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Abstract  

The aim of this research was to develop a holistic understanding of mental 

health and illness in high-performance sport by exploring three research 

questions and the interconnection between them; 1) how are mental health 

and mental illness conceptualised in high-performance sport? 2) how does the 

culture of high-performance sport influence the experience, and associated 

behaviours, of mental health and illness? and 3) how are mental health and 

illness managed in high-performance sport? 

 A three-phase data collection approach was adopted that included a 

survey (N = 60), semi-structured interviews (N = 30), and photo-elicitation 

interviews (N = 7). Participants were support staff and athletes operating in 

high-performance sports across the United Kingdom. Data were interpreted 

and discussed in relation to each other, and presented using descriptive 

statistics, primary quotations, and composite vignettes.  

 Findings indicate that, in high-performance sport, mental illness is 

conceptualised in relation to the medical model, with precedence placed on 

diagnostic criteria and clinical expertise. Comparatively, the conceptualisation 

of mental health is ambiguous and uncertain with participants understanding 

this as negative and a sign of emotional weakness. Some participants 

understood mental health vis a vis performance and physical health. 

Consequently, mental illness is valued as a more legitimate experience in 

high-performance sport compared to mental health. Findings also indicate that 

the culture of high-performance sport, cloaked in narratives of performance, 

sacrifice, and mental toughness, combine to create a culture of silence, where 

athletes are unwilling to disclose personal weaknesses associated with mental 
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illness and health due to potential repercussions to their athlete-status. The 

management of mental health and illness in high-performance sport is 

complex with data revealing that recent policy and academic 

recommendations for the management of mental health and illness is only 

partially enacted. Sport psychologists were highlighted as central in the 

support of mental health and illness, but these agents remain uncertain of how 

they should or are qualified to help. As such, the default management practice 

is to refer athletes to external support for help with mental health or illness 

concerns.  

 By aiming to develop a holistic understanding of mental health and 

illness in high-performance sport, this research highlights the interconnection 

between conceptualisations, culture, and the management of mental health 

and illness and, as such, furthers previous research that has tended to focus 

on these topics in isolation. The implications of these findings suggest that 

conceptualisations of mental health and illness in sport need to broaden so 

that they better reflect the lived experiences of both. Furthermore, policy 

concerning mental health and illness in high-performance sport must consider 

the influence culture has on their management to better support athletes.   
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CHAPTER 1: INTRODUCTION 
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1.1 Why This PhD? 

As Saldaña (2018) notes, being a qualitative researcher means “knowing and 

understanding yourself” (p.6). This is especially poignant for me because the 

knowledge I have developed of myself during this PhD has been a facilitator 

in my recovery from an eating disorder. I was initially drawn to this PhD as it 

offered me an opportunity to explore a topic, I feel deeply passionate about 

and have personal experience of. Primarily, I wanted to conduct this PhD to 

help others make sense of the complexity of mental health and mental illness 

and their interconnection within unique social worlds. On reflection, I have 

been able to help myself by helping others. Throughout this PhD journey I’ve 

been constantly challenged to know and understand myself. I’ve developed 

an uncomfortably intimate knowledge of myself, my own experience, and how 

these experiences have been shaped by the social contexts and influences in 

my life. I believe it is important to share this knowledge I have developed of 

my own experience of mental health and illness, because it forms part of the 

basis of knowledge from which this PhD was developed. It’s important to note 

that this PhD is not about myself or my own experience of an eating disorder, 

however, my experience has been integral in the development of the research 

questions, my philosophical and methodological standpoints, and in the 

interpretation of the data garnered.  

 My experience of an eating disorder began during my undergraduate 

degree. During the final year of my undergraduate degree in psychology, I 

found comfort in alcohol and socialising because of its ability to pause the 

noise of my life. I didn’t see my comfort in alcohol as a ‘serious’ problem; it 

was a transient escape and reflective of my environment as a final year 
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undergraduate. However, it was a catalyst for some unhealthy coping 

mechanisms. As an avid gym goer and weight watcher, I was painfully aware 

of the calories I was consuming during nights out with friends. Drinking can 

often lead to vomiting, and unfortunately that became a pattern for me that 

continued even when I was sober. Through a concoction of regular exercising, 

drinking, tracking calories, body checking, and a deep dissatisfaction with my 

body, I became reliant on bingeing and purging to control my weight. I 

developed a mental list of ‘good’ and ‘bad’ foods and tried my hardest to limit 

my consumption of both to lose weight, feel in control, and, ultimately, feel 

worthy. The appeal I felt from losing weight was rooted in social constructions 

of health, attractiveness, and a woman’s value. These measures of self-worth 

are long-standing, socially rooted, and deeply ingrained. After excruciating 

periods of denying my body enough food, I would uncontrollably binge, feel 

intense guilt for the food I had consumed, and would purge.  

 After some time in this repetitive cycle, I lost a lot of weight. I had 

transformed my body into one I recognised as more socially desirable: smaller. 

The social desirability of my body was reinforced to me through the reaction I 

got from others about the way I looked. Comments about how being a lower 

weight was better for my body, how my face looked ‘prettier’ without as much 

fat, how the muscle tone of my body was attractive and signalled a dedication 

to my health. Despite the positive reinforcement I was getting from others in 

my social circle, losing a lot of weight through purging and restriction meant 

that I developed some nasty side effects that meant I couldn’t shroud in the 

cloak of health or attractiveness. Therefore, I confessed my behaviour to my 

friends. I couldn’t hold onto the knowledge of what I was doing to myself any 
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longer because I felt an unbearable sense of guilt for engaging in behaviours 

I had previously seen loved ones be manipulated and hurt by. So, my friends 

encouraged me to go and speak to the university counsellor. The counselling 

helped me acknowledge the damage I was doing to my body by regularly 

vomiting. I managed to stop that, for the most part.  

 Following six sessions of free counselling and the threat of being 

referred to an eating disorder specialist, my attention turned towards exercise. 

I could no longer damage my body by repeatedly vomiting but I couldn’t let go 

of the fear I had about my weight and self-worth. That is a far more complex 

problem and something I am still, six years on, struggling with. With my self-

respect tightly wrapped around my shrinking body, I dedicated myself to 

exercise. I developed an obsessive drive for it. Any form would do. Seeing 

muscles develop and take place of squishy fat was amazing and addicting. 

Strong, long, toned legs. Quads that stuck out and made my jeans feel tight in 

a good way. A small waist that contrasted the broad, visible bones of my rib 

cage. Delicate collar bones that framed the tight skin on my face. A hard body 

that didn’t jiggle when I walked. Everything I wanted. But when I had it, it wasn’t 

enough. Therefore, I felt like I needed to dedicate my whole self to exercise 

and wear it as a badge of pride to signal to others that I was healthy, attractive, 

and valued. Exercise became the largest part of my identity.  

 My badge of pride was reinforced when I got accepted to study my 

master’s degree at a notoriously sporty university. I felt accepted into the world 

of physical prowess. During my masters, my dependency on weight controlling 

behaviours was at its strongest. However, I had changed the mechanisms of 

control from purging through vomiting to purging through exercise. What was 
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previously seen as an obsessive and maladaptive need to control my weight 

by friends and therapists, was now seen as a socially acceptable commitment 

to my health. Armed with this passable form of purging, I was able to distance 

my identity from ‘sad, obsessed bulimic’ to ‘health-conscious exerciser’. I 

internalised the feedback I was getting from those around me; I was a strong, 

fit, and clever woman. However, the transition I made from bulimic to exerciser 

was delicate and dishonest. I knew and felt it, but I didn’t dare acknowledge it. 

Exercise was my whole identity and the only way I could feel laudable and 

socially desirable.  

 The reaction I got from others about my dedication to exercise was 

thrilling but false. I knew what I was doing was not sustainable for my body 

and was a substitute for vomiting. But those around me, my support system, 

didn’t know that because I only allowed them to see the surface of my façade 

and they praised it. The disconnect I felt between my truth and the perceptions 

of those in my social worlds didn’t sit well within me and my self-awareness 

finally pushed me to reluctantly reflect on that feeling. I wanted to understand 

why social perceptions of health didn’t match up with what I was feeling inside. 

Inside, I felt awful; cold, bruised, and lonely. Exercise had become a chain, 

restraining me and my life. I had to work out at least three times a day or I felt 

like my whole world would crumble. My life became restricted by my workout 

schedule and my plans depended on me being able to find a gym. But, the 

social world I was a part of celebrated my fierce vow to health and I was 

surrounded by successful peers who were doing the same.  

 The disconnect I was feeling between my internal reality and social 

perception was a facilitator for my master’s dissertation topic. I decided to 
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explore perceptions of recovery from mental illness in sport settings. The topic 

was dangerously close to home, but I felt a pull towards it. I wanted to stare 

directly at my vulnerability and examine it under a microscope. I felt 

overwhelming compassion for my future participants and a profound need to 

complete my dissertation on a topic that resonated with my own personal 

experiences. I found conducting this type of research both powerful and 

painful. This was enhanced through the qualitative nature of the research. 

Sitting down with individuals who had similar experiences to me and asking 

them what recovery from mental illness meant. What their journey had looked 

like and what they envisioned it would look like in the future. Funnily enough, 

at that point I’d never asked myself those questions. Recovery felt like a taboo 

word and an impossible task for my exercise-consumed self. Plus, society 

didn’t see anything wrong with what I was doing and how I was presenting 

myself, so why would I need to recover from it? However, what I didn’t realise 

when I started my dissertation was that it was going to bring me out of hiding 

and challenge my identity to its core. What I naïvely thought of as a piece of 

research about a distant them became a piece of research about a personal 

us. 

 This significance of my journey brings me back to Saldaña (2018); the 

qualitative research process means “knowing and understanding yourself” (p. 

6). My masters was my first experience of researching mental health and 

illness in depth. I was influenced to study the topic because of my own desire 

to understand how social perceptions of mental health, illness, and recovery 

influence the perceptions of individuals who have personal experiences with 

these. Despite the process being difficult and challenging me and my identity 
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to its core, I found it exhilarating to research something that could challenge 

me to look inwards whilst exploring outwards. It was beneficial to my personal 

development to listen to other people’s beliefs, perceptions, and stories. 

Researching a topic close to my own experience to better understand myself 

and help others was (and still is) something I’m proud of. I was proud of the 

decision I had made to research something so personal and painful to try and 

help others. Listening to my participants helped me view mental health and 

illness in sport settings from multiple perspectives. I developed a thirst for 

different outlooks on the topic and wanted to take the research further and 

develop as a qualitative researcher. Applying for this PhD, conducting it in the 

way I have and understanding how my experiences have shaped the design 

and process of the research and its impact on researcher positionality is a 

central theme throughout. 

 I hope that sharing a brief reflection of my experience of mental illness 

with you helps to frame the thesis and enable a deeper understanding of why 

I have conducted this research. I believe that individual conceptualisations, 

experiences, and behaviours of mental health and illness are inextricably 

linked to the social worlds that they occupy. I have experience of this. Mental 

illness and health are not things we experience in isolation from our social 

worlds, they don’t feel like isolated chemical reactions in our brains. Instead, 

they are shaped and moulded and dependent on the people and structures 

we are surrounded by.  
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1.2 What is This PhD About? 

The central research aim of this thesis was to develop a holistic understanding 

of mental health and mental illness in high-performance sport. From this, three 

research areas were explored that centred on the conceptualisation, 

experience, and management of mental health and mental illness in this 

context.  

Taking a social constructivist approach that acknowledges the influence 

and connection between individuals and society (Ponterotto, 2005; Ponterotto 

& Grieger, 2007) data were collected that related to 1) the conceptualisation 

of mental health and illness in high-performance sport, 2) the influence of high-

performance sport culture on experiences of mental health and illness, and 3) 

how conceptualisations and experiences of mental health and illness impact 

on their management in high-performance sport. Importantly, data connected 

to each research question were not interpreted in isolation but considered 

relationally, recognising the importance of their interdependence. 

This PhD offers a novel contribution to the field of mental health and 

illness in high-performance sport as it explores how the conceptualisation, 

experience, and management of mental health and illness in high-

performance sport are interconnected and influence each other. It considers 

the ways in which athlete experiences of mental health and mental illness are 

not understood by focussing solely on an individual’s psychological make-up 

but are equally shaped by high-performance sport culture and significant 

others within this culture. As such, this PhD offers a novel contribution to key 

stakeholders and practitioners in high-performance sport tasked with mental 

health and illness management, an oft ignored but crucial part of the problem 



 
9 

under investigation. It is hoped that the approach adopted in this PhD will 

further the academic study of mental health and illness in high-performance 

sport, by offering an exploration that considers the multifaceted and multi-

layered nature of mental health and illness experiences in high-performance 

sport, and for this approach to better serve the direction of future wellbeing 

policy in this context.   

 

1.3 The Structure of This Thesis 

The following section (1.4) provides a background to the PhD topic and the 

specific research questions. In chapter 2, literature is reviewed that explores 

the psychosocial and historical influences on the conceptualisation of mental 

health and illness. Following this, athlete lived experiences, and associated 

behaviours, of mental health and illness in high-performance sport is 

considered in relation to sport culture. Then, research investigating policy 

recommendations and the management of mental health and illness in high-

performance sport is discussed. Chapter 3 presents the qualitative 

methodology, specifically designed to explore athlete and support staff 

constructions and experiences of mental health and illness in high-

performance sport in a holistic way. In Chapters 4, 5, and 6, data from the 

survey (phase one of data collection), semi structured interviews (phase two 

of data collection), and follow-up photo elicitation interviews (phase three of 

data collection) are combined and presented in three separate data led 

chapters, which each aim to answer one of the three research questions 
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(conceptualisation, experience, management). Finally, the conclusions, 

implications, and future directions of the research are presented in chapter 7.  

 

1.4 Background 

In the most recent Global Burden of Disease study (Murray & Lopez, 1996), 

major depression, alcohol use, bipolar, schizophrenia, and obsessive 

compulsive disorder were all quoted in the top ten predicted causes of 

disability worldwide. These ‘diseases’ are all diagnoses of mental illness 

according to the most recent edition of the Diagnostic Statistical Manual 

(American Psychological Association; APA, 2013). Furthermore, the World 

Health Organisation (WHO) predict that depression will be the leading cause 

of disease burden by 2030 (World Health Organization, 2017a). 

Correspondingly, the high prevalence of mental illness has been described as 

a worldwide epidemic (Tucci & Moukaddam, 2017). This work highlights the 

prevalence of mental illness in society and has prompted organisations and 

academics to consider how mental illness can be prevented and alleviated.  

 However, mental illness only represents one part of an individual’s 

overall mental state. Mental health is a term often used colloquially to 

encompass everything related to matters of an individual’s mind. However, 

mental health has been more specifically conceptualised as an individual’s 

ability to positively function and flourish across social, emotional, and 

psychological facets of their life (Keyes, 2002; World Health Organization, 

2016). From this view, mental health is different to mental illness as it is not 

about ailment, however, both mental illness and mental health interact and 
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help to build an overall picture of an individual’s mental state (Keyes, 2002). 

Importantly, the presence of good mental health is just as important as the 

absence of mental illness.  

 Cognisant of the importance of mental health and illness, and the 

increasing mindfulness of both in society, is the ‘Every Mind Matters’ campaign 

that was launched during Mental Health Week in 2019, by Public Health 

England (Public Health England, 2020). The campaign aims to encourage 

everyone to understand their mental health and take steps to look after it. The 

campaign received support from multiple organisations in the UK, for example, 

the English Institute of Sport (EIS) publicly supported ‘Every Mind Matters’, 

due to its alignment with their collaborative project with UK Sport; the Mental 

Health Strategy (English Institute of Sport, 2018). The Mental Health Strategy 

was launched to support the development of positive mental health 

environments in high-performance sport across the UK.  

The increased attention paid to mental health and illness in sport noted 

above is partially due to an increase in public disclosures of mental health and 

illness concerns from athletes (Elsey et al., 2020). Unfortunately, these public 

disclosures have been accompanied by multiple high-profile suicides in high-

performance sport. In 2010, Terry Newton, professional rugby league player, 

took his own life. Gary Speed, professional footballer and manager and 18-

year-old GB snowboarder Ellie Souter also took their own lives in 2011 and 

2018 respectively. These three individuals were all suspected of taking their 

lives due to the pressure of high-performance sport and the impact it had on 

their mental health and the development of mental illness.  
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 As a result of the increased attention paid to mental illness in high-

performance sport described above, academics have focused on exploring 

facets of mental illness in high-performance sport environments and how to 

help. Findings indicate that, despite the notion that athletes are mentally tough 

due to their ability to succeed under pressure and bounce back after defeat 

(Bauman, 2016; Caddick & Ryall, 2012; Cook et al., 2014; Hughes & Leavey, 

2012), mental illness is as prevalent in high-performance athletes as it is in the 

general population (Reardon et al., 2019). Additionally, some research cites a 

higher prevalence of mental illness in specific sports, for example sports 

associated with weight categories and aesthetic appeal (Bär & Markser, 2013; 

Joy et al., 2016). Research suggests that the unique socio-cultural features of 

these high-performance sports, such as normalised weight-cutting practices 

and pressure to succeed, increase the likelihood of athletes experiencing 

mental illness (Cosh et al., 2012; Coyle et al., 2017; Pereira Vargas & Winter, 

2021). Furthermore, experts suggest that the high-performance sport 

environment can nourish or malnourish athlete mental health (Henriksen et al., 

2019). These findings coupled with a surge in athlete public disclosures of 

mental illness concerns in high-performance sport (Elsey et al., 2020) suggest 

that the culture and context of high-performance sport has an influence on the 

experience of athlete mental health and illness.  

However, the majority of research exploring mental health and illness 

in high-performance sport has focused on mental illness and its related 

symptoms (Uphill et al., 2016). As such, there is a paucity of research that has 

specifically explored mental health in high-performance sport beyond the 

notion that mental health represents the absence of mental illness (Henriksen 
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et al., 2019). Preliminary findings indicate that mental health is a term often 

used synonymously with mental illness and is associated with athletic 

performance and success (Biggin et al., 2017; Coyle et al., 2017). However, 

in a recent consensus statement mental health in high-performance sport was 

described as “a human lived experience and a highly dynamic feature of life” 

(Henriksen et al., 2019, p. 6). Importantly, mental health is a significant 

resource for athletes as good mental health can help athletes cope with the 

pressure of high-performance sport (Henriksen et al., 2019). In the consensus 

statement, researchers in sport were encouraged to explore the definition of 

mental health in high-performance sport that is more than the absence of 

mental illness (Henriksen et al., 2019). Despite the importance of mental 

health for athletes, currently there is a dearth of research that has explored 

the conceptualisation of mental health in high-performance sport in relation to 

the influence of high-performance sport culture, and thus represents a critical 

gap in the literature.    

Despite the growing awareness of the negative impact of high-

performance sport environments can have on athlete mental health, and the 

increased attention paid to the importance of mental health in society, athletes 

are still expected to be super human and immune to the mental health 

pressures of high-performance sport (Bauman, 2016; Hughes & Leavey, 

2012). For example, in May 2021 during the French Open, Japanese tennis 

player Naomi Osaka chose to withdraw from the press commitments 

associated with the Grand Slam. In an honest and open post to her social 

media, Osaka discussed how the relentless questioning at competitions and 

pressure of justifying her performances had impacted her mental health. In 
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response, the tennis federation fined her and threatened to take further action 

if she did not comply with press commitments. Similarly, during the 2020 Tokyo 

Olympics, 7-time Olympic medal winner Simone Biles, withdrew from the team 

and individual gymnastics competitions. Biles cited her struggles with mental 

health and the impact it had on her mental clarity and skill execution as 

reasons that influenced her withdrawal.  

Unfortunately, these two recent cases have seen criticism for not 

possessing the right characteristics, grit, humility, or for “playing the mental 

health card” to cover for poor performance (Hassan, 2021). Despite these 

athletes prioritising their mental health, an action supported by academic 

research (Henriksen et al., 2019) and encouraged by sport regulatory bodies 

(English Institute of Sport, 2018), their characters have been challenged due 

to not possessing the right characteristics or mental toughness to survive in 

the cut-throat world of high-performance sport.  

These two cases highlight the lived experience of mental health and 

illness in high-performance sport that is shared by numerous athletes 

worldwide (Hughes & Leavey, 2012; Larkin et al., 2017; Newman et al., 2016). 

Despite sport organisations developing campaigns and resources to help 

athletes nurture their mental health and avoid mental illness (English Institute 

of Sport, 2018) the culture of high-performance sport still places emphasis on 

success at any cost, perpetuating the stigma athletes feel when struggling with 

their mental health or mental illness, consequently decreasing help-seeking 

behaviours (Bauman, 2016). Furthermore, research still focuses on mental 

illness in high-performance sport, often at the expense of mental health, which 

is equally important to an athlete’s overall mental state and may help athletes 
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navigate the pressures of high-performance sport (Henriksen et al., 2019; 

Uphill et al., 2016).  

Taken together, further research in the area of mental health and 

mental illness among athletes is warranted. Most importantly, research that 

explores at the same time the conceptualisations of mental illness and health 

in sport, the culture of high-performance sport and its influence on mental 

illness and health, and the current management/support systems in place for 

high-performance athletes  is warranted (O’Reilly & Lester, 2017). 

Therefore, the current thesis aims to answer three research questions;  

1. How are mental health and illness conceptualised in high-

performance sport? 

2. How does the culture of high-performance sport influence the 

experience of mental health and illness and associated 

behaviours? 

3. How are mental health and illness managed in high-

performance sport? 
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2.1 Introduction 

In this chapter, literature is reviewed that explores the psychosocial 

construction of mental health and illness in society and in high-performance 

sport contexts. Following this, literature is reviewed that highlights the 

dominant cultures of high-performance sport that influence the experience of 

health, illness, mental health, and mental illness in high-performance sport. 

Lastly, literature is reviewed that outlines recent policy recommendations 

about the management of mental health and illness in high-performance sport 

and research interventions aimed at improving the issue of mental health and 

illness in high-performance sport.  

 

2.1.1 Mental Illness 

Definitions of mental illness are important to consider because they form a 

reference of knowledge from which classification, diagnosis, and treatment 

stem. However, definitions of mental illness are often understood as objective 

scientific truth (O’Reilly & Lester, 2017). That is, definitions of mental illness 

capture a distinct, objective reality that is accessible through science and 

presented as fact (Mccann, 2016). Conversely, a large body of research 

stemming from social constructivist epistemology demonstrates that 

definitions of mental illness are influenced by social and political forces in 

society (Georgaca, 2014). From this perspective, definitions of mental illness 

are constructions influenced by professional, political, and historical facets of 

society (Pilgrim & Rogers, 2005). Therefore, definitions of mental illness are 

especially important to consider in the current thesis as they form part of the 
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discourse of mental illness in society, from which individuals construct 

meaning and reality (O’Reilly & Lester, 2017).  

As described by the World Health Organisation (WHO), mental illness 

is a term used to describe a group of mental disorders “generally characterised 

by a combination of abnormal thoughts, perceptions, emotions, behaviour, and 

relationships with others” (World Health Organization, 2017b, para. 1). 

Additionally, the American Psychological Association (APA) defines mental 

illness as “a clinically significant behavioural or psychological syndrome or 

pattern that occurs in an individual and that is associated with present distress 

or disability or with a significantly increased risk of suffering death, pain, 

disability, or an important loss of freedom" (American Psychiatric Association, 

2013, p. 36). From these definitions, mental illness is conceptualised as a 

clinically recognised individual abnormality that impacts how someone thinks, 

feels, and behaves, which can cause significant distress and loss of freedom. 

The definitions of mental illness presented above are shared 

definitions, meaning they are used in research, policy, and diagnostic criteria 

to describe what mental illness is and is not (O’Reilly & Lester, 2017). WHO’s 

definition of mental illness has been influential in the development of the 

International Classification of Disease (ICD; World Health Organization, 2019) 

and the American Psychological Associations definition is used in the 

Diagnostic Statistical Manual (American Psychiatric Association, 2013). These 

two definitions are important to highlight because both the ICD and DSM are 

used to classify and diagnose mental illness in the western world and therefore 

guide the classification, diagnosis, and treatment of mental illness in the 
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United Kingdom and more specifically in high-performance sport (Romelli et 

al., 2016).  

 

2.1.2 The Medical Model of Mental Illness 

The definitions of mental illness presented above are informed by the medical 

model of mental illness because they are underpinned by pathogenic and 

diagnostic models (Rogers & Pilgrim, 2010). Pathogenic conceptualisations of 

mental illness place emphasis on illness symptoms and outcomes 

(Kecmanovic, 1983). Diagnostic models theorise that mental illness can be 

separated into distinct disease categories, which represent the type of illness, 

its associated symptoms, and appropriate treatment options (Scheid & Brown, 

2010a). Diagnostic models of mental illness are medically informed because 

they parallel assumptions used to identify and treat physical illnesses; through 

the presence of symptoms that are grouped together as distinct diagnoses 

(Albee & Joffe, 2004; Kendell, 2001). From this, individuals who present with 

symptoms associated with a specific type of illness are deemed sick, whereas 

those who do not are not deemed sick (Scheid & Brown, 2010a). Through the 

medical model, mental illness is understood as a disorder of the brain because 

the pathology exists within the individual and treatments revolve around 

changes to neurochemistry and individual thought (Albee & Joffe, 2004).  

The individual focus of the medical model is most apparent in research 

that frames mental illness as a personal burden that is detrimental to society 

(i.e. burden on health care, impact on productivity and work, impact on 

physical health; Murray & Lopez, 1996). Due to the individual and societal 
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burden of mental illness, research efforts have focused on ways to alleviate 

the mental illness ‘epidemic’ (Tucci & Moukaddam, 2017). By using language 

and constructs consistent with physical illness (i.e., burden and epidemic) the 

medical model places the onus of mental illness on the individual, which de-

emphasises the impact society has on the construction and experience of 

mental illness.  

The medical model is one of the most popular conceptualisations of 

mental illness in society because of its use by professions allied to mental 

health care (Anne Rogers & Pilgrim, 2010). In psychiatry and clinical 

psychology, medically conceptualised diagnostic criteria are used to help 

clinicians identify and ‘treat’ different mental illnesses. For example, the US 

Diagnostic Statistical Manual, 5th edition (American Psychiatric Association, 

2013) and International Classification of Disease, 11th edition (World Health 

Organization, 2019). The DSM and ICD are powerful resources in society 

because they regulate and demarcate the parameters of mental illness within 

Western society (Mayes & Horwitz, 2005; Romelli et al., 2016). The influence 

of diagnostic criteria presented in diagnostic manuals is far reaching as it is 

used to structure accounts of mental illness in the media, law, pharmacology, 

insurance, and the government (Lafrance & McKenzie-Mohr, 2013; Romelli et 

al., 2016; Ussher, 2010). Therefore, the DSM and ICD have significant 

influence on the conceptualisation of mental illness because they provide a 

common language, or narrative, through which individuals make sense of an 

experience of mental illness (Lafrance & McKenzie-Mohr, 2013; Romelli et al., 

2016). 
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The medical explanation of illness, as used in the DSM-5 and ICD-10, 

is the master discourse in society because it is “the one against which others 

are ultimately judged true or false, useful or not” (Frank, 1995, p. 5). Because 

of the positivist foundations of the medical model it is often associated with 

science, facts, and ‘truth’ (Gergen, 2001; Lafrance & McKenzie-Mohr, 2013; 

Mccann, 2016; Romelli et al., 2016). Therefore, through classification, ‘valid’ 

mental illnesses are recognised, diagnosed, and treated by professionals. The 

medical model of mental illness sets the parameters of ‘valid’ illnesses 

because it “infiltrate[s] our language, consciousness, and experience in ways 

that are often taken for granted as simply ‘the way things are” (Lafrance & 

McKenzie-Mohr, 2013, p. 120).  

The medical model of mental illness legitimises the experience of ‘valid’ 

mental illness because of the authority of the medical discourse that is built on 

positivist epistemological foundations (Lafrance & McKenzie-Mohr, 2013; 

Mccann, 2016). The positivist foundations of the medical model seek to 

explain universal ‘truth’ through scientific methods (Mccann, 2016). Therefore, 

when individuals conceptualise their experiences of mental illness through the 

medical and diagnostic model, they legitimise their experience because of the 

validity and truth associated with the medical model (Lafrance, 2007; Lafrance 

& McKenzie-Mohr, 2013). Crucially, the dominance of the medical model of 

mental illness is maintained in society through diagnosis of ‘valid’ experiences 

and symptoms, association with physical illness, and positivist assumptions.  

Through a combination of medical legitimacy, valid diagnostic criteria, 

and a focus on the individual, the medical model of mental illness regulates 

what is considered ‘normal’ and ‘abnormal’ in society (Crowe, 2000). Through 
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a discourse analysis of the DSM, Crowe (2000) suggested that normality is 

constructed by comparing individual behaviours to boundaries of productivity, 

unity, moderation, and rationality. According to Crowe, productivity is the 

central measure of an individual’s ‘usefulness’ to society, however, 

productivity is not accessible to all individuals in the same way. In the DSM, 

productivity is highlighted as a central facet of ‘normal’ behaviour, therefore, 

any deviation from the desired parameters of productivity in society can be 

conceptualised as a symptom of a mental illness. Furthermore, if individuals 

fail to maintain a strong sense of subjective personal identity, stability, 

moderation, and control, their behaviour may be interpreted as abnormal via 

the DSM. Crowe (2000) also highlighted rationality as a key parameter of 

‘normality’ in the DSM. Rationality is culturally dependent (Williams, 2016), 

however, in Western society rationality refers to an individual’s interpretation 

of reality through impersonality, consistency, objectivity, and reason. Despite 

being culturally favoured, rationality is only one way an individual can interpret 

the world (Gergen, 2001). The use of rationality in the DSM assumes that 

individuals interpret the world in accordance with science, coherence, and 

reason (Crowe, 2000). According to Crowe, if an individual’s behaviour and 

thinking does not align with cultural ideals of rationality, productivity, unity, and 

moderation, their behaviour is deemed abnormal in the DSM.  

Crowe's (2000) analysis of the DSM is important for the current 

research because it highlights the influence cultural and societal aims have on 

the construction of normality. When exploring conceptualisations of mental 

illness in unique populations (i.e., high-performance sport), it is important to 

consider the cultural and social structures that influence individual 
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conceptualisations, experiences, and behaviours because they impact how an 

individual constructs normality and abnormality. The cultural and 

organisational aims of an individual’s environment influence their 

conceptualisation of mental illness.  

 

2.1.3 The Dominance of the Medical Model 

The dominance of the medical model in conceptualisations of mental illness 

may be due to its benefits. For example, Shah & Mountain (2007) suggest that 

biological conceptualisations and treatments for mental illness are beneficial 

because they are verified through evidence. Furthermore, the medical model 

of mental illness reduces fear, stigma, and increases hope (Shah & Mountain, 

2007a). Due to the assumed biological basis of the medical model of mental 

illness, individual character and identity is not questioned because the 

distressing experience of illness is framed as a result of illness, not an 

individual’s character, behaviour or identity (Lafrance & McKenzie-Mohr, 

2013). Moreover, the perspective that mental illness is a disease of the brain, 

has advanced scientific explorations of the neuroscientific basis of mental 

illness, thus augmenting advances in diagnostic and treatment possibilities 

(Deacon, 2013). In practice, conceptualisations of mental illness informed by 

the medical model aid insurance claims, financial support, clear treatment 

plans, and offer clear inclusion and exclusion criteria for research (Henriksen 

et al., 2019). From this, the medical model of mental illness offers an 

empirically informed perspective that provides certainty to individuals 

diagnosed, and professionals who treat, mental illness.  
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The dominance of the medical model of mental illness in society is 

claimed to have arisen as a result of the professional dominance of psychiatry 

(Anne Rogers et al., 2007; Anne Rogers & Pilgrim, 2010). Primarily, psychiatry 

embraces the biological and illness-based framework of mental illness, closely 

mirroring its parent discipline; medicine (Anne Rogers & Pilgrim, 2010). 

Because of the claim the medical model has to truth, validity, and reality 

through its positivist foundations, professionals associated with the diagnosis 

and treatment of mental illness are viewed as experts (Bilić & Georgaca, 2007; 

Kent et al., 2020). Psychiatrists are viewed as experts in society because of 

their training, knowledge, and assumed trustworthiness (Kent et al., 2020). In 

a discourse analysis of mental illness and government legislation, Kent et al. 

(2020) found that psychiatrists (primarily psychiatrists but also other mental 

health professionals, i.e., clinical psychologists) were referred to as The 

Experts. This perspective rendered other opinions about mental illness as 

inferior because of the claim to expert knowledge psychiatrists had. 

Importantly, the expert status of psychiatrists’ rests on the conceptualisation 

of mental illness as an undisputed ‘real’ entity.  

As experts, psychiatrists and other mental health professionals allied to 

the medical model hold legitimate access to the ‘truth’ of mental illness (Bilić 

& Georgaca, 2007; Kent et al., 2020). One-way experts communicate this truth 

is through medical language. This includes terms related to symptoms (i.e., 

bingeing, purging, positive or negative symptoms), diagnosis (i.e., types of 

illness; depression, anxiety, psychosis, personality disorder), and 

interventions (i.e. anti-depression medication; SSRI’s; cognitive behavioural 

therapy). Sociologists have described the use of medical language in mental 



 
25 

illness as a form of medicalisation (Conrad & Schneider, 1980; Gabe et al., 

2004). Medicalisation describes the processes through which individual 

conditions are conceptualised in a medical perspective, via medical 

vocabulary, medical institutional management, and knowledge exchange 

limited to expert-patient interactions (Conrad & Schneider, 1980). Collectively, 

these processes reinforce the legitimacy and dominance of the medical model 

of mental illness because they’re tied to professionals of science. 

Consequently, this influences the way individuals make sense of, and 

describe, their experiences in society, thus perpetuating the dominance of the 

medical model (Lafrance, 2007).  

 

2.1.4 Criticisms of the Medical Model 

The medical model of mental illness, strengthened through positivism and 

association with experts, is highly contested. Central to most critiques of the 

medical model of mental illness is the epistemological position of social 

constructivism (O’Reilly & Lester, 2017). A social constructivist approach to 

mental illness places emphasis on the subjectivity of individual accounts of the 

meaning and reality of mental illness (Crossley, 2004). Importantly, social 

constructivist approaches to mental illness focus on the influence of society 

and history in constructions of mental illness (O’Reilly & Lester, 2017).  

 As an alternative to the medical model, a social constructivist critique 

asserts that the notion of medical knowledge is problematic because it is often 

taken as fact and truth (Mccann, 2016). Social constructivist critiques suggest 

that knowledge is not absolute for individuals to discover and instead, 
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knowledge is constructed through language, culture, society, history, and 

politics (Georgaca, 2014). Therefore, medical knowledge is bound by social 

influence and cannot be universal (Mccann, 2016). The perspective that 

medical knowledge is truth has implications for individuals who suffer from 

mental illness as the medical model’s explanation has little room for subjective 

conceptualisations outside of the parameters of medical diagnoses (Lafrance, 

2007). Furthermore, social constructivists suggest that the medical knowledge 

upheld by medical professionals (i.e., psychiatrists) is socially constructed and 

therefore not neutral from social and personal values (O’Reilly & Lester, 2017). 

This is important to note because medical professionals allied with mental 

illness often hold the majority of power in decisions of diagnosis and treatment 

of mental illness, which can have significant implications for individuals who 

are labelled as mentally ill (O’Reilly & Lester, 2017).   

Limitations of the medical model have been posed largely by medical 

sociologists (Rogers & Pilgrim, 2010; Scheid & Brown, 2010a). The 

emergence of medical sociology has been plotted alongside the rise of 

biomedicine during the mid-20th century (Cockerham, 1983, 2013). In this 

regard, medical sociology can be viewed as an attempt to broaden the 

theorising of mental illness from the reductionist boundaries of biology to 

include social and historical influences on the body (Cockerham, 1981).  

One of the most prominent criticisms against the medical model was 

through the anti-psychiatry movement of the 1960s and 1970s (Crossley, 

1998; Scheff, 1974; Szasz, 2011; Szasz, 1960). Developed alongside the 

burgeoning field of medical sociology, the anti-psychiatry movement has been 

influential in the development of alternative conceptualisations of mental 



 
27 

illness by challenging the medical conceptualisations of mental illness, 

espoused by psychiatrists. The anti-psychiatry movement developed from the 

disarray of arbitrary medical classifications of mental illness and the inhumane 

treatment of individuals classed as mentally ill (such as electroconvulsive 

therapy; O’Reilly & Lester, 2017). The basic premise of the movement was 

that mental illness is not biological in nature and therefore not an objective 

‘thing’, but is social, political, and legal (Shorter, 1997). The anti-psychiatry 

movement was in direct opposition to the principles of the medical model of 

mental illness because it critiques the biological basis of mental illness. 

Therefore, the anti-psychiatry movement was integral in expanding 

conceptualisations of mental illness from purely biological to those that 

consider psycho-social influences.  

Central to the anti-psychiatry movement is the sociological perspective 

that mental illness represents deviance from ‘norms’ in society. The need to 

control and manage those who did not conform to typical societal norms (i.e. 

those deemed as mentally ill) largely stemmed from the ingrained notion that 

mental illness represented deviance as non-conformity to society, thus 

threatening social equilibrium (Anthony, 1993; Conrad, 1992). Consequently, 

those regarded as ‘different’ and presenting with symptoms of ‘madness’ were 

institutionalised in asylums. Importantly, this anti-psychiatry critique 

highlighted emphases placed on ‘typical’ and ‘atypical’ manifestations of 

behaviour in medical conceptualisations of mental illness (Rogers & Pilgrim, 

2011; Rogers & Pilgrim, 2010).  

As Crowe (2000) highlights, mental illness is framed as deviant when 

considered in relation to the emphasis placed on productivity and rationality in 
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society. Therefore, when an individual behaves or thinks in a way that is not 

consistent with norms in society (i.e., not being able to work, retreating from 

social interactions, starving or bingeing, self-harm) they are viewed as deviant. 

Importantly, positioning mental illness as a form of deviance highlights the 

influence social and cultural norms have on conceptualisations of mental 

illness. 

Criticisms of the anti-psychiatry movement focused on the dismissal of 

a whole field of practice despite successes of the profession (O’Reilly & Lester, 

2017). As a result, the anti-psychiatry movement developed into the field of 

critical psychiatry (Thomas & Bracken, 2004). The central argument of critical 

psychiatry was that psychiatry, and its narrow conceptualisation of mental 

illness, was unable to account for the complex social and personal facets of 

mental illness (Thomas & Bracken, 2004). Therefore, proponents of critical 

psychiatry argued that the medical model of mental illness used by 

psychiatrists was dismissive of the subjectivity of mental illness (Thomas & 

Bracken, 2004). Importantly, critical psychiatrists argued for the inclusion of 

service users in the conceptualisation, diagnosis, and treatment of mental 

illness to equal the distribution of power between psychiatrists and those who 

experience mental illness (Thomas & Bracken, 2004).  

The Mental Health Users Movement (MHUM) mirrored criticisms posed 

by anti-psychiatry and critical psychiatry (O’Reilly & Lester, 2017; Rogers & 

Pilgrim, 2010). The MHUM centred on the subjective experiences and stories 

of mental health users by placing the subjective experiences at the forefront 

of criticisms to counter the oppressive language often espoused by the 

medical model (Pilgrim & Rogers, 2005; Rogers & Pilgrim, 2010). Importantly, 
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anti-psychiatry, critical psychiatry, and MHUM challenged the dominant 

medical discourse of mental illness and encouraged consideration of the 

subjective nature of mental illness.  

In sum, research highlighted here showcases the dominant 

conceptualisation of mental illness in society. The medical model 

encompasses a pathogenic approach to mental illness, outlining the 

parameters of legitimate illnesses through diagnostic criteria underpinned by 

positivistic thought. Criticisms of the medical model suggest that it places too 

much emphasis on the individual at the expense of social and cultural 

influences on the experience of mental illness. Critics suggest that mental 

illness should be conceptualised with subjectivity at the forefront, paying 

attention to the influence of society on meaning making.  

 

 2.2 Mental Health 

Considering the dominance and legitimacy of the medical model, mental 

health is either conceptualised as the absence of mental illness, or as a 

positive psychological state, reflecting the tendency to dichotomise health and 

illness (Manwell et al., 2015; Scheid & Brown, 2010a). Payton (2009) 

highlighted two different models of mental illness and mental health, each with 

a different approach to what mental health is and how it relates to mental 

illness. The prevailing norm in conceptualisations of mental health and illness 

is the modal perspective, which suggests that the presence of mental illness 

results in the absence of mental health. From this perspective, mental health 

is conceptualised as a state free from mental illness (Payton, 2009). 
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Considering the dominance of the medical model of mental illness in society, 

focused on the symptoms and categories of mental illnesses, it is 

understandable that there is a tendency to associate the absence of mental 

illness with the presence of mental health as language of mental illness 

dominates discussions of mental states in society. However, in comparison to 

the modal perspective, the perspective of positive psychology separates 

mental health and illness into two distinct phenomena. From this perspective, 

the absence of mental illness is necessary for the presence of mental health 

but, importantly, mental health consists of more than simply the absence of 

mental illness (Payton, 2009). Despite this, there is no consensus about what 

mental health actually comprises (Galderisi et al., 2015).  

In an attempt to reach consensus on the definition of mental health, 

Manwell et al (2015) surveyed experts about the core concepts of mental 

health. Their findings suggest that individual factors relating to agency, 

autonomy, and control in relation to social environments were central 

components of mental health (i.e., ability to make meaningful change in life 

that corresponds with individual goals and ambitions). Furthermore, they 

suggested that subjectivity was crucial in models of mental health, alongside 

meaningful participation in life (i.e., job, family) and consideration of the 

external social influences that impact an individual’s ability to reach ‘positive’ 

mental health. From this, the authors propose that definitions of mental health 

should consider the mental, physical, and social aspects of an individual’s life 

in relation to mental health (Manwell et al., 2015). From this perspective, 

mental health is conceptualised as a more holistic concept compared to the 

medical model of mental illness, because it encompasses factors relating to 
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an individual’s physical and social lives alongside mental aspects. Therefore, 

the focus is on how different facets of an individual’s life interconnect to 

influence their mental health, which is different to medical models of illness 

that place emphasis on the mental and biological deficits or abnormalities of 

an individual.  

Despite the authority of the modal model of mental health and illness 

(Payton, 2009) it is now recognised by the majority of researchers and policy 

makers that to be identified as healthy an individual must possess something 

more than just the absence of illness (Kobau et al., 2011). The main catalyst 

in conceptualisations of mental health as encompassing something more than 

simply the absence of mental illness was WHO’s report on mental health 

promotion, published in 2004 (World Health Organization, 2004). WHO’s 

conceptualisation of mental health is “a state of well-being in which every 

individual realises his or her own potential, can cope with the normal stressors 

of life, can work productively and fruitfully and is able to make a contribution 

to his or her community” (World Health Organization, 2004, p. 12). This 

conceptualisation was a defining moment in mental health research as WHO’s 

definition reflects the notion that mental health involves more than the absence 

of mental illness. Consequently, public health efforts focused on the promotion 

of mental health as an asset in the prevention of mental illness (Kobau et al., 

2011). This movement affirmed the perspective of positive psychology that 

mental health consists of more than the absence of mental illness (Keyes, 

2005).  
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2.2.1 The Influence of Positive Psychology  

As outlined by Payton (2009), conceptualisations of mental health centred on 

their positive aspects are firmly rooted in the work of positive psychology 

(Scheid & Brown, 2010a). Positive psychology is an academic discipline 

focused on the study of “what goes right in life” (Peterson, 2006, p. 4). The 

field was named in 1998 by Martin Seligman whilst he was president of the 

American Psychological Association (Seligman, 1999), in an effort to move 

psychology away from individual human problems. One aim of positive 

psychology is to distance psychological scientific enquiry from the 

classification and diagnosis of mental illness and disease. Therefore, models 

of mental health informed by positive psychology centre on asset promotion 

rather than deficit prevention (Kobau et al., 2011; Payton, 2009). 

Consequently, positive psychology aims to understand and optimise positive 

values, interests, talents, abilities, and emotions that help individuals to 

achieve happiness and well-being (Peterson, 2006).  

One of the most comprehensive models of mental health is Keyes 

(2002) two-continuum model, which corresponds with the notion that mental 

health is more than the absence of mental illness. The two-continuum model 

supports the positive psychology movement as it conceptualises mental health 

and mental illness as distinct phenomena that exist independently from each 

other (Keyes, 2002; Payton, 2009). Keyes model posits that mental health and 

mental illness reside on two separate but related continuum that convey either 

the absence or presence of mental health or mental illness (Keyes, 2005). 

Central to this model is the concept of subjective well-being that is indicative 

of ‘good’ mental health (i.e., flourishing). Subjective well-being is the 
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evaluation that an individual makes about the quality of their life as categorised 

by different psychological, emotional, and social states (Keyes et al., 2002). 

Subjective well-being has traditionally been characterised by two schools of 

thought; hedonic well-being (emotional well-being; the pursuit of happiness 

and the avoidance of pain), and eudaimonic well-being (positive functioning; 

the degree to which a person is functioning socially and psychologically; 

Keyes, 2014). Crucially, this model offers one way to conceptualise a multi-

faceted definition of mental health in psychology that allows for more than just 

the polarisation of ‘health’ and ‘illness’. 

Keyes’ model (2002, 2005) offers another way of conceptualising 

human mental health and illness. The use of continuums enables an 

appreciation of the variable and fluid nature of human mental health. 

Importantly, continuum-based frameworks recognise that everyone is on the 

continuum but that their position can change, thus accounting for some of the 

individual differences in health and illness. In turn, this may reduce the stigma 

attached to a label of mental illness because everyone sits on the continuum 

(Uphill et al., 2016). Being labelled or diagnosed with a mental illness can have 

severe and lasting connotations for an individual’s life (Corrigan, 2007) 

partially due to the perception that ‘others’ have about that individual 

(Angermeyer & Matschinger, 2003). However, a conceptualisation of mental 

health and illness that appreciates the fluidity of emotions and health may help 

to reduce some of the stigma associated with ‘poor’ mental health or mental 

illness.  
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2.2.2 Criticisms of Positive Psychology  

According to the two-continuum model, mental health can be operationalised 

as "a syndrome of symptoms of an individual's subjective well-being" (Keyes, 

2002, p. 208). Keyes describes a diagnosis of mental health as flourishing and 

the absence of mental health as a diagnosis of languishing. Languishing is a 

construct Keyes pays considerable attention to operationalising, defined as “a 

state in which an individual is devoid of positive emotion toward life, is not 

functioning well psychologically or socially, and has not been depressed 

during the past year” (Keyes, 2003, p. 294). Moreover, Keyes likens 

languishing to a ‘disorder’ parallel to feelings of ‘hollowness’ and ‘emptiness’ 

(Keyes, 2003). What is interesting about Keyes’ conceptualisation of 

languishing is its similarity to the biomedical conceptualisations of clinical 

depression. Of note is Keyes’ use of language throughout his 

conceptualisation of mental health and languishing (i.e., symptoms, syndrome, 

diagnosis, disorder) that reflects language used in biomedical diagnostic 

manuals (i.e., DSM-5, ICD-11). Despite the recognition of mental health as a 

more multi-faceted state than simply the absence of mental illness, Keyes 

reverts to a biomedical framework to understand and conceptualise human 

mental health. Thus, locating human emotions and experiences into medically 

understood symptoms indicative of a syndrome. Crucially, language such as 

the above may reduce the perceived influence of external factors impinging 

on an individual’s ability to achieve varying health statuses and place 

emphasis on the individual’s inability or ability to ‘cope’ with external factors 

that decrease their mental health.  
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A departure from the historically dominant modal perspective of mental 

health and illness towards a focus on the positive assets of mental health 

sounds beneficial. However, a conceptualisation of mental health which 

focuses only on the positive aspects of human functioning, such as WHO’s 

definition of mental health and that of positive psychology, may create 

unrealistic perceptions that being mentally healthy requires a consistent 

positive state of flourishing and optimal human functioning (Gable & Haidt, 

2005; Galderisi et al., 2015). Moreover, prescribing a ‘one size fits all’ wholly 

positive approach to human well-being and mental health can be dangerous 

as it diminishes individual differences and contextual dependencies inherent 

in human health (Gable & Haidt, 2005; Galderisi et al., 2015; Held, 2004). For 

example, facets of mental health that are deemed positive (such as being 

productive, meaningfully contributing to society, and a positive outlook on life, 

experiencing positive emotions; (Keyes, 2002; World Health Organization, 

2004) are dependent on the contextual and social influences present in an 

individual’s life. What is considered productive for one person may be deemed 

unproductive for another depending on their socioeconomic status, physical 

health, and gender, for example (Lazarus & Martin, 2003). Furthermore, what 

is considered a positive emotional reaction to something for one individual may 

be experienced as a negative reaction for another individual depending on 

their subjective experience and contextual factors in their life (Lazarus & 

Martin, 2003).  

