorders(e.g., depression, eating
disorders, burnouthave been extensively studied, otldata onconditionssuch as
psychotic disorders, bipolar disorders, phobittention deficit/hyperactivity
disorder(ADHD), behavioural addictionsr behavioural disordeese rare or limited

in the context of high performanaport (Bar & Markser, 2013; Markser, 2011;
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Reardon & Factor, 2010; Reardon et al., 2019; Rice et al., 2Buhermore, even
for intensively sudied conditionsinconsistencies prevail regarding their true
prevalence in higievel sport. These includeommon mentahealth symptomée.g.,
distress, depression/anxiety symptoms, alcohol misuse, sleep disturbance;
Gouttebarge et al., 2015ap@tebarge et al., 2015b; Gouttebarge et al., 2018; van
Ramele, Aoki, Kerkhoffs, & Gouttebarge, 201@nhxety disorderdMarkser, 2011,
Schaal et al., 2011Qepressin (e.g., Armstrong et al., 2015; Doherty et al., 2016;
Hammond et al., 2013; Nixdorf, Frank, & Beckmann, 2016; Wolanin, Gross, & Hong,
2015) burnout (e.g., Cresswell & Eklund, 2007; Eklund & Defreese, 2015;
Gustafsson, Carlin, Podlog, Stenling, & Lindwall, 2018; Gustafsson et 4l1),20
addictiong(e.g., substance use disorders and other behavioural addictions; Reardon et
al., 2019)or eating disorderge.g., Byrne & McLean, 2002; Nowicka, Eli, Ng,
Apitzsch, & SundgeBorgen, 2013; Suditeal., 2004; Thompson & Sherman, 2014)
Eating disorderkave for examplebeen one of theost studied MHIs in high
level sport(e.g., Byrne & McLean, 2002; Nowicka et al., 2013; Sudi et al., 2004;
Thompson & Sherman, 2014)he prevalencef eating disorders and/or disordered
eating among athletes has been suggested ranging from 0% to 19% in males and from
6% to 45% in female@Readon et al., 2019)with casesof anorexia and/or bulimia
nervosaaffectingup to 15% of highperforming athletes competing at a national or
international level in leanness spoits.(sports with an emphasis on lean appearance
or low body weight such as gymnastics, ligigight rowing, long distance running,
diving and swimming) compared to 2% in Rl@anness sportée.g., basketball,

hockey, tennis, volleyball; Byrne & McLean, 2002; Markser, 2011 xomparison,

2 A tablesummarising studies used within the present thesis regarding the prevalence of common
MHIs studied within elite sport is presented in Appendix A2.
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Schaal et al. (2011fjpund that, ina sample of French higlkevel and developing
athletes performing at national and/or interventional levels, the prevalémeeding
disorders was on average 4.2% with 86% of those cases classtatiragsDisorders

Not Otherwise SpecifiedWork by Gulliver et al. (2015found that10% of their
Australian sample, comprisingithletes performing at an Olympic &aralympic,
professional, state national, and internationalevel, met the criteria for eating
disordersEating disordersiave also been reported in some studies as reaching up to
60% in female athletes competing in leanness sferts, long distance running,
gymnastics and figure skating; Bar & Markser, 2013; Glick et al., 2012; Reardon &
Factor, 2010Q)

Other MHIs commonly studied in higterforming environments are anxiety
disordergMarkser, 2011)Once again, data about the prevalence of anxiety disorders
arelimited and ratherinconsistentGulliver et al. (2015¥ound that 14.7% of their
sample, comprised of Australian elite athletes, experienced social anxiety symptoms,
whereas 7.1% reported suffering from GAD and 4.5% from panic disorder. In
comparison,Schaal et al. (2011fjound that GAD was the most widespread MHI
among their sample of French hitgvel and developing athletes with a prevalence of
6%; whereasReardon et al. (2019eported a prevahce ranging from 6% when
considering clinical diagnes of GAD to 14,6% in studies using| i t e self hl et e s
reported datawWhile data regardinghe prevalence oénxiety disorders such as social
anxiety disorder and panic disordsrlimited or lacking(Reardon et al., 2019he
high prevalence of GAD in higperforming athletes shouldccording t&chaal et al.
(2011) not be surprisingndeed,someatrisk factorsfor GAD include the amount of

pressures athletes endure to excel within their discipline all under the eye of the media
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and the public, and the potential extreme worries ensuing from a gap between the
desired andctualgoals and/or performan¢8chaal et al., 2011)

Depression is another MHI that has been extensively stulig literature
Although there is a growing body ofditature studies investigating depression in elite
athletes have also reported inconsistent dava.example, irSchaal et al. (2011)
depression was encountered by only 3.6% of the-lagél and developing athletes,
with the majorityof those cases (87%) categed as minor depression. In their study,
Schaal et al. (2011discriminated between major depression and minor episodes by
the number of symptoms reported (e.g., a minimum of two symptoms for minor
depressionand a minimum of fivesymptomsfor major depression). In contrast,
Beable et al. (2017)eported that 21% of their sample, recruited from the High
Performance Sport New Zealand (HPSNZ) programme, met the criteria for moderate
depressive symptoms with 8.6% meeting the criteria for a major depressive disorder.
In other studies, its prevalencanged from % in male t013% infemaleSwiss first
league football playergJunge & FeddermanBemont, 2016)reached 24% in college
studentathletes(Wolanin, Hong, Marks, Panchoo, & Gross, 20&a6)increasedo
68% prior to competitionin Canadian University swimmec®mpetition at a national
and international leveldiHammond et al., 2013However most studies bas their
conclusiononthe prevalence of depression in elite attdatporMDD criteria The
prevalenceatesof otherdisorders such geersistent depressive disorder or adjustment
disorder with depressed mood remain undetermiRedrdon et al., 2019)

DiscrepanciesegardingMHIs seem even greater when looking at studies
investigatingsymptoms ofcommonmental disordex For examplgeGulliver et al.
(2015)found that 46.4% of theustraliansample were likely to suffer from at least

one MHI. In their study, depression and anxiety were the most prevalent with
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approximately 25% atheir sample approatig the clinical threshold for depression.
However part of the samplé4.1%)was injured at the time of the study which may

have impacted the prevalence of depressive sympt@uodliver et al., 2015)

Similarly, Foskett and Longstaff (2018ported that 47.8% of their Udbased

sample, which included athletes performing at professional, international or national
level, presented signs of depression amXiety while 26.8% reported signs of
psychological distres$outtebargeand colleaguef2016c)reporteda prevalence of
symptomsf common mental disorderanging from 23% for adverse alcohol to 48%

for anxiety/depression in elit€aelic athletegnamely, active senior county level
Gaelic footballer or hurler of the Gael!]
Kerkhoffs, 2016c) Those estimates rangédm 24% for adverse alcohol use @92

for anxiety/depression in retired professional Rugby playeig., members of the
natonal Rrgby Uni on playersodé association fro
Gouttebarge, Kerkhoffs, & Lambert, 2016l) a similar studyGouttebarge et al.
(2018)observed prevalence of symptoms of common mental disorders ranging from

119% for distress to 28% for anxiety/depression among professional rugby players (e.qg.,
from Union, League, Sevens) with 13f4acing simultaneously twocategoriesof

common mental disorders Furthermore,Gouttebarge et al. (2015bkported a
prevalence for symptoms obmmon mental disorderanging from 5% (burnout) to

26% (anxiety/depression) among current professional football players, recruited from
the World Footballersé Union (FIFPro) at
Ireland, The Netherlands, New Zealand, Scotland and the. UB& authors also

showeda prevalence reaahg 16% (burnout) to 39% (anxiety/depression) in retired
professional footballerf&Gouttebarge et al., 2015@)hose findings, highlighting some

of the nuances associated with MHIs in hggrfaming athletes (e.g., transition
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periods), alsocontragti t h  Gout t e b ar g e€ompdringahke prévadende2 01 7 )
of common mental disordesymptoms in current and retirdautch elite athletes

where they found prevalence reaching 6% for adversehallcuse to 45% for
anxiety/depression among current Dudtite athletes, and from 18% for distress to

29% for anxiety/depression among Dutch former elite athigesittebarge et al.,

2017)

2.2.2. Comparing Applesand Oranges.

Although some of the research findings have led authors to conclude that the
prevalence of MHIs might be comparalgéeg., Beable et al., 2017; Gulliver et al.,
2015; Markser, 2011; Rice et al., 2016; Schaal et al., 2x1d)eater(e.g., Byrne &
McLean, 2002; Gouttebarge et al., 2015b; Gouttebarge et al., 20i6upgh
performing athletethan in the general populaticthe picture is far from clea®n one
hand the lack of consensusegarding the definitions of mental health and Mt$ie
Chapter 1and the variation in the presentation of MHIs in these studies do not enable
a solid understanding of MHIs across spoftgleed, the variation in types and
thresholds (e.g., mental health symptoms versus disorders) of MHIs presented in those
studies furtler complicates the picture. For instan€guttebarge et al. (2015b)
defined the umbrella term of common mental disorders as comprising disorders such
as distress, anxiety, depression, sleep disturbance or substanceoaddibgreas
Gulliver et al. (2015) studied a larger range of illnesses such as depression, gpeherali
anxiety disorder, social anxiety disorder panic disorder and eating disorder. On the
otherhand the thresholds, definitions and assessment tools ares&egs when it
comes to discrepancies in the prevalence rates of MHIs reported across studies in high
performing athletes. The discrepancies between studies in regard to their methods of

investigation, varied samples (e.g., from Olympic medallists toegellstudent
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athletes, see Chapter 1), range of disorders or symptoms studied, recruiting criteria,
and assessment to@3oherty et al., 2016; Gouttebarge et 2016c; Gulliver et al.,
2015)do not enablesto draw any firm conclusions regarding the prevalence of MHIs
within high-performing athletes.

Additional elementsmakingcomparisonscrossstudiesdifficult, includethe
crosssectionatlesignof most studieghe selfreporednature of the dat@outtebarge
et al., 2019)andvariable timepoints of assessm@ibeschet al., 2018)Despitethe
persistence of a MHI over timzeinga key aspect dheir severity studies on MHIs
inhighper for ming athletes have used prevale
12-month prevalence as poiand lifetime prevalencésee Appendix A2; Moesch et
al., 2018) Furthermoremoststudies on elite athletes tend to not include reference
groups from the general population and/or do not use the same assessment instruments
nor instruments specifically validated for higkrforming athletege.g., Bender,
Lawson, Werthner, & Samuels, 20I8puttebarge et al., 20LAs a resultdirect and
accurate comparisons with the general population are even more difficult, if not
impossible, to makéGouttebarge et al., 2019; Reardon et al., 2019)

Therefore before comparing the prevalence of MHIs in hjggrforming
athletes to other samples (e.g., general populaomsideration is necessarytbke
meaning and manifestati(s) mental health symptoms and disorders may have across
countries andultures(Gouttebarge et al., 2019; Reardon et al., 2Gh8)type of spdr
performed(Gouttebarge et al., 2019; Reardon et al., 2019; Rice et al., 2016; Schaal et
al., 2011) demographie(e.g., age, gender; Gouttebarge et al., 2049)well aghe
circumstances in which people are born, grow, live, wiog, cultural and socto
environmental factorsviental health Foundation, 2016; KessleB&met, 2013)For

example, he prevalence d¥IDD is reported ashreetimes higher for adults aged 18
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to 29 than for 60+year old people (APA, 2013). Yet, most of the literature pertaining
to the general population does not segregate the data but cotisedbreadth of the
population aged from 18 to 65 (APA, 2018% a result, omparisons witthigh-level
sport araifficult since most of higiperforming athletes are aged between 16 and 34
(Gulliver et al., 2015)

The influence of factors such as age, demographics, sssimonment, and
sportrelatedspecificitiesimpacts on the prevalence of NiHraised in the literature
and further questions the reliability and validity of comparing féytel athletes and
the general populatioindeed, ompared to the general population, developing and
high-performing athletes have to face additionaliquesportspecific stressors and
physical demands throughout their sporting caf@eicciardi et al.2017; Hughes &
Leavey, 2012; MacNamara & Collins, 2015; Rice et al., 2@i#) may increase their
vulnerability to certain MHIs and/or-aitsk behaviour¢gBar & Markser, 2013; Gulliver
et al., 2015; Hughes & Leavey, 201Zhose additional stressors may originate from
personal (e.g., aging, wotife balance, family issues, reduced social life, athletic
identity)as muclas fom competitive (e.g., competitive failure; training; risk of injury;
retirement or career termination, public scrutiny; expectations of the media, sponsors,
and coaches), @mrganisatioal contexs (e.g., selection processes, cultural and team
issues; Arnold & Fletcher, 2012; Gucciardi et al., 2017; Gustafsson et al., 2011;
Hughes & Leavey, 201XKuettel & Larsen, 2019Wippert & Wippert, 2010Q)It can
thereforepe arguedhat the higkperformance environment adds a layer of complexity
regarding theecogntion, diagnoss, andestimation othe prevalence of MHIs high-
performing athletes.

Gender and spetiased differences have been reported in regard to the nature

and prevalence of MHIs found in higierforming athlete@Nixdorf et al., 2016; Rice
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et al., 2016; Schaal et al., 2011; Wolanin et al., 2R&fjectingdatafrom the general
population(Schaal et al., 2011)gendesspecific trends seem to exist in texof
psychopathology with higperforming female athleteseported as being more
susceptible to MHIs than their male counterp@®srczynski, Coyle, & Gibson, 2017,
Schaal et al., 2011; Wolanin et,&016) Sportspecific variations are also apparent
with the prevalence of MHIs varying according to the type of gidarkser, 2011;
Schaal et al., 2011pDifferent sports are associated with differeisks of MHIs
(Reardon et al., 2019For instance, inSchaal et al. (2011)the prevalence of
depression was highest in athlepasticipatingin aesthetic or aiming and fine motor
skills sports; whereas the prevalence of depression was significantly lower in athletes
involved in team ball sports. In a similar fashion, athletes involved in individual sports
may be at greater risk of experiencibgpressive symptoms than athletes playing in
team sports (Nixdorf et al., 2016; Reardon et al., 2019; Wolanin et al., 2016). Such
difference may be partly explained by the attributional style adopted by athletes
towards success and failure with negatingeinal attribution being more common
after failure in individual sports than in team sports (Nixdorf et al., 2016). On the other
hand, differences in terms of social support may be another explanation (Wolanin et
al., 2016) Eating disorderaire anotherxeample of MHIs withfemale athleteBaum,

2006; Rice et al., 2016pesthetic sports, endurance sports and sports with weight
categoriedeing at greater riskBaum, 2006; Markser, 2011; Nowicka et al., 2013;
Sudi et al., 2004; Swann et al., 201%5) contrastGAD, although alsanore prevalent

in female athleteandin aesthetic sport@ppear to bless commorn extreme sports
(Schaal eal., 2011) Besides, gender and sport type are not independent constructs.

Wolanin et al. (2016highlighted the relationship between gender and sport type as a
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risk factor (e.g., depression in female track and field athletes or in male lacrosse
players).

In addition to the elements previously mentioned (e.g., risk of injury, career
dissatisfaction) f act or s s u c hsalaysandanediacavérdgeayads® s a g e
need tdbe considered when looking into the nature and/or prevalence of MHIs as their
impact on mental health ag vary from one person to another, from one sport to
another as well @om sport to the general populatitdrnold & Fletcher, 2012; Rice
et al., 2016; Schaal et al., 2011 sum, given the range of pressures and challenges
that are characteristic of higierformance environments,conclusions about the
prevalence ofMHIs in high-performing athleteamust be viewed with caution
especially as we mayvhen extrapolating research from the general population into
sport,inadvertentlycompamg apples and orangeAs such, research musinsider
the complexities of the athletesd exper
focusing on single factors that, in isolation, may or may not contribute to the
development of MHI(s).

As outlined thus far in the thesis, there is an overall lackuefity research
investigating mental health in higavel sporiRice et al., 2016; Sebbens et al., 2016)

This dearth of research can be attributed to both a lack of consensus regarding the
diagnosis of MHIs in higiperforming athletes and a lack of psychometric measures
specifically alapted to this population. In the absence of such a specific [Baug
Markser, 2013; Markser, 2011; Reardon & Factor, 2010; Rice et al., ,2015)
prevalence and nature of MHIs faced by Rhpgrformingathletescannot be precisely
estimatedDoherty et al., 2016; Roberts et al., 20TH)erefore, the assumption that

the prevalence of mental health disordergrisater(e.g., Byrne & McLean, 2002;

Gouttebarge et al., 2015b; Gouttebarge et al., 20b8comparable in high
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performing athletes to the general populatiGulliver et al., 2015Markser, 2011;
Schaal et al., 201 Hppears to be somewthmematureReflecting this, three particular
issuegelating to mental health imigh-level sport seem to have been overlooked and
need to be discussed in more details: namely, (1) differences in the genesis of MHIs
between higtperforming athletes and the general population; (2) the challenges of
applyinggeneral population science to Raverage people such as higérforming
athletes, and (3) the functionality or dysfunctionality of behaviours depending on the
context in which they occur.
2.3.Person versus Athlete: The Genesis of Mental Health Issues

Giventhe context of highevel sport, it seems sensible to discriminate between
issues based on their cause. In shsuh issuesmay occur either because the
individual is an athlete or for some other reasons (e.g., biological, social, psychosocial)
that woutl have led to MHIs irrespectively of their career ch@Martindale, Collins,
& Richards, 2014)In addition to thegenericrisk factors already found in the general
populationsuch as genetic (e.g., family histaryhysiologicaland environmental
factors(e.g., sacial isolation; APA, 2013; Reardon & Factor, 2010; Reardon et al.,
2019) injuries,competitive pressure, psychosocial stressors, performance, iasdes
ageing represeisbmeadditional risk factorén developing MHIdor high-performing
athletefHughes & Leavey, 2012; Reardon & Factor, 2010; Reardon et al., 2019; Rice
et al., 2016) Severe musculoskeletal injuries, recent adverse life events, career
dissatisfaction, low social suppqffoskett & Longstaff, 2018; Gouttebarge et al.,
2015b; Gouttebarge et al., 2018; Gouttebarge et al., 2017; Gouttebarge et al., 2016c;
Kilic et al., 2017) and periods of transition, especially retirement from dptatk et
al., 2013; Wippert & Wippert, 2010are other atisk factors among higherforming

athleteqHughes & Leavey, 201Xuettel & Larsen, 2019Reardon & Factor, 2010)
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Nevertheless, Reardon and Factor (2010) have rightly pointed ouhteat
situationgpertaining taigh-level sport and mental health could exist. Firstly, although
occurring in parallel to their atwih eti c
anat hl et eds s gReardon & Factdr, 2010, p. 963\ tlasnscenarioan
athl etebs journey may even, in some case:
of MHI(s) may have already existed and were managed effectively thanks to the
athletés involvement and commitment towards their sport. In this regard, sport
participation became a means to cope withgxisting stressors or conditi(®) (e.g.,
ADHD; Klinkowski, Korte, Pfeiffer, Lehmkuhl, & SalbaeAndrae, 2008; Newman,
Howells, & Fletcher2016; Reardon & Factor, 2010)hird, MHI(s) might be caused
or worsened by higlevel sport participatio(Reardon & Factor, 2010; Roberts et al.,
2016) As previously suggested, certain types of spoaly increase the risk of
developing a MHI(e.g., eating disorders in leanness sports and spdtisweight
categories; Baum, 2006; Markser, 2011; Sudi et al.,, 2004; Swann et al., 2015)
Furthermore, athletes might also have previously suffered from MHIs without noticing
it until the stressors related their sport participationprecipitated or amplified the
symptomgKlinkowski et al., 2008; Reardon & Factor, 2010; Roberts et al., 2016)
short, the relationship between hitgvel sport and MHIs is complexOn one hand,
high-level sport participation might contribute to the development dtsvivhile, on
the other hand, it may act as a means forpigtiorming athletes to deal with pre
existing conditions(Baum, 2006; Reardon & Fawt 2010) However, no ausal
relationship among cases of MHIs in higarforming athletes has been formally
established ygiKlinkowski et al., 2008; Martindale et al., 201a)dboth the genesis
and underlying reasons for maintenance need to be considered when examining a

atheted ssue.
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Adding to this complexity, the genesis of psychopathology seems to be
multifactorial (Patel et al.,, 2007and, despite the presence of multiple stressors
associated o onesd personal, S 0 c-relatéd, issuesp the r o n m
genesis of psychopathology does not appe
participation(Schaal et al., 2011)'he reasons underpinning the development of a
MHI are largely idiosyncratic. Therefore, the underlying reasons, or th@leam
choreography of reasons, will vary from one person to another and therefore, from one
athlete to anothgKlinkowski etal.,2008)Consi deri ng Reardon and
suggestion that three possible relationships may exist between MHIs and sport
participation, it is important to reflect on the whole picture to determave many
athletes (1) experience MHIs because bktr sport, (2) would have suffered from it
regardless of their athletic participation, and/or (3) are protected from such issues as
long as they stay competing. Brain biology and chemistry, genetics, drugs, other health
problems, or life events are sonfdlee many risk factors for MHIG\National Institute
of Mentd Health, 2015)Thereforean at hl et eds personal and
as well as their social context should be considémeddditionto the additional
aforementioned stressors and factors that may originate frospéiecontext(e.g.,
e.g.,from personal, competitive and organisational contex¢$dre jumping tahe
conclusion thahigh-level sport participations the reason behirttie development of

a mental disordgisee Fyure 2.1 p. 39.
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Broader
context

Psychological

Mental HeatHssues

Figure 2.1A comprehensive and integrative approach to the development of MHIs in
high-performing athletes.

Indeed, a aforesaigd the genesis of psychopathology & complex
multidimensional process with multiple factors in actsuch asbiological (e.g.,
genetic ad physiological features), psychological (e.g., emotions, cognitions,
behaviours) and social factofge., familial, spiritual, sport, and environmental
factors; cf. the Biopsychosocial approdc@ollins et al., 2012; Havelka, Lucanin, &

Lucanin, 2009) It is, therefore, of upmost importance to encourage and adopt a
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comprehensive and integrative approése Figure 2,1p.34 whenformulating a
opinion or establishing any causal relationship regarding the development of a
at h | MHi(8. &hdeed, according to the biopsychosocial model, the individtiad
cente of interestnot the diseasgHavelka et al., 2009)As such, all potential and/or
relevant determinants of heakhouldbeconsidered antchtegated in the assessment,
prevention and treatment of a MHI, especially as each of those factors can influence
their development, course afr@atmenbutcomegHavelka et al., 2009)
2.4What Does Normal Mean with NorAverage Populations
As outlined in Chapter 1, mental health is too often portrayed and considered
as the absence of psychopathol@ggyes, 2005)However, it important to interrogate
that statement and tease out whHatormab o r Apat hol ogi.cal o r
Differentiating normal responses to stressful events from MHIs by judging the
proportionality of a reaction might be particlja difficult (Pierre, 2012)
Discriminating between normal and pathological become=n more challenging
considering the existence of cultural variations or the lack of discrete boundaries
between MHIs and mental &léh (Pierre, 2012) For example, when athlstenjure
themselvesan emotional reaction will follow and includes processing the medical
information about their injury as well as coping with the inj(fPutukian, 2016)On
the other hand, a reaction will become problematic when the symptoms persist, worsen
over time, or become excessive in terms of their sev@®ityukian, 2016)The key
consideration is when does prablatic becomeroblematicper se In a highlevel
sport, the focus on pathology iIs too narrtr
and the context in which they operéBtoodworth, McNamee, & Tan, 2017)
Discriminating between normal (healthy) and pathological (abnormal) is not

always cleamwhen it comes to higlevel sports(Markser, 2011) perhaps because
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symptoms encountered by higlerforming athletes ay differ from the usual
diagnosticcriteria, making MHIs even more difficutd detec{Armstrong et al., 2015;
Doherty et al.,, 2016) Psychiatrists and psychologists routinely diagnose
psychopathologidaconditions based on diagnostic criteria and screening tools
originally developed from, and for, the general populatioet, the assessment and
diagnosis of MHIsnay need tanove beyond the obvious symptoargdreintroduce
the context and meanin@ulder, 2008) Hasty generalisations being, in some cases,
more harmful than helpfMulder, 2008)it appearsmportant taconsider thespecific
nature of athletic performance and its environmental context before dewidatger
the usegeneralpopulationbased diagnostic criteria and screening tools with-high
level performerss appropriate or nofrhis is especially true given thatostclinical
guidelines and measures have been developed and adapted in regard to the prevalence
and symptoms found in the general populat{&#A, 2013) but not with high
performing athlete¢Bender etal., 2018) Reflecting this, higiperformingathlet® s
mental health and MHIqe.g., symptoms identification and management; cf.
Henriksen et al., 2019; Moesch et al., 2018; Reardon et al.) 20d ®hedevelopment
of athletespecific screenintpols(e.g., Bender et al., 2018; Donohue et al., 2019; Rice
et al., 2019have recentlyexperienced growth of interest

As discussed earlier in the thesis, Rpgrforming athletesnay be seen as
specificgroup distinct from the general populatiamthe sense thdlhey face unique
challenges and stressors throughout teportingcareer(Arnold & Fletcher, 2012;
Gucciardi et al., 2017; Hughes & Leavey, 2012; MacNamara & Collins, 2015; Rice et
al., 2016) Standardsed, but decontextuakd, criteria ad tools typically used to
diagnose and screen individuaigy, therefore,fail to consider the specific sport

and/or sociecultural contexts in which athletes perfoffidenriksen et al., 2019)
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Without a consideration of the sport contaxthich athletes are progressiagd/or
the development of subsequent criteria specific to elite perforthere might be a
risk to jump erroneously to the conclusion that a behaviour is pathological when the
behaviour or attitude in questionight be useful anfr functional in that particular
context. Furthermore, because of the increased concern regarding MHIs and their
consequences if not appropriately handMtHO, 20183), there may be a tendency to
Acry wol f o t oo dighdevel andy especiallyt, highrofifa atkletes. o
According to recent estimateas many asfour out of ten people receiving
health care may face errors related to diagnosis, prescriptigor ametlication(Singh,
Schiff, Graber, Onakpoya, & Thompson, 20lWWHO, 2019a) Among thosdatter,
erroneous or delayed diagmeesvere categorsed as a higipriority problem by the
World Health OrganizationfWHO, 2019a) Although hgh-quality evidenceare
lacking and the prevahtee of erroneous diagnoses in primary caredificult to
determingSingh et al., 2017)mistakescanhappen In terms of MHIs,when they do
occur, erroneous diagnoses are often due to a lack of understanding regarding the
nuances of an individual és <culture | eac
variations of their behavioufAPA, 2013) Individuals from different cultures can
interpret or express symptoms of MHIs in a different way than the diagnostic criteria
used in the DSMW/ or ICD-11 (APA, 2013;Gouttebarge et al., 2019; Whiteford et al.,
2013) As an example, the DSM/ ICD-11 criteriaor, asit may have beepreviously
the casethe use ofinthropometric measures like the Body Mass Indeght not be
the best indicators when it comes to detecting eatisgrder patterns in high
performingathletesCompared to the general populatioth|etes are routinely subject
to intense physical training, diet restrictions, lower bodyweights, and/or lower fat

percentages independent of any eating disorder or symsiBAr & Markser, 2013;
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Reardon & Factor, 2010)Furthermore, whilst a lean body is an advantage for
performers in many spor{e.g., gymnastics, ski jumping, and ledigtance running;
Baum, 2006; Sudi et al., 2004; Thompson & Sherman, 2@ieteased body mass is
beneficial in other§.e., opepwater long distance swimming, sumo wrestling, linemen
in American football; Berglund, SundgBobrgen, & Berglund, 2011)So, although
weight gain might raise concerns within the general population, adipositas athletica is
considered as functional and indispensablepaorts where an increased body fat
protects against hypothermia or improves performaufedy., increased strength,
endurance; Berglund et al., 20185uch elements magomplicateand sometimes
confuse the formulation of a probleminen applying common diagnostic criteria (e.qg.,
DSM-5) to high-performing athleteéReardon et al., 2019)

Due tothe focus on weight and body image in saperts, eating disorders
have been one of the most studied MHIs in Hegrel performerge.g., Byrne &
McLean, D02; Nowicka et al., 2013; Plateau, Arcelus, Leung, & Meyer, 2017; Scott,
Haycraft, & Plateau, 2019; Sudi et al., 2004; Thompson & Sherman,.dDdgpite
this attention, discriminating between eating disorders, disordered eating, and-context
normal nutrition in such environments remains challenging. Without an understanding
of sport performancesating behaviours might be too quickly seen as symgitiorof
an eating disorder instead of as an informed attempt to improve performance
(Thompson & Sherman, 2014ating disorders or disordered eating are complex and
should not be simply viewed as resulting mainly and exclusively from sport
participation. Athletes with eating disordenight have developed them even without
performing at a high level or without doing any sgdittompson & Sherman, 2014)
Moreover, in some cases sport participation might actually serve to prevent the

development of such disorders and become a protective factor by increasing'athlete

38



satisfaction with their body imag6&iel et al., 2016)feeling of competence, autonomy
(Kuettel & Larsen, 2019pnd seHesteem(Klinkowski et al., 2008) Presence or
severity may bevrongly estimated; partly because the sport culture in which-high
performing athlete®peratemay influence the way they live, express, and react to
MHIs (Doherty et al., 2016)Vhilst some athletes might suffeom eating disorders,
others might present anorediai k e behaviours or physiqg
psychol ogi cal | y(Beguedaekal., 2all; klinkbvesla ét al.h 3008)
In this scenario, although an athlete may presenterning behaviours (e.g., dieting
practices), those behavioursaymot impede theiwell-being ordaily functioning and
be restricted to the sport environmé¢Reardon & Factor, 2010As a result of this
complity, both diagnosis and treatment plannimgay become even more
challenging(Markser, 2011)

Eating disordersnay only be one of many conditions wheo®emmoncriteria
may be erroneously applied to naverage people, such laigh-performingathletes.
Differences between higberforming athletes and the general populati@yalso be
highlighted by drawing a parallel with medical conditions. For instance,ta lef
ventricular hypertrophy is a cardiovascular malformation. Yet, in swimmers, rowers
or cyclists, this heart remodelling becomes a functional physiological adaptation due
to intense exercise trainir{yluir, MacGregor, McCann, & Hillis, 1999; Perseghin et
al., 2007) Above a certain threshold, albeit different to the general population warning
level, this condition is also considered as pathological for ath{ktes et al., 1999)
However, this analogy exemplifies a perhaps neglected point, namely that high
performing athletesmay bespecial in many wayge.g., commitment to intense

physical training and competition; Schwenk, 200@)ere has been some recognition
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of these differences; in physiology, for
has been highlighte@.g., Muir et al., 1999; Scharhag et al., 2002)

The same distinction regardioudgbhe an at
advocatedindeed, if we consider higperforming athletes as a special case, then,
could be suggested th#éhe diagnostic criteria and/or thresholds used with this
populationmay needo include the performance dimensiandsportculture While
negative outcomes and psychological distress resulting from dysfunctional behaviours
should not be minimised or overlooked, some behaviours may be too quickly and/or
too easily pathologed, especially when the mufaiceted nature and heterogeneity of
sudh disordersare neglectedBillieux, Schimmenti, Khazaal, Maurage, & Heeye
2015) Taking depression as an examieaynotbe surprigig thatindividuals, who
have dedicated their persona to achievement in a certain field, feel depressed when
they fail Much more relevarib an accurate diagnosis and appropriate tredtimén
consider the duration (e.qguteor chronic state), genesis (e.g., from sport, life or
both),severity(e.g., clinical or nostlinical), and impact of the conditiomhis is even
more importangiven thatfunctional impairment (and/or significadistress) and the
stability of a dysfunctional behaviour over time are mandatooynponentsvhen
considering aondition as pathologicdBillieux et al., 2015)
2.5.Functional versus Dysfunctional Behaviouii It Depends on the Context

As aforementionedhe use of research conductecdtio® general populatioss
a means of informing practice withigh-performing athletesmight be somewhat
guestionablePractitioners and, researchenetimeseflect ontopics such as MHIs
as a blaclandwhite issue (e.g., normal versus pathological) while forgedttivag
shacdks of grey exist in between. Such blurred lines depend on both the individual and

the context in which they operate. As suggested/blyams (2012) the lines between
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pathology and the actions of a committed athletes are unclear. A simple dichotomy
between people dating or not from normative patterns does not exist. Research
sometimeseemdo neglect the unique characteristafhigh-l evel at hl et es o
fails to understand the decisions they take in a constant effort to stay on top.
Behaviours, functional tien it comes to higlevel performers (e.g., an apparent lack
of worki life balance, excessive training, seéintred ruthlessness) can, sometimes, be
considered as abnor mal and Al ook | ikebo
compared to the general poputet{Bloodworth et al., 2017; Klinkowski et al., 2008;
Reardon & Factor, 2010As another examplethe boundariesbetween OCD, pre
performance routine and superstitious bsligf high-performance contextsan
sometimesseemblurred (Swann et al., 2015)Performance routineare used by
athletes to facilitate their mental preparati@ore a competitiorandconsist of wel
established routised behawurs applied consistently to help them prepare for and
focus on the upcoming performan@®rlick & Partington, 1988)While habitual
behaviours and/or repetitive routines are common in -pgforming athletes
(Reardon et al., 201@ndare relevant to the task in hartkdey may sometimes show
similarities with rituals and OCD Nevertheless, nlike superstitious beliefs,
performance routinesr@ not a consequence @n erroneous causandeffect
assumptio(D6mo6tor, RuizBarquin, & Szabo, 2016)or, unlike OCDs,nvolve the
presence of psychological distress or impairnamA, 2013)

Being a higHlevel athletessinot just a j ob, i tedbs a | i
(Pickering, 2016)Reflecting this, whatauld be considered as norrhar healthy in
some (social) contexts may be seen as abnormal or unhealthy in (@tihebgrge,
2008) As such, it could be suggested to replace the terms normal and pathological (as

used to describe tlgeenerapopulation) with the terms functional versus dysfunctional
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in high-performance context€ven thoughsome behaviours might be perceived
negatively in everyday life (e.g., selfishnegcNamara & Collins, 2015), some of
those secalled unhealthy behaviours and/or attitudes might be, to some extent,
functional and effective in a higberformance context. A behauiowill, therefore, be
seen as functional when beneficial t o
development, and dysfunctional when their performance and/orbeiely are
threatened in thehsrt- andbr long-term. It should also be acknowledged thagthi
performing athletes must function as bagrerformer and personAs such, the scope
of any behaviour, as well as its potential for dysfunctional impact, must be considered
within both contexts.

Reflecting this complexity, caution is required whemgsghis new perspective.
Some functional behavioursan given the context, become dysfunctional
(MacNamara & Collins, 2015)Perfectionism and passion, for example, are often
considered as positive psychological characteristics in performers but may also
adversely affect an at hl et-bedgwhpnaeployed ma n c e
in excess or inappropriate{ye., overcommitment, obsessive passion, burnout; Hill,
MacNamara, & Collins, 2015; MacNamara & Collins, 2016%he same wayntense
training and continuing efforts consideredas functional and praised within sport
environment§ can bear a heavy pr i ce-temmphysicalh] et e ¢
health(e.qg., fatigue, immunity, chronic arthritis; Nixdorf et al., 2016; Theberge, 2008)
In much the same way, a lack of certain behaviours nhigbdme a problem. Again,
it is important to emphas the need to carefully consider the context in which those
behaviours occur. A positive psychological characteristic may become detrimental
when extended to the wrong context (e.g., performance envarrwversus everyday

life context) or over time (e.g., short versus long tefffoythermore, @ding to this
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complexity, while normative behaviogr(what is usually expected in a certain societal
group) may encouragactions perceivedas dysfunctional in othar contexts(e.qg.,
aggression in martial artigtsbehaviours or attitudes silently accepted mighkt
problematiq Thompson & Sherman, 2014inally, sport expectationsayalso need
to be considered as thayay inhibit more general developméatg., underdeveloped
life skills, identity foreclosure; Murphy, Petitpas, & Brewer, 1996)
2.6.Implications for Research and Applied Practice

This chapter has highlighted several important issues for consideratien
mearing of the terminormab when dealing with a neaverage population such as
high-performing athletesnay, for exampleneedto be challengedrhis latterfurther
guestionghe adequatenessgéneral psychiatric knowledgech as the use of general
populaton-based diagnostic criteria and screening taatls high-performing athletes
given that the performance dimension and its challenges are not con¢Marksker,
2011) For examplewhilst never included irthe DSM5 or the ICD11, diagnoses
such asadipositas athletica, overtraining syndrome (OTS), and burnout syndrome
have, at some point, been used specifically for athl@tesse conditions have been
created or adaptedith the inention of taking specific sportlated criteria into
account whileformulating aclinical opinion (Bar & Markser,2013; Eklund &
Defreese, 2015; Meeusen et al., 2008)e recent development of screening tools
specific to the early identification of MHIs in a#iés (cf. Bender et al.,, 2018;
Martinsen, Holme, PensgaiaiTorstveit, & SundgeBorgen, 2014b; Rice et al., 2019)
seems to further support the needdportbased clinical criteria and screening tools.
For instance despite their similarities, the main difference between MDD and OTS
rests upon the nature of the role dysfunc(athletic training and performance in OTS

versus social, cognitive and work in MDD; Reardon et al., 2019; Schwenk,.2000)
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Meeusen et al. (2006 uggest ed t 4 the field af sports enedickme ira n
general would benefit greatly if a specific, sensitive simple diagnostic test existed for
t he di agn o sd). JhisedggeidnIsalso(trpe. for many of the other MHIs
that athletes may encounter, especially winesé¢ conditions have a genesis in sport
involvement.For instanceburnout syndromevas originally viewed by Maslach and
Jackson (1984) asxperiencedby human service providerand comprisng three
dimensions namely,emotional exhaustion, depersonalization, and reduced personal
accomplishmentEklund & Defreese, 2015; Raedeke & SmR01) This syndrome
hasbeen extensively studied in spgBklund & Defreese, 2015; Gustafsson et al.,
2011; Raedeke & Smith, 200kt in order to properly investigate this phenomenon,
researchers have had to adapt Maskuh Jacksoh sriginal definition to thesport
specific contextPrimary symptoms regarding athlete burnout are slightly and subtly
different from the ones commonly mentioned in the general populgikinnd &
Defreese, 2015; Raedeke & Smith, 200hereby, athlete burnout is consideredias
cognitiveaffective syndromecharactesed by symptoms of emotional and physical
exhaustion, reduced sense of accomplishment, and sport devalu@ldand &
Defreese, 201%. 64. In doing do,an athleteburnouttakes the sport dimension into
accounfinkinga n  a t dmotenakaddgphysical exhaustion to the intense demands
of training and competingeducel sense of accomplishmetd unmet expectations
and inability to reach personal goals, and spevatuatiortoanathleté s | ac k of
andinsensitivity regardingheir sport and owperformanc€Raedeke & Smith, 2001)
Such diagnostic adaptationsxemplify the nuances the sport context and its
specificties may bring while defining the criteria leadingtte formulation of a

problemwithin high-level performersin a similar fashion, it might also be sensible
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and interesting to compare this peculiar population to other performance domains such
as musicdance or business.
2.7.Conclusionand Next Steps

MHIs in highlevel sport is an important topic but, perhaps, with greater
complexity than currently acknowledged. Normal ruteght notapply to nornormal
people, and higiperforming athletes are, by defiom, not normal in the sense of
average. Some of the issues and challenges resulting from applying general
populationbased science to naverage people have been highlighted within the
present chapter. This critical examination of MHIs in HigNvel spot compared to the
general population led to thiglea to move the debate from a norAwarsus
pathological point of view to a functionakrsusdysfunctional and persecentred
perspective that considers the context in which athletes are progressing.

In sum, and although the prevalence of mental health disorders iflevighsport
remains uncleafRobertsetal., 2016;Uphill etal., 2016) this prevalencshould not
be maximised, nor minimised. Even though athletes with MHIs may require a
diagnosis and treatment to function in their chosen sport but also in their everyday life
(Glick et al., 2012)in order taformulate a problerall the parameters should be taken
into account. ldalth professionalshould not only consider the functional or
dysfunctional nature of a behaviour but also the context in whibkhaviour is
displayed, its longevity, intensity and consequences (e.g., impairment or distress).
Furthermore,while primary-care physiciansmay not besufficiently trained to
diagnose andreat MHIs (Dworkin, 2001) sport psychologists without expertise in
mental health or clinical psychologists and psychiatrists withqéréise in sport may
not be the best option in managing MHIs in hjgdgrforming athletes. There seems,

therefore, to be a need for (the development and validation of more sensitive and
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contextspecific clinical criteria and screening tools adaptetiiounique population
(Gouttebarge et al., 2015a; Raedeke & Smith, 2@ad)for (2) qualified and trained
practitioners with both clinical and sport expertise to deal with the diagnostic and
therapeutic challenges relative to mental health in-pmifiormance environments

While all those aforementi@a avenues for research and applied practice are of
importance and need further investigatiahfferences between higherforming
athletes and the general population need first to be addressed in order to improve the
detection, treatment and prevention MHIs in highlevel sport(Bar & Markser,
2013) Reflecting this, Chapter 3 sought to provide a riuthia-depth picture of MHIs
of MHIs in high-performing sport environments from the perspective of elite athletes

who experienced clinically diagnosed MH@bjective 2)
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CHAPTER 3
MENTAL HEALTH ISSUES IN SPORT: FROM AN ELITE

ATHL ET EBERSPECTIVE

3.1Introduction

As outlined in Chapter 1,umeroushigh-profile athleteshaverecentlychosen
to talk openly about their MHIgArvinen-Barrow, 2016) However the stigma
attached tdVHIs (see Chapter as curtailed an understanding about taeire and
development of MHIs in higiperforming athletes. This gap iknowledge is
problematic as, in order to support athletes with MHIs both during and after their
sportingcareer, it is essential tmderstandhe nature and developmentiog&ir MHI(s)
as well as the way they experiencéitch informations particularly valuable in order
to proactively work with athletes to prevent or limit the impact of MHIs. Reflecting
both the gap in the literature an@ tfissociated impact on practice, this chapter focused
on providing a rich and Hdepth picture of MHIsin high-performing sport
environments from the perspective of elite athletes who experienced clinically
diagnosed MHIs. To do sdpur areas whichneead further examination were
investigatedand examinedh comparison to the wetlocumented picture of MHIs in
the general populatiorMore specifically, the four areas wef&) the nature and
manifestation oklitea t h | e t (8 ¢e@., dAghbsis and sytgmatology), (2) its
genesi s (e.g., athletesd6 perceived triag:
environments (i.e., prevalence and associated stigma), and (4) the coping strategies
athletes use to manage such issues.

3.1.1. Experience of MHI(s).

Chapter Tighlighted some of the obstacles (e.g., stigma) associated with high

performing athl et es 6beingedonirantech witiViélls te.g., ac k no
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Aweak not sicko; Jor m ¢&Delgdardog&hlerrion, 2004 8 ) t
Gulliver et al., 2012a; Hill et al., 201@nd to, subsequently, seek professional help
(Armstrong et al., 2015; Watson, 2003) Chapter 2, | made a case that high
performing athletes are confronted with unigpg/sical and psychological stressors
inherent to their sporting career that may increase their vulnerability to (@dlsver
etal., 2012a; Rice et al., 2016; Wolanin et al., 20H6yvever, esearch seems to have,
so far, failed to consider that the symptoms and clinical presentation of MHIs
encountered by higlevel athletes might differ compared to the general population
(Bar & Markser, 2013; Doherty et al., 201®eflecting this, the stigma associated
with MHIs, and a sporting culture that rewards toughness at any{dpkill et al.,
2016) it is perhaps unsurprising that our understanding of-pighr f or mi ng at h
experience of MHIs remains unclear.