Ultimately, positive psychology’s approach to mental health is 

analogous to symptom healing rather than focusing on the psychosocial 

causes of a lack of mental health (Galderisi et al., 2015). This has resulted in 
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an absence of realistic interventions that acknowledge the individual 

differences and contextual factors that might influence poor mental 

health/illness. Some critiques suggest that positive psychology’s focus on the 

positives in life encourages individuals to put a positive interpretation (i.e., 

glass half full) on anything they experience (even something as traumatic as 

the death of a loved one or significant physical trauma), however this is not 

realistic for all individuals, especially when these experiences are 

contextualised within their wider social life (Lazarus & Martin, 2003). Feelings 

of sadness and distress are “part of a fully lived life for a human being” 

(Galderisi et al., 2015, p. 231), and definitions of mental health that place 

emphasis on positive functioning and emotion suggest that these are not part 

of ‘positive’ mental health (Galderisi et al., 2015).  

From a social constructivist perspective, definitions of mental health 

that focus on the positive aspects of an individual’s life are bound by cultural 

values of what positive and negative comprise (Galderisi et al., 2015). Like 

social constructivist critiques of the medical model of mental illness, historical 

and cultural facets of society influence what is considered abnormal, normal, 

positive, and negative. For example, some cultures emphasise the importance 

of productivity in work and the accumulation of wealth whereas others 

understand productivity in relation to family and spiritual awareness (O’Reilly 

& Lester, 2017; Scheid & Brown, 2010a). Therefore, conceptualisations of 

mental health that are associated with productivity and positivity are culturally 

produced, bound, and influenced by an individual’s socio-cultural environment 

(Galderisi et al., 2015).  
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The critiques of positive psychology’s conceptualisation of mental 

health outlined above, highlight the complex but important consideration of 

language, context, and individual differences when defining and determining 

the parameters of human mental health (Galderisi et al., 2015; Lazarus & 

Martin, 2003). From a social constructivist perspective, it is important to 

consider the influence of subjective experience, society, and culture in 

conceptualisations of mental health, especially in unique environments such 

as high-performance sport (Henriksen et al., 2019).  

 

2.3 Conceptualising Mental Illness and Health in High-Performance Sport  

The medical model of mental illness is the dominant conceptualisation of 

mental illness in high-performance sport (Henriksen et al., 2019). Therefore, 

the majority of research exploring mental health and illness in high-

performance sport has focused on the prevalence of symptoms associated 

with, and diagnoses of, different types of mental illness (Beable et al., 2017; 

Drew et al., 2018; Du Preez et al., 2017; Foskett & Longstaff, 2017; P. F. 

Gorczynski et al., 2017; Gouttebarge et al., 2019; Jensen et al., 2018; Kilic et 

al., 2017; Nixdorf et al., 2016; Rice et al., 2016; Van Ramele et al., 2017; 

Wolanin et al., 2016). Definitions and models of mental illness used in research 

in high-performance sport come from the medical model of mental illness, 

placing emphasis on individual factors that cause mental illness (i.e., internal 

deficits and symptoms; Uphill et al., 2016). Predominantly, research cites the 

WHO’s definition of mental illness or the APA’s classification of mental illness 

used in the DSM-5 (American Psychiatric Association, 2013). Consequently, 
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symptoms associated with, and diagnoses of, mental illness are measured 

through diagnostic models informed by the medical model and this becomes 

the focus of the majority of research exploring mental health and illness in 

high-performance sport (Henriksen et al., 2019) 

 

2.3.1 Mental Illness and the Medical Model in High-Performance Sport 

The dominance of the medical model of mental illness in high-performance 

sport is represented in the International Olympic Committee’s (IOC) recent 

consensus statement (Reardon et al., 2019) about mental health in elite 

athletes. In this consensus statement, different ‘mental health symptoms’ are 

discussed in relation to the prevalence and management of them in elite 

athletes. For example, major depressive disorder, depression symptoms, bi-

polar, psychosis, and substance use disorders are discussed in relation their 

definition and classification in the DSM, a diagnostic and medically orientated 

text (Crowe, 2000). The IOC consensus statement highlights the difficulty of 

accurately measuring and treating these disorders in elite athletes due to the 

unique environment of high-performance sport. It is unsurprising that there is 

difficulty in applying this definition in high-performance sport as the definition 

of ‘mental health issues’ used is one that is decoupled from the social and 

cultural facets of individual life (O’Reilly & Lester, 2017). The discussion of 

measurement and treatment issues in the consensus statement highlights the 

need for ‘mental health issues’ to be explored, conceptualised, and 

understood in relation to the unique culture of high-performance sport as 
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current definitions and models do not adequately account for this. Relatedly, 

the impact of culture on their measurement and management is also lacking.  

 Despite using the term mental health in the title of the consensus 

statement, there is no mention of mental health that is distinct from the modal 

perspective (i.e., mental health as the absence of mental illness; Payton, 

2009). This highlights the dominance of the medical and modal 

conceptualisation of mental illness in high-performance sport, which is 

problematic because it does not account for a full spectrum of human 

experience (Henriksen et al., 2019). Significantly, the IOC consensus 

statement focuses on symptom and disorder prevention and treatment, it does 

not consider the development of ‘good’ or ‘positive’ mental health in high-

performance sport, which is equally important (Henriksen et al., 2019). 

Subsequently, perpetuating the dominance of the medical pathogenic model 

of mental illness in high-performance sport (Henriksen et al., 2019).  

Many have argued that mental health issues are not always clinically 

diagnosed, and athletes may require support for their mental health at 

subclinical levels (Henriksen et al., 2020). One consequence is that a focus 

on disorder versus non-disorder may mean athletes not seeking the help they 

need at the time they most need it. Moreover, the pathologizing of human 

experiences may mean that “practitioners overlook athletes with mental health 

problems that may not meet diagnostic criteria” (Henriksen et al., 2020, p. 

554). Others have accused the medical focus of mental health as “overly 

simplistic, insensitive to the complexity of mental health experiences and the 

influence of elite sport cultures” (Papathomas, 2019, p. 101). Consequently, 

there have been calls in sport psychology research for mental health to be 
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defined more broadly than the absence of clinically diagnosed mental 

conditions and toward a holistic conceptualisation of mental health that 

recognises that mental health does not mean the absence or presence of 

mental illness (Henriksen et al., 2019; Uphill et al., 2016). As such, continuum 

models of mental health and mental illness have gained credence in recent 

times where it is hoped this may lead to an “appreciation of psychological and 

behavioural nuances, which practitioners and other care providers need to 

recognise and meet the mental health concerns of athletic clientele” (Schinke 

et al., 2017, p. 9). 

 

2.3.2 Continuum Models of Mental Health and Illness in High-

Performance Sport 

To date, the only application of a continuum model of mental health and illness 

in high-performance sport was Uphill et al's (2016) application of Keyes (2002) 

continuum model of mental health in relation to high-performance athletes. 

They applied Keyes concept that considers a broader spectrum of mental 

health to high-performance sport to help consider the antecedents and 

implications of mental health for athletes (Uphill et al., 2016). Uphill and 

colleagues’ (2016) suggested that using a model such as Keyes (2002) might 

help people understand that athletes can have good mental health (flourishing) 

and mental illness simultaneously. Thus, shifting the focus of interventions in 

high-performance sport toward increasing ‘good’ mental health as well as 

treating or preventing mental illness. Moreover, conceptualising mental health 

and illness on continuums in sport may account for those who fall short of the 
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biomedical parameters of a clinical diagnosis of mental illness and are 

therefore ‘sub-clinical’ (Schinke et al., 2017). Importantly, these individuals 

often miss significant interventions that might help alleviate their distress 

because their emotions and experiences do not meet bio-medically 

determined parameters that often regulate the provision of help. Crucially, the 

application of a continuum model in high-performance sport may broaden the 

discussion of mental health and illness outside of the dominant approach of 

focusing on just illness, enabling a more holistic approach to athlete welfare in 

high-performance sport.  

 Despite the potential of continuum models of mental health and illness 

to broaden discussions of both in high-performance sport (Uphill et al., 2016), 

attention must be paid to the language used in those models. For example, as 

discussed earlier in this chapter, Keyes (2002) two continuum model of mental 

health mirrors the language and diagnostic parameters adopted in the medical 

model of mental illness. Furthermore, the positive psychology foundations that 

Keyes model is informed by, have been criticised for creating unrealistic 

expectations of mental health that do not account for the experience of normal 

fluctuations in emotion and mental state (Galderisi et al., 2015). Therefore, 

despite potentially broadening discussions of mental illness to include 

consideration of mental health, the application of Keyes (2002) model may 

perpetuate the use of medically oriented measures and conceptualisations of 

mental illness in sport and create unrealistic expectations that to be mentally 

healthy one must always be happy and fulfilled. Therefore, despite the 

potential of continuum models of mental health and illness in high-

performance sport, consideration must be paid to the definitions and 
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conceptual tools used within those continuums so that they reflect a broad 

spectrum of experiences associated with both mental health and illness.   

Henriksen and colleagues (2019) also suggest that mental health 

should be defined as related to, but separate from, athletic performance. 

Despite good mental health being a contributing factor in successful 

performance, it should not be viewed as a prerequisite of performance as 

athletes can be successful whilst experiencing mental illness. However, 

conceptualisations of mental health that place emphasis on positive 

psychological characteristics, such as thriving and flourishing, are 

unquestionably tied to performance in high-performance sport contexts. 

Flourishing and thriving in sport are concepts allied with successful 

performance (Ashfield et al., 2012; Brown et al., 2017). Therefore, it may be 

difficult to define mental health as separate from performance in high-

performance sport due to the association between positive psychological 

characteristics and successful performance.  

Moreover, as Galderisi et al (2015) note, popular conceptualisations of 

mental health, such as WHO’s definition, link mental health with productivity. 

In sport, productivity and successful functioning are tied to performance 

outcomes. Productivity is influenced by context and by equating mental health 

with productivity in an environment preoccupied with successful performance 

(i.e., high-performance sport) it may create unrealistic perceptions that being 

mentally healthy requires a consistent positive state of flourishing and optimal 

productivity (i.e., performance; Gable & Haidt, 2005; Galderisi et al., 2015). 

Therefore, defining mental health as separate from performance sport may be 
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difficult because aspects of mental health are closely associated with success 

in high-performance.  

 

2.3.3 Conceptualisations of Mental Health and Illness in Sports Contexts 

Currently there is dearth of research that has explored how mental health and 

illness in high performance sport are conceptualised. One of two investigations 

into the conceptualisation of mental health, conducted by Coyle et al. (2017), 

sought to understand elite athletes’ conceptualisations of mental health and 

related behaviours. Using semi-structured interviews with Olympic, 

Commonwealth, and World Cup divers enabled the researchers to gain insight 

into the lived experiences of the elite athletes and their perceptions of mental 

health. Their findings were represented as four themes: mental health literacy, 

experiences of mental health, risk factors, and opportunities for support. 

Results indicated that elite athletes had limited experience of mental health 

which led to a poor understanding of it. Participants highlighted body image, 

injury, and expectations of others regarding their performance as risk factors 

to the development of mental health issues. Of note, was that the athletes 

interviewed only deemed mental health issues to be problematic when they 

interfered with sporting performance. This finding is concurrent with the 

dominant performance narrative of high-performance sport (Carless & 

Douglas, 2013a) and problematises Henriksen et al (2019) proposition that 

mental health can be conceptualised separate from performance.  

This finding is important to consider for the current thesis as it highlights 

the link between high-performance culture and conceptualisations of mental 
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health and illness. High-performance sport culture is focused on performance 

and success (Carless & Douglas, 2013a), and, as such, culture influences 

conceptualisations in high-performance sport (Coyle et al., 2017). This is 

concurrent with social constructivist arguments that suggest 

conceptualisations cannot be separated from the influence of culture and 

context (O’Reilly & Lester, 2017). Therefore, the current study highlights the 

influence of culture in investigations of mental health and illness in high-

performance sport.  

 The second investigation into the conceptualisation of mental ‘ill-health’ 

(i.e., mental illness) in high-performance sport was conducted by Biggin et al 

(2017), and findings suggest that perceptions of mental ill-health may differ 

between athletes and coaches. The authors utilised the Delphi method to 

highlight that athletes and coaches had different perspectives of mental ill-

health, namely its prevalence. Furthermore, athletes viewed coaches as 

important people to help them with mental ill-health, a view not shared by the 

coaches. Athletes also reported mental ill-health as a more significant issue in 

sport compared to coaches and athletes believed this is due to the pressure 

placed on athletes to succeed (Glick et al., 2012; Nowicka et al., 2013). The 

authors discussed links with perfectionism however, when examining the 

environment of high-performance sport, it becomes understandable why 

athletes may place such high pressure on themselves to succeed. Factors 

include careers characterised by job insecurity, physical and mental 

performance-based measures of success, and the frequency of rejection 

enhanced by the public eye (Bär & Markser, 2013; Bauman, 2016). These 

findings highlight the discrepancy between coach and athlete perceptions of 
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mental ill-health in high-performance sport and the importance of considering 

context in conceptualisations of mental health and illness.  

Despite research exploring the conceptualisation of mental 

health/illness in high-performance sport, the terms mental illness and mental 

health tend to be used interchangeably in research, theory, and policy to 

describe a group of mental conditions “generally characterised by a 

combination of abnormal thoughts, perceptions, emotions, behaviours and 

relationships with others” (World Health Organization, 2017b, para. 1). In 

sport, mental illness, mental health, and a plethora of other terms (e.g., mental 

distress, mental disorder, mental wellness, wellbeing, mental fitness, mental 

ill-health) are used synonymously to describe the health status of an individual 

(i.e., mentally ‘healthy’ or mentally ‘unhealthy’/’ill’). This is true of the two 

research investigations noted above (Biggin et al., 2017; Coyle et al., 2017) 

as the authors did not explore both mental health (as more than the absence 

of illness) and mental illness as separate constructs. Reflecting this lack of 

distinction, the participants reverted to discussions of mental illness, mental ill-

health, or poor mental health (all used synonymously to refer to negative 

experiences). This suggests that there is confusion surrounding the meaning 

of mental illness and mental health as separate constructs in high-

performance sport, from academic research to experts influencing policy. This 

confusion may be reflected in athlete and support staff conceptualisations of 

mental health and illness in high-performance sport environments, which 

influences how they are managed and is thus a justification for examining 

mental health and mental illness as separate constructs in the current study.  
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Significantly, most of the research exploring mental illness and health 

in high-performance sport uses definitions that are derived from the medical 

models of mental illness and where mental health is viewed as the absence of 

mental illness. Therefore, critique that the medical model stifles discussions 

and investigations of mental health (as more than the absence of mental 

illness) and lacks an understanding of the lived subjective experience of 

mental illness or health in likely to apply to high-performance sport (Lebrun & 

Collins, 2017). Furthermore, the use of the medical model and diagnostic 

criteria in sport demarcates the parameters of mental illnesses, which means 

that those athletes who do not meet diagnostic criteria do not receive the 

treatment or care they need (Henriksen et al., 2019). Crucially, the 

conceptualisation of mental health and illness in high-performance sport 

influences the management and care practices that athletes receive.  

It appears that the majority of research investigating mental health and 

illness in sport explores/’measures’ them in isolation from the social and 

cultural contexts (Lebrun & Collins, 2017) by using medical/clinical definitions 

of mental illness that do not account for the subjectivity of human experiences 

of mental health and illness. Some research has emphasised the importance 

of exploring mental illness and health in relation to the social and cultural 

facets of high-performance sport (Henriksen et al., 2019), but there is a paucity 

of research that has explored how mental health and illness are 

conceptualised and understood in relation to the culture of high-performance 

sport (i.e., what do mental health and illness mean to individuals in sport, are 

they conceptualised as different phenomena, how does the culture of high-

performance sport influence conceptualisations of mental health and illness in 
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sport). To date, there are only two studies that have explored 

conceptualisations of mental health and illness in high-performance sport with 

consideration of the influence of culture (Biggin et al., 2017; Coyle et al., 2017) 

and they have either focused on conceptualisations in a specific sport 

population (e.g., diving; Coyle et al., 2017), or the difference between coach 

and athlete perception (Biggin et al., 2017). There is no research that has 

explored how mental health and illness (as separate constructs) are 

conceptualised and constructed across multiple high-performance sports and 

by different stakeholders in sport (i.e., athletes, coaches, sport science staff, 

psychologists, sport medicine staff).  

Thus, future research investigations need to explore mental health and 

illness in relation to the culture of high-performance sport and consider the 

influence conceptualisations and culture have on management practices as 

the three are interconnected. By exploring all three issues in relation to each 

other, a more holistic and representative picture can be built of the issue of 

mental health and illness in high-performance sport.  

 

2.4 The Influence of Culture on Mental Health and Illness in High-

Performance Sport  

In this section of the literature review, the culture of high-performance sport is 

discussed in relation to the influence it has on the experience of mental health 

and illness and associated behaviours. As discussed in the previous section, 

conceptualisations of mental health and illness in high-performance sport are 

culturally and contextually bound. Therefore, it is important to discuss research 
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that has explored what the culture of high-performance sport is, and research 

that explores how this culture may influence experiences of mental health and 

illness. This section of the literature review begins with a brief overview of the 

structure of high-performance sport in the UK. After this, research is discussed 

that highlights the culture of high-performance sport, followed by an 

exploration of how culture may influence the experience of mental health and 

illness and associated behaviours in high-performance sport. 

 

2.4.1 The Context and Culture of High-Performance Sport 

The landscape of high-performance sport in the UK is difficult to understand 

and describe due to the presence of multiple intersecting organising bodies 

and stakeholders (Keech & Nauright, 2016). However, generally, high-

performance (also referred to as elite) sports in England are governed by UK 

Sport, which filters down into various National Governing Bodies (NGB’s; 

Keech & Nauright, 2016). UK Sport coordinates the management of high-

performance sport and is funded by the Department of Culture, Media and 

Sport (Keech & Nauright, 2016). Since 2006, UK Sport has held full 

responsibility for the structures of all Olympic and Paralympic sports in 

England (i.e., talent development, supporting Olympic medallists). High-

performance sports in Northern Ireland, Scotland, and Wales are funded by 

their own countries until they reach status to be incorporated into UK Sport’s 

World Class Programme, which supports sports and athletes who have medal 

potential (Keech & Nauright, 2016). The world class programme in the UK is 

split into two levels; podium (athletes with realistic chance of winning in the 
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Olympic/Paralympic Games), and podium potential (athletes who are 8 years 

away from the podium).  

High-performance sport in the United Kingdom operates an outcome-

based approach to success with precedence placed on statistical and tangible 

successes (i.e. world ranking medals; Bostock, 2013; Bostock et al., 2018). 

Fuelling the performance focus of Olympic and Paralympic sports is a ‘no 

compromise’ targeted funding approach, adopted in 2006 by UK Sport (UK 

Sport, 2006). This funding method means that Olympic and Paralympic NGB’s 

that hit performance targets and succeed in winning medals are rewarded 

through continued or increased funding, and those who don’t win lose their 

funding (Bostock et al., 2020).  

This structure and funding of high-performance sport highlights some 

of the central processes that have shaped sport in the UK to be highly 

professional and commercialised. The professionalisation of high-

performance sport in the UK has been described as the “an increasingly 

business-like phenomenon” (Dowling et al., 2014, p. 529). Reflecting the 

priority of sport governing bodies, high-performance sport’s function is 

“unashamedly about achieving Olympic success” (Houlihan & Green, 2009b, 

p. 34), enforced through these ‘no compromise’ targeted funding models. The 

association between medals and money in high-performance sport has fuelled 

the commodification of sport in the UK (Bostock et al., 2018). Therefore, 

athletes and support staff in high-performance sport have one central goal; to 

successfully perform. 
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2.4.2 The Performance Narrative and Mental Illness 

Considering the structure of high-performance sport discussed above, it is 

unsurprising that one of the most significant cultural influences in high-

performance sport is the dominance of language centred on individual and 

organisational performance, a notion typically referred to as the performance 

narrative (Douglas & Carless, 2006). The performance narrative relates to part 

of the wider psychosocial scaffold of elite sport, in which an all or nothing 

approach to winning is foremost. The performance narrative can be seen as a 

consequence of the dominant focus of sport organisations on successful 

performance and medal counts to secure funding (Bostock, 2013; Bostock et 

al., 2018; Houlihan & Green, 2009a). Indeed, funding has been highlighted as 

one of the central stressors in high-performance environments for athletes 

(Fletcher & Hanton, 2003), and the performance narrative underpins this. 

Within the performance narrative, athletes are viewed only in relation to 

their performance, emphasising an individualised view of success, complete 

dedication to sport, and sacrificing external aspects of life that do not conform 

to the quest for sport success (Douglas & Carless, 2006). From this, the line 

between the identities of ‘athlete’ and ‘person’ are blurred, resulting in the 

embodiment of the performance narrative where the line between life and 

sport is dissolved (Sparkes, 1998). When embodied, the performance 

narrative leads athletes to believe that self-worth is contingent on performance 

success (Douglas & Carless, 2009).  

The performance narrative of sport is most problematic when events in 

an athletes life challenge the prominence of sport success (Sparkes, 1998). 

For example, retirement, injury, poor performance, disability, or personal life 
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circumstances (e.g., becoming a parent; Carless, 2008; Magrath et al., 2015; 

McGannon et al., 2015). Therefore, events that challenge the performance 

narrative (i.e., winning isn’t everything) also challenge athlete identity because 

an athlete’s identity is synonymous with performance success. For example, 

Champ et al (2020) found that the dominant performance narrative of sport 

was internalised by youth academy football players. As a result of the 

dominance of the performance narrative in the academy, the youth players 

had limited identity resources to call upon when their athletic identity was 

challenged. As a result, the authors suggest that when athletes are deselected 

from the academy, their long-term development and wellbeing are challenged.  

Research suggests that the performance narrative can be influential in 

the development of mental illness (Chapman, 1997; Papathomas, 2019; 

Papathomas & Lavallee, 2014). Most of the research exploring the influence 

of performance culture on mental illness has focused on eating disorders. For 

example, Papathomas and Lavallee (2014) explored the experience of an 

athlete who struggled with an eating disorder, in which self-starvation was a 

means to achieve sporting success. For this athlete, the need to achieve (i.e., 

performance narrative) was internalised to a point where, when she wasn’t 

meeting the demands of the performance narrative, self-starvation was viewed 

as a legitimate means to achieve success. Papathomas (2019) suggests that 

the performance narrative legitimises behaviours associated with eating 

disorders in sport as starvation and weight loss are viewed as integral to sport 

success.  

The legitimisation of weight making practices in sport that align with 

eating disorder symptomology was explored in more depth by Cosh et al 
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(2015). In this research, interactions between support staff and athletes were 

analysed using discursive theory and findings suggest that sport scientists 

working in high-performance sport use the medical discourse of weight making 

to reinforce the need for athletes to lose weight in sport (Cosh et al., 2015). 

This finding relates to research conducted in rowing by Chapman (1997) who 

found weight controlling practices were understood in relation to medical 

discourses. For example, ‘burning fat’ and ‘fluid retention’ were important 

factors to the athlete’s weight practices and were “embedded in a scientific 

understanding of the interrelationships among food, exercise, and the body” 

(Chapman, 1997, p. 215). The scientific, medical, and realist frame through 

which the rowers positioned their own weight regulatory practices normalised 

and embedded them within the culture of rowing, so that they were 

unquestioned and accepted by the athletes (Chapman, 1997). 

In summary of the above research (Chapman, 1997; Cosh et al., 2015), 

sport cultures that emphasise performance success and potentially harmful 

practices that may enhance performance (i.e., harmful weight making 

practices associated with eating disorder symptomology) are accepted and 

unquestioned because of their association with performance. In other words, 

anything that may enhance performance in sport is deemed positive and 

necessary to succeed. What these findings highlight is the influence the 

performance narrative of sport has in the development of eating disorders in 

sport, therefore emphasising the link between culture and mental illness. One 

way that we can understand this conceptually is to draw upon the sport ethic. 
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2.4.3 Athlete and Staff Mental Health and Illness Behaviour: The Sport 

Ethic 

Similar to, but separate from, the performance narrative is the notion of the 

sport ethic (Hughes & Coakley, 1991). The sport ethic is a culturally reinforced 

perception of what an athlete should be. The sport ethic represents sporting 

standards that “emphasizes sacrifice for The Game, seeking distinction, taking 

risks, and challenging limits” (Hughes & Coakley, 1991, p. 307). It comprises 

of fours central facets; dedication to the game, athletes striving for distinction, 

athletes accepting risk, and athletes not accepting obstacles in the pursuit of 

success (Hughes & Coakley, 1991). The ‘sport ethic’ is characteristic of the 

dominant performance driven culture of high-performance sport.  

Hughes and Coakley (1991) described how the sport ethic is used to 

justify various forms of deviancy in sport, also referred to as positive deviancy. 

Athletes who overconform to the ideals of the sport ethic, may risk their health 

and wellbeing in the pursuit of sporting success. Deviance is not a disregard 

of norms, but instead, over conformity to norms. A large proportion of research 

exploring the consequences of over conformity in sport has focused on 

athletes’ willingness to play hurt (Nixon, 1992; Tynan, 2013). This research 

has illuminated a culture of risk in sport, where athletes over conform to the 

ideals of the sport ethic and risk their health to continue playing despite injury 

or illness (Nixon, 1994; Roderick, 1998). Research exploring the culture of risk 

in sport has highlighted sport culture as one where athletes and coaches want 

to avoid injury but, at the same time, encourage playing hurt and pushing 

through pain in the name of the game (Nixon, 1994). The culture of risk in high-

performance sport is relevant to this thesis, as it highlights how culture can 
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influence athlete behaviors related to health. Specifically, how culturally ideal 

perceptions of what athletes should be can influence their regard for health to 

achieve performance success.  

In relation to mental health and illness, research demonstrates the 

influence the sport ethic has on athletes’ willingness to engage in practices 

that may be detrimental to mental health or associated with mental illness 

(Putukian, 2016; Waldron & Krane, 2005). For example, in the pursuit of sport 

success athletes are likely to engage in practices that place their bodies at 

higher risk of injury impacting their ability to perform and, consequently, their 

mental health (Putukian, 2016; Waldron & Krane, 2005). As documented 

above, athletes are more likely to engage in disordered eating practices in 

sport because of the association between lower body fat percentage and 

performance (Johns, 1998; Mcmahon et al., 2017). Furthermore, athletes are 

more likely to engage with substances that enhance their performance and 

may result in substance abuse (Waldron & Krane, 2005). When these 

behaviours are considered in relation to the sport ethic, athletes are putting 

their physical and mental health at risk by overconforming to sport norms to 

achieve sporting success consequently fitting the image of an elite athlete (i.e., 

doesn’t accept risk, not letting anything get in the way of performance; Hughes 

& Coakley, 1991). 

What the research discussed above demonstrates is the balance 

between health (both physical and mental) and performance in high-

performance sport. The connection between performance and health in high-

performance sport was explored by Theberge (2008) in her examination of 

athletes’ understanding of the relationship between sport participation and 
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health. The findings of this research suggest that athletes’ perceptions of 

health issues were limited to their career. That is, athletes did not consider the 

impact of health issues beyond their athletic career because of the primacy of 

sport in their lives. Those athletes interviewed viewed their health as capacity 

to perform in their sport. This finding links to conclusions from Coyle et al 

(2017) who found that mental health was conceptualized by athletes in relation 

to their performance. What Theberge (2008) and Coyle et al (2017) highlight 

are cultural norms that place primacy on performance, and athletes who 

connect their physical and mental health solely in relation to the impact it can 

have on sport performance. This highlights the influence performance culture 

can have on athlete’s conceptualisations of their health, with primacy placed 

on health as capacity to perform, and associated behaviors.  

The sport ethic and culture of performance not only influences athlete 

conceptualisations of, and behaviours associated with, health and illness but 

influences the practice of support staff in high-performance sport. Research 

suggests that support staff navigate a culture of risk in sport, where their 

primary concern is athlete welfare but where cultural context encourages them 

to facilitate athletes playing hurt or engaging in behaviours associated with 

poor mental health or illness (Baker et al., 2014; Mcdougall et al., 2015; Safai, 

2003). Those working with athletes in the wider sport network are posed with 

dilemmas regarding whether to focus treatment on an athlete’s short-term 

state of health for performance, or a holistic and longer-term perspective of 

their health (Theberge, 2006). The decisions made by those in the sport 

network are typically guided by the short-term performance-led culture of sport 

which can restrain the autonomy of support staff (such as physiotherapists, 
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sports doctors, and sport psychologists; (Baker et al., 2014; Malcolm, 2006; 

Mcdougall et al., 2015; Safai, 2003). Therefore, the performance narrative and 

‘culture of risk’ in elite sport don’t only affect individual athletes, but influence 

the practice of support staff (McArdle et al., 2016; Roberts et al., 2016).  

One example of the influence of the culture of high-performance on 

support staff is the increasing movement of sport psychology toward 

performance enhancement practices and away from the stereotyped care-

giving role equated with psychologists (Aoyagi et al., 2012). The stereotype of 

sport psychologist as ‘shrink’ is still existent within elite sporting cultures, and 

has been termed the ‘negative halo effect’ in rugby (Mellalieu, 2017). In 

Mellalieu (2017) autoethnography of elite Welsh rugby union, he described his 

perceived need to dissociate his professional role (sport psychologist) from 

the stereotype of therapist and shrink by placing excessive emphasis on the 

performance driven aspect of his job. Mellalieu (2017) suggested that the 

performance enhancement facet of his work was most accessible and 

complimentary to the culture of high-performance rugby, thus suggesting that 

there may not currently be a place in elite rugby for the role of caregiver 

focused on wellbeing.  

 In a vocation historically aligned with the care and wellbeing of 

humans, the professionalisation of sport psychology has involved rigorous 

advancements in training and certification that has tended to focus on 

performance enhancement (Malcolm & Scott, 2012; Moesch et al., 2018). 

However, research suggests that sport psychologists face difficulty concerning 

the congruence between their personal philosophies, the philosophies of their 

employers (which typically align with the performance culture of elite sport), 
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and the needs of the athletes (Mcdougall et al., 2015). Similar to the findings 

of Mellalieu (2017), Mcdougall et al (2015) found that sport psychologists who 

chose to place precedence on athlete wellbeing over performance often found 

they did not fit into the culture of elite sport and their ‘professional’ philosophy 

that came under question. The tension felt between focusing on athlete 

wellbeing or performance was noted as a consequence of the performance 

driven culture of high-performance sport (Mcdougall et al., 2015). Here, the 

culture of high-performance sport influences sport psychology practice, often 

dichotomising mental health/wellbeing and performance.  

The tension between the pursuit of health or performance noted above 

in the profession of sport psychology, is mirrored in the profession of sports 

medicine and associated sport sciences. Safai (2003) argues that support staff 

such as sport medicine clinicians experience an interplay between a ‘culture 

of risk’, sensible risks and a ‘culture of precaution’ (Malcolm, 2014a; Malcolm 

& Scott, 2012; Safai, 2003; Theberge, 2008; Waddington, 1996). While 

pushing the boundaries of human performance has typically been at the 

forefront of (sport) science (Hoberman, 1992), the pursuit of health has 

historically been the ethical core of medicine (Malcolm, 2014b) which has led 

to tension and contradiction for professionals working in sport.  

In her discussion of the health-performance nexus in British Olympic 

sports, Scott (2012) highlighted the “primacy of the performance model for 

sports medicine practice”. Scott (2012) discussed external factors pertinent to 

sport clinician’s work, which typically emphasises short-term performance 

enhancement over long-term wellbeing. Furthermore, that the performance 

drive of their work came to a pinnacle around the time of major competitive 
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events like the Olympic Games. The performance drive of the organisations 

placed significant strain on sport clinicians’ ability to place human health over 

athlete performance. When related to the commercialised nature of modern 

sport, Scott noted the ‘consumerist model of sports medicine’, meant sport 

clinician’s competency was measured via the performance of the athlete at 

competition. Similar to the findings discussed in sport psychology (e.g 

Mcdougall et al., 2015) sport clinicians were aware of the ethical dilemma they 

had when working in high-performance sport, but their obligation to the health 

of the athlete was compromised by the performance desire of the athlete and 

their coach (Scott, 2012).  

 The research discussed above highlights how athlete and support staff 

behaviours are influenced by sport cultures that place precedence on 

performance in line with the sport ethic. From this, the picture of elite sport is 

one that suggests norms are aligned to short term performance and 

behaviours of those in sport often disregard longer-term considerations of 

physical and mental health.  

 

2.4.4 Mental Toughness and Stigma  

Encapsulated within the performance narrative and sport ethic is the concept 

of mental toughness in sport (Papathomas, 2019).  In society and sport, 

emphasis is placed on an athletes physical and mental prowess, through 

which they are seen as ‘mentally tough’; capable of thriving in a cutthroat and 

highly-controlled environment (Bauman, 2016; Caddick & Ryall, 2012; 

Gucciardi et al., 2017). Mental toughness is a psychological ‘characteristic’ 
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associated with the success of individuals in "contexts where high 

performance underpins innovation, competitive advantage and success" 

(Gucciardi et al., 2017, p. 17). Put simply, mental toughness is a psychological 

construct associated with accomplishment and success (Gould et al., 2002).  

Considerable psychological research attention has been paid to the 

concept of mental toughness in sport, which refers to a unidimensional 

characteristic that represents an individual's ability to perform to a high 

standard, on a regular basis, under intense pressure or stress with the 

expectation to ‘bounce back’ from failure (Gucciardi et al., 2015). Researchers 

have tried to associate the concept of mental toughness with facets of good 

mental health, such as positive affect and positive emotions within game play 

(Mahoney et al., 2014). Furthermore, researchers have suggested that mental 

toughness is a marker of good mental health in athletes, can facilitate the 

attainment of mental wellbeing, and can be used as a hook to start 

conversations about mental health (Gucciardi et al., 2017).  

However, the concept has been criticised for being a loosely defined and 

‘catch all’ concept of all the psychological aspects associated with successful 

sporting performance (Crust, 2008; Jones, 2002). Bauman (2016) 

problematised the contradictory nature of mental health and mental toughness 

whilst exploring the wider sociocultural environment of high-performance sport 

and suggested that the weakness associated with poor mental health or illness 

undermines and threatens the vitality and heavily entrenched concept of 

mental toughness within high-performance sport. Caddick and Ryall (2012) 

went further, describing the social construction of mental toughness as a 

‘fascistoid ideology’. Their discussion of mental toughness explored media, 



 
60 

societal and research representations of the construct, and they argued that 

fascination for the concept of mental toughness stems from fascination with 

elitism in sport. Furthermore, the association made between mental toughness 

and success transforms it “from an expression of human excellence into an 

elitist ideal; a product of a society that demands winners and adulates 

successful heroes” (p. 148).  

The perception that to be an athlete you must be mentally tough and 

possess the mental capacity to consistently perform against the face of 

extreme pressure, exacerbates the belief that illness represents weakness 

and is detrimental to performance (Bauman, 2016; Gorczynski et al., 2017; 

Theberge, 2008). The image of a mentally tough athlete who thrives off intense 

physical and mental pressure is not consistent with research that suggests 

elite athletes experience comparable or higher levels of mental illness 

(Bratland-Sanda & Sundgot-Borgen, 2013; Gorczynski et al., 2017; Rice et al., 

2016).  

Encompassed within the image of a mentally tough athlete is the avoidance 

of weakness (Papathomas, 2019). Sinden (2010, 2013) explored how athletes 

are normalised in sport environments to view emotion as a sign of weakness 

as it doesn’t conform to ideals of mental strength or performance. In Sinden's 

(2010) research, elite rowers described how they supressed emotions about 

health issues, so they didn’t appear mentally weak, negative, or irrational. 

Importantly, the elite rowers interviewed in Sinden's (2010) research, 

supressed information regarding physical illness and disordered eating 

because they were afraid of appearing mentally weak. Sinden (2013) suggests 

that athletes normalise the showcasing of emotions as a sign of weakness 
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based on negative beliefs about emotion. For example, emotions in sport are 

viewed as private (i.e., not to be shared in high-performance environments), 

negative (i.e., dysfunctional to performance), feminine (i.e., women are overly 

emotional), irrational (i.e., a barrier to rational thought, which is not conducive 

to performance), and a sign of mental weakness (i.e., emotions are not 

conducive to performance as they aren’t tough). Sinden’s research highlights 

how cultural beliefs surrounding emotion in sport influence athlete perceptions 

of emotions and hinders their ability to discuss issues related to their emotional 

and mental health.   

The potential implications of a culture in high-performance sport that 

focuses on mental toughness in the face of challenge for those who 

experience poor mental health or mental illness is not good (Papathomas, 

2019). The inability to push on and fight through the experience of often 

complex and harmful manifestations of mental health and illness in sport 

becomes a weakness of the individual when framed through the concept of 

mental toughness (Papathomas, 2019). The concept of mental toughness may 

contribute to the notion that athletes must be mentally superior to survive and 

achieve success in sport (e.g. to win), especially when it is considered an 

essential characteristic of youth athletes in securing professional contracts 

(Cook et al., 2014). When considered alongside the concept of mental illness 

or health, mental toughness may represent an unrealistic ideal for athletes 

when considering the difficult environment they exist in. In other words, 

maintaining an unshakable belief in oneself whilst experiencing defeat, 

rejection and unforgiving competitive environments may be unrealistic for 

many athletes despite it being what is expected of them. Furthermore, a 
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culture that champions mental toughness, dedication to performance, and 

rejection of obstacles in the pursuit of success, is not likely to be a place in 

which people are willing to seek help for an experience of poor mental health 

or mental illness.  

Indeed, one of the most consistent findings from sport psychology 

research exploring mental health and mental illness in athletes is the stigma 

associated with them and its impact on help-seeking (Bauman, 2016; Biggin 

et al., 2017; Breslin et al., 2017; Schwenk, 2000). Stigma can be understood 

as a process through which people are distinguished and labelled in relation 

to undesirable and negative stereotypes, which creates the grouping of 

individuals into ‘us’ versus ‘them’ (Link & Phelan, 2001). Importantly, the 

categorisation and labelling of people based on undesirable or negative 

stereotypes typically involves characteristics that have social and cultural 

significance in a certain time or place, such as skin colour, sexuality, gender 

or mental state (Link & Phelan, 2001).  Therefore, when researching mental 

health and illness stigma in sport, it is important for scholars to consider the 

current social and cultural perceptions of mental health and illness in sport 

contexts to help understand why they are stigmatised.  

Gulliver et al (2012) explored the perceived barriers to help-seeking 

behaviours in elite athletes and found that stigma represented just under half 

of their thematic analysis. Athletes perceived stigma to be greater against non-

sport specific mental illness, such as depression, compared to mental illness 

related to their sport, such as performance anxiety. This finding is corroborated 

by Biggin et al (2017) who found that stigma and fear of its impact on athlete 

careers were the central barriers to seeking help. Non-sport specific mental 
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illness may pose a greater risk to athlete careers because it is perceived as 

separate from athlete performance, a weakness, or something that could 

interfere with sport performance (Gulliver et al., 2012).  

When the research discussed above is considered in relation to the culture 

of high-performance sport outlined in this chapter, it is unsurprising that mental 

illness and health are stigmatised in sport because they represent an 

alternative reality to the often idealised view of athletes as mentally superior, 

resilient and tough (Bauman, 2016; Papathomas, 2019). The connotations of 

mental illness and poor mental health in sport offer a culturally significant 

stereotype that may be labelled as weak or inconsistent with the dominant 

image of a mentally and physically superior elite athlete (Bauman, 2016; 

Gulliver et al., 2012). Mental toughness might enhance and legitimise the 

stigma against those who experience poor mental health and illness in high-

performance sport environments, decreasing the chances of athletes asking 

for help when they need it. Therefore, when considered in relation to each 

other, the culture of mental toughness reinforces the stigma associated with 

mental health and illness in sport and influences the help-seeking behaviours 

of athletes.  

The research discussed in this section of the literature review highlights 

cultures in high-performance sport that can influence athlete experience of, 

and athlete and support staff behaviours related to, mental health and illness. 

The performance narrative underscores the language of high-performance 

sport and can be detrimental to athlete identity and self-worth. The concept of 

the sport ethic in sport conforms to the performance narrative as it highlights 

how athletes may over conform to cultural practices in sport that improve 
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performance but place their health at risk. Furthermore, over conformity to the 

sport ethic places support staff in difficult situations where their desire to 

enhance long-term health and wellbeing is challenged by the dominant 

performance narrative. From a culture that places emphasis on dedication to 

succeed, mental toughness narratives in sport reinforce the perception that 

mental health or illness issues are a weakness, not conducive to performance 

success. This research highlights how culture influences the experience of, 

and behaviours associated with, mental health and illness in high-performance 

sport. Culture especially influences the practices of support staff in relation to 

treatment and care and it also impacts athlete help-seeking behaviours. Both 

support staff practice and help-seeking behaviours in athletes are important to 

consider in this thesis because they relate to the management of mental health 

and illness in high-performance sport.  

 

2.5 The Management of Mental Health and Illness in High-Performance 

Sport  

In this section of the literature review research is discussed that relates to the 

management of mental health and illness and high-performance sport. To 

begin, policy related to the management of mental health and illness in high-

performance sport is reviewed, followed by the discussion of research that 

focuses on interventions and practices in high-performance sport that relate to 

the management of mental health and illness.  
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2.5.1 Policy and Expert Recommendations 

In 2017, Baroness Grey-Thompson published an independent review into the 

duty of care sport has towards athletes (Grey-Thompson, 2017). In this review, 

Baroness Grey-Thompson outlined recommendations to sport governing 

bodies to help support athletes with mental illness, they include mental health 

training for support staff and clear signposting to confidential support outside 

of the sport environment. Subsequently, to help provide clarity in the 

management of mental health and illness in high-performance sport settings, 

the British government published a ‘Mental Health and Elite Sport Action Plan’ 

in March 2018 (Department for Digital, Culture, Media & Sport, 2018). The 

plan was developed to help manage athlete mental health and illness and 

includes recommendations to; 

1. Establish a high standard of mental health support in elite sport, 

including psychologically underpinned performance environment to 

ensure thriving at work, information provided to athletes and support 

staff about the role of sport and clinical psychologists in the promotion 

of good mental health (good mental health defined in line with WHO’s 

definition), training provided to NGB staff about mental health 

awareness (promote positive mental health and prevent mental ill-

health), and breaking down the stigma associated with mental health in 

sport.  

2. Ensure mental health support is available at every stage of talent 

pathways, focusing on positive experience, holistic athlete 

development, and welfare. 



 
66 

3. Formal and informal training for support staff about mental health, with 

a specific focus on sport coaches.  

4. Encouragement of good practice to be shared across the sport sector 

with an online resource of good practice produced for individuals in the 

sector and key stakeholders.  

In response to policy recommendations and government action plans, UK 

Sport launched the Mental Health Strategy for the High-Performance Sport 

System (English Institute of Sport, 2018) in collaboration with the English 

Institute of Sport (EIS). The mental health strategy aims to foster a positive 

mental health environment in high-performance sport and to provide support 

to high-performance athletes who struggle with mental illness. Since the 

strategy was published, a Head of Mental Health has been appointed 

alongside a Mental Health Expert Panel of psychiatrists and clinical 

psychologists to provide advice on athletes who present with mental illness. 

Furthermore, a four-pillar structure was outlined in the strategy that covers; 

1. Education; focused on promoting positive mental health in high-

performance systems by enhancing individual self-awareness 

about what good mental health is and how to identify mental 

health problems.   

2. Provision; to deliver a comprehensive package of support for 

athletes in high-performance sport, ranging from induction, 

through performance and competitions, to transitions out of 

high-performance sport.  

3. Communication; to support the education and provision pillars 

to de-stigmatise mental health and ensure parity of esteem with 
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physical health. This consists of multi-media campaign to World 

Class Programmes including resources and support to ensure 

discussions of mental health continue.  

4. Assurance; annual assurance of the efficacy of the strategy 

through culture health checks and external reviews after the first 

four years through a combination of academic review and 

benchmarking against similar sectors.  

Outside of Olympic and Paralympic sport, certain National Governing 

Bodies (NGBs) of sport have been applauded for their strategies for 

developing mental health support services. The Professional Football 

Association (PFA) have set up a National Counsellors Support Network, a 24-

hour helpline manned by trained coaches in mental health first-aid, and 

affiliation with the anti-stigma campaign Time to Change with advice on how 

to deal with depression, anxiety, panic and anger. Rugby’s State of Mind 

(SoM) has seen campaigns for compulsory SoM workshops in each club. The 

Professional Cricketer’s Association’s (PCA) welfare drive includes the 2012 

Mind Matters policy and recruitment of 6 personal development managers for 

clearer responsibility of the mental health agenda. The British Athletics 

Commission (BAC) have developed a triage system for referral to specialist 

care for athletes. Growing organisational support for addressing athlete mental 

health has seen the creation of new professional roles tasked with providing 

training for stakeholders in how to spot mental ill-health in athletes and provide 

necessary support.  

Alongside the action and policy plans outlined above, academic 

researchers and sports medicine practitioners, such as those with expertise in 
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clinical psychology, sport psychology, and psychiatry, have published expert 

consensus statements on mental health concerns among elite athletes that 

seek to provide recommendations for best practice and necessary future 

research (Henriksen et al., 2019; Moesch et al., 2018; Reardon et al., 2019; 

Schinke et al., 2017). Examples include the International Olympic Committee’s 

(IOC; Reardon et al., 2019) consensus statement that suggests the 

management of mental health disorders and symptoms should consider 

biopsychosocial factors, treatment of individual athletes, and consideration of 

the environment of high-performance sport. Furthermore, the European 

Federation of Sport Psychology’s (FEPSAC; Moesch et al., 2018) position 

statement about service provision for athlete mental health suggests that 

sports should focus on education, supporting help-seeking behaviour, and 

clear signposting to mental health support by organisations and key 

stakeholders. Finally, the International Society of Sport Psychology (Henriksen 

et al., 2019) consensus statement on improving mental health in athletes 

suggest that mental health should be viewed as a core component of a culture 

of excellence, should be better defined, assessment of mental health should 

be broadened, and that mental health should be everybody’s business but 

overseen by one or a few specific members.  

From these academic and expert recommendations, management 

practices in sport should focus on education, signposting support, and 

embedding the importance of mental health into the culture of sport. 

Collectively, the policy recommendations, action plans, and statements from 

academic societies recommend training for support staff to enhance 

knowledge of mental health, illness, and their management in sport settings, 
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recognition of the influence of culture in the effective management of mental 

health and illness, alignment of support services within sports to increase 

athlete knowledge of available support pathways, and viewing athletes as 

whole individuals instead of just performance outcomes (Henriksen et al., 

2019, 2020; Moesch et al., 2018; Reardon et al., 2019; Schinke et al., 2017; 

Van Slingerland et al., 2019). 

 

2.5.2 Interventions and Management Practices in High-Performance 

Sport  

Intervention based research typically focuses on; enhancing traits or 

characteristics associated with good mental health and wellbeing in athletes 

(e.g. mindfulness, resilience, mental fitness), monitoring the psychological 

states of athletes to track changes in mood and mental health, or the effect of 

increasing the mental health literacy of those in the sport environment on 

decreasing stigma and increasing help seeking behaviours (Schinke et al., 

2017). 

 In a recent systematic review, Breslin et al (2017)concluded that there 

are few mental health interventions specific to sport, and existing ones are 

methodologically poor. The review included 10 studies encompassing online 

educational programmes, behaviour modification sessions, and mindfulness 

and mental toughness training. Overall, the review found that interventions 

increased mental health knowledge, reduced stigma and had the potential to 

increase intentions to seek help. Despite the inability to determine the 

differences in effect sizes across intervention lengths and delivery methods, 
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the authors concluded that evidence-based, theory-driven interventions have 

the potential to help increase awareness of mental health in athletes, coaches, 

and support staff. 

Despite this, interventions aimed at increasing mental states associated 

with good mental health and decreasing mental illness have shown some 

improvement in athlete mental health (Schinke et al., 2017). For example, 

mindfulness has been shown to facilitate general wellbeing, enhance sport 

performance, and protect against stress related mental health issues (Schinke 

et al., 2017). Similarly, resilience training interventions in sport have 

demonstrated increases in measures of mental health and ability to cope with 

adversity (Schinke et al., 2017).  

Nevertheless, it is perhaps predictable that mental health interventions 

in high performance sport are focused on monitoring and changing the traits 

and characteristics of individuals so that they can respond to their environment 

more competently. Despite research demonstrating the potentially harmful 

environment of high-performance sport to athlete mental health and illness, 

most intervention strategies are still focused on changing the individual so that 

they can survive and thrive in harsh sport environments. Interventions focused 

on the individual reinforce the notion that individuals need to be more efficient 

at managing their reactions to the culture and environment of high-

performance sport to ensure successful performances and continue winning 

medals. By placing the emphasis on the stress response of the individual, 

researchers are ignoring a much larger part of the problem; the impact of 

socio-culture on mental health, illness, and associated behaviours. When 

interventions focus on making changes to the individual and avoid changing 
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the cultures that highlight health compromising behaviours, it won’t help 

athletes improve their mental health, particularly in the long-term.  

 Enhancing the education and awareness of mental illness and health 

has been a popular intervention strategy used to help with the high prevalence 

of mental illness in high-performance sport (Breslin et al., 2017; Gorczynski et 

al., 2020). This type of intervention forms part of what is known as ‘mental 

health literacy’ in sport psychology (Gorczynski et al., 2020). Mental health 

literacy training is an accepted intervention used to increase proactive 

behaviour in high-performance sport to identify individuals who may be 

experiencing poor mental health or mental illness and signpost them to 

support (Breslin et al., 2017, 2018). A common type of mental health literacy 

training is where different ‘forms’ or ‘groups’ of mental illness are explored 

alongside their associated ‘signs and symptoms’ (e.g., depression and losing 

interest in activities that used to incite enjoyment). The purpose of this training 

is to enhance the ability of individuals in sport to spot the warning signs and 

symptoms associated with different types of mental illness or poor mental 

health to enhance the likelihood of treatment (Defehr, 2016).  

For example, Breslin et al (2018) explored the implications of 

introducing a curriculum based mental health literacy programme to student 

athletes. The aim was to explore its impact on the knowledge of mental health 

and intentions to offer support alongside increasing the wellbeing and 

resilience of the athletes. Findings indicated that the programme enhanced 

athlete knowledge of mental illness categories (i.e., schizophrenia, 

depression, anxiety) and enhanced the likelihood that athletes would engage 

in and offer support to someone who struggled with mental illness.  



 
72 

However, the definitions of mental illness used in mental health literacy 

training interventions come from the medical model of mental illness, which 

places emphasis on the individual and the mental deficits that cause mental 

illness (Defehr, 2016). Future mental health literacy interventions should 

consider how mental health and illness are conceptualised in high-

performance sport whilst considering the influence of culture on 

conceptualisations and help-seeking behaviours. Investigating interventions in 

isolation from conceptualisation and culture is ineffective as it doesn’t consider 

the connection between the social world and individual constructions and 

experiences of mental health and illness (Gorczynski et al., 2020).  

Gorczynski et al (2020) note that for mental health literacy interventions 

to be effective, interventions should be designed with the “developmental, 

cultural, and social issues related to sport participation and systematic issues 

within sport settings and organisations” in mind (p. 394). Furthermore, mental 

health literacy interventions should be designed and implemented with 

consideration of the knowledge and attitudes individuals have towards mental 

health and illness within sport contexts (Gorczynski et al., 2020). This would 

serve to reinforce the importance of considering culture and 

conceptualisations in mental health and illness management interventions.  

Considering the wider environment of support in high-performance 

sport environments, there is a considerable gap in research that needs to 

address the support provided by performance and medical support teams on 

mental health and illness (Malcolm & Scott, 2012) including the work of sports 

psychologists (Begel, 2016). In a recent study, Roberts et al (2016) reviewed 

the competency of sports psychologists to help athletes with mental health 
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issues and suggested that the different philosophical approaches adopted in 

sports psychology lead to a focus on performance enhancement. The majority 

of sports psychologists and their employees emphasise performance 

enhancement. Fewer sports psychologists choose to focus on or are 

employed to help athletes with performance enhancement and issues relating 

to mental health or, more broadly, athlete wellbeing. Additionally, sports 

psychologists in the United Kingdom do not currently receive any formal 

training on mental illness, the focus is on "helping athletes and coaches 

prevent the problems from ‘going critical" (McCann, 2008, p. 275). This 

commonly results in the referral of athletes from coach, to sport psychologist 

to psychiatrist, which may not be best for the athlete due to the unique 

environment they work in and the lack of knowledge mental health 

professionals may have about the environment (Moesch et al., 2018; Reardon 

& Factor, 2010).  

 According to Moesch et al (2018) sport psychologists are often the first 

contact point for athletes who suffer from poor mental health or mental illness. 

Furthermore, anecdotal evidence suggests that athletes are likely to approach 

individuals in the sport environment they trust, such as the sport psychologist 

(Roberts et al., 2016). This highlights the centrality of sport psychology in the 

management of mental health and illness in high-performance sport. However, 

when athletes do approach sport psychologists for help with mental health or 

mental illness, they are often referred out to other professionals as sport 

psychologists are not adequately trained to help athletes with mental health or 

illness concerns (Roberts et al., 2016).  
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The lack of mental health and illness training for sport psychologists 

despite their centrality in management highlights the blurred lines between 

performance concerns and clinical mental health or illness issues in sport 

(Roberts et al., 2016). In practice, this means that sport psychologists working 

with athletes based on performance enhancement may encounter situations 

where performance concerns blur into clinical concerns (e.g., performance 

anxiety blurs into clinically diagnosed anxiety). Ultimately, there is no clear 

guidance for sport psychologists about where the line of performance 

enhancement ends and clinical issues start (Herzog & Hays, 2012; Roberts et 

al., 2016). This is important to note for the current thesis as it relates to the 

conceptualisation of mental health and illness in high-performance sport. If 

mental health and illness are conceptualised as medical or clinical issues, this 

places the responsibility of ‘treating’ mental health or illness concerns in the 

hands of medically or clinically trained professionals (i.e., clinical psychologists 

or psychiatrists). However, if mental illness or mental health in high-

performance sport are conceptualised in relation to performance, it is unclear 

if mental health or illness concerns are best ‘treated’ by sport psychologists 

(trained in performance enhancement) or medical/clinical professionals 

(trained to treat clinical mental health or illness concerns). 

The lived experience of the blurred lines in sport psychology practice 

was highlighted by Hings et al (2018) in their exploration of emotional labour 

in high-performance support staff. Using a composite vignette to represent 

findings, Hings et al (2018) found that sport psychologists working in high-

performance sport engage in emotional labour enactment when faced with the 

complexity of blurred lines in sport psychology consultancy. In the composite 
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vignette, the sport psychologist must balance their lack of training in mental 

health and illness with the time sensitive nature of supporting someone faced 

with a mental health/illness crisis. Importantly, because of the lack of training 

sport psychologists have in mental health and illness, they are faced with tricky 

situations that question their professional competence and require them to 

engage in high-levels of emotional labour, which may be detrimental to their 

own mental health. Hings et al (2018) research highlights the lived experience 

of the blurred lines in sport psychology practice that is complex, potentially 

dangerous, and emotionally taxing. This indicates a need for sport psychology 

training to include education about mental health and illness in high-

performance sport (Rebecca F. Hings et al., 2018; Roberts et al., 2016).  

Despite this review using sport psychology as a case study in the 

management of mental health and illness, it relates more broadly to support 

staff working in high-performance sport (Malcolm & Scott, 2012; Roberts et al., 

2016). Confusion still exists regarding the role of support staff in the 

management of mental health and illness in high-performance sport, despite 

medical and psychological staff being highlighted as central in the 

management of both (Moesch et al., 2018; Roberts, Faull & Tod, 2016). 

Therefore, mental health and illness literacy and education aimed at raising 

awareness of support structures should be targeted at all support staff who 

regularly interact with athletes. This is because anecdotal evidence suggests 

that athletes approach those who they are close to and trust in sport for help 

with mental health and illness issues, and this may not be individuals with 

knowledge of support structures (Moesch et al., 2018; Roberts et al., 2016).  
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Despite the combined developments and enhanced focus on the 

mental health of the elite athlete population, to date, there remains no 

comprehensive framework across elite sport regarding how to best support 

the mental health needs of elite athletes (Purcell et al., 2019) or any knowledge 

of how those in sport have understood and responded to these changes. Key 

to this matter is current debate in how we currently conceptualise mental 

health and mental illness in sport and thus, how we assess athlete-client need. 

For example, while we have witnessed improvements in the availability of 

clinical assessment, diagnosis, appropriate referral of common mental 

illnesses (Moesch et al., 2018), advances in the education of sports 

stakeholders in how to spot symptoms of common mental health disorders 

(Sebbens et al., 2016), and some reduction in the stigma of disclosing mental 

ill-health (Breslin et al., 2018), there is a paucity in research about how mental 

health and illness are conceptualised in high-performance sport despite this 

being integral in the management of both (Henriksen et al., 2019). 

Furthermore, confusion still exists regarding the role of sport psychologists, 

and support staff more generally, in the management of mental health and 

illness in high-performance sport, despite being highlighted as key people in 

the management of both (Moesch et al., 2018; Roberts et al., 2016).  

The research discussed in this section of the literature review highlights 

the need for research to explore how conceptualisations of mental health and 

illness, within high-performance sport influence the management of mental 

health and illness in high-performance sport. Despite the action plans and 

expert consensus statements, questions still exist surrounding the enactment 

of policy in high-performance environments, the influence of 
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conceptualisations and culture on management, and the training of support 

staff in high-performance sport environments to adequately help athletes.  

 

2.6 Summary  

The purpose of this chapter was to present and discuss literature related to 

the conceptualisation, culture, and management of mental health and illness 

in high-performance sport. First, there is a paucity of research exploring how 

individuals in high-performance sport construct and conceptualise mental 

health and illness. Research that has explored mental health and illness in 

high-performance sport have done so in isolation from the influence of culture 

and context on conceptualisations. This is despite research findings 

acknowledging its significance, for example, the influence of the performance 

focus of sport on constructions of mental health (Coyle et al., 2017; Gorczynski 

et al., 2020b).  

 In relation to the culture of high-performance sport, there is a 

burgeoning body of literature that highlights the potentially damaging culture 

and environment of sport on athlete mental health and illness although much 

of this research is related to eating disorders. Additionally, the performance 

narrative (Carless & Douglas, 2013b; Douglas & Carless, 2006) and sport 

ethic (Coker-Cranney et al., 2018; Hughes & Coakley, 1991; Waldron & Krane, 

2005) are theoretical/conceptual frameworks that highlight how the culture of 

high-performance sport can influence mental health and illness behaviours in 

athletes and support staff. Conclusions from this research demonstrates how 

the culture of high-performance sport influences the experience of mental 
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health and illness, which influences the help-seeking behaviours of athletes 

and the practices of support staff.  

 Literature related to the management of mental health and illness in 

high-performance sport highlights changed policy recommendations from the 

UK Government and UK Sport focus on the education of mental health and 

illness, increasing the help-seeking behaviours of athletes by establishing 

clear support pathways, and embedding mental health care into sport cultures 

but it remains to be seen whether these recommendations have been enacted 

in practice. Additionally, research highlights that mental health and illness 

interventions in high-performance sport focus on the psychological 

characteristics and mental health programmes that enhance the coping 

mechanisms of athletes and their awareness of mental health and illness 

issues. However, no research to date has explored the interconnection 

between conceptualisations, culture, and management of mental health and 

illness in sport.  

 Conceptualisations, culture, and management of mental health and 

illness have been explored in high-performance sport, but in isolation from 

each other. This ignores the interconnected nature of individuals and the 

environments they inhabit. Therefore, with the overall aim of this thesis in mind 

(i.e., to develop a holistic understanding of mental health and illness in high-

performance sport), this thesis aims to answer three research questions, whilst 

considering the interconnected nature between them: 

1. How are mental health and illness conceptualised in high-performance 

sport? 
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2. How does the culture of high-performance sport influence the 

experience and enactment of mental health and illness in high-

performance sport? 

3. How are mental health and illness managed in high-performance sport? 

 

2.6.1 Theoretical/Conceptual Framework 

I have not utilised a singular theory in this PhD to help me interpret the data. 

Instead, I have drawn upon several concepts, from different 

academic disciplines, to create a conceptual framework to guide the research 

and help me interpret the data. The reason for this is twofold. Firstly, this 

research is exploratory in nature. It is clear that mental health and illness is an 

issue in high-performance sport, but to date research exploring this topic has 

predominantly focused on specific issues in isolation from each other (i.e., risk 

factors, prevalence, measurement, interventions). This has resulted in a large 

body of research that is fragmented and disjointed and as a result doesn’t tell 

us enough about how the subjective experience of mental health and illness 

is influenced by the cultural and social structures of high-performance sport, 

and vice versa. I don’t think there is enough consideration of why athletes 

experience poor mental health and illness and for me, as a social 

constructivist, I believe this ‘why’ can be better understood through 

consideration of the connection between the individual and their social 

worlds (i.e., the ‘how’ of the experience). 

As a result of the often-narrow focus of research investigating mental 

health and illness in high-performance sport, I believe that there is a need to 
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explore the ‘state of play’, or assess where we are at, in terms of mental health 

and illness from a holistic interconnected perspective that considers the 

individual and the social. Therefore, due to the aim of this thesis (a holistic 

understanding) I did not think it was appropriate to use one theory to guide the 

research or interpret the data because this could limit the exploratory nature 

of the research by aligning it to just one body of knowledge. I did not want to 

limit the pool from which I drew inspiration and knowledge as I believe this 

contradicts the exploratory nature of the research and does not adequately ‘fill 

the gap’ of knowledge that I have identified. Furthermore, I did not want to fit 

the data from this research to just one ‘master’ theory, which could potentially 

limit the breadth of my interpretations and their effectiveness at providing a 

holistic understanding of mental health and illness in high-performance 

sport (Cassidy, 2016). As Blumer notes: 

The prevailing disposition and practice is to allow the theory, the model, 

the concept, the technique, and the scientific protocol to coerce the 

research and thus to bend the resulting analytical depictions of the 

empirical world to suit their form. In this sense, much current scientific 

inquiry in the social and psychological sciences is actually social 

philosophizing (Blumer, 1969, p. 34). 

As Blumer puts it, I wanted to avoid doing ‘social philosophising’ in this 

research as I don’t think it is an appropriate way to answer the overall aim of 

the PhD. Exploratory research requires the researcher to be open to new ways 

of thinking, whilst also being aware of their own ‘biases’. Therefore, I have 

been as explicit as possible about my own ‘biases’ and the influence they have 
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had on this research (i.e., the introduction to this thesis, and the researcher 

positionality section in the methodology chapter). 

Secondly, there are three research questions in this thesis, developed 

to achieve the aim of the thesis. Each research question is different and is 

informed by several bodies of knowledge (as outlined and discussed in the 

literature review). Because the research questions are related but ultimately 

different, it was not appropriate or possible to adhere to one singular theory to 

guide the research or interpret the data. Instead, my approach to the collection 

and interpretations of the data were informed by several different theories or 

bodies of knowledge that relate to the research questions.  

Therefore, a conceptual/theoretical framework/toolbox approach was 

deemed more appropriate for this thesis because it reflects the exploratory 

nature of the research and the need for an integrated and holistic 

understanding of mental health and illness in high-performance sport. 

Therefore, I drew upon multiple theories and concepts when interpreting the 

data that I used to help me try and make sense of what participants were 

saying and how it related to the cultural/social context of high-performance 

sport. My conceptual framework therefore consists of; the medical model of 

mental illness (Henriksen et al., 2019; Mccann, 2016), Keyes (2002; Uphill et 

al., 2016) continuum model of mental health, the performance 

narrative (Carless & Douglas, 2012; Douglas & Carless, 2006), the sport 

ethic (Hughes & Coakley, 1991), the mental toughness narrative (Bauman, 

2016; Papathomas, 2019), mental health literacy interventions (Gorczynski et 

al., 2019, 2020a), and professional boundaries in sport psychology (Moesch 

et al., 2018; Roberts et al., 2016).  
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CHAPTER 3: METHODOLOGY 
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3.1 Overview 

This chapter provides an overview of the methodological considerations and 

approaches adopted to address the research aims outlined in the previous 

chapter. Initially, this chapter reviews the philosophical foundations of the 

research as informed by my personal ontological and epistemological position. 

Following this, a consideration of the differences between quantitative and 

qualitative methods is discussed in relation to the current research aims. Next, 

the research design, ethical considerations, sampling method and data 

analysis approach are outlined in relation to each phase of the research (i.e., 

phase one; mixed-method survey, phase two; semi-structured interviews, 

phase three; photo-elicitation interviews). Then, a consideration of the 

presentation of data in the thesis is provided. Subsequently, I discuss my 

position within the research and, finally, criteria are offered against which 

readers can judge the quality of this research. 

 

3.2 Philosophical Foundations 

Ontology, epistemology and methodology are the central tenets of the 

philosophy of science and research (Ponterotto, 2005; Ponterotto & Grieger, 

2007) and are significant because they tell us what the researcher believes 

knowledge is and how best to deliver valid knowledge (Sparkes, 2015). 

Collectively, ontology, epistemology and methodology form the paradigm in 

which a researcher operates. A paradigm can be defined as a group of 

assumptions about the nature of reality, knowledge, and attaining knowledge 
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that forms the basis of the conceptual and theoretical framework in which a 

researcher works (Sparkes & Smith, 2013).  

Ontology is the division of philosophy that discusses the nature of 

existence and reality. Ontology asks questions such as ‘what constitutes 

physical and social reality?’ The current thesis is informed by the disciplines 

of social psychology and sociology and these are both social sciences, 

therefore the philosophical assumptions underpinning these necessitate what 

constitutes social reality and knowledge. The two principal ontological 

positions in the social sciences are materialism and idealism, from which 

various ontological adaptations stem (Ciambrone, 2004). Materialism 

theorises reality as primarily material. With regards to the social sciences, 

materialism suggests that physical reality influences and constrains social 

reality (Williams, 2016). Put differently, matter (material, objects, things) can 

exist without the mind, whereas the mind (thoughts, interpretations, 

perceptions) cannot exist without matter. Two further ontological positions that 

stem from materialism are positivism and post-positivism that support the view 

that there is one true physical reality, a position also known as naïve realism 

(Ponterotto, 2005).  

Conversely, idealism suggests that physical reality is produced through 

the mind and is mind-dependent (Williams, 2016). Put differently, the mind 

precedes and influences the reality of matter for individuals. Idealists do not 

necessarily deny the existence of a material reality but question the 

relationship humans can have with external reality through our knowledge of 

it (Williams, 2016). Interpretivism is one iteration of idealist ontology that 

emphasises multiple mind-dependant realities because of the subjectivity of 
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human perception (Ponterotto, 2005). In this sense, an idealist/interpretivist 

ontological position aligns with the notion of relativism, in which multiple 

realities are possible (Potter, 2004). Thus, interpretivism supports the central 

theory of idealism that places precedence on the existence of mental reality 

over physical reality.  

When considering materialism and idealism in relation to the social 

sciences, materialists place precedence on the independence of material and 

social reality and how they can constrain and influence human and social 

behaviour (Williams, 2016). Alternatively, idealists believe that multiple mind-

dependant realities occupy social reality. An idealist ontological position 

suggests that different people will attach diverse meanings to the same 

actions, circumstances, and behaviours. Therefore, idealists suggest that the 

social world, and our knowledge of it, is mind-dependant and subjectively 

interpreted (Williams, 2016).  

 Epistemology is the branch of philosophy that explores the theory of 

knowledge (Ponterotto, 2005). Epistemology asks questions such as; how do 

humans come to have knowledge of something? What kinds of knowledge are 

possible and how can that knowledge be judged as adequate and legitimate? 

(Williams, 2016). It is easier to understand the two principal epistemological 

positions in the social sciences when they are compared to each other (see 

table 1 for more information about the different philosophical outlooks in the 

social sciences). In the social sciences, the constructivist-interpretivist 

paradigm is largely concerned with understanding human behaviour, whereas 

the positivist/post-positivist paradigm is predominantly concerned with 

explaining human behaviour. As Ponterotto (2005) described, positivist/post-
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positivist researchers are concerned with explaining universal laws and 

general patterns that apply to all humans (etic and nomothetic), whereas 

constructivist-interpretivist researchers are interested in co-constructing 

complex interpretations of phenomena that are unique to individuals or 

cultures (emic and idiographic).   

The current research is grounded in the meanings that individuals in 

high-performance sport attach to the concepts of mental health and mental 

illness. It explores how the cultures which they are a part (e.g. high 

performance sport) and their subjective experiences in said cultures can 

influence and constrain individual experiences and management practices of 

athlete mental health and illness. As a researcher, I place primacy on the 

complex and multifaceted meanings people attach to concepts related to 

human health and illness. I know and accept that my own experiences have 

influenced the conception, design and process of this research (i.e. my 

personal biases; Elliott et al., 1999). Thus, this research was conducted within 

a constructivist/interpretivist paradigm. That is, a paradigm focused on 

exploring the way in which individuals construct understandings of mental 

health and mental illness within the social contexts of which they are a part.  
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Table 1. Overview of philosophical outlooks in social science. 

 Positivism Post-positivism Constructivist-
Interpretivist 

Critical-Ideological 

Ontology Materialism; one true 
reality; apprehendable  

Materialism; one true 
reality; approximal  

Idealism; multiple, equally 
valid, and socially 
constructed realities 

Idealism; apprehendable 
reality shaped by political, 
social and economic 
factors 

Epistemology Dualistic and objective; 
detached researcher 
role 

Objective (dualism 
abandoned or deemed 
unrealistic) 

Interactive researcher-
participant role; potency 
of interaction uncovers 
depth in meaning 

Interactive and proactive 
researcher role seeking 
transformation and 
emancipation 

Axiology Researcher values 
have no place in 
research; must be 
carefully controlled 

Researcher values are 
kept in check to avoid 
bias  

Researcher biases are 
inevitable and should be 
discussed at length 

Researcher values 
(biases) are central to 
inquiry due to participant 
empowerment goal 

Rhetorical 
structure 

Third person, objective 
and “scientific”; 
detached and 
unemotional prose 

Third person, objective 
and “scientific”; 
detached and 
unemotional prose 

First person; relying on 
participant voices; 
emotive prose 

First person; relying on 
participant voices; 
emotive prose 

Method Experimental 
conditions; 
manipulation of 
variables and 
controlled confounds; 
quantitative 

Experimental and 
quasi-experimental; 
field research, mainly 
quantitative methods; 
some qualitative   

Naturalistic, interactive; 
uncovering embedded 
meaning through words 
and text; qualitative 
methods 

Naturalistic, interactive; 
creating transformation 
through transactional 
discourse; mainly 
qualitative methods 
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3.3 Qualitative and Quantitative Methodologies 

Methodology forms part of a researcher’s paradigm and refers to the 

processes and procedures of research (Ponterotto, 2005). Methodology is 

often viewed as the bridge between a researcher’s epistemological position 

and the methods they use (Smith & Sparkes, 2016). Methodology concerns 

questions like ‘How do we gain knowledge of the world?’ The methodologies 

used in the social sciences can be separated into two distinct groups; 

quantitative and qualitative.    

 Quantitative research is closely aligned with the positive/post-positive 

paradigm, which is a form of realism that employs the hypo-deductive method 

that champions systematic observation and description (Ponterotto, 2005). 

Quantitative methods typically involve the collection of data from large 

samples that can be characterised by various groups of people with the aim of 

generalising research findings (e.g., etic). Statistical inference is used to 

synthesise and present results. Chiefly, the quantitative method advocates a 

detached position of the researcher. 

As Gergen (2001) highlights, the positivist/post-positivist 

methodological position was dominant in psychology during the 20th century 

and the early 21st century. This type of psychology places precedence on the 

individual mind, reflective of one true reality that can be most reliably captured 

through experimental methods focused on cause and effect between the 

environment and behaviour. Furthermore, Gergen (2001) notes that in 

positivist/post-positivist psychology, language becomes the one true marker of 

reality in the sense that language (including numerical language) can reliably 

capture the objective knowledge of the mind. In relation to the current 
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research, this position assumes that 1) mental health and mental illness 

accurately represent a single reality inside an individual’s mind, 2) they are 

available for objective study, and 3) mental health and illness can be 

accurately operationalised and represented through diagnostic manuals, 

surveys, statistics and detached scientific language.  

 Qualitative research embraces a diverse field of methodology that is 

characterised by different ‘camps’ or traditions (Smith & Caddick, 2012; Smith 

& Sparkes, 2016). Qualitative methods employ empirical procedures that 

describe and interpret subjective experiences of context-specific phenomena 

(Ponterotto, 2005). Thus, qualitative research is associated with an 

idealist/interpretivist/relativist philosophical position (Smith & Caddick, 2012). 

From this, researchers typically adopt an involved and co-constructing position 

in the production, interpretation, and presentation of results. This characteristic 

of qualitative research embodies the central tenet of constructivist 

epistemology that you cannot segregate objective reality from the individual as 

they are continually experiencing, constructing, and identifying it (Ponterotto, 

2005).  

In relation to the current research, a qualitative/interpretivist position 

assumes that 1) there are multiple ways individuals can experience, perceive 

and, therefore, conceptualise mental health and mental illness in high-

performance sport, 2) the socio-cultural features of high-performance sport will 

influence the experience and conceptualisation of mental health and illness, 

3) how an individual experiences and conceptualises mental health and illness 

will influence how they behave, and finally 4) the socio-cultural 

conceptualisations of mental health and illness will influence how they are 
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governed. As Atkinson (2018) notes, “mental illness is not an inherent 

condition owned by an individual in isolation from others, it is a cultural 

phenomenon as well in the sense that ‘being’ mentally ill is a matter of 

collective cultural reaction, definition, and production” (p. 4).   

 Poucher et al (2019) state that constructivist/interpretivist qualitative 

methodology has been playing catch up in the social sciences, particularly in 

sport psychology research. There has been a promising increase in qualitative 

methodology used in sport and exercise psychology, with Culver et al (2003) 

noting a 68% increase in qualitative research in three sport psychology 

journals during 2000-2009. A more recent perspective notes that 18% of all 

submissions to six sport and exercise psychology journals were qualitative 

(McGannon et al., 2019). However, the majority of the qualitative methodology 

noted above has adopted a postpositivist or critical realist paradigm (Poucher 

et al., 2019). Amongst this increase, the quality of the qualitative research has 

been questioned due to a reliance on procedures that preference a 

positivist/post-positivist position such as inter-rater reliability, member 

checking, and a lack of transparency about the philosophical underpinnings of 

the research (McGannon et al., 2019).  

 The research design and process I’ve adopted in this PhD (outlined in 

the following sections) is hoped to expand the qualitative research base on 

mental health and illness in sport psychology by adopting an 

interpretivist/constructivist perspective that places emphasis on quality in 

relation to the principles of qualitative research (quality criteria is discussed in 

more depth at the end of this chapter). Furthermore, by being honest about 
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my philosophical position, coupled with researcher reflexivity, it is hoped that 

this research is of a high quality.  

 

3.4 Research Design  

This research adopted a qualitative approach to data collection. The research 

questions and my own philosophical position naturally aligned to qualitative 

methodology, therefore the bulk of empirical data collected was through semi-

structured and follow up photo-elicitation interviews (N=39). Due to limited 

research exploring the interconnection between conceptualisations of mental 

health, mental illness, and their management in high-performance sport 

settings, the initial phase of this research was a survey that had a mixture of 

open and closed-ended questions (N=60). The mixture of a survey and 

interviews in this research was chosen for three reasons, 1) the use of a survey 

with both closed and open-ended questions allows for the exploration of 

multiple perspectives, not with the aim to find a singular ‘truth’, but with the aim 

to hear multiple perspectives from different individuals about a particular topic 

(Smith & Sparkes, 2016), 2) using a survey allowed me to gain a snapshot of 

participants understandings of the topics included in the research questions 

(i.e., conceptualisations, culture, management), this snapshot was then used 

to help inform and develop the interview schedules (Sparkes, 2015), 3) using 

a survey that can be sent out via a link and completed quickly assisted in 

sampling by allowing me to reach a large pool of individuals and ask them to 

participate in following phases of data collection (Sparkes, 2015). Additionally, 

form the perspective of a new PhD student, the use of a survey enabled me to 



 

 
92 

build confidence with the research topic and familiarity with potential 

participants. I found using a survey useful in my professional development and 

it acted as a springboard for my confidence in this PhD. Furthermore, my use 

of a survey in this research represents the use of crystallisation to enhance 

rigour (Tracy, 2010; crystallisation, research rigour and quality are discussed 

in more depth at the end of this chapter).  

 Due to the mixture of open and closed-ended questions in the survey, 

some may conclude that I have conducted mixed-method research (Sparkes, 

2015). The use of mixed-method research in social science is debated, largely 

due to the perception that because quantitative and qualitative methods are 

underpinned by different philosophical positions, they are not compatible 

(Sparkes, 2015). However, in this research I did not include a survey to ‘validly’ 

‘measure’ the singular ‘truth’ of the research questions and participants, as 

that would be the approach of positivists or post-positivists. Instead, I used a 

survey to explore multiple meanings associated with the topics of the research 

and to aid in the research process (i.e., interview development and sampling). 

As Sparkes (2015) highlights, “the same data gathering technique can be used 

in very different ways, and for very different purposes, by researchers 

operating within these different paradigms [positivist or interpretivist]” (p. 51). 

Therefore, the central aim of the survey was aligned to my own 

interpretivist/constructivist position.  

 Furthermore, the use of multiple methods is a strength of this thesis as 

the findings were not analysed or presented in isolation from each other (the 

presentation of data is discussed in more depth later in this chapter). As is 

typical in mixed-method research, the findings from each method are normally 
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discussed in isolation from each other (i.e., survey findings analysed and 

discussed in isolation from the findings of the interviews). Sparkes (2015) 

discusses this tendency as a limitation of mixed-method research as it doesn’t 

acknowledge the interconnected process of analysing different types and sets 

of data relating to the same research question. In this research, data collected 

during the different phases built upon each other and therefore were 

connected and interpreted together. For example, after analysing and 

interpreting the survey data, I then went on to conduct the interviews with 

knowledge of my interpretations of the survey data, which then ultimately 

influenced the interviews and my interpretation of the interview data. Following 

this, when I conducted the photo-elicitation interviews, I had knowledge of my 

interpretations of the survey and semi-structured interview data. Through 

these processes, I built a picture of the whole data set collected, the similarities 

and differences between them, and how they collectively answered the 

research questions. Subsequently, because of the interconnection between 

the different phases of data collected, I chose to combine the findings when 

answering the research questions. This approach to the analysis, 

interpretation, and presentation of data is reflective of the overarching 

research aim of the thesis; to develop a holistic understanding of mental health 

and illness in high-performance sport. Furthermore, it is a novel approach to 

data presentation in research exploring mental health and illness in high-

performance sport.  
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3.5 Ethics 

Due to the sensitive nature of the research, ethics was viewed as an on-going 

and reflexive process (Palmer, 2016). For example, ethics was not viewed as 

a tick box exercise completed before data collection and forgotten about after. 

Instead, ethics was viewed as a continuing process throughout all phases of 

this thesis. For example, following transcription of the interview data I emailed 

the participants a copy to read through and asked them if they were still happy 

for it to be included in the thesis. I also offered them the opportunity to remove 

any parts of the interview transcript they no longer wanted to contribute. 

Additionally, I continually reminded participants that their participation in this 

research was optional, and they could remove themselves, or their data, at 

any point.  

Procedural institutional ethical approval was sought for all three phases 

of data collection through the Northumbria University Ethics Online platform. 

This process required adhering to ethical procedures to ensure participant 

rights such as informed consent, confidentiality, privacy, lack of deception and 

protection from physical and psychological harm. Informed consent was 

obtained for all three phases of data collection through written and verbal 

information briefings (Appendix 6 & 7). A physical signed copy of an informed 

consent document was required from all participants before each phase of 

data collection took place. Due to the online nature of the first phase of data 

collection, participants were required to read an online information sheet and 

tick an informed consent box before being allowed to enter into the survey 

(Appendix 1). The information sheets and verbal briefings made it clear that 

participation was voluntary and that participants had the right to withdraw from 
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the research at any point without giving a reason, including withdrawing their 

data, up until the submission of the research as part of the researcher’s 

doctorate. 

 Monitoring ethics during the research process involved on-going 

researcher reflexivity and discussions with the primary supervisor of the 

project (Palmer, 2016; Smith & Sparkes, 2016). For example, during the write 

up of this thesis, I was asked by all three of my supervisors if I should include 

the specific job/athlete role of the participant next to quotes from their 

transcript. Although I agreed that this is helpful to contextualise the quote, I did 

not believe it was fair to include specific roles next to participant quotes as the 

mixture of their words, specific experiences, and job role could highlight their 

identity to readers. This is due to the environment the participants work in; 

high-performance sport in the UK is a closed community and most individuals 

know who works with which sport and in what position. Furthermore, because 

of the sensitive nature of the topic (mental health and illness) coupled with the 

secretive environment of high-performance sport, participants often expressed 

concern about the identifying features of their accounts when translated into 

research outputs (Palmer, 2016). Consequently, I did not feel I was upholding 

my assurance to participants that their data would not be identifiable if I 

included specific job roles alongside their quotes in the thesis. Therefore, 

vague role/job descriptions are provided in the discussion chapters to protect 

the identity of the participants but provide enough context about who is 

speaking. Furthermore, pseudonyms are used for all participants and any 

individuals referred to in their interviews. Reference to places or specific 

competitions that are easily recognised and associated with specific sport 
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teams/clubs were changed to vague descriptors in the transcripts and the write 

up of the research (e.g. North East football club). The same principle was used 

when reference to physical locations and training centres were made in 

interviews.  

 Discussing topics related to mental health and illness can be upsetting. 

Therefore, participants were offered time away from the interview if needed, 

reminded of their ability to withdraw from the research at any point without 

having to provide a reason, and given the option to move on from a question 

if they couldn’t or didn’t want to answer it. Revealing personal information 

about the researcher’s own experience with mental health and illness was 

sometimes used to comfort or de-stigmatise the topics being discussed 

(discussed in more depth in the researcher positionality section of this 

chapter). Revealing this information sometimes helped ease the 

participant/interviewer divide and allowed for a less formal discussion in the 

interviews. Additionally, the researcher often talked about their ‘outsider’ 

position in relation to high-performance sport. This often encouraged 

participants to go into more detail in their accounts to help the researcher 

understand their stories and perspectives in more detail due to their lack of 

experience.  

 

3.6 Participants and Sampling 

Participants were required to meet the following inclusion criteria to take part 

in all three phases of data collection: 
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• An athlete or member of support staff (support staff positions included 

those working directly with athletes in either a medical, performance, 

welfare, or logistical capacity).  

• Be over the age of 18 

• Currently working in the United Kingdom on a full-time, part-time or 

consultancy basis  

• Competing or working in the top two tiers of any Olympic, Paralympic 

or professional sport (i.e., premiership or championship rugby union or 

football, super league or championship rugby league, or 

performance/talent/funded strands of Olympic and Paralympic sports).  

The definition of high-performance sport used in this research was adapted 

from Swann et al (2015) criteria for defining elite athletes. This definition 

combines both the level of competition relative to the country and the 

duration/position of success achieved at that level. Athletes and support staff 

were asked to select the criteria that best described the level they worked or 

competed at from the below list before each data collection point:  

1. Semi-elite: highest level of competition is below the top standard 

possible for the sport in the country (e.g., second tier or below) 

2. Competitive elite: regularly compete at the highest standard in sport 

(e.g., top divisions/leagues or competes/selected to compete at the 

Olympic Games or World Championships).  

3. Successful-elite: compete at the highest standard and experience some 

infrequent success at that standard (e.g., winning the event/medal) 

4. World class-elite: experienced sustained success at the highest level, 

repeated wins over a prolonged period (e.g., gold medals in 
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consecutive Olympic Games/World Championships/major competition 

victories over a number of seasons).   

A maximum-variation, criterion-based purposive sampling strategy was used 

alongside snowball sampling across the three phases of data collection (Smith 

& Sparkes, 2016). The strategy was adopted to enhance the variation of 

different staff members and athletes represented in the data. For example, 

participants from multiple sports, high-performance levels, and support staff 

positions were sought. Snowball sampling refers to a recruitment technique 

whereby existing participants recruit acquaintances who fit the research 

inclusion criteria (Sparkes & Smith, 2013). Snowball sampling was a 

convenient way to enhance the recruitment for the research because it 

enabled my access to a relatively closed culture (i.e., high-performance sport). 

Participant characteristics for phase one, two and three of data collection are 

displayed Tables 2, 3 and 4, respectively. 
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Table 2. Participant characteristics for phase 1 of data collection. 

Characteristics, n (%) Athlete (n = 34) Staff (n = 26) 

Sex 
Male 67.6% 69.2% 
Female 32.4% 30.8% 

Age 
(years) 29.88 (SD = 13.8) 38.4 (SD = 10.6) 

Ethnicity 
White 88.2% 92.3% 
Asian/Asian British 2.9% 7.7% 
Mixed 5.9% - 
Black/Black British 2.9% - 

Education level 
GCSE’s 14.7% - 
A Levels 23.5% 3.8% 
Undergraduate degree 35.3% 7.7% 
Postgraduate degree 26.5% 84.6% 
Other - 3.8% 

Type of sport 
Team sport 73.5% 76.9% 
Individual sport 26.5% 19.2% 

Level of sport 
Semi-elite 50% 19.2% 
Competitive-elite 26.5% 34.6% 
Successful elite  20.6% 19.2% 
World class-elite  2.9% 26.9% 

Form of employment 
Full-time  73.1% 
Part-time  23.1% 
Self-employed  3.8% 

Length of play/employment 
(years) 12.1 (SD = 9.1) 12.1 (SD = 7.5) 

Sport 
Judo  4 
Football 3 10 
Rugby 8 4 
Rugby union 5 1 
Rugby league  1 
Rugby sevens 1  
Volleyball 8  
Tennis 1  
Athletics 1  
Gymnastics 1  
Cycling 6  
Hockey  1 
Golf  1 
Canoeing  1 
Cricket  1 
Basketball  1 

Job position 
Sport doctor  4 
Coach  1 
Physiotherapist  4 
Strength & conditioning   4 
Sport scientist  4 
Sport psychologist  4 
PR officer  1 
Welfare/well-being officer   2 
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Table 3. Participant characteristics for phase 2 of data collection. 

No. Pseudonym Gender Position Sport Competition 
level 

1 Frank Male Sport psychologist Individual/Team International 
2 Hannah Female Athlete Individual International 
3 Liam Male Pathway manager Individual international 
4 Anastasia Female Wellbeing officer Individual  International 
5 Mike Male Athlete Individual National 
6 Thomas  Male Sport psychologist Individual/team International 
7 William Male Sport chaplain Team Premiership 
8 Toby Male Wellbeing officer Team Premiership 
9 Lily Female Wellbeing officer Individual International 
10 Maria Female Performance 

lifestyle 
Individual/team International 

11 Millie Female Athlete Individual International 
12 Harry Male Athlete Individual International 
13 Cara Female Athlete Team Premiership 
14 Lizzy Female Athlete Individual International 
15 Sky Female Athlete Team Premiership 
16 Benjamin Male Clinical 

psychologist 
Individual/team International 

17 Madeline Female Athlete Individual International 
18 Harriet Female Athlete Team International 
19 Paul Male Sport psychologist Individual/team International 
20 Ethan Male Athlete Team Premiership 
21 Noah Male Athlete Individual National 
22 Henry Male Sports doctor Team International 
23 Rose Female Athlete Team International 
24 Abi Female S&C coach Individual/team National/prem

iership 
25 Pippa Female Athlete Team Premiership 
26 Spencer Male Athlete Team International 
27 Jacob Male Sport psychologist Individual International 
28 Steve  Male Manager/mental 

health 
Individual/team International 

29 Guy Male Sport psychologist Team Championshi
p 

30 Joe Male Clinical 
psychologist 

Individual/team International  

 
 
Table 4. Participant characteristics for phase 3 of data collection. 

Number Pseudonym Gender Position Sport Competition 
level 

1 Anastasia Female Wellbeing officer Individual International 
2 Liam Male Pathway manager Individual International 
3 Frank Male Sport psychologist Individual/team International 
4 Lily Female Wellbeing officer Individual International 
5 Pippa Female Athlete Team Premiership 
6 Toby Male Wellbeing coach Team Premiership 
7 William Male Sport chaplain Team Premiership  
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3.7 Phase One  

A mixed-method survey was used to provide initial insight into the research 

topic in a notoriously hard to reach population. The purpose of the survey was 

threefold: to gain an initial snapshot of multiple stakeholder’s 

conceptualisations and experiences of mental health, illness, their 

management, and the influence of high-performance sport culture on 

conceptualisations and experiences; to use the survey data to inform 

subsequent interview questions; and to develop connections in the UK high-

performance sport system to snowball the sample for the subsequent phases 

of the research. Initially, the survey design was open-ended and qualitative. 

However, upon reflection and discussion with my project supervisors it was 

decided that using a mix of closed-ended and open-ended questions would be 

most appropriate for the exploration of a novel topic and we would receive 

more responses if the survey had more structure with some closed-ended 

questions. The closed-ended quantitative questions were used in the survey 

as a starting point, providing examples that could be used to encourage 

reflection and discussion in follow-up open-ended questions. The open-ended 

questions were included to gain insight into different perspectives from various 

individuals. The findings from the survey were used in the interviews to 

stimulate discussion. An online survey format was chosen because it offers a 

relatively quick and cheap way to collect data across a large cohort.  
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3.7.1 Survey Content 

Two online surveys were developed using the Online Survey software 

(formally Bristol Online Survey; Appendix 1). Both surveys contained the same 

questions and information but used slightly different terminology appropriate 

for staff or athletes and took no longer than 25 minutes to complete.  

The staff survey contained 32 questions in total and the athlete survey 

contained 30 questions in total. Discrepancy in the number of questions 

between the two surveys was due to additional questions about job position in 

the staff survey that were omitted from the athlete survey. The first page of the 

survey contained information about the survey and a compulsory informed 

consent button. Participants were then asked to create a participant code (the 

numerical day and month of their birthday combined with the first two letters 

of their last name). Participants were invited to provide voluntary demographic 

details including age, sex, ethnic origin, level of education, sport(s) they 

currently compete/work in, employment on a full-time or part-time basis (staff), 

length of employment/competition within that sport, and job title (staff). 

Following this, the survey was split into four sub-sections which will be 

discussed in turn below: 1) perceptions of mental health; 2) perceptions of 

mental illness; 3) management of mental health and 4) management of mental 

illness.  

The first two sections aimed to explore what athletes and staff 

perceived mental health and mental illness to be. It contained a combination 

of both closed-ended questions and follow-up open-ended questions. The first 

three questions asked participants to select their level of agreement to three 

different statements based on a 7-point Likert scale (1 = strongly agree, 7 = 
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strongly disagree). The statements included Keyes (2002) definition of mental 

health, the World Health Organisation’s definition of mental health (World 

Health Organization, 2016), the World Health Organisation’s definition of 

mental illness (World Health Organization, 2017b), and the DSM-5 definition 

of mental illness/disorder (American Psychiatric Association, 2013). These 

particular definitions were chosen as they are some of the most widely 

endorsed definitions used by both professionals and the general population 

(Romelli et al., 2016). Therefore, these definitions are not specific to sport 

environments, and this was chosen to see if participants drew upon/agreed 

with wider societal conceptualisations of mental health and illness. This 

section also included statements comparing athlete mental health/illness to 

that of the general population. The statements were primarily included to 

facilitate expansion on perceptions of mental health and illness in the follow-

up open ended questions. Following this, athletes and staff were asked to 

select the three most important, most prevalent, and least prevalent aspects 

of good/poor mental health and illness in athletes (aspects of mental health 

were developed from Keyes, 2002 model of mental health and categories of 

mental illness were modelled from the criteria outlined in the DSM-5). 

The following two sections contained questions about athlete and staff 

perceptions of the current management of mental health and mental illness in 

their respective sport/s. This included multiple choice questions about current 

support available, the most important/influential support, 

availability/completion of training related to both mental health and mental 

illness, the impact training had on practice/training if any, a hypothetical 

question relating to who athletes or support staff would go/refer to for mental 
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health and mental illness concerns, the most qualified person/s with helping 

with mental health/illness in their sport or that they knew of, and an ideal world 

question asking what they wanted/needed in their sport to help support mental 

health and mental illness in the future. All questions were closed-ended and 

were included to assess the current support and management protocols 

available across different sports in the UK. 

The final section of the survey included a voluntary option to leave 

contact details for participation in the interviews, a list of professional and 

charitable contacts relating to mental health and mental illness, and a debrief 

sheet with the contact details of the lead researcher and their institution, further 

information about the aim of the research, and information relating to data 

retention and GDPR.  

 

3.7.2 Procedure 

Initially, the surveys were piloted on two support staff (a sport psychiatrist and 

sport doctor) and two athletes (rugby union player and powerlifter) to ensure 

the terminology and questions were appropriate. General feedback included 

changing the wording of the categories of mental illness to be more distinct 

and cover the full breadth of diagnosable disorders and changing terminology 

in the athlete survey to make it easier to understand. A list of contact details 

was compiled for medical and performance teams of all Olympic and 

Paralympic NGB’s, premiership and championship male and female rugby 

union and league teams, premiership and championship male and female 
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football teams, and the English Cricket Board members (ECB). This was used 

to contact and access potential participants. 