3.1.2. Coping with MHIs .
Furthermore, while significant literature has focused on the psychological factors
required by higkperforming athletes to convert their potential into wallass
performance(Collins et al., 2016; Gould et al., 2002; Gould, Guinan, e,
Medbery, & Peterson, 1999; MacNamara, Button, & Collins, 2010; MacNamara &
Collins, 2015; Orlick & Partington, 1988less attention has been paid to the coping
strategies employed by higierforming athletes to deal with MHIs. This lack of
emphasis is somewhat surprising given the considerable attentida kHhigh
performing athletes have attracted in recent ygaosittebarge et al., 2015a; Reardon
& Factor, 2010; Rice et al., 2016; Schaal et al., 2011)

Coping, defined byLazarus and Folkman (1984s fAconstantly c
cognitive and behaviour al efforts to man:

that are appraised as taxi ng(pd4l)isakeyeedi n
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concept regar didagatioa and healfLazarusd 1083) Ird a;thera
words, coping is mostly a sakgulatory mechanism consisting of cognitions and
behaviours aimed at helping individuals deal with a variety of streg¢slaciolls,

Taylor, Carroll, & Perry, 2016) Fol | owi ng L az a®& 4pdefiniaon,d Fol k
various forms of classifications and labels regarding coping have been developed in
the literaturgNicholls & Polman, 2007; Richards, 201¥hilst the debate on how to

best categose coping remains unanswer@dorris, Didymus, & Kaiseler2017) the
categories most widely used in sport psychology research are priddesed
emotionfocused appraisafocused, and avoidance coping. These categories classify
coping strategies based on the intention and function of the coping éffartsus &
Folkman, 1984)Problemfocused coping, for example, purposely addresses and alters
the stressful situation (e.g., seeking information, planning, setting goals) while
emotionfocused Bategies address the internal and emotional responses caused by the
situation and/or stressor(e.g., seeking emotional support, relaxation, meditation;
Lazarus, 1993; Nicholls & Polman, 2007; Richards, 20Afpraisal coping includes
cognitive strategies, such as restructuring, which aim-evatuate the situation and
modify the initid thinking processes and thoughts responsible for perceiving a
situation as a challenge or a thréhlicholls & Polman, 2007; Richards, 2011)
Avoidance coping refers to cognitive (e.g., cognitive distancing, blocking) and
behavioural (e.g., removing self from the situation) strategagsallow individuals to

avoid, escape, or deny a situatidicholls & Polman, 2007; Richards, 2011)
Although the sport literature tends to consider problecnsed strategies as the most
effective approach to deal with stressfirazarus, 1993; Nicholls & Polman, 2007)

the effectiveness of coping strategies are dependent on both the context and the

individual, as well aslependenbn the outcomes being soudbazarus, 1993)
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Among the limited number ofresearchpapersinvestigating thecoping
strategies used by higierforming athleteencountering MHIsDoher ty et a
(2016) studyshowedthat elite athletes (3 competitive, 1 wodkhss and 4 suessful
elite performersusedboth adaptive anchon-adaptive coping processesdeal with
their depressionAdaptive strategies involved, for example, their commitment to
recoverytheiracceptance and expression of real self in therapythesdipport from
others(Doherty et al.,, 2016)On the other handjon-adaptiveprocessesncluded
isolating themselves from social support, alcad@isumptionovertraining to name
a few (Doherty et al.2016) Perhaps related to the use of these coping strategies,
Beable et al. (2017highlighted the relatively low use of antidepressant medication in
athletes compared to the general populaMgithin the general population, where the
use of coping strategies has been studied more extensivehsdedimg behaviours
such as talking to others and social suppdiexander, Haugland, Ashenden, Knight,

& Brown, 2009; Biringer, Davidson, Sundfar, Lier, & Borg, 2016; Cornford, Hill, &
Reilly, 2007;Fogarty et al., 2015physical activityBiringer et al., 2016; Daley, 2008;
Fogarty et al., 2015)positive thinking(Alexander et al., 2009; Biringer et al., 2016)
meditation(Fogarty et al 2015) engaging in pleasant or neutral activi{iaexander

et al., 2009; Fogarty et al., 2015; Liu & Thompson, 20And more conventional
approaches such as medicehtmentgCornford et al., 200@r psychotherapigg.g.,
Cognitive and Behavioural therap$BT); Alexander et al., 2009)ave been reported

as strategies used to cope with MHIs such as depression. Although various coping
strategiesdf f er enti ally i mpact oneb6és | evel of
the process(es) by which those strategi e
always well understooe.g., physical activity; Daley, 2008Loping strategies are

believed to help people suffering from MHIs by alleviating the inner turmoil, helping
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them tomanageheir problems (e.g., active and resourceful everyday life), and gain
some inner peacéBiringer et al., 2016)Alexander et al. (2009)for example,
suggested that strategies such as positive thinking, talking to someone, or even
spirituality could counteract hopelessness, isolation and despair in people with suicidal
thoughts In a similar fashionpleasant activities (e.g., psigal exercise, listening to
music, working, experiencing naturaje thought tdhelp an individual focus on
something else or serve as a source of distraction from their worriamplaghsant
thoughtgAlexander et al., 2009; Bimger et al., 2016; Daley, 200&s such, it seems
important to consider the role of coping strategies in dealing with MHIs, especially
given that people can adapt their use according to their fegdsmood, symptoms

or problem severity; Fogarty et al., 201B)deed, despite the lack of consensus about
the prevalence and manifestation of MHIs in elite s(@od., masked, atypical or sport
specific expression; Doherty et al., 2016; Reardon & Factor, 2@@puraging
athletes to develop and deploy a range of coping strategpeEsarsndispensable for

both their well-being and performance outcomes. While this is important for- high
performing athletes in general, it may be even more pertinent for atwigtegHIs.

3.1.3. Objectives.

Extending theissues outlined in Chapters 1 andulderstandinghow the
experience of elite athletesay differ from the general population is an important
avenue for exploratiomccordingly, the aim of this chapter was to provide a rich and
in-depth pictureof MHIs in high-performing sport environments from the perspective
of elite athletes who experienced clinically diagnosed (dHIn this regard, the
present study further examined four areas in comparison to thedegeimented

picture d MHIs in the general population: namely, (1) the nature and manifestation of

athletesd MHIs (e.g., di agnosi s and symp
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perceived triggers), (3) athletesd views
and associated stigma), and (4) the coping strategies athletes use to manage such
issuesln doing sowe examinep ar t i ci p an t-e@eptivrsandpdbiec t | me 0
reflections about their subjective and unique experience of MHI(g)ng or
immediately pst their athletic career.

3.2. Method

3.2.1.Interpretative Phenomenological Analysis (IPA).

Reality is often viewed as subjective, multiple, and personally constructed
(Smith & Caddick, 2012) Gi ven t hi s, dheihoweMH{ssadditp er c e p
impact on their sporting performance were souffierpretative Phenomenological
Analysis (IPA) can provide rich, descriptive accounts of how people perceive and
make sense of their own lived experie(@mith, 2@ 1). Although phenomenological
and pragmatic approaches (see Chapter 1) are from different paradigmatic traditions,
those two approaches are not mutually exclusive nor exhaglsévat et al., 2017)

The interpretativephenomenological approach underpinned this study as the main
focus was onndi vi dual s6 subjective perception
experience and the meaning they give to it (Jones, Brown, & Holloway, 2013; Smith

& Osborn, 2007). IPA allowed alyais of each narrative in detail anid-depth
examirationofeach partici pantds subjectwhate expe
it is like, from the point of view of the participants ( Smi t h & Osborn, :
Furthermore, with this analytic metth@ double hermeneutic or tivgiage process

takes place: 1) the participants are trying to make sense of their world and experience

and 2) the researcher is trying to make sense idris ur n o f the part
interpretation of their own experiencedaof the world they live in (Smith & Osborn,

2007).
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3.2.2. Participants.

Following Smi t h  and Osduggestiod shat & Badnplg of three
participants is enougim IPA to analyse eachar t i ci pant 06s subject
depth four British eliteathletes(1 female and 3 males; M = 33, SD = 4.82) were
purposefully sampled to participate in the present study. In order to meet the inclusion
criteria, participants had tde over 18 be currentlycompetingor have previously
competed at the highest level in their sport whilst experiencing or having experienced
some success (successélite athlete) or sustained success (watlks elite athlete)
at that leve(Swann et al., 2015and tobe curretly experiencing or have previously
experienced a formally diagnos&tHI(s) (e.g., as defined by the WHO) during or
immediately after ending their athletic career

At the time of the interviews, two participants were still competing at an elite
level while two had just retired (see Figures-3.4, pp. 54-55). Reflecting potential
sportspecific differences, participants were purposefully sampled from individual (n
= 2) and tem (n = 2) sportsResearch about MHIs presents certain complexities, not
least in regard to participants discussing their personal experiéitiesugh there
were deemed to be no serious sisktaking part in the study, such recollection may
still induce an emotional respse or discomfort in participants. Therefoas, a
concern for their welbeing, aradditional inclusion criteriowas thagparticipants had

to be either free of ongoingHls or have their condition safely under control.
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3.2.3. Procedure.

Ethical approval was granted from the University BAHSS Ethics Committee
(BAHSS 395; see Appendix B). Athletes who met the inclusion criteria were first
contacted via-enail through a network of professiircontacts. Informed consent was
obtained from each participant prior the start of their interview and they were reminded
that they could decide not to answer any questiamtbidraw from the project at any
stageup untilinterviews had been anonymisea¢ Appendix CData were collected
by means of senstructured interviewgSmith & Osborn, 2007¢onductedn two
phases|In the first phase, a graphic timelineporting key events related to their
mental health and career was drawrebgh participant (see Figures-3314, p. 54
55). This aided recall method not only offer@gbicture of particia n tmendal health
and performance fluctuations over time but a@fered a means to improve the
accuracy of retrospective recalls in terms of comprehensiveness and characteristics of
an episode or of an event by using landmarks ev@nrasch & Matthes, 2013)
Indeed, tis aided recall method was suggested to help participants to overcome some
memory decay anckduce recall biasasherent in the retrospective recall of specific
times. Building on this first stage, the second stage of the interview employed an
interview guide (see Appendix D specifically developed for the purpose of this study
to ensure a certain uniformity between the interviews. Theoorane interviews
| asted approximately 90 minutes (e.g.,
8406456 6) camiaddout Vieedo-tace. Interviews were audiecorded and
transcribed verbatim.

3.2.3.1. Graphic timeline.

At the start of the interview, participants were asiedraw a graphic timeline

detailing important events related to (1) their mehidlth and (2) their sporting
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career(see Appendix ). More specifically participantsvere asked to draw a graph

representing their progression as an athlétee Y axisr epr esent ed part

perceived levels of performan¢iom worst (0%) to best(100%))while the X axis
showed their correspondiragyes. Participants were, theskedto drawon the same
graph, but in another colous, second blueprinepresenng their perceived mental
healthThe X axi s, once agai n,whareagtharsyevast e d
used toratetheir perceivedverallmental healti{from worst (0%) tobest(100%))
Although not used within the data analysigsthgraphs (see Figures-3314, pp. 54

55) were usedby both the interviewer and the interviewee as a reference point through
the interview.Those graphsllowed both participants and interviewer to focus on
times and helped the interviewer to better understaedch participant® unique
experience over theeprswithin a broader context (e.g., key incidents, mental health
and performance fluctuations)

3.2.3.2. Interview guide.

Although the interview guidgsee Appendix ) and graphic timeline were
used to guide the discussion, participants were diveropportunity to freely share
their subjective experience while at the same taneuring a certain uniformity
between interviewglones et al., 2013Jhe questions avoided the use of jargon, were
opentended, and weréramed as simply as possible using examples to clarify the

questions if needed. The interview started with a first question asking about the

participantsé background. This preambl e

the main areas of investigatenrnd desi gned to gain insight

history. Probes and prompts were used to encourage participants to develop their

answers, deepen the information shared and clarify relevant (Dratch & Matthes,
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2013; Jones et al., 201@hile at the same time allowing some flexibility topexd
on issues raised by each participant

3.2.3.3. Pilot study.

During the development of the methods, pilot interviews were conducted with
two athletest(vo males Mean age = 335D = 5.65), matching the study inclusion
criteria. The development of interviewing skills reqing time, several attemptare
often needed beforaasteing the relevant skillsAlthough thismight be an issueith
small sample size§lones et al., 2013)he decisiorto pilot the interview with two
athletes instead of onevhile not usng thosedata in the analysisvasmadeto help
the intervieweto be better preparddr the demands thigpe ofexercise might place
on the intervieweesand interviewer (Jones et al., 2013)After the interview,
participants were asked to give feedback regarding the overall content of the interview
in order to modify as appropriate and improve the interview guide created specifically
for thisstudy. Follwi ng t he pil ot study, participant
content and format of the interview. The most notable modification made to the
interview guide was the inversion of two questions in terms of the flow of the
interview.

3.2.4. Data Analyss.

Data analysis drew on Biggerstaff anoc
Osbor nbés -pyxem approachds e lPA. Each transcript was first read
multiple times along with the original recordings in order to become as familiar as
possible with theicontent(Biggerstaff & Thompson, 2008; Smith & Osborn, 2Q07)
During this stagemy thoughts, observations, and other comments were annotated in
the left marginBiggerstaff & Thompson, 2008; Smith & Osborn, 2QMMeaningful

units refl ect i nvgerephanrhighlighiegamdthesrévisian toold om s
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Word (e.g., comment button) were used to comment andhdtethemegNicholls,

Holt, & Polman, 2005; Smith & Osborn, 2007Mhose initial themes and comments
meantto capture the essence of each meaningful unit found in the text while also
taking into consideratiomy own interpretationgNicholls et al., 2005; Smith &
Osborn, 2007)This process was repeated for each transcript until original meaningful
units were all coded into themes and ordered using NVagualitative cta analysis
software(Nvivo 11; QSR International Pty Ltd., 201%)n inventory ofthosethemes

was then ralised and similar themes were clustered togg®mith & Osborn, 2007)
Clusters were given a name and represeatbijher order theme. The themes were
then organised hierarchically providing an overall structure to the d4Biggerstaff

& Thompson, 2008)Patterns across the transcripts were consideredfagi@nalysis

was completedSmith, 2011)and a list combining all the themes contained in every
transcript was producdg@iggerstaff & Thompson, 2008 particular focus was on

the divergences and convergences between the trang@iptth, 2011; Smith &
Osborn, 2007) At this stage of the analysis, the hierarchy between themes was
reconsidered and an overall structure of the data set was achieved by the realisation of
an hierarchical inentory of the theme@iggerstaff & Thompson, 2008kollowing

the inductive analysjsdeductiveanalysiswasused regarding the creation of highe

t hemes such as the categorisation of part
5 criteria) and coping strategies which have both been previously intensively described
and theorised in the literaturdndeed, fo the sake of clarity and ease of
comprehension regardirtge symptoms theynay haveencountered anthe coping
strategies thegnay havamplementedthe DSM-5 criteria(APA, 2013)andcommon
coping classifications often reported in the sport psycholotgrature (e.g.,

Kristiansen & Roberts, 201Qazarus & Folkman, 1984; Nicholls & Polman, 2007;
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Richards, 2011)were used to give an overall description on how participants
experienced antesponded to their MHI(s).

The themesre presented in the results section using anonymised quotations
which emphased the similarities and dissimilarities between the interviews as well
parti ci pan t(Snih &Oshoin,@07)n ardertoyensureconfidentiality,
participants are referred to by numbers and no information enabling their identification
(e.g., sport, club name) were reported.

3.2.4.1.Trustworthiness.

Peerdebriefing, direct quotegJones et al., 2013and membereflection
(Smith & McGannon, 2018y ere the methods used to increase the trustworthiness of
my findings. Foll owi ng J o-debrefinggwas usddi 6 s ( 2
order to help guide the analysis and interpretat@amd occurred through the
supervisory team over the course of the present study and, in particular, during the
data analysis stagdones et al., 2013The supervisgrteam was used for critiques
and challenges. Dr. MacNamara, for instance, is an experienced qualitative researcher
who independently reviewed my data analysis, coding, and interpretation. We, then,
openly discussed the grouping of codes with Dr. MacNarctzaienging re until a
consensus between the two of us was found. Subsequently, Dr. Rodgers and Prof.
Collins acted as critical friend€mith & McGannon, 20183nd reviewed the final
codes.

After the cross analysis between the four transcripts and the final thematic
structure participants were provided with an overall summary of the idadader to
support the peedebriefing procesgJones et al.,, 2013)The summary of data
encompassda table summing up the different themes generated freraritire set of

data as well as a more specific summary of the results generatethé&oown data.
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This summary was accompanied with an explanation of each theme atind:sweas
a way to highlight the logic behind the analy&ach participantvas tren askedo
give feedback on the themes generated from their own transcript, as well as to reflect
and comment on a summary of the key findi
practical opportunity to acknowledge and/or explore with participanexib&ence of
contradictions and(Swhihi&fMeGaenang 2088, pi. 108Xk n o wi n
provides participants and researchers with an opportunity to engage in a dynamic
process in order to explore and highlight any gaps, similarities, contradictions or
differen@es bet ween the researchersd and part.
(Smith & McGannon, 2018)This dynamic process, indeed, allows participants and
researcher(s) to confrortheir understanding of the same data €emith &
McGannon, 2018)While all participants were contacted for member reflection, only
one participat (Participant 3) actively engaged in this processdafeted reflections
on thedata At that point, | discussed the final findings and thematic structure with my
supervisory team until a consensus was reached. The results were,-thscuseed,
reviewed once again, and rewritten. Finally, the use of thick desciyoithe means
of direct quotes proviesa rich source of untampered information to the re@tsres
et al., 2013)
3.3. Results and Discussion

The overall aim of the present study
perceptions and poesibc reflections about their subjective and uniguperience of
MHI(s). The following section focuses dive main higher themes; namely the type
of MHI(s) encounterednd diagnoseg a r t i @eérqeiged prisndry triggers, tine
recalled symptomatology, their perception of MHIs within their sport enments

and the coping strategies they used to deal thihr MHI(S).
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3.3.1. Type of MHI(s) Encountered.

All participants reported a range of symptomgausing distress and/or
functioning impairmentseverely enough to have been diagnosed eithethéy
general practitioner (GP; n=2) or by a psychiatrist (n=2) with clinical depression. In
addition, three of them also presented comorbidities such as ADHD (n = 1), anxiety
issues (n = 3) and OCD (n = Bn overview of the key findings igresented in Table
3.1 (see pp. B64), whilst Figures3.1 to 3.4(seepp. 5455)i | |l ustrate part
perception of their levels of mental health and performance over time. Those figures
have the advantage of offering a broad overview of their memalth and
performance fluctuations before, during, and after their episbdeical depression
More cetailed tables highlighting the main findings for each participant can be found
in Appendix D2.

The existence of depressive disorders in elite sgpperhaps, unsurprising
given their prevalence in the general population and the overlap between MHIs first
appearance and at hl et (&dlidera &.a2R0129 ldughfe& ma n c
Leavey, 2012; Kessler & Bromet, 2013; Ri¢alke, 2016; Sabato et al., 2016; Schinke
et al., 2017) Besides, depression is also one of the most reported and commonly
studied MHbwithin sport populationfDoherty et al., 2016; Hughes & Leavey, 2012,
Rice et al., 2016Schaal et al., 201B8nd particularly, in retired athletegPark et &,

2013; Wippert & Wippert, 2010)Consequently, the remaining findings focused on
at hl et es 6 f deprpssioniDepressien offers a good vehicle to better
understand how elite athletes experienced and viewed their condition, as well as to
examine the coping strategies they used. Using depression as a vehickoalso
some interestingicompare and gurast® with the literature on depression in the

general population
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Table 3.1Summary of key findingsi{a=4)

Diagnosed MHI(s)

Perceived Primary
Triggers of
Depression

Recalled Symptomatology
of Depression

Perceptionof
MHIs in Sport
Environments

Coping Strategies
Implementedto Deal
with Depression

i Depression
(n=4)

1 Anxiety (n=2)
1 OCD (n=1)

1 ADHD (n=1)

Sportrelated triggers:

T

T

Bullying and

mistreatment
within a sport
organisation (n=1) 1

End of career due

to a lifechanging

injury (n=1) i
1
1

Recalled gmptoms
meeting DSM5
diagnostic criteria:

(e.g., sadness,
emptiness; n=4)
Diminished
interest or
pleasure in
activities (n=4)
Change in weight
or appetite when
not dieting (n=2)
Fatigue or loss of
energy (n=4)
Diminished ability
to think or
concentrate (n=1)

1 Depressed mood ¢

T

Other signs or symptoms

attributed to their
depression:

Change of chacter
(n=2)

Behavioural changes
(n=4) such as:

0 At-risk behaviour

(n=2)

0 Aggressiveness
(n=3)

0 Increased

impulsivity (n=2)
o Disengaging/isolati

ng themselves from

others (n=3)

o Withdrawing
behaviour (n=3)

0 Increased anxiety
(n=2)

Perceived

prevalenceof MHIs:

f MHIs are more

common in sport
than we think
(n=4)

Many other
athletes are/have
suffered from
MHIs (n=4)

Problemfocused:

Seeking for
professional help and
appropriate treatment
(n=4)

Emotion-focused:

Seeking and receiving
emotionalsupport
from different sources
(n=4)

Use of stress
decreasing tools or
activities (n=2)
Emotional eating
(n=1)

Becoming a
spokesperson (n=3)
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Table 3.12(Continued)

Diagnosed MHI(s) Perceived Primary Recalled Symptomatology Perceptionof Coping Strategies
Triggers of of Depression MHIs in Sport Implemented to Deal
Depression Environments with Depression

Recalled gmptoms Other signs or symptoms  Perceived sgma: Appraisalfocused:
Non-sport related meeting DSM5 attributed to their
triggers: diagnostic criteria: depression: { Stigma isstill Cognitive
present within restructuring and/or
f Miscarriage 1 Feelings of 1 Negative impact on sport reappraisal strategies
(n=1) worthlessness or performance (n=3): environments (n=3)
guilt (e.g., loss of o Performance drops despite the
1 OCD (n=1) selresteem and (n=3) efforts made to Avoidance:
selfvalue;n=4) 0 Loss of passion decrease it (n=3)
1 Sleep disturbance and/or motivation Removing self from ¢
(n=1) (n=2) 1 Stigma stressful environmen
1 Recurrent thoughts surrounding (n=2)
of death, recurrent MHIs in sport Engaging in new
suicidal ideation are mainly due activities (n=3)
without or with a to a lack of Postponing help
specific plan (n=3) knowledge and seeking (n=3)
T Significant distress understanding Disengaging/isolating
ie;]ng(l)(z;ailmpalrment (n=4) leading themselves from

occupational, or
other important
areas of functioning (n=3) or to be
(n=3) rejected(n=3).

people to fear to
be seen as weak q

others (n=3)
Training &
competingi use of
their sport as a
catharsis (n=2)
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3.3. 2. Participantsd Experience of Depre:
3.3.2.1. PerceiveBrimary Triggersof Depression
Although the development of depression is a multidimensional process with
multiple factors in action (e.g., biological, social, sockeconomical, and
environmental; Gouttebarge et al., 2016b; van Ramele et al.,, 2@#gipants made
sense of their experience and conceptualised the aetiology of their depression by
identifying a variety of triggers that had, according to them, precipitated or could have
precipitated their depressioWhile for two participants the main identified triggers
were linked to their sport participation (e.g., injury, sport organisation), for the other
two participants their issue h(Redrdom&ot hi n
Factor, 2010, p. 963ndwas instead attributed twon-sport but liferelated factors
(i.e., miscarriage, OCD)
3.3.2.1.1 SpoftelatedTriggers.
Participants 1 and 2 were strong in their belief thair depression was caused
by their participation in elite level sport. The institutional mistreatment and bullying
experienced by Participant 1 weadentified as the main triggers for his depression.
He further claimed that it was the sole focus ofdpiert organisation on performance
excellence that negatively impacted his physicel mentahealth(cf. Miller & Kerr,
2002) lllustrating this, Participant 1 described how:
| got put under so much pressure and I think ethically it was completely wrong.
The association even got sued, that they paid out of court in the end for
mistreatment and bullyingnstitutional bullying ... They caused me problem
after problem. They caused my, as bad as me saying that, but generally,

wholeheartedly they caused my deterioration in health ... They were awful.
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Like youbdbd have condescendlhaygvoulde mar Kk

devalue what | was doing and then expect me to go and perform ... | was an

inconvenience to have a personality.

Participant 2 conceptualised his depression as triggered by his involuntary
retirement from sport which had a number of social, freglnand identityrelated
consequences. Reflecting thgrticipant 2escribed how:

| got forced into retirement through serious, two serious injuries ... [sport] is

the only job 1 6ve ever had since | eav
lostmyareer ... |1 O0ve always been a [spor
it I di dnot know i f I bel onged anyn

retirement, | lost thirty best mates.

Transition to retirement is known as a high risk period for depressibemotional

distress especially when leading to a loss of ideriBgk et al., 2013; Wippert &

Wippert, 2010) As Participant2e x pl al nddnofi mi s smigslthay i ng,
[ sport] si de. Th adsjust mtebsing @kle tobsoppdntyefeamilyme . It
That 6s when | coul dnot get tchleosing hiought s
providing role for his family, in addition to the loss of his athletic identigs
emotionally difficult for Participant 2.

3.3.2.1.2. Nossport relatedTriggers.

In contrast to the sportlated triggers described by Participants 1 and 2,
Participant 3 perceived her miscarriagets major life event precipitating her
depression

| had a miscarriage. We were tryity | went back to work because we were

trying to start a family[it happened] ACh r i st maThat makes & &lld

thatds the worst time of year because
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Participant 4 also idéified a nonsport related trigger, his pexisting OCD, as the

main factor leading to his depression:

| remember being depressed for a | ong

having OCD and then being depressed. | remember the last time when it was

diagnosedlt was the OCCthatcausedhed e pr essi ve di sorder

OCD isnot particularly negative 1in

depressed or has made me depressed. And still does at times make me

depressed.

The present findigs further emphase the importance of a persoand
contextcentred approach to understand MHIs in elite sport. Supporting Reardon and
Factorodos (2010) S U g g e s tpreciptate, Wwoasen oshawer t
nothingtodowithama t h | e t epéarscipavits attabwdtheir depression either to
sportrelated (e.g., forced retirement, institutional bullying and mistreatment) or life
related (e.g., miscarriage, previous MHI such as OCD) facfaditionally, the
present findingsire also consistent with previous studies highlighting severe injuries,
major life events, comorbidities, career dissatisfac{i@outtebarge et al., 2015a;
Gouttebage et al., 2016¢)and career transitiofe.g., retirement; Park et al., 2013;
Wippert & Wippert, 2010as common atisk factors of depression in elite sport.

3.3.2.2. Recalled Symptomatology.

Even though all the participants reported different triggers precipitating their
depression, it was expected that they lMtoteport and share common symptoms
underpinning the diagnosis of such a M. APA, 2013, p. 161)A brief overview
of participantésubjective experience of depression, including the symptoms reported,
is summarised in Table 3(%ee p. 63-64). While some of those symptoms met the

DSM-5 criteria (see Appendix Al), participants also recalled other sign®rand
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symptomsthat theyattributed to theirexperience oflepressionAlthough some of
additional symptoms mayn some case®ge indicative of comorbid conditions (e.g.,
sel-harm, anxiety)they werehighlighted andxperiencedby the present participants
asbeing anintegral partof their depressivasymptomatologyOverall and beyond the

usual set of criteria leading to the diagnosis of depression, athletes in the present study
reported a mixed pattern of additional warning signs such as changes in behaviour
(e.g., having atisk behaviours, being out of control), in performance (e.g.,
performance drops, loss of passion), and persondityilst this is not meant to
represent the true complexity of those experiengesticipants described how
symptoms or warning signs, for examplehhvioural changes, personality changes,
and performance decrements manifested themselves over time (see Tadde Bl

6364. Those results add to B2ar and Mar kser ¢
argument that there is a need to look beyond tBM{B criteria when working with

elite athletesespecially For Participant 1, one of the most difficult aspects was, for

example, the feeling of being out of control and looking for a-wuaty(e.g., drugs or

selfharm):
It manifests in certain behaviours 1Iik
of characte . Like my i mpulsive natur e, Il co
I need some help because | am out of

feel anything. And so, youbéd do, youbd
| talked aboutdoinghemoi dur i ng that ti me because

in this, in this state ... | broke up with my girlfriend because | was basically

cutting all ties with everyone. So that, to make it easier for me to just sever it

and just go.
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Like Participant 1, Pécipant 4 was looking for an escape but in his case his thoughts

about making life changes and skfrm, which were an aspect of his OCD, were
intensified by his depression:
ohreah 6ambuewer energy, tired, donot

hungry al/l the ti me, dondot sl eep

change something like | could change jobs or something like that you know ...

My compulsion would be to thinkbaut selfharm and think about suicide. |

mean to, to have compulsive thoughts aboutismiming.

While Participarg 1 and 4 reported mostly behavioural changes, Participant 2

also described what he perceived as a change of personality:

Just ny personaly had completely changed. When | was suffering it just

i k€

part

wasnot me, it wasndét my personality

j ust, you didndot take anyone, di dnot

werenot doing anyt hi togustsityatchingitee tely |

and there sjust no thingy in my face ... | used to get upset at the littlest thing

and stuff like that.

In addition to behavioural and charagpersonalitychanges, participants also
mentioned performance decrements aymptom or sign of their depression. Elite
sport participation can affect it he

parti ci pant s (Glick, Kemme&cMose| 2009,yp.a6983ub) in returnan

athleteds state of mind can al s(Glickeave

al., 2009; Gouttebarge et al., 201B)gures 3.1 to 3.4seepp. 5455) illustrate the

participantsé perceived relationshiop

performance. The impact of MHIs @noductivity and output might be more obvious

ust

mo O

a

e X

for athletes than the general population. Notably, however, the relationship is complex
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and idiosyncratic. When looking back at his performance at the time of his depression,
Participant 1 identified performaec decr ement s and Itr eme mk
[performancewas dr opping and dropping and peop
win a medal at the games, heds gonna do ¢
help or any coaching inpatYet, little attention wa paid by others (e.g., coaches,

peers, family) to his dramatic drop in performance (see Figurep334. Although

her performance decline was perceived as modest compared to Participant 1 and 2 (see
Figure 3.3 p. ), Participant 3 also recogeid tha her mental health arerceived

well-being had an impact on her performands she explainedi think if | was

happier, then, | would performbettér | f eel a | ot better tha
but itbés hard to get uy oduwrn 6kt e sfRartgpantaoprpnyadn
however, was somewhat of an outlier in that his level of performance was not closely

linked to his mental health. He acknowledged, however, that:

Someti mes it would affect perf e®tmance,
how you train. So, when youb6re feeling
good you dondét train very well you dor

it would affect my match performance really.

Interestingly, despite their symptoms and theekto which depression impacted on
their overall functioning and sport performances, Participants 1, 3 and 4 continued to
compete and train at the highest lewbkereadarticipant 2 tried a comeback after his
recovery from injuriesthis despite the facthat he was, at the same time, suffering
from depression. Although elite athletes frequently continue to more or less function
in their sport by training and performing whilst simultaneously trying to hide their
distress(Doherty et al., 2016) a difference was noticeable between those whose

triggers were sport related (i.e., Participants 1 and 2) and those whose triggers were
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not sporirelated (i.e., Participants 3 and 4). In this reg&alticipants 1 and 2
described how theidepression negatively impacted their passion and/or motivation
for sport.Exemplifying this Participant 2Znentioned how
I coul dn o ttraifng;l bo o bk de dtAltoegh Ibdw trdine r e d
butilwas | 6d just turn nuipng Fuep .t Il iwkaes nld tw at
| was enjoying it. The only reason | carried on playing in 2011 is because |
wanted to get some money in foyfamily. So[Sport Clul offered me £750
a game which is £750 a week but | was just doing it for the money.douas
it for the wrong reasons.
In contrast, Participant 3 noted that training and competing had a positive
impact on hemental health. & her fitraining is like a release and, in every other
situation, traininghas always made me feel better dadl back to normal again ... |
did start training as soon asPafticipgnbaul d. A
presented a mixed picture in this regard in that, even though he often lacked the
motivation to train, in general training and maintainpagticipation helped him to feel
better afterwards.
Sometimes I 6m feeling |l ow and then | g
me better afterwardsut sometimes you feel bad after trainiSgmetimes you
feel good going for a session feeltad t er war ds so Oyeaho
like exercising in general can lift the modgb, sometimes feeling very low
and dondét want to train, dondét want t
feel pretty good.
Those last accountdlustrated how Partigants 3 and 4 used their sport

participation as a means to cope with their mental health fluctuations and depression

71



(see Figures 3:3.4, pp. 54-55), while Participants 1 and 2 had to find some other
ways.

3.3.2.3. MHIs within Sport Environments.

3.3.23.1. The Perceived Prevalence of MHIs in Sport.

Participants described MHIs in general as being more common in elite sport
than it is usually portrayedibout the prevalencef MHIs in sport, Participant 1
mentioned how

It is a lot higher than most people would thinkThere was another player,

she also had ... And then there was another player who also had a problem. So,

you can see that then suddenly you go

having mental healtlssues, whas or gani sati onal |l y wr on:q
Supporting Participant 106s opinion, when
|l evel sport, Part i cverypcanmtonj@stbecaysdoftedmourtt at t

of highs that we get. | knowthat0 0 pl ayer s have -8%8ouwfht h e
[sport] playerD . I'n I'ine with these subjective a
the prevalence of MHIs as more common than it is resegmr generally accepted,
at least in her sport environment:
Itis definitely more common than peopl e
admit it if they are. Some admit it personally and some are in denial and some,
|l guess, just are depressed but dondt
it ... I knowquite afew of them [other athletes] have been through the same as
me. | can think of four or five at the moment that are in the same position.
Although all the participants perceived MHIs as prevalent in sport, and all

knew other athletes suffering from MHIs, Participant 4 questioned the extent of the
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severity of those MHIs differentiating between stlinical and clinical levels of such
issues a well as between their chronicity or acuteness:

| would say theyre very, verycommado t he extr eme whi ch |

had it I dondt think so ... Thaee numbe

sai d they f el tAHghpiopbrianrof theasmber of ped@eh 6

| 6ve met o0V e rhave spakenyoena and saw and feltdsomething

A ot of teammates, &aefelttiveryddw f or me
during this period or duri hagsofithinks vyeart
itdés very, very common but whether it
short thing | dondét know.

The present findings are in line with the suggestion made in Chapter 2 that there is a
need for more rigorous research to properly asesprevalence of MHIs in high
level sport.

3.3.2.3.2. The Perceived Stigma.

Despite their prevalence in sport and in society in general, participants
highlighted the stigma associated with MHis a tenacious and damaging factor in
high-level sport envionments. Participant 2 explained why, in light of this stigma, he
would not talk about his MHI and why he now considers stigma as the main issue in
sport:

Thesti gma around there was there for me

wanttotellthecaches i n case they didndt pick

money for my family. Scared of teammates not trusting me. Scared of backlash

from fans and stuff | ike that but itd:
was thinking that. Mental health, deg s si o n, thatds not th
is the killer because they donot want
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Thereds a big taboo, i1itdéds a big taboo
if you ever mentioned mental health.
Supporting Participant 208t kheew, c®arbeci
stigma around ment al h 'Bha dtigmia, offela catiseddoyd ar | vy
lack of knowledge and understandiggoutMHIs and depression, can be detrimental
for the peopleconfronted with MHIs False beliefs about depression, for example, led
Participant 10s physiotherapist to be afr
impacted his knee rehabilitation:
So, when we talk about my knee and rehabilitationa$ at a disadvantage
because of how he [the physiotherapi s
in a room on my own with himé. Eight n
|l didndt have the propeofmyrecmtalbedil i t at i
because | was blacklisted in terms of help for a bit.
Another false, yet widespread idea, often conveyed in sport environments and in
general society, is that elite athletes are mentally tough and, therefore, should not show
any sign of weakneg®oherty et al., 2016; Gulliver et al., 2012a; Schwenk, 2009)
a consequence, ook a long time to Participant 4 to see a doctor or simply talk about
his MHIs because of the embarrassment caused by these misconcéptiomsv it
wasnot right, but I was ashamed of it b ¢
timed. Al t hough suffering fr orproladyBincalisd f r on
childhood (see Figure 3.4. ), Participant 4 was formally diagnosed with degien
by a psychiatrist for the first time at the age of 26. As a result of perceiving MHIs as a
mental weakness, athletes tend to hide their problémsfurther explained by

Participant 2:
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A lot of players used to think it was a weakness to ask fgg hel | f youodr
injured on a [sport] field you never show signs of weakiesause it, the
opposition wil/ exploit you and theyol
When talking about their experience of depression and their views of MHIs
within the elite avironment, participants shared the common opinion that more
education and resources on mental health are needed in omdelutethe stigma
surrounding this topic and the detrimental consequences those false beliefs can have
on athl et es bis, lpeexamplé, impoetaant fdPdnticipant4tdit o s how
people that youdre trying to sort of make
p os s i b ltwashotewarthly that participants in the present studyirikgulliver
et al. (2012), besved that increasing MHIs visibility in sport environments could
encourage others currently in the same situation to reach forAsejummaised by

Participant 2:

|l 6ve come to | earn is that depression
doesnd6t matter if youbre A5 an hour c
doesnot matter. It can get anyone so
thoughyo&r e a professional athlete you sho
to mental health issus . . . ' tds Just l'i ke an in
candét éyou canbét hel p. You know, it 6s

treated, it can be fixed, it can be sorted out just like any other injury.
In addition to the absence of obvious identifiaBigns of ilthealth, a lack of
knowl edge and under st andi -segkingDobeftyteeah, ci t e c
2016; Gulliver et al.,, 20128) may al so expl ain the reluct
depression as a proper illness instead of a personal flaw which, in turn, delays any

help-seeking behaviours and treatm@vitNair, Highet, Hickie, & Davenport, 2002)
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The stigma surrounding MHIs described in this study not only mirrored findings
elsewheren the literature (see Chapter 1) but also stressed the need and importance

of broadening our understanding of el it:e
clinical MHIs to reduce the stigmatisation of MHIEducating and increasing
sporspeoplés knowkdge and understanding about MHIs are useful strategies to
reduce the stigma associated with MiBghinke et al., 2017; Sebbens et al., 2016)

Swch actions ould play an essential role in the prevention, early detection and
management of MHIgSebbens et al., 2016) | ndeed, i ncreasing
awareness of MHIs is essential in order to early intervene on issuesttieatted culd

lead to more severe problems in terms of mental health, functional impairment and in

terms of performancgGulliver et al., 2012a; Markser, 2011; Schinke et al., 2017)

3.3.3. Coping Strategies Used by ParticipanBegarding their Depression.

As with the general populatigi©€ornford et al., 2007; Rickwood & Thomas,
2012) athletes used conventional medicaad psychotherapeutitreatment in
combination with a broad range of other strategies to t@peMHI(s). Ensuing from
thediagnosis of clinical depression common across participants, the following results
focused solely on theecalledcoping strategies implemented by the present sample to
address their depression.

On first review, our findings offered little new dafheyrather confirmedhat,
like people from thgeneral populatigrathletesexperiencingdepression tend to use
a variety of strategies to manage(Alexander et al., 2009; Biringer et al., 2016;
Cornford et al., 2007; Fogarty et al., 2015; Liu & Thompson, 200ri)a deeper
examinationhowever the presenfindings consideredow participants responded to

and coped witltheir experience adepression. As a resultyade and mixed range of
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problemfocused emotionfocused appraisafocused and avoidance strategies used,
alone or in combinatiowere highlighted

3.3.3.1 ProblemFocused Strategies.

All participants described how they attempted to change the situation they were
in. For examplethey describechelp-seeking behavioursuch as seeking out tangible
and informational support from a variety of formal sour@eg., GP, psychiatrist,
counsellor, social worker; Rickwood & Thomas, 2013geking treatment and
appropriate social support are critical resources to deal with{gyislich as depression
(Talebi et al., 2016)Seeking help is a process involving different stages starting by
becoming aware of the problem, followed by a perceived need for help and the
identification of appropriate sources of help to access, andfinally t he i ndi vi ¢
willingness to seek out and disclose their issue(s) to a potential source of help
(Gulliver, Griffiths, & Christensen, 201(Rarticipant Iexempified thisby describing
the journey he went through in order to get help:

| tried to get help. | accessed the EIS [English Institute of Sport] and BUPA

[Health Insurance Company] healthcare ... So, | managed to reach out to a

doctor. They then diagnosecrand put me on some medication. They also put

me onto sessions with the Priofiyrgatment centre].
Whilst social support associated with family is often considered as emotional coping,
it can in some casedead to more tangible and informational supp®drticipant 2
explained how he was encouraged to seek help by his family and, specifically, by his
father

My dad mentioned it. He sai d, when |

suffering from depressi@@é& t hen we deci ded tme go an

on some antidepressant medication and then | got talking to a counsellor.
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Participant 3 described a very similar journey, describing how her GP who had made
the initial diagnosigind encouraged her to take some time off work. Following this,
she alssought to see a counsellor, as she explained

Il went into the doctords appointment

about half an hour and overran sever al

heds | i ke, d&éyou c anibébettewibwe Rigniydudbfy.o uodr e |

did everything | could think of. | had counselling.
lllustrating the range of sources of support that were availed of, Participant 4 described
his helpseeking journey as follows:

| went to my GP who referred me tblgs pi t a | Owhich Mamental

hospital in Ci t y 6 s whiklaisnmy hometown ... So, | originally saw a

social worker while we were waiting and then saw both a psychologist and a

psychiatrist and it was the psychiatrist who diagnosed the OCD.

3.3.32. EmotionFocused Strategies.

Such as within the general populati@@ornford et al., 2007; Rickwood &
Thomas, 2012)s=eking professional help and conventional medical treatment was
only one of the coping strategies employed by these elite athletes. In addition,
participants employed a variety of other strategies to address the emotional responses
caused by their depressi. These strategies ranged framotional eating, stress
decrease strategiel®.g., relaxation, meditation, acupuncture), and various ways to
vent unpleasant emotiossch as seeking emotional support from a variety of sources
or becoming a spokespersamdasharing their experience with others. Participant 1,
for example, mentioned both the informational and emotional help he received from

his counsellor and how he was able to combine this with other coping strategies such
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as me d iThedtiory hieipedanefiwith like their psychological input and stuff. But
then | started using things like Headspfcene di t at i on app] . 0O

In a similar manner to Participant 1, Participant 2 sought support from a
professional counsellor and became a fervent advocate of tkditbesf talking
therapiesTalkingwas emphased by Participant 2 as the most important and effective
step on his path to recovery (efy.And t hen | got talking to
and talking and t g Avaieofpothheistigma assoviated withy | | f
MHIs and of the importance of talking, Participant 2 decided to share his story publicly
wi t h ot her lke atmedpy becausk it is goodito speak about what | went
through and | feel it was really, really usefubike Participant 2, Participant 3 and 4
shared their experience with others via different channels.

Participant 3 also mentione@riousstrategies to address her emotional state.
In addition to counsellingtaking and sharing her experience with othessealso
tried hypnotherapy, acupuncture, and meditation. According to her:

| did everything | could think of. | had counselling, hypnotherapy, meditation.

| spoke, speaking to my coach maybe helped, speakirjidamg, sport

psychologist helped. I startel doi ng medi tation . .. I 6
t he moment . |l 6m al ways trying to try ¢
meditation does hel p, and | think | 6m
al ways busy. So, | t h camkhe mihdddewng.ood f o1

Likewise,and n addition tobecoming a spokespers@ag.,working with charitie}
Participant 4 also used strategies such as engaging in emotional eating to feel better
[eg,. il eat a | ot of f.bdakes medelbatter.IS@&hucoate, &é¢ | ng |

cream, crisps. It makes me feel hapier.
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Moreover all participantemphasedthe importance of the emotional support
provided by their entourage.g., friends and family; Rickwood & Thomas, 2012)
Participant 1describedhow his family and friends were there for him when he was
suffering from depression:

My family is lovely. So, like in no way when they talk, people talk about bad

parenting, |i ke my familyods the epitor

about genetly people outside of sport, actually quite good for mental health
e like friends and everything | ike
Participant 2 also described how talking in genera] imnghrticular to his family and
friends became a big component of his liel @ means of coping withis symptoms.
He explained how:

Soci al justdoinggor @coffee or anything. You kngust chatting with

t

your mates. | todos, even i f youdre not

h ¢

t

talking about wtitér breaki slg, t womg@grse dov

things off your chest. e | donot

k e

anythingbs getting ywi fteo,p |00fly panessp el adbkl |t

People think it canodot be itthdast seaavseyd byt

Participant 3 also reported the importance of social support, and just having someone
to talk ta

The most important thing is support from other people and being able to talk

to someone t hat éunhd ¢alkiggrnaother peopletis morg e a h 6

important than any other tool, | suppose. Just being able to get things off your
chest and say things, even if they seem irrational.
Similarly, Participant 4 received a lot of emotional support from his friends, family

and, teammates. Perhaps surprisingly given the significance places on peers and
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teammates in spo(Bianco, 2001) Participant 4 ws the only one who mentioned
teammates as a source of support:
So, | talked to my fiancée about it, | talked to just friends and even sometimes
|l 6m feeling really down and say to my
mi nut ed and t hefn miad kt d oramd calulplef a
better just for saying it. Li ke doesn
anything |ike that but it o6yeaho | f ec
talk to, having told people makes a massifefdie r e ihl bawve aéhad game
|l know my teammates will be keeping al
OK but thatos just their way of cari ng
Participants particularlgmphassedthe importance of talking and reaching for
professioml help Thissupports previous researsavingstresgdthe key role talking
to others about oneds problems (e.g., to
and having a safe pl dAderandercet ak, 2009; Bahestyed n e s 0
al., 2016; Fogarty et al., 2018an have in the recovery procéB&ingeret al., 2016;
Doherty et al.,, 2006Wh en percei ved as matching onebod
indeed, facilitate the implementation of coping strategies, help individuals to
acknowledge a problem and encourage them to seek professiondBlaglpo &
Eklund, 2001; Cornford et al., 200@pherty et al., 2016; Gulliver et al., 2012a; Talebi
et al., 2016) An effective social network of family, peers, and companionship is
particularly important for people with suicidal ideation due to the role of
connectedness in recoveiilexander et al., 2009 herefore, and given thabcial
support can take on different forms (e.g., emotional, tangible, and informational) and
can be offered by arious sources (e.g., family, friends, teammates or health

professionals), people suffering from MHIs need to gain awareness in regard to the
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social support and resources that are at their disposal as well as being given the means
to use these resourcespappriately(Bianco & Eklund, 2001; Rickwood & Thomas,
2012)

Neverthelessif the importanceand benefitof having a good social support
network was emphasad by all the participants, they wele@aware of the potential
negative impact others could hatarticipant 1, for example, explained that when he
announced heveryomed&dptiaskiegmémot what are you gon
Il 6m | i ke, 06, aamadt d gtheserrdanbriesdvensat belpful at that
time. Negative forms of social support were also reported by Participant 3 in the form
of unsolicited Taeonhywamwyng thiaglis paaple irymgto dgive
me advice andét hat 6isionjandsvtat dathay knowvecomparédh | e t e
to what the consultant knows. So that, the unwanted advice frustrabes meDe s pi t e
good intentions, undesired support- can b
being than inadequate or a lack of support giventtiaar needs are not m@ianco,

2001; DeFreese & Smith, 2014)

3.3.33. AppraisatFocused Strategies.

Cognitive restructuring and/or reappraisal strategi@sg., positive thinking,
acceptance, alternative thoughts) were mentioned by three out of the four participants.
Participant 1described how héried to reappraise his situation by using a mix of
positive thinking and alternative thoughts allowing him to ghetsituation andhis
thoughts into perspective:

|l tds | i ke an existenti al crisis, y ou

kindofuder st and happiness is a different

down your face ... whereas before | would be very impulsive, so you said

somet hing, 16d go, 6oh that GWheseas be r i
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now | 0m | ust l i kea,ri diyo metandodamndtat n e

absoluted é Instead of thinking, O6o0oh c
|l i ke it doesndt matter. 't just doesn¢
going on it really doesndot matter.