Following ethical approval from Northumbria University ethics 

committee, the surveys were administered to all contacts at the beginning of 

September 2018 via email with an embedded link to the survey. All contacts 

on the list were emailed twice more in the following five months to remind them 

of the research opportunity. The information sheet detailed the accepted 

ethical procedures (as outlined in the ethics section of this chapter and 

documented in Appendix 1). Informed consent was obtained from all 60 

participants before they completed the survey via a button at the bottom of the 

first page of the survey. At the end of the survey participants were asked if 

they wanted to leave their contact details to take part in follow up interviews. If 

the participant chose to do so, the data responses were anonymised through 

the standardised method of creating an ‘index list’ in which the contact details 

of the participant were placed next to their unique reference code. A ‘working 

list’ was then created that used the same reference code against the 

participant’s data set. Both surveys were closed at the beginning of February 

2019.  

 

3.7.3 Analysis 

Quantitative data were downloaded from both surveys and combined into one 

master spreadsheet on Microsoft Excel. Data were then analysed using SPSS. 

Descriptive statistics were run on all questions to produce frequency and 

percentage data. The quantitative data was primarily used to explore wider 
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perspectives of the group of participants (i.e., how many agreed, how many 

disagreed, how much variation in answers) and to supplement the data from 

the qualitative open-ended questions.  

Qualitative data were downloaded into Nvivo, coded and analysed 

using the key principles of thematic analysis (Braun et al., 2019; Braun & 

Clarke, 2019; 1) Familiarisation with data, 2) generating initial codes, 3) 

generating initial themes, 4) reviewing themes, 5) defining and naming 

themes, 6) producing the report.  Thematic analysis offers one way to analyse 

qualitative data in both an inductive and deductive manner, thus allowing 

themes to be interpreted in accordance with the corresponding research 

questions or across a whole data set. Braun et al (2019) reflect on the process 

of conceptualising themes and the variance thematic analysis offers 

dependent on the researcher, research aims and types of data. Initially, when 

analysing the survey, thematic analysis was used to generate themes and 

clusters of data around certain topics and questions in the data. For example, 

questions and data exploring the conceptualisation of mental health were 

separated from questions and data exploring the conceptualisation of mental 

illness, and this was reflected in the analysis and grouping of data. Because 

one of the aims of the survey was to inform subsequent interview topics, the 

researcher’s primary concern was to explore data relating to specific topics 

that would inform the development of the interview schedule (i.e., 

conceptualisations of mental health, illness, mention of culture, management 

strategies). Braun et al (2019) refer to this type of thematic analysis as a topic 

summary or ‘bucket theme’ analysis.  
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Following the ‘bucket theme’ analysis, the whole qualitative data set 

from the survey was analysed together, that is, interpreting themes from the 

data set as a whole and not split into topics. This is referred to as reflexive, 

organic, or ‘Big Q’, thematic analysis (Braun et al., 2019). This analysis helped 

me gain an understanding of nuances across the data set, which subsequently 

influenced my interpretation of phase two and three of data collection and 

analysis. Understanding the qualitative survey data as a whole was important 

so I could compare it to the ‘bucket theme’ interpretations and integrate it into 

my write up.  

 

3.8 Phase Two 

Semi-structured interviews were considered a natural and appropriate 

progression from the survey because interviews enable a greater depth in 

exploration of personal perceptions not typically permitted by surveys (Smith 

& Sparkes, 2016). The purpose of the interviews was to create a conversation 

that invited and facilitated the exploration of participants’ subjective 

perceptions, experiences and stories related to mental health and illness 

specifically in high-performance sport (Sparkes & Smith, 2013).  

 The benefit of conducting a semi-structured interview is that it gives 

greater control to the participant over the direction of the interview, whilst 

ensuring the central topics of the research are still explored (Smith & Sparkes, 

2016; Sparkes & Smith, 2013). Because the topic of mental health and illness 

was still novel in high-performance sport environments when the study was 

conducted, a semi-structured interview offered a more organised approach to 
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the exploration of the topic with participants. By using a semi-structured 

interview design, participants had the chance to familiarise themselves with 

the types of questions they could be asked in the interview. Participants were 

sent a copy of the interview guide prior to the interview so they could read the 

types of questions they were going to be asked. The interview guide was the 

same for all participants and started with the same questions and then 

deviated with prompts and probes that followed each participant’s focus (see 

below for more detail about the interview guides). One reason a semi-

structured interview approach was chosen was because of the time 

commitment it typically requires for an unstructured interview compared to a 

semi-structured interview (Sparkes & Smith, 2013). Participants could 

normally only dedicate thirty to sixty minutes to the research due to their work 

and training schedules, therefore the semi-structured interview was preferable 

because it ensured that topics related to the research questions were covered 

whilst enabling freedom in participant discussion.  

 

3.8.1 Development of Interview Guide 

The interview guides (Appendix 9 & 10) acted as a prompt for the researcher 

and participant and were not used as a crutch to structure and direct the 

interview. Although the interview guide was typically sent out ahead of time to 

participants, the researcher’s preference was for conversation over the 

schedule, and this was made clear to the participant.   

Interview guides were developed through a combination of results from 

the survey and prior knowledge I, and my supervisory team, have of the 



 

 
109 

research field. Two interview guides were developed, one tailored to athletes 

and one to staff members. The survey was split into four subsections that 

covered the central research aims: 1) background; 2) conceptualisation of 

mental health and mental illness; 3) management of mental health and mental 

illness; and 4) cultural influences of high-performance sport. The first section 

covered aspects of the participant’s athletic/working background, such as 

current position, day to day activities, recent changes in sport structure (i.e., in 

the lead up to big competition), or recent changes in funding and management. 

This discussion helped the lead researcher to build rapport with the participant, 

developing a more comfortable environment to disclose information relating to 

mental health and mental illness (Lambley, 2020). The second section of the 

interview schedule aimed to understand the participant’s conceptualisations of 

mental health and mental illness, including experiences or people who may 

have influenced their perceptions. The third section aimed to explore their 

perceptions of the current management of mental health and mental illness in 

the participant’s sport, including questions about who they would seek help 

from for mental health and illness, if the current management was effective 

and what (if anything) needed to be improved. The final section of the interview 

guide asked about the cultural influences of sport on the participant’s 

understanding of mental health, mental illness, and their management. 

However, topics relating to the culture of high-performance sport permeated 

the whole interview process and culture was discussed throughout the 

interview in relation to both conceptualisations and management.  
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3.8.2 Procedure 

Participants were recruited through a purposive sampling method (Sparkes & 

Smith, 2013) coupled with interest from the survey. Thirty participants were 

recruited in total with an even split between staff and athletes (N=15, N = 15).  

Once participants had expressed interest in the follow-up interviews or 

had been contacted by the lead researcher, they received a copy of the 

participant information sheet via email, the information sheet detailed the 

accepted ethical procedures (as outlined in the ethics section of this chapter 

and documented in Appendix 2). Before the interview started, participants 

were given time to re-read the participant information sheet, ask questions, 

and were required to sign an informed consent form (Appendix 7). Participants 

were told they could break from the interview at any point, reschedule the 

interview, or terminate the interview and their involvement in the study without 

providing a reason. Following the interview, participants were given a 

participant debrief sheet which detailed a list of professional contacts and 

charities which could support any issues concerned with the topics discussed 

in the interviews (Appendix 4).  

 Interviews were conducted from December 2018 until May 2019. 

Interviews were held at a place and time convenient to the participant. This 

was typically the environment they worked or trained in, a local café, library, 

or university campus. On numerous occasions, multiple participants 

worked/trained at the same place and interviews were staggered throughout 

the same day. Occasionally, a mutually beneficial time could not be arranged 

for a face-to-face interview and interviews were conducted over Skype, Google 

hangout or Zoom (Iacono et al., 2016).  
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 Interviews were voice recorded and transcribed verbatim as soon as 

possible after the interview had finished. Immediately after the interview, I 

recorded my thoughts about the interview in my reflexive diary (Appendix 8). I 

revisited the reflexive diary during analysis to critically challenge 

interpretations I was making about the data. I did this by re-reading the 

thoughts I had recorded in the diary immediately after the interview to 

contextualise the data. For example, the general impression I had of the 

participant or their role within the organisation was influential when interpreting 

the data because status and power dynamics between participant and 

interviewer can influence what is, or isn’t, said (Ortlipp, 2008). 

 

3.8.3 Analysis 

Interview data were primarily analysed through reflexive thematic analysis 

(RTA; Braun & Clarke, 2019). Since the publication of their original thematic 

analysis article in 2006, Braun and Clarke (2019) recently reflected on the 

developments they have made since initial publication. RTA embraces and 

celebrates the researcher and the research process as creative, reflexive, and 

subjective. As Braun and Clarke state “qualitative research is about meaning 

and meaning making, and viewing these as always context-bound, positioned 

and situated” (2019, p. 591). From this perspective, RTA compliments the 

ontological and epistemological underpinnings of the current research, both by 

acknowledging that there is not one ‘true’ reality to be discovered and, 

importantly, that the process and outcome of research is always influenced by 

context.  
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 The central features of RTA are the same as thematic analysis outlined 

by Braun & Clarke (2006) and Braun et al (2016). However, the focus of RTA 

is on reflexivity, transparency and the influence of researcher ontology and 

epistemology on process and outcome. This anchors RTA as a member of the 

‘big Q’ camp in qualitative research because it does not align to a (naïve) 

realist ontology and (post) positivist epistemology (Braun et al., 2016). The 

following steps of RTA outlined are considered as a starting point for analysis 

and not as a map or strict recipe to follow for successful analysis (Braun et al., 

2019). The first step of analysis is familiarisation with the data, which began 

during the interviews and continued until the final draft of the thesis was 

submitted for examination. Familiarisation with data requires the development 

of an intimate knowledge of the data and this began at the semantic level 

(around the ‘obvious’ meanings presented in the data) and progressed 

towards a latent level of analysis (exploring and interpreting the meanings and 

assumptions that underpin the obvious semantic data). The notes and 

reflections (i.e., semantic, and latent) I recorded on the transcripts were then 

turned into codes during the second phase of analysis. Familiarisation with 

data did not stop at this point and I continued to read all transcripts in full asking 

critical questions about the data and my interpretations (e.g., How would I feel 

in this situation? Why might the participants be making sense of things in this 

way and not another way? What worldview does this account imply or rely on? 

(Braun et al., 2016). Codes for sections of data were tagged in all transcripts 

and the code reflected the semantic or latent essence of that section of data. 

Following the extensive process of coding all thirty transcripts, the following 

stages of theme development, theme refining, and theme naming began. That 
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process required continuously going back to the transcripts to re-read and 

reflect on the raw data. Furthermore, data from the interviews was considered 

in relation to the data from the survey. During this process, I developed working 

descriptions of the different themes that contained some of the central quotes 

of the theme and a short description. The working description documents were 

developed and shared with my supervisors on numerous occasions to discuss 

and challenge interpretations, a process known as critical friends (Smith & 

McGannon, 2018). All the phases outlined above were revisited and 

continuously engaged with throughout a six-to-twelve-month period. As Braun 

and Clarke (2020) importantly highlight; “the analytic process [of RTA] involves 

immersion in the data, reading, reflecting, questioning, imagining, wondering, 

writing, retreating, returning. It is far from mechanical and is a process that 

requires ‘headspace’ and time for inspiration” (p. 5).  

 Particularly significant for the current research, RTA asserts and 

accepts that analysis and theme development is a fluid and flexible process 

that is never truly finished (Braun et al., 2016). At this point, I would like to 

explicitly state my awareness and acceptance that research cannot be 

conducted in a contextual and subjective free environment. Therefore, my 

creation of themes through RTA was not wholly inductive. This is because I 

had prior knowledge and experience (both academic and personal) of the 

research topic, coupled with a specific philosophical orientation and research 

aims. Importantly, through RTA, my prior experience, knowledge, and 

philosophical orientation are viewed as a resource, not a hinderance, to 

facilitate a nuanced and reflexive piece of qualitative research (Braun & 

Clarke, 2020). 
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3.9 Phase Three 

The use of photo-elicitation interviews developed from the desire of the lead 

researcher to use visual research methods (VRM) to explore personal 

concepts related to mental health and illness. My desire to use VRM stemmed 

from the successful use of VRM in sport psychology and mental health/illness 

research (Busanich et al., 2016; Harrison, 2002; Phoenix, 2010a). This 

research suggests that a combination of VRM and traditional research 

methods (i.e., interviews) is effective in exploring the topic of interest in more 

depth by considering why participants choose particular visual representations 

(i.e., why did you choose this particular photo? Why not another photo? What 

is it about his photo that captures part of the research question for you?; 

Harrison, 2002). Furthermore, VRM has been successfully used in sport and 

exercise research to understand how culture influences individual 

constructions and perceptions of phenomena, such as eating disorders 

(Busanich et al., 2016) and ageing (Phoenix, 2010b). Therefore, VRM were 

deemed an appropriate method for this research to explore the interaction 

between individual constructions of mental health and illness in relation to the 

influence of culture and how these influence management practices in high-

performance sport.  

Originally, the third phase of data collection was observational in 

design, however, upon reflection and conversation with participants willing to 

continue engaging with the research and my research supervisors, 

observations were not considered feasible due to the topic of the research, the 
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environment of high-performance sport, and the time constraints of a three-

year PhD.  

Participant-produced images/auto-photography is an example of a 

VRM where participants are asked to take pictures that demonstrate/capture 

part of their world that relates to a research question (Phoenix, 2010a; Sparkes 

& Smith, 2013). Auto-photography techniques and photo elicitation interviews 

have been successfully used in research conducted in sport settings 

(Busanich et al., 2016; Phoenix, 2010b) and in mental health research (Glaw 

et al., 2017). Photo elicitation can be used as an interview design or tool to 

help explore different layers and subjective meanings associated with culture 

in interviews (Phoenix, 2010a). Photo elicitation interviews involve the 

participant and/or researcher using photos within an interview setting to 

stimulate and add depth to discussion related to the research questions: “The 

difference between conventional interviews and photo elicitation lies in the way 

participants respond to the symbolic representations in the photographs” 

(Glaw et al., 2017, p. 2).  

Auto-photography and photo elicitation techniques had the potential to 

highlight some of the different ways people make meaning in various cultures 

(Phoenix, 2010a). In a hard to access population and environment like high-

performance sport, auto-photography allowed participants to show as well as 

tell the cultural aspects of their sport (Phoenix, 2010a). When considering the 

design and purpose of the current research, photo elicitation interviews 

enhanced my ability to engage with and understand the culture of a notoriously 

hard to reach environment. Furthermore, this method enabled me and the 

participants to further explore and interpret how the cultures of high-
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performance sport may have influenced the conceptualisation of mental health 

and illness at the individual/personal level. Principally, the visual data was 

used as a resource to enhance participant engagement and discussion, and 

not as the central topic of investigation/analysis (Harrison, 2002; Phoenix, 

2010a). Photo-elicitation interviews were conducted with participants who had 

engaged with either the survey, semi-structured interviews, or both. The 

central aim of the photo-elicitation interviews was to continue exploring the 

depths of meaning individuals associated with mental health, illness, their 

management, and the culture of high-performance sport. 

I would like to take this opportunity to offer a reflection on the use of 

photo-elicitation interviews in this PhD. For some authors using photo-

elicitation interviews in sport and mental health research contexts, the 

photographs become part of data analysis and data presentation (i.e., by 

including photographs in the write up of research; Glaw et al., 2017; Phoenix, 

2010b). However, for me, the photographs provided by participants for the 

photo-elicitation interviews were only ever intended as a tool or a resource to 

stimulate and deepen discussion of the research topics with participants during 

the interviews (Harrison, 2002). Therefore, the photographs were not analysed 

beyond surface level reflections (these reflections are included in section 3.3.3 

of this chapter) with participants and supervisors and are, consequently, not 

included in this thesis. The reason for this decision is twofold; 1) the amount 

of data I have collected for this PhD is significant and analysing different 

depths of data was time consuming. The time taken to analyse the data 

collected for this research was especially challenging considering the time 

constraints of a PhD. Therefore, I did not think it was necessary to add another 
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layer of depth in data to adequately answer the research questions and aim of 

the thesis, 2) participants often included personally identifying features in their 

photographs of themselves or others. This was despite participants being 

asked not to do this in the participant information sheet (see below for ethical 

considerations for visual data and the photo-elicitation interview procedure). 

Therefore, I could not include the photographs produced by participants in this 

thesis because it would highlight their identity or the identity of individuals they 

work with, which would breach my ethical responsibility to anonymise data and 

keep participant identity confidential.  

 

3.9.1 Ethical Considerations for Visual Data 

The use of visual data in research requires additional ethical consideration of 

identity, anonymity, and informed consent (Phoenix & Rich, 2016). Initially, 

participants were asked to obtain written, informed consent from any individual 

included in the photographs they took. However, after reflecting on ethical 

feedback, it was decided that participants could not take pictures to use in the 

research if they included personally identifiable features of individuals in them. 

If participants did want to use photographs with people in them, they were 

asked to occlude/redact any identifiable features from the photographs. If they 

did not occlude/redact personally identifiable features the photographs were 

not used in the interview or analysis.  

 The participant information sheet (Appendix 3) explained that the lead 

researcher needed access to a copy of the photographs for analysis purposes. 

The information sheet also offered the participants the opportunity to allow the 
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researcher to use their photographs in outputs related to the research, such 

as journal articles and the doctoral thesis. At the bottom of the information 

sheet participants were asked to provide informed consent if they were willing 

for the photographs to be used in research outputs.  

 

3.9.2 Procedure 

Seven participants had already expressed an interest in taking part in further 

research following the survey and interviews. After obtaining ethical approval 

in April 2019, these individuals were contacted and asked if they were willing 

to take part in the final, photo-elicitation phase of the research. All nine 

individuals agreed and were sent the information sheet and consent form. A 

mutually agreed time and place for the interview was agreed with each 

participant and interviews were conducted between the beginning of May 2019 

and the end of October 2019. Five interviews were conducted face-to-face and 

four were conducted virtually over Skype or Zoom.  

 Before the interview started, participants were given time to read the 

information sheet again, ask questions, and sign the consent form. 

Participants were reminded of their right to withdraw themselves and their data 

at any point without providing a reason. They were reminded of the process of 

anonymisation and confidentiality in relation to the interview recording, 

transcript, and photographs.   

 During the interview, an interview guide was used to help the 

researcher cover some of the most important research questions (Appendix 

10). The interview was designed around the photographs and participants 
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were asked to describe the photo, why they chose it and what research 

question(s) they picked it in relation to. During and following these questions, 

the researcher used probing questions to further explore the meaning 

participants associated with the photographs. The interviews were largely 

conversational and informal in nature because rapport had already been 

established in previous interviews and exchanges about the research 

(Lambley, 2020).  

 Following the interview, participants were provided with a debrief sheet 

and offered the chance to ask the researcher any questions they had about 

the research. Following this, I recorded my initial thoughts and reflections of 

the interview in my reflexive journal (Appendix 8) and transcribed the 

interviews verbatim. The transcripts were analysed alongside the photographs 

and used to supplement prior findings from the survey and the semi-structured 

interviews.  

 

3.9.3 Analysis & Reflection 

The photographs produced by participants in phase-three of data collection 

had several similarities, such as being photos of success, which is related to 

the performance narrative of sport (i.e., securing funding, winning a race, 

holding a trophy, medal ceremonies, Douglas & Carless, 2006), or depicting 

health compromising behaviours that are normalised through the culture of 

high-performance sport (i.e., restrictive weight making practices, aggression 

and injury, and poor life/work balance, (Papathomas, 2019; Theberge, 2008; 

Waldron & Krane, 2005).  
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Upon reflection on the use of photo-elicitation interviews, it was 

particularly interesting that the use of visual data enhanced the interview 

process. For example, the photographs helped participants anchor their 

discussion around specific events or people included in the photographs that 

related to the research questions. Furthermore, participants had physical 

copies of the photographs and used them in the interviews to help make sense 

of their perspectives, either by explaining the detail of the photograph or by 

asking me to look at the photo and provide my own perspective. Not only were 

the photographs a helpful tool in the interviews for participants they also 

encouraged the discussion of stories and experiences associated with the 

photos. The stories provided a particularly rich data set to compliment the 

previous phases of data collection.  

 The audio data were analysed in accordance with RTA (Braun & Clarke, 

2019) alongside the data from the previous data collection phase (see 

previous section for a discussion of the RTA process). The visual data were 

viewed and considered alongside the audio data from each participant 

involved in the photo-elicitation interviews. As outlined earlier, visual data were 

used as a tool to prompt participant and researcher reflection on the culture of 

high-performance sport and its impact on the conceptualisation and 

management of mental health and illness. Therefore, the conversation 

stimulated by, and about, the photographs was considered most important for 

analysis compared to the actual visual data of the photographs. This 

conversation stimulated by the photographs is presented and discussed in the 

same way as phase-two data in the data chapters of this thesis. Where data 
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from phase-three is presented, I give a brief description of the photograph the 

conversation related to.  

 

3.10 Presentation of Data 

The three-phase data collection structure was particularly helpful in layering 

depth. Specifically, in phase one the survey data offered initial insight into the 

conceptualisations and management of mental health and illness in high-

performance sport and how they may be influenced by culture. The survey 

data also informed the topics explored in the semi-structured interviews such 

as the influence of culture on experiences of mental health and illness. Phase 

two of data collection afforded the exploration of all three research questions 

in more depth, building upon the data collected in phase one through semi-

structured interviews. Subsequently, in phase three of data collection, the 

photo-elicitation interviews enabled me and the participants to explore topics 

from phase one and two in more depth, through visual data and the stories 

attached to them. The aim of the different phases of data collection was not to 

ask different questions but, instead, to ask the same research questions in 

different ways and at different levels of depth. From this, the phases of data 

collection built upon each other to answer the research questions with different 

layers of data.  

Consequently, the data chapters in this thesis are not organised in 

relation to the different phases of data collection (as is typical in PhD theses, 

i.e., study one, study two, study three). Instead, the data chapters are 

organised by research question integrating data from each phase of the 
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research. In chapter 4, discussion relates to the first research question; how 

are mental health and illness conceptualised by individuals operating in high-

performance sport? In chapter 5, data are presented that relate to the second 

research question; how does high-performance sport culture influence the 

experience of mental health and illness and associated behaviours? In chapter 

6, data are presented that relates to the management of mental health and 

illness in high-performance sport, thus answering the final research question; 

how are mental health and illness managed in high-performance sport? 

Collectively, data from all three-phases of data collection are presented in 

each chapter with the overall purpose to answer the research aim; to develop 

a holistic understanding of mental health and illness in high-performance sport. 

Therefore, combining findings from a survey, semi-structured interviews, and 

photo-elicitation interviews helped me to build a broader picture of the topic of 

mental health and illness in high-performance sport by providing different 

layers of depth and types of data (i.e., short reflections in a survey, in-depth 

discussions in an interview, or through the stories and meanings attached to 

pictures).   

The approach to the presentation of data in this thesis is a particular 

strength as it combines findings from different methods to answer research 

questions (Sparkes, 2015). This approach is unlike traditional forms of 

research that typically discuss findings from different methods in isolation 

(Sparkes, 2015). As Sparkes (2015) highlights, mixing methods (whether that 

be different types of qualitative, quantitative, or both types of methods) 

enhances research completeness, that is, it allows for a more comprehensive 

and broad understanding of a topic. As discussed earlier, my position on the 
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debate of mixing methods in social science is that a researcher’s philosophical 

and methodological persuasion does not prescribe what methods they must 

use, instead it typically guides what methods may be most suitable to use 

(Sparkes, 2015). Especially as an interpretivist/constructivist I do not believe 

that psychological or social phenomena is ‘out there’ for researchers to reliably 

capture or ‘measure’, instead phenomena are constructed differently 

depending on an individual’s experience and the socio-cultural environments 

they inhabit (Ponterotto, 2005).  

 

3.10.1 Creative Analytical Practice 

To present data in chapters 4 and 5, I use creative analytical practice (CAP). 

CAP is a term used to describe alternative and creative ways of analysing and 

presenting data (Caulley, 2008). Specifically, in chapter 4 and 5, I use creative 

non-fiction to present data themes. Creative non-fiction is a form of CAP that 

tells a story which is grounded in research data (Orr et al., 2020). The term 

nonfiction refers to the adoption of techniques from literary fiction (e.g., 

metaphors, dialogues) to represent the data, and does not mean that facts 

reported are made up (Sparkes & Smith, 2013). CAP offers an alternative form 

of data presentation compared to traditional scientific and realist presentations 

that often require a more prescribed interpretation from the reader (Schinke et 

al., 2016). 

There are various forms of creative non-fiction (Spalding & Phillips, 

2007) and I chose to present data through composite vignettes. Composite 

vignettes allow for the representation of multiple voices in creative non-fictions, 
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therefore not losing the richness of data afforded from multiple perspectives. 

This is particularly useful when presenting data from a large data set, as 

composite vignettes allow the researcher to present multiple perspectives 

through one storyline (Sparkes & Smith, 2013). Furthermore, research utilising 

creative non-fiction practices in sport science research, demonstrates the 

efficacy of composite vignettes in illuminating the complex and multifaceted 

realities of psycho-social life in high-performance sport (Cavallerio et al., 2016; 

Clarkson et al., 2019; Rebecca F. Hings et al., 2018; Schinke et al., 2016).  

Importantly for the subject matter of the current research, I wanted to 

present data relating to the culture (chapter 5) and the everyday management 

practices of mental health and illness (chapter 6) in a prose that may resonate 

with readers more easily, consequently enhancing naturalistic generalisability 

(Lambley, 2020; Smith & McGannon, 2018). My hope was to ‘bring to life’ and 

show the nuanced psychosocial topics interpreted from the data through 

creative writing practices, to help practitioners and athletes in the field of sport 

and exercise by providing knowledge that resonates with them and their 

experiences. For example, in chapter 5, the influence of culture on mental 

health and illness behaviours is presented through a composite vignette from 

the athletes’ perspective. The composite vignette highlights the multiple and 

complex challenges athletes face in sport when considering how and who to 

seek help from for mental health or illness concerns. Furthermore, in chapter 

6, I present a composite vignette from the perspective of sport psychologist 

about the challenging realities of managing mental health and illness in high-

performance sport. It is hoped that practitioners such as S&C coaches, 

physiotherapists, performance coaches, and sport psychologists may be 
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better able to engage in the emotional and personal aspects of managing 

athlete mental health and illness in sport through storytelling and reading.  

The process of developing the creative non-fictions was twofold and 

was informed by Hings et al (2018) process of developing composite vignettes 

in sport research. The first stage involved analysing data through RTA as 

outlined by Braun and Clarke (2006, 2019, 2020; please see earlier in this 

chapter for a detailed account of RTA). Within the second stage, I engaged in 

the steps outlined by Hings et al (2018) in the development of creative non-

fictions that include; 1) separating the interview transcripts by the participants’ 

professional sporting roles (i.e. athlete/different support staff roles), 2) 

highlighting quotes and stories from appropriate thematic groups developed 

during RTA that could be used to create/influence the non-fiction content, 3) 

arranging the highlighted content in a master document representing each 

professional role/perspective, 4) reviewing and reflecting on the quotes and 

stories highlighted from the data and grouping them together based on topic 

and/or type of position to form the base of the creative non-fictions, 5) finally, 

developing the grouped quotes into short creative non-fiction stories with the 

help of my research supervisors, which involved filling in any blanks between 

quotes and developing the narrative of the story. Importantly, the composite 

vignettes include data collected during all three phases and that represent the 

core themes interpreted from each research stage. 
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3.11 Researcher Positionality 

As discussed in the introduction to this thesis, my own experience of an eating 

disorder in an exercise context influenced the design and process of this 

research. One concept that has been useful to help me consider my position 

with the research is the idea of insider and outsider knowledge (Hayfield & 

Huxley, 2015). An insider in research is someone who shares facets of their 

identity and/or experience with the research topic and/or participants, and an 

outsider is someone who does not (Hayfield & Huxley, 2015). However, insider 

and outsider status in qualitative research is not clear cut, instead the lines 

between insider and outsider are often blurred (Hayfield & Huxley, 2015) and 

may be better understood as a continuum (Hellawell, 2006). From a continuum 

perspective, an individual can fluctuate between the extremes of insider or 

outsider depending on the stage of research, the different facets of a research 

topic, or depending on the similarities and differences they hold with the 

research environment or participant (Hellawell, 2006). Furthermore, 

researchers can be both insiders and outsiders in a piece of research. For 

example, I am an insider to the topic of mental health and illness, but an 

outsider to the context of high-performance sport.  

Awareness of the blurred lines and continuums of insider and outsider 

perspectives in research is developed through reflexivity (Hayfield & Huxley, 

2015; Hellawell, 2006). Reflexivity in research is about reflecting on your own 

thoughts and behaviours and the interaction they have with the research 

process and the topic of investigation (Berger, 2015). Reflexivity in qualitative 

research can take on many forms, but in this research, I used it to explore the 
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interaction I had with the research topic and how this influenced various 

decisions I made during the research process. I developed my reflexivity 

through interactions I had with supervisors, friends, colleagues, my therapist, 

and through my self-awareness.  

 

3.11.1 Insider Knowledge as a Research Resource 

I started this PhD knowing I was an insider to the topic of mental health and 

illness. Not only had I researched it before, but I also had personal experience 

of it. Early in the PhD, I shared my experience of an eating disorder with my 

principal supervisor who commented on how important it was to the research 

and how it could help me moving forwards to understand the topic on an 

experiential level. Whilst reflecting on the process of the PhD I see it as a 

resource. However, this wasn’t always the case and one of the things on my 

mind was whether I share my insider status with participants or not. This wasn’t 

a categorical decision I made early on in the research process as a definitive 

yes or no, it was a decision that revealed itself to me whilst interviewing 

participants.  

Previously, sharing my experience of disordered eating with participants 

during my masters was helpful, as it aided our connection and built upon the 

rapport and trust we had through mutual experience. However, a key 

difference between my master’s research and PhD was that I recruited 

participants in my masters who had lived experience of mental illness, 

something I didn’t do in my PhD. For the majority of my PhD, I believed that 

the decision not to recruit participants with lived experience of mental illness 
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was due to the fact that it wasn’t necessary to answer the research questions. 

We weren’t actively seeking information from individuals who had first-hand 

experience, we were exploring the topic in a high-performance context. 

However, upon reflection I know that my decision was also influenced by the 

impact my masters research had on me. As stated in the introduction to this 

thesis, interviewing individuals about experiences like mine was difficult and 

challenged me in ways I didn’t foresee. I was scared to have a similar 

experience during my PhD and my motivations to not recruit individuals with 

lived experience was partially a protective mechanism.  

However, the topic of the PhD was still something close to home for me 

and I didn’t want to feel like I had to hide my experience from participants, and 

I knew that it could be helpful to share in interviews. At the time of interviewing, 

mental health and illness in high-performance sport was still taboo due to its 

negative connotations. Therefore, I took each participant interview at a time 

and judged the appropriateness of sharing depending on the individual and 

our conversation. For some participants, they saw mental illness as a distant 

thing that had never impacted them or anyone they knew. In these situations, 

I didn’t think it wasn’t necessary for me to share my experience. However, 

some participants had first or second-hand experience of mental illness or 

poor mental health and they discussed this in the interview. In these instances, 

I needed to decide whether sharing my insider experience would a) dilute their 

experience and turn the interview in on myself, or b) encourage their 

openness, discussion, and reflection on the research topics. In most interviews 

when I did choose to share my insider status, it lowered the ‘threat’ associated 

with the topic and made me more human and relatable. I found that the tone 
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and nature of the interview changed from a formal experience to more 

conversational. I think it changed my position from a detached researcher 

interrogating participants into someone who had a genuine interest in and 

desire to help others.  

My insider knowledge of mental health and illness was also a resource 

during this research because, as (Berger, 2015) notes, having insider status 

allows you to understand the language used by participants. Due to my 

personal and research experience, I had knowledge of the medical model of 

mental illness and the language used in it, continuum models of mental health 

and illness and the debates surrounding them, and I was aware of the 

treatment pathways used to help individuals with mental illness (including 

acronyms and types of treatment, e.g., CBT, integrative therapy, SSRI’s). This 

source of information was useful when participants discussed different ‘types’ 

of mental illness, associated treatment pathways, and desired outcomes in 

interviews.  

Despite this resource of insider knowledge, it sometimes hindered my 

ability to be curious in interviews. If a participant had disclosed their own, or a 

family member’s, experience of mental illness or mental health I was less likely 

to probe them about the language they used or what they meant by certain 

phrases or situations. I was less likely to probe as I didn’t want to patronise the 

participants and come across like I was superior as a researcher. Because 

these participants had first or second-hand experience of the topic, I was more 

guarded in my approach to questioning as I assumed their common knowledge 

on the topic (Hellawell, 2006). Because we spoke a similar language and had 

our own unique experiences with mental illness, I assumed that what they 



 

 
130 

discussed, for example depression or issues with a particular treatment 

pathway, they understood it in a similar way to me. On the insider continuum, 

I assumed I was at the top of it when speaking to someone who had their own 

experience of mental illness (Hellawell, 2006). As a constructivist, this is a trap 

I fell into, and it didn’t allow me to fully explore their subjective constructions 

or experiences. Hindsight is a wonderful thing, and this is a lesson I have learnt 

about assuming common or shared knowledge with participants.  

 

13.11.2 Outsider Knowledge and Naivety  

Despite being an insider to the topic of mental health and illness, I was an 

outsider to high-performance sport. Sport is something I am fascinated by 

because it is alien to me. I never grew up sporty and only ever engaged in 

exercise for weight controlling purposes. Therefore, I’d never experienced the 

joy or benefits of participating in organised sport. Coming into this research 

from that position made me very critical towards high-performance sport as I’d 

only ever known the downsides to it through research (i.e., mental health and 

illness issues in high-performance sport). My position on the outsider 

continuum fluctuated throughout this research, and due to my self-awareness 

of my outsider status I used it as a resource.  

 Not coming into data collection with an understanding of high-

performance sport was something I tried to own. Participants would often ask 

me how I got into this research area, and I was honest about my naivety to 

high-performance sport. Instead of letting my outsider status isolate me in 

interviews, I used it as a source of curiosity. Unlike the topic of mental illness 
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and assuming common knowledge with participants, I asked participants to 

explain to me every detail of their lives in sport, from the beginning to the 

present. Whenever a participant would mention something about high-

performance sport, I would ask them to explain it to me in detail as I didn’t 

know anything about sport. I found that with most participants this was useful 

because they were able to describe things to me like a ‘rookie’ (Berger, 2015). 

It shifted the power imbalance often encountered in research because they 

were the experts, and I was learning something I knew nothing about from 

them.  

 However, despite my assumed outsider status in high-performance 

sport, there were times when I could draw comparisons with the individuals I 

interviewed. For example, whilst describing the sacrifice athletes often must 

make to be elite, I felt compassion. I also had given up a lot to chase my 

healthy exerciser status. Exercise for me felt like a chain that kept me in one 

place and limited the spontaneity in life. For a lot of participants, sport was no 

longer enjoyable for them and had morphed from something they loved when 

they were younger into something they had to do. Whilst listening to 

participants discuss their labour of love with sport, I felt sorry for them because 

it’s a lonely and sad place to be feeling obliged to do something that you no 

longer love and can hurt you. I believe that, in these instances, my critical 

approach to high-performance sport heightened. I felt the bitter taste of 

familiarity and it stayed there. The criticality I have towards high-performance 

sport is evident in my approach to this research and my interpretation of data 

in the data chapters.  
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 Cognisant of my interpretivist/constructivist philosophical orientation 

(Ponterotto, 2005), my own experience of mental illness has influenced the 

design and process of this research. The extent to which my own experience 

of mental illness has influenced this research is immeasurable, but I have tried 

to outline some of the ways it has impacted the design and process of this 

research in this section of the chapter. The combination of insider and outsider 

status has primarily been used as a resource. A rich resource of lived 

experience, personal and academic knowledge, and a desire to help others. 

My desire has always been to help individuals understand the connection 

between personal conceptualisations and culture.  

Furthermore, my own experience of mental illness and academic 

knowledge has contributed to the co-create of knowledge, acknowledged and 

accepted as an integral part of research by interpretivists/constructivists 

(Ponterotto, 2005). The data presented in the following chapters is the product 

of co-creation between me and the research participants (Ponterotto, 2005). 

My personal and academic experience of mental illness has undoubtedly 

contributed to this, which is why I have been honest about it throughout this 

thesis.  

 

13.11.3 Summary of Researcher Positionality During Data Collection, 

Analysis, and Representation  

As I have alluded to in previous sections of this thesis (section 1.1 and 7.6), 

my own worldview and experiences were influential throughout the research 

process. For example, during data collection, I went in with the best intention 
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to interview each participant in a comparable way, asking similar questions, 

and trying not to lead them to answers. However, the realities of data collection 

were different to my intention. Because my focus for this PhD was to 

understand humans and not symptoms, my primary focus was to connect with 

participants. This was easier, for example, with staff members because they 

were usually at a similar level of career and age to me, compared to athletes. 

Staff members also found it easier to reflect on their answers and go into more 

depth, which was different to some athletes. Additionally, I shared common 

experiences with some participants and therefore connected with some 

individuals more than others. This invariably had an impact on the way in which 

I asked questions and how far I was willing to ‘probe’ and ‘push’ the 

participants for more information. For example, if a participant was discussing 

the difficulties of the medical model of mental illness in high-performance 

sport, I would push them further on this topic and connect with this more 

because it was a similar view to my own. Alternatively, if a participant was 

struggling to articulate their conceptualisation of mental health, I wouldn’t push 

them further on the topic because it felt more like a struggle to discuss.  

 During data analysis, I was working as a trainee sport psychologist at a 

company that provides performance enhancement and wellbeing support 

services. Therefore, I was more ‘embedded’ in the applied field of mental 

health and illness in sport during data analysis compared to data collection, 

and this influenced the way I interpreted the data. For example, the difficulties 

staff and athletes had in accessing mental health and illness support was 

important to me because this is something I was working in at the time. I was 

drawn to this data because it made me reflect on my role, as a trainee sport 
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psychologist, in providing this care and communicating support pathways. 

Additionally, when participants would discuss the performance focus of high-

performance sport, I connected more to this data because it was something I 

was struggling with at the time in my job. The balance between mental health, 

illness, and performance enhancement/attainment in sport is a complex and 

multifaceted issue and I was most drawn to stories about this in the data 

because it was something I faced in my work every day. When I was 

interpreting this data, I often found I had my ‘psychologist’ hat on and not my 

‘researcher’ hat because I was trying to think about solutions and not 

understanding the complexities of the data.  

 My role as a trainee sport psychologist was most clearly influential in 

the way I chose to represent data. For example, the second composite vignette 

in this thesis is about the realities of managing mental health and illness in 

sport from the perspective of a sport psychologist. My interpretation of the 

themes in the data around uncertainty, a lack of confidence, and inadequate 

training for staff felt personal and resonated with my own experiences. 

Therefore, when creating the narrative and context of the composite vignette, 

I chose a personal and intimate environment (i.e., in a kitchen, between a 

couple, after a long and hard day at work) because that is how I connected to 

and interpreted the data as influenced by my experiences at the time. 

Additionally, whilst I was writing up my interpretations of the data for chapter 

5, I connected to the pain and struggle some of the participants had in their 

everyday training environments. I connected to the feeling of being stuck and 

not good enough and this formed part of the story in the first composite vignette 

in chapter 5. I chose to write this vignette about two young female athletes as 
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this was a time in my own life when I was struggling with my mental health, 

and I often felt most low when I was in the gym/everyday environments. This 

is another example of how I was inextricably involved and influential in the 

presentation of data.  

 

3.12 Quality Criteria and Rigour 

Qualitative research aims to answer different types of questions compared to 

quantitative research and should, therefore, be judged accordingly (Morse, 

2020; Sparkes & Smith, 2009). The most common model used to judge 

positivist informed quantitative research is through the concepts of validity, 

reliability and generalisability (Bryman, 2016). These terms refer to the ability 

of a piece of research to measure what it set out to measure, the ability of the 

findings to be replicated through the same method, and the generalisability of 

results to other populations (Bryman, 2016). However, the multifaceted and 

prolific nature of qualitative research makes it difficult to develop a single set 

of criteria and language to judge it by (Andrew C. Sparkes & Smith, 2009). 

 In response to a growing unease surrounding the use of universal 

quality criteria, as influenced by a positivist paradigm, alternative ‘parallel’ 

criteria were proposed to judge the quality of qualitative research (Sparkes & 

Smith, 2009; Tracy, 2013). Despite the popularity of parallel criteria, this 

perspective was criticised for mirroring too closely the criteria used in 

quantitative research (Smith & Caddick, 2012; Sparkes, 1998; Sparkes & 

Smith, 2013). Issues surrounding the ‘trustworthiness’ of qualitative research 

has led to an acceptance of a relativist position that asserts the possibility of 
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multiple realities and multiple ways of conducting ‘good’ qualitative research 

(Sparkes & Smith, 2009).  

In practice, a relativist position in qualitative research involves the 

awareness and use of multiple criteria to judge rigour and quality in relation to 

the time and conditions the research was conducted within (Sparkes & Smith, 

2009). Importantly, the criteria used to assess the rigour and quality of 

research should not be seen as “an absolute or preordained standard against 

which to make a judgement” (Sparkes & Smith, 2009, p. 494). Instead, criteria 

should be used as a list against which discussions are had around 

“characterising traits of a particular approach to inquiry” (Sparkes & Smith, 

2009, p. 494). A list of characterising traits is always changing and remains 

open-ended so that it can be added to from multiple lists of quality or taken 

away from. A relativist perspective of quality compliments my own 

philosophical position.  

 One example of a well-known list of characterising traits of quality in 

qualitative research is Tracy's (2010) work that synthesises the eight quality 

markers of excellent qualitative research. Her work intends to provide a 

universal language for qualitative researchers that doesn’t diminish the 

multifaceted and diverse nature of their work, but instead, allows it to flourish 

in a world dominated by a preference for ‘big data’ that objectively and reliably 

captures ‘valid’ reality (Tracy, 2010). The eight quality markers of excellent 

qualitative research are; 1) a worthy topic that is timely, relevant, significant, 

evocative and interesting; 2) rich description characterised by thick data 

entries that allow the reader to explore the data in relation to the method(s), 

context(s) and theory(s) it is applied to, 3) sincerity, self-reflexivity and 
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transparency throughout the research process, 4) credibility developed 

through the use of thick description, member checking and crystallisation, 5) 

resonance through writing by ensuring the work has aesthetic merit and 

transferability, 6) either a theoretical, heuristic or practical significance, 7) 

adherence to procedural, situational, relational and exiting ethics, and finally 

8) meaningful coherence maintained throughout the various stages of the 

research process.  

Despite its appeal, Tracy’s work has been questioned in sport 

psychology literature due to the practice of universal criteria similar to criteria 

used to judge the quality of quantitative research (Smith & McGannon, 2018). 

Smith and McGannon (2018) caution against the unfiltered use of ‘member 

checking’, especially when a researcher espouses a relativist ontological 

perspective. Asking a participant to ‘check’ the validity of a transcript or 

interpretation undermines the relativist notion that all knowledge is multiple, 

mind-dependant and co-constructed. Therefore, the authors suggest a move 

towards the practice of member reflections. Member reflections offer the 

opportunity to explore differences and similarities in research interpretations, 

not to find the ‘right’ interpretation, but instead, to enable further data 

generation and insight between the researcher and participant(s). Similarly, 

Smith and McGannon (2017) highlight the flaws of inter-rater reliability and 

instead offer the possibility of critical friends. Inter-rater reliability assumes that 

there is one true reality that individuals should agree on to enhance the 

reliability of the research. Instead, critical friends are used to challenge and 

offer critical consideration of interpretations but not to find the ‘true’ 

interpretation.  
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 From a relativist position with Tracy’s (2010) criteria and its criticisms 

(Smith & McGannon, 2018) in mind, the characterising traits and processes 

adopted in this research to enhance quality and rigour are now outlined. I used 

a combination of Tracy's (2010) criteria, adjusted in response to criticisms from 

Smith and McGannon (2017), alongside specific critical questions proposed 

by Braun and Clarke (2019, 2020) for the use of RTA. Additionally, I used the 

work of Elliott et al (1999) to enhance my understanding of quality in qualitative 

criteria, whilst being mindful of sport psychology literature addressing specific 

characteristics of quality and rigour in qualitative research (see table 4 for an 

overview of the characterising traits used to ensure rigour and quality in this 

research).  

The first strategy used was researcher reflexivity. Reflexivity isn’t a one-

time strategy, it is an on-going approach to research that requires honesty, 

self-reflection, and authenticity with self, research, and audience (Braun & 

Clarke, 2019, 2020; Tracy, 2010). Reflexivity involves internal dialogue and 

self-evaluation about the position of the researcher in the co-creation of 

knowledge. Personal characteristics such as age, gender, sexual orientation, 

race, and political stance influence the research process and therefore the 

construction of knowledge and interpretation of data. As Berger (2015) 

outlines, researcher reflexivity is impacted by personal experience of the 

research topic, whether that be as an insider or outsider. Due to my own 

personal experience with an eating disorder encompassing excessive and 

strict exercise and diet adherence, it was especially important that self-

reflexivity strategies were in place from the beginning of the research. I 

engaged with person-centred, integrative psychotherapy for the duration of the 
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research process to help safeguard against relapse and to explore the two-

way relationship between personal experience and the research process. 

Furthermore, engaging in therapy helped me ‘own my own perspective’ in 

relation to the research (i.e., specifying, and ‘owning’ theoretical orientations 

and personal anticipations during the research process, recognising my 

values, interests and assumptions and the role they play in my understanding, 

and interpretation, of the research and data; Elliott et al., 1999). Alongside this, 

a research diary was kept after interaction with participants and during crucial 

moments in the research process (Nadin & Cassell, 2006; Ortlipp, 2008). The 

purpose of this diary was to discuss and reflect on the interaction between 

myself and the participant and topics explored in each interview, including the 

topics not explored and potential reasons behind this. There are many ways 

personal experience can influence the research process (Berger, 2015), 

however, it is hoped that the honest account of my own experience of mental 

illness outlined in this thesis can help the reader understand my position in 

relation to this research.  

 To enhance reflexivity and transparency, an audit trail was kept, 

monitoring key decisions in the research process (Creswell & Miller, 2000). 

The audit trail was shared with critical friends (i.e., supervisory team) 

throughout the research process to provide a sounding board and an 

alternative critical interpretation of key decisions made throughout the 

research (Tracy, 2010). Such decisions as sampling strategy, breadth of 

interview sample, data analysis methods and theoretical preferences were 

discussed, challenged, and developed throughout. The use of critical friends 

has been presented as a useful way to enhance the rigour of qualitative 
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research (Smith & McGannon, 2018). Critical friends aren’t used as an 

alternative to inter-rater reliability because the pursuit of a singular, 

representative truth isn’t the aim of qualitative research. Instead, critical friends 

offer different perspectives on aspects of the qualitative research process as 

informed by their own theoretical stance, research experience, and personal 

characteristics (Smith & McGannon, 2018). Throughout the research process, 

critical friends can challenge and help the researcher consider alternative 

interpretations to enhance the depth of their understanding. 

Another strategy used was thick description to enhance reader 

resonance and the ‘credibility’ of interpretation (Braun & Clarke, 2020; Elliott 

et al., 1999; Tracy, 2010). Thick description is typically associated with data 

entries in the write up stage of analysis and presentation however, in the 

current research, it also refers to the presentation and description of culture 

and context throughout the results and discussion sections. In chapter five an 

in-depth exploration of some of the different socio-cultural aspects of high-

performance sport are given and it is hoped that this helps the reader situate 

the subsequent data interpretations and discussions relating to mental health, 

illness and their governance. Rather than telling the reader what was ‘found’ 

and present a singular interpretation, thick data entries are included to help 

situate the sample and show the complexity and nuance of the data to 

encourage readers to come to their own interpretations and conclusions 

alongside my own (Tracy, 2010). As highlighted in the summary section of 

chapter 2, this further explains my rationale not to read/interpret the data via a 

singular theory or sensitising concepts. My desire was to allow the data room 

to breathe without fitting it into a particular theory and, hopefully, enable 
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readers the possibility to develop their own interpretations of the data related 

to their own worldview/experiences.   

 The final strategy used to enhance quality and rigour was member 

reflections (Elliott et al., 1999; Smith & McGannon, 2018). Member reflections 

can be used to maintain participant involvement, interpretation, and voice 

throughout the qualitative research process (Tracy, 2010). Participants were 

invited to review the transcript following the interview and asked to provide any 

feedback/adjustments they felt were necessary. During the analysis and 

interpretation stages of the research, participants were invited to read a 

summary document of the key findings and interpretations from both the semi-

structured and photo-elicitation interviews. Specific participants expressed 

interest in this and were then invited for an informal discussion with me either 

over telephone or video call to discuss the interpretations and provide 

feedback. Most importantly, participants were asked if the account provided in 

the summary document adequately reflected their feelings and perceptions 

surrounding the research questions. Furthermore, participants were 

encouraged to acknowledge and discuss any contradictions they had with the 

interpretations of data (Smith & McGannon, 2018). The objective of this 

process was not to check the ‘truth’ of my interpretation but, instead, to 

continue the co-construction of knowledge between researcher and participant 

to enhance the depth of interpretation and theoretical perspective in the 

research. 
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Table 5. Quality criteria and adaptations. 

Characteristics of 
quality & rigour 

Author(s) Adaptations Associated processes used 

Worthy topic  
(topic is relevant, 
timely, significant and 
interesting) 

Tracy (2010)  Ensuring the research is informed by, and 
acknowledges, the latest literature/policy relating to 
mental health and illness in high-performance sport 

Rich rigor  
(the study is sufficient, 
abundant, 
appropriate and 
complex) 

Tracy (2010)  Sufficient and appropriate theoretical constructs, 
data/time in field, samples, contexts, data collection 
and analysis processes 

Sincerity  
(Genuine, 
transparency in the 
research process and 
write up) 

Tracy (2010), Braun & 
Clarke (2019, 2020), 
Elliot, Fischer & Rennie 
(1999) 

Self-reflexivity in the 
research process and in 
the use of RTA as 
guided by Braun & 
Clarke (2019, 2020) 

Reflexivity; confessional tale, diary, audit trail, 
‘owning’ my own perspective, critical friends, data 
analysis, integrative therapy  

Credibility 
(trustworthiness in 
research process and 
ensuring readers can 
form their own 
interpretation) 

Tracy (2010), Elliot, 
Fischer & Rennie 
(1999), Smith & 
McGannon (2017) 

Member reflections used 
in accordance with Smith 
and McGannon’s (2017) 
principles  

Thick description, explanation of tacit knowledge, 
crystallisation (triangulation), member reflections  

Resonance 
(research influences, 
affects, or moves 
particular readers) 

Tracy (2010), Smith 
(2018) 

Generalisability specific 
to qualitative research as 
described by Smith 
(2018) 

Thick description used in writing to enhance 
naturalistic generalisation, member reflections, use of 
CAP to present data in a relatable and realistic 
manner to the reader  

Significant 
contribution  
(the research makes 
a significant 

Tracy (2010)  Research on a ‘worthy’ topic; topic is timely, relevant 
and significant, practical implications presented and 
explained in the thesis 
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contribution to field 
and people) 
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Table 5. Continued. 

Characteristics of 
quality & rigour 

Author(s) Adaptations Associated processes used 

Ethical  
(procedural, 
situational, relational 
and exiting) 

Tracy (2010), Palmer 
(2016), Sparkes & 
Smith (2014) 

Ethics viewed as on-
going as informed by 
Palmer (2016) and 
Sparkes & Smith (2014) 

Awareness of the high-stakes and secretive nature of 
the research topic and context (i.e. mental 
health/illness in high-performance sport), use of 
pseudonyms and omitting visual and verbal data that 
reveals identity of participants, sharing data with 
participants through member reflections and 
summary documents   

Meaningful 
coherence 
(coherence 
maintained 
throughout research 
process) 

Tracy (2010), Braun & 
Clarke (2019, 2020) 

 Clearly stating research aims and questions 
throughout, directly answering research questions 
through write-up and use of appropriate research 
methods, use of appropriate prose in write-up of 
thesis 
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3.13 Summary 

The purpose of this chapter was to provide the reader with information about 

my epistemological and ontological position, the methodological viewpoint of 

the research, the methods used, including their benefits and limitations, 

participant characteristics, the presentation of data in the thesis, my place 

within the research, and the quality criteria used to judge this research.  

 In the following three chapters, my interpretations of the data are 

presented. As such, chapter 4 discusses the conceptualisations of mental 

health and mental illness among participants, chapter five examines data 

relating to the culture of high-performance sport and the influence it has on the 

experience, and associated behaviours, of mental health and illness and 

chapter six, explores data relating to the management practices and 

enactment of mental health and illness policy.  
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CHAPTER 4: CONCEPTUALISING MENTAL HEALTH 

AND ILLNESS IN HIGH PERFORMANCE SPORT 
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4.1 Overview 

The aim of this chapter is to address the first research question: how are 

mental health and mental illness conceptualised in high-performance sport? 

In this research, participants overwhelmingly drew upon the medical model to 

conceptualise mental illness, basing their understandings on clinically defined 

conditions. In comparison, participants were unsure of what mental health 

meant beyond conflating the term with negative connotations associated with 

mental health problems or mental illness. Some participants conceptualised 

mental health and mental illness as related concepts, but this 

conceptualisation was limited and predominantly adopted by support staff in 

positions allied with psychology. Participant conceptualisations were also 

influenced by the discourses present in their professional and personal 

environments. This chapter is organised in three sections: 1) the centrality of 

the medical model, 2) mental health uncertainty and negativity, and 3) mental 

health and illness as intersecting and complex continuums. Each section is 

further structured by sub-themes interpreted from data collected across all 

three phases of data collection.  

 

4.2 The Centrality of the Medical Model 

The majority of research in sport science on mental health has focused efforts 

on clinically defined mental ‘conditions’ (Henriksen et al., 2019; Schinke et al., 

2017). This has resulted in a literature base primarily focused on the 

prevalence and risk factors associated with specific mental conditions (Beable 

et al., 2017; Coyle et al., 2017; Drew et al., 2018; Du Preez et al., 2017; Foskett 
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& Longstaff, 2017; Gouttebarge et al., 2017, 2019; Jensen et al., 2018; Kilic et 

al., 2017; Nixdorf et al., 2016; Rice et al., 2016; Van Ramele et al., 2017; 

Wolanin et al., 2016). However, the focus on clinically recognised mental 

conditions in sport has been criticised for being reductionist because it does 

not account for the possibility that athletes can struggle with their mental health 

without the presence of a clinically defined condition (Henriksen et al., 2019; 

Schinke et al., 2017). From this, a limited approach to care may be adopted, 

whereby importance is placed on recognising and ‘treating’ mental conditions 

and not experiences that fall outside the parameters of clinically recognised 

disorders.  

 Despite some recognition that mental health comprises more than the 

presence or absence of clinically defined conditions in sport, participants in 

this research largely relied on the medical model of mental illness in their 

conceptualisations. The centrality of the medical model in participant 

conceptualisations was present in data collected from all three phases of data 

collection (i.e., survey, semi-structured interviews, and photo-elicitation 

interviews).  

The historical and conceptual roots of the medical model are discussed 

in depth in chapter two of this thesis. However, to summarise, the medical 

model of mental illness refers to thinking and practice that places precedence 

on a biological aetiology of mental illness (Scheid & Brown, 2010b). From this, 

medical conceptualisations of mental pathology place precedence on 

identifying, categorising, and classifying mental illness via the principles of 

positivism (Shah & Mountain, 2007b). The medical model of mental illness 

underpins the conceptualisation of mental conditions, which is a limited way of 
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understanding human distress and mental health in sport (Henriksen et al., 

2019).  

 Participants in this research used medical language to articulate their 

conceptualisation. For example, Henry (Sport doctor, phase two) said “’mental 

illness… […] definitely sort of psychopathology”, and Millie (athlete, phase two) 

stated “obviously mental illness is like… when it’s gone so far it is… like 

clinical” 

Similarly, some participants placed importance on diagnosis in their 

conceptualisations of mental illness, for example, Harry said “I would probably 

see mental illness as something that had been diagnosed” (athlete, phase 

two). During phase-three of data collection, Anastasia provided a photograph 

of a set of scales used by athletes to ‘cut weight’ which prompted a discussion 

about the difficulty of diagnosing eating disorders in sport. Within this 

discussion she said, “the diagnostic criteria or… whatever it is… the DSM, or 

[the] books the guys who diagnose these things [eating disorders] look at” 

(Wellbeing coach). Anastasia is referring here to The Diagnostic Statistical 

Manual (DSM; American Psychiatric Association, 2013) which is used to 

diagnose and group symptoms of mental conditions together, and provides a 

shared language of mental illness for clinical and medical professionals 

(Lafrance & McKenzie-Mohr, 2013). The DSM has been described as “the 

most authoritative text on mental health in Western culture” (Crowe, 2000, p. 

69), and which provides an authoritative medical conceptualisation of mental 

illness in society because of the legitimacy associated with it (Romelli et al., 

2016). As highlighted in Chapter 2, the legitimacy of clinical conditions outlined 

in the DSM is maintained through its association with objective scientific 
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discourse (Butler, 1999; Lafrance & McKenzie-Mohr, 2013) and positivist 

assumptions that focus on finding ‘truth’ and ‘facts’ associated with human life 

(Gergen, 2001; Lafrance & McKenzie-Mohr, 2013; Mccann, 2016; Romelli et 

al., 2016). It is unsurprising that participants in this study were aware of and 

drew upon this model when explaining their conceptualisations. The emphasis 

placed in participant’s conceptualisations of mental illness on diagnosis 

suggest that the dominant discourse of mental illness in society influence 

conceptualisations of mental illness in high-performance sport. Participant 

conceptualisations are shaped by knowledge they have developed through 

training (staff) or in conversation with individuals in sport who are aware of 

medical conceptualisations of mental illness. 

Joe, a clinical psychologist (phase two), reflected on the association 

between mental illness and diagnosis. He said: “the idea of mental illness is… 

this concept that there is a threshold to reach where if you become unwell you 

attract a diagnosis as a consequence of that”. Joe’s awareness of the 

parameters of diagnosis in the medical model reflects his training as a clinical 

psychologist. The association between diagnostic ‘thresholds’ of a condition 

and mental illness is characteristic of the medical model because, in medicine, 

diagnostic criteria demarcates the parameters of legitimate illness (Gergen et 

al., 1996; Lafrance & McKenzie-Mohr, 2013; Romelli et al., 2016). The severity 

of a mental condition and what counts as a ‘clinical’ or ‘sub-clinical’ condition 

is detailed within the pages of diagnostic manuals (Butler, 1999; Romelli et al., 

2016). By equating mental illness with the diagnosis of a condition, participants 

are drawing upon the medical model of illness in their conceptualisations.  
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For Steve, the process of diagnosing mental illness was associated with 

professionals: “I think I’d probably look at mental illness problem as err… that 

it’s yeah, entirely diagnosed by a professional. Something that can, which you 

treat. That more extreme end” (trainee sport psychologist, phase two). 

Diagnosis and treatment of illness or ‘problems’ by medical ‘professionals’ is 

a central conceptual feature of medical representations of mental illness in 

society (Bilić & Georgaca, 2007). For example, Kent et al (2020) explored the 

rhetorical construction of mental illness in government legislation and found 

that the notion of The Expert is a fundamental component in 

conceptualisations of mental illness. Comparable to Steve’s use of the term 

‘professionals’ and Anastasia’s reference to ‘the guys who diagnose these 

things’, The Expert is centred around the knowledge, training, and assumed 

trustworthiness of medical and clinical professionals associated with the 

diagnosis and treatment of mental illness (i.e. psychiatrists, clinical 

psychologists; Kent et al., 2020). By using terms such as ‘professionals’, 

‘DSM’, ‘diagnosis,’ and ‘treatment’, participants drew upon the medical model 

in this research to relay their understanding of mental illness. 

Furthermore, the concept of experts in high-performance sport is 

significant due to the emphasis placed on the connection between expertise 

and elite performance (Jones et al., 2003; McMahon & McGannon, 2018).  

Research exploring the athlete doctor relationship in sport highlights the power 

and legitimacy given to medical doctors in sport because they are able to 

observe, correct, and improve the performance of the athlete body due to their 

expertise (McMahon & McGannon, 2018). In high-performance sport, medical 

expertise is a powerful discourse as it is associated with the enhancement of 
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performance (Scott, 2012; Theberge, 2006). Because medical expertise is 

valued in high-performance sport, it is more likely that individuals refer to 

constructions of mental illness that emphasise medical expertise due to its 

cultural currency in sport.  

Discourse analysts have highlighted techniques used to legitimise 

concepts (Lafrance, 2007; Romelli et al., 2016; Van Leeuwen, 2007). In Van 

Leeuwen’s (2007) analysis of social discourses, he found that ‘expert 

authority’ was used to legitimise a discourse relating to education. By 

appealing to the legitimacy of an authority, expert, or tradition, such as ‘clinical’ 

diagnoses and experts, an individual uses the authority and legitimacy vested 

in a person or profession to legitimise what they are saying (Van Leeuwen, 

2007). In the case of mental illness, ‘clinical’ diagnoses of illness made by 

professionals are understood, and taken for granted, as expert and true 

(Lafrance & McKenzie-Mohr, 2013). Participants in this research used the 

notion of experts in their conceptualisations of mental illness, thus legitimising 

the medical model of mental illness in sport. This is contrary to what Henriksen 

et al (2019) suggest; that mental health should be understood as a “highly 

dynamic feature of life” (p. 3) so not to “pathologize normal human experience” 

(p. 3). Consequently, the findings from this research suggest that individuals 

in sport use the medical model to conceptualise mental illness, which is 

legitimised through its association with experts and diagnoses. While chapter 

2 acknowledged some shifts away from expertise and particular groups of 

experts (i.e., the anti-psychiatry movement) participants in this research still 

believed experts were central to conceptualisations of mental illness.  
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The reliance in sport on the medical model of mental illness has been 

criticised for being too narrow to account for a broad spectrum of athlete 

mental health experiences (Henriksen et al., 2019; Schinke et al., 2017). 

However, participants in this research struggled to conceptualise mental 

illness without drawing upon the medical model. The reliance on the medical 

model of mental illness in sport was explained by Thomas: 

We like categorising people, and it gives us certainty and it’s actually 

particularly the case in sport because the people who do this in sport 

are often doctors […] and they want, “I need to know what the diagnosis 

is so I know what we’re doing” and it gives them certainty whereas its 

way more complex than that. (sport psychologist, phase two)  

Like Thomas’ explanation of the reliance on the medical model in sport, 

Henriksen et al (2019) suggest that diagnosis is important in sport because it 

offers insurance and financial support for athletes, clear treatment plans for 

medical professionals, and well-defined inclusion and exclusion criteria for 

researchers. Similarly, discourse analysts suggest that the medical model of 

mental illness is compelling because of its positivist epistemological 

foundations (Lafrance, 2007; Lafrance & McKenzie-Mohr, 2013; Mccann, 

2016; Romelli et al., 2016). The medical and diagnostic model of mental illness 

is attractive because it offers individuals legitimacy and security in their 

conceptualisations, supported by the scientific ‘truth’ of mental illness and the 

authority of ‘experts’ (Butler, 1999; Mccann, 2016; Van Leeuwen, 2007; 

Walker, 2006) and reduces the burden of uncertainty. When mental illness is 

conceptualised and articulated as a truth by an expert, it is hard to dispute. 
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LaFrance and McKenzie-Mohr (2013) suggest that the ‘lure’ of the 

medical model of mental illness is because it does not discredit the character 

of an individual. Therefore, the medical model offers a way to validate an 

individual’s experience as a medical truth, instead of an issue with their 

character. However, as discussed in chapter 2, one of the risks of focusing on 

narrow conceptualisations of mental illness means that we miss opportunities 

to see and support those who are struggling mentally but who do not have a 

clinically recognised disorder (Reardon et al., 2019; Schwenk, 2000). This 

finding corresponds to Henriksen et al (2019) critique that a change in our 

framework for understanding mental illness and mental health is needed in 

sport. The current data thus support their finding.  

 

4.2.1 Mental Illness Categories  

Another way that participants oriented their conceptualisation of mental illness 

to the medical model was through the different categories or ‘types’ of mental 

illness they were aware of:  

“if you are… suffering, if you have a diagnosis of whatever severity, 

whether a mental illness, depression, anxiety” (Frank, sport 

psychologist, phase two) 

“erm… I guess, yeah… like anxiety… depression, kind of… I guess” 

(Skye, athlete, phase two) 

“so mental ill-health we’re talking about things like depression, anorexia 

err… for example” (Steve, trainee sport psychologist, phase two) 
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“when you say mental health or illness to someone, they say 

depression, anxiety and all those problems” (Liam, performance 

pathway manager, phase three) 

In Liam’s conceptualisation, he used the terms mental illness and health 

interchangeably. The conflation of mental health and illness is discussed in 

more depth later in this chapter; however, it suggests that the medical model 

of illness in sport is so pervasive that mental health is viewed as another term 

to describe mental illness (Henriksen et al., 2019).  

As demonstrated by these four participants, depression and anxiety were 

commonly named in this research when discussing mental illness. This finding 

was also reflected in phase one and three of data collection as participants 

would regularly use the terms depression and anxiety to make sense of mental 

illness in their responses. The regularity of depression and anxiety in 

participant conceptualisations may reflect the high prevalence of these 

conditions in society (World Health Organization, 2012). Furthermore, the use 

of anxiety and depression in participant accounts may be due to the 

accessibility of the words in social discourse. Anxiety and depression are 

words often used colloquially to describe a feeling or mood (i.e., feeling 

anxious, feeling depressed), even in the absence of a clinically recognised 

condition (Epstein et al., 2010). However, when framed in a clinical or medical 

context (i.e., through ‘experts’; Kent et al., 2020), the words take on different 

meanings. For example, Steve reflected on the implications of using labels 

when discussing mental illness: 

“Like if you’re a psychiatrist or clinical psych the use of labels and treatment 

is helpful for access and understanding […] when you’re confronted with 
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someone who says “erm, I’ve got anxiety” in this particular situation, you’re 

initial thought is “oh, I’m not a psychiatrist, I’m not a clinical psychologist I 

don’t know how to deal with that” but if someone says to you “oh, when this 

happens I always get really nervous and I can’t get my head to work 

properly you know, I get really panicky and over think things and can’t stop 

thinking about things and keeps me up at night” you can understand that. 

But when you whack the label on it you’re like oh ok that’s a medical 

problem someone else can look after that.” (Trainee sport psychologist, 

phase two) 

For Steve, labelling experiences in clinical and medical language makes 

it untouchable, unless you have been identified as one of the individuals 

who can ‘deal with’ it, such as an expert (Kent et al., 2020). As a trainee 

sport psychologist working across various Olympic sports, Steve often 

engaged in conversation with athletes and staff about mental illness or 

mental health. This quote suggests that Steve is less comfortable in his 

ability to talk about a ‘medical problem’ with a ‘label’ attached to it, such 

as anxiety, because he is not a recognised ‘professional’, such as a 

clinical psychologist or psychiatrist, who has the authority to ‘look after 

it’. The influence of medical conceptualisations of mental illness on the 

management of mental health and illness in sport is discussed explicitly 

in chapter six of this thesis. 

 Steve’s anxieties about his lack of expert status as a trainee sport 

psychologist corresponds to research exploring the impact of 

professionalisation in British Olympic medical services. For example, 

Scott's (2014) work on the impact of specialised qualifications for those 
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doctors working in sport who hadn’t achieved these qualifications. In this 

research, specialised qualifications enhanced sport doctors’ claims to 

expert knowledge, thus enhancing confidence in their professional 

credibility and identity. Those without specialised qualifications did not 

have the same claim to ‘expert’ knowledge, which impacted their 

confidence in their practice. Steve’s account above highlights how 

medical labels of mental illness are associated with specific professionals 

in sport who are qualified to use them, thus locating mental illness in the 

professional realm of certain individuals in sport.   

 Importantly, as described by Steve, the use of medical and clinical 

language to ‘label’ experiences changes their meaning. The use of 

clinically and medically recognised ‘labels’ for mental illness in sport, as 

highlighted in this research, maintains the dominance of the medical 

model in high-performance sport and this has significant consequences 

for support offered to those who may be experiencing sub-clinical mental 

health issues as recognised by Henriksen et al (2019).  

 

4.2.2 Medical Legitimacy and Emotional Illegitimacy  

Legitimacy was afforded to the medical model and experts connected to the 

medical model in this research and this permeated across participants. This 

was most clearly articulated by Noah (athlete, phase two) when he said, “So 

a mental disorder is quite a… quite a big thing, I don’t know it’s distinguishable, 

it exists”. In this quote, Noah is engaging in scientific discourse to legitimise 

the ‘existence’ and severity of mental disorders (illness). The positivist 
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orientation of the medical model suggests a tangible ‘truth’ in relation to mental 

illness that is available for objective study and examination through evidence-

based positivist methods of science because it ‘exists’ (Gergen, 2001; White 

& Willis, 2002). Importantly, Noah’s perspective suggests that mental 

disorders/conditions (i.e., illnesses) are legitimate in sport settings because of 

their association with facts and science.  

One consequence of the legitimacy afforded medical 

conceptualisations of mental illness was the labelling of other features of 

mental health as non-legitimate. For example, later in our conversation, 

Noah discussed a sport specific podcast he listened to that covered 

topics related to mental illness:  

“And I don’t know if they’re going about it in the right way 

[discussing mental illness], some of it is a bit soft… you kind of 

think “oh, you’re just being a moaner, you’re just moaning”… and 

if that’s the erm… if that’s what I’m seeing from it then other people 

may think harsher of it. Maybe they should make it more scientific 

or factual and keep the… the sob story side of it for like more 

personal stuff.” (athlete, phase two) 

By appealing to information that is ‘scientific’ and ‘factual’ to make the podcast 

more credible, Noah is reinforcing the positivist foundations of the medical, 

clinical, and scientific conceptualisation of mental illness. In contrast, the ‘soft’ 

personal ‘sob stories’ used in the podcast made Noah think that individuals 

were just ‘moaning’. Similarly, this perspective was shown by Guy who stated 

that discussions of mental health in sport are “all airy fairy isn’t it? Which 

doesn’t fit in with the environment because you’re supposed to be macho, 
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physical, unbreakable” (trainee sport psychologist, phase two). Moreover, 

Harriet reflected on the overuse of terms related to negative mental health: 

Some people do throw the word mental health out quite a lot, because 

now it’s so exposed in the press, which is amazing and so good for 

people to talk about it because everyone goes through shit. But 

everyone does and it’s great that people are out there and talking about 

it, but there are some people who are taking advantage of those words 

which I sometimes don’t appreciate. Someone sometimes would throw 

out “oh, I’m feeling so depressed” and you’d be like “do you know what 

that word means?” (international athlete, phase two) 

Similarly, Noah said “I think people over-use ‘oh my mental health was really 

affected like you don’t know what you’re talking about … honestly people just 

over-acting” (professional athlete, phase two). Noah, Guy, and Harriet’s 

perspectives of mental health contrast with the authenticity afforded clinically 

recognised mental illness in high-performance sport, which was viewed as 

something legitimate. 

 This perspective was developed in this research when participants 

discussed mental health and its link to emotion. For example, Harriet stated 

that “some people might suffer quite badly from mental health and won’t be 

able to manage their emotions” (athlete, phase two). Additionally, during 

phase-three of data collection whilst reflecting on a picture of an athlete crying, 

Pippa said “mental health side of things in my eyes… in sport is like… more 

on that sort of emotional level […] someone being sad on the pitch or being 

worked up” (athlete, phase three). Both Harriet and Pippa used the term 

mental health to describe poor mental health and/or illness, but they did not 
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specify this and instead conflated the terms. In both accounts, Harriet and 

Pippa stated that poor emotional management was indicative of ‘mental 

health’. The emphasis placed on emotional management in their accounts is 

consistent with research that identifies emotion as a central part of mental 

health (Keyes, 2002). However, discussions of emotion and mental health in 

sport predominantly focus on negative emotions (Sinden, 2010). Thus, 

emphasising the negative conceptualisation of mental health in sport. 

 Sociological research has helped make sense of displays of emotion 

in high-performance sport environments (Sinden, 2010, 2013; Tamminen & 

Bennett, 2017). Sinden (2010, 2013) suggests that athletes have a negative 

view of emotion because in the sport environment emotions are viewed as 

private, feminine, irrational, and a sign of mental weakness. These 

perspectives of emotion in sport result in some athletes supressing their 

emotion for fear of being viewed as too mentally weak to succeed in high-

performance sport (Sinden, 2010). Sinden’s research helps to make sense of 

participant perspectives of personal ‘moaning’ ‘sob stories’ and displays of 

emotions in sport. Noah’s appeal to ‘scientific’ and ‘factual’ information may be 

because it is a more credible and legitimate source of information in high-

performance sport (Hoberman, 1992; Waddington, 1996), compared to those 

emotional and personal stories that are perceived as irrational, private or weak 

(Sinden, 2010).  

The credibility, or legitimacy, of different types of mental illness 

information was also something that Ethan (athlete, phase two) reflected on:  

“I could really easily see how in the environment that I work in, well in 

our environment how you wouldn’t want to be really open about that 



 

 
161 

[mental illness]. Because you’re in, you’re effectively in… a building… 

with like 60 blokes who are all like, pretty… trying to be pretty alpha and 

like you’re, there’s an expectation on you to be like just resilient and 

hard and just “fucking get on with it mate”. Erm… just in general. So, I 

can see how it would be tough to be like “oh by the way I’m struggling” 

something if it wasn’t clinical, if it was clinical, you could be like “oh yeah 

guys, I’ve got bipolar I can’t affect that” but if it’s something more 

general I can see how you wouldn’t want to be like “oh yeah I’m 

depressed”. Erm, like kind of the… be open about that. It’s difficult in 

this environment I’d say.”  

Ethan’s account of the two different types of mental illness suggests that there 

is one ‘clinical’ type (i.e., bipolar disorder) that can’t be influenced or affected 

by the individual and that it is this clinical type of mental illness that someone 

would be more likely, and even permitted, to discuss in sport. Alternatively, a 

more ‘general’ feeling of ‘struggle’, that Ethan describes as depression, is 

something an individual in the masculinised environment of rugby would be 

less willing to discuss (the influence of culture on mental health and illness is 

discussed in more depth in the following chapter). Ethan perceived depression 

as a less credible concern in high-performance sport, this may be because the 

term depression, and its adjective ‘depressed’, are used colloquially in society 

(e.g. I feel depressed, this person is so depressed; Epstein et al., 2010). The 

association and overuse of the term depression in relation to feelings and 

emotion may weaken its legitimacy and credibility in masculine environments 

such as high-performance sport (Sinden, 2010).  
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The distinction made by Ethan between clinical and non-clinical mental 

illness may reflect the idea of clinical and ‘sub-clinical’ diagnoses, and was a 

perspective shared by Toby (wellbeing officer) in phase-two when he reflected 

on the importance of sharing clinically diagnosed mental illnesses in sport (i.e., 

addiction):  

T: If somebody’s in crisis and somebody has got an addiction, or 

somebody is in a tough place I think they are very open to coming and 

getting support for when they’re in crisis. But I think… the little wishy-

washy bits, the… is it? Am I? Mmm, just the general wellbeing like 

general day to day conversations like “how’s your mum? How’s things 

at home?” That type of stuff, I don’t think we’re there yet on that. And I 

don’t know whether we will get there? 

Int: is it something that’s needed? 

T: … personally I don’t think it is. I don’t think it is… isn’t it just life skills?” 

Toby and Ethan’s perspective suggests that in high-performance sport, 

experiences that fall outside of clinical parameters associated with mental 

illness are “wishy washy”, “just life skills” or more general feelings of struggle 

and are not acceptable or unnecessary to share. The devaluation of mental 

health by some participants in this research directly contradicts 

recommendations made to broaden the definition of mental health in sport to 

encompass more than simply the absence or presence of clinically diagnosed 

conditions (Henriksen et al., 2019; Schinke et al., 2017). For Ethan, clinical 

mental illnesses are those that have been diagnosed by a professional and 

therefore are more legitimate in high-performance sport. Whereas ‘sub-
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clinical’ experiences of depression that have not been diagnosed are less 

legitimate or credible in high-performance sport.  

Ethan’s perspective suggests that a ‘clinical’ diagnosis of mental illness 

is beyond the control or responsibility of the individual who is experiencing the 

mental illness (“I’ve got bipolar, I can’t affect that”). Lafrance and McKenzie-

Mohr (2013) note that the medical model used in the DSM holds ‘cultural 

currency’ for individuals making sense of mental illness because it offers a lure 

of biomedical validation to an individual’s pain, which in turn legitimises their 

identities. For Ethan, the cultural currency of a legitimate mental illness is that 

it doesn’t call into question the individual’s identity or character in the 

masculinised culture of high-performance sport, whereas something less 

legitimate is perceived as a struggle and something the individual should have 

control over.  

The mental health, sub clinical, ‘sob stories’ associated with emotion 

discussed by participants in this research highlight the influence sport culture 

has in conceptualisations of mental health in high-performance sport. For 

example, the sport ethic (Hughes & Coakley, 1991) suggests that there are 

internalised ideals in sport (i.e., sacrifice, not accepting weakness or failure) 

that athletes conform to about what is acceptable and unacceptable to display 

to others. The data discussed in this section suggest that the personal ‘sob 

stories’, or overuse of the term ‘depression’, of mental health that do not fit the 

legitimate mould of clinically recognised mental illnesses are unacceptable to 

display because they do not conform to cultural ideals. This is concurrent with 

Sinden's (2010) findings that emotions are not shown in sport because they 

are seen as negative and weak (i.e., athletes should not accept weakness or 
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failure; Hughes & Coakley, 1991). The findings from this research have 

implications for the understanding, and care, of different ‘types’ of mental 

illness in sport (i.e., clinically diagnosed vs. ‘sub-clinical’ experiences). For 

example, due to the culture of high-performance sport athletes may be less 

likely to seek help for, or disclose, struggles they have with their mental 

health/illness that do not conform to legitimate illnesses because they are not 

culturally acceptable.  

 

4.3 Mental Health: Negative and Uncertain 

Mental health does not have a dominant theory or societal narrative influencing 

its conceptualisation, such as the medical model of mental illness. Historically, 

mental health represented the absence of illness (Scheid & Brown, 2010b). 

However, more recent research originating from the positive psychology 

movement has developed mental health into something more than simply the 

absence of mental illness (Aneshensel, 2002; Gable & Haidt, 2005). 

Consequently, academics and policy makers have encouraged a broader 

conceptualisation of mental health in high-performance sport that 

encapsulates clinical and subclinical mental illness and health concerns, 

aspects of the human condition, recognition and respect for emotions, and 

acknowledgement of both negative and positive aspects of mental health 

(Henriksen et al., 2019). It is hoped that a broader conceptualisation of mental 

health may encourage athletes to normalise discussions of mental health 

outside of a clinical realm in high-performance sport.  
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However, despite these calls for change, participants in this research 

conflated mental health with negative conceptualisations of mental illness, 

influenced by the medical model. Furthermore, participants associated mental 

health with negative perspectives of emotions in sport, further perpetuating the 

negative conceptualisation of mental health. Despite this, some participants 

were aware of the conflation of mental health with mental illness, for example 

Rose stated “mental health has got this negative connotation. I think whenever 

anyone thinks mental health they think poor mental health” (athlete, phase 

two), Skye said “I think people talk about mental health and can lower the 

conversation” (athlete, phase two), Steve said “when you say mental health to 

someone, they say depression, anxiety and all those problems” (trainee sport 

psychologist, phase two), and Benjamin stated that “the definition of mental 

health that most people go to is the medical model” (clinical psychologist, 

phase two). Similarly, William and Frank stated: 

I was saying the other day when we talk about mental health all we talk 

about is mental illness and… I think we, there needs to be a 

conversation somewhere where we don’t just talk about mental illness, 

but we actually promote good mental health. (William, sport chaplain, 

phase three) 

It's very rarely the conversation the other way in terms of wellness and 

creating kind of a meaning for that satisfying experience... Is very much 

that reactive let's look at the back on that negative […] instead of trying 

to make it better in the moment. (Frank, sport psychologist, phase two) 

These six accounts highlight that discussions of mental health often infer 

negative connotations that suggest struggle and illness and these participants 
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recognised this as problematic. As stated by William and Frank, there is a need 

in sport to consider the positive side of mental health as well as the negative, 

which is consistent with expert consensus statements (Henriksen et al., 2019; 

Schinke et al., 2017). However, very few participants in this research talked 

about the positive aspect of mental health and what it constitutes thus further 

highlighting an absence of the embedding of recommendations calling for 

broader re-conceptualisation of mental health and illness in this context. These 

negative connotations of mental health relate to the discussion of legitimate 

clinical mental illness compared to personal ‘sob stories’ of mental health 

discussed in the previous section.  

Another theme interpreted from participant conceptualisations of 

mental health was uncertainty and ambiguity. For example, when asked what 

mental health meant some participants struggled to articulate their 

conceptualisations:  

When I was going through the questions, it’s interesting writing notes 

because it’s easy to write things down about mental illness, but not 

mental health it made me question how do I understand it? (Guy, 

trainee sport psychologist, phase two) 

This quote summarises the uncertainty participants had in their 

conceptualisations of mental health. The default conceptualisation of mental 

illness was through the medical model, which provided coherence and 

legitimacy to participant conceptualisations. However, the predominant 

conceptualisation of mental health in this research was negative, evocative of 

mental illness. This may have confused participants as mental illness and 

health were so conceptually similar (i.e., both focusing on the negatives). 
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Therefore, when asked about both mental health and illness, participants 

struggled to answer. For example, Hannah stated: “I know there is mental 

illness and health, but I would just put them two together because I’m just like 

whoa baffled by the whole thing” (athlete, phase two). Similarly, Pippa said “is 

it that mental health is a bit wider? But a lot of people use it to… talk about a 

mental illness or trying to manage a mental illness” (athlete, phase two). Harry 

also noted:  

I would probably see mental illness as something that had been 

diagnosed and then mental health as something that you can try to 

monitor, or not monitor but change kind of thing. That’s what I’d see it 

as, I’m not sure if it’s even right? (athlete, phase two).  

Finally, Skye offered the following reflection: 

I guess mental health and mental wellbeing and mental illness it’s sort 

of like a massive area. Could be anything from being slightly anxious to 

having panic disorder or depression, schizophrenia… to like yeah it 

really quite suicidal esc or even like lack of self-confidence to some 

degree. Yeah I dunno I think it’s quite a vast thing. (athlete, phase two) 

Most participants in this research struggled to articulate mental health and its 

connection to, or difference from, mental illness. Participants often questioned 

their conceptualisations (Is it that mental health is a bit wider? I’m not sure if 

that’s even right?) or talked about their own confusion (I’m like woah baffled. 

Yeah I dunno. It made me question how do I understand it?). Nevertheless, 

there was consistency in participant responses about the negative nature of 

mental health and its association with personal ‘sob stories’ of emotion.  
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4.3.2 Mental Health and Physical Health 

The lack of certainty in mental health conceptualisations was counteracted by 

some participants using analogy. Some participants used physical health as 

an analogy to articulate mental health to assure their understanding: 

Mental health I think… I mean it’s something that everyone, obviously, 

has and the way that… the way that I see it is just the way that we… I 

don’t know how to describe this but… I think it was the same as just 

how we keep our bodies healthy like it works the same way as the rest 

of our body. Like we just have to fuel it in a certain way to promote a 

healthy environment, erm if that makes sense? (Cara, athlete, phase 

two) 

Like other participants, Cara struggled to articulate her conceptualisation of 

mental health to me (I don’t know how to describe it), however, she used 

physical health as an analogy to help make sense of the concept. Physical 

health is well understood and studied in high-performance sport because sport 

is about physical performance. Therefore, the use of physical health as an 

analogy in high-performance sport offers certainty for athletes because it is 

well understood. This suggests that some participants may use the analogy of 

physical health to articulate mental health because it makes sense to them as 

it is an easily accessible discourse in their environment (Waddington, 1996).  

The use of physical health to articulate mental health meant that it was 

understood more ‘broadly’. For example, Jacob noted that “I kind of personally 

think broadly about mental health and trying to think about it in the same way 

as physical health” (sport psychologist, phase two). The ‘broadness’ of Jacob’s 

conceptualisation may suggest that he understands mental health as an 
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expansive concept, encompassing various contributing factors like physical 

health. In this research, the use of physical health as a ‘broad’ analogy was 

augmented by the knowledge the participant had from their professional 

background:  

“everybody has physical health, and everyone has mental health. So 

we all have that. Wellbeing I guess is something for me that comes out 

of the interaction of all those things. Your physical health your mental 

health erm…. Which links to I guess, which is fed potentially by dynamic 

factors such as your lifestyle and other circumstances, so that’s almost 

where the lifestyle connects into that because… the mental health can 

affect the physical health and vice versa but there are so many things 

that can contribute to that that do come back to even person related 

factor or lifestyle related factor.” (Maria, lifestyle advisor, phase two) 

Maria’s understanding of mental health is broad and encompasses a variety 

of factors, including physical health and wellbeing. As a performance lifestyle 

advisor, Maria is trained to consider the relationship between ‘wellbeing’ and 

an individual’s lifestyle. For Maria, the concept of wellbeing was central in her 

conceptualisation of mental health and, for her, wellbeing constitutes an 

interaction between physical and mental health. The description of the 

interaction between wellbeing and physical health in Maria’s conceptualisation 

demonstrates a more refined understanding of mental health, influenced by 

professional experience and training, that reflects recent developments about 

the conceptualisation of mental health and illness being connected and holistic 

(Henriksen et al., 2019; Uphill et al., 2016).  
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 The influence of professional training in conceptualisations of mental 

health was also present in Anastasia’s physical health analogy: 

I think that… I think mental health is just like physical health as in 

everyone has mental health, sometimes it’s kind of like “oh I don’t have 

mental health” like seen as immediately like “oh that’s a bad thing”, well 

no because you have physical health just in the same way you can get 

a physical illness you can also have mental health […] Yeah I think… I 

think in a lot of ways it’s exactly the same erm… it’s just harder to, to 

talk about. Like there’s obviously a huge stigma attached to mental 

health that you don’t get with physical health and erm I think the fact 

that you can say it hurts here… is easier to then have a conversation 

with someone, a doctor or a friend whoever it is erm… than trying to 

kind of articulate a mental health niggle. (Anastasia, performance 

wellbeing coach, phase two) 

Anastasia is a performance wellbeing coach, and this role requires her to 

understand ‘wellbeing’ and mental health. Anastasia’s discussion of mental 

health stigma compared to physical health suggests the concepts are not 

recognised in the same way in high-performance sport. Furthermore, 

Anastasia switches from a positive perspective of mental health to a negative 

one halfway through the quote. Despite participants drawing similarities 

between mental and physical health, the two are not the same thing. Albee 

and Joffe (2004) outlined the differences between physical ‘illness’ and mental 

‘illness’ and suggested that physical illness is a disease with a biological 

cause, whereas mental illness is not a disease in the traditional sense because 

the causes are predominantly psycho-social. Therefore, when discussing 



 

 
171 

issues related to mental illness (including the discussion of ‘poor’ mental health 

or mental health ‘niggles’) comparisons to physical illness are futile because 

the concepts are not theoretically or experientially the same.  

If mental health should represent a complex and multifaceted 

experience that involves more than the absence of clinically defined 

conditions, as recommended by academics (Henriksen et al., 2019), then 

relating mental health ‘niggles’ to physical illness may not be a successful 

analogy. As Anastasia demonstrates, this analogy falls short when individuals 

try to articulate mental health. Conceptualisations of physical illness are rooted 

in the medical model because it manifests on or in the human body, therefore 

there is often a tangible location or cause accessible by science (Albee & Joffe, 

2004). Comparatively, the experience of mental illness/poor mental health is 

not the same as physical illness because it is a highly subjective and unique, 

which does not always have a concise source or tangible cause (Albee & Joffe, 

2004). As Harry mentioned “with actual physical injury you can see something 

wrong, there’s something on the MRI, there’s a cut or something else. With 

mental health you can’t see anything, it’s kind of all behind closed doors.” 

(Athlete, phase two). The lack of a tangible cause or location of mental health 

compared to physical illness highlights the conceptual difference between the 

two. Equating the ‘broad’ and ‘vast’ concept of mental health to the medical 

model is too simplistic and fails when discussing experiences of mental health 

problems that fall outside of the medical and diagnostic models of mental 

illness.   
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4.3.3 Mental Health and Performance  

Another way participants in this research made sense of the ambiguity of 

mental health was by associating it with sport performance and this is one 

place where we see direct connection to the cultural norms of the high-

performance sport context. The relation between mental health and 

performance was most evident in phase-two and three of data collection. For 

example, in phase-two of data collection, Steve (trainee sport psychologist, 

phase two) discussed mental health as: 

an attribute it’s something we… you know it’s an advantage for us, it’s 

what allows us to perform to a good standard, function in society as 

normal human beings but also from an athletic perspective… it allows 

you to perform. Having good mental health is an enabler to performance 

The conceptualisation of mental health as “enabler” is supported by research 

from Coyle et al (2017) who found that elite divers understand mental health 

in relation to its impact on performance. Similarly, from a sociological 

perspective, Theberge (2008) found that elite athletes understand health, 

illness, and injury in relation to its impact on their capacity to perform. This 

finding highlights the influence the performance culture of high-performance 

sport (explored in more detail in chapter five) has on conceptualisations of 

mental health. Similar to the participants in Coyle et al (2017) and Theberges' 

(2008) research, Steve conceptualises mental health as part of an athletes 

ability to perform, which is an advantage in high-performance sport. Later in 

our conversation, Steve went into more detail about why mental health can 

enable performance in sport: 
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“the idea is that to be physically tough and physically robust, you’ve got 

to be mentally healthy, to be mentally healthy you’ve got to show 

vulnerability and you have to be able to recognise when you’re 

struggling and put things in place to cope. You know, know what your 

support network is, all those sorts of… you know the basics of 

promoting positive mental health, having autonomy, having 

connections with other people. Knowing what you need to do to take 

care of yourself, all of that sort of stuff. That’s what you need to be 

mentally healthy, and if you’re mentally healthy you’re more likely to be 

robust and resilient and all that stuff which will help you perform” (phase 

two) 

In this quote, Steve discusses his experience of working in rowing, an 

environment that places emphasis on being “physically tough and physically 

robust”. Steve believes that mental health is something that can enable 

performance because it can enhance the likelihood of being “robust and 

resilient”. The connection made by Steve between mental health, resilience 

and successful sport performance further highlights the performance focus of 

sport, in which a concept primarily concerned with an individual’s health and 

wellbeing (i.e. mental health) is understood in relation to its influence on sport 

performance. Steve’s conceptualisation of mental health also includes 

emphasis on coping mechanisms to “take care of yourself” and being open to 

showing vulnerability. Findings discussed earlier in this chapter suggest that 

athletes may be less willing to show personal struggle (i.e. related to mental 

health) if it is not clinically recognised thus indicating some of the complexity, 

contradiction and uncertainty experienced by participants when responding to 
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questions. Whereas in my conversation with Steve, he suggests that showing 

vulnerability and knowing when to ask for help are integral parts of mental 

health that can enhance performance. This finding may suggest that 

conceptualising mental health as an enabler to performance can transform 

vulnerability (something typically avoided in high performance sport; 

Brownrigg et al., 2018; Sinden, 2010) into something beneficial and conducive 

to performance.  

This perspective was demonstrated by Ethan (athlete, phase two) when 

he said: 

yeah you’d definitely be more willing to talk about something if it was 

like… performance related rather than if it was something external in 

my life […] Don’t bring your shit to the club. Yeah if it [mental health] 

was performance related it would be more acceptable than if it was 

general 100% yeah. 

In this quote, Ethan considers the likelihood of discussing mental health 

concerns in sport environments if they aren’t performance related. Ethan noted 

that he would be more willing to discuss a mental health concern if it was 

related to performance because he wouldn’t want to bring his “shit to the club”. 

Prior research conducted in sport suggests that stigma to disclose mental 

health concerns is greater if the concern is not related to performance (Biggin 

et al., 2017; Gulliver et al., 2012). A central barrier to seeking help for mental 

health or illness is concern for the impact on athletic career (Biggin et al., 

2017). Ethan’s reluctance to bring his “shit to the club” may be because of the 

impact it could have on his performance and career. As such, non-sport 

specific mental health concerns may pose a greater risk to athlete careers 
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because it is perceived as separate from athlete performance, a weakness, or 

something that could interfere with sport performance (Brownrigg et al., 2018). 

The finding from this research suggests that mental health issues related to 

performance are more acceptable to discuss in high-performance sport than 

non-performance related mental health concerns, and this is an important 

factor when considering policy designed to help athletes open-up and 

normalise mental health discussions.  

 Interestingly, the conceptualisation of mental health in relation to 

performance was one of the only times participants in this research discussed 

the positives of mental health. For example, in phase-three whilst discussing 

an image of a female professional rugby sevens athlete after winning a match, 

Pippa (athlete) said: 

The top one is just a picture of sort of excellence... That was the rugby 

sevens... Smashing things, she is the captain she's just excelling at the 

game at the moment...  So that for me was a good example of good 

mental health. 

Similarly, in phase-three Anastasia (wellbeing coach) discussed good mental 

health in relation to a photo of a medal ceremony: 

I’ve not just put it up because he got a medal and therefore that equals 

positive mental health. But this athlete… has been on the programme 

as like an academy athlete for 3 or 4 years, and until the last 2 

weekends… he’s not been getting results and something has clicked 

the last 2 weeks and… like everyone is happy whenever anyone wins 

a medal, but everyone is so happy ha-ha for this person because like 

the behaviour is perfect. Like judo is perfect. […] But the whole place is 
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happy this week because he got a medal at the weekend and one last 

weekend and one before as well. So it’s not just got a medal so he’s 

happy but it’s like the significance of it and it’s been coming for a long 

time. So yeah, everyone in this place is really happy for him. 

The association between good mental health and successful performance in 

Pippa and Anastasia’s accounts highlights the influence performance can 

have on the mental state of an athlete.  Pippa and Anastasia’s perspectives 

correspond with data collected from phase-one of data collection. In phase 

one, participants predominantly discussed the influence of context on the 

experience of mental health and how success and failure can impact and 

athletes’ mental health. For example, one staff member from phase-one of 

data collection said, “I think sport can provide the opportunity to have a range 

of experiences that help support the development of positive mental health” 

and this perspective corresponds with the positive influence sport can have on 

mental health discussed by Pippa and Anastasia in phase-three. Alternatively, 

one athlete from phase-one said, “my life revolves around sport and if doesn’t 

go well it affects my mental health”. This athlete perspective from phase-one 

highlights how the performance focus (“if it doesn’t go well”) of their sport (“my 

life revolves around sport”) is so pervasive that it can influence their mental 

health in a negative way (Carless & Douglas, 2013a). This relates to the 

dominance of the performance narrative of sport and the influence this 

dominance can have on athletes and their mental health (if they perform well, 

they feel good, if they don’t perform well, they feel bad). This theme is 

discussed more in chapter 5.  
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Furthermore, it highlights the extent the performance focus of sport can 

have on individual conceptualisations in sport. Despite Anastasia prefacing the 

image as not just about the medal, she then goes on to discuss the impact and 

significance winning can have for an athlete and the wider sport network. For 

Anastasia, the significance of winning a medal for this athlete is important for 

positive mental health as it signifies a shift in their performance (i.e., 

“something has clicked in the last two weeks”). This link between performance 

and mental health in Anastasia and Pippa’s conceptualisations develops 

findings from Coyle et al (2017) that is successful performance is conducive 

to good mental health. Similarly, Coyle et al (2017) suggest that mental health 

are part of an athlete’s capacity to perform well (similar to Steve’s description 

of mental health as an ‘enabler’). This finding is important to consider as the 

link made between good mental health and successful performance highlights 

the pervasiveness of the performance focus in sport on conceptualisations of 

mental health (Coyle et al., 2017; Henriksen et al., 2019).  