Likewise, Participan3 tried to alter her thought patterns usmg of acceptance,

positive thinking, alternative thoughts as welb#iser strategies such as meditation:
Just trying to change the thought processes and all the suggestions that | get
from the counsellor omém my coach orName of hessport psychologist] ...
And maybe meditation helps with that as well because as soon as you realise,
youdbre having unhel pful thoughts, j usH
el se. 6Yeaho try aethbughtergustaoveoniandjusti t h
dondét think about that anymore . .. I
something had happened and wishing | could change it. But then now accepting
you cano6t change what has happardned i n
what can you do right now, this minute ...I guess if something genuinely bad
happensit puts other things into perspective. So, | do make more efforts to sort
of step back and have time to think before reacting to things.

Similarly, participant 4 emjpyed a range of cognitive strategies including acceptance

of his mental state and the role played by his OCEevaduating his thoughts in a

more rational way, as well as using alternative thoughts to cope intritlnsive

thoughts:
| 6 ve ac cedophave ahillnessarid tinhes | feel very, very low, so it can
be because it can be torture for yourself to think you know if this has happened,
if this has happened, if | was better at this, if | was better at or that, if | was

better at [sport] therethén6d be i nstantly happier. Y
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thatos torture, whereas now [ 6m think
player | want to be better at all the
|l 6m going to be gedbsi hdkeyshapgpeebdggha
lead me to feeling better.
Although three of the participants used a variety of cognitive strategies,
Participant 3 was the only one who explicitly described how she was able to transfer
the skills she learned from her sppsychologist for performance enhancing effects
to handle heMHIs (i.e., anxiety and depression)
| think a lot of the skills from sport psychology are useful in other situations as
wel | . Just about i f you canotnegyontr ol
worrying about it. And what are the things that you can, what can you change
and focus on that instead ... | think it is good to learn the skills of sport
psychology, of focusing on the helpful things and try and not to think about
unhelpful thingsad t hi ngs you candét <change
the harder you work for something then you improve, and you move teward
your goals.
There is a significant body of literature supporting the importance of psychological
skills as precursors opserting excellence. As such, performers must develop and use
a range of skills and strategies to salinitor their progreséBartulovic, Young, &
Baker, 2017)and to cope effectively with the inevitable ups and downs encountered
as they progress in spqiGould et al., 2002; MacNamara et al., 2018though
Participant 3 was the only one to report employing the psychological skills learned
from her sport involvement to deal with her MHI, both the present data and previous
studiegGould & Carson, 2008; Kendellen & Camiré, 20%A@ygest the possibility of

a skillsbased transfer from sport to daily lifgtill, the present findingalsosuggest
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that the use ofthe knowledge and skillathletes havéearnedthrough tleir sport
participation to respond to the challenges encountered in everyday life such as the
challenges associated with their mental health (e.g., everydaystiéssors,
troublesome complaints, swinical and more serious forms of MHImay need to
befurther encouraged.
3.3.34. Avoidance Strategies.
Avoidance strategies such@sysically removing self from a stressful situation
(e.g., leaving the problematic environmeat)d engaging in new activitiege.g.,
physical activity, new hobbies, working with charitiegg@re describedlllustrating
this, Participant 1 purposefully started to search for new interests in an effort to
distance himself from the sport environment responsible, according to himisfor
depression. He reported:
| started finding things which interestedjfhee cause up until the
anything because it was monopolised by [sport]. | just started to do things more
what | wanted to do .Going back home, | lived with my parentor about
three months whilst | got better.
In a similar fashion, Participant 2 started new activities outside of his sport and became
involved with charities:
Doing stuff for charity and doing stuff for other people makes me feel good
aboutmyself.l al so got into physical acti vi
or do anything much, but | got into boxing. And that was another antidepressant
that | used.
Similarly, Participant 4 described the positive impact exercising had on his mood:
Exercising ingeneral can lift the moodo, sometimes feeling very low and

dondédt want to train dondt want to go
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pretty good . .. Sometimes I 6m feeling
session makes me better aftervgabtit sometimes you feel bad after training,

someti mes, you feel good going for a

«
-

Unl i ke Participant 20s new pdrwomec al a (

the perceived triggers behind thedepression were not related to their sport
participation- also mentioned training and competing as a helpful strategy. Participant
3, for example, explained that:

Training is like a release, and in every other situation, traimeglways made

me feel letter and feel back to normal again ... | did start training as soon as |

could. And it did, it did make me feel better ... All my ambitions are then in

sport. So thatodés what drives me, and
achieve something and wotkar d i n sport. And t hen
satisfaction from.

While emotion andcognitive strategies were used by the participants to
reappraise the meaning of the emotaiciting situation and regulate the emotions
attached to iflLazarus, 1993; Liu & Thompson, 201 d)stracting strategies were used
as their names suggedb distract themselvesindeed, NolerHoeksema (1991)
defineddistractingprocessessiipurposefulturning onés attention away from oGe
symptoms of depression and its possible causes and consequences to pleasant or
neutral activitie® (cited in Liu and Thompson, 201{. 187. In this scenario, lpysical
activity canbe seeras a way to distrachemselvesrom anxious and/or depressive
thoughts (Daley, 2008) It was, however, interesting to note that trainiagd
competing werenly used by the participants for whom depression was not considered
as related to their sport participation. When depression is a consequence of sport

participation, a break away from the sport environment could help athletes associating
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their depression to #ir sport participation or environment to better deal with their
distresgDoherty et al., 2016)As such, it is importanbtcarefully consideboth the
individual and the context in which the problem ocdlezarus, 1993), @ecially as

it has been suggested that participation in elite sport could either help athletes cope
with MHIs or be a trigger for MHI$Reardon & Factor, 2010)

Nevertheless while distracting strategies can havepasitive impact on
participants?©o emot i on a-based s stategies (e.@,t her
disengaging/isolating themselves from others, postponing help seeking, denying a
problem until it is not possible to do otherwis@an be detrimental in the long rier
(Un)consciously postponing help seeking could be related to some cognitive distance
in the form of denial. Even though the participants did not explicitly report postponing
help seeking, there appeared to be a delay between the manifestation of symptoms
their worsening, and the implementation of hedeking behaviours. Three out of four
of the participants had suicidal thoughts or plans to commit suicide before they sought
help. Participant 1 explained how, even after seeing a GP and receiving redicati
he waited before seeking help from a counsellor:

From diagnosis in 2014, | did nothing apart from taking an antidepressant

which was prescribed to me. 2015, agai

and then 16d become ev @mavarteenectusllyi ci d a

2014, | think, the, the initial GP diagnosis. And then it would have been about

2015, it would have been about June, July | started seeing the woman at the

Priory.

Participant 2 mirrored these behaviours and waited to the point Wwadrad suicidal
ideation to seek help, and only then as a result of encouragement from his family. As

he described:
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| found myself in [City] in my car, gonna take me own life. | had a box full of

pills, strongest drugs you can get ... Oxynorm, Oxycotin, the strong morphine

based drugs. |l was gonna take my own |
why | di dbowasmywhke tdrserori my wi fe or my p
you because | was in a total different

me and theydd noticed a big differenc:
saved my life really ... And we spehours talking and crying and then we
decided to go and see my GP.
Likewise, Participant 4 described how it took him years to finally seek help. Indeed,
Participant 4ecounted how, even though he suffered from suicidal thoughts since his
childhood, he oly sought help irhis adulthood:
| struggled with mental illness since a young age. | first remember having
thoughts of setharm around 8 or 9 and then | eventually went to first see a
Doctor about it in January of 2014 ... | first went to the Docto6at vould
have, yes so diagnosed around that time 26/27
Upon reflection, Participant 4 realised he should have sought help sooner but felt, at
the time, that halid not have the information, or ability, required to make such a
decision.
Around that age if someone had said to me, if there was a load of mextial he
campaigns, if there was people | looked up to in [sport] and in other sports
tal king about their ment al heal th and
OK well this isnét something that | sh

Ishoudbeashamed of 6 and woul dbébve gone to

right, but | was ashamed of it because it was perceived as weakness at the time.
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Whereas i f someone who 16d | ooked up

that person has itthenyoukmo i t 6 s OKO.

Understanding the context and complexities of elite sport is clearly an
important stepWhile this delay in seeking help might be partly explaimesportby
the stigma embarrassmenand lack of understandingurrounding mental health
(Addis & Mahdik, 2003; Gulliver et al., 2012adhedifficulty to discriminate between
normal feelings and MHI symptoms might be another explang@Goannford et al.,
2007) Critically however, the reluctance to seek professional help is one of thetbigge
challenges in the treatment and prevention of MHIs, especially for(Auolis &
Mahalik, 2003; Gulliver et al., 2012a; Rickwood & Thomas, 2012; Talebi et al., .2016)
As a result, and as experienced by Participants 1, 2 and 4, by the time individuals
finally seek help, their condition has often worsened from a subclinical to a clinical
level of severity and impairme(®chinke et al., 2017; Schwenk, 2000)
3.4.Summary and Conclusion

The present findinggave a broad picture dfow four British elite athletes
experienced and coped whMHI such aslepressiorfsee Figure 3,5. 90). Whilst
their symptomatologywvas perceived to have betriggered byeithersport or non
sportrelated factors, participants recallecencounteringa range of behavioural,
performance, and personality changtgbuted to their depressiofis a consequence
they implementeda wide range of probleriocused, emotiofiocused, appraisal
focused and avoidance strategies to help tbepe withthe symptoms of depression
and their consequencekinally, while acknowledgng the potential widespread
prevalence of MHIs in elite sport, tharticipantsalso stressed the stigrtiaat remains
associated with this topic in higavel sport environments and the detrimeitglact

this may have omathletes
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*Sport-related
triggers

*Non-sportrelated
triggers

Coping Recalled

1
strategies used Athletes Symptomatology
*Problem-focused experlence . Symptoms matchmg
*Emotion-focused of DSM-5 criteria
* Appraisal-focused Depression *Other recalled
*Avoidance symptoms

Perception of
MHIs in Sport
environments

*Perceived high
prevalence

*Perceived high
stigma

Figure 3.5Br i t i s h elived ¢éxgerieade bf ldepressisnd

3.4. 1. Elite Athletesd Experience of
Differentiating between signs of depression and normal range of reactions or

feelings (e.g., sadness, tiredness) to adverse events can be diffauford et al.,

2007; Gulliver et al., 2012a)his argument is especially valuable when looking for

signs or potential indicators of MHIs @&npopulation that may experiertbemin ways

that maygo beyond usual diagnostic crite(i2oherty et al., 2016)n line with the

present findings highlighting additiongbossible signs to consider, increasl

avoidance, riskaking, irritability, angerandaggressiorare potential transdiagnostic

indicatorsof psychological distreg8rownhill et al., 2005; cited in Rice et al., 2019)

In this regard, it might be useful to caser any accumulation of, and persistent

changes in, behaviours and/or performance over time, as potential warning signs
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warranting further investigatio(Hill et al., 2016)as well as the spectrum on which
those issues might occur. Due to diagnostic challenges, people easily consider that
MHIs is a blackandwhite issue. The distinction between an issue as such and a
disorderper seis not easily disernible. Participant 4, for example, questioned the
severity of MHIs met in sport environmeritgoing from symptoms of mental health
problems to mental disordeisand, thereby, highlighted the necessity to understand
and recogree the different levels o$everity (spectrum) when it comes to MHIs.
However, to date, research about clinical depressiont s 6 ext ent , sy mp
consequences 1T among elite athletes rema
partly be explained by the gap between the prevalence of MHIs in sport and the
MHIs that are actually treate@Henderson, Evansacko, & Thornicroft, 2013)r
reported(e.g., seHreported; Gorczynski et al., 2017)

3.4.2. EliteAthletes Coping with Depression.

In terms of coping strategiesur findings highlightedhow, usng a range of
diversecopingstrategiegalone or in combination), higberforming athletes tried to
in managing MHIswhich supports previous research conddicbe the general
population(e.g., Biringer et al., 2016; Cornford et al., 2007; Fogattgyl., 2015)
Furthermore, \wile particularly stressing the importance of talking, seeking
professional help, and social support, thevateds reported by the participants (e.g.,
being involved in charity, physical activity) are consistent with findings highlighting
the wusefulness of changing onebés emotio
pleasant or neutral distracting activit{@ringer et al., 2016; Liu & Thompson, 2017)
Perhaps, e of the most interesting findings inatsection was the overlap between

the cdegories of coping strategies highlighted in the present study and those found in
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previous research on how sport performers cope with sport and organisational stressors
(Kristiansen & Roberts, 2010; Nicholls & Polman, 2Q07)

The intention here wasot to offer a selective list of strategies that athletes
should systematically apply when confronted with MHIs. Instead, given that athletes
already have developed a range of coping strategies through their engagement in elite
sport, the present results sugdest athletesnay need tdoe moreencouragedo use
the knowledge and skills learned to cope with sport challenges to better handle other
kind of challenges such as dealing with MHIs. A logical focus of psychological support
in sport would, therefore, bendhe development of a broad range of psychological
skills, supporting bot h amehtdl eetlttaaddthein b i | i t
ability to deploy those skills to deal with challenges from both within (e.g., injury,
deselection) and outside ofeih sporting lives (Collins, MacNamara & Cruickshank,

2019). Although such interventions may not prevent the development of MHIs, nor
explicitly and solely enable athletes to smifdress such issues, increakedwledge

about MHIs and mental skills mggo mot e ski l |l s transfer by
understanding on how skills learned in a sporting context can be transformed and
applied to respond to the demands encountered in other comtexise versge.g.,
opportunities, ne#s, or benefits of life skills transfer; Kendellen & Camiré, 20T8g

types of intervention providing athletes with sufficient awareness and tools to monitor,

early detectpreventand/or respond tdeveloping MHIsareexamined in more depth

in Chapte 6.

3.5. Study Limitations

The study reported in this current chapter presented both strengths and
' i mitations. One strength concerned the

by a GP or a psychiatrist compared to studies often resting uparetted measures
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(Gorczynski et al., 2017; Gouttebarge et al., 201bkh¢ research design allowed the
exploration of participants06 experience
greater depth and, evengaturation is not an aim in IP&aunders et al., 2018)
saturation was considered to be met during the data analysis when no new codes
seemed to occur in the data.

As previously nentioned in the inclusion criteria, participants had either
recovered from their MHIs by the time of the interview or had their condition safely
under control. However, mle the four participants in this study reported being
formally diagnosed with depreisn and comorbidities (e.g., anxiety, ADHD and
OCD), no thirdparty information was soughfurthermore, and despite some of the
steps takero counter the limitations of retrospective reseasuch as the use of a
graphic timeline to aid memory recabrasch & Matthes, 2013%0me memory decay
may still have persisted and impacted on the redbiis.to the retrospective nature of
the present investigation and whilst membeitection was preferred to member
checking, the timelelay existing between thaata collection and their analysis and
participantsd memory may [Beangtsson, 206Act ed t
additional element worth discussing is the potential influence of social desirability on
participantsd account as particiipthimt s ma
study due to theimwn interest in the present topkurthermoreparticipants may have
consciously or unconsciously omitted information due to pgb&ential emotional
difficulty andor discomfort generated by the recollection of a distressful period of
their lives.

Regardhg the coping strategiest is worth considering that participants
reported coping strategies as only those actions they had in mind at the time of the

interview or the ones they believed that had a positive impact on their condition.
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However, their effetiveness was not assesged se The effectiveness of a coping

strategy (e.g., adaptive or nadaptive) depends on the individual, on the context, and

on the desired outcomékazarus, 1993)As such, it is important to consider the
subjectivity of a personatdh e whol e context surrounding
(Cornford et al., 2007)Recognsing the retrospective nature of this investigation, a
number of coping strategies could have been omitted. Mergethe problerfocused,
emotionfocused, appraisdbcused and avoidance classifications may give the
impression that each strategy can only fit in one theoretical and functional category.
However, similar strategies can serve different functions depgndio n  -th&te fiat
ti meo situat i on(Gaudreau & Blondinh29002j Ricldardy, 2084¢ a |

such, the classification of strategies was dependent on my perspective and
interpretation. Ultimately, nomenclature notwithstanding, the copimgtegies

i mpacted t he par tandcogniBonstassdciatedwidhtthe sitnaéion. st at
Therefore, the categories of coping strategies should not be seen as mutually exclusive
(Richards, 2011)n this studythe classification of strategies wagrely used in order

to give an overall description on how participants responded to depression.

Finally, althougha sample of three participants is enoughPA to realise an
inndepth and detail ed anal,whereabigsamplesanayh par
weaken the analysis due to the amount of data gendfteith and Osborn, 2007),
the sma | sample size, the intertTvariability
versus team sport, males versus female), as well as the uniqueness of the targeted
cohort,do not enable the findings to be (fully) genesed.

3.6. Next Steps
Eventhoughcoaches are often considered by athletes as their main source of

support, the present data highlighted some differences experienced by athletes in
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regard to the support they perceived having received from their sport environment and
more specificall from their coach(ede . g. ,wafis n 6t g e (Participamt any |
1) v espeaking to iy coach maybe helped ( P a r t].iRefleqlirey nhis and )

the importance ofhesportr el at ed soci al envirobeiment re
(DeFreese & Smith, 2014 hapter 4 addresses Objective 3 &f gresenthesisto

pursue our investigation of MHIs in higierforming sport environmentby

examining the perspective and concerns of coaches who worked with athletes
experiencing MHIsMoreover, gven the significahrole the coactathlete relationship

can play in (young) athletékfe (Gulliver et al., 2012a; Mazzer & Rickwood, 2015a)
andtheincreased risk of MHIs first onsit adolescence and young adulth@dkdssler

et al., 2005; Patel et al., 200Te study in @apter 4, more specifically, examined

Tal ent Development (TD) <coainsugpsringteexrper i e

athletes confronted withlHIs.
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CHAPTER 4
MENTAL HEALTH | SSUES I N SPORT: FRC

PERSPECTIVE

4.1. Introduction

An important finding from the study reported in Chapter 3 was the quality of
the supporparticipants perceived having received from different sources, particularly
their sporting environment and coaches.
their welkbeing within the sport environmefiBianco, 2001; DeFreese & Smith,
2014) social support is an important construct to consider regarding mental health.
Indeed, athletes often seek support and advice from people they trust and with whom
they are famiar and comfortable with, such as coacfiésrguson, Swann, Liddle, &
Vella, 2018; Gulliver et al., 2012dpwett & Cockerill, 2003; Mazzer & Rickwood,
2015a) As such, and reflecting the nature and importance of the -aihlgie
relationship inhigh-level sport(Gulliver et al., 2012a; Jowett & Cockerill, 2003;
Mazzer & Rickwood, 2015a; Ringland, 2018)is surprising that more attention has
not been paid to the examination of athl
parallel issue, while interestin highe r f or mi ng a talkhlaredttseirspact me nt a
on performance and wdtbleing has rapidly grow(Kamm, 2008; Rice et al., 2016;
Schaal et al., 201 1less attention has been paid to young and developing afftdtes
et al., 2016)

Similarly to high-performing athletes whbave to deal with unique stressors
and demands associated with their sporting career in addition to the normal stressors
inherent to human lifdMacNamara & Collins, 2015; Schaal et al., 2Qyigung,
developing athletes face stressorad ademands associated with childhood,

adolescence and young adulthood, as wedtr@ssors and demansjsecific tothe TD
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pathway.The timing of the TD journey is salies outlined in Chapter 1 hddhood
and adolescence are known to be critical periodwhen it comes to vy
development and, perhaps even, prevention of Mikissler et al., 2005; MacNamara
& Collins, 2015) About 10% ofchildren (aged 5 to 16) in the U.K. experiemdHIs
(Green, McGinnity, Meltzer, Ford, & Goodman, 2005his prevalence rateends to
increase during adolescer(€&reenet al., 2005and reachsup to 25% in young adults
aged between 16 to 34 regarding symptoms and disorders such as depression, anxiety,
panic disorder, substance abuse, or eating disof@etkver et al., 2012a; Gulliver et
al., 2015) Given the overlapetween atisk periods for the first onset of MHI(S)
(Kessler et al., 2005; Patel et al., 20@nd the peak competitive years for high
performing athletegRice et al., 2016)young developing athletes may be anrigk
cohort regarding the development of MHIs. This is even more important as MHIs in
youngpeople can have loAgrm effects thatend to carry on in later liftMazzer &
Rickwood, 2009; Patel et al., 2007herefore, due to the significance of the athlete
coach relationshigJowett & Cockerill, 2003and the role they can play yourng
athleteslife (Gulliver et al., 2012a; Mazzer & Rickwood, 2015&)s chapter focuses
on the perspective and concerns of TD coaches who worked with young athletes
experiencing MHIs
4.2. The Exploration of Mental Heath in Elite Sport Environments from a Coach
Perspective: The Contextual Backdrop

Importantly, whilst MHIs can negatively affect young ped@pleverall wel
being and personal development, they may also lead to a derailment from the TD
pathway(Hill et al., 2015) However, @spite the impact, young athletes are often
reluctant to seek helpGulliver et al.,, 2012a)Several reasons can explain this

reluctance. Firstly, young athletes have been shown to have a relatively poor
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knowledge about mental health and mental health seri&eliver et al., 2012a)
Secondly like their older counterparts, youraghletes are often unwilling to reveal
any sign of vulnerability to othersspeciallyto coaches, teammates, ampponents
(Gulliver et al., 2012a; Mazzer & Rickwood, 2009; Schaal et al., 26aé&)to the
competitive nature of sport environments which exacesb#te social stigma
asociated with MHI e . g . , Aweak not s8) dldtably, whiko r m &
young athletes do seek help, they tend to solicit support and advice from a
knowledgeable, supportive, trusted adult such as a c@aamiguson et al., 2018;
Gulliver et al., 2012a; Jowett & Cockerill, 2003; Mazzer & Rickwood, 2009, 2015a;
Swann et al., 2018)ndeed, although coaches can be a source of $treathletes
(e.g., emotional abuse, see Chapter 3; Frey, 2007;&atalt, 2016)they often hold
the role of a confidante and/or of a mentor for their athl@gtesguson et al., 2018;
Jowett & Cockerill, 2003)Swann et al. (2018urthersuggestedthagt o ung at hl et
decision toconfide to tleir coachesabout their MHIswvould greatlydependent on the
quality and nature of the coaelthlete relationshig®wann et al., 2018)

This presents a potential conundrum. Although they might not be the best
qualified or suitable individuals to deal with MHRoberts et al., 2016¢0aches can
play a key role in facilitating the early detection and fostering subsequent -help
seeking behavioui$erguson et al., 2018; Gulliver et al., 2012a; Mazzer & Rickwood,
2015a; Nowicka et al., 2013; fakian, 2016; Swann et al., 2018ueto their regular
contact with athletes over a prolonged period of time, coaches are in a unique position
to notice any behavioural change(s) that may act as a warning sign and identify the
development of MHIs from an early stad@ergwson et al., 2018; Hill et al., 2015; Hill
et al., 2016; Mazzer & Rickwood, 2015a; Sebbens et al., 20h&)y are on the front

l ine to support t hei (Sebhandel at, 2@ 8p&ncounmget a | h
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help-seeking beaviours(Gulliver et al., 2012a)andto refer them (if necessary) to a
health professional preferably knowledgeable in performance environmeimtsfaaid
particular spor{Hill et al., 2015; Hill et al., 2016)This is especially important given

that early detection and intervention has been shown to lead to a better chance of
recovery(Kamm, 2008)

Reflecting these issues, and the role played by coaches in supporting young
athletes, the main purpose of this chapter was to investigate the perspective and
concerns of coaches who worked with athletes experiencing MHIs. Suckdeptn
i nvestigati on o fmayxfuthedhélpbsttér complexigy rofiMiHis e s
high-level sport as well as the subsequent challenges surrounding thisliojpe
with the aim of the present thestonsideringat hl et es 6 T@AHIosa chiBe m
perspective mayelp design future interventions and guidelines for health and sport
professionals working in TD environmerdsad, thereby, improve the mental health
support provided to their athletes
4.3. Method

4.3.1. Participants.

Through a network of personal and professional contacts, 11 coaches (two
females and nine malestean age = 42.55D = 11.13; max= 62 yead, min= 30
yearsold) working in TD environments were recruited to take part in this study. All
participants were English speakerscoachingyoung athletes competing in an
individual or team sponvithin the U.K.(e.g., Footbal(n=4), Rugby(n=3), Hockey
(n=1), Judo(n=1), Swimming(n=1), Athletics(n=1)), and working or had worked in
high-level TD environments foat least four yeargrior to data collectior{Mean
working experience = 16.36D= 9.33; max= 30 years, min= 4 year&} previously

definedin Chapter 1,TD environments refeto environments meeting the higher
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standards of youth spodsch asegionalhational sport academiaadnational junior
programmesWhilst young, developing athletes involved in such environments are
usuallyexposed early to high levels of competition and perform in age clafisas
ranging from undef3 to under21 (Sabato et al., 2016jnost coaches in the present
sample had experienoé working with various age grouggom under 9 years old to
21+). More specifically, & the time of this studyCoaches 2, 3, and 4 were
predominantly working with athletes under 16 years old, whereah€s4¢ 5, 6, 7,

8, 9, and 10 were coaching athletes age 16 years and older. Cowah the only one
coaching athletes from 8 to 21 years dldstly, anotherimportantselection criterion
entailed thaall participants had, at some point during theieearencountered athletes
experiencingHIs.Inf or mati on, which might we#@mabl e p
omitted or changed to ensure confidentiality to the participants and their athletes.

4.3.2. Procedure.

Following ethical approval from th&niversity BAHSSEthics Committee
(BAHSS 395, 2nd Phase; see Appendix prpspective participants received an
invitation email that included an information sheet explaining the purpose of this
project and inviting them to take part in the present stugéye Appendix F).
Participants meeting the inclusion criteria and expressing an interest in taking part in
this study were invited to contact me. Individual interviews were then organised at a
convenient time and location. Prior to the beginning of eachviete, participants
were reminded of the aim of the study, that their participation was entirely voluntary,
and all signed a consent form. Interviews lasted between 54 and 134 mWates (

93.36;SD = 27.54), were conducted fateface, recorded and tracribed verbatim.
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4.32.1. Interview Guide.

An interview guide was created for the purpose of this study (see Appendix G)
andwas used to guide the interview and dilve participantshe opportunity to share
their experiences without restrictiof@ones et al., 2013The same senrstructured
interview guide was used with all participants as a means to improve consistency
across the intervievirhe interview guide contained questions enabling us to gain more
insightintoc oachesd experience of coaching youn
interview started by l nquiring about t h
coaching. Following this introductory phase, a series of -@meled questions
expl or ed c oadnp ansl @xpenanak efr MHisan young elite athletes.
Probes and prompts were used to help participants to clarify and/or elaborate on their
answergJones et al., 2013)

4.32.2. Pilot study.

Interviews were piloted il three participantéhree malesMean age = 39;
SD = 9.54)matching the inclusion criterids in Chapter 3the interviewwas piloted
with more han one coaglwhile not using thosedata in the analysisp enhance the
i nt er vi ewe rim lser iteoviewing cslallsandedetter prepardner for the
demandf this exercisgJones et al., 2013}After the interview, these participants
gave a feedback on the structure andteot of the interview. Following their
comments, no adjustment was deemed necessary to the interview guide.

4.33. Data Analysis.

Given the aim of the current study, and similarly to the study conducted in
Chapter 3, a qualitative methodology was deethedmost appropriate approach to
better understand a phenomenon such as the human con@@ergtsson, 2016)

while, at the same time, enabling participants to freely share their exper{énoes
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et al., 2013)Transcripts were analysed inductively through a thematic content analysis
usi ng Br aun an dbyStepaguidedck that tRe@hentey pralicedpvere
closely linked to the data s@@raun & Clarke, 2006)Patterns of data were defined,
examined, and reported without these being embedded within any established
theoretical frameworkAs thematic analysis can be a realist or a constionist
met hod, a realist approach focusing on p
was chosefor the present studiBraun & Clarke, 2006)This approactpeingrealist
and inductivethe data analysis was driven by the data and not by the interview guide
nor the researchersodo theoretical I nteres
level (Braun & Clarke, 2006)

To erable familiarization with the raw data, multiple active readings of each
transcript were completed before starting the anafigsaun & Clarke, 2006; Jones et
al., 2013) Coding was performed by use of a qualitative dasdysis softwar€¢Nvivo
11; QSR International Pty Ltd., 2015aw data were analysed and orgadiin
meanngful units to create early cod@raun & Clarke, 2006)Initial codes and sub
codes sharing a similar meaning were then grouped together to generate common
themes in relation to the phenomerstndied. Thosethemes were then reviewed and
refined into broader categories. This procedure was repeated until all meaningful units
of raw data were ordered into the existing cq@éezaun & Clarle, 2006) Ensuing from
this analysis, data were organised into higher order themes. Examples of codes and
themes are reported in the results secti
part i confdantiatitys i informatiorenabling their identification was reported

and numbers were used Iin the result sect |
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4.3.4.1. Trustworthiness.

To improve the credibility and trustworthiness of tpheesentdata, two
validation methods, pe@ebriefing and nemberreflection were used(Jones et al.,
2013; Smith & McGannon, 2@). After the present intervieweconducted the
analysis, the data analysis and its ensuing codes and themes were individually
reviewed by Dr. MacNamara who had previous experience in qualitative methods. We,
then, engaged in an open discussion about the development of the codes and themes,
as well as the interpretation that came out.dbit MacNamara challenged me until a
consenss between the two of us was reachkdule Dr. Rodgers and Bf. Collins
acted as critical friendé&Smith & McGannon, 2018nd reviewed the final thematic
structure. This peedlebriefing process enabled all the researchers involved in the
present study to establish, and then critically slareinderstanding of the codes and
themegJones et al., 2013The peerdebriefing process was a feature of every stage
of the analysis process and, as such, helped guide the analysis and interpretation of the
data(Jones et al., 2013)

For member reflectio(Smith & McGannon, 208), thethemes obtained at the
end of the analysis stage were sent back, along with a brief description, to each
participant who then had the opportunityrédlect and commentonh e r esear c h ¢
interpretatiorof the transcriptsSeven out of eleven participants responded and shared
their feedback. While they all agreed that the findings accurately represented their
views, a number of participants offered soamriching reflections. Those reflections
included, for exampl e, the i mportance of
well-bei ng, the i mpact of athletesd age in
happening to t hem, iortheaneecd ® have amedlisciptinarg f e d u «

approach to support the athlete, and the importance of good and open communication
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between all thetakeholderge.g., coaches, players, parents). Once meneflection
and validation were completed, discussibasveen the research team continued until
a final agreement on hierarchical structure and themes was r¢ached et al., 2013)
4.4. Results

The purpose of t his st udperspecidve ando e X &
concers in regard to young athletes with MHIs. Over the years, participants have
worked with performers confronted with different MHasid differentthresholds
These MHIs ranged from signs or symptoms of psychological distress (e.g., bullying,
body image, anxig issuesdifficulties following a traumatic event, and substance use)
to clinically diagnosed disorders (e.g., depression, eating disorder, OCD, ADHD,
psychotic episoddsee Table 4.1).

Table 4.1MHIs reported by the participantsia=11)

Range of MHIs Ncoaches

Signs of Psychological Distress (or undiagnosed issues)
Depressive mood
Due to disappointment
Due to family issues
Anxiety
Performance anxiety
Difficulties to copewith pressures
Grief/Bereavement
Traumatic event
Bullying
Dependency to another person
Substance use
Body Dissatisfaction
OCD
Mental Disorders (clinically diagnosed)
Depression
Eating Disorder
General Anxiety Disorder
ADHD
OCD
Psychotic Episode
SelfHarm

P RPRPEPNWOWONNEDNWOG

PR R R P WO
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The following section focuses on three main higher themes; naifiely, o ac he s 6

perceived role when confronted with young athletes with MHIs regardless of their

severity;TDc 0 a ¢ h e s 0 litepaeyralwoet MMI® dnd the areas for improvement

identified to improve the support available witlsiport environments for athletaad

coaches in regard to MHIs. A summary of the themes is presentattlm 4.2

Table42ZTD Coachesd percept.

on of their

Higher order
theme

Second order theme

First order theme

TD Coach
perceived role

Monitor i ng at hl et es
overall weltbeing

Through the athletes
themselves

Through fellow teammates
Through the parents
Through members of staff
Through coac
observation

Supporting athl et
overall weltbeing

Emotional support
Informational support
Tangible support

Coachesd percei ve

Awareness of their limits a
coaches

At hl etesd re
about MHIs with coaches
Potential conflict of interes

Perceived level of knowledge and
understanding regarding MHIs

Poor and/or limited
Moderate

TD Coach
perceived literacy

From formal sources
From the media

aboutMHls Knowledge acquisition From personal experience:
From professional
experiences
Increased awareness.
Il ncreasing coache|ncreased set of skills
knowledge about mental health Tailored approach
Use of role models
Areas for Concerns regarding mental health Overcautious
improvement interventions Over-confident

Creation of a support network with
health professionals

Sport Psychologist.
Clinical Psychologist

More support for coaches within spor
environments

Increasing the awareness
on coaches®d
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4. 4.1. TD Coachesod6 Perceived Rol e
The role of a TD coach is divergdthough their role has its limits, especially in regard
to MHIs, as explained by Coach 4 in the following quatenitoring and supporting
their athl et es 0-bgng(see Figuneadrigeca by patt ofwtlee! |
everyday job:

Monitoring and supporting young players are a massive part of the job. We are

in the best position to get a picture of how the child is doing and to notice any

changes in them. Particularly, when things are not going so well. Thergeamay

a number of reasons as to why that is the case and it is important that this

information is shared amongst staff.

( Supporting athletes’ A
performance and
overall well-being

*Emotional support

y — N -Infor?national support
[ Monitoring athletes’ | *Tangible support
performance and

Y
Perceived role limits

overall well-being ~ 4 * Awareness of their limits as
*Through staff meetings :)ﬂicl:htes, luct to talk
. : »Athletes’ reluctance to
?g; :I,l;ga}:igzac}] > about MHIS .with coaches
«Through parents » Conflict of interests
*Through other athletes P
*Through athletes . T T Q 4
\_themselves 4 ‘ / \’ -

/ Coaches

- perceived

role

N

Figure41T D coachesd (&Ee]ut&esanimitk) ergoaredi ng t heir

performance andverallwell-being.

4. 4. 1. 1. Monitoring Athl ebang.d6 Per f or m:
As highlighted by Coac perfofmancenanadawetl or i ng
beingover a period of timallowed coaches to get a picture of what was happening

for their athletes, to monitdheir progress antb notice any change€oachesn the
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present gidy suggested that, although they sometirdessoveredabout potential
problemdrom the athletethemselveghis was not the most commusy. In fact, the
coaches described how it was often a third partypgbeted outhedifficulties faced
by anathlete As such, C 0onNnc er faing werecraisecabiellom t h 1 et e
teammatege . Other athiletes that were living with that persdmosgaid that maybe
there is some other i ssumch@pthemg hbet o ¢ |
parents| e . The people that raised the issue were his house parents. They said his
behaviour wd<oa c dlis MWretaldine about the AD.6 (Coach
11)], ora member of staffThe latter was reported as more common, especially when
the coaches were operating within an interdisciplinary team. lllustrating this, Coach 6
explained how
We would work, you know, pretty in an interdisciplinaryammer where a
Physio would mention something, and we would then sit down and having put
lots of things together, things emerge. And for example, the player I originally
talked aboufconcerns of OCDand how, it was actually the Physio that first
raisedpo ent i al i ssues because of some con
It was, however, predominantly through their regular contact withadttdetes
and through theiown observatiorthat coaches predominantly became awarengf a
concern Coach &escribedhow often it is
Through observation, through communi ca
in most cases it is observation, it is probably a tacit thing of having seen a very
large number of boys, young men at that age. And also, knowing that individual
and knowing what their average behaviour is. And seeing how their body
language and seeing how their training behaviour, how their behaviour

generally change.
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Behavioural, physical(e.g., eating disorders, body image issuescial, and
performance changes/er timewere some of the main indicators identified by the
coaches as warning signtht he accumul ati on of changes
pattern of behaviours that raised concerns. Typifying this, Coach 2 and 4 described, in
the following quotes, how they were able to pigk some red flags
The boyodés behaviour, an outgoing boy r
on with the job, very competitive in[aport] sense, and just a smashing lad to
wor k with. Al l of a sudden, he .became
When he turned up to trang very quiet Totally different character. And |
spotted this, and | thought you know
deci ded web6d monitor it and if we stil
ask a question. So, nothing changed and theWollpweek we saidd Ar e y o u
oK, I's there something wrong?6. And h
tears. So, then obviously we realised something was wrong. (Coach 2)
There was a change in his mood, a change in his attitude, a change in his
applicaton. Just a change in attitude. Change in level of performance,
behaviour slightly changing. All those sorts of things were signs and indicators
just saying to you something is not quite right. (Coach 4)
Once a concern had been raised, coaches workinghwathinterdisciplinary
team shared their concerns and information they might have with other relevant
members of staff (e.qg., lifestyle manager, physiologist, nutritionist, and psychologist).
The coaches described two main goals to this sharing of inflormdgirstly, the
coaches wished to gain a comprehensive picture of the situation and secondly, to come
up with a plan to adequately and supportively act in response to that situation. In this

regard, Coach éxemplifiedhow:
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We would work in aninterdiscp | i nary manner €& So, we
meeting to discuss how different players were going\Vda would have a
critical incident or a critical player bit at the start where we would discuss
ORi ght what 6s come up t hisssotherplayérs and t
who were on a regular cycle é | think
of concern within the staff group. That is then monitaredhatever way that
was. And then, the decisies taken to, to seek more further help, or Aid,
in this particular case [concerns of OCD], it was monitored over a period of
weeks.

In a similar fashion, Coach 1 explained how, within his sport environment:
We havea processa processalled the case study process wheresigend
we talk about thelpyer every 6 weeksSo,every week wedd hav
as a wholentedisciplinary staffSoowe 6 ve t he coach, the p
conditioner, the lifestyle and education officer, the welfare officer. We all sit

in one room and we talk about 3 playé we literally all give an input. So, |

woul d say 6é6So this is how itds going
|l ooks a bit down at the moment, but b
then the education guy might come in @ag,6 We | | oywo u hlkan 6 s bec

heés at this exam time so theybve got

might jump in andsay,06 Wel | we know his family jus
a difficult timeb6. So, weodre all/l in t
wider perspective of whatds going on in
say O6right, thatodéds happening, thatés I

need to do?bo
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It has to be notechoweverthatnot all the coaches interviewed he same suppb
network at their disposafe.g., multidisciplinary staff) Coach 8, for example,
recognse d t hweas priilegedithat | had a sport psychologist and | had a doctor.
99% of coaches, 99.999% of <coachietsis donbo
regard, Coach 11 explained that sherdithave access to sport psychologists:
At that time, the beshey had was a lifestyle manager. They had a couple of
differentaimés port psychés who seemed to do &

end with the elite | ot but they, in f

o)

[2¥Sport Psyluhedch of thanseenis to have had a fairly, short
term role.

Coach 7 further stressed the inequalities existing in terms of support by describing

how:
When you get to a high enough | evel v
somebody is there to monitor the 1 ndi
doing what theydre not doi ng. Wher ea:
resources to cordinate 8 I t hat so 'yeah' Il think t
sometimes ... if the player wasnot a

have been accessible? And we go back to that kind etl#eb So, when

youbdbre in an envi r on metomgassthendontdo,iieanr e s o
be dealt with. But where youdre in an
thereibecause either the sport 1isnbdét evo

or youbre at a | ewoeldthat Sugporave hapéneéd? qui t e
So, within some squads you can have players on different levels of funding.

So, if youdbre player A, and you have a
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theredd be a mechanism there to suppor
sameamoudf f unding, because youdre not p
Clearly, differences exist between sport environments and ftivaing, which, in
turn, impact the nature of the support available to athletes within their sport
environment.
4412.Spporting Athl etesd Pebeihgpr mance an
4.4.12.1. Emotional Support
Despite some inequalities in terms of support available within TD
environments, caring and being supportive of their athletes was described as one of the
biggest componet s of a coachods r o] fieel[codkeslarg pl ai n
duty bound to ensure that we look after them A hos't of actions
identified by participants in regard to supporting their athlea@esches explained
trying to emotionally supportheir athletes with MHIs by being more understanding,
tolerant, and showing that they cared. This nyostinsisted of taking théme to talk
and listen to their player#lustrating this, Coach 4 explainédw:
Wit hout prying too much, you speak to
have to ensure you know when you have got something you keep an eye out
for that. A real conscious effort to
for the sake of talking. Something positive has to come out of it at the end of
the day. But just that constant encouragement | think does help.
4.4.1.2.2. Informational Suppior
In addition to emotional support, coaches also proviadtedmational support
This type of support, for example, involvedming up with a strategy with the staff

me mber s, t he parents or /sonhdt heseels engagdde at h
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empaver ed, and part of the proces@&oachr at her
10).

Once aware of the existence of a potential problemthanostrategy
implemented by thoseoaches to actively support their athletes was to monitor those
athletes more closely as explained hereafter by Coach 7 in relation to eating disorders:

| think that made me more sensitive to my playatshe timewho were of a

concern to me. Bmuse lte behaviours that | was hearing of in other

environments | was more sensitive to monitoring in mine. And | tended to put

some mechanisms in plas#ere even thought woul dnodot ithave | c

| was probably monitoring those issues. So, all the pdayeuld always weigh

in the mornings and like before matches after matches and all osshhhad

a lot of data around all th@ayers but it was all the players. So, without being

intrusive | could keep an eiyaayhaown s o me

itdéds part of our daily pract Becauseso t he

| 6ve made this a | ogldimbthatwabiamkkindaf und a

@mb thought process with the rehydration and everything. So, | think the

difference wasHat | introdued the mechanism for one reasand that had

been going on for a whilepbthen actually saw the same mechanism as another

method to actually monitor some of the concerns.

Furthermore, when deemed appropriate (e.g., depending on the tifidl®)f, the
coaches described how they would try to e
about those types of issues (e.g., disordered eating, body fimadge) o u g h t h
nutritionist, through the psych. You know around healthy eating or body images o

what ever ({CbachiD)ght beo
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Although being present for and supporting their athletes was erspthas
being one of the most important parts of their job, some coaches also described the
negative i mpact t hey c-beugaddthe aeeckttobe caretulh e i r
in regard to their coaching behaviours. As Coach 3 reported:
| have to acknowledge that sometimes, | may have unwittingly caused or
exacerbated the problem. For examglef you dondét start pa
uscoaches, y ou wo n O6tinterpratedtasl I6ann gg oa th gt h ios
choppedwith all the consequent anxiety.
Being flexible and able to adapt their coaching behaviours and expectations to the
situation was, therefore, another important aspedie@icbaching and informational
suppat provided to their athletes. As exemplified by Coach 5
We treated him [player] quite differently to the rest of the group because [sport]
environments can be quite harsh in terms of, because of the physicality of
[spott] and how hard you have to work, we had to almost let some of those
standards and behaviours a bit more lenient with him.
4.4.1.2.3. Tangible Support
Depending on the type of MHI(s), on its severity and on the context (e.g., what
does the athlete wanf)paches also noted other strategies they employed to support
their athletes. These support strategies involved, as one example, removing the athlete
experiencing MHIs from Hé wantedpt®mleave tlenvi r o
environmentand hehadafreenvi t e t o come back (Cobach whene
6) ;e Aswent him home ¢é OCoachl)} In gthemrstances,pt i n
the coach removed himself from the relationship rideo to alleviate the situation.

Regarding one of his athlet&3pach 10explained how
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I removed myself from that situati on.
emphasis on other players and another member of staff looked after him
physically because all we were doing was at logger heads so at not going at
each other hugenerating frustration. He was frustrated with me and | was
frustrated with him because we were trying to get to an end point which he
wasnoét willing to put himself to é So,
4413TDCoachesd6 Per adssi ved Role Lim
4.4.1.3.1 Awareness of theltimits asCoaches
Whilst, it was interesting to note that although coaches described, and

emphassed, to greater or lesser extent, a range of strategies employed to support their

athletes, they all agreed on the impoda ofinvolving qualified health professionals

(e.g., doctor, psychologist). The reason to include a health professional was reported

as twofold. Firstly, coaches described the importance of getting help and advice from

a professional about how to manage the situation. Coach 2 mentioned how him, and

his fellow coaches would:
€ talk to different people, we talk tc¢
say O6Well what you need to do is this
wedd better arrange a meeting mdsth th
on each situation in particular, take
first thing. That was the first port of call. This was an issue too serious for us
to deal with. We are not, we are not,
So,we needed to report to somebody which we did, they then took it on and
said 6What you can do in the meanti me

have [ Sport psychés Name] he had
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privately and with the boy oAm®-one. He gave us, he gave the coaches the

feedback that he was able to but gave guidance on how the boy could be helped.
Secondlywhilst theydescribed the importance of supporting their athletes as much as
possible, all agreed that dealing with MHKitas not part of their role. All our sample
recognsed that they were not qualified nor trained to deal with MHIs. They, therefore,
preferred to fApass it . Sumniarsing onostg walcihfeiséd
opinion,Coach 7Zexemplified withthe following quote how recogsing and accepting
the limits of their rolas alsopart of theirjob.

| think, it Ga@metimesrecogai ng t hat you candt be the

and | wasnodét that person. Because | tl
isneeded, and you have to reali sfe wher e
|l think 6umé, for me this was a clear

was needed there that went outside my skill set.
44.1.3.2At h | Relucaso@ toralk about MHIswith Coaches.
Furthermore coachesalso perceived that themight not be the person an
athleteinvolved in in TD environmentwould want to talk to about MHIF he fear of
the consequences of disclosing MHIs and/or some impression managemergarh the
of the athletenayexplain such their reluctance to broach that topic with their coaches
Coach 7 described how:
At the end of the day a coach will always select or drop a player and therefore
a conversation with a coach is not always the best betaeyxseletermine the
outcome of selection. So even though ¢
never going to be perceived as that
perceived as the person that makes the decision whether the player goes or not

andtha wi | | al ways be the first thing i
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people then can actually take on more of a kind of supporting role because, not
that theydre more trusted because | w
are powerful in that theyadultimately make the decision
4.4.1.3.3Potential Mnflict of Interest
In addition to the athl et es subseqéntlyct anc
mentioned the conflict of interest some of them cqdcteive obe subject to when
it comes to MHIs and selection. There was a divergence of opinion in this regard.
Whilst Coach 1 suggested thdté as a pl ayer you can fee
someone an excuse to drop you. | would ne
crapo, other coaches,dwever, disclosed the uncomfortable situation they were in
when making decisions about their team selection in regard to their fumdingp
was dependent on t tsearformaacediustating thi§Coacihh d/ or

8 explainechow.

twaspetty clear to me that i f those att
be out of the national centre and t ha
either é | think the positions that |

know. | was the Head Ca of a national programmeeciding whether people

were in or out of national training centrésit also whether they were gonna

be funded or not funded. So, wearing 2 caps as a coach defiwislya
challenge A position for me as head coach of a national programme and also
coaching TD was extremely difficult
undelying tone in my later position of dishonesty through fear of what the

repercussions of telling me what some issues might be.
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442TDCoachesd Perceived Literacy about
The perceived literacy about MHIs varied across participdhtsse differences were
mainly owingto howTD coache®valuate their own knowledge and understanding

aboutMHIs as well as how thesecalledacquiing thoseknowledge (see Figure 4.2).

. Poor and/or
Perceived level of limited
knowledge and \
understanding regarding
MHIs
. Moderate
TD Coaches'
perceived literacy
about mental health From formal
issues knowledge
Knowledge acquisition From p_ersonal
experiences
)
From coaching
experiences
Figure 42T D Coacheso6 perceived | i.teracy about

4.4.2.1. Perceived Level of Knowledge and Understandegarding MHIs.
Ten participants out of eleven rated theierceived knowledge and

understanding regarding MHIas poor or limitedvith only one coach seleporting

itasmoderats&Coach 5, for exampl e, quiepaodlwoald ed hi
say very poor knowledge. Li kewi se, Coach 7 consider e
asstihi I 1 very |, iwhiée Coacth udgedthaty basi c o

I woul dndét be comfortable saying that
healthissue® Uméad | i ke to think tdesomedf woul
the signs and be able to direct them appropriately or, direct the help to the

personapmpri ately by directing them to s

that | was particularly knowledgeable about, about mental health
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4.4.2.2. Knowledge Acquisition.

Even though thegelf-evaluated theilevel of knowledge and understanding
regardingMHIs asmostly poor or limited, coaches in the present study described
acquiing it from a variety of sources. Among them, four coaches reported acquiring
their knowledge and understanding about MHIs froformal sourcessuch as
University lectures (e.g., teachingualification), safeguarding workshops, and
readingsTypifyingt hi s, Coach 6readafpvwrecentpmhpets abautin e
| think possibly as a teachernhight have had a bit of training about recoging
mental health related issues. But certainly nothing in my currentcdntexb a ¢ hi ng] o
In a similar fashion, Coach 11 mentioneavingg r a d u a & teathera So, | @m
trained to work with ADHD and those kinds of issu@sid having read some artisle
on the subject

In contrast to any eviderd®msed knowledge, most coaches reported having
learned about MHIs vithe media, through personal and/or professional experiences
Coach 8 explainedor instancelearring to handle the training of athletesepenting
MHIs as a result othe experiences he had to face over the years throughout his
coaching careef \We only know what we know, and | was just dealing with the
knowl edge | evel that | had at the ti me.
that | have had .]Seven coaches also recoggd becoming more familiar or mindful
about MHIs because of personal or vicarious experiences (e.g., family members,
friends).For exampleCoach Gexplained how

| have got significant family experience of mentale al t h i ssues &

brother, really struggled with depression from the age of about W Dad

struggledwe | | my Dad | think i1itds a depr e

depression and a few other bits flyau knowh e att empted sui ci d
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decri be 1t as tacit rather than decl ar
yes. So, | supposén that sensethat might attune me a little more to seeing
people with mental health issues.
Similarly, Coach 11 expressed how:
| get mildly depressive. | havdepressive issues. My Grandmother was on
medi cation for years, but my father wa
various experiences of mental health issues personally through family, and
within sport | have come to reae there is a lot more haening for a lot more
people than you might think on the surface. And so, there is a lot of learned
experience and then through and somewhat with child development in my
teaching degree, | have had some formal education with psychology. But very
limited.
Interestingly, five out of these seven coaches reported having experienced MHIs or
symptoms of MHIs themselves at some point in their life.
4.4.3. Areas for Improvement
Coaches in the present study identified some areas for improvemeattion
to their perceived role and perceived lack of knowledge and understanding about MHIs
(see Figure 4,3. 120). Even though they pointed out the need to better educate both
coachesd and at hl e tobavda batterawarenessHyld bettern o r d-
understanding of it and possi(@ohchl)lthey mor e
also shared some concerns about mental health interventions. Moreover, they also
recommended to increase the support for coaches and create a healthopedfess
network around them (e.g., doctor, clinical or sport psychologist, physiotherapist,
nutritionist) to support bot hstaffnheembaetrhsl 6e t e

physical and mental health.
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Health.

When reflecting on their past experiences, most participants highlighted the
need folincreasedawarenesgabout mental healtivut also for more guidance on what
coacheshould/can or should not/cannot do regarding MHIs. Coach 9 stressed how:

Probably people like me need education in being able to ressoigjhiefore it

gets to that, if you understand me é
gui del i ne s OKrmghtthese are the things that yod should be aware
of 8 and then give it over to somebody

Being able to recoget some red flags and act accordingly were particularly
stressed as importaskills to acquirefor coachesDiscriminating between normal
behaviours or reactions and signs of MHIs was particuladwed aschallenging
especially for TD coaches working with young athletes and adolesteats
exemplified in the following quote:

Pubertyis kicking in. Thereareal sorts of things going on 12s, 13s, so we

|l ook at them and think &6Ah yeahd you
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And we allow for that. But someti mes,

For example, with the age of the players we deal withyatidso much going

on in their lives, can we really identify what is a MHI as opposed to just growth

or life issue{Coach 2)

In addition to the difficulty in recogaing the warning signs of MHIs, coaches also
described how they founddifficult to broach the subject with their athletes. Coach 5
wondered:

What do you say? And almost how do you open up in terms of trying to get

him to open up é what skills | would

awareness and how to maybe spealftthey are undergoing treatment how

to dialogue with that person. Whi ch t

those interactions, which techniques

teaching. So, the biggest one thabul d b«

backup, the backup would be that technique.

Increased awareness and knowledge about MHdee wot only deemed
necessary for the coaching environment but also for the athletes, especially given the
stigma attached witMHIsand at hl et e tal& abou¢ MHisdrcreasimge t o
athl etesd knowledge and awareness about |
their athletes to un dembagassingfdrakidhtadctuadlyw e n i
come up to someone and &waherewedhlave poatotey. g ot
I t 6s OKO t (0C dHaodwhe vde)r., supporting Coach 206s
went further andadvocatedfor a tailored approach (e.g., content)targeting its
consumers (e.g., coaches or athlete®yder to make it asffective andmpactful as

possible. According to her
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It is important to differentiate the ages of performers and how the approach to
mental health needs to be tailored to match the age ranges is essential. This in
turn will influence the content which neetb be embedded within our coach
education structure to support coache:
early warning signs and where the professional boundaries of the coach lie.
Additionally, the information in such educational packages ne@drisider
access to specialist, when and how this is done and perhaps consider the
challenges this might present at different levels of the performance pathway. |
think such educational packages need to be separated into one for coaches and
a separate oneff athletes and parents/significant others.

Theuse of role modelsasalsosuggested aswseful angroactivestrategyto improve

athl et esd awawedagenorsnalse convershtioas and discourse about

mental healthCoach7 reportedhow.
Certain environments have really highlightedmé the issue and | think
because of the wd&mbthe lole mddelscandathe erastige o n e
of those environments have really started to make it acceptable to discuss ...
Andthenlth nk | i ke obv|Cobub 6 y]plhyarméw vweekst h e
ago and then likfP | a y e r Jpaad thdtavhmamboare very powerful people
who have admitted to havingmdsome sensitivity towards these issuesd
when they dpit makes it OK for othepeople then.

Finally, in the same way coaches perceived the need to increase their set of skills

order to better support and care for their athldgtes; suggestedhat athletes should

also be giverthe meango better care for their mental health. &b 9, for example,

clarified his earlier thoughts by explaining that:

122



Just as | try to get them strong in a gym, | think we should also train the mind
tobet o work effectively for the athl et e
that takes training thenr ai n it é | personally |J ust
sportspeople to provide them with coping skills, | think that will help them to
be better sportspeople but equally better people, human beings as well.
4.4.32. Concerns regardindVental Health Intenentions.
While aware of the need to increase his understanding and knowledge about
MHIs (e.g., recognition abiliés leading to early detection and, as a result, to early
intervention), Coach 10, however, wondered whegbheactive interventions focusing
on MHIs arefisoftening them? ... Do they actually need it? Or is it just something that
we react t o once Iniline wishhParticgpanti 10, sseven eothet ? 0
participants raised concerns about the risks associated with interventions targeting
coacdared 0a tetlucaion ab®ui MHIs and mental health. One of the concerns
raised would be for TD coaches to becooverautiousand see MHIs everywhere.
As described by Coach 3:
There are nor mal ups and downs in | ife
al |l the ment al health iissues and you
yeahd this one may nhaayv eh adveep reeastsiinogn ,d it
thatds not the point.
Similarly, and although he acknowledged the importance of learning more about
MHIs, Coach 1 mentioned the need to find a balance between support and challenge
and how:
The other thweglthat wedblwar ddoasthis ne
of challengeersss support ... You donbét want t

thatds not going to produce elite ath
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with a white coat on and being a Doctmd checkingeveryone every day.
Because you get whiasomgways inghe tmedicad andne wo
sport science world they get wrapped up in cotton wool, from a physical point

of view. Wrapped up in cotton wadPe o pl e ar e o Wewi tcoéasut i o

almostlikey ou get too much knowledge and it
push 1t!d6 So thatos the exact exampl e
worl d. ltdéds | i ke | ess, I 6m wel | awar e

at t he s ame kdepthedaldnaewfe.. got t o

By contrast, other coaches were afraid of the risks inherent to coaches being
overconfidentin their own knowledge and abilities to deal with MHIs. Coach 8
stressedhow:

A lot of damage can be done, you kndiv6 s r e a |l efront olaviously he f o

mental health and if coaches are out there with a little bit of knowledge trying

to help athletes with mental health issues that it could just be misdiaignose

you know, identifying things that aret
There is, therefore, a balante find between the quality versus the quantity of
knowledge (e.g., enough versus too much) distilled to coaches in order for them to feel
comfortable to train, challenge, and support their athletes, but without falling outside
their professional competeyywhen it comestdo hei r at hl et esd phys
health

4.4.33. Creation of a Support Network with Health Professionals.

In terms of other elementsited coaches recommended the creation and
implementation of a support network of health profassis, in particular for those

who do not already work within an interdisciplinary team. They also suggested an
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increase in the professional support (e.g., psychological support) available for both
coaches and athletes.

As previously mentioned, coachessed concernsegardinghepossiblerisks
associated with coachesd HKorayeaficdiy, tbey e sd e
wondered whether this approach would be the most efficacious manner to deal with
MHIs in young athletes. Instead, coaclemsphassed the creation of an extended
support network of health professionals (e.g., sport psychologist, clinical psychologist,
nutritionist, doctor), especially as this type of suppetivorkis rarely a feature of the
TD environmentsn which these coaches eqated. As summaed by Coach 10:

it is down to the Club as a whole to

well-being and how it wants to support. Does it want to promote the support

network and utibe experienced staff to support playergaaying times in their
contracts @ahdreédsenos@l énical O6épsychd

a sport psych but heds got no clinical

|l 6m not saying that every clubtosshoul d

them but what | am saying is that we should have an outlet for people that have

clinical issues because none of us here are skilled enough to deal with it.

4.4.34. More Support for Coachewithin Sport Environments

Improving thesupportavailablefor coaches in terms of their own mental health
was also suggestedds previously discussed, five coaches out of eleven had
experienced MHIs or symptoms of MHIs themselNe® . Qepressidn within
coaching is just as much if not more than it is within ttidede populatioo ( Co ac h
8)]. Regrettably, the stigma associated with MHIs is also an obstacle for the coaches

[ e. Thereissit i gma f or the coach as wel/l 60 Wh at

6 Wh a't have you got tGoaclhl®) Réfeeging ¢his,Ceadh 18 bout ?
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menti oned how, zaache fkd players probablyhneed, regutar
services to check themselves and how they are. We work in a macho, Alpha male
environment where it is easy to work with a mask on, and not admit or askgor.he
In a similar fashion, Coach 8 reported the need to:
€ try and protect that staffing unit
well as supporting our athletes as wéll.6 s no't an easy envi
wor king in. é | 0v achesumiarel the mosttsdriousof | ot ¢
mental health issues resulted in suicide. | know coaches that have gone through
thatl t hink itdés directlyinrelated to t he
Finally, Coach 8 alscemphassed the role played by the sport culture.
According to him, sport organisations have to give their coaches the means to best
support their athletesdé6 ment al heal t h by
Coach 8 illustrated his thinking explaining how:
The structures and environments are in place right now to deliver performance
across the UK s por thatanevel af absokute élarity onj u s t
what weor e expe-pearformagce énvironments usrneetted.d h
think, you know, movingrito 2012, 2016 it was thiso compromise approach
that was drilled down to us from UK Sport. Medals, medals, medalsti d on ot
have to be aligned to t hlautthene waslams ophy
expectatiorthatyou would deliverto thatandifyo di dndt you wer e
j ob. Not hing el se mattered, it was i7r
because we had some ment al heal th i sst
an excuse for not p e r fTohremmienbgs, tyngootu ad i cdl
t hat , there isndt a cl.Andiyouknowlosani ng b a

on something British Cycling did just
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ever | 6ve heard t hem waatyh etihreiart hnluentbeesrd

health and welbeing. Not medals.
4.5. Discussion

AddressingObjective 3of the thesisthe primary aim of this chapter wde
extend our investigation of MHIs in higherforming sport environments by
examiningthe perspective and concerns ©D coaches who worked withtrdetes
experiencing MHIsIn doing so, the findings highlighted o achesd percei v
perceived knowledge and understanding about MHIs as well as the areas for
improvement they identified'D coaches, in the present chapter, identified their role
as varied but centred on monitoring and
overall wellbeing in various ways. They, however, acknowledged their lack of
knowledge, training, and confidence dealing with MHIs. Further to this lack of
expertisetheyalso noted tha t h | reluctaneedto talk about MHIs with coaches and
the potential conflict of interest that might arise from working with an athlete
confronted withMHIs. Finally, they suggeed that further support should be offered
to coaches in terms of education ahdt aprofessional support netwqrthat they
could tapinto, should be developed to better assist athletes experiencing MHIs and
their coaches (e.g., guidance and referral).

Monitoring and supporting a-bdnpeasesd p
perceived as central to the role of a TD coach. However, as found elsewhere in the
literature(Ferguson et al., 2018; Mazzer & Rickwood, 201%5a¢ TD coaches in the
present study did not believe that dealinghwWHIs was part of their role. Despite
coaches6 established, trusted rFeruwdni onshi
et al., 2018; Jowett & Cockerill, 2003; Mazzer & Rickwood, 200915a) the

participants in this study reported some reluctance on the part of their athletes to talk
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about MHIs with them. Although those findings are not reflective of some studies
investigating community coachéSerguson et al., 2018; Mazzer & Rickwood, 2015a;
Swannetal.,2018) t hey ar e, however, I n | i ne witdt
reluctance to talk about MHIs due to their fedrstigmatisation and the subsequent
consequences disclosing about MHiay have(see Chapter;IDelenardo & Terrion,

2014; Gulliver et al., 2012a; Hill et al., 2016; Uphill et al., 2016)

Perhaps one of the most interegtifindings in the present study was that
coaches recogsed that they may not be in the best position to talk about MHIs with
athletes not only because of athletesdo
interest that may sometimes arise inlsaituation (e.g., MHIs and performance versus
selection) Despite a divergence of opiniaeross the samplsomecoachesonceded
that they facedome difficulties when juggling their role as a coach as@national
teamselectoror head coachThe perceivedconflict of interesthighlightedin such
situationswas more likely determined byhe way funding was allocated to those
coaches and/or sportand more specifically whetheir fundingis dependenon the
at hl et esd and/ orndeed asmghightpddy sbroerconchesciressich
instance, they are the ones deciding whether a player is selectsfingetg or not.

As indicatedin Chapters 3 and, ahletesexperiencing MHIsmay encountersome
performancedecrements Therefore when the primary focus is on delivering
performance$o get the necessary fundiagd/or keeping their jglzoaches may be in
a position whereghe focus onperformance excellencé.g., medalsmight take
precedence ovehe selection oan athletewith MHIs for fear ofunderperformance
Additional researchs warrantedregardingthe conflict of intereshead coaches and

team selectorsay face when dealing withigh-performingathletes suffering from

MHIs and how they act upon it
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Furthermore, despit¢heir desire to help and support their athletes with
emotional, informational and tangible support, coaches suggested that they did not
have the right skills or knowledge to effectively assist athletes with MHIs, especially
when other member of staff (e.gport psychologist, team doctor) may be better
trained to do s@Ferguson et al., 2018; Mazzer & Rickwood, 201%dpsely tied to
the type of support (e.g., emotional, informational, tangibés)dedy their athletes
is the question of whom is the best appropriate source of sufipartco, 2001)
Indeed, while the quality of the relationship between the provider and recipient of
social support is importantthe providegs level of expertise impacts on the
effectiveness and appropriateness of the support offBradco, 2001)Coaches can
usually easily spot the signs when their players suffer from a physical injury (e.g.,
ankle sprain), they seerhowever,insufficiently prepared in regard to MHIEven
though coaches tend to rely on their observation or on aphitgt concerne.g.,
teammate, member of staff), difficulties in recaymy signs and symptoms are often
a barrier to the early identification of MH(Blowicka et al., 2013)

As outlined in Chapter 2, the detection of early signs of MHIs can be
challenging, espedigt when athletic behaviours might occasionally be similar to
MHIs symptoms.Accordingly, coaches recoged the need to develop adequate
knowledge about mental health and MHIs to be effective in thigFeleyuson et al.,
2018; Mazzer & Rickwood, 2015afontextspecific mental healthraining (e.qg.,
sportand agerelated), specially designed for TD and elite sport environments, might
be a first step to help those coaches to early detect and adequately assist their athletes
with MHIs (Ferguson et al., 2018)argeting coaatsd knowledgeand understanding

about mental health and MHIs could enable them to adequately respobetterd

support their athletesd menndeed, itdoddaaldt h ( e
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them to 1 mprove ofr acquire theandiwmsdi | ity
i nformation in ways which pr dLaubdr,&ordt,nd mai
Falcato, & Rossler, 2003, p. 2483 well as to improve their awareness regarding
support types or sources (Bianco, 2001)could also, in return, encourage their
athletes to talk to them given that youn:¢
influences their willingness to talk to or seek support ftbemabout MHIs(Swann

et al., 2018)

Through their established relationship and regular interactions with their
athlete, coaches are in a unique position to earhtiigerg concerns and encouraging
help-seeking behaviourFerguson et al., 2018; Hill et al., 2016; Liddle, Deane, &

Vella, 2017; Mazzer & Rickwood, 2015a)Noretheless, while acknowledging the
merits of, and need f obased knowtedge @aeut MHIS, c o a c
participants also called for a clarification of their role in such situgfibezzer &

Rickwood, 2015bpandhighlighted potential risks associateith coaches increased
knowledge about mental healihg., becoming overautious versus ovaonfident).

Indeed, coaches wiihsufficient knowledgabout MHIsbuthigh level of confidence

may do more harm than goodTurk et al., 1999; cited in Martinsen, Sherman,
Thompson, & SundgeBorgen, 2015)Furthermoregenhanced knowledge about MHIs

(e.g., signs, treatments) alone is unlikely to be sufficient in terms oflémtiog

outcomes Therefore, followingL i dd |l e et al .6s (2017) recc
identify the content, format, audience and outes targetededucation targeting
coachesd6 ment al health knowledge and awa
adequate knowledge and skills to fulfil their rGMazzer & Rickwood, 2015a; Swann

et al., 2018)while, at the same time, addressing their concerns regarding the

operationalisation of this support (e.@yhat do you say challenge versus support).
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In addition to their perceived role in supporting young athletes confronted with
MHIs and the room foimprovement in this regard in TD environments, the benefits
of working as part of an interdisciplinary teamwere also stressed’he lack of
infrastructur al support within the sport
assist their athlete@Nowicka et al., 2013) In this regard, some of the participants
described how the multidisciplinary makeup of the staff within their clubs or
academies, and their access to medical and/or psychological expertise (e.g., club
doctor, sport psychologist), was ses an advantage in the detection of MHIs as well
as in theoverall support provided to athleted staff membersRecognsing the
unique skills set of each member and the benefits of working in an integrative approach
(Kamm, 2008; Reardon et al., 2019specially valuable. More specificallyprking
as an interdisciplinary tea(mcluding health professionals such as sport psychologist,
clinical psychologist, nutritionists, physiotherapists)n aid the early detection of
psychological distress and improve (proactive and retroactive) support to those
concernedGouttebarge et al., 2015a; Gtaltarge et al., 2018; Nowicka et al., 2013)
Yet, this type of support (e.g., medical expertise) is not available or easily accessible
in every sport environmen{®owicka et al., 2013)Not all environments have the
opportunity to hire multiple specialists and then ensure that they interact with ea
other.In line with previougesearcHcf. Nowicka et al., 2013)those findings further
pointoutthe need to develop and implement a referral netwbrksource providers
that coachesauld access for support (e.g., advice) and as a mearapgower them
to appropriately assist their athletes (e.g., through referral).

Finally, athletes are not the only @neeeding assistance in a sporting
environment. TD coaches stressed tlogyn needs of help and suppprot only to

care for their athletésbut alsoregardingtheir own mental health. Like athletes,
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coaches are confronted with tremendous amount of shraissan affect their physical
and mental healtle.g., performance,rganizational, contextual, interpersonal, and
intrapersonal stressors; Frey, 2007; Norris et al., 20Yé}, while the sport
environmentsé interest and the | i(seeer atur
Chapters 1 and 2), |l ess attention has Dbe
somewhat surprising, given the impact it can have on their afiNgeris et al., 2017)
4.6. Limitations
This study has important implications as how TD coaches perceive their role
in supporting their young athletesth MHIs as well as how TD sport environments
could better assist and support their coaches working with atblgiesencingviHIs.
However, tle present study was not without limitaticamsl findings must, therefore,
be interpreted with caution. Although th
young athletes facing MHIs was not the main purpose of this study, some memory
recall issues mighhave impacted the results as it is often the case in retrospective
studies Another issue raising from any qualitative approach istugal desirability
that might impact théndings given the sensitivity of # presentopic. Participants
might have gervalued or undervalued their roletbe support they perceived having
offered to their athletes experiencing MHIs. The findings must, therefore, not be
viewed as exact fAat the timeo recollecti
Furthermore, participants varied terms of diversity and types of sports
(individual or team sportsyhich could have an impact d¢he natureand prevalence
of MHIs encountered as MHigary according to the type of sport perfornistarkser,
2011; Reardon et al., 2019; Schaal et al., 20114¢ type of sport also influences the
interpersonal relationships formed within the environmdptg., coackat hl et e d s ,

athleteat hl et eds relationship) andMdrdowr, r esso
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coaches also varied in terms of career lengdmdgr and coaching age which,
accordingly, influenced theaxperiences of working with athletes with MHIs (e.g., in
terms of type and number of MHIs cases experienced during their cateeghosen
population, the diversity of sports included and theaga size donot, therefore,
enable a naive generalisation of the current re§ldtses et al., 2013)
4.7.Conclusion andNext Steps

In summarythe present chapter highlighted some of the current challenges
faced by oaches working at all estbf the spectrum and more specifically TD
coachesd perception of their role and
athletes experiencing different kind and thresholds of MHIs (e.g., from signs of
distress to diagnosed mehthsorder). Furthermore, whil€D coachesemphased
their supporting role regarding their athletes, they also identified their need to be
supported by health professionals (e.g., referral network) and to acquire more quality
knowledge and skills to adegtely fulfil their role andassist athletes experiencing
MHIs. The present data were in line with earlier ones highlighting the perdanied
of mental healthknowledge and understanding sporspeople (see Chapters 3).
Accordingly,thenextChapterexploreghe influence of the social miliday comparing

therepresentations of MHIseld by individualsselected from different settings.
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CHAPTER 5
EXPLORING THE SOCI AL I NFLUENCE ON PERF

REPRESENTATION OF MENTAL HEALTH ISSUES

5.1 Introduction

As outlined in Chapter, MHIs are not only common in spoBoth incidence
of and reactiosto MHIs appear, perhaps unsurprisingly, to vary across performance
domains and social settings. For exampighdr prevalence of MHIs weréound in
specificgroupssuch as th&).K. military personne(Fear et al., 2010; Iversen et al.,
2009; Reijnen edl., 2015; Sundin et al., 201} art performerge.g., musicians or
dancers; Arcelus et al., 2014; Gross & Musgrave, 2016; Nddias, 2012; Voltmer
etal., 2012)Yet, despite the rising number of individuals suffering from MO,
2018&) and the growing body of research on mental health, suffering from a MHI is
still highly stigmatised(see Chapter 1). Thisppearsespecially true in high
performance environmen{g.g., music, sport, dance and the army; Langston et al.,
2010; Rona, Jonebrench, Hooper, & Wessely, 2004here performers are expected
to be mentally tougtBar & Markser, 2013; Delenardo & Terrion, 20d/orwhere
a culture of risk tenglto normalse pain and injuriege.g., performance at all cost;
Gucciardi et al., 2017; Henriksen et al., 2019; John, Gropper, & Thiel, 2839
consequencehigh-level performers are often reluctant to seek help and/or medical
care should they experience a M{@Bulliver et al., 2012a; Langston et al., 2010;
Reardon et al.,, 2019)Concerningly, howeverjn spite of the negative impact
stigmatised attitudes may havea@am i n d ihelpisecking bebassiours, and, thus,
on their mental health(Griffiths et al., 2004; Rickwood et al., 2005)esearch

investigatingand comparinghe representation of MHIs (e.gecognition abilities,
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reactions and attitudes towarl¥#HIs) in different high-performance environments
remains lacking.

Therefore, bllowing earlier investigations, this chaptatdressed Objective 4
of the thesisnamely,exploring the influence of the social milieu by comparing the
representations of MHIseld by highlevel performers, selected from different
settings. Such investigations were thougharrantedas they may furtér inform the
design of effective and sustainable contgpecific mental health interventians
Furthermoregiven that depression is theading and still rising cause of ill health
worldwide (Kessler & Bromet, 2013; Sai & Furnham, 2013; WHO, 2§)18 was
deemed tmffer a good vehicle to betterdre r st and per f orsofar sd r e
common MHIland the differences which may exist between individaaibeddedn
differenthigh-performingenvironments and, consequenttydifferent subcultures
5.2.Importance of Mental Health Literacy

Beingabletorecogse t h at oosoneebng else is suffering from a MHI
IS an essential aspect of mental health literacyfact, Jorm et al. (1997y§efined
mental health literacg s fit h e a b selspedifig disbrdersykeowingghaw to
seek mental health information, knowledge of risk factors and causes, of self
treatments, and of professional help available; and attitudes that promote recognition
and appropriate helpee ki ngo (p. 182)t. aHxtéesn d(i InQy9 7J)or
Lauber et al. (2003, p. 248)ent further and defineit as:

The ability to gain access to, understand, and use information in ways which

promote and maintain good mental health. It refers to knowledge and beliefs

about mental disorders which aid their recognition, management or prevention

including the ability torecognisespecific disorders; knowing how to seek

mental health information; knowledge of risk factors and causes, of self
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treatments, and of professional help available; and attitudes that promote

recognition and appropriate hedpeking.

This broadbased dfinition carries important implications for how mental
health literacy is best developed. For example, whédstg able to identify a MHI like
depression is likely to facilitate subsequent ksdpking behaviour@urns & Rapee,
2006) discriminating between normal reactsoand signs opsychological distress
and/or MHIcan be challengingn particularfor lay peoplgBurns & Rapee, 2006)n
a study iwvestigating the identification of depressidauber et al. (2003)ighlighted
that only 39.8% of thesamplecorrectly recogrseda vignette describing a depression
episode whilst the majority of their respondents categorisedas a lifecrisis
experience. Yet,cknowledging thab n e 6 or senedné elses suffering from a
MHI is animportant first stepas early identificationsi likely to be followed by early
interventiongLauber et al., 2003; Reavley & Jorm, 2011)

Early interventionsare especially valuableas they can not only prevent the
development of fulblown mental disorders afai the onset of comorbiditig&essler
et al., 2005) butthey havealsobeen shown to lead to a better chancénifrterm
recovery (Kamm, 2008; Kelly, Jorm, & Wright, 2007)ndeed, with higHevel
performersbeingpotentially at greater risk to experience MKHdge Chapters 1 and
2), it may bepatrticularly relevantor people workingn such demandingnvironments
to be able taecognse early signs of mental health iss@eslreferral processes for
diagnosis and subsequent treatmésge Chapter 4; Armstrong et al., 2Q015)
Furthermore, dack of knowledge and understanding about MHIs, and subsequent
sti gma, can affect the people confronted
support systentor example, depressionrcpartly rely on others observatioftéeim,

Smallwood, & Davies, 2005)s a result, it can stand in the way not only of a diagnosis
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of MHIs but also inhibit the actions of those people securing social su@palerson
& Pierce, 2012)

Where oneb6s personal experience with |
influence oneds recognition abilities an
(Chandra & Minkovitz, 2006; Connery & Davidson, 2006; Griffiths et al., 2006;
Langston et al., 2010jnyths and misinformatioabout MHIs, thesubsequergtigma
associated with MHIsand negative attitudes towards helgeeking can act as
particularly challenging barriers e early identification of MHI(s), seeking help
(e.g., referral processand, as a result, the implementation of a treatment when
deemed necessafAndrade et al., 2014; Armstrong et al., 2015; Connery & Davidson,

2006; Delenardo & Terrion, 2014; Heim et al., 2005; Kitchener & Jorm, 2008;
Rickwood ¢ al., 2005)

In addition age and gendecanalsoa f f ect oneds attitude
(Connery & Davidson, 2006; Jorm & Wright, 2008Jomen and young adults were
for instancesuggestedo be more likely to identify depression symptoms as a sign of
MHIs but alsato be less likely to hold stigmaiing attitudescomparedlder and male
counterpartgConnery & Davidson, 2006; Jorm & Wright, 2008) contrast,Yap,

Mackinnon, Reavley, and Jorm (20ghlighted inconsistencies across the literature
suggesing that previous conclusions abouthe relationship between gender and
stigmatising attitudes towards MHisay not beentirelyreliable.Nevertheless, while
the impact of age and gender on stigma is comf@lerm & Wright, 2008)Jorm and
Wright (2008)found, in a study comparing the stigmatising attitudelsl lby young
people (aged betwrel2 and 25 years old) and their paretitat social distance and

belief thata personwith MHIs wasweak rather than sidended talecrease with age.
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As for the belief in dangerousneasd unpredictabilitythe perceivedtigma
andp ar t i cedlupbacetd disdloseexperiencing a MHIJorm and Wright (2008)
foundthemto increase with agg@orm & Wright, 2008)In contrast)Yap et al. (2014)
suggestedmore recentlythat people aged between 30 and 59 owned less personal
stigma compared to younger and older counterpestereas the desire for social
distance was lower in younger adult@ap et al. (2014)Of interest for the current
thesi s, Y a p scaing system dss showsrBelsifyr)s of confusion as to
exactly how the liker scores are interpreted. Indeed, while Yap et al. (2014) reported
that for both stigma scales, their participants aged between 30 and 59 years old had the
lowest mean stigma scores compared to other agggrdVhile according to their
scoring system low mean scores should mean greater stigmatising agtgd&som
l=strongly agree to 5 = strongl,theidi sagr
conclusions lower stigmatising attitudes in adults between 30 and 59 years old.

Adding to this complexitythe severity thresholdndthe willingness to report
MHIs and to okain help, also tends to differ across count(fsdrade et al., 2014;
Kessler &Bromet, 2013)Personal stigma has, indeed, been showdiffer across
countries and culture®.g., greater in Japese than in Australians; Griffiths et al.,
2006) Such differences may alée hypothesed toexist across different stdroups
or cultures given that recognition and attitudes towards MHIs seem to be shaped by
societal, environmental and culturallibés about mental healtfGorczynski efal.,
2017; Link, Phelan, Bresnahan, Stueve, & Pescosolido, 1B#fBrent performance
focused groups (e.g., sports, military, music, dance) own specific, subsequent sub
cultures and norm@Villiams, 2012) Accordingly, and due to the emotional, social

and financialimpastMH1 s ¢ an h a vAndeoson &diereed2912if wiodlde
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be both informative and useful to examine differences in knowledge, awareness and
attitude across higperformance groups compared to the geneypufation.

Therefore the exploratorystudy presented in this chaptspughtto address
Objective 4 of the thesis by studying the influence of $beial milieuon the
representations of a MHI such as depressiando so, tfs study sought t@ompare
diff er ent preqogniticn dbilitees edctions and attitudes towards Vatid
more specifically towards depressidiine main argument for this hypothesis was that
recognition, reactions and attitudes towards MHIs are influenced by the context;
namey the subculture and norms within which each protagonist is embedded
(Williams, 2012) Athletes combatexperienced military forces and art performers
were chosen as samples of hjggrformers operating in different sutultures whil st
a sample form the general population was usedraterence sampld-urthermore
givenits influence on stigma,@r t i ci p a nt sahsidargdéhe vadableagel s o
seened particularly relevantespeciallyin sport where athletes are often categorised
in age classeéSabato et al., 2016Ynderstandingpp er f or mer s 6 ofraepr es e
common MHI such as depressioand the differences which may exisétween
individuals operatingin differenthigh-performance settingwas deemedrucial for
the design of contesdpecific mental health interventions.

5.3. Method

The vignette method has been previouslged in research studying
part i ci p a ndergifp MHS(Buing & Rapee, @006; Connery & Davidson,
2006; Kitctener & Jor m, 2004; Link et al ., 199¢
2012) andhas been suggested to be one of the most common apgsoatite study
of the stigma of MHIZLink, Yang, Phelan, & Collins, 2004Although this method

has so far,mostly been used to evaluate the knowledge and recognition rate of
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depression and sdaphrenia(Burns & Rapee, 2006; Connery & Davidson, 2006;
Kitchener & Jorm, 2004; Lauber et al ., 2C¢C
& Furnham, 2013) the present study employed a vignettethod to examine
performersdéd ability to discriminate betw
together with their reactions and personal attitudes towards individuals presenting such
symptomatoloy.

5.3.1. Participants.

To take part in the present study, Englsgieaking participants over 21 had to
be currently or have recently been employed as edlpFofessional athletbaving
experiencedsuccess aan elite level,a professional artistiperformer (e.g.music,
dance), a higttevel soldier(e.g., fighting forces with direct combat experienzein
a full-time employment(e.g., general population)n contrast,Englishspeaking
participants between 18 and 21 years old hdsktourrently @rt of a sport academy
(e.g, young, developinglite athlete), an artistic performing academy (eagpiring
elite musician or dancer), enrolledin full-time educationAthletes, art performers
and combagexperienced military forces were chosen aspasof highperformers
with some shared commonalities such as operating in highly demanding and
competitive environments and beiogmmited to intense trainind\s for he cut off
for age thiswas set at 21 years old fttreereasons. First, whilesimates of age for
peak performance range from 20 year89 years depending on the sp(etg.,
swimming versus distance cycling; Allen & Hopkins, 2Q1&thletes copetingat
national and international level, in youth competitions, do so in age categoimnes
up to under2l (Sabato et al., 2016)n addition in the general population, most
students complete their undergraduate studies by the ageFohally, the first onset

of most MHIs occur in late adolescer{&essler et al., 200Kessler & Bromet, 2013
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Overall, 197 British and Irish participts (Remates 77, Mnales=119, fhterse=1)

took part in this studyOut of the present sample

97 participants weréigh-performing athletes(49.2 % hhighperforming athletes 31,

Nsport acadenty 66) iINVolved in sports such aolf, swimming, target rifleshootng,

hockey, rugbyandfootballto name a few

17 participantswere art performerg8.6 % nNprofessionals= 11, Mcademy 6) such as

dancers(e.g., ballet contemporarydance)or musicians (e.g guitar, piano,

trumpet, French hojn

26 participants(13.2 %)were combatexperiencednilitary forces(e.g., army or

navy, soldiers or officers)

57 participantswere from the general populatior28.9 %; Nstudents=17, Nyeneral

populatior=40).
Pa ticipantsod age var i g«288 8Dn 11128)ith: @) 61 vy e
athleteganging froml8 and60 years old (Mye= 22.58 SD = 7.57)(2) art performers
varying from20 to 60 years old (Me 31.59 SD = 13.59),(3) combatexperienced
military forcesbeingbetween 34 and 45 years old {4 40.65 SD = 2.35) and4)
participants from the general population varying from 18 to 61 years gJei{ 81,47
SD = 12.16) Of the participants 89 (45%) were between 18 and 2laye old at the
point of data collection (labelled youstgrg while 108 were older than 21 years old
(labelledadults).Then among tlese participants, 112 (56.9%;pfhgsters32, Mduits=80)
acknowledged having previously had contact with somesuftering from mild,
moderate or severe MHIs (e.g., depression, eating disorders, anxiety disorders),
whereas 25.4% of the samplgo(fgsters17, nduts 33) reported having personally
suffered from such MHI s. Mo r e eristtd aver mat i C

presented in Tab$b.1(p. 142) and 5.2(p. 148).
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Table5.1Pa r t i c dem@raphis éharacteristics (a=197)

Characteristics n Percentage (%)
Gender (Nwota=197)
Male 119 60.4%
Female 77 39.1%
Other/intersex 1 0.5%
Age (Nwota=197)
Youngsters(18-21) 89 44.2%
Adults (21+) 108 54.8%
Groups (Nwta=197)
Athletes 97 49.2%
Arts Performers 17 8.6%
Military 26 13.2%
General population 57 28.9%
Highest level of educationnww=197)
School to age 16 19 9.6%
A levels/BTEC or equivalent 64 32.5%
Further education 18 9.1%
Degree 43 21.8%
Postgraduate degree 53 26.9%
Familiarity with MHIS  (Niota=182)
Through contact 112 61.5%
Depression 93 51.4%
Eating disorders 41 22.7%
Anxiety disorders 67 37%
Obsessional and compulsive disord@CD) 27 15%
Bipolar and related disorders 39 21.5%
Posttraumatic stress disordéPTSD) 25 13.8%
Other (e.g., psychosis) 7 3.9%
Own history of MHIs 50 27.5%
Depression 34 16.8%
Eating disorders 11 6.1%
Anxiety disorders 29 16%
Obsessional and compulsive disor¢g&CD) 6 3.3%
Bipolar and related disorders 1 0.6%
Posttraumatic stress disord@PTSD) 8 4.4%
Other (e.g., psychosis) 2 1.1%
Confidence in helping someone suffering from
MHIs (ntota|:182)
Not at all conydent 14 7.7%
A little bit confident 64 35.2%
Moderately 68 37.4%
Quite a bit 31 17%
Extremely conydent 5 2.7%
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Table5.2P ar t i demopgraphichdracteristicby groups

Characteristics Athletes Art Military General
n (%) Performers Population
Gender (Nwota=197) 97 17 26 57
Male 57 (58.8%) 2 (11.8%) 23 (88.5%) 37 (64.9%)
Female 39 (40.2%) 15(88.2%) 3 (11.5%) 20 (35.1%)
Other/intersex 1 (1%) 0 (0%) 0 (0%) 0 (0%)
Age (Nwota=197) 97 17 26 57
Youngadults(18-21) 66 (68%) 6 (64.7%) 0 (0%) 17 (29.8%)
Adults (21+) 31(32%)  11(35.3%) 26 (100%) 40 (70.2%)
Highest level of education 97 17 26 57
(ntotalzlg7)
School to age 16 15 (15.5%) 1 (5.9%) 0 (0%) 3 (5.3%)
A levels/BTEC or equivalent 47 (48.5%) 3 (17.6%) 1 (3.8%) 13 (22.8%)
Further education 8 (8.2%) 1 (5.9%) 2 (7.7%) 7 (12.3%)
Degree 14 (14.4%) 8 (47.1%)  5(19.2%) 16 (28.1%)
Postgraduate degree 13 (13.4% 4 (23.5%) 18 (69.2%) 18 (31.6%)
Familiarity with MHIs  (Nwe=182) 90 13 25 54
Through contac{nwa=112) 38 (42.2%) 12 (92.3%) 20 (80%) 42 (77.8%)
Depression 32 (35.6%) 10 (76.9%) 17 (68%) 34 (63%)
Eating disorders 16 (17.8%) 11 (84.6%) 3 (12%) 11 (20.4%)
Anxiety disorders 22 (24.4%) 9 (69.2%) 9 (36%) 27 (50%)
OCD 7(7.8%) 8 (61.5%) 2 (8%) 10 (18.5)
Bipolar and related 13 (14.4%) 8 (61.5%) 6 (24%) 12 (22.2)
disorders
PTSD 3(3.3%)  5(38.5%) 10 (40%) 7 (13%)
Other (e.g., psychosis) 1(1.1%) 2 (15.4%) 1 (4%) 3 (56%)
Own history of MHIS(Nita=50) 17 (18.9%) 9 (69.2%) 4 (16%) 20 (37%)
Depression 10 (11.2%) 8 (61.5%) 1 (4%) 15(27.8%)
Eating disorders 1(1.1%) 4 (30.8%) 1 (4%) 5 (9.3%)
Anxiety disorders 7 (7.9%) 7 (53.8%) 1 (4%) 14 (25.9%)
OCD 2 (2.2%) 2 (15.4%) 1 (4%) 1(1.9%)
Bipolar and related 0 (0%) 0 (0%) 0 (0%) 1 (1.0%)
disorders
PTSD 2 (2.2%) 3 (23.1%) 1 (4%) 2 (3.7%)
Other (e.g., psychosis) 0 (0%) 2 (15.4%) 0 (0% 0 (0%)
Confidence in helping someone 90 13 25 54
suffering from MHIS (Niota=182)
Not at all cony 10(11.1%) 0 (0%) 2 (8%) 2 (3.7%)
A little bit confident 36 (40%) 2 (15.4%) 7 (28%) 19 (35.2)
Moderately 27 (30%) 6 (46.2%) 10 (40%) 25 (46.3%)
Quite a bit 15 (16.7%) 4 (30.8%) 5 (20%) 7 (13%)
Extremely conyc 2(22%) 1 (7.7%) 1 (4%) 1 (1.9%)
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5.3.2. Procedure.

Following ethical clearance from tHeniversity BAHSSEthics Committee
(BAHSS 439 see Appendix M participants were recruited using an opportunistic
sample via researchersdé professional cont
general population. An initial email invitation was sent to gatekeepers who were asked
to circulate the project infmation sheet (see Appends | and Jto participants
meeting our selection criteria. The setfimpleted questionnaire was presented as an
electronic version (Survey Monkey). One version was available for participants
between 18 and 21 years old and hrosimilar version was created for participants
21+ (see Appendices | and J). Prior to their involvement in this project, participants
were reminded that their participation was entirely voluntary, that their responses
would be confidential, and that cofepng the questionnaire would take
approximately 30 minutes (see Appendices | and J). Once consent was obtained, and
before starting the survey, participants were advised to read carefully each question
and description before answering. They were alsowaged to respond using their
first impression (e.g., when evaluating the severity of depregsi@mn et al., 2005)

The anonymity of the participants was guaranteed.