Like Steve’s conceptualisation, mental health was discussed in relation 

to ‘good’ mental health by Pippa and Anastasia. However, it is important to 

note that as part of the photo-elicitation interview (phase-three), participants 

were asked to bring images that related to both ‘good’ and ‘bad/poor’ mental 

health. Therefore, Pippa and Anastasia’s discussions of good mental health 

may reflect the interview task instead of their own conceptualisations of mental 

health as encompassing more than just negative connotations.  

The data discussed in this section highlight the link made by some 

participants in this research between mental health and performance. For 

some, successful performance is a condition of good mental health in sport. 
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Whereas, for others, good mental health is an enabler to successful 

performance. The implications of this link between performance and mental 

health are that some athletes may be more willing to discuss performance 

related mental health concerns compared to non-performance related 

concerns. Importantly, these findings highlight the influence sport context and 

culture has on conceptualisations, further enhancing the need to consider 

mental health in sport in relation to culture and context (Henriksen et al.., 

2019).  

 

4.4 Mental Health and Illness as Intersecting and Complex 

An alternative conceptualisation of mental health and illness was described by 

some, but few, participants in this research. Some participants conceptualised 

mental health and illness as related concepts (i.e., part of the same continuum 

but on opposite ends, both influencing each other, absence of ‘good’ mental 

health doesn’t necessarily mean you have a mental illness). Henry, a sports 

doctor (phase two), stated: 

mental illness […] definitely sort of psycho-pathology, erm but also 

there’s an overlap between poor mental health or wellbeing and mental 

illness. So, I would say they’re an intersecting Venn diagram really.   

As a sport doctor, Henry has professional training related to mental 

health/illness and this is reflected in his conceptualisation of a Venn diagram. 

For Henry, there is a correspondence between poor mental health and mental 

illness, potentially suggesting that they both encompass similar experiences. 
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The connection between mental health and mental illness in Henry’s 

conceptualisation was also mirrored by Anastasia: 

I think they’re, like personally I would say they’re both on some form of 

continuum, I guess. Like, you don’t need to be either in a box of… free 

of illness or have an illness […] not quite on the scale of being 

diagnosed with a mental illness but you don’t have to have perfect 

mental health all the time (performance wellbeing coach, phase two) 

Anastasia’s conceptualisation reflects the holistic view of mental health 

espoused in Henriksen et al (2019) consensus statement. A continuum-based 

conceptualisation recognises that athletes don’t need to have ‘perfect’ mental 

health, and don’t need to be diagnosed with a ‘mental condition’ to be 

struggling. A continuum-based conceptualisation of mental health was 

common in participant conceptualisations. For example, Steve said: 

The first thing I think of is the cross-sectional continuum, across one 

axis you’ve got mental wellness and then across the other axis is… 

absence or presence of mental illness and the idea that you can be 

somewhere on that at any time. (sport psychologist, phase two) 

Steve’s conceptualisation of mental health is more intricate than other 

participants’ because he described the position of mental ‘wellness’ and 

‘mental illness’. The intricacy of Steve’s conceptualisation may reflect his 

training and experience as a psychologist and suggests that good mental 

health includes ‘wellness’. Similarly, Joe, a clinical psychologist, said “I think 

mental wellbeing, mental health being on a continuum. I think that’s quite 

widely accepted” (phase two). Joe and Steve are assured in their 

understandings of mental health, which may reflect their professional 



 

 
180 

exposure to topics and theories of mental health in psychology. A continua 

conceptualisation of mental health and illness was only discussed by support 

staff in this research, predominantly individuals trained in psychology (i.e., 

sport psychology, clinical psychology). This may be because support staff with 

knowledge of psychology have more access to resources that discuss different 

conceptualisations of mental health.  

 In the first phase of data collection, it was clear that some participants 

conceptualised mental health as a non-specific state: 

Mental health is a state of being and has no inherent positive or 

negative state. (Athlete, phase one) 

I see the term [mental health] as generic, in itself it does not specify 

whether it is positive or negative (in the same way that we refer to a 

person’s 'physical health'). (Staff, phase one) 

“I think the statement describes positive mental health, but does not at 

all reflect the other end of the spectrum that is negative mental 

health/mental illness.” (Staff, phase one) 

These three respondents recognise that mental health can fluctuate to either 

‘positive’/’healthy’ or ‘negative’/’unhealthy/illness’. This perspective from 

phase-one was different to the conceptualisations of mental health in phase-

two and three of data collection. In phase-two and three of data collection very 

few participants discussed the variability of the term mental health and instead 

the majority of participants focused on the negative aspects of mental health. 

This difference may be explained through the structure of the survey used in 

phase-one, as these participants are responding to the World Health 

Organisations definition of mental health (World Health Organization, 2004) 
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which has been criticised for being an unrealistically positive definition of 

mental health (Galderisi et al., 2015). Therefore, phase-one participant 

conceptualisations of mental health that reflect the possibility of ‘good’ and 

‘bad’ may have been influenced by the definitions of mental health included in 

the survey. Despite this, the variability of the construct highlighted above 

suggests that some participants in this research conceptualised mental health 

as more than simply the absence of illness and something that includes a 

spectrum of possibilities (Henriksen et al., 2019). This is particularly interesting 

as it contradicts how most participants in this research conceptualise mental 

health/illness (i.e., the pervasiveness of the medical model of mental illness 

and the negative perceptions of mental health in sport). Findings discussed in 

this section of the chapter suggest that there is some awareness of 

continuum/variable conceptualisations of mental health in sport, but this 

awareness is limited and may be influenced by the different definitions of 

mental health people are aware of (i.e., WHO’s positive definition of mental 

health; (Galderisi et al., 2015; World Health Organization, 2004).  

The possibilities of a continuum-based model of mental health in sport 

were discussed by Paul, a sport psychologist (phase two): 

There’s the mental health which is the proactive view of that I’m in a 

good state of mental health. Is mental ill-health the negative state for it, 

so it’s on a continuum. Erm… so mental ill-health we’re talking about 

things like depression, anorexia err… for example. Whereas mental 

health for me is around the general practices and strategies that people 

can do which will likely have a positive benefit on your mental health… 

the ability to function in day-to-day life.  
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Unlike most participants in this research, Paul referred to positive mental 

health in his conceptualisation alongside mental ‘ill health’ consistent with the 

medical model of mental illness.  

 The data presented above suggests that some participants understood 

mental health and illness as related concepts, but this was limited across the 

sample. This conceptualisation was articulated through a continuum/variable 

based understanding that recognises the importance of both mental health 

and mental illness/conditions. This perspective is congruent with what Keyes 

describes as ‘complete mental health’ (Keyes, 2003; Uphill et al., 2016). In 

sport, continuum-based models of health and illness acknowledge that 

athletes do not need to have a clinically defined mental illness to be struggling 

with their mental health (Henriksen et al., 2019). As Uphill et al (2016) state, a 

continuum-based model of mental health in sport presents an opportunity to 

consider athlete distress and wellbeing simultaneously, which is important 

when considering the provision of athlete care. Importantly, the inclusion of 

terms like distress by Uphill et al (2016) widens the parameters of mental 

illness in sport, meaning athletes who don’t experience symptoms associated 

with clinically defined mental illnesses are more likely to receive help. Put 

differently, if stakeholders in sport are only concerned with helping those who 

have clinically defined mental conditions, individuals who are suffering in a 

way that differs from clinical diagnosis (i.e., distress, negative emotions) could 

be overlooked due to the negative perception of ‘personal’ ‘sob stories’ of 

mental health in high-performance sport (Uphill et al., 2016). Although this data 

suggests that some individuals in sport consider mental health as more than 

the absence of illness, this data does not provide detail on what is meant by 
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this, and this perspective was much more unusual than accounts connected 

to the medical model.  

 

4.5 Summary 

The findings presented in this chapter highlight the centrality of the medical 

model in conceptualisations of mental illness in high-performance sport. In 

constructing notions of mental health and illness, participants focused on the 

diagnosis and treatment of mental illness categories by medical and clinical 

experts (i.e., clinical psychologists and psychiatrists). These categories are 

consistent with diagnostic criteria such as the DSM and ICD used by experts 

to spot and diagnose mental illnesses and aid in treatment.  

 Underpinning the centrality of the medical model in participant 

conceptualisations of mental illness was the legitimacy associated with 

positivist knowledge and scientific language. For some participants, legitimate 

mental illnesses are more valid in high-performance sport environments 

because they are underpinned by scientific knowledge of ‘real’ disorders. This 

was in comparison to more personal ‘sob stories’ of mental distress that are 

perceived as less legitimate in the high-performance sport culture. Importantly, 

the legitimacy associated with the medical model of mental illness in high-

performance sport reinforced the dominance and credence of clinical 

categories of mental illness in sport (Henriksen et al., 2019).  

 In comparison, mental health was conceptualised as ambiguous and 

negative by participants. Participants were predominantly unsure of the 

meaning of mental health, especially when conceptualised as something 
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different to the absence of mental illness. Participants were aware of the 

negative connotations of mental health in high-performance sport and 

predominantly discussed the adverse facets of mental health instead of 

positive aspects that are represented in continuum models of mental health 

(Uphill et al., 2016). As a result of the focus on the negative and adverse facets 

of mental health, the concept was devalued by some participants in the high-

performance sport environment. Mental health was described as “airy fairy”, 

“wishy washy” and “just life skills”. These findings suggest that mental health 

is a devalued concept in high-performance sport and associated with 

emotional displays of weakness. From this, sub-clinical, emotional displays of 

mental health are not given the same credence as medically conceptualised 

mental illnesses or performance related mental health concerns in sport.  

Therefore, it is unlikely that mental health is seen as an acceptable and normal 

part of athletes’ lives and is therefore not openly discussed. Instead, there is 

likely a persistence in non-disclosure (discussed in more depth in chapter 5). 

 To make sense of mental health, some participants associated it with 

physical health, discussing how mental health can fluctuate like physical 

health. Furthermore, some participants conceptualised mental health in 

relation to sport performance, as either and enabler or hinderance to 

successful performance. The relation of mental health to physical health and 

sport performance highlights the influence sport context and culture can have 

on conceptualisations in high-performance sport.  

 An alternative conceptualisation of mental health and illness was 

discussed by some participants as intersecting and complex. For these 

participants, mental health and illness were conceptualised on a continuum 
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with the ability to fluctuate between ‘good’ mental health, ‘bad’ mental health, 

and mental illness. This conceptualisation of mental health and illness as 

intersecting was only reflective in participants with particular professional 

positions. For example, participants who discussed this conceptualisation 

were in professional positions related to psychology or medicine, thus 

reflecting their professional knowledge and training. This highlights the 

influence professional background has on conceptualisations of mental health 

and illness in sport, thus the influence experience and social knowledge has 

on personal conceptualisations. Additionally, it highlights that there is some 

success in understanding the breadth and complexity of mental health and 

illness in high-performance sport but this has not surpassed a limited number 

of professionals and to the athletes themselves.  
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CHAPTER 5: THE EXPERIENCE OF MENTAL HEALTH 

AND ILLNESS WITHIN THE CULTURE OF HIGH-

PERFORMANCE SPORT  
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5.1 Overview 

In the previous chapter, I presented and discussed data relating to athlete and 

staff conceptualisations of mental health and illness in high-performance sport. 

In this chapter, I explore data related to the influence of high-performance 

sport culture on athlete experience of, and behaviours related to, mental health 

and illness. From a social constructivist perspective, conceptualisations and 

culture are inextricably linked (O’Reilly & Lester, 2017). The way mental health 

and illness are conceptualised is influenced by the culture an individual is part 

of, and the culture surrounding mental health and illness is connected to the 

way it is conceptualised (Brownrigg et al., 2018; Coyle et al., 2017; Henriksen 

et al., 2019, 2020; Roderick et al., 2017).  

Therefore, this chapter presents and discusses data concerning the 

context and culture of high-performance sport and the influence this has on 

athletes’ experiences and enactments of mental health and illness. As such, 

this chapter addresses the second research question; how does the culture of 

high-performance sport influence the experience of, and behaviours 

associated with, mental health and illness? This chapter is structured in two 

sections: 1) the culture of high-performance sport, and 2) athlete mental health 

and illness enactment in high-performance sport. In the first section, the 

culture of high-performance sport is described through data that elucidate 

cultures of performance, sacrifice, toughness, and silence. This data is also 

considered in relation to the conceptualisations of mental health and illness 

discussed in the previous chapter. In the second section, data relating to the 

influence of culture on mental health and illness are presented through a 

composite vignette capturing an athlete’s experience within high performance 
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sport. Core themes interpreted from data, and presented through the 

composite vignette, are then discussed in relation to literature and theory.  

 

5.2 The Culture of High-Performance Sport 

High-performance sport organisations have been advised to foster cultures 

that nourish athlete mental health (Henriksen et al., 2019; Schinke et al., 

2017). Within a nourishing culture, athletes should be supported to develop a 

broad range of psychosocial skills, provided personal space and autonomy 

that is balanced alongside the demands of their sport, viewed as a whole 

person emphasising long-term development, encouraged to foster and 

develop their idiosyncratic identities, and be able to work in an environment 

that supports the disclosure of a broad range of mental health concerns 

(Henriksen et al., 2010, 2019; Moesch et al., 2018; Pink et al., 2015; Schinke 

et al., 2017).  

 However, as discussed in chapter two of this thesis, a substantial body 

of sociological and psychological research has highlighted socio-cultural 

features of high-performance sport that may be detrimental to athlete mental 

health (Chapman, 1997; Coker-Cranney et al., 2018; Johns, 1998; 

Papathomas, 2019; Papathomas & Lavallee, 2014; Waldron & Krane, 2005). 

One socio-cultural feature of high-performance sport that dominates 

discussions of athlete health is the performance narrative (Douglas & Carless, 

2006). Writing from a cultural sport psychology perspective, Douglas and 

Carless (2006) describe the performance narrative in sport as total 

commitment to success that relies on single minded dedication and focus. 
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From this, the dominant performance narrative of high-performance sport is 

one that demands athletes dedicate their whole lives to performance success 

(Douglas & Carless, 2006, 2009). The performance focus of high-performance 

sport, fostered through the performance narrative, compels athletes to 

dedicate themselves to their sport at the expense of other areas of their lives 

(Douglas & Carless, 2009).  

 In this research, when asked about the culture of high-performance 

sport and its impact on mental health and illness, participants discussed the 

focus on short-term performance outcomes in their sports. For example, 

Anastasia described a total focus on winning medals: 

They’re in a place that requires them [athletes] to get a medal at the 

end of the day, that’s what this place is I guess for […] Whereas they’re 

[athletes] personally here because they want to get better and want to 

improve, and they do but it’s not giving them a medal that this place 

requires to keep them around. (wellbeing officer, phase two) 

The precedence placed on medals above all else in Anastasia’s account was 

echoed by Spencer: 

Everything is so results based […] Literally as soon as they have you 

and as soon as they don’t need you, you’re thrown away. As soon as 

they don’t need you and there’s someone faster, you’re gone. That’s all 

they care about is results (athlete, phase two) 

As the above accounts highlight, high-performance sport in the United 

Kingdom operates an outcome-based approach to success with precedence 

placed on statistical and tangible successes (i.e. world ranking medals; 

Bostock, 2013; Bostock et al., 2018). Fuelling the performance focus of 
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Olympic and Paralympic sports is a ‘no compromise’ targeted funding 

approach, adopted in 2004 by UK Sport (UK Sport, 2004). This funding method 

means that Olympic and Paralympic NGB’s that hit performance targets and 

succeed in winning medals are rewarded through continued or increased 

funding, and those who don’t win lose their funding (Bostock et al., 2020). As 

described by Millie, a ‘no compromise’ funding model means that “ultimately if 

the people that are funded and that are in with a chance of racing at the 

Olympics don’t get the results that they need, there’s not going to be funding 

for anyone at all” (athlete, phase two). Millie’s perspective highlights the 

significance of winning medals in high-performance sport for her sport to 

maintain its place in the UK Sport scheme. 

The organisational focus on winning medals and securing funding 

discussed above, came at a price for some athletes in this research. For 

example, Hannah said: 

but it’d be like you have to win, you have to get that medal, so I wouldn’t 

work on developing my skill or being better at [sport] or personally, I’d 

just work on stressing out and then thinking I need to win (athlete, phase 

two). 

Hannah embodied the performance narrative in her sport, which meant that 

she rejected other aspects of her life (i.e., developing skills, personal 

development). By limiting herself to one aspect of her sport life, fostered 

through a cultural focus on performance success, it limited her ability to 

develop herself outside of a narrow sport performance lens. Research 

suggests that a focus on short-term winning, sustained through targeted 

funding models, is not conducive to long-term athletic success or personal 
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development (Martindale et al., 2005). Comparably, Hannah’s experience 

suggests that focusing on the performance narrative exuded from the high-

performance sport culture can limit an athlete’s opportunity to develop 

alternative identities (Douglas & Carless, 2006). This finding is contradictory 

to recommendations made by Henriksen et al (2019) that sport cultures should 

encourage the development of idiosyncratic identities outside of sport to 

facilitate the development of good mental health but corresponds to the 

findings discussed in the previous chapter that recent recommendations to the 

support guidelines for athlete mental health remain embryonic. 

Another significant aspect of high-performance sport culture is the sport 

ethic (Coker-Cranney et al., 2020; Hughes & Coakley, 1991; Papathomas, 

2019; Waldron & Krane, 2005). The sport ethic is similar to the performance 

narrative of sport (i.e., win at all costs, dedicate everything to success) as it 

“depicts the values of the archetypal athlete hero; the pursuit of excellence, 

personal sacrifice, and the tolerance of pain and risk” (Papathomas, 2019, p. 

100). Significantly, research suggests that athletes who over conform to the 

sport ethic may engage in behaviours that risk their physical and mental health 

in both the short and long-term (Papathomas & Lavallee, 2006; Theberge, 

2006, 2008).  

One aspect of the sport ethic discussed by participants in this research 

was sacrifice. As part of the dedication to becoming an elite athlete, some 

participants described the sacrifice they had to go through to get there. For 

Noah and Harry, their dedication to success included sacrificing the love and 

enjoyment they previously had for their sport: 
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Someone asked me the other day “I thought you liked riding your bike” 

and I was like “sometimes”. And that was quite a profound moment, I 

don’t have the same… joy for going out and just poofing around. Erm… 

you go out to train, you don’t go out to ride your bike which is really sad. 

[…] if you’re enjoying riding your bike you might go, or if you’re not doing 

it to compete you might go “oh I’m not going to ride today I’ve got a lot 

to do”. And I don’t have that choice which is frustrating. (Noah, athlete, 

phase two) 

Harry described a process whereby participating for enjoyment turns into 

participation for success when he said, “If the sport has… gone past that love 

into that sort of just “I have to achieve, I have to succeed here” well then that 

would just eat away at you” (athlete, phase two). As Noah and Harry discuss, 

in the context of high-performance sport, motivations of love and enjoyment 

turn into motivations of success and winning. The focus of participating in sport 

to succeed is championed by the performance narrative and sport ethic, which 

both influence the culture of sacrifice Noah and Harry described. By sacrificing 

their love of the sport to achieve success, Harry and Noah have embodied the 

cultural messages of the performance narrative and sport ethic in their 

respective sports.  

Research suggests that, to nourish athlete mental health, athletes 

should be encouraged to have space, time, and identities separate from their 

sport (Henriksen et al., 2010, 2019; Pink et al., 2015; Schinke et al., 2017). 

However, for some athletes in this research, the opposite is true, and they 

accept sacrifices to aspects of their non-sporting lives in order to succeed and 

conform to the performance culture. For example, Lizzy said: 
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Literally my whole life was around the sport, so you know on a weekend 

when I was off, if my friends asked me to go out… I couldn’t drink or 

erm… have, I had to watch what I was eating, like you’ve always got to 

be careful. Even with like social media, if I did go out with my friends 

and didn’t drink or had 1 or 2 then I wouldn’t like let them put any photos 

on in case it got back to them. So it wasn’t just like that side of things it 

was also like your social life as well… it like inhibited it a bit. (athlete, 

phase two) 

By embracing the norms of the sport ethic and performance narrative, athlete 

sacrifice is lauded as total dedication to their sport and praised (Coker-

Cranney et al., 2018; Hughes & Coakley, 1991; Waldron & Krane, 2005). For 

Lizzy, this meant that to be seen as a successful and dedicated athlete she 

accepted that sacrifices in her life had to be made. When Lizzie’s experience 

is considered in relation to the development of good mental health, limiting the 

development of idiosyncratic identities outside of sport is detrimental 

(Henriksen et al., 2010; Pink et al., 2015; Schinke et al., 2017). Similarly, Harry 

described three areas of his life; academic, sport, and social, and described 

how his social life had to be sacrificed due to his sport: 

So like erm, my social life isn’t huge. Just because of my training 

schedule it’s like 6 hours in a day ha-ha. So I mean… the social 

interaction, there’s not, it kind of distracts you from the training and the 

sport which is such a massive part of your life… you can see how you 

can just get caught up in it and so caught up in that circle of “winning is 

all that matters so it’s the only thing I’ll focus on” kind of thing (athlete, 

phase two) 
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Harry’s experience is like Lizzie’s (i.e., “literally my whole life was around the 

sport”) but Harry’s quote also highlights just how wedded to the cultural values 

of high-performance sport he has become in his statement ‘the social 

interaction … it kind of distracts you from the training and the sport 

(emphasis added)’. From this, there is little room for Harry or Lizzy to 

experience aspects of life disconnected from sport as the focus is “winning is 

all that matters”. These accounts are consistent with the performance narrative 

in sport that places success above all else (Carless & Douglas, 2013a; 

Douglas & Carless, 2006). Being part of a culture that glorifies dedication and 

sacrifice to successful sport performance means that athletes do not “engage 

in adequate exploration of different roles and behaviours associated with 

identity formation” (Warriner & Lavallee, 2008, p. 302). Thus impacting the 

development of good mental health which is fostered through the development 

of alternative identities outside of sport (Henriksen et al., 2010, 2019).  

The data discussed above highlights the precedence placed on 

performance success in high-performance sport. When findings from chapter 

four about conceptualisations are considered in relation to the findings in this 

chapter, it highlights the interconnection between conceptualisations of mental 

health and culture in high-performance sport. For example, mental health was 

conceptualised by some participants as an enabler to good performance, or 

successful performance as a condition of good mental health. This data 

suggests that the performance focus of sport is so persuasive that it influences 

the construction of mental health, with the focus being on successful 

performance and how that relates to mental health. Individuals in sport are 

drawing upon the performance narrative embedded within their environments 
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to construct their understandings of mental health (Coyle et al., 2017). From 

this, athletes draw upon cultural norms and conceptualisations that do not 

encourage better mental health (i.e., dedicate your whole life to sport and do 

not allow distractions to get in the way). This is despite recent research that 

highlights the detrimental effect of these cultural norms (Coker-Cranney et al., 

2018; Papathomas, 2019; Waldron & Krane, 2005) and expert 

recommendations that suggest these norms are influential in the development 

of poor mental health (Henriksen et al., 2019; Moesch et al., 2018; Schinke et 

al., 2017) 

Commensurate with the culture of performance and sacrifice described 

above, participants described a culture of toughness in their sports. For 

example, Anastasia noted that sport “demands huge physical and mental 

strength to, kind of, get right to the top of the game or of the sport” (wellbeing 

officer, phase three). Similarly, after describing some cultural practices in his 

sport, such as training whilst sick, Steve noted that: 

[This] points to the idea of needing to be tough, you have to be tough 

and resilient and you have to go through hardship to get there […] All 

of that added together, creates this culture probably I think it’s the word 

to describe it, where being tough is really important (trainee sport 

psychologist, phase three) 

In chapter four of this thesis, findings indicate that mental health can either be 

conceptualised negatively in relation to emotional weakness, or positively in 

relation to performance success. Here, the narrative that toughness is integral 

to performance success, further connects mental health concerns experienced 

by athletes as weakness (emotional displays) to the culture of toughness in 
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high-performance sport. From this, mental health concerns that are associated 

with weakness are not seen as not conducive to the cultural norms of 

performance success in high-performance sport and athletes, in turn, may be 

less likely to disclose these struggles because of the stigma against 

‘weakness’ in high-performance sport culture (“don’t bring your shit to the 

club”).   

The cultural association between being tough and performance 

success highlighted by Anastasia and Steve was problematised by Rose: 

To make it as an international athlete you need to be thick skinned and 

be able to bounce back from anything and all of that and yeah… to an 

extent that is what will help, kind of resilience might be what makes your 

career but equally… that kind of like still being human it’s not like 

they’ve got some athletes that have these massive thick skins and don’t 

have emotions. Of course, people are and I think that’s sometimes 

forgotten because you’re expected just to put on a brave face and go 

and get it (athlete, phase two) 

While Rose recognises that athletes are also humans and thus not devoid of 

emotions, she also acknowledges here that these aspects are ‘forgotten’ and 

its ‘resilience that makes your career’ when discussing being an international 

athlete. Similarly, as mentioned by Anastasia, Steve and Rose, there is an 

expectation in sport that athletes must be tough and strong to be able to cope 

with the demands of high-performance sport and “go and get it”. As discussed 

in chapter four, mental health was conceptualised by some participants as a 

‘non-legitimate’ illness, associated with emotional displays of weakness and 

‘sob stories’. Therefore, in a culture that places emphasis on the need to be 
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tough to succeed, ‘non-legitimate’ mental health issues that are associated 

with weakness may be perceived as an individual’s inability to be tough and 

make it in high-performance sport (Papathomas, 2019).  

The idolisation of toughness in sport has been operationalised through 

the psychological concept of mental toughness (Gucciardi et al., 2015; 

Papathomas, 2019), a psychological characteristic associated with success in 

sport (Gucciardi et al., 2017). Like the performance narrative, mental 

toughness involves “insatiable desire and internalised motive to succeed” 

(Jones, 2002, p. 211). This suggests that athletes who are mentally tough 

possess the mental prowess, grit, resilience, and determination to cope with 

the stress and pressure of sport and succeed (Gucciardi et al., 2017; Mahoney 

et al., 2014). Research suggests that mental toughness is a subcultural value 

in sport, that emphasises constant improvement, sacrifice, and relentless 

effort (Coulter et al., 2016). From this definition, mental toughness draws 

multiple parallels with the sport ethic (i.e., dedication to the game, striving for 

distinction, not accepting obstacles in the pursuit of success; Hughes & 

Coakley, 1991; Papathomas, 2019). Within cultures that place emphasis on 

performance and dedication to the sport ethic, athletes and staff believe that 

being mentally tough is integral to performance success.  

 Research suggests that cultural values associated with mental 

toughness can result in athletes withholding emotions, especially those 

associated with weakness (Champ et al., 2020; Coulter et al., 2016). Similarly, 

participants in this research described the culture of toughness in their sports 

alongside a need to hide vulnerability. As described by Cara: 
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[You need to show] a lack of vulnerability. Because I think that that 

can… I think people can kind of try and manipulate that “oh you know 

she’s easy, it’s easy to get into this person’s head so I’m going to do 

this, this and this to make sure she gets really down on herself”. Like 

stuff like, so if like if a player is recognised as vulnerable, I think that 

that is really taken advantage of. (athlete, phase two) 

Some participants saw vulnerability as something to be “taken advantage of”. 

This was highlighted by Abi when she stated, “you can’t be so open because 

you’re competing for spaces […] at [her old sport] it was very “I can’t open up 

or… look vulnerable” because everyone else would capitalise on that” (S&C 

coach, phase two). The idea that an individual is easier to exploit in high-

performance sport when vulnerable corresponds with the notion that, to 

succeed in high performance sport, individuals need to be tough and avoid 

showing any weakness (Hägglund et al., 2019; Papathomas, 2019). 

Furthermore, it highlights the power the performance narrative and sport ethic 

can have on athlete behaviour, as avoiding displays of weakness or 

vulnerability is seen as a way to facilitate success (Sinden, 2010, 2013). For 

example, Hannah described how vulnerability was associated with not being 

able to perform successfully: 

I think it’s [vulnerability/weakness] the same as kind of being injured, 

like you’re worried that you’re gonna be taken off […] because they will 

then see you from that day as unstable […] there is still like a vibe of 

like not judgement but like they need to have the best people who are 

gonna perform well and if you’re not in that head space you’re not 

gonna get anything. (athlete, phase two) 
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Furthermore, Abi described how a lack of mental toughness could result in a 

lack of performance success: 

the pressures become greater [in high-performance sport], if you don’t 

have the… capability and strategies to work through that and deal with 

it then you’re going to be left in a horrible place…… we have all these 

terms like “mentally tough” […] and if you’re not then, then you’re not 

going to perform as best as someone who does have those capabilities 

(S&C coach, phase two) 

These quotes highlight a culture in sport in which athletes and staff believe 

performance success is facilitated by withholding weakness and vulnerability, 

two ideas that formed part of participant conceptualisations of mental health. 

However, as recommended by Henriksen et al (2019), sports need to create 

culturally nourishing environments to facilitate the development of good athlete 

mental health where; within a culturally nourishing environment, athletes 

should be encouraged to recognise and share their mental health concerns 

openly. However, as (Papathomas, 2019) notes, environments that place 

emphasis on mental toughness are not conducive to the disclosure of mental 

illness or poor mental health. In this research, participants conceptualised 

mental health as emotional displays of weakness and thus, athletes 

experiencing poor mental health are less likely to seek help or disclose their 

experience because the culture they work in is unforgiving to individuals who 

are not tough. Papathomas (2019) explains that this norm is partially 

reinforced by key stakeholders (i.e., coaches) ‘buying in’ to, and reinforcing, 

the mental toughness culture. A cultural ‘buy in’ to the mental toughness 

narrative by coaches was discussed by Anastasia: 
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But sometimes it can almost feel like [athletes] they don’t want to be 

honest if they are having a bad day in terms of their mental health  

Int: why do you think that is?  

A: I think it is just… like that they operate at such a high level, the 

training they do, the environment they’re in feels quite unforgiving and 

probably because some coaches wouldn’t be very forgiving of that, they 

kind of say things like “get on with it, toughen up” and those… like 

phrases like that can be really damaging (wellbeing coach, phase two) 

In unsupportive high-performance sport environments where mental 

toughness is reinforced by key stakeholders (i.e., “get on with it, toughen up”), 

openness to showing vulnerability and disclosing ‘weakness’ is restricted 

(Brownrigg et al., 2018; Papathomas, 2019). The data presented above 

suggest that high-performance sport operates within a culture that emphasises 

performance, toughness, and sacrifice. Data discussed in the following section 

demonstrates how these cultural norms serve to create a culture of silence in 

high-performance sport. A culture of silence is one where individuals do not 

feel able to share experiences that are not explicitly related to performance 

and conducive to career-progression or those that may be regarded as an 

unacceptable characterisation of ‘athlete’ in the high-performance sport setting 

(Brownrigg et al., 2018). In this research, a culture of silence influenced 

athletes’ willingness and ability to disclose mental health or illness concerns 

for fear of being seen as weak or unable to cope with the pressure associated 

with high-performance sport.  
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5.3 The Influence of High-Performance Culture on Mental Health and 

Mental Illness Behaviours  

In this section, themes interpreted from data collected during phase two and 

three of data collection are presented that aim to illuminate an athlete’s lived 

experience, and associated behaviours, of mental health/illness within the 

high-performance sport culture. These data are represented through a 

composite vignette that shows how a culture of silence influences athlete 

behaviour associated with mental health and illness. Specifically, the 

composite vignette highlights how cultures of performance, sacrifice, and 

mental toughness interact with athlete considerations of risk, stigma, and trust 

in high-performance sport that, subsequently, influences athlete help-seeking 

behaviours.  

  A composite vignette was chosen to represent the interpretive themes 

related to the research question because of the evocative power of storytelling 

to show data in a way that resonates with target audiences (Hings et al., 2018; 

for a full discussion of this method of data representation please see chapter 

3). Furthermore, vignettes have been highlighted as a research strategy that 

can increase cross-cultural understandings in sport and guide culturally 

informed services, such as sport psychology practice (Champ et al., 2020; 

Schinke et al., 2012). The composite vignette is written from an athlete’s 

perspective and combines quotes from multiple athlete voices from the 

research collected from all three-phases of data collection.  
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5.4 An Athlete’s Story: Culture of Silence, Stigma, and Trust 

“What’s up with you at the moment, Freya? You get arsey at the smallest of 

things. You’re constantly in pain, always tired, away with the fairies, and white 

as a sheet. Get your head in the game, they’re making selection decisions next 

week! You don’t want to miss out, again” 

Despite appearances, Mia doesn’t mean any harm. I know it’s just her 

way of checking up on me. Albeit a bit harsh, but I get she needs to maintain 

her chief status of ‘tough girl’ to stay at the top. Simply asking me how I’m 

doing would chip away at that façade. Mia is right. I’m not at the top of my 

game. I’m not even a player in the game anymore. 

***** 

[40 minutes later] 

9:45am, ok time to head to the matts to get warmed up. I’m so sore 

today, my neck is as stiff as a board and painful after last weekend’s 

competition. I hope the physio will be able to help later on today. I can’t let it 

get in the way of training otherwise people will notice. Let’s be honest though, 

I’ve got other things to worry about the coaches seeing. There’s no chance I’m 

making selection next week. Normally the reality of not being good enough to 

make a major competition would bother me, but I can’t find the fight to push at 

the moment. What’s happened to me?  

Treading onto the dark blue training matts, I dodge the ripped sections 

worn away by hours of training. I spot Greta and sit next to her. Greta is one 

of my closest friends here. She’s everyone’s closest friend. She’s the mother 

figure of the group. The type of person you’re drawn to when you feel like shit. 
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In a hushed tone so as not to disturb the group finishing up in the other 

side of the gym, I ask “How’s it going?” 

“Alright Freya? I’m just trying to keep my head down and focused until 

selections are announced next week. I need this competition, so I stand a 

chance of getting funding for next year. Plus my back is tight” She says whilst 

releasing into her first stretch.  

“Hmm, I know the feeling. If I don’t get selected, I’m definitely going to 

lose my funding. I’ve been on a losing streak recently”. As I begin to move my 

shoulders round in small circles and tilt my head to gauge the pain levels in 

my neck, my gaze catches the GB flag stretched across the yellow gym wall, 

flanked by the digital countdown clock to the Tokyo Olympics. Following my 

eyeline across the gym, Greta says “That clock haunts my dreams, ha-ha” 

“Tell me about it” I said whilst rolling my eyes. The patriotic flag, 

countdown clock, and tacky quotes about winning dotted around the gym only 

add to the pressure in this place.  

After a careful scan of the room, Greta asks me what everyone else 

wants to “Freya, what’s wrong? You’re so distracted at the moment. You can’t 

be like this when we start practice, you need to switch on otherwise you’ll get 

hurt. Tell me, get it off your chest” 

Using my least suspicious whisper I lean in closer and exhale “I don’t 

really know what’s wrong to be honest. I feel flat, uninspired, not bothered, and 

crippled by worry all at the same time. It’s the worst feeling, and I can’t get 

away from it. I don’t feel like I belong here anymore.” 
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Greta shuffles to change the variation of her stretch “I’m sorry, Freya. 

The morale of this place is horrible at the moment, it always is before selection. 

Everyone is on edge” 

After a long inhale I respond in a muted tone, “But it’s different this time 

Greta. Normally I’m so up for the challenge. I push myself harder in the weeks 

leading up to selection. I feel inspired by the challenge and competition. I used 

to be so game to fight for selection spaces. But, right now, I feel like I’m just 

not good enough to be here. I want to sit in the corner and hide. I don’t have 

the same joy for this anymore. It feels like that fire in me has gone. I think this 

has gone past the point of loving what I do, it just feels like I have to achieve, 

I have to succeed here and that’s the only thing that matters. Its stressing me 

out”  

Greta offers a concerned smile. “Have you chatted to your mum or 

friends about this? I don’t mean your friends here, I mean your friends back 

home? You know what it’s like, sometimes we just need a pep talk and a laugh 

to carry us through.”  

Greta’s right, I would love to chat to my friends about this right now. I’d 

love to go out and forget about everything for a night, but I can’t and I don’t 

think they’d understand that. Everything I do is for this sport, going out for a 

meal and some drinks just isn’t possible right now. I sacrificed all of that a long 

time ago. “You know what it’s like Greta, when I moved here my friends didn’t 

get to see me as much… I think they felt like… that I’d sort of abandoned 

them”. The thought brings a tear to my eye. Abandoning my friends is never 

what I wanted. But I left them for all of this, I left them and now I feel alone. 
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Sensing the hurt in my voice, Greta says, “What about the psych? In 

the last email from performance lifestyle they said they know this time is tough 

for us and said to talk to the sport psychologist if we were struggling”  

I avert my eyes to divert Greta from the slight gloss of tears that had 

built up and blurred my vision. Holding back the tears I switched to a sassy 

tone “Pfft! Like I’m going to talk to him, I barely know him! It’s hard to when 

he’s only here once every two weeks. Plus, you know Greta, you have to be 

on the top level of funding to see the psychologist because he has a lot of 

work. He sees the gold medal potential, not last place potential like us.”.  

“Ouch, you bitch, ha-ha. He does seem like a nice person though. He 

always smiles at me.” 

“Forget the psych Greta. Who knows where he takes his information? 

He spends nearly all of his time in the meeting room with the coaches and 

management. I bet he would go to coach and then coach would drop me 

because I’m not performing and can’t mentally sustain myself. I don’t want 

them to think they can’t treat me normally, because then they won’t select me 

for the big competitions. You know what they say when we complain ‘get on 

with it, toughen up’… I don’t really want to get myself dropped by, you know, 

telling the coaches about my mental health or emotions”. Can I sustain myself? 

What’s happened to my mind recently? I just don’t feel like the same athlete I 

was this time last year. I’m not the thick-skinned girl I used to be. Here I am 

nearly crying on the matts, how is that a good athlete who’s ready to go out 

there and get it? Anyway, I definitely don’t want to speak to the psychologist. 

I don’t know him. I’m not trusting him with this information even if he is 



 

 
206 

qualified. He’s too close to the coaches, I don’t need anything else to lower my 

chances of being selected.   

“He definitely wouldn’t do that, would he?” Greta says.  

“He’s employed by the sport, Greta! His job is to increase performance 

just like everyone else here. He doesn’t want to listen to my sob story. Plus, I 

don’t trust him, the only thing he’s done that’s impacted us is hang that stupid 

GB flag on the wall to ‘boost team cohesion,” I mimic in a patronising tone.  

“Yeah but Freya, he’s a psychologist, a sport psychologist. Surely he’s 

the most qualified to help you ignite your fire again?”  

“Greta, he’s employed to help with performance, I doubt he’s going to 

want to spend his time sorting out my actual life and analysing what’s going 

on with me. The fact he only goes to the big competitions says it all. He’s a 

patch up job on the day.”  

“Hmm. I suppose so to help with competition anxiety and stuff. I don’t 

understand what he does to be honest. But surely as a psychologist he can 

help with feeling down and lack of fire?” 

“Honestly Greta, I think the fire is long gone. I’m only still going because 

I don’t know anything but this sport. Plus, all the sacrifices I’ve made to be 

here. It’s who I am, my whole life revolves around this place.”  

“But this is what I think psychologists can help you with, at least that’s 

what Mia said after she’d had a session with him. He helped her understand 

why she’s doing this and what could make her better.”  

As Greta says this, I feel the acidic anger bubbling in my stomach, 

charging its way up my throat as I get ready to snap. “Mia had a session with 

him? That literally says it all! Mia is top level of funding. Guaranteed to make 
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selection next week and probably place at Worlds. She has everything that the 

coaches are looking for; good nutrition, technique, level-headed, spends hours 

with the performance analyst, is always the first to volunteer in training, and is 

doing a degree alongside this! Of course she found the psych helpful, she’s 

the definition of a professional athlete. He probably couldn’t find anything 

wrong with her!” 

In true mum mode, Greta reminds me of our environment. “Freya. Calm 

down. Everyone can hear you.”  

I look down at the matt beneath us, embarrassed by my outburst. I find 

a hole in the fabric and start pulling at it. Feeling exposed, I whisper “I can’t 

compete with that”  

“Fine… if not the psych, you need to speak to someone. I hate to say 

it, but if you continue in this head space, you’ll get taken off funding or dropped. 

I’ve never seen you so lifeless. You know what it’s like here. They might not 

pick you if they think you’re going to fly off the handle.”  

“Woah, thanks Greta. Just what I need to hear.” Feeling taken aback by 

my closest friend’s honesty; I reply, “I just need some advice from someone 

who won’t let it get back to the coaches”.  

Reaching a reassuring hand out to rest on my leg, Greta takes charge 

of the situation “ok, let’s think about this properly because you need to talk to 

someone about this. I’ve never heard you sound like this mate. Who do you 

trust to speak to? I think at this point it doesn’t matter about their qualification.” 

“I need someone who is sort of half removed from the situation. By 

telling them it’s not going to immediately impact my selection. Basically, not 

the coach” 
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“Or the coach’s best friends.” 

“Exactly.” 

“Who do you trust? Who do you have a good relationship with?” 

“Well I like the nutritionist and performance lifestyle. I think they’re 

employed by the EIS and not the sport which is a bonus because they don’t 

work on selection or funding. But I don’t ever have a reason to go and speak 

to them on my own. Plus, they work in a shared office next to the coaches, 

everyone would see me go speak to them and wonder what it’s about.” 

“True, everyone loves a gossip… What about the doc? He’s a medical 

professional and you could have a private appointment. He has literally nothing 

to do with the sport apart from being our doctor. If he thinks it would be helpful, 

he could refer on to someone else that’s outside of the sport so it’s completely 

nothing to do with it”.  

I consider the idea of booking a private session with the doctor whilst 

Greta continues, “because I think if it’s an insider you might not want them to 

know your problems, like if you’re trying to put on a front that you’re hard and 

can keep up, then you’ve got to go to this person in the sport and say you’re 

struggling with mental health maybe they’d judge you or tell someone.” 

Whilst listening to Greta I think about what the doctor is actually here to 

do and the possible repercussions of telling a doctor. “Do you think this is a 

medical problem? He’s never here, I don’t want to waste his time with my sob 

story. He’s got actual injuries and illnesses to sort out. Also, I have no idea 

where the information would go, would I be sent to see a shrink? Would I be 

institutionalised?!” 

“I don’t think so. To be honest, I have no idea about this mental stuff.”  
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I feel a familiar sharp pain in my neck as I lean my head forward to 

elongate my stretch. “Tell you who is a nice guy, the physio” I say quietly so 

Greta can’t hear the break in my voice caused by the sharp pain. 

“Ah, that’s such a good idea! I love Tony.” 

“I actually have an appointment with him after lunch today for my neck 

and shoulders.” 

“Speak to him then! You’ll be alone with him in the physio suite with 

your head stuck in the hole on the bed, its perfect. You wouldn’t even need to 

make eye contact.”  

Whilst musing on the image of the physio in my mind and thinking about 

our previous interactions I reply “He’s just a lovely, chatty, friendly guy.” 

“You can slip it into the conversation when he asks you how it’s going. 

Get it off your chest, it would be very low key.”  

“Yeah, Tony is probably the best guy. Even if he doesn’t know what to 

do it could help me if I just tell someone.” 

“Exactly. He’s the guy that sees people when they’re in a dark pit. When 

people are injured and at a low or crucial point. He helps them recover. He 

must be used to people talking about their problems when they’re on the 

massage bed.” 

Finally, with a sense of focus and a flicker of hope I exclaim, “Yeah. 

Greta, I think you’re right. I think I’ll speak to him today. I just hope it doesn’t 

impact my selection or make people think I’m weak. You’ve got to be tough to 

do what we do, mentally tough, dedicated, unflappable, what if he shares that 

with the coach?” 
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“Just ask him not to share it. To keep it between you two and inside the 

four walls of the physio room. I’m sure he won’t tell anyone if you ask him, 

right?”  

 

5.4.1 Discussion 

The aim of the composite vignette was to present data that demonstrates 

athletes lived cultural experiences of mental illness, mental health, their 

contextualised meaning-making, and associated behaviours. The composite 

vignette is based on, and includes, data provided by athletes who work, train, 

and compete in high-performance sport from phase-one (survey), phase-two 

(semi-structured interviews) and phase-three (photo-elicitation interviews) of 

data collection. The main theme interpreted from data was a culture of silence 

(Brownrigg et al., 2018) in sport that influences athlete mental health and 

illness help-seeking behaviours. In a culture of silence, there is a risk 

associated with disclosing or seeking help for personal difficulties, especially 

those associated with poor mental health or mental illness. The risk stems from 

the pressure to perform, secure funding, and be selected for competitions. The 

pressure to succeed, combined with a culture that places emphasis on being 

mentally tough, influences the perception that mental health and illness are 

signs of weakness that may risk an athletes’ ability to succeed (Bauman, 2016; 

Papathomas, 2019).  In a mentally tough environment, vulnerability and 

weakness are stigmatised, perpetuating the culture of silence (Brownrigg et 

al., 2018).  
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As discussed in the first section of this chapter, participants described 

a performance narrative in high-performance sport that places emphasis on 

sport success. The performance narrative was internalised by some athletes 

in this research, which encouraged them to prioritise sport success above 

other areas of their lives. As presented in the composite vignette, a limited 

identity based on performance success and achievement can lead to a lack of 

self-worth in athletes when they do not achieve the success associated with 

the dominant performance narrative (i.e., not winning, not being selected for 

competitions, losing funding; Champ et al., 2020).  

Research demonstrates that focus on short-term success in high-

performance sport (i.e., winning medals), sustained through targeted funding 

models, is not conducive to long-term athletic success or personal 

development (Martindale et al., 2005). Furthermore, maintaining alignment to 

the performance narrative of high-performance sport is detrimental to athlete 

development and can impact mental health following career cessation 

(Carless & Douglas, 2013a; Douglas & Carless, 2006, 2009; Henriksen et al., 

2019). The current research supports these findings by highlighting that the 

short-term performance narrative of sport can be detrimental to athlete mental 

health during their careers, by limiting opportunities to develop self-worth 

distinct from short-term performance goals (i.e., winning), thereby restricting 

personal and athletic development conducive to good mental health 

(Henriksen et al., 2019).  