5.3.3. Materials.

5.3.3.1. Vignettes identification.

Vignettes were wed to firstly examine ability to differentiate between four
severity levels of depressidnmamely, normal ups and downs (no depression), some
emotional distress (mild or stdbinical level of depression), clinical depression
(moderate depression) and suicidal ideation (severe depresamahjhen to examine
participant s 6 ng¢eactonsnavards shose issu@gsdde so, faur

fictional short stories were created for the purpose of this study and were developed
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using the DSMV criteria for MDD (APA, 2013)as well as my superasr y t ea mo s
clinical experienceWritten carefully to be easily understood by the target population

the vignettes ranged between 128 and 165 words. The lack of details on either the
characters or the context was deliberate in order to give participaoigbeunity to
Aproject their feelings, vi ews and soci ¢
( O6 Dall, 2012ep 704)Furthermore, in order to minisa the influence of gender

and age on t he p(@onneny & Davidsont 20@6; Sai& Frrthans e s
2013) agendemeutralname was assignéd each character with no mention of their

age. Foll owi ng Sai and Furnhamos (2013)
were used in each vignette to avoid any deduction regarding the severity of the
diagnosis based on the quantity of symptoms destiWaile the vignettes detailing

Ainor mal wups and downso and fisome emoti ona
distress, the clinical level of a depressive symptomatology was §Bsens & Rapee,

2006.

5.3.3.2. Questionnaire.

Although predominantly quantitative, the present design was mixed with a
small, complementary qualitative componeihe questionnairavas specifically
developed for the purpose of this stdge Appendices | and dhdinvolved closed
guestions (e.g., ntiiple choice) based on themes and questions from previous studies
investigating awareness and attitudes towdbds (Burns & Rapee, 2006; Connery
& Davidson, 2006; Griffiths etal., 2004i t chener & Jorm, 2004,
Sai & Furnham, 2013s well as opernded questions seeking to provide more insight

into participantsd6 responses.
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5.3.3.2.1.Demographid nformation.

The first part of the questionnaire wagsignedto collect demographic
information about participantesee Table 5.1and 5.2, pp. 142-143), followed by
guestions related to their previous contact or personal experience concerning MHIs.
The ter maflmentiaslsultees 0 was defi nedsingat t h
Livingston et al.'s (2013) definitiofseeChapter 1 Appendices | and J).

5.3.3.2.2.Vignettestyle questionnaire.

The second part of the survey included a vigrstigle questionnaire using
Likert scales and opeended questions enablingarticipantsto express their own
thoughts and beliefBurns & Rapee, 2006)ignettes were presented inqaast
random, crossedrder to reduce angotential order effect and subsequent bidses
Appendices | and )J For each vignette, participants were asked to rate cpand
Likert scale their | evel of concern abou
at all o to 4 AfTeeywaresthea,laskedwo@valuateef thasg vignettes

were describing people experiencing nor m

nor mal ups and downso), some emotional (
|l owo) , clinicalhedeipsessibdbrriimggfromSHdep
ideation (e. g., Qué&tohsenvestigalingtasic lsxawledge abaut 0 ) .
depression (e.g., Awould the person desc

behaviours ( e. gltforyduwodadalk With the ¢chardcter describefl in c u
this vignetteodo) foll owed. Whil e most of
=1, No and don 6-scal&kresponses(€9., fr@mr fidiiofkfeirctul t at
to 4 Aext r emenkinesdveré providad Itallodv)the participants to

explain the rationale for their answers.
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5.3.3.2.3.Personal subscale of the Depression Stigma Scale.

Finally, the third part of the questionnaire was based on the persarsdale
of the Depression Stigma Scale originally developedduiffiths et al. (2004) This
subscalecompries9 statementsase s si ng oned6s personal bel
such as: (1) People with depression could snap out of it if they wanted, (2) Depression
is a sign of personal weakness, (3) Depression is not a real miaéess (4) People
with depression are dangero(S) It is best to avoid people with depression so you
dondédt become depressed yourself, (6) Peo
| had depression | would not tell anyone, (8) | would not employ someone if | knew
they had been depressed, andl (@ould not vote for a politician if | knew they had
been depressed. éeptable internal consistency (e.g., Cronbach alpha of 0.76 in
Griffiths et al. (2004)and 0.77 inGriffiths, Christensen, and Jorm (20p8&nd test
retest reliabilityof this subscaléGriffiths et al., 2004yvere reported in the pasthas,
however, to be noted that the scoring of the scaled&om stuies to studies [e.g.,
Griffiths et al. (2004) versus Griffiths et al. (20p6)herefore, in the present study,
the items were rated on a fip®int Likertscaldfr om 1 A strongly agree
d i s a)gsuck asarGriffiths et al. (2006)andYap et al. (2014)Higher scores on
those questions markéesser personal stignadout depressiowith an overall score
ranging from 9 to 45

5.3.3.3. Pilot.

The vignettes and questionnaire were piloted with six individuals from the
general population (Me 43.17, SD= 15.79; 5 females and 1 male). After having
completed the survey, they were asked to give feedback on the clarity of the overall

guestionnaire( e . g . , format, | engt h., Followong theim t ; O¢
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feedback, no change was deemed necessary to the questionnaire and data from those
pilots wereusedin the analysis.

5.3.3.4. Validity

The validity of the present questionnaire was achieved through the following
steps: (1) As aforementioned, the questionnaire was selected from existing literature
using previous developed measures ahdags e ment s designed t o
recognition abilities, reactions and attitudes to mental health disorders such as
depressiorfBurns & Rapee, 2006; Connery & Davidson, 2006; Griffiths et al., 2006;
Kitchener & Jor m, 2004, O06 De l As sueh, thea | ,
measure hademonstrable face and construct validity

(2) Once the vignettes and questionnaire were created, my supervisoily team
comprising two trained sport psychologists and one senior clinical psychélegse
used as an expert panel playing the role of ctificands. This provided another
criterion of facevalidity.

(3) The pilot study allowed us to test the readability and comprehensiveness of
the questionnaire with respondents that were representative of the targeted sample.
This supported the constructlicity of the tool.

(4) While the aforementioned steps informed the construct validity of the
guestionnaire, we also had the opportunity, at the end of the pilot study, to ask
participantsd®é opinion about MHI s gavech as
additional information regarding the level of agreement between the features assessed
by the questionnaire and participantsd r
(e.g., concurrent validity). This final step added to the ecological validiheahethod

used.
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5.3.4. Analysis.

5.3.4.1. Logic Behind the DecisieNaking.

A power analysis is often run in quantitative research before data collection in
order to determine the smallest sample size required to detect a significanbretiect
given testand, thus, reduce the likelihood of a type |l efidancey & Reidy, 2017)

In this exploratory study, however, the power analysis was judged to be not appropriate
given that the expected effect size, namely a preliminary requirefDancey &

Reidy, 2017)was undetermined. Indeed, in the absence of any empirical evidence as
to whatwoul d or woul d not constitute an 0&i
calculations would inevitably be speculative. Consequently, the likelihood and relative
impact type | versus type Il errors were considered in any subsequent decisions made
regarding he data analysis. If, on one hand, a small sample size can impact the
reliability of an experiment; on the other, small statistically significant diffesence
found with big sample size may not always be meaningful from an applied perspective
(Dancey & Reidy, 2017Kaplan, Chambers, & Glasgow, 2014; Page, 2024)
absence of evidence does not mean evidence of absence, a third consideration in our
decisionmaking process were our sampieesand variables of interests. In short, in

the absence of argypriori specification, results were critically considered against the
objectives of the study

5.3.4.2. Dependent and Independent Variables.

Whil st , partici pant siéns ane atitglesitdwardsn a b i
depression were the dependent variables, the choice of independent variables was more
complex due to the amount of data generated by the questiorviamg.variables
such as gender and level of education could have been efstwad indeed, as shown

by earlier sections of this chapter, such investigations could all have been grounded in
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previous literature. However, any additional analysis would have influenced the power
and complicated the analysis process. Accordingly,&cesibn to focus mainly on the
|l evel s of severity of depression, partici
MHIs was in the continuance of the broader purpose of the thesis and ensued from the
findings from Chapter3andRB.ar t i c i pndionaslites weee @ssassed via the
responses they gave on the perceived level of severity for each vignette and the
accuracy of those responses. Then, their reactions towards individuals facing different
levels of severity of depression were assessedum g parti ci pantsod pe
concern, difficulty to engage with characters as depicted in the vignettes, as well as
their inclination to recommend professior
MHI s6 corresponded encountars such g leeingopersomallye v i o
affected and/or knowing someone (e.g., family and friends) having experienced a
MHI.

5.3.4.3. Descriptive Statistics and Analysis of Variance

A contentanalysis was conducted on opemded questions, whilstatistical
analyses were performed on quantitative variables. After their initial categorisation,
qualitative data from the content analysis were, in a second phase, transformed and
ordered as quantitative data. The sample characteristics were ssedmesing
descriptive statistics. Furthermor&orman (2010)suggest ed t hat i p
statistics can be used with Likert data, with small sample sizes, with unequal variances,
€ wibh fear of 6comi ng too (63h).eAccardirmlg,g c on
parametric tests were employed to assess whether participants differed on recognition,
attitudes and reactions towards individuals suffering from depression according to
which subgroups hey belonged (e.g., groups or ag8jatistical analyses run on

participantsdé recognition abilities and 1
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as a function of the four |l evel s of sev
personal stigmading attitudes towards depression were analysed overall as well as by
items as a function of partici pAMdatasd gr o
were examined using descriptive statisacslanalysis of variance tests (ANOVA
controlling for subgroups) on Likert scales or the correspondentpemametric tests
(Cochrang on dichotomous variableB order to controtypel error at 5%, omnibus
F tests (in this cas®lANOVA) were run on parametric dat#™ level of analysis)
Follow-up tests were thetonductedusing simple or repeated measures (@fay or
Two-Way) ANOVAs (2" level of analysis) Repeated measures were used when
examining the variables as a function of the four levels of severity of the vignettes. All
statisti@al analyses werfrst carried out using SPSS for Windows (Version 25) with
the significance thresholuhitially tested at p<05 level and effect sizes estimated
using Cohends (1992) va)l(i.e.e001 f small, oart i al
medium, and 0.15 or greater= large effect size; cit&binonoff, Silva, & Beaumont,
2015) However, as four MANOVAs were used throughout thelata analysis, a
Bonferroni adjustment was applied with the significance lad@isted and reported
in the result sectioat p<.01 Finally,to reduce any type | and type Il errors, both the
significance level and effect size were used to interpret and discuss the following
results
54. Results

The objective of tis exploratorystudy was teexamine the influencef the
soci al milieu on performersé6 rAspremulsent at
this study sought to companrgar t i ci pant s 6se diffefertlevelsyof t o r e
severity, together with thereactions and personal attitudes towatdpressionNot

all participans completed all the questioimsthe surveyOf the 197 participants who
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originally started the survey, only 138 fully completed Tihis varied level of
completion is a common issuerass such investigations so, rather than complete a
lower power and potentially oveonservative analysis, threimber of respondents
( id Yor each variable varies reflecting the completion rates. Procedurally, missing
values were coded 99 in SPSS andensutomatically removed from the analyses by
the software. Therefore, a variation in the numbers can be noticed throughout the
results with respondent numbers shown in the relevant talfesthermore, in
discussing the results, it is important to beammimd that statistical significance
observed on the Likert scales used within this study, may or may not be associated
with o6real worl doéo differences in (ct.er ms
Andersen, McCullagh, & Wilson, 2007Accordingly, the magnitude and implication
of differenceas must be considered in parallel to statistical significance.

541. ExaminingPar ti ci pant sé6 Recognition Abi

An omnibus F test (in this case MANOVA) was conducted to analyse
participantsd recogniti ormrRlyadisioldiartdioldes by
(21+) groups) and by groups (i.e., athletes, art performers, myildad general
population) as a function of the four levels of severity of depression as presented in
the vignettes. The values reported were adjusted using GreerBeisser correction
when Mauchl yo6s SpTestindicated that thiss asaungm (£.9.,0 n
condition where the variances of the differences between pairs of sithjact
conditions are equpahad been violated. Furthermore, in addition to the MANOVAS,
one dichotomous variable (e.g., correct recognition rate) was analysed using

Cochmnebs test; -panametre tpafseeladble5e3npt 15k o n
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Table 53 Mean (SD) and effect sizes depending on the severity for each vignette

Variables Levels of Severity ofDepression
Vignette 1 Vignette 2 Vignette 3 Vignette 4 F(df) Partial Post hoc
No depression Mild depression Moderate depression Severe depression d? tests
(n=145) (n=163) (n=139) (n=151)
Level of concernM (SD) 1.15 (.70) 2.05 (.8) 2.83 (&) 3.60(.71) 109.4 Q.92, 385.9** .45 Vo >
- Not at all (%) 20 (13.8%) 1 (0.6%) 1 (0.7%) 0 (0%) Vgke >
- Alittle bit worried (%) 89 (61.4%) 41 (25.2%) 7 (5%) 3 (2%) Vok* >
- Worried (%) 30 (20.7%) 75 (46%) 36 (25.9%) 11 (7.3%) Vi
- Very worried (%) 6 (4.1%) 41 (25.2%) 65 (46.8%) 30 (19.9%)
- Extremely worried (%) 0 (0%) 5 (3.1%) 30 (21.6%) 107 (70.9%)
Level of severity selected/l (SD) 1.71 (.61) 2.45 (.60) 2.93 (.46) 3.79 (.52) 138.9 (2.8, 369)*** 51 V g**%>
- No depression (%) 54 (37.2%) 8 (4.9%) 2 (1.4%) 0 (0%) Vg***>
- Mild/sub-clinical depression (%) 79 (54.4%) 74 (45.4%) 14 (10.1%) 8 (5.3%) Vg**r>
- Moderate depression (%) 12 (8.3%) 80 (49.1%) 115 (82.7%) 16 (10.6%) \/ R
- Severe depression (%) 0 (0%) 1 (0.6%) 8 (5.8%) 127 (84.1%)
Vignette recognition (%) 37.2% (.48) 45.4% (50) 82.7% (.B) 84.1% (.3) Cochranoés
Difficulty to engageM (SD) 51 (.84) 1.26 (1.®) 1.58 (1.B) 1.72 (1.3) 20.45 (277, 3661)**+ .13 Va=Va>
- No problem at all (%) 96 (66.2%) 51 (31.3%) 35 (25.2%) 39 (25.8%) Vo2>Vy

- Slightly awkward (%)

- 50/50 (%)
- Somewhat di cul t
- Extremely di cul

Help recommended (%)

32 (22.1%)
9 (6.2%)

8 (5.5%)

0 (0%)

46% (.50)

42 (25.8%)
48 (294%)
21 (12.9%)
1 (0.6%)

77% (.42)

30 (21.6%)
36 (25.9%)
35 (25.2%)
3 (2.2%)

92% (.27)

28 (18.5%)
34 (22.5%)
36 (23.8%)
14 (9.3%)

97% (.16)

Cochranos

*p-value< .05, **pvalue< .01, *** p-value< .001
Small @ a r t>5081) mefiumP a r t%3 009, ladye P a r t%50.49 or gieatey effect size(Cohen, 1992, cited in Sofronoff et al., 2015)



Par t i abilipy#oredrrectly respond to the vignette taséreased with the
severity level of depression as described in the vignettegsdd= 138.9; p<.01)and
al so evidenced by i %<5l bedabpe3, mi5Bect si ze |
The more severe forms of depression (e.g., 84.1% for severe depression) were
significantly more recognizable, while discriminating between the less severe forms
seemed more difficult with only 37.2% of
d o wn sportrages in vignette Isée Figure 5.1 However, no group or agelated

di fferences were noticeable regarding pal

0 II II

Level of Concern Level of Severity Selected Difficulty toTalk with

w

N

[ERY

Vignette 1 m Vignette 2 m Vignette 3 m Vignette 4

Figure 5.10verall level of concernf(r om O fAnot worried at a
worrjedegognition abilities (from 1 fAno
difficulty to talk the characters described in the vignettes omifinot di f f i cul
t o 4 iext r panefungtiordof thefvignettes. t

Nevertheless, when asked &xplain how they determined the severity of
depression for each vignette, participants mostly mentioned the overall changes
experienced by the characters (ranging from 7.7% for vignette 1 to 11.6 % for vignette
3), the symptoms portrayed and identifisdsach (ranging from 18.3 % for vignette 1
to 56.5 % for vignette 3) or the period of time mentioned in the vignette (e.g., length;
ranging from 18.3 % for vignette 1 to 2.9 % for vignette 3). Other explanations
included the mention of normal ups and dowsisep disturbances, specific feelings

(e. g., gui |l t, sadness) , participants?©o o]
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experience or previous training), their perceived lack of qualification in such instance
or the need for differential diagnosis. Th&ds the mention of suicidal thoughts set
off the alarm bells of 71.5% of the participants regarding the severe depression
vignette.
5.4.2. Examining Participants0dO Reacti
Similar to the ex aecogntmrt abildies, twofomrpbasr t i c i
F test ( MANOVAS) were conducted to anal)
difficulty to talk with the character depicted in the vignette. In addition, the
di chotomous variable fAhelp rhmeaommendedd .
5.4.2.1. Examining Participantso Level
Participantso | evel of concern signif
depression portrayed in the vignetteg ¢F3ss 2= 109.4; ; p<.0}, as also shown by its
large effect siz¢ p a r % i4%).INb gcbup or ageelated differences were, however,
observable Participantsdé | evels of concern a:
severity are presented Trable 5.3 (see p. BpandFigure 5.1 (see @.H4).
54.2.2. ExaminingPart ci pant s6 Difficulty to Reac
Person as Depicted in the Vignettes.
Parti ci pant gh&irdffieuttiesd¢opalk with pesple @dpending on
the perceived severity of their issues as well as their recommendations for help are also
illustrated in Table 3.(see pl153). Interestingly, participants seemed to perceive less
difficulties in talking to someoneith depressia than in feeling confident in helping
someoneexperiencingMHIs (see Table 5.1 and 5.2, pp. 1423) The majority of
respondents mentioned not having too many difficulties in talking with someone
suffering from depression (ranging from 0.51 regardingeftg 1 to 1.72 for vignette

4 with O tdeddiicglidnat al |l o0 .aheidperdeptibne xt r e n
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regarding those potential difficulties increaskdweverwith the level of severity of
t he c h alepeessiorég¢038.1= 20.45;p<.01, see Figure 5,1p. 155). This
trend was also supported bynedium effect sizep(a r t?5.18)1
When given the opportunity to give more insight on their perceived level of
difficulty in talking to a person showing signs of depression as depicted in each
vignette, participants tended to increasingly highlight their lack of knowledge or fear
to worsenthe situation the more severe the vignette became. For example, when
confronted with the vignette describing an individual suffering from severe depression
with suicidal thoughts, participants expressed their concerns as shown in the following
quotesi Mpi ggest fear would be saying someth
enough to help and would be more worried about preventing the potential idea of
suicordeowoul d be afraid that | am not qu:
might make it wae (i.e., push him closer to committing suicide by suggesting he might
need t o seek .phedifieubysvithdoroaching Bueh apsdbject, or the
low level of intimacy shared with the person were other reasons cited by the
participants to explaitheir potential difficultieslncontrast par ti ci pant so ¢
supportive (e.g., by being present, talking and/or listenfagyjijiarity with depression
through experiencand previousraining were mentioned as facilitators.
542.2.1. AgeRela ed Di fferences in Participan
Person as Depicted in the Vignettes.
Participants6é perceived difficulty to
vignette was significantly different depending on their age7{feay = 4.1; p<.Q)
and was evidenced by a large effect sigartfal d>=.03). The estimated marginal
means are presented in Tablé Gee p. 1B) and show a differential rate of increase

in participantsdé dif f i cWihthighertsamesrearing dep e
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more difficuliesto talk with someone as depicted in the vigrgtiieis interesting to
notice that younger participants shoves@ralllower scores that the older group (21+)
except for Vignette 4

Table54Mean (SD) of participantso difficult:
severity for each vignette by age

Variable Levels of Severity of Depression
Vignette 1 Vignette 2 Vignette 3 Vignette 4
Difficulty to talk No Mild Moderate Severe
depression depression depression depression
Participants over 21 48 (.11) 1.24 (.13) 1.49 (.15) 1.40 (.17)

years oldM (SD)

Participants 21 years old .36*(.24) .807(.29) 1.16(.32) 2.22(.36)
and under M (SD)

a. Based on modifiegopulation marginal mean.

In sum,whilst young participants (i.e., between 18 and 21) seemed to perceive
less difficulty to talk to people as presented in vignettes3L(e.g., normal ups and
downs to clinical depression), they found it much more diffito interact with more
severe forms of depression €sir 2.22) compared to their older counterparts

(Mearr1.4Q see Figure 5)2

Difficulty to Talk

Vignette 1 Vignette 2 Vignette 3 Vignette 4

Participants over 21 years old Participants 21 years old and under

Figure 5.2Ager el at ed di f f er perceivedliffidulty (frpnar tA ncatpant
di fficul fiexnatr améytalkinitisbneone astdepicted in the
vignettes.
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54. 2. 2. 2. P econtmeraatipna fortPoféssiéhal Help
Participantsd6 recommendation for prof
with the perceived level of severity of depsion (see Table3®.p. 153) with 46%,
77%, 92% and 97% of the participants recommending professional helge to
characterasrespectivelydepicted in vignetel,2, 3 and 4Moreover Table 55 (see
p. 159) shows the different optionparticipants selected from a hedpeking
perspective.Considering the level of severity of the depression depicted in each
vignette,higher percentagedicatesp a r t i @iefprantialsairge of help.It was
particularlyinterestingo notice the sonvehat low percentages of health professionals
selected regarding the person in vignette 4 (i.e., severe depression with suicidal
thoughts) even though 97% of the respondents would advise that person to seek some
help. Indeed, less than 50% of those respotsdselected a psychiatrist, only 57 %
chose a GP and only 53% picked a clinical psychologist as the source of help they
would recommend. An explanation for those surprisingly low percentages may come
fromparticipanté | ack of awar e arenses betweeg apsythiatrist, t h e

a GP and a (clinical) psychologist.
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Table 55. Mean in percentage (SD) of the options selected by the participants fromsek&lpg list

Help-Seeking Options Level of severity ofdepression

Vignette 1 Vignette 2 Vignette 3 Vignette 4
No depression Mild depression Moderate depression Severe depression
% (SD) (n=145) % (SD) (n=162) % (SD) (n=139) % (SD) (n=151)

1. Atypical GP or family doctor 24% (.8B) 50% (.50) 58% (50) 57% (50)
2. A chemist or pharmacist 3% (.16) 1% (.®8B) 2% (.15) 4% (20)

3. A counsellor 17%(.37) 35% (.8B) 47% (.50) 59% (.49)
4. A social worker 4% (.20) 6% (.23) 16% (.%) 17% (.3B)
5. Telephone counselling service 3% (.18) 10% (.30) 23% (.42) 42% (50)
6. A psychiatrist 3% (.18) 14% (.34) 32%(.47) 48% (.50)
7. A clinical psychologist 6% (.2) 21% (.4) 36% (48) 53% (.50)
8. Help from his close family 29% (.%b) 41% (.49) 47% (50) 56% (50)
9. Help from some close friends 30% (.46) 38% (.B) 50% (.50) 55% (50)
10. A naturopath or an herbalist 0% (.00) 2% (.14) 3% (.17) 3% (.18)
11.The clergy, a minister or a priest 1% (.12) 2% (.16) 6% (.23) 10% (.30)
12.Other 1% (.08) 2% (.16) 0% (.00) 3% (.16)




54. 3. Examining P a Atttudesitopeaads Depréssibhe r s o n a |

Only 138 participants out of the original 197 completed the persaobatale
of the Depression Stigma Scale. Overalhile most participants seemed to have a
positive attitude there was, however, some variallighlighting different patterns
of thoughts across elements. Mean scores and standard deviations are illustrated in
Table 56 (see p.161). Higher scores marking lemspersonal stigma, ggsonal
attitudes were checked byfidx4 (age x group) MANOVA to exanine differences
bet ween participants6é attit shdeedanowrallar ds ¢
significant eff ect wiwlI16tph®) bwt aosigndidaritage A gr ou
effect. Differences inpersonal attitudes depending participant® rogp were also
evidenced by a med#&Wldn effect size (parti:

54.3.1. GroupRel at ed Di fferences i n Partici
towards Depression.

Although potentially increasing the risk of type tar follow-up testge.g,
item-based analysesyvere conducted to examine granelated differences in
participant s 6 ugsng onenayn ANOVAaand Tukey tests Those
follow-up tests highlighted significant differences across iterascording to
participant groupg¢see Table B, p. B1).

More specifically, three items relating to negative perceptions showed
significant difference between groupst a me | vy f Pe o p brecouldistapn depr
out of it (Rt D&yp< WH nthdbkegpr essi on i s a s
weaknEBszess=o4.(47; p< .01), and Al would not

had been BEepTr68% p<edd)d (
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Table 56 Means (SD) bytems and by groups for the personal components of the Depression Stigma Scale

Statement about Personal Beliefs about Depression Stigma Sale
Depression
Overall (n=138)  Athletes (n=69) Arts performers Military (n=22) General Populatior
M (SD) M (SD) (n=10) M (SD) M (SD) (n=37) M (SD)

1. People with depression could 4.25 (.79) 4.07 (.&) 4.50 (.58) 4.55 (.51) 4.35 (.82)
snap out of it if they wantetl

2. Depression is a sign of 4.35 (.B) 4.09 (1.01) 4.60 (70) 4.68 (.B) 4.57 (.69)
personal weakness **

3. Depression is not a real 4.46 (.&) 4.36 (.&) 4.80 (.42) 4.64 (.90) 4.46 (.g)
medical illness

4. People with depression are 3.53 (1.01) 3.42 (.96) 3.70 (.%) 3.50 (1.10) 3.70 (1.®)
dangerous

5. Itis best to avoid people with 4.30 (.73) 4.19 (.60) 4.20 (1.03) 4.59 (.73) 4.38 (.8)
depression, so yo
depressed yourself

6. People with depression are 2.72 (.B) 2.64 (.&) 3.40 () 3.00 (.B) 2.78 (1.08)
unpredictable

7. If I had depression, | would 3.34 (.93) 3.35 (.87) 4.00 (.94) 3.14(1.13) 3.27 (.87)
not tell anyone

8. 1 would not employ someone if | 3.86 (.82) 3.93 (.67) 4.40 (70) 3.23 (.81) 3.97 (.\B)
knew they had been depressed

9. 1would not vote form politician if 3.87(.88) 3.83(.8) 4.40 (70) 3.82(.73) 3.84 (1.04)
| knew they had been depressed

Total 34.69 (4.31) 3387 (4.30) 37.00 (2.87) 35.14 (4.29) 35.32 (4.3)

*p-value< .05, **pvalue< .01, *** p-value< .001
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Reflecting my comment at the start of the results section, there are notable
differences in the standard deviations within groups but also across the same item
between groupgrigure 5.3 illustrates the responses selected by each group on each

statement.

Personal Stigma
= N w SN [6)]
S
S
N
" —
S
“
" —

Athletes Arts Performers m Military m General population

Figure 5.3Groups differences ingosonal beliefs about depressaxross itemgfrom
1 fistrongly agreeo to 5 Astrongly disagr

In thisi nst ance, participantsd personal |
between athletes armdmbatexperienced military forcegp=.02) as well as between
athletes and the general population (p5.033 gar di ng t h eDeprdssom st at
isasignop er s on al . Theeehykwitleaslcsvér score on that statement, athletes
seem more prone to believe that depression is a sign of personal weakness compared
to combatexperienced military forceand people from the general population. In
contrast, theem Al woul d not empl oy someone i f
showed significant differences betweeammbatexperienced military forceand the
three other groups, namely: athletps.QJ), art performersp<.01) and the general
population p<.01). Accordingly, compared to the three other groupsmbat
experienced military forcesvould be more inclined to agree with the statement
suggesting to not employ someone with depression. Although a risk of grper

might exist, itembasedlifferences acrosgroups are, particularly, interesting as they
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may further inform the design of mental health interventions targeting a change in
attitudes towards MHIs
54. 3. 3. | mpact of Participantso Famil.|
Attitudes towardDepression
Among the present participants, 88 mentioned being familiar with MHIs either
by knowing someamwith MHIs or by havingexperiencedHIs themselveswhile a
test of betweers ubj ect s ef fect hi ghlighted a si
familiarity on the overall attitudetowards depression @F37=15.99; p<.Q), further

analyses were conducteddseeh ow parti ci pant sOmalyhawe | i ar i

>
&

impacted their personal attitudes towards depregsemFigure 3).

N
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Figure 54 Differences in prsonal beliefs about depressiagsross itemgfrom 1
Astrongly agreeo to 5 A strongly disagr e:c¢
MHils.

As shown on Figure 8. as well as offable 57 (p. 164) previous familiarity
with MHIs had a significant impact ofour specific itemsPeople familiar with MHIs

tendel to significantlydisagreemorewi t h st at ements such as ff

could snap out of it i f they wantedo, A D
wouldnotenpl oy someone i f | knew they had bee
a politician i1f | knew they had been dep]
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Table571 nf l uence of participantso familiari:
Depression Stigma Scale

Statement aboutPersonal Beliefs about Depression Stigma Scale
Depression
Familiar Non-Familiar
M (SD) M (SD) F,137)
(n=88) (n=50)
1. People with depression 441 (.®) 3.98(.89) 9.%
could snap out of it if they
wanted **
2. Depression is a sign of 4.60 (62 3.90 (1.07) 23.87
personal weakness***
3. Depression is not @eal 456 (.g) 4.30 (\'B) 2.97
medical iliness
4. People with depression are 3.64 (1.0) 3.34 (1) 2.1
dangerous
5. It is best to avoid people with 4.37 (.8) 4.18 (.56) 2.29
depression, so Yy
depressed yourself
6. People with depression are 2.78 (.B) 2.60 (.B) 1.26
unpredictable
7. If I had depression, | would 3.39 (.95) 3.26 (90) .58
not tell anyone
8. 1 would not employsomeone if | 3.97 (.82) 3.68 (.79) 3.%
knew they had been depressed *
9. 1 would not vote for a politician if | 4.02 (.84) 3.60 (.88) 7.75
knew they had been depressed**
Total *** 35.75(3.97)  32.84 (4.30) 15.99

*p-value< .05, **pvalue< .01, *** p-value< .001

5.4.4.Further Interesting Results

Althoughstatistically norsignificant some results axgorthy of consideration
as they may have shown some degree of significance with a bigger shrdpés,
when looking more closely to each group, slight défeees were detectable (see Table
5.8, p. 16&). Athletes, for example, rated their difficulties to talk to a person suffering
from depression in each vignette higher than the other groups except for vignette 2
(mild or subclinical depression The perceied negative consequences of talking

about and, maybe disclosing suffering from MHIs, was noteworthy. In addavem
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though the variable fAaged did not have a
data set, the partial eta square associatedtgtimeasur¢ p a r %.10%ndicatkd a

medium effect size of this variable. Follayp tests (onsvay ANOVA and Tuckey
tests) revealed a main effect of partici
ADepression i weaknigEssEod6 dp®r, s dibalpr essi on
a real me d iqgggl 5i. 1017ne sps<o .(0FB) and Alt i s
depression so you dono {7k 8460pma) (seeTphlee s s e d
59, p. 1&). In each of thee instances, younger participants scored lower than
participants 21+. Therefore, with higher scores showing less stigma, in the present
sample, youngegparticipants showed more stigmatising attitudes towards depression
compared to their older counterparts would therefore seem that, even if this
difference was not statistically significant (p = 0.055), participants 21+ were inclined

to be more tolerant towards depression than the younger group. This finding is
particularly interesting considering theffdrential willingness to talk displayed by

these age groupshose findings added to previous research highlighting lower
stigmatising attitudes in adults compared to young pedfap et al., 2014put also

showed some inconsistencies with others suggesting significant age differences in
attitudes(Jorm & Wright, 2008; Livingston et al., 2013for example, while the
present findings were consistent with Jo
Aweaksimcdkto belief as well as the soci al C
in the present study showed a positive attitudinal change with age whlergaand

Wright (2008)f ound an increase in participantso
unpredictability of people suffering from MHIs as well as in their reluctance to
discloseFinally, even though these datere not significant, they are included to offer

a complete picture of the data for readers of the thesis.
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Table 58 Mean (SD) of perceived level of severity of depression for each vignette by groups

Variables Groups Level of severity ofdepression
Vignette 1 Vignette 2 Vignette 3 Vignette 4
(n=139) No depression Mild depression Moderate depressio Severe depressiol
M (SD) M (SD) M (SD) M (SD)

Level of concern Athletes (n=70) 1.21 (.78) 2.00 (.85) 2.73 (.85) 3.59 (.81)
Arts Performers (n=10) 1.10 (.32) 2.20 (1.03) 3.00 (.82) 3.50 (.71)

Military (n=22) 0.95 (.58) 1.82 (.73) 2.95 (.79) 3.55 (.67)

General Populatiotn=37) 1.14 (.67) 2.05 (.62) 2.92 (.89) 3.68 (.58)

Level of severity Athletes (n=70) 1.74 (.63) 2.29 (.66) 2.86 (.55) 3.79 (.54)
selected Arts Performergn=10) 1.70 (.66) 2.50 (.53) 2.90 (.32) 3.70 (.48)
Military (n=22) 1.64 (.58) 2.50 (.51) 3.05 (.21) 3.77 (.53)

General Population (n=37) 1.73 (.61) 2.62 (.55) 3.00 (.41) 3.86 (.42)

Vignette recognition  Athletes (n=70) 36% (.48) 53% (.50) 77% (.42) 84% (.37)
(%) Arts Performers (n=10) 40% (.52) 50% (.53) 90% (.32) 70% (.48)
Military (n=22) 41% (.50) 50% (.51) 95% (.21) 82% (.40)

General Population (n=37) 35% (.48) 32% (.48) 84% (.37) 89%(.32)
Difficulty to talk to a  Athletes (n=70) 0.61 (.89) 1.33 (1.09) 1.70 (1.23) 1.90 (1.29)
person suffering Arts Performers (n=10) 0.20 (.42) 0.5 (.85) 1.30 (1.16) 1.30 (1.16)
from such issues Military (n=22) 0.59 (1.01) 1.55 (1.10) 1.68 (1.09) 1.50 (1.37)
General Population (n=37) 0.38 (.72) 1.22 (1) 1.35 (1.14) 1.57 (1.43)
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Table59]l nfl uence of participantsd age on the personal components of

Statement about Personal Beliefs about Depression Depression Stigma Sale
Participants Participants Fa,137)
21 years old and under. over 21 years old.
Mean (SD) (n=58) Mean (SD) (n=80)
1. People with depression could snap out of it if 4.10 (.93) 4.36 (.66) 3.66
they wanted
2. Depression is a sign of personal weakness** 4.09 (1.08) 4.54 (.64) 9.46
3. Depression is not a real medical illness* 4.28 (1.01) 4.60 (.69) 5.07
4. People with depression are dangerous 3.53 (.96) 3.53 (1.06) .003
5. It is best to avoid people with depression, so you 4.09 (.66) 4.46 (.75) 9.46
dondét degressedyeurself**
6. People with depression are unpredictable 2.62 (.86) 2.79 (.98) 1.09
7. If I had depression, | would not tell anyone 3.31(.82) 3.36 (1.01) A1
8. | would not employ someone if | knew they had 3.98 (.69) 3.77 (.90) 2.17
been depressed
9. 1 would not vote for a politician if | knew they had 3.86 (.78) 3.87 (.95) .007
been depressed
Total 33.86 (4.38) 35.29 (4.18) 3.75

*p-value< .05, *pvalue< .01, *** p-value< .001
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5.5. Discussion

The present studgought toexaminethe impact of the social milieon
representationf a MHI such as depressibteld by performers selected from different
settings Specifically, w eability domgpserimieade bgiveeent i c i p
different levels of severity, together with their reactions and attitudes towards people
suffering from @pression.Findings revealed significant increasesidenced by
medium to large effect sizesmar ti ci pantsdé6 recognition |
respond to the vignette task) and reactions (e.g., level of concern, difficulty to engage
with individualssuffering from the portrayed issyescommendation for professional
help) as a function of the depressisaverity.An age effect but no group effect was
observablenp ar t i ci pant sd p er om@hthe endracteiddpittedc ul t vy
in the vignétes Furthermore, while the present findings highlighted at par ti ci p
tendency to advise someone to seek help was dependent on the perceived severity of
the issues depicted in the vignettes, participants did not, however, always seem to
recommend th most appropriate source of help (e.g., professional help), especially
regarding the most severe form of depression presefirally, overallgroupand
familiarity effectswereidentifiedregardingp a r t | @ersorabttituded and beliefs
towards depression. Those differences weren morenoticeable when looking at
each statement separately. A summary of these key findings is presented inIable 5.

(seep. 169).
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Table 510 Summary of key findings

Variables Key Findings

Effect of the perceived level of severitarge effect size)
Recognition Abilities No group effect

No age effect

Effect of the perceived level of severitarge effect size)
Level of Concern No group effect

No age effect

Effect of the perceived level of sever{tpedium effect size
Difficulty to Engage No group effect

Agerelated effectlarge effect size)

Effect of the perceived level of severity
Recommendation fo No group effect

Help No age effect
Groupi related effec{medium effect size)
Personal Beliefs No age effect

towards Depression Familiarity effect

55.1. Recognition Abilities.

Participants in the present sample tendebledetter able toecognse clinical
forms of depression.¢., clinical threshold (8%) and severe depression with suicidal
thoughts (84%)) compared to less severe formsgub-clinical depression (45%) and
normal ups and downs (37%)Jhese findings are in line with previous research
depicting relatively good rates of recognition for vignettes describing levels of clinical
depression(Reavley & Jorm, 2011)Thos findings werg however, somewhat
contradictory compared to othesach ad_auber et al. (2003)vho found that only
39.8% of their participants correctly identified the depressigmette whilst the
majority categorised that vignette as a-bfesis experience. In the present sample,
participants rather tended to consider a more severe form of depression than the one
presentedh the vignette taskrhose findings may partly be damed by the increased
attention of the media on depressfBeavley & Jorm, 20119s well as by the booming

diffusion of mental health awareness campaigns targeting depreasmbnits
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symptomatology. While there is no reason to assume that people share a common
understanding of the terfidepressioa(Burns & Rapee, 2006potential explanations

for those discrepancies may come either from the different study methodkaiseer

et al., 2003)or from an overgeneralization and concern algefression and its
common symptomgReavley & Jorm, 2011)

55.2. Reactions towards Depression.

Furthermore, even though parpants showed a better recognition rate and
increased levels of concern for the more severe forms of depression, they also
acknowledged perceiving more difficulties in talking to those individuals as the
depression became more seve@tiBipants betweeh8 and 21 especially expressed
more difficulties to engage with someone suffering from severe forms of depression
compared tgarticipants aged 21+. Those results are in line Witise reported by
Langston et al. (201@yho found that U.Sunior Navy personnel wermore likely to
feel uncomfortable discussing emotional issues with their peers than senidrissaff
is important aswhilst gppearing weak to others and jisrceivedconsequencesay
partially explain the difficultyandbr awkwardnesgelt in broachng a topic such as
depressiononds age and perceived severity of their own psychological distsess
likely to influencetheir helpseeking intentionWadman Webster, Mawn, & Stain,
2019)

The ability to recogrse a problem is crucial, as it impaatdividual® at t i t ude
and behaviourgLauber, AjdacieGross, Fritschi, Stulz, & Rd&ssler, 2008)ch as
promoting helpseeking behaviosr(Burns & Rapee, 2006; Reayl & Jorm, 2011)
However,correctlyidentifying a MHI such aslepression byliscriminating between
normal reactions of dysphoria and depressive symptomatology is challéBgims

& Rapee, 2006)Therefore, when approaching the notion of support, the present
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findings regarding recommended sources of help are surprising. Participants did not
alwayssuggest the most appropriate sources of support compared to the depression
severity portrayedSuch data are consistent with previous research highlighting a
preference tseek help and support from Gfeavley & Jorm, 2011)amily and

friends in such situatioratherthan from a health professior{&ickwood et al., 2005)

The resultami ght be partly expl ained byved actor
need for treatmenin mild case but also more alarmingly in more severe cases
(Andrade et al., 2014nd/or low perceived helpfulness of treatm@aaviey & Jorm,

2011) Whilst seeking help from andltang to their friends and family is already

first step, the kind of heltheycan provide may not bmost suitable ona terms of

moderate and severe depressiodeed, even though, realistically, any referral could

be seen as an opportunity to getph&hen it comes to assist those with MHignds

and family might be poorly equipped to manage such probléRiskwood et al.,

2005) Barriers for seeking professional help may also arise from a general lack of
awareness regarding Afrom whomo to seek
professional play in regard to MHIs, or how to access professiona(@alfiver et

al., 2012a; Reavley & Jorm, 2011y line with Reavley and Jorm (201anhdBurns

and Rapee (2006)he present findinghighlighted the tendency to turn to GPs or
counsellors when looking for professibnaelp instead of psychiatrists and/or
psychologists this despite the fact that the latter are the registered profalssion
specialsed in mental healtlfReavley & Jorm, 2011and are more likely to offer
evidencebased treatment{®urns & Rapee, 2006Y0n the other hand, such results

mi ght refl ect participantsdé desire or be

oneself(Andrade et al., 2014)
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As stigma and lack of knowledgeet as barriers to mental health care, with
people choosing not to access mental health services despite their {@uwefitean,
2004), the present observations support the need to nearsgieking professional
help and educate people on the different roles and trainings of health professionals
(Reavley & &rm, 2011) Especially since oneds deci s
mi g ht be influenced by friendsd and f ami
(Vogel, Wade, Wester, Larson, & Hackler, 200E)lucating higHevel performers is
especially important as it has been suggested that yperfigrmes (e.g., young
athletespwned less positive attitudes thitwe general population (e.g., nathletes)
towards seeking help, which may partly explain their reluctance to seeKGalfpver
et al., 2@2a) Such action may not only normadiand foster help seeking behaviours
but also allow individuals to better identify and reach out to sui@aidbetter sources
of support within their environme(¥ogel et al., 2007)

5.5.3. Personal Attitudes towards Depression.

Despitewithin-groupdifferencege.g., standard deviationsyit alsobetween
group differencesacross the same itenpar t i ci pant sd scores C
components of s (204) DépiedsibrStigma Scalearéflected their
tendency to eithereport no opinion or disagrewith the statements presented.
Importantly, these scoremay bedue to the impact of previous contacts and familiarity
with MHIs on personal stigm@riffiths et al., 2008)a reflection of societal changes
over the yearg¢Langston et al., 201®@r merely the results of current awareness and
antistigma campaigns. Indeed, as reportecheypresent and previous studiPsiffy,
Rooney, & Matthews, 2019; Griffiths et al., 2008; Jorm & Wright, 20@8iliarity

with MHIs can have a positive I mpact on
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Neverthelessathletes (scoring 33.87 out of 45) showed theski®coreon the
personal stigma scal&/ith higher scores markirlgsserstigmatisedattitudes towards
depression, individuals progressing in hyggrformance sport environments appeared
less tolerant towards depression than the other groupsnditary, art performance
and the general populatiom).line with previous studig®.g., Armstrong et al., 2015;
Delenardo & Terrion, 2014; Glick et al., 2012; Griffiths et al., 2004; Gulliver et al.,
2012a) ahletesappearednoreinclined to peceivedepression as a sign of personal
weakness comparedtombatexperienced military forceand the general population
Neverthelesshe spread of opiniorwithin that groupndicatesthatmanydisagree or
at leaststruggk with this position In contrast,combatexperienced military forces
showed significantlymore stigmatising attitudes towards the employment of
individuals having experienced depressibhnose results are consistent with previous
research, highlighting thpersistence of stigma associated with MHIs in sport and
military forces despite the efforts made to increase awareness about MHIs and their
treatments optiongBauman, 2016)Even though they are supportive and positive
towards dealing with others (e.g., colleagues and/or subordieafesiencingViHIs
(Langston et al., 2010)participants from the military setting woultbr example,
prefer to hide having MHIs from their en
not t el IPersomalystgma igigncing helpseeking behaviours and intentions
(Wadman et al., 2019}he presenfindingsareof particular interestrom an applied
perspective Indeed, differences in personal Bkliefs about depressioracross
environmentsmay be relevantto considerwhen developingnental healthissues
prevention programmeadapted to their targetSupportingWadman et al. (2019)
those findingssuggest that personalisecbntextspecific approaches may be more

suitable Identifying and argeting g r o ugpexific stigmatisng beliefs about
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depression and/or MHIsmay beof particular valuggiven that theiimpact mightnot
only vary from one group to anotheut alsohave an influence op e o pfutee s
actions(e.g.,help-seeking behaviours, intentions and recommendagtions

Overall, the present findings support the need to pursue current efforts aiming
to increasep e o piemtsa l heal t h | i tlieenacy ebputmertah c r e a s
health might have an impact on attitudes and ability to resediHIs. In addition, it
would contribute to disseminating a more accurate perception of need for professional
hel p as it 1 s thought-seeking affitudesand behavionrs | u e n
(Burns & Rapee, 2006; Gulliver et al., 201L2Rgcogrsing a problem is in general an
important first step leading smincreasen the likelihood of professional hegeeking
behaviourgGulliver et al., 2010; Reavley & Jorm, 201l)mpr ovi ng peopl e o
health literacy will allow individuals to better recogmihaving) a problem as well as
the benefits of receiving professional help. It will also give theenktiowledge and
understanding taccess the most suitable source(shehtal healtlsupport depending
on their need¢Burns & Rapee, 2006Moreover increased mental health literacy is
believed to be liked to lower personal stigmendto increased coping skills and
confidence i n indivi deyperleciogVidlsa(pralersort t o h
Pierce, 2012; Hadlaczky, Hokby, Mkrtchian, Carli, & Wasserman, 2014)
5.6. Limitations

Due tothe complex data set and the decisiomade in regard to thdata
analysis, lhe present study wasplorative andhot without limitations but these do

need to be critically considered. Whersasne might argue that the vignettes were

too brief to adequately represent the reality of the edésrstudiedD 6 De |l | et al
suggested that a | ack of details gives |
feelings, views and social norms onto the aehart e r i n the Tegnett
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vignettedeingfictional and participantseingnot really facing the situation described
(Link et al ., 20Qtbistapproacidrs ot perfedtly replicate wha 0 1 2 )
participants would do or say if they were really experiencing those situgBanss
& Rapee, 2006; O0Del | .kdteachhisapproaZivesan Y ap
indication on howparticipantghink they would repondin such situatiorand has the
advantage to present a more elaborate stimulus to the participants than simply asking
about MHIs and daression(Link et al., 2004) Furthermore, lghough the vignettes
were presented inguastrandom, crossed ordeghe same order was used with all the
respondents. Futuisgudies using this design may want to adopt a randomised design
in order to reduce the bias potentially attributable to potential order effects (e.g.,
fatigue, boredoncf. Auspurg & Jackle, 2017

If mass media can sometimes negatively stiggagteoplenith MHIs, media
coverage and current mental health campaigns may also, in contrast, have a
demystifying effeciLauber et al., 2005; Lauber et al., 2Q0Bjforts undertaken by
the mediaReavley & Jorm, 2011and current mental health campaigns to increase
peopl edbs awareness abouthigMiddognitiomeate ofpar t |
moderate and severe forms of depression. It is, therefore, possible that participants
would be more familiar with depression than with any other disorder due to the
worldwide incidence of thiMHI (Lauber et al., 2005; Sai & Furnham, 2013; WHO,
2018&) and hence, more disposed to show any concerns in regguat MHI. Then,
in addition to the impact of media coverage and awareness campaignspsgkd
responses may also be tarnished by some soambbgity. Participantshavingrated
their own knowledge, attitude anekactions, thir responses arsusceptible to
respondent bias.urthermorewhile participants were asked about previous contact or

experience with MHIs, they @ve not asked about forah training they may have
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undertaken at some poit.tut ur e studies investigating
may want toexaminethe impact of gtraneous variables such as previous training,
gender and having a MHI themselves

Then given the focus on depression, the present findings might not be
generalizable to other mental disorders as they might not be representative of
participantsoOo perceptions and attitudes
stigma might be differg from one MHI to anothde g., Jorm & Wright, 2008; Lauber
et al., 2003)From a statistidgperspective even thoughthe Central Limit Theorem
stipulates thatthe means of sample sizes greater than 5 or 10 per group are
approximately normally distributednd are therefore, bigenough to be usewith
ANOVAs (Norman, 201Q)caution is required in terms of genesalg the present
findings due to the different participation rates between groups. A reason explaining
this low participation or completion rate for certain guwbups (e.g., art performers,
military) may be attributed to thstigma or to theesearch topigenerating some
emotional discomfort in participants or, alternatively, the questionnaire l6Byt#n
the limitations arising from the sample used within the present steglicatons of
thepresent study usirlgrgerand more equivaleistimplesizesare warrantedn doing
so, uture studies may decide to use an estimalge of the expected size efféot
the power analysis order to determine the samliees, based on the data presented
herein Finally, the present study did not look at impaoittéeatures of stigma such as
perceived or experienced stigma, for instance, nor at the differences between groups
in termsof gender nor withirgroup differences in terms of age and genBarther
studies should not only consider those constructs batialgstigate how previous

personal experience of MHIs may influenoerceived stigma or experienced stigma

aswellaparticipantsd role perception and en
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5.7. Conclusion andNext Stes

In conclusion, the present chapter addressed Objectnfetidis thesisand
added to the current literature on mental health by highlighting how the social context
may impactop er f or mer s6 recognition abilities,
such as depressionSlight differences in knowledge, reactions and significantly
different attitudes towards depression depending on the environment in which
participants were embedded (e.g., sport, art, military, general population) were
identified. The presdrdata, therefore, confirmed previous findings (e.g., see Chapter
4) highlighting the importance of tailored mental health literacy interventions.
Accordingly, Chapter 6 sought to addreb®se needby (1) critically reviewingthe
literature (2) settingup parameterdor the design of mental health prevention
programmesnd (3) offering recommendations regardingdeéeelopment of effective

mental healtlsupportand caren high-level sport environments.
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CHAPTER 6
RECOMMENDATIONS REGARDING THE
DEVELOPMENT OF EFFECTIVE MENTAL HEALTH

SUPPORT AND CARE IN SPORT ENVIRONMENT

6.1.Introduction

As emphasedin previouschaptersmentalhealthhasbecomea hot topic in
sportwith greaterattentionfrom the mediaandanexpmentialgrowth of researcton
high-performinga t h | MHIsésseGhapterl). Reflectingtheprevalencef MHIs in
the generalpopulationandthe growing recognitionof the impactof untreatedViHIs
on quality of life (WHO, 20183, mental health campaigns(e.g., Mental Health
Awareness week, Blue Light programme, Time to Change) and interveféigns
Mental Health First Aid; Kitchener & Jorm, 200@avebeenlaunchedo raisepublic
awarenesandsupportfor thoseexperiencingsuchchallengesThe developmenand
implementatiorof mentalhealthinterventionsspecificaly targetinghigh-level sport
environmentsare however still in the early stagesof developmentAccordingly,the
purpose of this chapterwas to critically review, set up parameters and offer
recommendations regarding the rationale behieddevelopmenf effective mental
care in higklevel sport environmentRReflecting Objective 5, the current chapter
focuseson (1) reviewing different perspectiveson offer concerningmental health
interventions,(2) outlining important parameterghat mental health programme(s)
shouldconsiderto take on the challenges raised by Mhtlsigh-level sport,and(3)
adding to the meal health in sport debate with a fémoughtsfor the future.
6.2. Brief Overview of the Current Literature on Mental Health Interventions

The growing focus on mental health, the stigma surrounding MHIs and the
difficulties encountered tseek and/oacassprofessional helgKelly et al., 2007)
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have led to the development of a variety of interventions and awareness campaigns
targding the general populatio(e.g., Andersn & Pierce, 2012; Bapat, Jorm, &
Lawrence, 2009; Kitchener & Jorm, 2002, 2008; Lauber et al., 2005; Livingston et al.,
2013) The main purpose of these intervent
knowledge andittitudestowards MHIsas well as theiconfiden@ to be of assistance
if needed/Anderson & Pierce, 2012; Bapat et al., 2009)

Mental Health First Ai{MHFA; Kitchener & Jorm, 2008}, for instance, one
of the most widely used interventions and is applied across various settings: This 2
day standarded programme aints: (1) inform the general public about mental health
in general, common mental disordéyand in the general palation(e.g., depression,
anxiety disorders, psychosis, substance alamsgjheir treatment options, (@omote
self-help strategies, helpeeking and supporting behaviours and, as a consequence, (3)
reduce the stigma and negative attitudes associated with(Hbldsaczky et al., 2014;
Kitchener & Jorm, 2002, 2008However, while evidence suggeshat MHFA
i ncreases par t i c knpvdedde sadd comédericea in supperéinig t h
individuals suffering from MHIgHadlaczky et al., 2014, Kitchener & Jorm, 2002,
2008) there is a lack of information and/or research regarding theténgefficacy
of such interventiom Furthermore, @flectingsomeof the concernsraisedearlierin
this thesis(seeChapter2), the designof MHFA is basedon the needsof the general
population withoutanyapparentecognitionthatc o n s u maguiresxéntandneeds
may vary acrossenvironmentgKitchener& Jorm,2008;Ross,Hart, Jorm,Kelly, &
Kitchener,2012) Sa with the performancedimensionandits challengesot being
consideredMHFA in its currentformatmay not catchthe nuancesighlightedearlier
in regardto MHIs in high-performingathlete§seeChapters3, 4 and5) and,asaresult,

doesnot seemappropriatdgor high-performancesnvironmentsincluding sport
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Neverthelessjue to the growing attentionbeingpaidto MHIs in sport,some
sportspecificinterventionshavebeendevelopedn andfor sportenvironmentsWhile
afew preventivanitiativestargetingeatingdisordershavebeendevelopedpecifically
for athleteswith promising results (Bar, Cassin,& Dionne, 2016) programmes
targetingMHIs in athletesare,howeveresscommonandlesswidely promotedthan
MHFA. Sebbengtal. (2016) for exampleaimedto developabrief, lessgeneric,and
morecontextspecificmentalhealthliteracy workshoptargetingcoachesandsupport
staff working in high-level sportenvironmentsin contrast,Gulliver et al. (2012b)
developeda brief Internetbasedinterventiontargetingyounga t h | @epressioh
literacy, help-seeking attitudes, intention, and behaviours. Expanding on this,
GavrilovaandDonohue(2018)stressedhe importanceof skill developmenasa key
componentof mental health interventions.In contrastto the other interventions,
GavrilovaandDonohug2018)emphassedtheuseof cognitive behavioutherapyand
positive psychologycomponentswhich, evenif taughtinitially to optimise sport
performance,were proposedto support performanceoutside the sporting arena.
GavrilovaandDonohug2018)alsostressedheimportanceor programmerainersto
be familiar with the cultureof the organisatiorin which theydeliverthe programme
anotherelementwhich seemdackingfrom theuseof MHFA.

Althoughsportspecificinterventionsarewelcomedandshowsomepromising
results,however thelack of methodologicaligor andconsistencyimit the extentof
their comparisoraswell asthe significanceof their conclusionge.g.,frequencyand
durationof eachprogram contentdeliverymethodsmodalities efficacyassessment;
Breslin, ShannonHaughey,Donnelly, & Leavey,2017; Powell, Proctor,& Glass,
2014) Thoselimitations are further supportedby the lack of evidenceaboutthe

sustaineckeffectivenes®of the interventionscurrently available(Breslinet al., 2017)
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Thereforemoreresearclon primaryandsecondaryreventionprogrammesargeting
a t h | reentellseélthand MHIs (e.g.,longitudinal studies,follow-up studies)are
warranted.
6.3. Parameters of Effectie Mental Health Care in Sport
6.3.1. Culture Change.
6.3.11. APer fioPersoaCGiecret r ed o Shi ft Refi nemen
In recent years, sport organisations have been encouraged to promote and
include the importance ohentalhealthwithin their governance and organisational
structuregHenriksen et al., 2019; Miller & Kerr, 2002f the pursuit of success is
paramountin a highperformance sport contextome sport cultures (or previous
regimes)tend howeverto focus exclusively on the number of meddenriksen et
al., 2019; Miller & Kerr, 2002)As exemplified by Coach 8 (see Chapter 4):
The structures and environments are in place right now to deliver performance
across the UK ItBinkgaoutknow mdviagantok?012, 2016 it
was this no compromise approach that was drilled down to us from UK sport.
Medals, medals, medals. Andyw dondét have to be align
obviously I wasné6t. But there was an ¢

if you didndét you were out of the job

So, i f we didndét wi n omermentaeatiaisssesib e c au
was 1irrelevant. You coul dnodyothadied rmnt
perform.

Performance and winning are implicit kigh-level sport and some aspects of
high-performance environments are, of arguable necessity, brigaltfaining load,
risk of injury, sacrifice$. Neverthelessat hl et es® per formance an

be seen as mutually exclusiveven thoughtie emphasis imigh-level sport is on
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performanceat hl et e wlso hagmpoftaaae,enot only becagiexperiencing
MHI s can interfere wi(Guliverehat, @26812gjbat mal$oor man ¢
because a focus on performance al one can
mental healthMiller & Kerr, 2002). This is not only true for athletes but also for
coaches and staff members whose camessdependonthei at hl et esd perf
Therefore, toachieve better performance and maintain their-weihg, Miller and
Kerr (2002) recommendedx shift from an exclusively performancentred to an
athletecentred model addressing the person as a whole (e.g., the performer and the
person behind the performance). Accordingly, sport organisations and National
Governing Bodies must not only promobeit also actively undertake a refinement of
their focus (e.g., Awi nningo but I n fAop
requisite support fotheirme mber sd physi cal and ment al I
valuing both performance excellence and tieéle., physical and mentaljvould
encourage athletes to develop both the sport and life skills needed to negotiate their
everyday life within and outside the sport coni@iller & Kerr, 2002)

6.3.1.2. Reduag the Stigma.

As emphassed in Chapter 3,stigma surroundingmental healthin sport
environmentss still presentMore importantly such stigma iperceived byathletes
that have been confronted with MHIs as very damagrg i lhe stigma is the killer,
seeParticipant 2seeChapter 3)and occurrences amosty due tomisconceptios
andor misunderstandingssociated with topics such mgntal healti{see Chapter 3,
Schwenk, 2000)and mental toughnesgucciardi et al., 2017)As previously
mentionedmental health isften reportedas ai nt ed wi th HAsti gmat.
di chotomous paradigms of Apsyd3clawlenk,gi cal 0

2000, p. 94) Yet, suchviews can often lead to athletés r e | tocseel hetpe
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(Gucciardi et al., 2017; Gullivest al., 2012a; Putukian, 2016; Schinke et al., 2017)
which negatively impactheir care(Schwenk, 2000; Talebi et al., 201&tigma is,
therefore, an important feature to address when considering the suppasrarf
athletesd.mental health

Neverthelessthe stigma associated with MHIs in sport culture is not a
universal phenomenon. U.K. Rugby League, for instance, is on face value a very
macho sport but has focused aanumbehdf et es o
years (e.g., Rugby League Caresoviding practical advice and professional referral).
Cricket is another example of sport in the U.K which has developed funds and
resources to support their athletes in terms of MBtaiter et al., 2018 herefore,d
properly reduce the stignsairrounding MHIs in spoyt first step may be target and
identify the cause of that stigma (e.g., attitudes and belafgyvery level ofan
organisation(e.g., stakeholders, staff members, coaches, athletes,ifiaogjer to
address both individuand structural discriminationdink & Phelan, 2001) This
idea is not new but has, perhaps, been recently and potentially overlysiseg ey
the media. One concern would be that, as a consequence, national sport organisations
may have made a somewhat blanket, almost knee jerk reaction to MHigality,
however, the genuine situation regarding MHIs mag suggested iprevious
chapers, require a more spoerand micro contexspecific approach; in short, sport
genericandsportspecific The contention here would be that, rather thardtmpn
driven culture change initiatives, a bottom up approach targetittt,e n i ndi vi dua
and heir soci al systembs empower me (cft wo ul
Martinsen et al., 2014a; Martinsen et al., 204/6)Ist not imposing an overly formal
cultural structure.As an extension, a combination approach with-dopvn and

bottomup elements may be even more efficacious.

183



Furthermore, although MHIs mayteh lack visible symptoms and/or might be
considered as more personal than physical injuidenardo & Terrion, 2014;
McNair et al., 2002)as highlighted earlier by Participant 2 in Chapter 3, a MAIés
nota f | aw, itdéds an il l ness. It can be tre:
injuryo . Ot her Il nteresting comparisons <can
injuries in sport. Notably, athletes do not report stigma following physical injuries even
though specialist knowledge to treat these injuries is usually lodged solely with
medical and paramedical staff. In fact, Malcolm and Sheard (2002) stthsseeed
foran i ncreased fiawareness of health issue
amongathletes(p. 167 cited in Theberge, 2008%iven the (presumed) prevalence,
and certainly the impact of MHIs in sport, reframing MHIs in the same way as physical
problems couldootentially reduce the stigma associated with MHIs and encourage
athletes to seek professa help (Kitchener & Jorm, 2008; Talebi et al., 2016)
Finally, in addition to the dstigmatisation of MHIs and dmystification ofmental
healthservice prowulers, reducing the stigma also implies opening the dialogue about
MHIs at every level of the sport organisation. Opening the dialsgamsa crucial
first step as it may increase the normalization of experiencing symptoms of MHIs or a
MHI, decrease the igima associated with asking for heglogel et al., 2007and
maximise the support offered to athletes and staff membersniHyideeven more
effective when it is built on checking what already exists. Enforcing checks on already
tolerant anccaring environments (e gJK Sport 6s Cul ture Heal't
are, at best, counterproductive and often also alienatirstport,in line with previous
studieg(e.g., Andrade et al., 2014; Kelly et al., 20GifAidings from the present thesis
(see Chaptar3, 4 and 5)suggest thaan increased understandiagd awarenessf

MHIs is required along with increased recognition of the need for and the means to
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access professional hetporder to address the relationship between stigma and MHIs
in sport

6.3.2.Implementing Long-Term Changesi What Would such an

Approach Involve and Look Like.

Despitethe growing attentionthat MHIs arereceivingin sport, thereis still
little scientificevidenceregardingthe progranmes andor practices available to assist
a t h | neenta IsedlthSo, whilstthereis anundeniableneedio promotementalhealth
anddemystifyMHIs in sportsettingsthe questionregardingwhatis neededemains
unanswered Based on the findings from earlier chapters(e.g., par ti ci pant
experiencerepresentatioandperceivedneedsiswell ason cognitiveandbehaviour
changditerature,a preliminaryresponséo thatcomplexquestionwasattempted

6.3.2.1.Consideringthe Full Picture.

With an overwhelming numbef behaviourchangeheoriesofferingaunique
perspectiveon how andwhena behaviourdoesor doesnot occur (Allan, Vierimaa,
Gainforth,& Co6té,2018;Michie, vanStralen,& West,2011;Vallis etal., 2018),the
principles ensuing from psychotherapeuticdale such asognitiveandbehavioural
therapy(CBT) can offer some lead regarding the parameters to consider in terms of
athl etesd ment al h eig, indedd,oreof thenwstreseaached, c ar e
employedandempirically supportegsychotherapgic modek (Fenn,2013;McArdle
& Moore, 2012) One of the main objectives of this approachistor educe oneb
psychological distress bycreasingtheir awarenes®f what they experience(e.g.,
whatis happeningandwhy) aswell asby providingthemwith skills allowing themto
be actively involvedin their own care(Fenn, 2013; Rodgers & Taj€bxell, 2011)

Often used with people experiencing mild to severe problems to help them develop

more adaptive cognitions and behavigiisnn, 2013; Rodgers & Tajeoxell, 2011)
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the CBT principles could bgertinentto considerin relationto the developmenof
primary (e.g.aiming at reducing the incidence of new casadldis) and secondary
(e.g.,addressing early symptoms of MKifsrevention programmes.

As postulatedby the CBT framework, our experienceis affected by our
emotions,cognitions,behavioursand physicalsymptomsand their interactions(see
Figure6.1). Suchinteractionsare not only idiosyncraticin nature but they arealso
influencal by externalfactorssuchasthe context(e.g.,social, cultural, familial) in
which anindividual operategCollins, 2011;McArdle & Moore,2012) Furthermore
while one needs associateddwledge(e.g., how, why, what) to behave in a certain
way (Martinsen etl., 2015) behavioursalso needs to be takertarconsideration to

achieve sustainable outcomes (see Figure 6.1)

Context

l

Emotions

Behaviours Cognitions

Physical

symptoms
Skills yimp

(acquisition and
transfer)

Knowledge and
understanding

Figure 6.1 CBT premisedo a mentalhealthpreventionprogramme(figure adapted
from GreenbergeandPadesky1995);citedin Fenn,2013)

Indeed, as indicated by its name, this model postulates to work on both cognitions and
behaviours in order to achieve sustainable change. Besthesting on oa
component affects the others which can further lead to the consolidation of new

cognitions and behaviours.
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6.3.21.1. Targeting Knowledge andlental Health Literacy

As suggested bparticipants in Chapter 3 and 4, a good starting point starting
point would be to increase individuatsentalhealthliteracy.Improvingi ndi vi dual s
knowledge, attitudes, and behaviours towards MHIs is, indeed, one of the key
components previously empised by mental health interventionshaving shown
promising shorterm success rat@ulliver et al., 2012b; Kitchener & Jorm, 2002,
2008; Sebbens et al., 2016)Vhen targeting knowledge, however, it is worth
considering the exact role an increase of knowledge should or could play.

Perhaps such work should, therefore, seek an attitudinal change
(acknowledgement, perception antetance) coupled with empowerment (things that
can be done) with this outcome facilitated by general information rather than driven
by conditiorspecific breakdowns. In showthat conditions might generally look like
rather than a symptoimased distinctio between conditions (e.g., MHFAds stressed
by coaches in Chaptergeople working within higéperformance environments (e.g.,
coaches, support staff) do needbe adequately equipped to be able to acknowledge
the potential existence of a problem (egigns) and to be aware of the benefits of
seeking professional helghey do not need to be, however, nor indeed viant
become expertor possesgshe same amount of information &MHIs than health
professionalsThe issue here is, therefore, not sochmif sportspeoplere able to
recognse the difference in degrees of severity and/or to make the right diagnosis (see
Chapter 5) but whether they have enough understanding about mental health and MHIs
in generalto notice when it might be more seriousrthihe normal ups and downs
inherent in sportespecially athe symptomgDoherty et al., 2016and prevalence of
certain type of MHIs can differ from one sport to anofffice et al., 2016; Schaal et

al.,2011) Moreover, #hleteshaveshownto betteradhereio programmesdaptedand
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sensitiveto the environmentghey are embeddedn (Gavrilova& Donohue,2018;
Shannoretal., 2019) Therefore, asuggested by the findings @hapter 4and in line
with Sebbens et al. (201,8)ontextspecificknowledgein relationto audiencés sport
andsportenvironmenimay be moreappropriateandefficient thanbroadandgeneral
information. Indeed, as suggestedn Chapter4, athletesand coachesmay better
respondto programmse meetingtheir perceivedneedsand focusing more on the
quality thanon the quantityof theinformationshared

The lack of knowledge and understandingw@bmentalhealthservices (e.g.,
providers and the servisgrovided see Chapter)5 their availability and, more
importantly, how and when to access th@gulliver et al., 2012a; Rickwood et al.,
2005) are other obstacles to hedpekingthat need to be addressed fmgventive
initiatives. Indeed, as outlined in Chapters 3 and 5, people tend to either not perceive
theneed for help and/or treatmg@tndrade et b, 2014)or turn toinformal sarces
such as family and friends for supp(®Reavley & Jorm, 2011; Rickwood et al., 2005)
However, whenindividuals seek professional help, they tend to see a GP or a
counsellor instead of a health professional such as a psychiatrist and/or psychologist
(Burns & Rapee, 2006; Reavley & Jorm, 2Q1B) shared understanding is
indispensable to any collaborative wdBickley, Rogers, Bell, & Thombs, 20180
attention shoul d al suoatioh end geauind untiecstandimgd i
regarding the professional help available and, more specifically, on the differences
between the roles and services provided for instance by counsellors, clinical
psychologists, sport psychologistsdsport psychiatristtReavley & Jorm, 2011)

6.3.21.2 SkillsDevelopment, Deployment and Transfer

Cognitive changemfluencing behaviour chang®cArdle & Moore, 2012)

shaping knowledge and instruct®rare commoly used asbehaviow change
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techniques(Allan, Vierimaa, Gainforth, & C6té, 2018Although eucation and
awareness are essential components of arsagitha campaigrused alonegducation
and awarenesae unikely to achieve longdasting outcomegLivingston et al., 2013)
To prevent ankbr reduce the incidence of MHIghe support offered to athletesuld

need toalso be directed towards the protection and flourishintyef mentalhealth
and overall welbeing(Uphill et al., 2016)

Being equipped with appropriate resources (e&kggwledge, skills and/or
tools) to better care for their mental health was a key message from participants
interviewed in Chapter 3 and Chapterirdeed, ompared to previous studiés.g.,
Gavrilova & Donohue, 2018; Sebbens et al., 20péjticipantsn the present thesis
emphasised thenportanceof (1) improvingat hl et es 6, coacheso6 art
knowledge ofandattitudes towards MHIs as well &2 empoweringthemwith skills
(things that cattannotbe done)As hgh-level performers have to develop and deploy
a variety of skillsand strategies on their way to the top and to sustain performance
excellencgMacNamara et al., 2010; Nicholls & Polman, 2QGf)otheruseful step
may be to encourage athletes to identify their personal resources and use them more
widely. Indeed, vhile the possibility of a skilldbased transfer from sport to daily life
is speculated upon in the literati@ould & Carson, 2008; Kendellen & Camiré,
2019) findings fromChapter 3 suggested that elite athleggysd to not use thekills
acquired through their sport career to deal with challenges faced outside the sport
context Therefore, in addition to increasing their mental health literacy, athletes and
coaches should nonly be encouraged to develop and apply new strategies but, more
importantly, they should also be encouraged to use their alreadgstetilished skills
to takeon the challengesassociateavith mentalhealthandMHIs whenfacingthem.

Indeed, vhile athktescan learn and develop knowledge, skills and behaviours in
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regard to maintaining, protecting @nanagingtheir (mental) healthsupporing
athletes to recogse the transferability of such skills (e.g., from life to sport and from
sport to life)may be of uniquely valuahlélowever, 6 do so, pychological skills and
strategies may need to be explicitly taught and practised as being transferable to other
contexts. Indeed, according to previous stuiexgjaca, 2019)skills-based transfer
from sport to dily life would be more effective when explicitly taught and rehearsed.
Being able to retrieve and effectively implement such strategies at the
appropriate time and depending on oneos
athletes can acquire throughactice(Dohme, Backhouse, Piggott, & Morgan, 2017)
While declarative memory is comprised of factual information, the procedural memory
IS more automatic and contaimgormation on how to perform a task or a skill
(McArdle & Moore, 2012)Practise and rehearsal ateereforegssential features of
the skill acquisition procesfAllan et al., 2018; Martinsen et al., 2014a; Michie, van
Stralen, & West, 2011given thatthe consolidation of a new task or skills in the
procedural memory is achieved throutghrepetition(Michie et al., 2011)Practising
and rehearsing skills and behaviours (e.g., practical skills assignments) are, indeed,
common behaviour change techniquesgagng in practiseand rehearsal (e.g., via
practical skills assignments an f oster oneds sense of co
their seltefficacy and/or confidence in that skill or behavi@ilson, 1999) Besides,
sense of mastery f urftcdmpeatence (eg.r sedfficmeysa one b6 s
requirement for sustained engagement in a behayi@amdura, 1978; Duffy et al.,
2019)and in mental health saethanagemeniShannon et al., 2019)
6.3.2.1.3Importance ofSocial Support.
Another elementstressedn Chapters 3 and # the importance ofsocial

support.The use of social support is also, coincidentally, one of the fundamental skills
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of developing excellence in pursuit of athletic achievement as mentioned earlier

(MacNamara et al., 2010pue to its stress buffering effe¢Ssogaca, 2019; Freeman

& Rees, 2010; Lazarus & Folkman, 198#he development, improvement, and use of

oneds s o dsiesséntia® pronp®im regard tanental healti{Schinke et al.,

2017; Uphill et al., 2016 A good ®cialnetworkcanfostero n esmational disclosure

and supportangible support, coping opportunit@swell a® n ecénfidencan their

capability to copgFogaca, 209). Although the ultimate decision to seek help is

personal, social support, encouragements from others, sense of connaation

environments where the expression of emotion and openness are encouraged are often

considered as protective factdfRatel et al., 2007)These factors can havehgh

i nfl uence on whet her at hlcansubssquentdydosterowl e d

help-seeking behaviour&Gulliver et al., 2012a; Rickwood et al., 2005; Talebi et al.,

2016; Vogel et al., 2007lFor exampleScott et al. (2019mphassedthe active role

teammates may play in the prevention and support ofwWeld@ammates regarding

issues such as disordered eating behaviours. Consequently,l i ne wi t h Part

exper i enme teanmateg .will befikeeping an eye on me making sure

everythingds OK but thatoés | usdeeQGhdpei r wa)

3), taking the example of the military modelg., peer support; Langston et al., 2010)

andWadman et al . 6s ( 2lédls9pportabudfysysdemiwbere of p

athletes buddy up and support one another may be an option to cansiégicourage

given that fiendship is one of the primary sousad# support(Swann et al., 2018)
Furthermore,as pointed out by Bar et al. (2016) primary and secondary

preventionprogrammesmay have a betterchanceto be effective when offered to

multiple targets(e.g., athletes,coachesand sport administration) Thus involving

athletesd6 families and sporting staff (e.
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not only foster the development of a shared understanding between the athlete and
their whole entourage regarding MHIs and its subsequen{Baidey et al., 2016)
but also increase the effectiveness of a preventive action implemented in the sport
environmet (Baretal.,2016) Indeed,a part of an at bactheg eds s
support staff and &ayole ¢otplysid theecredtionuof ang e  h 8
environment that promot@sental healtljMartindale et al., 2014WWhilst coaches and
at hl et es 0 «antasilicate theetirly deteetigneof psychological distress,
support athletes, and foster subsequent-begking behaviouréMartinsen et al.,
2015; Nowicka et al., 2013;iékwood et al., 2005; Schinke et al., 2017; Sebbens et
al., 2016; Vogel et al., 200,Aheir involvementin andsupporttowardsmentalhealth
prevention programmesis believed to impact atl e t adlsetencetowards the
conveyednessagéy suchinitiatives(Baretal.,2016)As such, coaches a
entourage cahelppreventpsychological distress arsdilbclinical MHIs to escalate to
a full-blown disorder(Heim et al., 2005; Nowicka et al., 2013yevertheless, as
stressed irChapter4 and previous researcim order to do s they need to develop
adequate knowledge and skills about mental heaaltfulfil their role (Mazzer &
Rickwood, 2015a; Swann et al., 2088)d respond ttheirat hl et es ®6 needs i
way (e.g., Martinsen et al., 2014a; Martinsen et al., 2015; Sebbens2218) This
isevenmoreimportantasy oung at hl etes perceive their
health literacyand the relationship they have with them (e.g., supportive, trustworthy)
as important prerequisites when considering whether they seek help or talk to them
about mental health concerns (cf. Swann et al., 2018).

Nevertheless, when discussing the importance of empowering athletes
coaches,and significant othersgaution is requed. As previously stressed (see

Chapter 3), the idea is not to teach athletdsstaof strategies that they should
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systematically apply when confronted with MHIsistead, in order to be willing,
ready, or able to learn or change their behaviours, tremsd to have a better
understanding and awareness of why and how to doAsosuch, developing
psychological skills does not simply refer to building a skills set but also involves
devel opi ng p eandfcanfideneén idedtify artal delploytthgskills (alone

or in combination) to address the challenges they are f§Ciolgns & Macnamara,
2017) Accordingly, promoting both the development and transfer of psychological
skills allowing participants to better handle challenges both within and outside the
sport domain, such as thementalhealthand weltbeing, seems to be a logical path to
follow when designingmental health interventions.Moreover, as summarised in
Figure 6.2, involving o n esbaal supportsysteminvolves multiple targets(e.g.,
teammags,coachessupportstaff, significantother)which, in turn, requiresto adapt

the designof any preventionprogrammedo ther targetedaudiencegseeChapter4;

Gavrilova& Donohue2018;Martinsenetal., 2014a;Martinsenetal., 2015)

Adapted to Coachesand Support
Staff( e. g. , a-tarddlspert g
related):

- Challenging misconceptions and
increasing their understanding
about MHIs

- Increasng theirunderstanding of

Mental Health Support:
Important Parameters

Targeting Knowledge
and Mental Health
Literacy
(psychceducational
programme)

Skills Development,
Deployment and
Transfer

Promoting social
support and the
support available

I\

and confidence in their supporti
and active rol¢e.g., how to
respond to thei
a helpful way)

Adapted to Athletes (e.g., ageand

- Challenging misconceptions and

- Increased confidence in their

sport-related):

increasing their understanding
about MHIs

skills anduse oftheir supportive
environment.

- Challenging misconceptions and

- Increased understanding of and

Adapted to Significant Others:

increasing their understanding
about MHIs

confidence in the supportive role
oneds soci al s

Figure 6.2. Parameter#o considerfor the designof MHIs preventionprogrammes.
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6.3.22. ProgrammeDesign Ready,Willing, Ableto Change.

Although built on the premisesof the CBT model, the parametersand
recommendationge.g., targetingknowledgeand skills) discussedso far arein line
with previous behaviour change models susthee COMB (Michie et al., 2011pr
Bandur ai@anitveoframeavdrk (e.gcompetence andelf-efficacy) Indeed,
addingto the CBT model where the outcomesinvalve anges i n an i ndi\
thoughts pattern and behaviours, thanges suggestadthis chapter are in line with
the COMB whichentails changes bbth annternal (e.g., physical and psychological)
andexternal (e.g., environmental) levéMichie et al., 2011)Mi chi e et al . 0 s
postulates thaengaging ina new behaviours and sustainingdépends oro n e 6 s
capability, opportunity and motivatiofMichie et al., 2011) I n t hi s i nst at
capability includes physical and psychological knowledge (e.g., reasoning and
comprehensionps well as theskills necessary to engage the aforementioned
behaviour.In contrast, rotivationrefers tothe emotional, reflective (e.g., analytical)
and habital (e.g., automatic) cognitive processes influencing and directing a
behaviour(Michie et al., 2011)Then, g@portunityinvolvesall the factors that may
influence the likelihood of a behavioarnd t hat are outside an
(e.g., physical and/or social environment; Michie et al., 20%lgh as with the 4
features of the CBT model, those three elements interact and influence each other.
Therefore, focusing ons por t s p(e.aq,pdoaclkies, athletestaleholders)
knowledge and skillaiould, for exampleinfluencet he fAcapabil i tyo pol

B modeland, as a resultheir motivation and opportunities to engage in such actions.
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6.4. Where to Go from Here
6.4.1.Use of Referral andAppropriate Measures.

Multidisciplinary collaboration (e.g., psychologists, sport organisations,
coaches and experts in sport medicine) and acti@ysbe moreffective topromot
mental health and prevent MHIs in athlet@ar et al., 2016)Interdisciplinary
approaches would seem to offer even more ben€fihsequently,prevention
programmedsargeting athletic populatiorshould not only aim to be ctext-specific
(Sebbens et al.,, 2016)ut should also encourage the collaboration between
stakeholders (e.g., sport community and mental health professionals) to guarantee that
prevention progr ammes snesalgBhreétah 2016at hl et es 6

One way to do sonay beto promote the support available within the sport
environments andndorse referral systems adapted to their population by facilitating
partnerships with suitable service providé@urran et al., 2017)indeed, while
coachesand significant otherare in a good position to monitor and support their
at hl et es 6 p e r-beiogrtheyeare coeevermequpeet to properly deal
with MHIs (see Chaptef). Therefore, recogsing that dealing with MHIger seis
not their job(Ferguson et al., 2018; Mazzer & Rietod, 2015a)it is crucial for
stakeholders angport environmentsto recognse the benefits and limits afach
me mb eactidns(e.g., authority and expertise; Miller & Kerr, 2008) this regard,
working togethemwith the sport environmentby recognsing the unique skills set of
each membe(e.g., coaches, support staff, hbgirofessionalsand the benefits of
working as an interdisciplinary team in an integrative appra&&@mm, 2008;
Reardon et al., 2019)s especially valuable in the present context where iaththe
early detection of psychological distress and provide better (proactive and retroactive)

support to those concerné@outtebarge et al., 2015a; Gouttebarge et al., 2018)
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Therefore,as suggested in Chapterdgvelopinga comprehensive support network

including trained clinical psychologists owning expertise in both their area and sport

(see Chapter 2; Moesch et al., 2Q8)at least working in collaboration and alongside

a sport psychologist in a complementary faybank, 2016)couldbe a first step to

make the most of the support availabl&ose are important requirements given the

stigma associated with health professiond@Slick & Horsfall, 2009) and
sporspeoples NRabsence of trust or skepticisn
understanding of the chal (Rebargetsal, 2016,pt he s |
3). Trust and sense of security are of upmost importance to build an alliance between

a person in need dra health profession@Rickwood et al., 2005)Therefore, given

the potential facilitative component of having an established relationship with health
professional(sjGulliver et al., 2012a)reating and promoting such gapt networks

may ease the referral process and improve the trust towards health professionals
(Gulliver et al., 2012a)

It is, therefore,also important that MHI interventions in sport focus on the
mental health literacy of the support staff working with athletes. Often, sport
psychologists do not own thprofessional training and experience required to
adequately assist athletes suffering from MKRoberts et al., 2016while sport
physicians are often too focused on physical factors without paying attention to the
potentid psychological factors involveMann et al., 2007)As such, both sport
psychologist@and physicians may need to be better trained ahentalhealthandto
acknowledge when a situation falls outside their professional competency in order to
trigger the appropriate referréfMlacNamara & Collins, 2015; Moore, 2003; Roberts

et al., 2016)Whilst working with highperforming athletes involves unique challenges
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for sport medical and support tear(@lick et al.,, 2012) MHIs defintely brings
additional challenges to the picture.

In addition, as emphasid in Chapter 2, there is serious risk for under
treatment (Pierre, 2012) especially considering ath
psychological problems or pa{Glick et al., 2012)This risk must be, then, balanced
with careful considerations about (mis)diagno&&Ehwenk, 2000) Since mental
healthin highper f or mance sport is currently a f
under and overdiagnosis is very difficult o | (Mbkeused et al.,, 2B, p. 3)
people working in those environments may tend to become overcautious seeing MHIs
everywhere (see Chapter 4). As shown in Chapter 2, 4 andd&) sometimes, be
easy to worry too quickly and confuse normal growth or life issues with poeswk
MHIs, especially if not considering the whole picture; namely, the context (e.g., within
and outside the sport environment) and the individual (e.g., age, gender). As one of
many examples, adolescent performers may exhibit deprdgs@mymptoms a they
wrestle with their identity. Rushing to fellown treatment may exacerbate a
decidedly norclinical problem. An accurate diagnosis is an essential first step for
subsequent, effective, and successful treat(@&idk et al., 2012)Therefore, to avoid
any misdiagnosis and its consequences in terms of treatmaor @are, both sport
stakeholderand health professionals must recagrthe differences between:

e clinical ment al heal t h di socedder s (

criteria), subclinical mental ill health (not severe enough to meet diagnostic

criteria), the human condition (periodic experiences of adversity and
unpleasant thoughts and emotions as a consequence of living a full life), and

the athlete condition (periodic experiences of unpleasant thoughts and
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emotions, such as performance anxiety, asom@sequence of engaging in

athletic pursuitsjHenriksen et al., 2019, p..3)

Therefore, when health professionals working within sport environments
assess pmentalealtmedrneeds, it is importatitat trey donot limit their
evaluatiorto screening tests. Although the results of such testing might be informative
(e.g., indicating when there is a need to invokgistered professionals specialised in
mental health clinical screening tools developed for the general populat@aynot
be the most suitabldor use with highperforming athletesAs the performance
dimension and its challenges aveerlooked(see Chapter 2)data ensuing from
common psychometric meassr that were not properly validated with athletes
(Bender et al.,, 2018)should be interpreted with caution To avoid any
misinterpretationsuchassessmertdould as suggested in Chapters2ek toinclude
the use of both functionaersusdysfunctional and athleteentred perspectives
orderto consider the individual as a whole (e.g., performer and human being) as well
as the context in which they are progressimgsimilar fashion, the use gjeneric
culture guidelines or evaluations would seem equally questionable. Oncethgain,
context has its importance.

6.4.2. Mental Health Policies and Guidelines.

In parallel to improving and promoting the support available at a micro level
(e.g., coaces and athletes), nati onal governirt
policies and guidelines need to be revidedles, responsibilities and boundaries of
eachstakeholdemust be clarifiedMiller & Kerr, 2002). For instance, changing the
Aperfor mance a {(Hermiksénetalg 380099 cnieanrtiaflyiitnyg me mb
promotingmentalhealthand making reources available to tackle its challenfesg.,

from a financial and human perspective; Curran et al., 2@t&)some of the
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responsibilities of sport organisat®im order to create a supporting environment for

their members. Newolicies need to focus on the limits of each 1ole . g . , Awho o©
what ?0, s erdthe btepptd fellow at gach level in reaction to MHIs (e.g.,

what to do when facing MHIs and how to doat)to promote mental healtindeed,
clarificationsof ther roles(e.g., dutiesand limitg and proceduresay helpto reduce

or avoidany conflict of interestsome coaches might be subject to in such situation

(e.g., performanceriented fundingand/orjob security seeChaper4). As previously

mentioned, the debate needs to consmtemoting mental health artdking action

towards mental health conditions (e.g., from mild to severe psychiatric conditions) in

the same way physical conditions are tréatéhout stigma. People often do not know

how to handle those issuesd.,fiwhatissues® see Chapter 4). While destignsiig

MHIs in sport could lead some to treat them in the same way as other physical
conditions, realistically much more is needegareling theduties and obligationsf

sport organisationgis-a-vist hei r member sé mental and phy

6.4.3. Ethical Considerations.

Discussions about policies, guidelines and the creation of professional support
network(s) are necessary but albring its share of ethical challenges. Sport
environments are unique in terms of applied psychol®&@ypgwn & Cogan, 2006)

More specifically, ethical challenges and consideration arise from the combination of
different practices (e.g., clinical and sport psychology) within the sport c(Broe/n

& Cogan, 2006) For instace, if on one hand, the development and promotion of a
professional support network may help to overcome-be$king barriers; on the
other, ethical issues regarding the expectatamustheconfidentiality of such actions
must be carefully considere@Anderson & Pierce, 2012; Roberts et al.,, 2016)

Confidentiality is one of the most primordial factors in the creation for therapeutic
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alliance(Brown & Cogan, 2006and one of the moshallengingfactorsin regard to
sport settings. When hired by a third party to provide services such as counselling or
psychotherapyhealth professionalshouldto be aware of the amount and type of
information which is expected to be shareéspeciallywhen working within an
interdisciplinary teanfcf. Collins, Moore, Mitchell, & Alpress, 1999For example,
one may wonder i& diagnosis need to be shared with the spgdrosation(Brown
& Cogan, 2006) Issues regarding the confidentiality (e.g., limitations) and
communication must be clearly and carefully considered, discussed and agreed by all
involved partiegBrown & Cogan, 2006; Moore, 2003hdeed,
Psychologists providing psychological services to a third magghisation
(such as when working for a college athletic departmentasegsional sport
organisatioh present to the client, at the onset of the consulting relationship,
his or her professional roles and responsibilities, identify the recipients of
information, and discuss any and all limits of confidentiality that are p#reo
psychol ogi st 6s e mp | agamsationt(Moareg B003, . ct wi
602)
Furthemore when creating such a network, it is essential for practitioners to
acknowledge the boundaries of their prac{iBeown & Cogan, 2006; Martindale et
al., 2014) If not specially trained as suchgchnical psychologisbr apsychiatristis
not a sport psychologisandvice versa Mor e attenti on must l
professional position from et(Martmdaleet | egal
al., 2014, p. 70)Therefore, ethical dilemmsghat may ensue from the implementation
of such a professional network must be carefully addressed at its creation according to
t he pr acadeotpiofessienal €anduend ethical standards (e.g., BASES,

BPS, HCPC).
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6.5. Conclusion

Despitetheimportanceof mentalhealthin sport,proactiveandreactiveactions
are still in their developmentphasewith no evidenceof sustainingeffectiveness
Reflecting these concerns, vehole community and amersoncentred approach
targetingthe prevention, management, andstigmatisation of MHIs by improving
i ndividual s6 understanding, attitudes ar
increasingtheir resourcege.g.,knowledge,copingskills, socialsupport;Schinkeet
al., 2017)mustbe advocatedEmpoweringsporspeopleto recognse andadequately
reactto any sign of distressin othersand/orthemselvege.g.,fosteringhelp-seeking
behaviours,providing referral; Schinke et al., 2017) along with a sport culture
supportingoothperformancexcellenceandhealthmaybeagoodstart.Nevertheless,
when planningand delivering mentalhealthinterventions the organisation(e.g., its
needs and culture) anke audiencge.g.,age,role, sport,help-seekingfacilitatorsor
barriers;Beableetal.,2017;Gavrilova& Donohue2018;Gulliver etal.,2012a;Kelly
etal.,2007)must becarefullyconsideredindeed attentionmustbe paidto the overall
packaginge.g.,contentandformat)anddeliverymethodsf suchinterventiongKelly
etal., 2007;Powelletal., 2014)asit mightenhance o0 n s u rmaeeptigedesto and

the potentiallong-term effectivenes®f suchinterventions.
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CHAPTER 7
CONCLUSIONS AND RECOMMENDATIONS

7.1. Introduction

With poor mental health being an obstacle for both performance and well
being,a h | emergas iealth is a major resource through their sporting career and
beyond(Henriksen et al., 2019; Schinke et al., 20HQwever, @spite the growing
awareness and increased attention on mental health irpérfdrming athletes, a
paucity of quality research underpinning this phenomenon still exists. This data gap
impacts the quality, effectiveness, and appropriateness obupport measures
focusedon mentalhealthin high-performingsportenvironment{Gouttebargest al.,
2018) Accordingly, the main focus of this thesis was to better undasthow the
challenges rising from MHIs are experienced and addressed inlevigihhsport
environments in order to improve teapportoffered tothis unique populatiarAs
evidenced throughout this thesis mental health in-legal sport contexts warraed
further explorationTherefore, in an attempt sdartbridging the gap in the literature
this thesiautiliseda pragmatic approach in combination with a mix of methods.
7.2. Summary of Findingsand Discussion

As outlined in Chapter,la better understanding of the complexity of mental
health, MHIs and their subsequent challenges is required to improve the mental health
support in higHevel sportenvironments. Indeed, ental health is more than merely
the absence of mental health camsg(Henriksen et al., 2019; Keyes, 2005) and must
be understood in a comprehensivay, whichincludes considerinthe performer, the
person behind the performanes, well aghe socio-cultural context in which Hshe

operates.
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While similarities betweehigh-performing athletes and the general population
exist,caution is required when comparitige prevalence of MHIsetween the general
and athletigpopulations as the challenges regarding mental health and itmaaren
some instancesest upon théifferencesor nuancedetween both grouptdeed, he
unique characteristics surrounding sport participation at albigh, the culture and
norms of highl e v e | sport environment s, aand at h|
affect their mental health. More specifically, Chapter 2 stressed the importance of
considering thesociccultural contextsurroundinghigh-level sportparticipationand
its possibleinfluenceon the emergencenanifestatioranddiagnosisof certainMHIs.
By addressingthe context and the lack of specificity regarding higkperforming
athle t e s 0, thichapseraccentuatethe importanceto considerthe performance
dimension which, in some instancesy requirgo adaptthe diagnosiscriteria(e.g.,
Burnout, cf. Eklund & Defreese, 2015; Raedeke & Smith, 2@@t¢eningools(e.g.,
Bender et al., 2018; Martinsen et al., 2014b; Rice et al., 28@8¥supportmeasures
to high-level athleticpopulationsby considering the differences or nuances they
might presen{(Glick et al., 2012; Henriksenet al., 2019) Indeed, the fact that the
performance dimensioappears to havbeen overlooked by general norms and
instruments has important implications both in terms of research (e.g., qualiip) and
termsof applied practice (e.g., diagnosis and treatient

Catching the full picturéy highlighting the nuances between higérforming
athletes and the general population is an important and crucial step that should precede
a consensus regarding norms, instruments for-pegforming athletes and informed
practces (e.g., evidendeased interventions). As such, Chapter 3 sought to provide a
rich and indept h pi ct ur e owmiexpeadndes & Milgamdl notee s 6

specifically depressiobiscussingg | i t e at hl et esd® pereladedi ved |
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or non-sportrelated, symptomatologye.g., recalled symptoms and warning signs)

and coping strategies, findings from Chaptemportantly reminded us that there is

no fAone size fits allo or general expl ar
triggers), manifestation (e.g., symptoms), and management (e.g., coping strategies) of
MHIs. While the genesis of a MHI is a highly individualised and multidimensional
procesgGouttebarge et al., 2016 the case of highberforming athletes,dsh sport

specific and life-related factors that can positively and/or negatively impact their
mentalhealthmustbeconsidereqHenrikseretal.,2019) Thisis evenmoreimportant

asnot only different sports have different demands anacgire, but in some cases
sport participation might cause or worsen the situation while in other cases it can be
used as a means to coph MHIs (Reardon & Factor, 2010Chapter 3 also stressed

the stigma thatlge athletes perceive attached to MHIs in their sport environment.
Interestingly, the participants noted that this stigma was mainly daelgok of
knowledge and understanding about MHRoviding athletes with appropriate
resources (e.g., knowledgeillss and/or tools) to better care for their mental health
was a key message ensuing fregmar t i ci pant sdth Ghaptere and e ws
Chapter 4. This seezd even morenportant given that only one participant explicitly
reported transferring the skilend strategies learned to cope with sport stressors to
other aspects of her everyday life, such as coping with MHIs. This lack of tramsfer
particularly concerning given the robust evidence base attesting to the role of
psychological skills and strategigén facilitatinga t h | detvetopnient and elite
performance in spo(Bartulovic et al., 2017; Collins et al., 2016; Gould et al., 2002;
Gould et al., 1999; MacNamara et al., 2010; MacNamara & Collins, 2015; Orlick &
Partington, 1988)Moreover,whereasdeveloping and deploying a range of coping

skills is an important stratediReardon et al., 2019he immrtance ohaving and/or
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developing a good social support system was particularly enspdsy athletegsee
Chapter 3. Indeed,if, as highlighted in ChapteB and 4 social supportcancome

from many different sources such as family, friends, teamimadeshes, and support
staff (e.g., psychologists, medical and team staff members; Bianco,, 2001ype of
support depends, however, on the prowdsipient relationship as well as on the
knowledge and/or expertise associated with the dimension of support ¢Bexrdo,

2001; Freeman & Rees, 2010jet, whilst mental health preventioprogrammes
commonly suggest the involvement of athletes and stakeholders for systematic change
(e.g., coaches and sport administration; Bar et al., 2016; Martinsen et al., 2015;
Reardon et al., 2019vhat each one needs from those interventtonadequately

fulfil their role and be an adequate source of supparot always clear.