Some participants in this research described what an ‘ideal’ athlete 

should look like. This theme was discussed in phase-three of data collection 

when participants provided photographs to discuss in interviews. In 
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discussions of the ‘ideal athlete’, participant produced photographs focused 

on athletes maintaining a ‘level head’ and showing no emotion despite losing 

a match or tournament. For example, in phase-three, Pippa discussed a 

photograph of a female rugby union player who did not show emotion despite 

losing in a match, from this Pippa described an ideal athlete as:  

Someone who is calm level-headed, strong physically but also a lot of 

the unseen work and motivation. Not necessarily the loudest person on 

the pitch, in fact not the loudest person on the pitch. Someone who 

always keeps going, and bring something with them, but also that calm, 

I want to say decorum but that’s not it (athlete) 

Similarly, in phase-two of data collection, Abi described an ideal athlete as 

“someone who is like unflappable, someone that deals with pressure and 

situations […] and has the mental strength to perform”. From discussions of 

an ideal athlete, participants described someone who could maintain a ‘level 

head’, wouldn’t ‘flap’, and could ‘deal’ with pressure. This draws comparisons 

to the cultural ideals of mental toughness discussed earlier in this chapter, in 

which an athlete must not show emotional weakness otherwise they may be 

perceived as unable to succeed in high-performance sport (Papathomas, 

2019). Furthermore, this finding corresponds with conceptualisations of mental 

health in chapter four, that poor mental health is characterised by emotional 

displays of weakness and ‘sob stories’. Therefore, this may suggest that 

cultural constructions of an ideal athlete involve an individual who does not 

experience poor mental health.  

Additionally, in phase-two of data collection participants described an 

ideal athlete as someone who was fully dedicated to winning. For example, 
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Abi (S&C coach, phase two) said “someone who is dedicated to the sport, 

does extra and is there consistently, erm… puts in 100% effort, is committed 

to improving, motivated, like focussed I guess”. For some participants, part of 

cultural constructions of an ideal athlete who ‘does extra’ and is ‘committed to 

improving’ involved an athlete who engages with every form of support 

possible to help them succeed. For example, Anastasia (wellbeing officer, 

phase three) said: 

Its just seen to be pushing on the most on the mat [in training], in the 

gym. With everyone else like working with the nutritionist, working with 

the psych, working with [performance] lifestyle, welfare, proving you’re 

doing everything you can to be… the best. 

Similarly, when Ethan (athlete, phase two) discussed his transition from 

championship to premiership rugby union, he explained how the expectations 

that coaches have of a ‘professional’ athlete should be doing changed when 

he said, “just the way you look after yourself, the way you erm… the way you 

train, their [coach] expectations is a lot higher”. As Abi, Anastasia, and Ethan 

note, an ideal athlete is one who is fully committed to performance success, 

and in high-performance sport this includes engaging in every form of support 

available (i.e., nutritionist, performance lifestyle) and pushing their physical 

capability as hard as they can (“pushing the most on the mat”, “the way you 

train, expectations is a lot higher”). This cultural construction of an ideal athlete 

draws multiple comparisons with the sport ethic of sport (Coker-Cranney et al., 

2018; Hughes & Coakley, 1991) in which athletes should not accept setbacks 

in the pursuit of performance success.  
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As highlighted in the quotes above and in the composite vignette, an 

ideal athlete is one who is wholly dedicated to performance success, is 

‘unflappable’, can ‘keep going’ despite performance setbacks, and maintains 

a level head. The description of an ideal athlete in this research draws 

comparisons to the conceptualisation of mental health discussed in chapter 

four. For example, participants conceptualised poor mental health in relation 

to negative connotations of emotional weakness and the influence mental 

health has on performance. Therefore, the ideal athlete described by 

participants as not showing weakness, maintaining a level head, and to been 

seen as totally committed to winning may be what athletes regard as ‘good’ 

mental health in sport. This is reinforced by the association made between 

good mental health and performance success in participant conceptualisations 

(i.e., mental health is an enabler to good performance). This highlights how 

the performance culture of sport, encompassing the sport ethic and mental 

toughness narratives, influence conceptualisations of mental health in high-

performance sport. Participant descriptions of the ideal athlete drew multiple 

comparisons with the sport ethic, the performance narrative, and mental 

toughness culture outlined earlier in this chapter (Carless & Douglas, 2013a; 

Douglas & Carless, 2006, 2009; R. Hughes & Coakley, 1991; Papathomas, 

2019). By sacrificing their love of the sport and their multifaceted lives athletes 

are encouraged, through socio-cultural discourses, to mould themselves to a 

homogenous ideal that is conducive to performance.  

Shogan (1999) described a process of normalisation in high-

performance sport that works to homogenise athletes to a singular identity that 

champions dedication to sport above all else. As Shogan notes “identities 
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make it difficult for any athlete to be fully consumed by the demands of sport 

discipline. Women athletes, disabled athletes, athletes of colour, and/or 

lesbian and gay athletes have difficulty matching the requirements of athletic 

identity because other aspects of their identities often conflict with the 

demands of sport discipline” (1999, p.16). Experiences of poor mental health 

or mental illness do not conform to the idea of a mentally tough athlete who is 

wholly dedicated to sport performance (Bauman, 2016), and therefore can 

challenge their identity. Furthermore, aspects of an athlete’s life that have 

been highlighted as good for mental health (i.e., idiosyncratic identities, 

experiences outside of sport, acceptance of vulnerability; Henriksen et al., 

2019; Moesch et al., 2018; Reardon et al., 2019; Schinke et al., 2017) are not 

encouraged in high-performance sport cultures that emphasise performance 

success, mental toughness, and sacrifice. Therefore, a homogenous ideal of 

an athlete may be one who does not show weakness (either emotional 

displays of weakness or mental health ‘sob story’ ‘airy fairy’ weakness) and 

who focuses on winning no matter what they are feeling or experiencing.  

Moreover, due to the limited measures of success in high-performance 

sport (i.e., winning medals), participants in this research discussed feeling 

insecure. Being selected for competitions is important for athletes in high-

performance sport because it enables them to gain experience and win 

medals. Because funding in sport is predominantly based on medal success, 

if athletes are not selected to compete, they have less chance to secure 

funding, leading to insecurity (Bostock, 2013; Bostock et al., 2018). As one 

participant described, “insecurity can come out of […] having livelihood created 

by just one performance” (Paul, sport psychologist, phase two). Furthermore, 
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because of the culture of toughness described by participants, athletes may 

be less willing to discuss negative emotions or feelings associated with 

weakness because they are not conducive to the performance narrative of 

sport and may hinder their ability to be selected.  

 As highlighted through the composite vignette, participants in this 

research described a culture where they did not want to disclose personal 

difficulties, especially those inconsistent with the performance narrative (i.e., 

feeling unmotivated, not in the right head space). This was most clearly 

articulated by Pippa (athlete) in phase-two when she said, “I don’t really want 

to get myself benched by, you know, telling the coaches about my mental 

health or emotions”. Similarly, Skye (athlete, phase two) described what would 

need to happen in her sport for her to be open about her mental health 

struggles when she said: 

Having a really open environment where you feel comfortable enough 

to be like “hey guys, going through a bit of a tough time at the moment” 

[…] and have someone say “yeah that’s cool” instead of being told 

“that’s going to affect your selection for the next 6 months” which is what 

it feels like now. 

As Pippa and Skye discuss, they do not want to disclose mental health 

concerns for fear of the impact it could have on their likelihood of being 

selected.  

Due to the pressure to perform in high-performance sport and a culture 

that champions mental toughness that is associated with good mental health, 

personal difficulties associated with weakness and mental health/illness are 

stigmatised. Bauman (2016) described mental toughness and mental illness 
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as contradictory terms in high-performance sport and suggests that mental 

toughness augments stigma experienced towards mental illness in high-

performance sport. Bauman notes that “the incentives to ask for help and 

potentially get better are essentially outweighed by the negative 

consequences of appearing mentally weak” (Bauman, 2016, p. 135). This 

perspective holds true in the current research, as athletes described an 

unwillingness to disclose personal difficulties, especially those associated with 

mental health and/or mental illness that disrupt the homogenous ideal of an 

athlete, because of the risk of being perceived as weak and lose selection or 

funding opportunities that are integral to success.  

Within organisational and management literature, Morgan (2017) found 

that employees were not willing to disclose mental health concerns, potentially 

due to organisational pressures that placed emphasis on ‘normal’ or ‘ideal’ 

notions of an employee (e.g., successful, dedicated to work and performance). 

In sport, Brownrigg et al (2018) found that retired athletes were not willing to 

disclose mental health concerns for fear of being seen as mentally weak. In 

this research, athletes did not want to be seen as ‘mentally weak’ because it 

could disrupt the homogenous athlete ideal of a ‘level-headed’ competitor who 

does not accept setbacks in their pursuit of winning. Moreover, in Brownrigg 

et al (2018) research, athletes feared the consequences of disclosing mental 

health concerns on their likelihood of being selected for competition. The 

current research corroborates these findings, as athletes described a culture 

of silence in which they were not willing to disclose personal difficulties or 

mental health/illness concerns for fear of the consequences of disclosure. 

Furthermore, the current research extends Brownrigg et al (2018) findings as 
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in the current research, fear of disclosure was found in athletes currently 

competing in sport, compared to retired athletes in Brownrigg et al (2018) 

research.  

A culture of silence, underpinned by a focus on performance and mental 

toughness, contradicts the assumed changes brought about by recent mental 

health and wellbeing policy that emphasise the need for high-performance 

sport organisations to create cultures in which athletes feel supported and safe 

to discuss mental health (Henriksen et al., 2019; Moesch et al., 2018; Reardon 

et al., 2019; Schinke et al., 2017). The research findings discussed in this 

chapter suggest that recommendations are not being met with more to do to 

ensure that athletes are both comfortable and confident to disclose any 

concerns with their mental wellbeing without fear of repercussion (Bauman, 

2016; Brownrigg et al., 2018; Henriksen et al., 2019; Schinke et al., 2017). In 

contradistinction, participants in this research described a culture that 

conforms to the performance narrative of winning and the sport ethic, places 

emphasis on personal sacrifice for sport success, and upholds the notion that 

athletes must be mentally tough and be able to endure the pressures of sport 

to succeed. From this, the culture described by participants influenced athletes 

to embody the performance narrative, sacrificing aspects of their lives and 

identities that may be conducive to the development of good mental health 

(e.g., their lives outside of the sport). Furthermore, the culture of high-

performance sport encourages athletes to withhold personal difficulties, 

especially those that do not conform to the ideals of mental toughness 

because of the impact it could have on their chance of being selected or 

funded.  
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5.5 Summary 

The findings from this chapter respond to calls from experts for researchers to 

examine the influence of culture on mental health in high-performance sport 

(Henriksen et al., 2019; Moesch et al., 2018; Reardon et al., 2019; Schinke et 

al., 2017). This chapter has highlighted how cultural constructions of mental 

health in high-performance sport that are shaped by successful performance, 

mental toughness, and sacrifice contributes to a culture of silence about 

mental health concerns. Furthermore, high-performance sport’s preoccupation 

with toughness and sacrifice limits athletes’ opportunities to develop identities 

outside of their sport, contributing to the homogenisation of athlete identity 

which places emphasis on being level-headed, unflappable, and wholly 

dedicated to winning (Shogan, 1999). Collectively, the cultural constructions 

of mental health within high-performance sport are not conducive to the 

development of ‘good’ athlete mental health, as lobbied by experts (Henriksen 

et al., 2019), because they do not provide space and time for athletes to 

develop those skills consistent with the development of mental health outside 

of their athletic roles (Henriksen et al., 2010, 2019; Pink et al., 2015; Schinke 

et al., 2017), nor does it encourage athletes to seek help for mental health 

concerns for fear of stigma by significant others and, in particular, 

consequences for their selection chances.  
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CHAPTER 6: THE MANAGEMENT OF MENTAL 

HEALTH AND MENTAL ILLNESS IN HIGH 

PERFORMANCE SPORT  
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6.1 Overview 

In this chapter data are discussed that relate to the final research question of 

this PhD; how are mental health and mental illness currently managed in high-

performance sport? In the first section of the chapter, I present and discuss 

data from phase-one of data collection because the survey directly asked 

about; the management processes in participants respective sports, 

perceptions of participants on the different professionals in sport and their role 

in the management of mental health and illness, as well as available mental 

health and illness training. These data are supplemented with data from 

phase-two and three and are discussed in relation to policy 

recommendations/strategy about the management of mental health and 

illness in sport, combined with literature that makes recommendations about 

management practices in sport. In the second section of this chapter, data is 

presented and discussed from phase two and three of data collection about 

the realities of managing mental health and/or mental illness in high-

performance sport from the perspectives of staff in roles connected to mental 

health and mental illness support. I present the core themes of phase two and 

three of data collection through a composite-vignette. Following this, I discuss 

the central themes from the data, represented through the vignette, in relation 

to theory and literature. 

 There is not one specific mental health and illness management policy 

in high-performance sport in the UK. Instead, each National Governing Body 

(NGB) has its own policy regarding the management of mental health and 

illness in their sport and this is different depending on how the sport is 

governed (i.e., Olympic and Paralympic sports funded and governed by UK 
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Sport, compared to professional sports such as rugby union, league, and 

football are governed by their own professional associations). However, 

despite the lack of an overarching policy on how mental health and illness 

should be managed across high-performance sports in the UK, there are two 

strategies that have been influential in informing how different high-

performance sports should manage mental health and illness in high-

performance sport. First, the Governments Department for Digital, Culture, 

Media and Sport ‘Mental Health and Elite Sport Action Plan’ (Department for 

Digital, Culture, Media & Sport, 2018), and second the joint ‘Mental Health 

Strategy for the High Performance System’ from UK Sport and the English 

Institute of Sport (English Institute of Sport, 2018).  

These two strategies/action plans are discussed in more depth in 

chapter two of this thesis (section 2.5) but key to these documents is that high-

performance sports should focus on:  

1) ensuring there is a high-level of mental health support at every stage 

of the talent pathways (underpinned by psychologically informed practice) and 

training provided to NGB staff about mental health awareness and 

identification; 

2) encouragement of good practice about mental health management 

to be shared across the sport sector, supported by online resources about 

good management practice; 

3) the promotion of positive mental health and enhancing individual 

awareness of, and skills to develop, positive mental health as well as 

destigmatise mental health in sport environments through enhanced 

communication to ensure discussions of mental health continue;  



 

 
223 

4) assurance of the efficacy of these strategies through cultural health 

checks and external reviews.  

Furthermore, the EIS, who is a UK Sport funded organisation and 

provides medical and sport science support to World Class Olympic and 

Paralympic programmes, has its own mental illness management process 

(Lomax, 2019). Athletes are first encouraged to speak to their EIS or NGB 

doctor who will then complete an assessment to determine the nature of the 

problem. Sport psychologists and performance lifestyle advisors can help 

support the doctor in providing ‘in house’ support. Following this, and 

depending on the severity of the concern, athletes are referred externally to a 

psychiatrist or clinical psychologist who then provides a programme of support; 

typically, 6-12 sessions of either individual or group cognitive behavioural 

therapy. However, this process only applies to athletes who are funded on the 

World Class Programmes and does not apply to athletes who are unfunded or 

on different talent pathways.  

In sports outside of Olympic and Paralympic governance, NGB’s have 

provided some guidance and support on how to help support athletes’ mental 

health or mental illness (as outlined in chapter 2). Despite this, there is no 

centralised policy about how mental health and illness should be managed to 

guide NGB’s and instead this will depend on the support structures and 

resources available in each sport. The strategies outlined above raise some 

issues related to clarity, for example, what does a ‘high-level- of mental health 

support mean? Who should be delivering this high-level of support? Who is 

entitled to this high-level of support? Furthermore, sharing of best practice 

across the sport sector is problematic because each sport has a different level 
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of resource, sports such as premiership football and rugby will have more 

money and resource to help support mental health compared to Olympic 

sports such as fencing and Paralympic powerlifting.  

When the strategies are coupled with recent expert management 

recommendations (discussed in more depth in chapter 2.5; Gorczynski et al., 

2019; Henriksen et al., 2019; Moesch et al., 2018; Reardon et al., 2019; 

Schinke et al., 2017), it provides some clarity on what high-performance sports 

should focus on to manage mental health and illness in sport. This includes a 

focus on education and training about mental health and how to support it, 

signposting available support, and embedding the importance of mental health 

in sport cultures and environments. It is also important to note that, in the 

documents/recommendations outlined above, mental illness/mental health 

concerns/problems are defined in line with the DSM (American Psychiatric 

Association, 2013), and mental health is defined in line with the WHO definition 

(World Health Organization, 2004).   

 

6.2 Current Support for the Management of Mental Health and Illness in 

High-Performance Sport 

In the first phase of data collection, sixty participants responded to a survey 

about their awareness of structures and practices to manage mental illness 

and health in their sport (see appendix 1 for a copy of the survey). Key findings 

from the survey are presented below and discussed thematically (i.e., 

organised by the different themes of questions asked in the survey). The 
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survey data are supplemented with findings from the second and third phases 

of data collection thereafter.  

 

6.2.1 What Support for Mental Illness and Health is Available in Your 

Sport 

Fifty-one percent of athletes surveyed were not aware of any support within 

their sport to help manage athlete mental illness. This was compared to only 

4% of staff surveyed who were not aware of support for athlete mental illness. 

This discrepancy between athlete and staff awareness of support available for 

mental health and illness in high-performance sport is of significant concern if 

sports are to provide a high-level of support to athletes. More specifically, this 

finding indicates that efforts made by the UK government and UK Sport to 

provide clear support pathways for athlete mental illness and health may not 

have been effective (Department for Digital, Culture, 2018; English Institute of 

Sport, 2018). And, as described in the preceding discussion chapters, 

recommendations made by academics to enhance athlete awareness of 

mental health and illness support have not been translated into applied 

practice (Henriksen et al., 2019, 2020; Moesch et al., 2018; Reardon et al., 

2019; Schinke et al., 2017).  

The finding from phase-one that athletes have poor awareness of 

support was maintained throughout phase-two and three of data collection. 

For example, when discussing awareness of mental health and illness support 

Sky (athlete, phase two) said “as far as I’m aware there’s absolutely nothing, 

at a club or international level […] I don’t think anyone has ever come forward 
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and been like “hey guys if you’re struggling with this come to this person”. 

Similarly, Hannah (athlete, phase two) said: 

“If I had something [mental health or illness related] I thought I needed 

help with I don’t know if going to that level, that extent whether they’re 

gonna send me to like, who are they gonna send you to? Like I’m more 

comfortable now I’m like speaking to a [sport] psychologist but that’s 

because that’s still more sporty, but I wouldn’t know whether, that’s like 

sending them down, or like if they’re gonna be institutionalised. Like 

where is that link? That’s what I don’t know, like who would they speak 

to would the doctor put them onto a psychologist or a shrink or haha, 

what do they do? I don’t know” 

Hannah’s account highlights the uncertainty and insecurity athletes in this 

research had about what support is available for mental health or illness and 

who information would be shared with (i.e., “what do they do? I don’t know”). 

Furthermore, Hannah describes a reluctancy to seek help “I don’t know if going 

to that level, that extent […]” because she doesn’t know “like who are they 

gonna send you to”. Research exploring help-seeking behaviours in athletes 

highlights the importance of a clear pathway of support in intentions to seek-

help (Gulliver et al., 2015; Wood et al., 2017). Specifically, research suggests 

that athletes are less willing to seek help for mental illness if support is not 

easily identifiable, accessible, or if there is uncertainty surrounding who to ask 

for help (Gulliver et al., 2015). Therefore, due to the uncertainty of participants 

in this research about what support is in place for their mental health and 

illness, this may mean they are less likely to use the support if they need it.  
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Furthermore, Hannah’s perception of support was influenced by the 

culture she was part of. For example, in chapter five, data were discussed that 

suggest athletes are less likely to seek help for their mental health or illness 

due to the impact it could have on their performance. Consequently, Hannah 

feels more comfortable speaking to a sport psychologist because its ‘more 

sporty’ and is related to performance enhancement (Roberts et al., 2016). 

Therefore, it may be that athletes are less aware of support for mental health 

and illness in their sports because it does not align to the cultural focus on 

performance enhancement (Mellalieu, 2017). This finding is supported by 

Wood et al (2017) findings that suggest athletes have lower awareness of 

support for mental health and illness in cultures that place emphasis on 

avoiding vulnerability and shame.  

As Hannah’s account, and findings discussed in chapter five suggest, 

support for performance concerns is more culturally accepted in high-

performance sport than support for mental health or illness because of the 

emphasis placed on the importance of performance success in these 

environments (Mellalieu, 2017). This may help to explain why efforts made by 

UK Sport and the UK Government to enhance awareness of mental health and 

illness support not been successful, because performance support is more 

culturally accepted compared to mental health or illness support and this is 

what athletes are more aware of. Alternatively, the low awareness of support 

in this research may be because information is not reaching athletes in an 

effective way. Thus, future efforts to enhance the awareness of mental health 

and illness support in high-performance sport should include consideration of 

the impact a culture of silence can have on athlete awareness of, and 
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willingness to use, support structures, and the cultural preference for 

performance support over mental health and illness support.  

In phase-one, when asked what specific support was available in their 

sport for mental illness the most common answer from athletes was a helpline. 

This was compared to staff who highlighted the sports doctor as available 

support for athlete mental illness. In relation to available mental health support, 

most athletes and staff were aware of a part-time sport psychologist in their 

sport who could help. When considered in relation to findings discussed in 

chapter four and five, these data suggest that conceptualisations of mental 

illness and health, interconnected with the accepted cultural norms of high-

performance sport, may influence the awareness of available support. For 

example, the sport psychologist is viewed as someone who can help with 

mental health, which was conceptualised in this research in relation to 

negative emotional displays of weakness and performance. Sport 

psychologists are employed in high-performance sport to help with mental 

performance, which includes the impact of emotion on performance and the 

perceived need of mental toughness to succeed (Mellalieu, 2017). In 

comparison, participants conceptualised mental illness through the medical 

model, associated with experts and medical professionals (Kent et al., 2020), 

and this is reflected in staff responses to the survey that suggest support for 

mental illness is within the domain of the sports doctor (i.e., a medically trained 

professional). Significantly, this suggests that conceptualisations of mental 

health and illness in high-performance sport impact the perception athletes 

and staff have about which professionals are available and capable to support 

both.  
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6.2.2 Who is the Most Qualified to Help Support Mental Illness and 

Health, Generally 

In phase-one when asked to rate the most qualified professionals to help 

athletes with mental illness, staff most frequently voted a sport psychiatrist. 

Considering the centrality of the medical model and experts in 

conceptualisations of mental illness, it is not surprising that staff voted a sport 

psychiatrist as most qualified to support athlete concerns with mental illness 

because they are typical of medical professionals/experts (Kent et al., 2020). 

Comparatively, athletes voted the sport psychologist as most qualified to 

support mental illness. This finding relates to the ‘blurred lines’ debate 

surrounding sport psychology practice in academic literature in the UK 

(Roberts et al., 2016). Sport psychology practice in the UK is guided by two 

schools of thought, one that focuses on performance enhancement and 

another that focuses on performance and welfare (Roberts et al., 2016). 

However, the qualifications of sport psychologists in the UK do not align with 

formally recognised mental illness care (Moesch et al., 2018). Despite sport 

psychologists having general skills and training aligned with counselling, 

therapy, and more specifically mental skills (Herzog & Hays, 2012) they do not 

necessarily have specific training related to mental illness or its management 

(i.e. drugs or psychotherapy). Therefore, the finding that athletes believe sport 

psychologists are most qualified to help mental illness may reflect a lack of 

understanding or awareness in athletes about available support in sport 

environments. Alternatively, it may reflect the extent to which athletes are 

embroiled in the conceptualisation of mental health as performance 
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enhancement, as sport psychologists are the professionals who are best 

qualified to help with that.  

The perspective highlighted above about the qualifications of sport 

psychologists was echoed in phase-two of research by staff who had 

awareness of sport psychology training. For example, Lily (wellbeing coach, 

phase two) said “there is a real misconception by most people that a sports 

psychologist is a mental health practitioner, clinical psychologist, they’re not 

and they all openly admit that. They’re not clinical psychologists, they’ve been 

trained to help performance”. The misconception surrounding the training and 

capacity of sport psychologists was a significant theme interpreted in this 

research and is explored in greater depth in the composite vignette in the 

second section of this chapter.  

Crucially, when issues are defined within the medical model (i.e., 

mental illness, diagnostic model) sport psychologists are ethically and 

professionally obliged to refer to appropriate professionals due to their lack of 

training in mental illness management/treatment (i.e. doctors, clinical 

psychologists; Roberts et al., 2016). However, as demonstrated in this 

research, confusion still exists within sport about what a sport psychologist can 

and can’t do in relation to mental illness and mental health by athletes (Moesch 

et al., 2018; Roberts et al., 2016). Awareness of the role of sport psychologists 

in enhancing good mental health was an action outlined in the governments 

mental health in elite sport action plan (Department for Digital, Culture, 2018). 

The findings from this research suggest that the action plan outlined by the UK 

Government has yet to translate into applied practice.  
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The finding discussed above highlights a discrepancy between athlete 

and staff awareness as staff recognise that psychiatrists are qualified to help 

with mental illness, compared to sport psychologists who receive no formal 

training related to mental illness or health (Roberts et al., 2016). This 

discrepancy may be explained through the training support staff have 

compared to athletes. In chapter four, staff conceptualisations of mental illness 

and health were informed by their professional training. For example, staff 

trained in psychology and medicine had enhanced awareness and a more 

modern understanding by way of continuum models of mental health and 

illness and the connection between the two concepts. On the other hand, 

athletes were more likely to be confused by different conceptualisations of 

mental health and illness and the differences between the two. Therefore, staff 

training may have influenced their awareness of qualifications, with staff 

having a better understanding of the qualifications needed to be a mental 

health or illness professional.   

   

6.2.3 Who Would You Go to for Help with Mental Illness or Mental Health 

Concerns 

When asked who they would go to for help with mental illness, most athletes 

voted for their friends and family, followed by a GP. When asked who they 

would refer athletes to for help with mental illness, staff most frequently voted 

the sports doctor or sport psychologist. Despite athletes highlighting 

professionals within sport as the most qualified to help with mental illness in 

the previous question (i.e., sport psychologist), they would not seek help from 
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them. When this finding is considered in relation to the culture of high-

performance sport discussed in chapter five, athletes may be less likely to 

seek help from someone inside their sport despite their qualifications (i.e., 

sports doctor, sport psychologist) because of the focus on performance and 

toughness. In a culture that places emphasis on toughness, performance, and 

sacrifice to succeed athletes may be unwilling to seek help for mental illness 

from someone connected to their sport in case key stakeholders view them as 

too weak to succeed and the fear of being deselected (Brownrigg et al., 2018). 

This finding was also discussed in phase-three of research by Pippa (athlete) 

when she was reflecting on a photograph of a female rugby union player who 

had emotionally ‘broken down’ on the pitch. This then stimulation a discussion 

about what support is available for her as a professional rugby union athlete: 

“Probably have to go and see someone like a GP I guess or a 

counsellor. Someone else to chat to who’s outside the situation. 

Because talking to someone in the club then it might affect things that 

are going on, they might feel they can’t put you under pressure and 

can’t treat you normally. Erm… can’t select you for the big games or 

whatever” 

Despite ‘legitimate’ mental illness being conceptualised as a more accepted 

issue than mental health in this research, this finding highlights the influence 

culture has on help-seeking behaviours compared to conceptualisations. In 

other words, despite mental illness being more legitimate, the culture still 

influences athlete help-seeking decisions beyond the perceived legitimacy 

associated with mental illness. This finding is important for key stakeholders 

in sport as it corroborates previous research findings that emphasise the 
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influence of culture on help-seeking in sport (Brownrigg et al., 2018; Gulliver 

et al., 2012; Wood et al., 2017), further stressing the importance of considering 

culture in the management of mental illness.  

 In relation to mental health, athletes most frequently voted friends and 

family as the people they would go to for help followed by a sport psychologist. 

When asked who they would refer athletes to for help with their mental health, 

staff most frequently voted for the sports doctor or sports psychologist. Once 

again, athletes may be less likely to seek help for mental health within their 

sport environment because of the negative impact it could have on their 

performance.  

Again, these findings highlight a discrepancy between staff and athlete 

management practices in sport. For both mental illness and health, staff would 

refer athletes to individuals within the sport (i.e., sports doctor, sports 

psychologist) whereas athletes would seek help from individuals outside of 

their environment. This distinction in practice was highlighted by Anastasia 

(wellbeing officer) in phase-two of data collection. Discussing some the 

difficulties of referring athletes outside of the sport environment for help with 

mental health or illness, she stated: 

“if an athlete is referred out to the [mental health/illness facility] how do 

we as a sport continue to help and then help once they’ve had like, 

typically I think they have maybe CBT sessions as like a starting point 

and then they’ll kind of get discharged or… they might be further 

therapy or counselling […] how do we now help them to come back into 

this environment, presuming they’ve kind of been out of it for a bit, and 

to make sure this doesn’t relapse or spiral back into whatever was 
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happening because feel a little bit like “what do we do? What can we 

say or can’t we say? What’s appropriate language to use? How do we 

help this person? And what is not going to help this person?” 

Anastasia’s account highlights the issue of communication and continuity of 

care once an athlete has received help for mental health or illness outside of 

the sport environment. For support staff in sport, there is little information given 

by the practitioner outside of sport on how to help athletes integrate back into 

the sport environment. This finding may explain why support staff would be 

more likely to refer athletes for help within the sport as it helps support staff 

continue supporting the athlete. This is an important finding as it highlights the 

difficulties of balancing athlete and support staff preferences in the 

management of mental health/illness in high-performance sport. Athletes 

would prefer to seek-help from an external provider so it does not influence 

their performance potential, however staff would prefer to keep support ‘in 

house’ so they can have greater awareness of how to help athletes once their 

care/treatment has stopped.  

  

6.2.4 Have You Received Any Training Related to Mental Illness or Health 

Over half of athletes surveyed had not received any training related to mental 

illness (54.3%) compared to only 16% of staff who had not. 75% of athletes 

surveyed had not received any form of training/CPD related to mental health, 

compared to 20% of staff had not received training/CPD related to athlete 

mental health. The higher rates of training in support staff may reflect efforts 

made by the UK Government and UK sport to enhance mental health and 



 

 
235 

illness awareness in support staff (Department for Digital, Culture, 2018; 

English Institute of Sport, 2018).  

One of the aims in the UK Sport and EIS Mental Health Strategy (2018) 

was to increase the mental health awareness of support staff in high-

performance sport through training. The findings from phase-one suggest that 

this has been partially successful as the majority of staff surveyed had 

received some form of mental illness and health awareness training. However, 

we do not know what this training consists of and whether staff found it useful 

to help them support mental health and illness in practice. Additionally, 

academic research suggests that training (e.g., mental health literacy training) 

is helpful for both athletes and staff to increase knowledge and awareness and 

increase help-seeking in athletes (Gulliver et al., 2012; Wood et al., 2017). 

Therefore, based on the findings from phase one of this research, it may be 

beneficial to increase the provision of mental health training for athletes as well 

as staff to augment athlete knowledge of available support pathways for 

mental health and illness and who is most qualified/available to support. In 

turn, potentially increasing the likelihood of athletes seeking help for mental 

health and/or mental illness. 

 

6.2.6 Summary 

The results discussed in this section of the chapter highlight the influence 

conceptualisations and culture have on the awareness, and enactment, of 

mental health and illness management practices in high-performance sport. 

The centrality of the medical model in conceptualisations of mental illness 
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influences the reliance on those clinicians that are regarded as having 

traditional expertise in support for mental illness. Reliance on medical or 

clinical experts in the support of athlete mental illness was found in support 

staff responses to the survey, and not athletes. This may suggest support staff 

have an enhanced understanding of mental illness professionals compared to 

athletes. Comparatively, the connection between mental health and 

performance in conceptualisations of mental health influences the perception 

of sport psychologists and their ability to support athlete mental health and this 

finding was reflected in both athlete and support staff responses.  

Furthermore, the results discussed in this section further highlight the 

influence culture has on mental health and illness help-seeking/management 

in high-performance sport. Athletes are more likely to seek help for mental 

health or illness from individuals outside of their sport environment. This is 

likely due to the precedence placed on performance success in sport culture, 

in which athletes are less likely to seek help for concerns about mental health 

or illness due to the impact it could have on performance or selection. 

Moreover, the focus on performance success in sport culture may influence 

athlete awareness of support available in their environments due to the stigma 

associated with weakness. Meaning athletes are more aware of support for 

performance over mental health and illness because it is more culturally 

accepted to seek help for performance compared to the weakness or 

vulnerability associated with mental health and illness. Comparatively, support 

staff are more likely to refer athletes for help to individuals inside their sport 

environment and who are deemed more suitable because of their expertise 

(i.e., sports doctor, psychiatrist). Data from phase-two and three of this 
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research suggest that this may be because of the lack of information support 

staff in sport receive when athletes are referred out of the sport environment.  

In relation to the strategy/action plans outlined by the UK Government 

and UK Sport, the data discussed in this section of the chapter suggests that 

strategy focused on staff education and training has started to be enacted in 

high-performance sport (English Institute of Sport, 2018). Specifically, support 

staff have some awareness of the support structures available in sport for 

mental health and illness. However, these are informed by conceptualisations 

of mental illness centred on experts and the medical model and mental health 

as related to performance. In the strategies developed by the UK Government 

(Department for Digital, Culture, 2018) and UK Sport (English Institute of 

Sport, 2018), mental health is conceptualised in line with the WHO definition 

of mental health, however, findings in this research suggest that mental health 

is conceptualised in relation to performance or negative emotional displays, 

thus placing sport psychologists as most qualified to help (i.e., mental health 

is a performance matter). This finding shows how conceptualisations inform 

policy enactment; therefore, future policy recommendations should consider 

the influence conceptualisations have on policy enactment in high-

performance sport environments. Additionally, although this research did not 

specifically explore this issue, it is worth considering the quality of training that 

support staff are receiving in high-performance sport and how well 

conceptualisations of mental health and illness in that training match to 

conceptualisations in high-performance sport.  

Findings discussed in this section of the chapter suggest that strategy 

focused on athlete education and awareness of support in high-performance 
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sport has not filtered down to high-performance sport environments. Athletes 

were not aware of who could support their mental health or illness in high-

performance sport, and this is influenced by both conceptualisations and 

culture. In athlete conceptualisations of mental health, focus was placed on 

negative connotations that could influence performance. In a culture centred 

on performance success, mental health may be viewed as something that can 

get in the way of performance and something that shouldn’t be discussed. 

Therefore, findings discussed in this section of the chapter highlight the 

importance of considering the influence of conceptualisations and culture in 

policy enactment in high-performance sport.  

 

6.3 The Realities of Managing Athlete Mental Illness and Health in High-

Performance Sport 

In the second and third phases of data collection, participants were 

encouraged to reflect on their experiences and insights of the management of 

mental illness and health in high-performance sport. In this section of the 

chapter, I present these data that highlight the realities of managing mental 

illness and health in high-performance sport through a composite vignette. 

Composite vignettes are a form of data presentation and are discussed in 

more detail in chapter three.  

The composite vignette is written from the perspective of a sport 

psychologist. The reasons behind this are threefold; first, sport psychologists 

have been highlighted as having an essential role in the management of 

mental illness and mental health in sport (Moesch et al., 2018; Roberts et al., 
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2016). This is due to their unique knowledge base that includes sport 

expertise, knowledge of the interaction between human psyche and 

performance, and skills in interpersonal communication. Secondly, in the first 

phase of data collection sport psychologists were highlighted by both staff and 

athletes as one of the most qualified professionals to support athlete mental 

health and illness. Furthermore, sport psychologists were highlighted as 

someone athletes would go to for support for mental health/illness and as 

someone that support staff would refer athletes to for support. Finally, sport 

psychologists formed a large proportion of support staff interviewed in this 

research and were frequently referred to by participants when discussing the 

management of mental illness and mental health.  

 

6.3.1 A Sport Psychologist’s Story: Capacity, Competence, and 

Confidence 

7:00pm.  

The thud of my bag hitting the floor roused me from the internal battle I was 

having in my head. As my keys rattled on the table, Tess popped her head 

around the kitchen door and gave me a knowing smile, “Bad day?”  

There’s no hiding it from her. It’s hard to keep work separate from home at the 

moment. I need that space to vent and get advice from someone who doesn’t 

think about it like a sport psychologist. Tess is great at that, her pastoral role 

at work means that I get embraced by warmth and compassion as soon as I 

get home, she can’t switch it off. Similar to me. I especially can’t switch off 

after what I got told today.  
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***** 

2:30pm 

“Hey Pete… can I steal 5 minutes of your expertise?” 

“Ha-ha, Steve mate, of course. What’s up?” I say whilst rummaging through 

my backpack to find my phone. This needs to be quick, I only have 5 minutes 

before my meeting with the performance director. 

“Something has been brought to my attention about Jack. Susie came to me 

after her S&C session with the boys and she looked like she had seen a 

ghost.” 

“Is she ok?” 

“Yeah, Susie is fine, but I don’t think Jack is… He told Susie that he’s been 

using laxatives to try and shift weight for the next competition, and when that 

doesn’t work he’s been vomiting.”  

Oh shit, I feel like I have to act, to do something, but what? “Right, ok. So, 

Jack openly told Susie this in the S&C session?” 

“Well, Susie pulled him aside to ask if he was ok as he looked really lethargic 

in his lifts and the weight he’s pulling has dropped compared to a couple of 

weeks ago. At this point in the training cycle, we’d expect his numbers to be 

going up or staying the same, not going down. That’s when he told Susie that 

he’s worried he isn’t going to make weight and is trying to lose body weight, 

so he doesn’t miss out at the competition.” 

“Ok, and that’s when he disclosed his laxative use and the vomiting?” 

“Yeah, pretty much. Look, Pete. The team needs Jack, he’s one of our 

strongest and I can’t have him in this place when the next comp comes up. 
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So, I thought you would be able to have a conversation to get him to nip this 

in the bud and sort his head out?” 

Oh my god. What the hell am I supposed to do in this situation?! I don’t know 

Jack. “Ok. Steve, I appreciate you bringing it to my attention.”  

“Yeah, well you need to know as the psych.” 

“I’m going to have a think about this, and I’ll get back to you later today, is 

that ok?” 

“Yeah, sure mate, whatever you think is right, you’re the psych.” 

***** 

7:30pm 

“What was your reaction when Steve told you this?” Tess questioned whilst 

turning the oven on. The familiar hum of the fan and the baking trays vibrating 

reminded me I was home and in a safe space.  

“Nervous.”  

“Understandable. He asked you to do something you don’t feel 

confident or qualified to do. That’s scary.” Tess didn’t break her eye contact 

with me, which is normally my cue to go into more detail.  

“I felt that sensation of complete dread, you know? My stomach 

dropped and my mind kick started into panic mode, reminding me of everything 

I didn’t know and how little time I have.”  

“Hmm, that doesn’t sound nice, I’m sorry. What went through your mind 

when you thought about the athlete?” Tess was struggling with the pile of 

baking dishes in the cupboard, so I offered a helping hand and took over.  
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“I was thinking that I couldn’t imagine his pain or how scared he must 

feel. And if he even knows people are aware of his situation? Maybe he wanted 

it kept private.” 

Tess raised her eyebrows at me “Is he aware?”.  

I let out a sigh to indicate the complexity of the situation and began 

recounting what I knew. “Steve said that the athlete told the S&C about it in 

their last session because he was so fatigued, he couldn’t hide it. Then the 

S&C told Steve because she had no idea what to do and was worried about 

the physical side effects. Then the information was passed onto me. I’m not 

sure if the S&C said they would keep it confidential or not. So, to answer your 

question, I don’t know.” After a brief pause, I reached for the knife, started 

slicing the veg and continued, “I know why it was escalated because people 

are worried about the risk to the athlete’s physical and mental health.”  

Tess moved to the fridge and pulled out the rest of the ingredients for 

dinner. “How are you going to approach this then?”  

Whilst immersed in the rhythm of the knife slicing through the veg, I 

thought about what I’d been trained to do as a sport psychologist. “Well… I 

thought about the sessions I’ve had with the athlete since working for the NGB. 

What do I know about him? Are there any signs of mental illness I haven’t 

picked up on? However, the nature of our sessions so far have just been us 

getting to know each other. I’ve only just started working on the immediate 

performance concerns the coach referred him to me about. We’ve only had 

two sessions. Any trust he has with me is limited to performance. Not 

something as personal as this.”  
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“Well at least you’ve already had a few sessions with him so he’s aware 

of who you are. That’s a start and may help. In this line of work, you need to 

work with somebody that you have a good relationship with, there are some 

people that we shouldn't go near because we don't have the relationship”.  

Thinking about Tess’s job as a counsellor at the local college made me 

feel comforted. “Yeah, that’s true. I can’t just leave it though. I thought maybe 

I could ask about the athlete and their general wellbeing with the performance 

lifestyle advisor or the nutritionist. Open a conversation about it? I think 

because of who they are as people the athletes are really close to them so 

they might mention something to them if they’re worried. I may be able to get 

a better picture of this athlete and if he’s shared anything with anyone else.”  

“Yeah, talk to people in the sport you trust and ask for their opinion. You 

need help with this.” Tess drizzled some oil in a pan and turned the hob on. 

We switched places so she continued cutting whilst I started on the chicken. 

She’s never liked cooking chicken. Carefully, I laid the strips into the pan and 

continued our conversation whilst they sizzled.  

“I’m just worried about how to approach this after I’ve chatted to those 

who know him. My job at this sport is very pigeon-holed into a certain area. My 

job is to work with the leadership team, actually the amount of work I do with 

athletes directly is very limited and comes through the coach on an ad-hoc 

basis. So already there’s a lack of visibility with the athletes. They don’t 

normally see me unless they’ve been told to by the coach to work on 

performance stuff, which contributes to the reluctance towards psych in this 

sport. There’s a feeling from the lads, a nervousness of, I guess the 
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stereotype, I guess that they’re going to be psychoanalysed if they speak to 

me.”  

Tess looked up from the cutting board and considered what I’d said. 

She knows all too well the misconceptions associated with psychologists. “But 

the coach brought this information to you from the S&C. Surely he thinks your 

job also involves mental health or mental illness if he asked you to help?”  

I considered my position at the sport and my relationship with the coach 

whilst turning the chicken over. I reached for the seasoning and replied “Yeah. 

Well, the job description of a sport psych is changing massively at the moment 

so maybe the coach thinks that’s something I’m also trained in. But that’s not 

the case. There is a real misconception by most people that a sports 

psychologist is a mental health practitioner, clinical psychologist, we’re not and 

we all openly admit that. We’re not clinical psychologists, we’ve been trained 

to help performance.” I say in a well-rehearsed manner. I’ve had this 

conversation with Tess a thousand times, and she knows my position. “I’m a 

performance psych. I have literally zero training from a clinical perspective. 

So, I don’t think it’s reasonable to ask sport psych’s to be consulting or 

inputting on complex cases. It’s unfair for people to expect that of me when I 

haven’t had any training on it and have no confidence when it comes to this.”  

“I know. You haven’t had the training needed to help with this kind of 

stuff. But consider the coaches position, he may not know all of this. This is 

such a tough situation to be involved with, I’m sorry.” Tess reaches a hand to 

my back to provide comfort.  

In response to her gesture of support I open up and delve further. 

“Yeah, it is. I’m a bit annoyed actually because it feels like someone has got… 
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like wind of “oh that athlete might be struggling,” there’s a little bit of “oh I’ll 

send them to the psych”. And first of all, I don’t necessarily have capacity to 

do that and secondly, if it is a mental illness that’s not what the sports psych 

role is. There’s no structure for this kind of stuff. Not any that’s communicated 

to staff anyway.”  

Sensing how overwhelmed I felt Tess validated my feelings, “It’s a bit 

unfair really that this misconception hasn’t been addressed properly. You’re 

not trained in this and don’t necessarily have the capacity to deal with it. You’re 

not supported by anyone to do this. I hate the idea of you being put in a position 

like this at work. Like obviously you’re going to try and help the athlete but 

you’re not confident to do it.”  

I recognised Tess’s sensitive effort to move the conversation back to 

the immediate issue and continued, “I just don’t know what to do in the interest 

of the athlete. They shared their struggles with the S&C coach, who then took 

it to the coach because they didn’t know what to do, then the coach brought it 

to me because he thinks that’s something I’m trained to help with as a psych. 

Ideally, there needs to be someone at the top if a case comes in like this they 

can say “this is who you go to for that, this is who you go to for that” because 

if there is not that person there, that athlete goes to one person or the other 

and doesn’t know. It creates uncertainty… which if we’re talking about 

supporting mental health and illness, it could be quite serious and detrimental. 

So… there needs to be someone directing that and taking responsibility and 

accountability for the decisions being made.”  
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“Yeah, that makes sense”. In an effort to move the conversation 

towards a solution, Tess continues, “Have you asked any other sport psych’s 

what they would do?”  

Appreciating her reminder of my support network, I think about what 

other sport psych’s would do. “Well the last time I talked to anyone about how 

to manage mental health or illness was at that conference last month. The 

message from the BPS representative was that we’ve gone through the BPS 

route, we’re psychologists… trained as psychologists, it’s my job to work with 

people on stuff. He did say that in severe cases that are appropriate for clinical 

or psychiatric referral, 100% that’s out of our skill range. But there is a gap 

between what are performance issues and what is a clinical referral issue, and 

we need to work in that space because we can’t just be referring people. But 

that’s the last conversation I had with a senior sport psych about this.”  

Rolling her eyes and adding the chopped veg to the pan, Tess scorns 

“Right. But that’s not a very clear message. Is it?”  

Agreeing with her, I reply “No it isn’t. Like what defines a performance 

issue and then where is the point of a clinical referral issue? But I remember 

my chat with Laurel about this and she said that sport psych’s are too quick to 

refer out and that we hide behind “oh we don’t have this qualification or that 

qualification”. She said that in reality most athletes will want someone to talk 

to and psychologists generally have good skills around encouraging open 

conversation and thinking about stuff. So, does that mean this is something I 

should work with the athlete on? Do I have the skills and training to help him 

with this?” 
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Once again, Tess prompts me to think about what I do know and not 

the gaps in my knowledge “Was there not any of that information in your 

training?” 

In a firm tone that reflects my annoyance at the situation, I reply “No. 

None really in stage 1 or stage 2. This is what I mean about structure, the 

training needs to provide some kind of guidance around it. Like when I think 

about what that psych said to me at the conference and what Laurel said I feel 

like I could… work with an athlete on certain mental health issues because of 

the relationships I have with certain athletes and the understanding I have, not 

great, but a good understanding I have around certain things. So low anxiety… 

I probably would be able to work with a player around that. And that’s probably 

because of the training I’ve had to help with performance anxiety. But if it was 

high anxiety or severe depression, I wouldn’t be able to manage that but the 

staff and athletes haven’t got anyone else who they can go to. So there needs 

to be some sort of training for us.” 

Whilst the chicken and vegetables sizzled in the pan, I reached for two 

wine glasses, held them up and raise my eyebrows at Tess. Catching on to 

my not so subtle request, she reaches for the wine in the fridge. She offers me 

a comforting smile whilst pouring. After putting the wine back, Tess continues 

“Well there definitely needs to be some kind of training for you if these cases 

are being brought to you and you’re expected by other members of staff to be 

able to help. It just seems like the message is so unclear. Do you know if this 

happens in other sports with psych’s?” Thinking about my fellow sport psych’s 

I reply,  
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“Well, I think sport psychology… becomes involved with mental health 

but they’re not necessarily the first person who picks up there is an issue for 

an individual. Or they might not even be the first person that message is 

divulged to. Which is exactly what has happened with this athlete. The athlete 

opened up to the person they see a lot of the time and who they have a friendly 

relationship with. I think if we get to the point where the sport psychologist is 

the go-to person for mental health then we have got a problem. Because a 

sport psychologist isn’t there all the time. And that’s what has happened here. 

I don’t know this athlete well enough to ask him directly. I’ve only met with him 

privately a couple of times. I’m not at the stage where I feel comfortable asking 

him if he’s struggling and if he needs help. I don’t even have all the information, 

just a quick conversation with Steve about a conversation that happened 

completely separate from me.”  