Reflecting this, and recogsing the importance deatures such abe coach
athlete relationshiJowett & Cockerill, 2003; Mazzer & Rickwood, 201%a)d the
overlap between the -ask periods for the first onset of MHI(s), TD pathway and
at hl et esd peak(Kessteret a.r2008;Pated et 5l.e20&ice et al.,
2016), TD coachesd perspectives and conce
4. Findings suggestethat, even though helping and supporting their athletes was a
key focus of t regingbmi/ocmarzaginy Mdi$was motlpart ofttheir
role due to their lack of expertise inatrarea.Moreover, onscious of theiyoung
athlete® r e | 10 didclase abeut or seek support regarding mental health concerns,
coaches perceived the need bmth themselves and theathletesto increase their
understanding about MHIs anl@veloptheir skills set in ordefl) for athletes, to be
better prepared tdeal with the stressors they might encounter aneldake of their
mental healtl{e.g., implementing certain coping strategies and seeking professional

help) and (2) for coaches, tadequately respond and better support their athlete
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Whilst coachesalso advocatedfor the geaton a support network of health
professiona as a mean® helpthem respond to athletes with MHIs in a helpful way
they also recommended a <clarification o
stakehol derodos role (e.g., dhistisi egesy ma@aen d | i |
important giverthe potential coftict of interest that mayaccording to some coaches,
exist between MHIs and selectiqe.g., selection at regional or national level)
Although divergence existed on that matter, smoachesexpressed concerns that
team selector and head coachesy bemore susceptible to experience such conflict
of interest in particularwhentheirfunding f.e,c oac he s 6 gbhgskcudty) hl et e
was depending on those |FRnaly €hapter 4 plsor f or m
emphassed the importance twareforamd r esear ch not only athl
and support staffodés ment al heal t h

Following the irdepth investigation of MHIs at a mictevel (i.e., elite
athletes and TD coaches), Chapteattempted to zoom out ahdok atthe macre
level by investigatig the impactthe social milieu in which high-performing
individuals operates may have on thgderceptions(e.g., knowledge, attitudes,
reactions)of a MHI like depressionwWhile slight differences in recognition abilities
and reactions were édtified, significant differences in personal attitudes towards
depression were observable depegan the environment in which participants were
embedded (e.g., sport, art, military, general population). Indeed, despite current
campaigns and initiatieea i mi ng at rai sing athletesbd
findings from Chapter Suggestedhat a significant number of higterforming
athletes stildl parsegunedf deopenrisieisthn wigak |
previous researcfGulliver et al., 2012a)additional datafrom Chapter Sdescribed

par t i apparentatk ®fédnformation regardingervice providers and treatments
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(e.g., from who, where, whemjhich may, in turnprevent them tseek appropriate
help and suppart

Together, those findings stressed the benefits of providing athletes, coaches
and stakeholders with resources (e.g., coping strategies, tools, social support, and
professional netwopk and guidance (e.g., guidelines) order to address and
adequatelyrespond toany mental health conceris.g., signs of distress) in others
and/or themselves from an early stafye discussed in Chapter Gese findings have
important practical implidgons asthey can informthe support and care offerea
high-performance sport environmentpecifically, results suggested that the focus
should not be solely on the kind of support (e.g., what) but also on the quality of
support provided toathletes, coaches, and staff members involved in those
environments (e.g., spod and ageelated) This further suggestghat sport
organisations (e.g., macltevel) may seek toprovide coaches, athletes and staff
members (e.g., micrevel)with the pratical and tangible means to improve, maintain
and protect onesoO6 ment al Heeeefore lwildiagoon we | |
present findings and the context of higlel sport in the U.K.Chapter 6 emphassd
four areas of improvements for sporganisationgnd governing bodies

(1) A shift refinement to foster a sport culture advocating for both optimal sport

performance and webeing (Henriksen et al., 2019)y addressing both the

performer and the person behind the performance

(2) The development ofmental healthprevention programmes addressed

athletes and stakeholder

(3) The creation of grofessional support network pidv ng at hl et es 6

stakehol dersd access to. appropriate e
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(4) The revision of sport governing boc
of their membersé roles and wel fare.
While the importance ohcreasingportp e opl eds ment al heal t h &
needs to be demonstrated, Il mportant ref|
responsibilites (e.g., duties and limits) arose from the results and request further
considerationsGiven theblurred lines existing regarding the support of athletes with
MHIs (Roberts et al., 2016&ndthe differences existing betweerhlates and the
general population, challenges specific to athletes experiencing MHIs (e.g.,
emergence, manifestation, diagnosis, management and stigen@hapter 3) and the
challenges faced by health professionals working with-pgthiorming athletes aior
within high-level sport environment&lick et al., 2012nheed further consideration
Finally, even though working as an interdisciplinary team can facilitate the early
identification andnanagemenaf MHIs (Gouttebarge et al., 2015a; Gouttebarge et al.,
2018; Nowicka et al., 2013)as highlighted inthis thesis (e.g., see Chapter, 4)
inequalitiesn terms of support availabéxist between higiperformance sport
environments.Medical and/or psychological expertise are not available or easily
accessible in evetyigh-level sportor TD environmentgNowicka et al., 2013)More
qualified health professionals (e.g., psychiatrists and psychologisteeeded as part
of the referral networko deal with the challenges related to mental health in-high
level spor{Markser, 2011; Martindale et al., 2014; Moesch et al., 2018; Roberts et al.,
2016)
7.3.Limitations of the Thesis
7.3.1. Strengths and Limitations.
Using different lenses, ikproject highlighted the complexity of MHIs in high

performing athletes and provided some valuable insights on how to move from
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knowledge to sustainable act® Nevertheless, while the current studies have added
to the sport literature by investigating MHIs in the context of U.K. {mgtforming
sport environments from both a mierand a macrgerspective (e.g., from an
individual to a social level), thereeaa number of limitations that must be considered.
Recruiting high-performing athletedo take part in a research project is
challenging, especially in regard to a topic such as MBIgk et al., 2012) While
Aparticipant willingness, adequate sampl ¢
(Glick et al., 2012, p. 642)he facthatMHIs remain tabogGouttebarge et al., 2015a)
made the recruitment even more challendivamn anticipatedespite sporgjoverning
bodi esd and or ga nchagebow onantalbheaithnand MHistarev e st
perceivedthe stigma associated with MIHs still persists in Higvel sport and may
l'i mit individual sdé wil |l i ngnostebargecetah,ar t i c
2015a; Gucciardi et al., 2017; Roberts et al., 20Thgse difficulties were partially
counteracted by the pragmatic approach adopted during the design of the studies and
the subsequent choice of a variety of punp®garticipant samples (e.g., young, kigh
performing, elite athletesID coaches) and research methods (e.g., qualitative and
quantitative methods). Using different samples and methods not only allowed the
present findings to complement each other ands @&a&omprehensive picture of the
phenomenon under study, but also to lessen the weaknesses of either type of method
used aloné¢Jones et al., 20123)
There is always a risk of misinterpretation, especially with qual@atiguiry
as Amisrepresentations may arise due to
their being unable to express themselves, or their being affected by what they think the
resear cher (Bengtdsa, 2016, p.hldha oudined in their respective

chapters, ifferent strdaegieswereembracedo limit, as much as possible, the biases
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ensuing from the methods of inquiry. For example, while there undoubtedly are
limitations with retrospective researfg., recall bias or memory dispersion; C6té,
Ericsson, & Law, 205), aided recall method(Drasch & Matthes, 2013)
trustworthiness methodgones etl., 2013; Smith & McGannon, 2018 well as
open, neutral, nejudgemental interactions during the data collec(i@dones et al.,
2013)were used to increasiee reliability of the findings Furthermore eventhough

the unique contexivithin which this research project took pladees not enable a
strict transferability of its finding$o other situationghe samples and methods used
throughout this project ke increased our understanding of how MHIs aree®ed

and experienced within U.K. TD, elite, and higérformance sport populatian

7.3.2. Researche dBsckground and its Influence.

Following the notion that findings result from the interaction between the
inquirer and the phenomenon under st¢@yba & Lincoln, 1994)therelationship
betweenme, as theesearcher, the topic, and participants needs to be taken into
consideration. Indeed:

Research questions are not i nherent|l

automatically O&éappropri at e 6 hechoitest ead,

about what is important and what is appropriate, and those choices inevitably
involve aspects of our personal history, social background, and cultural

assumptiongMorgan, 2007, p. 69)

Mor ganoés ( 2 Gd&my espaaallypentment in regard to corbextnded
inquiries given the values and beliefs hold by the researchers and the participants
(Jones etal., 2013, p..4)is, indeed, impossible ftwuman beings to generditheory

freed knowledge(Smith & McGannon, 2018)Likewise,no matter how hard we try,

complete objectivity, such as complete subjectivity, are impossible to achieve
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(Morgan, 2007; Smith & McGannon, 2018Resear cher so and p
subjectivities will alwaysat leastpartially, affect the methods of investigation used

and their subgpientdata se(Smith & McGannon, 2018)Due to their influence on
theresearchprocess r esear cher sd6 own pearestipeefore,i ves ¢
important features to acknowledge, especially when it comes to the collection and
management of dataevitt et al., 2017)

My personal background as a counselling psychologist as well as the
supervisory tea ackground (e.gseniorclinical and sport psychologists)ust
therefore be acknowledgeds they may have impacted upon the choice of methods
used as well asipon the irterpretation and report of the datdowever, ar
subjectivity, personal history, and backgrouwnmete someresources used throughout
this project to assisisi n our under standi n@onesfetapar ti c
2013) as well as to design the earlier studies in accordance to the project objectives.
Indeed, my theoretical and practical backgrounctlinical psychology (MSc in
Clinical Psychology and PsychopathologyitérsitéLibre deBruxelles Belgium) as
well as my awareness of the performance psychology and context (MSc in
Performance Psychologyniversity of Edinburghwere indubitably some additional
strengths and resources to guide me in my efforts to complete the present thesis.
Furthermore, even thoughrécognse the potential effects of our background and
perspectives on the present project, that influence was among other limited by the
means othetrustworthiness methods used throughout this pr(geettrustworthiness

sections in Chapters 3 and 4; Levitt et al., 2017)
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7.4.Specific Recommendations

7.4.1. Future Research.

In order to be as efficient and effective as possible, intéores) care systems,
and support targeting MHIs in sport envir
and coaches 0(Risepeeat.,i2016)Extemdimge thespresent findings by
further increasing our understandeedsg of
in terms of mental health is an important roadmap for future research.

Furtherstudiesare neededo ensurea greater clarity and consistency in the
definition and diagnosis of MHIs ithe context ohigh-level sport(Henriksen et al.,
2019; Raedeke & Smith, 2001; Tamminen et al., 20A2petter understandingr
consensugould help reduce the divergence of opisidhat may exist between
cliniciansd and researcherso c comghea r e d t
(dys)functionality versus (un)healthiness of behaviours displayed by elite athletes and
silently accepted by sport environme(@ar et al., 2016)Such results may generate
more knowledge about symptoms andisk factors to considevhendeterminng if
general populatiofbasedmental health measures (e.g., diagnostic criteria, screening
tools) need to be adapted to higérforming athletege.g., Bender et al., 2018;
Martinsen et al., 2014b; Raedeke & Smith, 2001; Rice et al., 20¥Bist the
limitations to solely rely on seleported measure and rating scales in the absence of
clinical expertise (e.g., interviews) must be acknowledgehrdon et al., 2019%he
validation and/or developmenof criteria and screening tookldapted to athletic
populationgGouttebarge et al., 2015ajay allow amore reliableassessmerdf the
extent and scope of MHIs (e.g., from good mental health to mental disorders) in this
unique populationBoth qualitative and quantitative study across countries, cultures

and sport¢Reardon et al., 2019ye thereforewarranted in order to furth@rcreasing
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our understandingaboutthe nature,emergenceand manifestationof MHIs in the

contextof high-performancesports.Largescaleepidemiologicalstudiesusing more

reliable measuresre requiredto define the extendof mental health symptoms and
full-blown mental disordemsithin high-performingathletesMoreover, future studies
comparing perfor mer s 0ndSratagipstusedis manage MHlse s t a |
depending on the performancsated or liferelated perceived attribution are
warranted.

Additionally, further researctthat examineshe developmenof MHIs (e.g.,
risk-factors and triggers) may increase our understgnalirthe relationship between
MHIs and sport participation; specifically in which cases MHIscaresedassociated
or not related to sport participati@klinkowski et al., 2008; Reardon & Factor, 2010)

MHIs in highlevel performers exist but, in order to claim that Rigvel sport
participation is detr me nt a | for oneds ment al heal t h
occurrence of MHIs in highevel athletes needs first to be formally established
(Martindale et al., 2014Pistinctions between sperelated and other life challenges

may lead athletes to express different symptoms, to not deploy, or feel helpless against
challenges such as MHI.

Social supporhas been stressed in this and other studiekey factor inthe
protection and/ or -bemng(Bianane0h;DeFoeése & $natlg s we |
2014; Freeman & Rees, 2010; Gouttebarge et al., 2015b; Gouttebarge et al., 2017)
However, few studies have investigateddbality and dimensions(sf social support
coaches and athletes with MHiserceive toreceive from within their sport
environmenor the quality and dimensions(s) of social suppettially offered in such
occaion by and/or to fellow coaches and athlefBsis stands in contrast to the

importance of seeking and using social support as a perforAacused aid
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(MacNamara & Collins, 2015) Therefore, examining thedimensions and
effectiveness of social supporffered to athletes and coaches across sports, levels,

ages or/and gender would be an interesting avenue for future research. Accordingly,

and given that coaches can be both a source of stress and a source of sociahsupport
terms ofat h |l et e s 0 rchMsHould investigate soaial support from both the

athl etesbo and c Camphaersibngpetrispeptriove der so
perspective may provide critical information about the quality dingensionof

support sought, offered or required by botmfal and informal sources.

While the |l iterature on (egt bohestyetad.,0 men
2016; Gouttebarge et al., 2015a; Gouttebarge et al., 2018; Kamm, 2008; Rice et al.,
2016) studies | ooking into coachesd6 and su
protection and flourishingf good mental health are not the monopoly of athletes, it
concerns everyone. Higierformance environments are stressful for athletes as well
as coaches and other support staff members. Given the interaction between key
stakehol der s, more attention should be p
health.Extendingour understandingf the epidemiologyof mentalhealthissuesin
high-level spot would inform the development&and/orimprovementof the support
system offered to athletes,coachesand staff membersinvolved in those high-
performancendhighly stressfulenvironmentgRiceetal., 2016)

7.4.2.From an Applied Perspective.

Despitetheimportanceof mentalhealthin sport,proactiveandreactiveactions
are still in their developmentphasewith no evidenceof sustainingeffectiveness
(Breslinet al., 2017) Yet, sportorganisatios, coaches and support staffuld be
instrumentaked to promoe good mental health for their athlet@dartindale et al.,

2014) andthisregardless of the prevalence of MHIs. As suggested in Chaigh6,
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performancesnvironmentshavethe potentialto offer, maximise, and foster actions
supportingandempoweringheirmembersegardingheir physicalandmentalhealth.

However,to be aseffectiveaspossible proactivementalhealthinterventionsneedto

be familiar with the context(e.g.,sportdemandsandadaptedo the specificneedsof
sportorganisationgindtheirmemberge.g.,athletesparentscoachesstaff members;

Gavrilova & Donohue,2018). Tailored actionsconsideringeachsport specificities
(e.g.,barriersandfacilitators) must be developedand appliedfor effective care.As
highlightedthroughouthethesisp ar t i cul ar attent i ocbeingshoul d
of sport protagonist by ensuring that adequate social or professional support remains

ac ces (Schhal et al., 2011, p. .8furthermore, articular emphasisshouldbe

placedon educatingandempoweringpeopleto develop transferand/orimprovetheir
knowledgeandskills setin orderto contributeto improveand/orprotecttheir mental

health. The development of psychological skills should seek to support both
sportspeopl eds abi | ibeingand theirwlity o Ueploy thbdee i r
skills to dealwith the challenges arising from both within (e.g., injury, deselection)

and outside (e.g., MHIs) their sporting livE&Sollins, MacNamara, & Cruickshank,

2019) Suchskills may not only improve individuals resourcefulnesbut may also
betterpreparedhemto facechallengingcareerandeverydaylife challengegSchinke

etal., 2017).

This being said, a next step could be to pilot a sportspecific intervention
focused on maxinging the support offered to coaches and athletes by enhancing their
awareness, knowledge, and resources (e.g., coping skills and sugtpartk) about
MHIs. This could be achieved by means afelucational and skitbased training
offered to coaches, support stadignificant othersand athletes working in a high

performance sport environmetue to thalifferences exishg across spostin terms
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of MHIs (e.g., type and prevalenc¢e@Yionesize fits alb psychoeducation programmes
may need tdoe avoided. Therefore, while increased knowledge about physical and
mental health in general may help open the discussion on mental health, saich
psych@ducational programmmay want toadapt its content to its audien(eg.,
athletes versus coaches; see Chapter 6nhahdle specific information relevant to the
context in whichtheyoperate For examplesuch programmecouldstart by:
1 Openirg the discussion about physical heatidmental healthn high-
level sport.
1 Introducing common MHIs found more specifically in the sport
performed by the audience.
7 Discussingsome of the general risk factors ftirose aforementioned
MHIs while also lo&ing to sportspecific atrisk factors and/opotential
triggers.
1 Talking about theservice providers, referral systems and treatments
availablein general, and then more specifically within their environment
Encour agi n g invwheméeniamndi epgagementdin the discussion(s) (e.g.,
interactive programns has previously been suggested to enhance a progreomgae
term effectivenesgBar et al., 2016)Whilst the first phase of such a prevention
programme would focus oeducatingits audience about mental health through
interactive discussion® build their knowledge and awareness about M{élg.,
frecognise r each out , refer, and r emaijthe suppo
second phase would focusore o n howi, why,andw h a t to doo when g
confronted wih MHIs or with someone who may suffer from MHIs. The focus of this
second stage ould, thereforepe on developing and pragtig skills such as

1 Spotting signs by means of spspecific case studies.
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1 Selfmonitoring skills such abeing able tadentify emotions and their
informative valueas theyimpactone 6 s t hi nki ng pattern
1 Nonjudgmental listening skillsseeking for help osupport (e.g., what
type, from where, from whom), @aso f oneods soci al s
assertivenessy the mean of group exercises and-ubgys
1 Focusing an@ncouraging the transferability and deployment of the skills
and strategies participants learnashirdifferent aspects of their life
The skills developmentdeployment and transfer from sport to other domafrige
andvice versaFogaca, 2019; Kendellen & Camiré, 20H9¢especially valuable as
flourishing in one aspect of life doast mean an individual i not struggle in others
(Henriksen et al., 2019 herefore, éarninghow to cope with stressors in a healthy
way (Reardon et al., 2019)y developing and using a range of coping strategies,
individual 'y or i n combinati on, i's edamgnti al
and performance outcomefhe main objectiveof sucha preventionprogramme
would be to empowerits participantsby increasing theiawareness and skilketto
early recogrge signs and behaviours that may be associated with common MHIs found
in hightlevel sport participation and more specificallypira r t i cpogp(Rearton 6
et al., 2019pnd,as a result, to foster coping strategies and-begking behaviours.
Although somewhat similar to previous programrirgendingto improve the early
identification and treatment of MHIKitchener & Jorm, 2002, 2004; Sebbens et al.,
2016) this proposedintervention would beadapted to its audiende.g., content,
format), developed and delivered by a team of clinical and sport psychologists
experienced in working itigh-performance sport environmen#ss a pilot study,
participants would be asked at the end of the intervention to evaluate and give a

feedback on the training offered compared to their needs as coaches, athletes and
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support staffMoreover in order toevaluate their retentioof knowledgeon short and
longer term, participants would be asked to complete a questionnaire at different times
(e.g., before, a week after, 3 months after, 6 months after, and a year after the start of
the programme). Indeed, Wd more research looking into the development,
implementation, and assessment of preventive and promotive mental health
intervention in young and elite sport conteisvarrantedJongitudinal studiesare
requiredto determinehe effectivenessindsuccasof suchprogrammes.

Furthermore, though adolescence and young adulthood are-kmellvn at
risk periods for the first onset of MHI(s) (Kessler et al., 2005; Patel et al., 2007) and
despitethe negative impact MHIs can have on talent developiff@mhminen et al.,
2012) services and interventions tailored specifically to young athletes are @diirce
et al., 2016; Patel et al., 200DQritically, TD environments have an important role in
facilitating and supporting youngah | et e s 6 riHemiksanl et ah.,e2819;t h
Kendellen & Camiré, 2019; Swann et al., 2018pst MHIs have the potential to
positively respond to measures swshpsychosocial support, coping strategies and
education while still in their early stagéPatel et al., 2007)implementing spost
specific mental health initiatives as an integral part of TD prograrmoutd be a focus
of youth sport pathway#ndeed, young athletes have been suggested to be the easiest
target but also at an age where primary prevention programmght be the most
helpful (Bar et al., 2016)Empowering athletes from a young age with appropriate
knowledge and resources (e.g., life skills, sosigdport)as well a’ncouraging them
to use those resources within and beyond the sport caotdgit have positive effects
for both performance and wddking in the long term

Finally, as shownin Chaptes 3 ard 4, encouraging significant others to

understand the role they can play in at
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trained in this regartias also its importancAs suggested in Chapter parentdike
coachesre key support providers and can have both a positive and/or neggégote ef
on (young at hl et es o devel op m@itet ab R2016; Ha, nt al r
Tamminen, Black, Sehn, & Wall, 2008; Swann et al., 20R&¥lecting this, parents
may also benefit from an inease of mental health awareness. More importantly,
increased this malgave anmpactont hei r chi l drends willingn
well as their own confidence in discussing that topic and providing additional support
parent$ influence (e.g., involvement and behaviour§yn at hl et esd ment &
another important avenue for research in fpghformance sport.
7.5.Conclusion

In conclusion, rental health isan important topic but, perhaps, with greater
complexity than currently acknowledgexspecially when it comes to higierforming
athletes. The focus of this thesis contributed to advances in research and applied
practice by offering some stimulatingsightson how individuals progressing in high
level sport environments experience, gére and understand MHIs. In shottte
present findings suggested tlefforts may need tde directedowards not only the
management and treatmeot MHIs but also towards the definition, promotion,
enhancement, and/ or pr ostée crha motna lo fh eaatlhtl he.t
sportspeopl eds ment al heal th awareness al
psychological skills and strategies seem a good starting [pogactive actions may
helpsportspeopl@entify an issue, focus on managibgt hand and, in parallel, help
redue@the stigma attached to mental health in sport at its Boiigling on the present
findings, urther esearch on MHIs in higherformancesport environments is

warranted to assess and identify the most effective ways to developreatd
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supportivesport environments caring for thesro a c h e s, athleteso6 ar
mental health.
As pointed out byGiacobbi et al. (2005, p. 23Jithe iteratve nature of
knowledge construction requires scientists to continuoushxaenine the application
of research fi ndi ng sAnexhstemraay e todoursué thiglieent c c
of work in sport and spread it to other higérformance context§uch studies may
not only improve the provision of mental health care within thogh-performance
settings but also draw interesting comparisons and contrasts between environments
and populations. kEntal disorders being one of the leading causes of vheald
di sease burden worl dwi de, the promoti on,

mental health are important avenues for research and applied practice.
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Appendix A. Summary tables

Appendix Al. Characteristics and incidence rates of common mental health disorders in the general populatiand in elite sport

Type Diagnostic criteria (DSM5, APA, 2013) Prevalence all
(females and males)

General population Elite sport

A. At least five of the following symptoms must be present
Major depressive disorder minimum 2 weeks and at least one of those symptoms is € 12-month prevalence of MDD Prevalence of

(MDD) and depression depressed mood or loss of interespleasure. reachegl.3% in Europe depressive symptoms

symptoms U Depressed mood or irritable mood (in children and (WHO, 2019b)andup to 7% in ranges from 4% to 68%
adolescents) most of the day, nearly every day, as Europe and in the U.@\PA, (See Chapter Reardon
indicated by either subjective report (e.g., feels sad,  2013; WHO, 201B) et al., 2019)

empty, hopeless) or observation made by others (e.qg.,
appears tearful).

i Diminished inteest or pleasure in all, or almost all,
activities.

i Significant weightthange ochange in appetite.

i Insomnia or hypersomnia.

0 Psychomotor agitation or retardation (observable by
others).

i Fatigue or loss of energy.

0 Feelings of worthlessness excessive or inappropriate
guilt.

i Diminished ability to think or concentrate, or
indecisiveness.




0

Recurrent thoughts of death, suicidal ideation (with or
without a specific plan for committing suicide), or suicic
attempt.

B. The symptoms causéinically significant distress or
impairment in social, occupational, or other important area
functioning.

C. The episode is not attributable to the physiological effec
of a substance or to another medical condition.

D. The occurrence of the majoegtessive episode is not
better explained by another mental disorder.

E. There has never been a (hypo)manic episode.

Generalised anxiety disorde
(GAD)

A.

Excessive anxiety and worry (apprehensive expectatio

occurring more days than not for at least 6 months, ab« The 12month prevalence of
number of events or activities (such as work or school generalized anxiety disorder
performance). ranges from 0.4% to 3.6%
The individwal finds it difficult to control the worry. (APA, 2013).

The anxiety and worry are associated with at least thre

the following symptoms (only one item is required in

children).

Restlessness or feeling keyed up or on edge.

Being easily fatigued.

Difficulty concentrating or mind going blank.

Irritability.

Muscle tension.

. Sleep disturbance.

The symptoms cause clinically significant distress or

impairment in social, occupational, or other important

areas of functioning.

The disturbance is not attributable te iphysiological

effects of a substance or another medical condition.

The disturbance is not better explained by another metr

disorder.

ouarwWNE

Prevalence ranges fro
6.0% for a clinician
confirmed diagnosis to
14.6% using selfeport
measures (Reardon et
al., 2019, Schaal et al.,
2011).
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Social anxiety disorder

A. Marked fear or anxiety about one or more social situatic
in which the individual is exposed pmssible scrutiny by
others.

B. The individual fears that they will act in a way or show
anxiety symptoms that will be negatively evaluated.

C. The social situations almost always provoke fear or anx
D. The social situations are avoided or enduretl intense
fear or anxiety.

E. The fear or anxiety is out of proportion to the actual thre
posed by the social situation and to the sociocultural conte
F. The fear, anxiety, or avoidance is persistent, typically
lasting for 6 months or more.

G. The fea, anxiety, or avoidance causes clinically significe
distress or impairment in social, occupational, or other
important areas of functioning.

H. The fear, anxiety, or avoidance is not attributable to the
physiological effects of a substance or to anothedical
condition including another mental disorder.

12-month prevalence in
Europe is about 2.3% (APA,
2013)

Self-reported estimates
reach up to 14.7%
(Reardon et al., 2019)

Panic disorder

A. Recurrent unexpected panic attacks. A panic attack is a
abrupt surge of intense fear or intense discomfort that reac
a peak within minutes, and during which time at least four
the following symptomsccur.
1. Palpitations, pounding heart, or accated heart rate.
2. Sweating.
3. Trembling or shaking.
4. Sensations of shortness of breath or smothering.
5. Feelings of choking.
6. Chest pain or discomfort.
7. Nausea or abdominal distress.
8. Feeling dizzy, unsteady, lighieaded, or faint.
9. Chills or heat sensations.
10. Parasthesignumbness or tingling sensations).

The 12month prevalence
estimate is about 29%% in
European countries.

Selfreported estimates
approach 4.5%
(Reardon et al., 2019)
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11. Derealization or depersonalization.
122Fear of Il osing control
13. Fear of dying.
B. At least one of the attacks has been followed by at leas
month of one or both of the following:
1. Persistent concaror worry about additional panic
attacks or their consequences.
2. A significant maladaptive change in behaviour relat
to the attacks.
C. Symptoms are not attributable to the physiological effec
of a substance or to another medical condition including
amother mental disorder.

Obsessive compulsive
disorder

A. Presence of obsessions, compulsions, or both:
Obsessions are defined by (1) and (2): The 12month prevalence

Selfreported estimates

1. Recurrent and persistent thoughts, urges, or image internationally is between 1.1¢ approach 5.2%

that are experienced, at some time during the and 1.8%.
disturbance, as intrusive and unwanted, and that in
most individuals cause marked anxiety or distress.

2. The individual #empts to ignore or suppress such
thoughts, urges, or images, or to neutralize them w
some other thought or action.

Compulsions are defined by (1) and (2):

1. Repetitive behaviours or mental acts that the
individual feels driven to perform iresponse to an
obsession or according to rules that must be applie
rigidly.

2. The behaviours or mental acts are aimed at prever
or reducing anxiety or distress, or preventing some
dreaded event or situation; however, these behavic
or mental acts ameot connected in a realistic way

(Reardon et al., 2019)
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with what they are designed to neutralize or prever
or are clearly excessive.
B. The obsessions or compulsions are t{ooasuming
or cause clinically significant distress or impairment in soci
occupational, or othemportant areas of functioning.
C. The obsessiveompulsive symptoms are not attributable
the physiological effects of a substance or to another medi
condition including another mental disorder.

Eating disorders such as
anorexianervosa

A. Restriction of energy intake relative to requirements,
leading to a significantly low body weight in the context of
age, sex, developmetrajectory, and physical health.

B. Intense fear of gaining weight or of becoming fat, or
persistent behaviour that interferes with weight gain, even
though at a significantly low weight.

C. Di sturbance in the way
shape is experienced, undue influence of body weight or s
on selfevaluation, or persistent lack of recognition of the
seriousness of the current low body weight.

U Restricting type: During the last 3 months, the individus
has not engaged in recurrepisodes of binge eating or
purging behaviour. This subtype describes presentatio
which weight loss is accomplished primarily through
dieting, fasting, and/or excessive exercise.

U Bingeeating/purging type: During the last 3 months, th
individual hasengaged

in recurrent episodes of binge eating or purging behaviour

The 12month prevalence of The estimated

anorexianervosds 0.4% prevalence of eating

among females. Less is know disorders and/or

regarding its prevalence amor disordered

males. eatirg ranges from 0%
to 19% in men (Reardol
et al., 2019), and
reaches up to 60% in
female athletegBar &
Markser, 2013; Glick et
al., 2012)




Appendix A2. Summary findings of studies used within this thesis regarding the prevalence of MHIs in elite spgadapted from Moesch

et al., 2018)
Studies Sample demographics N Sport(s) Data collection Prevalence (males, females)
Sample Age
Beable et al. Members of the elite 18 years 187 Different  Crosssectional survey Moderate depressive symptdrad%
(2017) High Performance or older individual included health history
SportNew Zealand and team questions relating to family ~ Major depressive episot& 6%
(HPSNZ) programme sports history of depression,
previous history of History of being diagnosed with
depression, antidepressant  depression 6.42%
usage, history of inpy,
surgery, concussion, eating Eating disorder history 10.16%
disorders, alcohol and
substance abuse.
Byrne and Australian elite Between 263 in Different Interviewed realised by a Anorexia nervosa or bulimia nerv@sa
McLean (2002) athletes competing at 15and each individual trained Clinical Psychologist Thin-build athletes 20% (15% females
a national or 36 years group andteam usingthe Composite 5% males)
international level anc old spors International Diagnostic Normatbuild athlets 2%

nonathletes

Interview as well as self
reported measures

Non-athletes %

EDNOS:

Thin-build athletes 17% (16% females
1% males)

Normaltbuild athletes 7%
Non-athletes 5%




Foskett and

U.K. elite athletes M=24

143 Different

Onlinesurvey including

Signs of anxiety/depressiéi.8%

Longstaff (2018)  competing at individual demographic variables, Signs of distress 26.8%
professional, and team variablesassessingareer
intemational or sports satisfaction, signs of
national level anxiety/depression and
psychological distress.
Gouttebarge et al. Male professional M=27 149 Football Paper and electronic Distres§ 10%
(2015b) players from guestionnaire including Burnout 5%
Australia, Ireland, demographic variables and  Anxiety/depression26%
Netherlands, New self-report quesonnaires for Low selfesteerfi3%
Zealand, Scotland, distress, burnout, Adverse alcohol behavicut 9%
USA anxiety/depression, self Smoking 7%
esteem, alcohol consumptior Adverse nutrition bBhaviout 26%
smoking and nutritional
behaviour
Gouttebarge et al. Male professional M=27 540 Football  Online questionnaire Distres$ from 11% (Spain) to 18%

(2015a)

players from Finland,
France, Norway,
Spain and Sweden

including demographic
variables and selfeport
guestionnaires for distress,
symptoms related to
anxiety/depression in the
previous four weeks, sleep
disturbance, current level of
alcohol consumption, eating
habits, the occurrese of life
events, and career
dissatisfaction

(Sweden),

Anxiety/depressiohfrom 25% (Spain)
to 43% (Norway)

Sleeping disturbanéérom 19%
(Finland) to 33% (Spain)

Adverse alcohol behavicgufrom 6%
(Sweden) to 17% (Rland)

Adverse nutrition behaviotifrom 47%
(France) to 74% (Norway)




Gouttebarge, Male professional M=27 540 Football Onlinequestionnaire Distress 15.1%
Aoki, Ekstrand, players from Finland, including demographic Anxiety/depressioh 37.3%
Verhagen, and France, Norway, variables, variables regardin¢ Sleeping disturbance24%
Kerkhoffs (2016) Spain and Sweden injuries and surgeries, and  Adverse alcohol behaviott0.3%
selfreport questionnaires for Smoking 3.2%
distress, anxiety/depression, Adverse nutrition behavioti68.2%
alcohol consumption,
smoking, sleeping
disturbance, and nutritional
behaviour.
Gouttebarge et al. Active senior county M=25 108 Football ~ Online questionnaire Distres$ 38%
(2016¢) level Gaelic or hurling including demographic Distres§ 14.1%
footballers or hurlers variables, variables symptom Anxiety/Depression47.8%
of the Gae of distress, Anxiety/Depressiofi20.7
Association anxiety/depressiorsleep Sleep disturbané&3
disturbance, and adverse Sleep disturbancel1.1
alcohol. Adverse alcohol use3.2
Adverse alcohol usel7.5
Gouttebarge, Retired professional M=35 219 Football ~ Online questionnaire Distress’ 18.4%
Aoki, and male players from including demographic Anxiety/depressioh 35.3%

Kerkhoffs (2016a)

Belgium, Chile,
Finland, France,
Japan, Norway,
Paraguay, Peru,
Spain, Sweden and
Switzerland

variables, variables symptom
of distress,
anxiety/depession, sleep
disturbance, adverse alcohol
as well as current smoking
behaviour and current eating
habits.

Sleeping disturban¢e28.2%
Adverse alcohol behaviot24.6%
Smoking 11.4%

Adverse nutrition behaour® 64.5%




Gouttebarge et al. Retired professional M=38 295 Rugby Online questionnaire Distress 24.8%

(2016b) male Rugby Union including demographic Anxiety/depressioh 28.4%
players from France, variables, variables symptom Sleeping disturban¢e28.8%
Ireland and South of distress, Adverse nutrition behavioti61.9%
Africa anxiety/depression, sleep Smoking 15%

disturbance as well as currer Adverse alcohol behaviot?23.8%
and adverse alcohol

behaviour, current smoking

behaviour and current eating

habits.
Gouttebarge et al. Current and retired M=27.3 485 Different ~ Online questionnaire Current athletes:
(2017) male and female (current) individual including demographic Distres$ 26.6%
Dutch elite athletes and team variables, variables regardin¢ Anxiety/depressioid4.7%
M=50.7 sports retirement, injury, surgeries, Sleep disturbané22.3%
(retired) adverse life events, career  Adverse alcohol use5.4%

dissatisfaction, social suppor Eating disorder$ 32.1%

and self report questionnaire

for distress, Retired athletes:

anxiety/depression, sleep Distress 17.5%

disturbance, eating disorders Anxiety/depressioh 29.4%

and adversalcohol use) Sleep disturbance21.8%
Adverse alcobl usef 23.2%
Eating disorders 27.4%
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Gouttebarge et al.
(2018)

Current male M=26 333
professional player in

rugby from Australia,

England, France,

Ireland, Italy, New

Zealand, Pacific

Islands, Sotlh Africa

Rugby

Online questionnaire
including demographic
variables, variables symptom
of distress,
anxiety/depression, sleep
disturbance, eating disorders
and adverse alcohol use.

Distres§ 11%
Anxiety/depressich28%
Sleep disturbare 12%
Eating disordefs11%
Adverse alcohol use2%

and Wales

Gulliver et al. Australian athletes  M=24,9 224 Different A self-report internebased  General psychological distréd$.5%

(2015) individual survey containing of Depressivesymptom527.2%
competing at and team demographic variables and s Anxiety symptoms(GAD) 7.1%

sports questionnaires about differen Social anxiety symptorh&4.7%
least at the mental health problems Panic disorder symptori5%
Eating disorder symptorh32.8%

national level or Any mental health problehd6.4%
above

Junge and Male and female M=22.3 471 Football The guestionnaire iheded Depressioh9% in male and 13% in

Feddermann- players of all first guestions on playing, injuries female players

Demont (2016) league (FL) and of and frequency of intake of ~ mild to moderate depression6%

four U-21 football
teams in Switzerland

medication, as well as self
report scales designed to
measure symptoms of
depression and anxiety

major depresion 3.0%
moderate anxiety disorddr.4%
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Hammond et al.
(2013)

Canadian varsity
athletes competing at
a national level and
qualified to compete
at trial competitions
for Olympic and
World Champioship
teams

M=20.5 50

Swimming Assessment of current and-3
month history of depressive
symptoms were conducted b
trained psychologists.
Diagnosed depression was
assessed using a semi
structured interview, and the
BeckDepression inventorly
was used tassess symptoms
of depression (selfeported
measure of symptoms).

Before the swimming trials
Diagnosed major depressive
disordef 68%

After the swimming trials:
Diagnosed major depressive
episodé 34%

mild symptoms of depressiér22%
moderatesymptomsof depressioh
4%

Kilic et al. (2017)

Current and retired,
male andemale,
Danishprofessional
players

M=26
(current

football)

M= 34
(retired
football)

M=25
(current
handball)

M= 35
(retired
handball)

1155

Football Questionnaire included
and guestions on the presence ol
handball  distress, symptoms of

anxiety/depression, sleep
disturbance, current level of
alcohol consumption

Current football players:
Adverse alcohol u$8%
Anxiety/depressioh18%

Retired footbalplayers:
Adverse alcohdiB%
Anxiety/depressior9%

Current handball players:
Adverse alcohol use 3%
Anxiety/depression 26%

Retired handball players:
Adverse alcohdl7%
Anxiety/depressiorl6%
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Schaal et al. French junior and M=18.5 2067 Different Clinical interviews, based on Anxiety disorder$8.6%
(2011) senior elite athletes individual DSM-IV and CIM 10criteria, Anxiety disorder$12.1%
and team executed during a yearly Depressioh3.6%
sports psychological consultation. Depressioth11.3%
Eating disordefs4.9%
Eating disorder7.5%
Sleep problent1.5%
Sleep problent26.6%
Abuse or depedency 4.1%
van Ramele et al. Retired professional 35 194 Football Questionnaires involving Distres§ 11%
(2017) players guestions on symptoms of  Sleep disturbané®8%
distress, sleep disturbance, Anxety/depressich?29%

symptoms of
anxiety/depression and
adverse alcohol use

Adverse alcohdl15%

Note.a= point prevalence,= lifetime prevalence,= onemonth prevalence,= six months prevalences current prevalence, defined as within

thelasté months= pr eval ence ranging

-13-
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Appendix B. Ethics Approval i BAHSS 395

>&se

\J

uclan

University of Central Lancashire

19 January 2017

David Collins / Florence Lebrun
School of Sport and Wellbeing
University of Central Lancashire

Dear David / Florence

Re: BAHSS Ethics Committee Application
Unique Reference Number: BAHSS 395

The BAHSS ethics committee has granted approval of your proposal application ‘Learning from elite
athletes’ mental health experiences’. Approval is granted up to the end of project date* or for 5 years
from the date of this letter, whichever is the longer.

It is your responsibility to ensure that

e the project is carried out in line with the information provided in the forms you have
submitted

e you regularly re-consider the ethical issues that may be raised in generating and analysing
your data

e any proposed amendments/changes to the project are raised with, and approved, by
Committee

e you notify roffice@uclan.ac.uk if the end date changes or the project does not start

e serious adverse events that occur from the project are reported to Committee

e aclosure report is submitted to complete the ethics governance procedures (Existing
paperwork can be used for this purposes e.g. funder’s end of grant report; abstract for
student award or NRES final report. If none of these are available use e-Ethics Closure

Report Proforma).

Yours sincerely

)

Chair
BAHSS Ethics Committee

* for research degree students this will be the final lapse date

NB - Ethical approval is contingent on any health and safety checklists having been completed, and
necessary approvals as a result of gained.
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Appendix C. Information Sheetand Consent Formi BAHSS 395

.-4_ »
/@,\l

uclan

University of Central Lancashire

Research plbeogrercitng iftdemeealtiatl e hat
experiences

You arebeinginvitedto takepartin aresearctstudy.Beforeyou decidewhetheror
notto takepart, pleaseaketime to readthefollowing informationcarefully. Thank
you for yourtime andconsideration.

What is the purpose of the study?

The present study aims to broaden our un
mental health issues. Using sestiuctured interviews, we would like to explomda
generateanw ept h understanding of paantdposti pant
hoc reflections on their experiences of mental health issues. The study will particularly

focus on what kind of mental issues have been encountered, how it was diagnosed and
how elite athletes, who have experienced mental issues of clinical seltetitg or
immediately post their career, have dealt with it.

Why have | been invited to participate?

As a first step, an invitation email was
This was | ikely forwarded tbi pelr ot mebs
many who have received this invitation el

Do | have to take part?

Your participation in this project is entirely voluntary and your contributionld be

much appreciated~urthermore, if you do not want to answer to a questiorncame

stop discussing the particular question and move on to the next one. You are also free
to withdraw from the project at any time, without having to give a reason. Please note,
however, thayou will be unable to withdraw from the study once the daimnfthe
interview have been anonymised.

Can | take part in this study?

If you are interested in taking part in this study, you must berrent oretired elite
athlete who has experienced mental health issues of clinical severity at some point
during or immediately after your athleticcardgry fAcl i ni cal severity

-15-



you have experiencedmaental health issu@.g, depression, eating sbrder, anxiety
disorder, OCD, addiction, etc.) for which you have been formally assessed and
diagnosedMe nt al h e aré gerterally sharaceerszedifoy some combination of
abnormal thoughts, emotions, behaviour and relationships with others ( WH O,
2016). Nevertheless, in order to take part in this study, you must (1) either be free of
ongoing mental health issues or (2) have your condition safely under control

Whereas the definition of an elite athlete used within this study was based on Swann
andc ol | eagues 06 dSutcessfutlttel athletes (n& Only Sompetefat the
highest level, but have experienced some success at that standard (e.g., winning an
event or a nBrucess aelite level psdheréfdre considered an essential
criterion for participation.

What will happen to me if | take part?

If you decide to participate in this study, you will be asked to take part in an interview
conducted by a clinical psychologist. This interview will last approximately 90
minutes and will b recorded for the purpose of transcription. Before starting the
interview, you will be given this information sheet to keep and will be asked to sign
two consent forms (one for you, and one for the researchers). This is to confirm that
you have read anchderstood the information given in the information sheet and that
you are willing to participateFinally, and as part of the validation of the collected
data, you will be asked after an initial data analysis phase to give a feedback on our
understandingrad interpretation of your experience.

What are the possible benefits of taking part?

There will be no direct benefit to you by taking part, but we intend that findings will
inform research and better practice when offering psychological support to elite
performers.

What are the possible risks of taking part?

There are no serious risks of taking part in this study, but as the questions will be
related to mental health issues you have experienced during or immediately post you
career, you may feel some disdom. If this is the case, then we can stop discussing
the particular question and move on to the next one or you can decide to stop the
interview and withdraw from the study.

Will what | say in this study be kept confidential?

The information provided Wi be kept and analysed confidentially, and only the
researchers (who are all qualified sport or clinical psychologists) will have access to
the interview transcripts. All data will be kept securely on a password protected server
at the University of Cenait Lancashire. No information enabling your identification

wi || be revealed in order to proDaxt par
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generated by the study will be retained in accordance with the University of Central
Lancashire's policy on Adlemic Integrity. Therefore, the data generated in the course
of this research will be kept securely in electronic, password protected and encrypted
form for 5 years from the end of the project.

What should I do if I want to take part?

Please contact me via email (contact details are included at the end of this sheet). It
would be helpful if you could include the times and locations that would be most
convenient for you to meet. Yatan register interest and be interviewed until | stop
collecting data. Please understand that you will be unable to withdraw from the study
once the data from the interview have been anonymised. This means that you must
withdraw your consent before the"3April 2017.

What will happen to the results of the esearch study?

The results wild.l be part of my PhD proje
di fferent journals. You should be aware
project might be used for addetvenal summ
of the results of t hfilse brreusne@umeclhahn .pahce. auske n ¢
details you would |Iike the results sent 1

Who has reviewed the study?

This project hashédetCLarv Rewedr dly Et hi c
Business, Arts, Humani ti es, and Soci al S
any concerns about the way in which the
our University Odfffiicearf ofrd&En hEtchsi@us | aatn . a c .

If you have any questions about this project, please feel free to contaekonesce
Lebrun (flebrun@uclan.ac.yk or the project supervisor Dave Collins
(DJCollins@uclan.ac.yk

Thank you for your time and consideration.
Kind Regards
Florence Lebrun

Il nstitute of Coaching and Perfor mance,
School of Sport & Well being,

Uni versitlyamnda<linte al
flebrun@ucl an. ac. uk

07526581499
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Consent form uclan

University of Central Lancashire

Full title of Project:
Learning from elite athletesd ment al heal th

Name, position and contact address of Researcher

Florence Lebrun, School of Sport & Wellbeitfigbrun@uclan.ac.uk

Please read the following statements and tick the boxes to indicate agreement.

Please initial
box

I confirm that | have read and understand the information sheet, dated
é é é é . for the above study and have had the opportunity to consider
the information, ask questions and have had these answered
satisfactorily.

| understand that my participation is voluntary and that | am free to
withdraw at any time, without giving a reason.

| agree to take part in the above study.

| agree that my data gathered in this study may be stored (after it has
been anonymised) in a specialist data centre and may be used for
future research.

I understand that it will not be possible to withdraw my data from
the study after final analysis has been undertaken

| agree to the interview being audio recorded

| agree to the use of anonymised quotes in publications

Name of Participant Date Signature

Name of Researcher Date Signature
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Appendix D. Interview Questionsi BAHSS 395 and Summary ofindings by Participant
Appendix D1. Interview Questionsi BAHSS 395

Sections + Probes Stimuli Purpose
estimated Question What O6opendé gqgyOnly asked i f the
time What O0o0pe]|togetinfoonthethingslwanit he i nf or mat i on t|Whatdoyouwanttoknoy
question do you nee| to know it h ey d o n & {inthen what can | ask them to directly or find out?
to ask to achieve thi{ understand the main question| comment on?
purpose? Or i f they dor
detail in their answer?
Descriptive 1. To begin, | Give me a brief overview of 1 How old are you? Demographic +
information/w would like to your sporting journey graph). f What sport did yoperform? background info
arm up know more abou T For how long did you play that
you and your sport?
(5min) sporting 1 At which level(s) did you
pathway. Could perform?
you briefly
introduce
yourself?
In order to ease my understanding of your journey, | am goiagkkgou to draw a graph (showing performance (Low to H
GRAPHIC vertically and ages horizontally) representing your progression as an athlete as wetkegsnhbglents you have experience(
TIMELINE as a part of this process
(20 min) In another colour and in parallel to thikieprint, | am going to ask you to do the same but this time, the drawing represe

your mental health.

As per the briefing you received in advance of this interview, | will ask you about mental health issues you have expe
during or after your spting career. Those graphs will help you through this interview to remember about specific times
together we will particularly focus on times of suffering and recovering. | will ask you a segiessbions andould like you

to provide answers for el of them. If at some point you feel some discomfort about answering one of those questions

stop and go to the next one
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DIAGNOSIS
(15min)

2. What kind of
issues did you
suffer from?

1 What kind of symptoms

did you experience?

Did you receive a
formal diagnosis
regarding your mental
health problems?

1 For instance, common problen;
might include, anxiety disorder
(e.g, GAD, phobia), major
depression, bipolar disorders
OCD(Obsessive compulsive
disorder) ADHD( Attention
Deficit Hyperactivity Disordey,
eating disorde
1 How was it diagnosed?
1 By whom was the diagnosis
made?
1 Family history?
+ Comparisons with different phases
(and there?® was it dways the same
symptoms? Disorder?

Establish an understandin
of which symptoms
participants have
experienced, how the MH
was diagnosed.

GENESIS
(10min)

3. Now can you tel|
me when the
symptoms
started?

In your opinion, why
did you develop those
symptoms?

Did the problem exist
only when you were in
your sport environment

1 When did you realise that
somet hi ng wasn

1 If you had to give a reason? If
you hal to think about why?
1 What happened?

1 And after?

Participants
the genesis of the issues
have experienced and the
impact on their lives and
performare.
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http://www.webmd.com/add-adhd/guide/attention-deficit-hyperactivity-disorder-adhd
http://www.webmd.com/add-adhd/guide/attention-deficit-hyperactivity-disorder-adhd

or was it also present i
your life outside?

+ Comparisons between
phases/zones drawn by the
participant (and here? What
happened?)

REACTION + Comparisons with different phaseg
(10min) 4. How did it affect| § How did this MHI affect (and there?)
you? your life?
1 And on your performance
HANDLED f What did you do? What sorts of things did you Establish an understandin
A 1 Were any efforts made to consider and/or attempt? of the coping strategies
SKILLS/SUP overcome those issugs Which were your strategies? For| implemented by the elite
PORT example, recognizing having a | athletes in order to deal
(COPING) problem, asking for help, getting| with their problems
(15min) support from friends, family, their capacity to cope
coach, teammat g positivelywith it)
Did you seek/get/ask for help or
. What was your support in order to overcome tho
reaction after issues?
getting the If so, to whom did you go to seek
diagnosis? for help first?
Which positive change did you
' Were some notice? Due to?
recovery/positive change:
apparent?
Would you acknowledge those
T What key symptoms/warning signs quicker

characteristics/strategies

and more easilyoday?
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would you say are

necessary, as an elite
performer, to deal with
mental health issues?

STIGMA . How did they react when How are the culture of
(5 min) - In general, did they learned about it? { Did you talk about ippenly with |flb oy s d® nand
people treat you N . .
any differently | teammates, coaches, significant| stigma assocw_lted to |
when they Do you think the way others? Menta_ll health issues is
learned about people perceive MHI is percelv_ed (The Times
now different in your Magazine2016)?
your mental
health issue? sport?
COMMON . Based on your Would you say that this | T Do you know peers who have | Establish an understandin
(5 min) own experience kind of problems are experienced similar issues? of the perception of
but also on your common in your sport? commonness of MHI in
current opinion According to you, what elite sport.
of the situation, What about in other percentage of elite athletes that
how common do sports? you know suffered from mental
you think mental health issues?
health issues are 1 And how many fully recovered
in elite sport? from it?
TO When thinking about it 1 What kind of skills?
CONF:LUDE . So.to conclude. retrospectively, what 1 O_r support?
(10min) would you have needed t{ § Did you ever really fullyrecove?

what does mean
being mentally
healthy to you?

overcome those issues?

What would you do

differently today?
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Appendix D2. Summary of Findings by Participant

TableD2.1Par ti ci pant 16s summary of key findings
Diagnoses Perceived Signs of Depression MHIs in Sport  Coping Strategies
Primary Environments
Triggers of
Depression
Sportrelated Diagnostic criteria Other warning signs: Problemfocused:
trigger: (DSM-V):

Participant
1

Depression
(MDD =
major
depressive
disorder)
Anxiety
ADHD

1 Bullying and l

mistreatment
within a
sport

organisation T

Depressed mood
(e.g., feels sad,
empty, and q
hopeless).

Markedly

diminished interest

or pleasure in all, or
almost all, activities.
Significant weight
loss when not

dieting or weight

gain or decrease or
increase in appetite.
Fatigue or loss of
energy nearly every
day.

Feelings of
worthlessness or
excessive or
inappropriate guilt.  q

Change of

character.

Behavioural

changes such as:

0 At-risk
behaviour
(e.g., drugs).

0 Aggressivenes
s

0 Increased
impulsivity.

o Disengaging/is
olating
themselves
from others.

o Withdrawing
behaviour.

0 Increased
anxiety.

Negative impact
on performance

MHIs are
more
common in
sport than
we think.
Many other
athletes
are/have
suffered
from MHlIs.
Stigma
surrounding
MHIs in
sport are
mainly due
to a lack of
knowledge
and
understandin
g leading
people to

T

Seeking for
professional
help and
appropriate
treatment.

Emotion-focused:

1

1

Seeking and
receiving
emotional
support from
different
sources.

Use of stress
decreasing
tools or
activities.
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1 Recurrent thoughts

of death recurrent
suicidal ideation
without a specific
plan, or a suicide
attempt or a specific
plan for committing
suicide.

The symptoms
cause clinically
significant distress
or impairment
social, occupational
or other important
areas of functioning

o Performance
drops.

0 Loss of
passion
and/or
motivation.

fear to be
seen as weal
or to be
rejected.

Appraisal
focused:

Cognitive
restructuring
and/or
reappraisal
strategies.

Avoidance:

Removing self
from a
stressful
environment.
Engaging in
new activities
(out of sport).
Postponing
help seeking.
Disengaging/is
olating
themselves
from others.
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TableD2.2Par ti ci pant 206s summary of key findings
Diagnosis Perceived Signs of Depression MHIs in Sport Coping Strategies
Primary Environments
Triggers of
Depression
Sport Diagnostic criteria Other warning signs: Problemfocused:
related (DSM-V): 1 Change of character 1 MHIsare
~ trigger: Depressed mood § Behavioural changes more I Seeking for
N Depressio 1 End of (e.g..feels sad, such as: common in professional help
Participan n (MDD career empty, and o Aggressiveness sport than we and appropriate
t2 = major. due to a hopeless). o Disengaging/ think. treatment.
depressiv life- 1 Markedly isolating Many other
zisorder) changin diminished ipterest themselves from ::leit:\fe Emotionfocused:
g injury or pleasure in all, or others.
almost all, activities. o Withdrawing suffered from 1 Seeking and
1 Fatigue or loss of behaviour. M'__”S' L receiving emotional
energy nearly every o Increased T Stigmais stil support from
day. anxiety. presentwithin e rent sources.
f Feelings of f Negative impact on sport 1 Becoming a
worthlessness or performance anrpnments spokespesoni an
excessive or o Performance espite the advocate for all.
inappropriate guilt. drops. efforts made
1 Recurrent thoughts 0 Loss of passion to decrease t. Avoidance:

of death recurrent
suicidal ideation
without a specific
plan, or a suicide
attempt or a specific
plan for committing
suicide.

and/or
motivation.

1

Stigma
surrounding
MHIs in sport
are mainly
due to a lack
of knowledge
and
understanding

Engaging in new
activities (within or
out of sport).
Postponing help
seeking.
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The symptoms leading 1 Disengaging/isolati

cause clinically people to fear ng themselves from
significant distress to be seen as others.

or impairment in weak or to be

social, occupational rejected.

or other important
areas of functioning
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TableD2.3Par ti ci pant 36s summary of key findings
Diagnoses Perceived Signs of Depression MHIs in Sport Coping Strategies
Primary Environments
Triggers of
Depression
Non-sport Diagnostic criteria Other warning signs: Problemfocused:
' related (DSM-V): 1 Behavioural changes T MHIls are
i Depressio  trigger: 1 Depressed mood such as: MOrecommon q seeking for
N n 1 Miscarriag (e.g., feels sad, 0 At-risk in sport than professional help
Participan (MDD = empty, and behaviour (e.g., we think. and appropriate
t3 major hopeless). sglf—harm)_. 1 Many other treatment.
depressiv 1 Markedly o Disengaging/ athletes
e — isolating are/have _
diminished -
disorder) interest or themselves from suffered from Emotion-focused:
Anxiet : others. MHIs.
)l y pleasure in all, or ncreased . o Seeking and
almost all f Stigma is still - ,
’ anxietyi worst L receiving emotional
activities. present within ¢
: case scenarios. sport support from
1 Fatigue or loss of . por different sources.
enerav nearl I Negative impact on environments
aqy y erformance . Use of stress
every day. p : despite the .
decreasing tooler
: o Performance efforts made
1 Feelings of tiviti
drops. to decrease it activities.
Worthle.ssness or ¢ Stigma : Becoming a
excessive or sur?oun din spokesperson an
Inappropriate : g advocate for all.
guilt. MHIs in sport
1 Diminished are mainly
due to a lack

ability to think or
concentrate, or
indecisiveness.

of knowledge
and
understading
leading

Appraisalfocused:
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1 The symptoms
cause clinically
significant
distress or
impairment in
social,
occupational, or
other important
areas of
functioning.

people to fear |
to be seen as
weak or to be
rejected.

Cognitive
restructuring and/or
reappraisal
strategies.

Avoidance:

Removing self from
a stressful
environment.
Training &
competing use of
their sport as a
catharsis.
Disengaging/isolati
ng themselves from
others.
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TableD24Par ti ci pant 40s summary of key findings
Diagnoses Perceived Signs of Depression MHIs in Sport Coping Strategies
Primary Environments
Triggers of
Depression
Non-sport Diagnostic criteria Other warning signs: Problemfocused:

T Depression
(Persistent
Depressive
Disorder)
Anxiety
(and more
specifically
OCD)

Participant
4

)l

related trigger:

91 Obsessive

and
Compulsive
Disorder
(OCD)

(DSM-V):

1 Depressed mood
(e.g., feels sad,
empty, and
hopeless).
Markedly
diminished interest
or pleasure in all, or

f

almost all, activities.

Significant weight
loss when not
dieting or weight
gain or decrease or

increase in appetite.

Feelings of
worthlessness or
excessive or
inappropriate guilt.
Insomnia or
hypersomnia (sleep
disturbance).
Fatigue or loss of
energy nearly every
day.

1 Behavioural
changes such as:

0 At-risk
behaviour (e.g.,
selfharm).

0 Aggressiveness

o Increased
impulsivity.

1 Negative impact on
performance.

1

1

MHIs are more

common in 1 Seeking for
sport than we professional
think. help and
Many other appropriate
athletes treatment.
are/have

suffered from  Emotion-focused:
MHIs.

Stigmaisstill ¢ seeking and
present within receiving
sport emotional
environments support from
despite the different
efforts made to sources.
decrease it. 9 Emotional
Stigma eating.
surrounding f Becoming a
MHIs in sport spokesperson
are mainly due an advocate fol
to a lack of all.

knowledge anc
understanding
leading people
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1 Recurrent thoughts
of death recurrent
suicidal ideation
without a specific
plan, or a suicide
attempt or a specific
plan for commiting
suicide.

to fear tobe
seen as weak
or to be
rejected.

Appraisal
focused:

Cognitive
restructuring
and/or
reappraisal
strategies.

Avoidance:

Engaging in
new activities
(within or out
of sport).
Training &
competing
use of their
sport as a
catharsis.
Postponing
help seeking.
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Appendix E. Ethics Approval i BAHSS 395 phase 2.

=4,
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uclan

University of Central Lancashire

11 April 2017

Dave Collins / Florence Lebrun
School of Sport and Wellbeing
University of Central Lancashire

Dear Dave / Florence

Re: BAHSS Ethics Committee Application
Unique Reference Number: BAHSS 395 2™ Phase

The BAHSS ethics committee has granted approval of your proposal application ‘Young athletes’

mental health issues: coaches and managers’ perspective’. Approval is granted up to the end of project
date.

It is your responsibility to ensure that

¢ the project is carried out in line with the information provided in the forms you have
submitted

e you regularly re-consider the ethical issues that may be raised in generating and analysing
your data

e any proposed amendments/changes to the project are raised with, and approved, by
Committee

¢ you notify roffice@uclan.ac.uk if the end date changes or the project does not start

e serious adverse events that occur from the project are reported to Committee

¢ aclosure report is submitted to complete the ethics governance procedures (Existing
paperwork can be used for this purposes e.g. funder’s end of grant report; abstract for
student award or NRES final report. If none of these are available use e-Ethics Closure

Report Proforma).

Yours sincerely

Duncan Sayer
Vice-Chair
BAHSS Ethics Committee

* for research degree students this will be the final lapse date

NB - Ethical approval is contingent on any health and safety checklists having been completed, and
necessary approvals as a result of gained.
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Appendix F. Information Sheet and Consent Forni BAHSS 395 phase 2

‘\..4
Qe

ucl

University of Central Lancashlre

Research projecttitte:Young at hl etesd ment al heal th
ma n a gperspedive

You arebeinginvited to takepartin aresearctstudy.Beforeyou decidewhetheror
not to take part, pleasetaketime to readthe following information carefully. Thank
you for yourtime andconsideration.

What is the purpose of thestudy?

The present study aims to examine TD coa
athletes suffering from mental health issues (MHIs). Using-sénnitured interviews,

we would like to explore and generate ard@pth understanding of coaches and
mamger s6 attitudes and needs regarding M
what coaches and academy managers know about MHIs, what kind of mental issues
their athletes have encountered and how they have managed this situation.

Why have | been invitedto participate?

As a first step, an invitation email was sent out to our contacts in sport environments.
This was likely forwarded to all the coaches or academy managers on their database.
You are likely to be one of many who have received this invitaioail.

Do | have to take part?

Your participation in this project is entirely voluntary and your contributroald be

much appreciated~urthermore, if you do not want to answer to a question, we can
stop discussing the particular question and move timetoext one. You are also free

to withdraw from the project at any time, without having to give a reason. Please note,
however, thayou will be unable to withdraw from the study once the data from the
interview have been anonymised.

Can | take part in this study?

If you are interested in taking part in this study, you must

Be over 18

Hold a coaching qualification

Hold an accreditation in talent development if this accreditaastsin your
sport (e.g.in football)

= =4 4 =4
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1 Have at least 6 years of experienc

1 Have coached or managed athletes suffering from mental health issues (e.g.
depression, eating disorder, anxiety disorder, OCD, etc.).

1 Currently work with young athletes in a talent development environment (e.g.
sport academies)

What will happen to me if | take part?

If you decide to participate in this study, you will be asked to take part in an interview
conducted by a clinical psychologist. This interview will last approximately 90
minutes and will be recorded for transcription purpose. Before gidheninterview,

you will be given this information sheet to keep and will be asked to sign two consent
forms (one for you, and one for the researchers). This is to confirm that you have read
and understood the information given in the information shekthet you are willing

to participateFinally, you will be asked later on to give a feedback on the outcomes
resulting from your transcript in order to ensure that our understanding of your
narrative is matching your lived experience.

What are the possilbe benefits of taking part?

There will be no direct benefit to you by taking part, but we intend that findings will
inform research and better practice when offering psychological support to elite and
aspiring elite performers.

What are the possible risksof taking part?

There are no serious risks of taking part in this study. As the questions will be related
to mental health issues you might have encountered in others during your career, you
may feel some discomfort to talk about this topic. If it is thee¢ you can stop
discussing the particular question and move on to the next one or stop the interview
and withdraw from the study.

Will what | say in this study be kept confidential?

The information provided will be kept and analysed confidentially, amigt the
researchers involved in this study (Florence Lebrun, Dave Collins, Aine MacNamara
and Sheelagh Rodgers) will have access to the interview transcripts. No information
enabling your identification will be revealed in order to protect your anonyamity
confidentiality. Data will be retained in accordance with the University of Central
Lancashire's policy on Academic Integrity and will be kept securely in electronic,
password protected and encrypted form for 5 years from the end of the project.

What should | do if | want to take part?

Please contact me via email (contact details are included at the end of this information
sheet). It would be helpful if you could include the times and locations that would be
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most convenient for you to meet me. Yaan egister interest and be interviewed until

| stop collecting data. Please understand that you will be unable to withdraw from the
study once the data from the interview have been anonymised. This means that you
must withdraw your consent before thé"Jire 2017.

What will happen to the results of the research study?

The results will be part of my PhD project and might also be published as articles in
different journals. If you would like to receive a summary of the results of this research,
please email me dlebrun@uclan.ack with the contact details you would like the
results sent to.

Who has reviewed the study?

This project has been reviewed by the UCLan Research Ethics Committee for
Business, Arts, Humanities, and Social Science (BAHSS No. 8®hase). Should

you hawe any concerns about the way in which the study has been conducted, you can
contact our University Officer for Ethics aOfficerforEthics@uclan.ac.uk
Furthermore, should you have any concerns about the interview process or if you wish
to withdraw from this project, do not hesitate to contact the project supeDaser
Collins (DJCollins@uclan.ac.9k

If you have any questions about this project, please feel free to contdelioneace
Lebrun(flebrun@uclan.ac.ykor Dave Collins(DJCollins@uclan.ac.gk

Thank you for your time and consideration.

Best Regards

Florence Lebrun

Institute of Coaching and Performance,
School of Sport & Wellbeing,
University of Central Lancashire
flebrun@uclan.ac.uk

07526581499
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University of Central Lancashire
Consent Form

Full title of Project:
Young athletesd ment al heal th issues: <coach
Name, position and contact address of Researcher

Florence Lebrun, School of Sport & Wellbeirfigbhrun@uclan.ac.uk

Please read the following statements and tick the boxes to indicate agreement.

Please initial box

| confirm that | have read and understand the information sheet, dated

€ é é é .for the above study and have had the opportunity to consider tf
information, ask questions and have had these answered satisfactorily.

| understand that my participation is voluntary and that | am free to withdr

at any time, without giving season.

| agree to take part in the above study.

| agree that my data gathered in this study may be stored (after it has bee

anonymised) in a specialist data centre and may be used for future

research.

I understand that it will ndte possible to withdraw my data from the

study after final analysis has been undertaken. This means that you must

withdraw your consent before 30 days after the interview.

| agree to the interview being audio recorded

| agree to the use of anonymised quotes in publications

Name of Participant Date Signature

Nameof Researcher Date Signa
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Appendix G. Interview Questionsi BAHSS 395 phase 2

Sections + Probes Stimuli Purpose
estimated Question What O6opendé qOnly asked i f t hWhatdoyouwanttokmoor
time Wh at 0o p gasktogetinfoonthethingsft he i nf or mat i on [findout?
(information | questiondoyou |want t o know |interestedinthenwhatcan |ask
for the need to ask to seem taunderstand the main| them to directly comment on
researchers | achieve this guestion? Or
only) purpose? provide enough detail in thei
answer?
Descriptive | 1. To begin, | 1 Can you give me a brief | 1 How oldare you? ADemographic + background
information/ | would like to know overview of your f What sport did you perform? | info
warm up | more about you. coaching career so far (0 § In which club or academy do yo
(5min) Could you briefly journey as an academy work?
introduce yourself?, manager)? T For how long did you work
there?
1 At which level(s) did you coach?
1 At which level do you currently
coach/manage?

Primary 2. For you, whatdg  What do you know about| 1 What does that term evoke to | Learning more about coaches
knowledge- | MIHSs refer to? MHIs? you? andmanager so6 kn
What is f  How do you feel f Have you ever received any | MHIs (see health promotion
MHI? regarding your knowledg|  guidance on this? guidance activity of youth spol

(5min) about MHI? clubs Kokko et al., 2011)
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Can you tell me more about

Can you tell me more about those

1 Learning more about

MHIs your personal experience of specific athletes? How old were they the nature of MHIs
encountered | 3. Based on your athletes suffering from MHIs" encountered while
(15min) experience, can you In which context was it? continuing learning
describe what kind of Were the MHIs ever formally more about coaches
issues the athletes yo diagnosed? Were there many nediagnosed but and manage
coached/managed Done by whom under which perceived MHIg knowledge and
suffered from? circumstances experience of MHIs
Or informallyrecognisd??
Awareness When did you know those After? Like a long time after? 1 Understanding how
athletes were suffering from When he/she was diagnosed? Or the information is
(15min) MHI? immediately after (see Nowicka et al. spread

4. How did you learn
about those issues?

How did you become aware ¢
the issue?

Have you perceived some
signs of it on their
performance? Or behaviour
out of the pitch?

2013;Sherman, Thompson, Dehass,
Wilfert, 2005

Did the parentsell you about it? How
have they told you this?

Did the child/athlete come to you ang
told you about his/her difficult&?

Had you perceived some warning
signs? Which ones?

What observable behaviours might
have given you cause for concern?

If you were not aware of
those issues at that time,
when thinking about it
retrospectively, were ther
some signs of it on their

performance or behavioul

out of the pitch that might
have alert you?
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Reaction and 1 What was your reaction Have you tried to know more Establish an understanding
support regarding thisituation? about that issues (e,geading, of thesupportiveness of thg
What have you done? talking with colleagues, with a environment(Mazzer &
health professional)? Rickwood, 2015)
(10min) Have you tried to help them
dealing with their issues and
5. What have you sport devc.alop_m_er.\t? How?
done in each of Do you think it is |_ny(_)ur role
those situations? breadth to deal with it?
Have you referred them to a
specialist (psychiatrist,
psychol ogi st é)
already followed by someone?
Have you asked some help fron
a professional to deal with those
situations?
Coach 1 Positively?
athlete 1 Negatively? 1 Young performers often
relationship  How? And Why? Not difficult? Reluctant? Why? seek supportrad advice
(5 min) 6. Did it affect your| § How difficult was it for from people they trust an
coachathlete you to talk about it with are familiar with (Gulliver
relationship? those athletes? et al., 20; Jowett and
Cockerill, 2003; Pierce et
1 How difficult do you Not difficult? Reluctant? Why? al., 2010;

think it was for them to
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talk about their issues
with you?

Common

(5min)

7. Overall, how
often have you had
to deal with
athletes suffering
from MHI?

How many athletes
suffering from MHIs have
you coached/managed
over the years?

How common would you
say itis?

Would you see a
difference between spert
related anchon-sport
related MHIs?

Have you yourself at
some point experienced
some MHIs?

How common do you think
mental health issues are in TD?
And in elite sport in general?
Is it more common now than
before? Or just moreecognisd
as a problem?

Can you tellme more about it?

1 Establish an understanding
of the perception of
commonness of MHI in
TDEs.

For the
future

(10min)

8. What have you
learned from those
experiences?

At that time what did you
know about those MHIs?

Do you know more aboul
it today?

When thinking about it
retrospectively, would
you have needed

Today, would you feel
comfortable to discuss this topic
with your athletes? Compared t
before?

1 Future directions regarding
the implementation and
development of interventio
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somethingpr would you
need something more
today to deal effectively
with those situations
today?

How the sport
environments could help
those young athletes to
prevent or deal with thosi
issues in order to preven|
anyderailment from the
talent development path

How confident would you feel to
help them with their MHIs?

Skills?

More knowledge about MHI?
Support (e.g.people having
already faced the same situatio
health professionals, etc.)

How could you acquire those
skills or knowledge?

Are those structures sufficiently
prepared to deal with it?
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Appendix H. Ethics Approval i BAHSS 439

University of Central Lancashire

14 August 2017

Dave Collins / Florence Lebrun
School of Sport and Wellbeing
University of Central Lancashire

Dear Dave / Florence

Re: BAHSS Ethics Committee Application
Unique Reference Number: BAHSS 439

The BAHSS ethics committee has granted approval of your proposal application ‘Perceptions of
depression in high-performance environments’. Approval is granted up to the end of project date.

It is your responsibility to ensure that

e the projectis carried out in line with the information provided in the forms you have
submitted

e vyouregularly re-consider the ethical issues that may be raised in generating and analysing
your data

e any proposed amendments/changes to the project are raised with, and approved, by
Committee

e you notify roffice@uclan.ac.uk if the end date changes or the project does not start

e serious adverse events that occur from the project are reported to Committee

® aclosure report is submitted to complete the ethics governance procedures (Existing
paperwork can be used for this purposes e.g. funder’s end of grant report; abstract for
student award or NRES final report. If none of these are available use e-Ethics Closure
Report Proforma).

Yours sincerely

\,D’\. L\\j[‘” /[’,’/f!ﬂ ut._ -

Douglas Martin
Deputy Vice-Chair
BAHSS Ethics Committee

* for research degree students this will be the final lapse date

NB - Ethical approval is contingent on any health and safety checklists having been completed, and
necessary approvals as a result of gained.
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Appendix I. Online Joined Information Sheet, Consent Formand Surveyfor

participants between 18 an®1 years oldi BAHSS 439

> Perceptions of depression in high-performance

um,dgﬂ environments in young adults

Information and Consent

You are being invited to take part in a research study. Before you decide whether or not to take part,
please take time to read the following information carefully. Thank you for your time and consideration.

What is the purpose of the study?
The current study sought to examine the mental health literacy of young individuals in different high-

performance settings.

Can | take part in this study?

If you are interested in taking part in this study, you must be:
- Aged between 18 and 21,

- An English speaker;

- Currently part of :

e asport academy (e.g. an aspiring elite athlete),
® an artistic performing academy (e.g. aspiring elite musician or dancer),
e orin full-time education.

Do | have to take part?
Your participation in this project is entirely voluntary and your contribution would be much appreciated.

You are free to withdraw at any time during the survey without giving a reason. Incomplete surveys will
not be included for data analysis and will therefore constitute a withdrawal.

What will happen to me if | take part?
You will be asked to complete a short questionnaire which should take approximately 30 minutes. The

focus of these questions, along with collecting basic demographic details (none that will be able to
identify you), will be on your perception of mental health issues and depression in particular. It is
requested that you provide your answers in a quiet and private environment which allows you to think
carefully when responding.

What are the possible benefits of taking part?
There will be no direct benefit to you by taking part, but we intend that findings will inform research and
better practice in order to offer context-specific psychological support.
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What are the possible risks of taking part?
Your only task is to complete a questionnaire. There are no risks associated with this task.

What will happen to the information collected as part of the study?

The information provided will be kept and analysed confidentially. Only the researchers involved in this
study will have access to the data. The results will be part of my PhD project and might also be
published as articles in different journals. If you would like to receive a summary of the results of this
research, please email me at flebrun@uclan.ac.uk with the contact details you would like the results
sent to.

Data will be retained in accordance with the University of Central Lancashire's policy on Academic
Integrity and will be kept securely in electronic, password protected and encrypted form for 5 years from
the end of the project.

What should 1 do if | want to take part?
Give your consent below and start the survey.

Who has reviewed the study?
This project has been reviewed by the UCLan Research Ethics Committee for Business, Arts,

Humanities, and Social Science (BAHSS No. 439). Should you have any concerns, you can contact our
University Officer for Ethics at OfficerforEthics@uclan.ac.uk.

If you have any questions about this project, please feel free to contact me, Florence Lebrun
(flebrun@uclan.ac.uk) or the project supervisor Dave Collins DJCollins@uclan.ac.uk).
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Consent

1. | confirm that | have read and understand the information detailed above.

2. | understand that my participation is voluntary and that | am free to withdraw from this study at any
time, without giving any reason and without my legal rights being affected.

3. | accept that data | submit will be used as part of the results of this research study and may be
included for publication purposes.

4. | agree that my data gathered in this study may be stored in a specialist data centre and may be
used for future research.

5. | agree to take part in the study.

6. | understand that it will not be possible to withdraw my data from the study after completion of the

survey. This means that you must withdraw your consent before the end of the survey.

I understand and consent to all of the above points
Yes

No
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>fe Perceptions of depression in high-performance

L.!.,Cc!maﬂ environments in young adults

Thank you for your participation in this study. Before starting, please read carefully each instruction
and description before answering to any question. You will then be asked to respond using your first
impression/choice. There are no right or wrong answers. We are interested in your personal
experience and perceptions of mental health issues in general and depression in particular.

2. What is your sex?

() Male () Intersex

O Female :O | prefer not to say

3. How old are you?

4. What is the highest level of education completed so far?
() school to age 16 () Degree
() Alevels/BTEC or equivalent () Postgraduate Degree

() Further Education

5. Are you currently part of:
O a sport academy (e.g. aspiring elite athlete) 9 in full-time education

O an artistic performing academy (e.g. aspiring
elite musician or dancer)

6. If you are young elite athlete, which sport do you perform?

7. If you are a musician, which instrument do you play?

8. If you are in full-time education, what are you studying?
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> Perceptions of depression in high-performance

l'!wdgﬂ environments in young adults

A. The next few questions ask about your experience with mental
health issues in general

We would like to know a bit about your awareness and experience of Mental Health Issues (MHIs) in
your everyday life. In this context, mental health issues are defined as “signs and symptoms that
impact how a person thinks, feels, communicates or behaves. Some common symptoms of mental
health issues include changes in a person’s mood, changes in how a person interacts with others and
changes in how a person deals with daily stressors. A person with a mental health issue may find it
difficult to complete tasks that are part of daily life.”

9. Have you ever had contact with anyone with a MHI?
() Yes () Don’t know

() No

10. If you have answered no or don't know at the previous question, please go
directly to question 12. If you have answered yes, what kind of MHI(s) was it? (Feel
free to select more than one answer).

D Depression D Obsessional and compulsive disorder

U Eating disorders (e.g. anorexia, bulimia) U Bipolar and Related Disorders

D Anxiety disorders (e.g. specific phobia, social D Posttraumatic stress disorder
phobia, panic disorder, etc.)

|| Other (please specify)

11. Was the level of severity of this MHI considered as ...?

() Mild

() Moderate

() severe
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12. Have you yourself ever experienced a MHI?

() Yes () Don’t know

() No

13. If you have answered no or don't know at the previous question, please go
directly to question 15. If you have answered yes, what kind of MHI(s) was it? (Feel
free to select more than one answer).

D Depression D Obsessional and compulsive disorder
[_| Eating disorders (e.g. anorexia, bulimia) U Bipolar and Related Disorders

D Anxiety disorders (e.g. specific phobia, social D Posttraumatic stress disorder
phobia, panic disorder, etc.)

|| Other (please specify)

14. Was the level of severity of this MHI considered as ...?
() Mild
(") Moderate

() Severe

15. How confident would you feel in helping someone with a MHI?
(") Not at all confident () Quite abit
() Alittle bit () Extremely confident

(") Moderately

16. What type of help or advice would you offer to someone experiencing a MHI?

Attention: If you are feeling affected by issues such as suicidal thoughts, please contact
Samaritans, NHS 111, your local NHS clinic, or your GP
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>fe Perceptions of depression in high-performance

L!d,daﬂ environments in young adults

B. The following section concerns four hypothetical cases

For the past month, Jo feels tired. To counter this fatigue, his/her attempted solution was to go to bed
earlier and to sleep more. Yet no matter how much s/he sleeps, s/he does not feel at all reenergised in
the morning. S/he sleeps for much of the day at weekends and tries to nap during the week, but it does
not change anything. S/he remains so tired and empty that s/he has lost his/her interest in most of the
activities s/he used to do. It is becoming difficult for him/her to get up and go to work/school. When
thinking about him/herself, Jo compares him/herself to an old cat: sleeping all day and waking up just
for eating. Besides Jo has gained some weight recently. The weight gain was sufficient for him/her to
notice it, without, however, making him/her becoming over concerned about his/her weight.

17. If Jo was one of your colleague/teammate, how would you feel about Jo?

() Not worried at all ) Very worried
() Alittle bit worried () Extremely worried
() Worried

18. From the information given, what, if anything, is wrong with Jo?
Q Nothing, those are normal ups and downs Q S/he is suffering from depression

() S/he sounds emotionally low ) S/he sounds suicidal

19. Can you briefly explain why you have chosen that answer among those

provided?

20. Would it be difficult for you to talk with Jo?

() Extremely difficult () Slightly awkward
() Somewhat difficult () No problem at all
() 50/50

21. Could you explain why in a few words?
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22. Do you think Jo needs professional help?
() Yes () Don’t know

O No, s/he should try to deal with the problems
him/herself

23. If you have answered no or don't know at the previous question, please go
directly to question 24. If you have answered yes, which person would be the most

appropriate for Jo to seek help from? (Feel free to select more than one answer).

|| Atypical GP or family doctor || Aclinical psychologist

U A chemist or pharmacist U Help from his close family
|| Acounsellor || Help from some close friends
|| Asocial worker || Anaturopath or a herbalist

D Telephone counselling service, e.g. Lifeline D The clergy, a minister or a priest
|| Apsychiatrist

|| Other (please specify)

24. Do you know anyone who has had similar problems to Jo?

() Yes () Don’t know

() No

25. Have you ever had problems similar to Jo?

() Yes () Don’t know

() No

Attention: If you are feeling affected by issues such as suicidal thoughts, please contact
Samaritans, NHS 111, your local NHS clinic, or your GP
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i Perceptions of depression in high-performance

l'!,,,daﬂ environments in young adults

For the last few months, Andy has experienced trouble getting to sleep then wakes up nearly 2 hours
early every day. Even though s/he still feels tired, when s/he wakes up, Andy is so agitated that it is
impossible for him/her to stay still and go back to sleep. Furthermore, compared to a few weeks ago,
Andy, usually a cheerful and sociable person, is perpetually sad. Andy feels unhappy to the point that
s/he cannot stand it anymore. S/he does not get any pleasure from the things s/he used to enjoy so
why should s/he even bother to try? S/he has dropped out from all his/her activity and isolates
his/herself from others. S/he has slowly cut ties with friends and family. More and more, Andy sees
his/her future as hopeless. In his/her opinion, it can only get worse. Andy has come to the conclusion
that the only way to end it would be to kill him/herself. After all, no one would miss him/her, so why

not?

26. If Andy was one of your colleague/teammate, how would you feel about

Andy?

() Not worried at all () Very worried

O A little bit worried :Q Extremely worried
() Worried

27. From the information given, what, if anything, is wrong with Andy?
O Nothing, those are normal ups and downs \) S/he is suffering from depression

() S/he sounds emotionally low (_) Sfhe sounds suicidal

28. Can you briefly explain why you have chosen that answer among those

provided?

29. Would it be difficult for you to talk with Andy?

Q Extremely difficult /) Slightly awkward
O Somewhat difficult :Q No problem at all
() 50/50

30. Could you explain why in a few words?
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31. Do you think Andy needs professional help?

() Yes ) Don’t know

Q No, s/he should try to deal with the problems
him/herself

32. If you have answered no or don't know at the previous question, please go

directly to question 33. If you have answered yes, which person would be the most

appropriate for Andy to seek help from? (Feel free to select more than one

answer).

|| Atypical GP or family doctor || Aclinical psychologist

u A chemist or pharmacist u Help from his close family
|| Acounsellor || Help from some close friends
|| Asocial worker | Anaturopath or a herbalist

D Telephone counselling service, e.g. Lifeline D The clergy, a minister or a priest
|| Apsychiatrist

|| Other (please specify)

33. Do you know anyone who has had similar problems to Andy?

() Yes () Don’t know

() No

34. Have you ever had problems similar to Andy?

() Yes ) Don’t know

() No

Attention: If you are feeling affected by issues such as suicidal thoughts, please contact
Samaritans, NHS 111, your local NHS clinic, or your GP
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i Perceptions of depression in high-performance

qmcc!namg environments in young adults

Alex is usually an optimistic individual full of energy, but for the last few days, s/he has been a wreck.
S/he has noticed that his/her sleep pattern is disturbed and that s/he wakes up, sometimes hours
before his/her usual time, without being able to get back to sleep. When this happens, s/he is so tired
that, after some time, s/he finds it difficult to focus on anything for a long period. On those days,
knowing that she won’t be able to enjoy the activities s/he has planned, s/he prefers to cancel any
activities s/he had scheduled and stay at home to rest. Thinking about it, Alex feels quite sad about
this situation, but also guilty to cancel on his/her friends or the Gym. S/he hopes to feel better soon.

35. If Alex was one of your colleague/teammate, how would you feel about

Alex?

() Not worried at all () Very worried

() Alittle bit worried ) Extremely worried
() Worried

36. From the information given, what, if anything, is wrong with Alex?
O Nothing, those are normal ups and downs \) S/he is suffering from depression

(") S/he sounds emotionally low ) S/he sounds suicidal

37. Can you briefly explain why you have chosen that answer among those

provided?

38. Would it be difficult for you to talk with Alex?

() Extremely difficult ) slightly awkward
() Somewhat difficult ) No problem atall
() 50/50

39. Could you explain why in a few words?
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40. Do you think Alex needs professional help?
() Yes ) Don’t know

O No, s/he should try to deal with the problems
him/herself

41. If you have answered no or don't know at the previous question, please go
directly to question 42. If you have answered yes, which person would be the most

appropriate for Alex to seek help from? (Feel free to select more than one answer)

| | Atypical GP or family doctor | | Aclinical psychologist

U A chemist or pharmacist u Help from his close family

| | Acounsellor || Help from some close friends
| | Asocial worker | | Anaturopath or a herbalist

D Telephone counselling service, e.g. Lifeline D The clergy, a minister or a priest
|| Apsychiatrist

| | Other (please specify)

42. Do you know anyone who has had similar problems to Alex?

() Yes ) Don’t know

() No

43. Have you ever had problems similar to Alex?

() Yes () Don’t know

() No

Attention: If you are feeling affected by issues such as suicidal thoughts, please contact
Samaritans, NHS 111, your local NHS clinic, or your GP
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