In a final attempt to work out a solution before we settle down for the 

evening, Tess replies “Obviously you’re frustrated, and this isn’t an ideal 

situation. There’s a lot of things that need to be addressed in your work. But 

none of this helps you figure out what you need to do to help this athlete. 

Speaking to other staff members who know him better will help. But at some 

point, and in some way, you need to get this athlete the help he may need. 

What do you think you can do?”  

“Unfortunately, I think I’m going to have to refer the athlete for external 

help.”  

Clearly surprised and happy I have a plan of action Tess replies, “Well 

that sounds like a good idea, why is it unfortunate?”  
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Thinking about what I would want in this situation, I reply “Because I 

don’t have the capacity or confidence to handle it on my own. I don’t know if 

that’s appropriate for this athlete. But I don’t know what he’s actually struggling 

with apart from what I’ve been told by the coach. It could be a really serious 

problem and I don’t have the confidence in our relationship to probe him about 

it in case it does more damage. This is where boundaries are really important. 

I don’t want to end up in the future working with a lad who I think has low level 

anxiety and I can handle it and actually it turns out to be something a lot bigger. 

That athlete has put their trust in me and then to go “actually no this isn’t what 

I can deal with,” and refer them on could be really detrimental to them.”  

Tess continues prepping for dinner by setting the table “Yeah, that all 

makes sense. But who would you refer to then?” 

I purse my lips whilst I think about who can help me with referral. I take 

a sip of wine to give myself time to think through my plan of action. “Well, I 

think after I’ve gathered some more information, I’m going to internally refer by 

speaking to the doctor because she’s a medical professional trained to 

understand this. Ultimately, as our doctor she is the one who writes referrals 

to the mental health referral programme. But I’m going to have to go to the 

athlete to make them aware of the situation. It’s not ethical or fair to do this 

without them. Let him know I was made aware of his situation because of the 

potential risk and say that I’ve asked the doctor to facilitate support. It’s just 

difficult because once I refer to the doctor she will have to send him to help 

outside of the sport and then he may not be available to compete, which will 

piss of coach” 
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6.3.2 Discussion 

The composite vignette presented above represents findings collected during 

phase-two and three of data collection. The composite vignette explores the 

lived experience of managing mental health and illness in high-performance 

sport and includes data taken directly from interviews with support staff and 

athletes operating in high-performance sport. The purpose of this section of 

the chapter is to discuss the themes represented in the composite vignette. 

Discussions of management in phase-two and three of data collection centred 

on who should support mental health and illness in high-performance sport 

and how. Most participants interviewed discussed the position of sport 

psychologists in the management mental health and illness. As a result, the 

core themes interpreted from phase-two and three of data collection related to 

the capacity, competence, and confidence of sport psychologists to support 

mental health and illness in high-performance sport. Connected to the position 

of sport psychologists in the management of mental health and illness is the 

theme of referral, relating to the appropriateness of referral for athletes. These 

themes are discussed in turn below.  

As highlighted through the composite vignette, and discussed in the first 

section of this chapter, most participants, predominantly athletes, in this 

research were unsure about who can, and should, support athlete mental 

health and illness within their sports. In relation to phase-one, the confusion 

surrounding who can help mental health and illness related to the 

conceptualisations of both and the ambiguity surrounding the meaning of 

mental health (e.g., mental illness experts, mental health relating to 

performance, ambiguity around the meaning of mental health). Despite this 
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confusion, in phase-two and three, when asked about the experience of 

managing mental health and illness in high-performance sport environments, 

participants (support staff, athletes, and sport psychologists) predominantly 

discussed sport psychologists.  

The focus on sport psychologists in participant discussions of 

management reflect research findings that suggest sport psychologists are the 

best placed individuals, or are often the first contact in high-performance sport, 

to help support athletes mental health or illness concerns (Moesch et al., 2018; 

Roberts et al., 2016). Furthermore, it may reflect the association of sport 

psychologists in high-performance sport with stereotypes of psychology. For 

example, in the culture of high-performance rugby, Mellalieu (2017) discussed 

how stereotypes associated with psychologists influenced the perception of 

sport psychology in the environment. For Mellalieu, the association between 

sport psychology and “shrink” meant that players initially avoided sport 

psychology consultation until he placed emphasis on the performance focus 

of his work as a sport psychologist. Mellalieu notes that stereotypes of sport 

psychologists in high-performance sport are common and influence the way 

sport psychology is perceived within sport environments. Therefore, the focus 

on sport psychologists in the current research may reflect the common 

association made been psychology, “shrink”, and sorting out players concerns 

off the pitch (i.e., mental health, mental illness, personal life).  

In phase-two and three of data collection, participants discussed the 

position of sport psychologists in high-performance sport and their ability to 

support mental health and illness. Both athletes and support staff highlighted 

sport psychologists as important individuals to support mental health and 
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illness in high-performance sport (Moesch et al., 2018; Roberts et al., 2016), 

but perceptions about how they should help differed. For example, as 

highlighted through the composite vignette, some support staff and athletes 

believed it was the sport psychologist who should pick up on mental health 

and illness concerns once they had been spotted or should be the first contact 

for someone suffering. For example, Rose (athlete, phase two) said “my first 

port of call would be the sport psychologist”. 

 However, opinions on what sport psychologists should do with that 

information were mixed. Some participants believed sport psychologists can 

help athletes with specific types of mental health or illness issues (i.e., low 

levels of anxiety or depression), whereas other participants believed sport 

psychologists should only signpost and refer athletes to experts for support 

with mental health or illness concerns. For example, Jacob (sport psychologist, 

phase two) said: 

I’d be really worried if we get to a point where sport psychologists own 

this [mental health/illness support]. I think we can influence it and 

signpost it and make sure people get the support they require. But, 

generally when we get to a mental health concern, that’s clinical 

referral. People getting specialist support. 

The different perspectives about the responsibility of sport 

psychologists in the management of mental health and illness noted above 

relates to the professional training of participants. For example, participants 

who believed mental health and illness support is part of a sport psychologist’s 

professional boundaries were typically those who didn’t have training related 

to psychology or medicine (e.g. S&C coaches, athletes). Comparatively, those 
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who did not think mental health and illness support was part of sport 

psychologists’ professional boundaries were in positions related to medicine 

or psychology (i.e., sport doctors, clinical psychologists, wellbeing officers, 

sport psychologists, performance lifestyle advisors). The discrepancy in 

perceptions about the position of sport psychology highlights the influence that 

professional training and education has on the management of mental health 

and illness in high-performance sport. This is important to consider as key 

stakeholders tasked with increasing the awareness of support for mental 

health and illness in sport should focus efforts on individuals who do not have 

prior training related to mental health and illness (i.e., S&C coaches, 

physiotherapists, athletes).  

Furthermore, the mixed perceptions about how sport psychologists can 

support mental health and illness relate to the uncertainty and evolution of 

sport psychology practice (Sly et al., 2020). Historically, sport psychology 

practice was concerned with the implementation of psychological skills and 

coping mechanisms to support performance success in high-performance 

sport (Sly et al., 2020). However, the sport psychology profession is growing 

and currently sport psychologists working in high-performance environments 

are expected to facilitate performance excellence, support and protect well-

being, and design cultures of excellence (Sly et al., 2020). Despite the 

requirements of sport psychologists growing, the training of sport 

psychologists still predominantly focuses on the enactment of one-to-one 

psychological skill training with athletes (Herzog & Hays, 2012; Roberts et al., 

2016; Sly et al., 2020). Therefore, the qualifications of sport psychologists in 

the UK do not align with formally recognised mental illness or health care and 
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the current data suggest this impacts a sport psychologist’s competency to 

support mental health or illness in sport. Despite sport psychologists having 

general skills and training aligned with counselling, therapy, and, more 

specifically, mental skills (Herzog & Hays, 2012) they do not necessarily have 

specific training related to mental illness or its management (i.e. diagnostics, 

prescription, or psychotherapy). Furthermore, training of sport psychologists 

does not typically involve awareness about mental health (as more than the 

absence of illness) or how to support it outside of performance enhancement 

issues (Sly et al., 2020). Therefore, the confusion surrounding how sport 

psychologists should support mental health and illness in high-performance 

sport found in this research reflects the evolution and uncertainty of sport 

psychology practice in high-performance sport.  

Participant uncertainty of how sport psychologists should/can support 

mental illness and health in high-performance sport may be influenced by the 

conceptualisation of both. In this research, mental illness was conceptualised 

through the medical model, with emphasis placed on the role of mental illness 

experts in diagnosis and treatment. Therefore, the perception that sport 

psychologists should not support mental illness treatment in high-performance 

sport makes sense as they are not medically or clinically trained professionals. 

This perspective was shared by Guy (trainee sport psychologist, phase two) 

when he said “So we had a kid who was suffering from severe panic attacks 

which I could have tried to deal with, but it was outside my boundaries and I 

wouldn’t feel comfortable doing so”. Guy was aware of his professional 

boundaries as a sport psychologist and therefore didn’t feel comfortable 

supporting ‘severe panic attacks’ which is a disorder demarcated in the DSM 
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(American Psychiatric Association, 2013) and associated with clinical 

expertise.  

Comparatively, mental health was conceptualised in relation to the 

culture of performance, as either an enabler to performance success or as 

emotional weakness that may hinder performance success. Therefore, 

because of the focus on performance facilitation in sport psychology training 

and practice, it is clear why participants would suggest sport psychologists can 

help with mental health.  

This finding has implications for stakeholders in sport associated with 

mental health and illness management. How mental health and illness are 

conceptualised in high-performance sport has direct influence on the 

perceptions of individuals in sport about who should and who is able to support 

mental health and illness. This is important to consider as depending on the 

conceptualisation of mental health and illness, individuals seeking support 

may approach individuals who are not appropriately trained. For example, 

athletes may view sport psychologists as ‘experts’ of mental illness because 

of the conflation of the terms mental health and illness in sport, despite sport 

psychologists not having relevant training of how to support mental illness. 

Therefore, in future policy recommendations or intervention research, 

stakeholders should pay attention to the conceptualisation of mental health 

and illness and how this informs the management of both in high-performance 

sport environments.   

The influence of conceptualisations of mental health and illness on 

perceptions of support was also discussed by the sport psychologists 

interviewed in this research. How mental health and illness are conceptualised 
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influenced sport psychologist’s confidence to support athletes. For example, 

some sport psychologists noted their ability and, therefore, confidence to 

support athletes struggling with ‘low levels’ of depression or anxiety. For 

example, Guy (trainee sport psychologist, phase two) said: 

I feel like I could work with a player around certain… so low anxiety… I 

could probably work with a player on that. But if it was high anxiety or 

severe depression, I wouldn’t be able to manage that 

Due to aspects of sport psychology training, sport psychologists may be more 

confident helping mental health issues related to performance (such as low 

mood, lack of self-belief, or low motivation in depression, or anxious thoughts) 

as they closely align to performance enhancing techniques associated with the 

training of a sport psychologist (Herzog & Hays, 2012).  

Comparatively, sport psychologists did not feel comfortable supporting 

an athlete struggling with a clinically defined mental illness such as 

schizophrenia or an eating disorder. Data discussed in chapter four of this 

thesis highlights how mental illness is conceptualised through the medical 

model, which places emphasis on experts who can diagnose and treat mental 

illness. Furthermore, the medical model, and associated legitimacy in sport, 

rests on positivistic assumptions that a mental illness is something out there 

that can be adequately categorised (i.e., depression, anxiety, psychosis), 

diagnosed, and treated by experts. Experts associated with medical 

conceptualisations of mental illness therefore have claim to expert scientific 

knowledge on mental health and illness because of their training and 

qualifications (Kent et al., 2020). Therefore, it may be that due to the legitimacy 

associated with positivistic, expert led, medical conceptualisations of mental 
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illness in sport, sport psychologists do not feel adequately trained as an 

‘expert’ to help support or treat mental illness because they don’t have claim 

to expert knowledge.  

However, as highlighted in the composite vignette, the line between a 

performance issue, mental health issue, and a mental illness issue is not clear. 

Roberts et al (2016) highlighted the issue of blurred boundaries in sport 

psychology consultancy through case studies. The case studies highlight how 

athletes often seek help from, or are referred to, a sport psychologist for 

performance issues that are then deemed as mental health or illness concerns 

that the sport psychologist does not feel confident, or adequately trained, to 

support. From this, sport psychologists are faced with ethically dubious 

situations where they are expected to help athletes but do not feel adequately 

trained or supported to do.  

This blurred line between performance concerns and mental 

health/illness concerns was discussed by sport psychologists in this research 

and related to the lack of training they had received. Consequently, a 

mismatch between training, knowledge, and the actual demands of sport 

psychology consultancy in sport was felt by sport psychologists in this 

research as uncertain and challenging. As highlighted through the composite 

vignette, these feelings of uncertainty and challenge permeate sport 

psychologists personal and professional lives, in which they feel they cannot 

adequately support athletes with the knowledge, skills, or training they have.  

A practitioner skills gap has been identified in sport psychology training, 

whereby sport psychologists are not appropriately trained for the demands of 

their job (Hings et al., 2019; Woolway & Harwood, 2019). Through their 
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exploration of emotional labour in sports science staff, Hings et al (2017) and 

Hings et al (2018) highlighted that sport psychologists need to be better 

prepared to navigate the emotional burden associated with practice through 

the theory of emotional labour (Hings et al., 2019). Emotional labour is 

particularly relevant for sport psychologists who are recognised in the 

management of mental health and/or illness as this places them in the role of 

counsellor, a position that requires the management of inter and intrapersonal 

emotions (Hings et al., 2019). As highlighted through the composite vignette, 

the emotional burden sport psychologists feel when they are asked to support 

an athlete but do not feel adequately trained to do so, results in feelings of 

professional and personal uncertainty, challenge, and inadequacy. Emotional 

labour, and a lack of training in emotional labour, can have a negative impact 

on the practitioners and clients’ mental health and overall wellbeing (Hings et 

al., 2018). Emotional labour is only one skill of many that sport psychologists 

need to help support mental health and illness, others include basic 

counselling and psychotherapeutic skills and the ability to flex between 

different consulting and therapeutic approaches (Herzog & Hays, 2012; 

Mcdougall et al., 2015; Roberts et al., 2016). Therefore, it is imperative for 

sport psychology training to reflect the demands of the profession, especially 

in relation to mental health and illness, to ensure safety in care for athlete, and 

sport psychologists, mental health and illness (Hings et al., 2018; Mcdougall 

et al., 2015; Moesch et al., 2018; Roberts et al., 2016). 

Another theme interpreted from phase-two and three of data collection 

related to the capacity of sport psychologists to support mental health and 

illness. The theme of capacity relates to the job role of sport psychologists in 
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sport and their contractual capacity to support mental health and illness. For 

example, different modes of working, face-to-face interaction, and visibility of 

sport psychologists were issues discussed by participants in relation to the 

management of mental health and illness. Depending on the contract within a 

specific sport, sport psychologists may predominantly work with senior 

leadership, management, and performance teams (Mcdougall et al., 2015; 

Mellalieu, 2017; Sly et al., 2020). This was described by one participant as 

‘pigeonholed’ work that limited their face-to-face time with athletes.  

When sport psychology consultancy in sport is focused on work with 

senior leadership, the development of culture, or the implementation of 

psychology at a strategic level, sport psychologists may not have much 

visibility or time with athletes (Sly et al., 2020). For example, some athletes 

interviewed in this research discussed how sport psychology was only 

available to athletes on the top levels of funding, therefore athletes on lower 

levels of funding did not receive sport psychology support. This is important to 

consider as in phase-one of data collection sport psychologists were 

highlighted as one of the most qualified to support mental health and illness, 

furthermore, sport psychologists have been highlighted as important points of 

contact for athletes struggling with mental health and illness (Moesch et al., 

2018; Roberts et al., 2016). However, the provision of sport psychology in 

sports does not necessarily include athlete facing work (i.e., one-to-one 

consultancy, athlete workshops, presence at competitions). Therefore, if sport 

psychologists are viewed as important/qualified points of contact for athletes 

struggling with mental health or illness (Moesch et al., 2018; Roberts et al., 

2016), the provision of sport psychology in sport must include face to face work 
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with athletes to increase the visibility, opportunity, and trust athletes have to 

speak to them about mental health and illness.  

 Due to the lack of confidence and capacity in managing mental health 

and illness felt by participants in this research, referral to clinical or medical 

experts was a central theme of discussion in phase-two and three of data 

collection. Referral to appropriately qualified experts forms part of UK Sport 

and the UK Governments’ mental health action plans (Department for Digital, 

Culture, 2018; English Institute of Sport, 2018). From this, if an athlete on the 

top level of funding is struggling with a clinically recognised mental illness, they 

are referred to expert support through the Mental Health Referral Programme 

and this is covered by their medical insurance (Lomax, 2019).  

However, participants in this research discussed the actual experience 

of using referral pathways in high-performance sport and the associated 

challenges. For example, support staff in this research suggested that athletes 

struggle with external support because of the lack of familiarity experts have 

with the high-performance sport environment (Roberts et al., 2016). 

Furthermore, support staff are often left out of the ‘loop’ about athlete care and 

how they should be supported once they return to the sport environment. For 

example, support staff in this research discussed their uncertainty about how 

to support athletes who have been referred out for mental health or illness 

support, with discussion focusing on the potential negative impact re-entering 

the sport environment could have for that athlete and how to manage this. 

These findings are important for key stakeholders in sport who manage mental 

health referral pathways as support staff in sport do not feel confident in how 

to support athletes after they have been referred out of the sport environment. 
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This issue highlights the importance of communication between external 

support providers and support staff in sport. Focus should be placed on 

educating support staff about how to facilitate a positive return to sport for 

athletes and working with a small group of external support providers to 

enhance the level of communication between support provider and sport.  

Despite support staff highlighting the issues of external referral, athletes 

interviewed in this research discussed a preference for receiving help from 

experts who do not have influence on performance decisions within sport. This 

theme relates to findings from chapter five that highlight a culture of silence in 

sport, in which athletes do not want to share mental health or illness issues 

with individuals inside their sport for fear of the impact it could have on 

performance decisions (Brownrigg et al., 2018). Despite this fear of disclosure, 

some athletes interviewed in this research had experience of the mental health 

referral programme and discussed the awkwardness of missing training for 

private concerns. For these athletes, the focus on the relentless pursuit of 

performance within their sports meant that any time spent away from the sport 

environment was questioned. For example, for one athlete who had returned 

from an external therapy session to training noted how athletes and support 

staff questioned where they had been and why they missed training. This 

example highlights the importance of considering the influence of culture on 

the management of mental health and illness in sport. Despite athletes having 

a preference to receive support from individuals outside of sport, the logistics 

of the timing and location of sessions should be managed to suit athletes 

training schedules. This may help athletes avoid awkward situations where 

they are questioned about their lack of presence in training/the training ground.  
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 In relation to sport psychologists, the referral of athletes to external 

support was complex. For sport psychologists who don’t feel confident 

supporting athletes with mental health or illness concerns, referral to experts 

was the default practice. This was especially prominent in relation to clinically 

or medically conceptualised mental illnesses that sport psychologists did not 

feel adequately qualified to support. Due to the non ‘expert’ status of sport 

psychologists in relation to mental health and illness care, they do not have 

the same claim to expert knowledge as psychiatrists or clinical psychologists. 

However, as discussed throughout this chapter, sport psychologists are 

highlighted as central in the management of mental health and illness in sport 

(Moesch et al., 2018; Roberts et al., 2016). Therefore, if sport psychologists 

are expected to support mental health or illness concerns in high-performance 

sport, athletes will predominantly be referred to expert support due to the lack 

of confidence, capacity, or competence sport psychologists feel. In this 

research, the reliance on referral for mental health and illness concerns was 

described as a tendency to ‘prefer to refer’. These findings highlight the need 

for updated training for sport psychologists, to better prepare them for the 

demands of sport psychology practice and the expectations of them in the 

management of mental health and illness.  

 The discussion of referral for clinically and medically conceptualised 

mental illnesses brings into question athletes who do not meet criteria for such 

illnesses (Henriksen et al., 2019). For example, athletes experiencing ‘sub-

clinical’ or mental health concerns do not share the same respect and 

legitimacy as athletes experiencing medically/clinically defined mental illness. 

Thus, falling outside of the clinically defined parameters of illness that are 
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recognised in high-performance sport. Athletes who do not experience 

legitimate mental illnesses, or are not on top levels of funding, do not have the 

same access to external support as fully funded athletes experiencing 

creditable mental illness. Therefore, as Henriksen et al (2019) note, these 

athletes may fall under the radar of care despite experiencing mental distress. 

This is problematic for athletes in high-performance sport who experience 

mental health or illness concerns outside the parameters of medically 

recognised mental illness criteria because they cannot access support. This 

may perpetuate unhealthy cultures in sport that emphasise avoiding weakness 

unless it is medically labelled. Therefore, the development of policy relating to 

the management of mental health and illness in sport should consider the 

impact medical conceptualisations of mental illness have on individuals who 

do not experience mental illness in the same way, and how to support these 

athletes if they do ‘fall under the radar’.  

   

6.4 Summary 

The findings discussed in this chapter highlight the complexity of managing 

athlete mental health and illness in high-performance sport. Policy 

recommendations about the management of mental health and illness in high-

performance sport are starting to be enacted in sport environments, but only 

partially. Awareness of support structures in sport, qualifications of support 

staff and their ability to support mental health and illness, and intention to use 

support structures in sport are especially not reflective of mental health 

strategy developed by the UK Government and UK Sport.  
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The findings from this research highlight how conceptualisations and 

culture influence the enactment of policy in high-performance sport. 

Conceptualisations of mental illness and health influence the perception of 

appropriate support, with preference for mental illness to be supported by 

medical professional ‘experts’, and mental health to be supported by sport 

psychologists due to the association between mental health and performance.  

 Findings represented through the composite vignette highlight the lived 

experience and difficulty of managing mental health and illness within high-

performance sport. Lack of confidence, capacity, and competence means that 

sport psychologists do not always feel able to support athletes with mental 

health and illness concerns. For example, the blurred boundaries between 

performance, mental health, and mental illness concerns make safely 

managing athlete concerns particularly difficult for sport psychologists. The 

provision of sport psychology and contractual capacity of sport psychology 

work means that some athletes do not receive sport psychology consultation, 

limiting the visibility and accessibility of sport psychology. Consequently, the 

default management practice of support staff interviewed in this research was 

to refer athletes to external support. However, referral of athletes outside of 

the sport environment for support with mental health or illness concerns is 

logistically and ethically difficult.  
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CHAPTER 7: SUMMARY, IMPLICATIONS, AND 

FUTURE DIRECTIONS 
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7.1 Overview  

The aim of this research was to develop a holistic understanding of mental 

health and illness in high-performance sport. Mental health and illness is a 

burgeoning area of academic research that has clear practical implications for 

individuals working in sport (Henriksen et al., 2019). However, no research to 

date has aimed to explore mental health and illness in sport, despite calls from 

experts to conceptualise mental health outside of the parameters of clinically 

defined conditions (Henriksen et al., 2019). Furthermore, the majority of 

academic research has focused on discerning the prevalence, associated risk 

factors, and interventions to alleviate, and raise awareness of, mental illness 

in sport (Papathomas & Lavallee, 2012). Consequently, this body of research 

has explored factors relating to mental health/illness in isolation from one and 

other, thus presenting a partial picture of mental health and illness in sport.  

To achieve the aim of this research, three research questions were 

posed, 1) how are mental health and illness conceptualised in high-

performance sport? 2) how does the culture of high-performance sport 

influence the experience, and associated behaviours of, mental health and 

illness?, and 3) how are mental health and illness managed in high-

performance sport? To answer these research questions a three-phase data 

collection process was adopted, including a survey, semi-structured 

interviews, and photo-elicitation interviews. Each phase of data collection built 

depth, with the aim of exploring the interconnected nature of 

conceptualisations, culture, and management, to provide a more rounded 

understanding of mental health and illness in high-performance sport. Data 

relating to each research question were interpreted and discussed in relation 
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to each other, helping to explore the interconnected nature of 

conceptualisations, culture, and the management of mental health and illness 

in sport. Two composite vignettes were included in this thesis with the aim of 

presenting empirical data in a way that may resonate with the population group 

investigated (i.e., athletes and support staff in high-performance sport; 

Schinke et al., 2016).  

 

7.2 Summary of Data Chapters 

Chapter four aimed to answer the first research question; how are mental 

health and illness conceptualised in high-performance sport? Data relating to 

this research question and collected during phase one, two, and three were 

combined, interpreted, and presented together. The findings presented in this 

chapter highlight the centrality of the medical model in conceptualisations of 

mental illness in high-performance sport. From this, mental illness is 

conceptualised as legitimate due to positivist notions of validity and science 

and association with expert knowledge. In comparison, mental health was 

conceptualised as ambiguous and negative by participants. Participants were 

either unsure of their conceptualisation of mental health or focused on the 

negative connotations of mental health in high-performance sport. As a result, 

mental health was devalued and described as “wishy washy” or “airy fairy” in 

high-performance sport environments. Alternative conceptualisations of 

mental health focused on physical health or sport performance, with 

professional knowledge influencing support staff conceptualisations of mental 

health and illness to be intersecting.  
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 The findings discussed in chapter four highlight the centrality and 

legitimacy of the medical model in high-performance sport, underpinned by 

positivistic ontology and epistemology (Henriksen et al., 2019). Furthermore, 

they highlight the influence culture and social context has on 

conceptualisations of mental health and illness, with participants being 

influenced by their social surroundings (i.e., focus on physical health and 

performance in sport) and professional knowledge (i.e., knowledge of mental 

health and illness through psychological or medical training).  

 In chapter five, data were presented that relate to the second research 

question; how does the culture of high-performance sport influence the 

experience, and associated behaviours, of mental health and illness? Of note 

in this chapter is the use of a composite vignette to highlight the cultural 

experience of mental health and illness in sport and the influence it has on 

help-seeking behaviours. Key findings from this chapter highlight how the 

culture of high-performance sport is concentrated on the performance 

narrative (i.e., winning at any cost, producing medals), personal sacrifice (i.e., 

personal lives, multifaceted identities), and mental toughness. The emphasis 

placed on mental toughness and success influences conceptualisations of 

mental health in sport as weak and something that hinders performance. As a 

result, and highlighted through the composite vignette, athletes are unwilling 

to share mental health or illness ‘weakness’ and thus exist in a culture of 

silence because of the fear of performance repercussions, such as being 

dropped from selection or funding.   

 In chapter six, data are presented that relate to the final research 

question; how are mental health and illness managed in high-performance 
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sport? Once again, a composite vignette was used in this chapter to present 

data relating to the experience of managing mental health and illness in high-

performance sport. Findings discussed in this research suggest that strategy 

related to the management of mental health and illness is only partially 

enacted in high-performance sports. Specifically, support staffs’ training and 

awareness of support structures is partial with support staff generally knowing 

what support is available in their sport but find it difficult to know how and whom 

they should refer to. However, findings highlight the lack of awareness athletes 

have about the mental health and illness support structures in their sports. This 

may reflect the lack of clarity in the mental health strategies developed by the 

UK government and UK Sport. Across all three phases of data collection, sport 

psychologists were highlighted as central individuals in the management of 

mental health and illness. However, a lack of confidence and capacity means 

that sport psychologists in sport do not feel able to support athlete mental 

health or illness due to inadequate training, and therefore athletes are 

predominantly referred out of the sport environment for help, which presents 

logistical and communication issues.  

 The findings discussed in chapter six highlight the influence 

conceptualisations and culture have on the management of mental health and 

illness. For example, how mental health and illness are conceptualised 

dictates who is perceived as qualified and capable to support treatment (i.e., 

mental illness is managed by medical or clinical experts, and mental health is 

managed by sport psychologists focusing on performance enhancement). 

Furthermore, the culture of high-performance sport influences the likelihood of 

athletes seeking help from those individuals within the sport environment that 
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are deeply connected to sports performance as opposed to mental 

health/illness. The perception that mental health and illness are hinderances 

to performance means support for mental health and illness are reduced to 

performance only rather than wellbeing more broadly. These implications are 

summarised in the following sections.  

 

7.3 Empirical Implications  

This research has empirical implications for academics and stakeholders 

exploring mental health and illness in high-performance sport. Specifically, this 

research responds to calls from sport experts to better understand the 

conceptualisation of mental health in high-performance sport (Henriksen et al., 

2019). The findings from this research suggest that there is little awareness or 

recognition in sport that mental health is a multi-faceted construct, relating to 

more than simply the absence of mental illness. The dominance of the medical 

model in society is reflected in high-performance sport and this may devalue 

discussions of mental health and the importance of cultivating ‘good’ mental 

health in high-performance sport. Furthermore, this research highlights the 

influence culture and context have on conceptualisations. The culture of high-

performance sport places emphasis on winning and mental toughness, which 

devalues the discussion of emotions related to “airy fairy” constructs of mental 

health (Sinden, 2013). Therefore, academic and policy recommendations to 

foster cultures of positive mental health in sport may not be successful 

because of the dominance of the medical model of ‘legitimate’ mental illness 
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and focus on performance success above mental ‘weakness’ in high-

performance sport.  

 This research also extends findings in sport that suggest high-

performance sport culture is detrimental to help-seeking behaviours. 

Academics and key stakeholders in sport have highlighted the need for help-

seeking behaviours in sport to be reinforced through positive cultures focused 

on openness and the acceptance of vulnerability (Henriksen et al., 2019; 

Moesch et al., 2018; UK Sport, 2018). However, findings from this research 

suggest that this is not happening in high-performance sport and, instead, a 

culture of silence in sport stifles athletes’ willingness and ability to share mental 

health or illness concerns due to the dominance of success. The cultural 

emphasis on success is underpinned by the structure of sport that rewards 

success through increased funding and penalises ‘failure’ by decreased 

funding. Furthermore, psychological constructs such as mental toughness 

further preserve a culture of silence by reinforcing the notion that psychological 

weakness is not conducive to performance success, thus stifling discussions 

in sport about mental health and illness.  

 This research offers novel insight into the enactment and lived 

experience of UK Government and UK Sport strategy and academic 

recommendations about the management of mental health and illness in sport. 

The findings from this research suggest that strategy aimed at increasing 

awareness of support structures in sport has not impacted athletes. Instead, 

the focus has been on support staff by increasing training and awareness of 

support structures. Although this is beneficial to support staff, it doesn’t help 
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athletes who are unsure of where/who they can share mental health or illness 

difficulties with, and which won’t impact their place or standing in their sport.  

 

7.4 Practical Implications 

The central message from this research is that conceptualisations, culture, and 

the management of mental health and illness in sport are interconnected and 

dependent on one and another. The practical implications of this message are 

detailed below: 

• Conceptualisations of mental health and illness in high-performance 

sport need to be broadened. Mental health and mental illness are 

complex lived experiences and are influenced by nuanced psycho-

social factors. The complexity of mental health and illness can be 

diluted by the medical model that legitimises clinically defined criteria 

and reduces alternative definitions and experiences. Therefore, 

messages in sport about mental health and illness need to reflect this. 

Alternate conceptualisations of mental health and illness in sport need 

to be shared with support staff and athletes, to encourage the 

recognition and acceptance that they are complex and nuanced 

experiences and do not need to fit criteria to be legitimate. This will 

hopefully create space and recognition for individuals in sport who 

experience mental health or mental illness outside of the parameters of 

clinical diagnostic criteria.  

Therefore, I suggest that stakeholders involved with mental 

health and illness in sport (i.e., UK Sport, National Governing Bodies, 
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experts, external training and support bodies such as the English 

Institute of Sport) share stories of mental health and illness in sport that 

represent experiences that fall outside of typical clinical 

representations. For example, in social media campaigns, online 

resources, or during training courses, the stories of athletes or support 

staff who have experienced mental health or illness concerns that fall 

outside of clinical parameters can be shared to help individuals in sport 

broaden their conceptualisations of what mental health and illness are. 

For example, stories could be shared through videos, cartoons, or 

composite vignettes.  

• The structure and culture of high-performance sport can be damaging 

to athlete mental health and may contribute to the development of 

mental illness. Furthermore, culture can influence the experience of, 

and constrain the ability to seek help for, mental health or illness 

concerns. UK Sport are actively trying to monitor and change the 

potentially harmful cultures inherent in sport (UK Sport, 2017), 

therefore, in the interim high-performance sport organisations should 

be transparent about the cultures of high-performance sport and the 

influence they can have on mental health and illness. Athletes should 

be made aware of the cultures specific to their sports and the potential 

damage dominant messages of mental toughness and performance 

can have. This could be done during athlete inductions to performance 

programmes or included in online material on NGB websites.  

Alongside this, stakeholders should introduce new support 

structures that can effectively support athletes in a way that doesn’t 
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negate them wanting to win but allows them to have the tools necessary 

to cope with the cultures that they inhabit. For example, require regular, 

mandatory, protected time in all athlete’s training and competition 

schedules to focus on activities that broaden their identities (i.e., 

education, participation in grassroots sports different to their own, 

coaching, volunteering, activism etc.), ensure that athletes have regular 

mandatory meetings with performance lifestyle/sport 

psychology/performance wellbeing staff to explore the meaning of 

success and what success can look like separate from winning, or 

provide education about the harmful cultural practices inherent in an 

athletes sport (i.e., harmful weight making practices, training and 

competing whilst injured) and how to avoid the need for these harmful 

cultural practices (i.e., regular support from a nutritionist to help athletes 

make weight for a competition, support from a sports science/medicine 

practitioner to engage in appropriate rehab and a gradual return to 

training and competition that is supported by coaches and 

stakeholders). 

• The management of mental health and illness is complex, uncertain, 

and blurred. It is uncertain due to the lack of clear management policy 

from governing bodies (i.e., UK Sport, the Football Association, the 

Rugby Football Union), complex due to the mixed messages support 

staff and athletes often receive about who can and should help support 

mental health and illness and their appropriateness to help, and blurred 

because there are not clear and effective professional boundaries in 

sport about who and who cannot support mental health and illness. 
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Therefore, sport organisations and governing bodies should develop 

clear policy guidelines about how mental health and illness should be 

managed and make sure there is appropriate resource for this to be 

done across high-performance sport in the UK, sport organisations 

should focus on educating support staff and athletes about who can 

help support mental health and illness and how they can help. The 

professional remit of practitioners in sport should be considered in this, 

with emphasis placed on the capacity and training of support staff and 

their ability to help. Sports should not encourage athletes to seek help 

from individuals who do not feel capable to do so, instead individuals 

who do not feel capable to support should either be upskilled, or 

athletes should be signposted to appropriately qualified individuals. 

Accordingly, training for sport psychologists needs to be augmented to 

include education about what mental health and illness are, how culture 

influences the experience of mental health and illness and associated 

help-seeking behaviours, how both conceptualisations and culture 

influence policy enactment and management practices, and, most 

importantly, support from clinical psychologists about how to help 

athletes manage their mental health or illness concerns. This could be 

achieved by having clinical psychologists work alongside sport 

psychologists and other support staff in high-performance sports, or 

sport psychologists receiving counselling skills as part of their training 

to help manage ‘sub-clinical’ mental health or illness concerns.  

• Finally, mental health and illness in high-performance sport are not 

isolated experiences. How people and organisations talk about, and 
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define, mental health and illness influences how they are managed. 

Cultural narratives focused on success and sacrifice contribute to 

cultures of silence, in which athletes do not feel safe asking for help for 

fear of being dropped. How we talk about mental health and illness, 

how it is measured and defined, and how individuals view and discuss 

mental health and illness ‘weakness’ contribute to the management 

practices and policy enactment in sport. Therefore, no singular aspect 

of mental health or illness in sport should be diluted down from the 

social, cultural, and contextual factors that surround it. In efforts to try 

and resolve this dilemma, individuals working in sport (i.e., governing 

bodies, support staff, athletes) and academics researching mental 

health and illness in sport should work towards developing multiple 

conceptualisations of mental health and illness that can be used in sport 

to guide policy, research, and intervention, that are cognisant of socio-

cultural facets of sport and of the subjective nature of mental health and 

illness.  

 

7.5 Future Research Directions  

In addition to the empirical and practical implications outlined above, this 

research demonstrates that the exploration of mental health and illness in 

high-performance sport is complex but necessary. It is clear from this research 

that many important questions remain surrounding the conceptualisation, 

culture, and management of mental health and illness in high-performance 

sport and their interconnection.  
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For example, further investigation into alternate conceptualisations of 

mental health and illness in high-performance sport is needed. Specifically, 

how individuals with experience of mental health and illness make sense of 

and articulate their experiences. Alternatively, how ‘unconventional’ models of 

mental health (i.e., Keyes continuum model, 2002) or mental illness (i.e., 

Power-Threat-Meaning-Framework, Johnstone & Boyle, 2018) are received, 

and can be embedded, in high-performance sport.  

Furthermore, research should focus on the influence of sport specific 

cultures in the experience, and associated behaviours, of mental health and 

illness. Specifically, research should focus on particular sports known to have 

detrimental behaviours connected to mental health and illness (i.e., weight 

restricted sports, aesthetic sports, masculine sports, semi and non-

professional/funded sports) and explore how these sport specific cultures 

influence mental health and illness.  

Moreover, future research could focus on how education and 

awareness programmes that form part of UK Sports Mental Health Action Plan 

policy (i.e., mental health awareness training, mental health champions 

training) have been enacted in high-performance sports. Or how support staff 

in positions unrelated to psychology (e.g., S&C coaches, coaches, 

physiotherapists, doctors) manage mental health and illness in sports.  

 

7.6 Reflections on the Research Journey 

Having introduced the personal reasons for choosing this research topic in the 

introduction of this thesis, and how these personal reasons have influenced 
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the design and process of the research in the methodology chapter, it seems 

pertinent to discuss how this PhD has influenced my journey moving forwards.  

 Completing this research was challenging, something I only half-

anticipated and acknowledged when I started. However, some of the most 

challenging experiences in life are also the most rewarding. This is something 

I have felt both personally and professionally. Personally, this PhD has helped 

me in my recovery from bulimia. As was the case during my masters, 

researching mental health and illness at a doctoral level has challenged me to 

develop an intimate knowledge of my experience and myself. Using reflexivity 

throughout the PhD has encouraged me to ask critical questions of myself. 

What does recovery look like for me? Did I really experience an eating disorder 

or was it all constructed in my head? How can I heal my relationship with food, 

exercise, and myself external to dominant social constructions of health and 

beauty? By asking and (trying) to answer these questions, this PhD has 

offered me the opportunity to help myself whilst trying to help others. This is 

something I am deeply proud of.  

 Professionally, this PhD has helped me decide what I care most about 

in the world; being curious, helping others, and looking after myself. 

Fortunately, I have a job that includes all those things, and I have this PhD to 

thank for that. Because of the connections and knowledge I developed 

throughout this PhD I managed to get a job outside of academia in a forward-

thinking company as a trainee sport psychologist. Despite juggling the write 

up of a PhD with a new job, I have managed to apply a lot of the knowledge 

and skills I developed from my PhD in my applied practice. For example, 

because of my knowledge of the structure of high-performance sport, the 
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multidisciplinary ‘team behind the team’, and the sacrifices individuals in sport 

make on a day-to-day basis, I now approach my consultations with clients 

cognisant of the realities of high-performance sport environments. 

Furthermore, my knowledge and experience of using different qualitative 

methods in high-performance sport is welcomed in the company I work for, 

and I’ve used this knowledge already to help me analyse data on various 

projects happening in different elite sports. Additionally, it helps me in the 

everyday interactions I have with athletes and support staff in sport, to create 

a comfortable environment to talk about the struggles of they face existing in 

high-performance environments. Not many things compare to the satisfaction 

you get from applying your PhD research findings and skills in applied practice. 

Especially considering not many people read PhD theses, despite the endless 

hours and tears that go into them.  

 Not only has this PhD helped me understand myself and my experience 

of mental illness better, but it has also instilled a sense of confidence in me 

that, no matter what, if you take one step at a time you will get there. I have 

developed patience with joy and comfort in confusion, skills that prove 

particularly useful in the complex realities of psychological consultancy.  
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APPENDIX 1 – Survey 

Survey exploring athlete perceptions 

of mental health/illness in sport 
 
 
 

 

Page 1: Participant Information 
 
 
You have been asked to complete this survey because you have been identified 

as an athlete competing in high-performance sport (age 18+). 

 
This survey forms part of a larger piece of research funded by Northumbria 

University, exploring the understanding and management of mental health and 

mental illness in high-performance sport. 

 
This survey doesn't aim to explore the current state of athlete mental health or 

illness. Rather, it aims to understand your perceptions of athlete mental health and 

mental illness and your knowledge of how they are currently managed within your 

sport. The survey will also ask questions about you, i.e., your age, gender, race. 

 
You do not have to take part in this research and can exit at any time. The survey 

should take no longer than 10-15 minutes of your time. 

 
Your responses will not be traceable back to yourself or your club/team. At the end of the 

survey, there is the option to leave contact details to partake in follow-up interviews. If you 

choose to provide your details, your responses will be anonymised and kept confidential. 

 
The data collected from this survey will be destroyed 3 years after the lead researcher 

finishes her PhD (2023). The results of this study may be published in scientific journals or 

presented at conferences, all data will remain anonymous. Information and data gathered 

through this study will only be available to the research team. 

 
All information and data gathered during this study will be stored in line with the 

General Data Protection Regulation (GDPR, 2018). At no point during or after the 

research will the data or your personal details be shared with third parties, including 

insurance or marketing companies. The data controller for this research is 

Northumbria University, and the data handler is Isobelle Kennedy. 

 
If you wish to receive feedback about the findings of this study please email Isobelle 
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Kennedy (isobelle.kennedy@northumbria.ac.uk), or her supervisor Dr Andrea 

Scott-Bell (andrea.scott-bell@northumbria.ac.uk). 

 

This study and its protocol have received full ethical approval from the Faculty of Health 

and Life Sciences at Northumbria University. If you require confirmation of this, or if you 

have any concerns or worries concerning this research, or if you wish to register a 

complaint, please contact the Chair of this Committee, Dr Nick Neave 

(nick.neave@northumbria.ac.uk). The legal basis for processing the personal data 

required for the purposes of this study is that the research is being conducted in the 

public interest and is necessary for scientific and historical purposes. 

 

Data Protection officer at Northumbria University: Duncan 

James (dp.officer@northumbria.ac.uk). 

 

If you would like to take part in this study, please read the statement below and tick ‘I agree’ 

 

I understand the nature of the study, and what is required of me.   

I understand that after I participate I will receive a debrief providing me with 

information about the study, contact details of support services and contact details 

for the researcher. 
 

I understand I am free to withdraw from the study at any time, without having to 

give a reason for withdrawing, and without prejudice. 
 

I agree to provide information to the investigator and understand that my 

contribution will remain confidential. 
 

I also consent to the retention of this data under the condition that any 

subsequent use also is restricted to research projects that have gained ethical 

approval from Northumbria University. 
 
 
 
 

 

1. I agree    Required  
 

 

 Agree 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
2 / 26  
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Page 2: Unique participant code 
 
 

In case you would like to remove your answers from our dataset after you've 

completed the survey, we need to be able to identify your answers. 

 

Therefore, you need to create a unique participant ID. 

 

Please combine the date and month you were born (i.e., the 9th of April would be 0904) 

with the first 3 letters of your last name (i.e., last name is Kennedy = 0904ken). 

 

Please fill in your unique user ID code below and make note of it for your own 

personal files. 
 
 
 
 

 

2. Unique participant code: Required  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

3 / 26  
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Page 3: About you 
 
 

This section aims to understand more about you and your athletic background.  
 
 
 
 

 

3. Please indicate your sex  
 

 

 Male 
 

 Female 
 

 Other  
 
 
 
 
 

 

4. Please state your age 
 
 
 
 
 
 
 
 
 

 

5. How would you best describe your ethnic origin?  
 

 

 White 
 

 Mixed 
 

 Asian or Asian British 
 

 Black or Black British 
 

 Chinese 
 

 Other  
 
 

 

5.a. If you selected Other, please specify:  
 
 
 
 
 
 
 

 

4 / 26  
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6. What is the highest level of education you have achieved?  
 

 

 Primary school 
 

 GCSE's or equivalent 
 

 A-Levels or equivalent 
 

 University undergraduate programme 
 

 University post-graduate programme 
 

 Doctoral degree 
 

 Other  
 
 

 

6.a. If you selected Other, please specify:  
 
 
 
 
 
 
 
 
 

 

7. What sport do you currently compete in? 
 
 
 
 
 
 
 
 
 

 

8. Please select the category that most accurately describes the level at which 

you currently compete at: 
 
 
 

 Semi-elite (i.e, highest level of competition is below the top standard possible for 

the sport in the country, e.g, talent development, 2nd tier or below) 
 

 Competitive-elite (i.e, regularly compete at the highest standard in sport, e.g, 

top divisions/leagues or competing/selected to compete at Olympic games) 
 

 Successful-elite (i.e, compete at the highest standard and experienced 

some infrequent success at that standard, e.g, winning the event or medal) 
 

 World Class-elite (i.e, experienced sustained success at the highest level, 

repeated wins over a prolonged period, i.e, gold medals in consecutive Olympics, 

or major competition victories over a number of seasons) 
 

5 / 26  
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9. How long have you been competing in this sport?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
6 / 26  
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Page 4: Perception of mental health 
 
 

This section aims to understand what you perceive mental health to be. It does 

not specifically aim to understand your current state of mental health. 

 

Below are a range of statements, please rate the level to which you agree with these 

statements in relation to your perception of what athlete mental health means. 

 

If you are unsure of any question, please leave it blank.  
 
 
 
 
 

10. "Mental health represents a syndrome of symptoms of an individual's subjective 

well-being, including aspects of social, emotional and psychological well-being" 
 

Please don't select more than 1 answer(s) per row.  
 

Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

10.a. Please expand:  
 
 
 
 
 
 
 
 
 
 

 

In comparison to the statement above, please rate the extent to which you agree 

with the statement below. 
 
 
 
 

 

11. "Mental health represents a state of well-being in which every individual realises 

his or her own potential, can cope with the normal stressors of life, can work 

productively and fruitfully and is able to make a contribution to his or her community" 

 

Please don't select more than 1 answer(s) per row. 
 

 

7 / 26  
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Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

11.a. Please expand:  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

12. "Mental health is made up of different qualities in athletes compared to 

non-athletes". Please rate the extent to which you agree with this statement. 
 

Please don't select more than 1 answer(s) per row.  
 

Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

12.a. Please expand:  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

13. Do you think athletes are more, equal, or less likely to develop good mental health 

(e.g. high social, emotional and psychological well-being) than the general population? 
 

 

 More likely 
 

 Neither more or less likely 
 

8 / 26  
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 Less likely  
 
 

 

13.a. Why?  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

14. Do you think athletes are more, equal, or less likely to develop poor mental health 

(e.g. low social, emotional and psychological well-being) than the general population? 
 

 

 More likely 
 

 Neither more or less likely 
 

 Less likely  
 
 

 

14.a. Why?  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

15. Please rate the three most important symptoms of mental health in athletes. 

(please rate them in the order of importance, 1st = most important, 2nd = 2nd most 

important, 3rd = 3rd most important) 
 
 

1st 2nd 3rd 
 

Positive feelings 
 

Satisfaction with life 
 

Self-acceptance 
 

 

9 / 26  
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Purpose in life 
 

Positive relations with others 
 

Personal growth 
 

Mastery of environment 
 

Autonomy 
 

Social contribution 
 

Social acceptance 
 

Social integration  
 
 
 
 

 

16. Please select the 3 most prevalent and 3 least prevalent symptoms of good 

mental health you're aware of in your sport/club. 

 
Please don't select more than 1 answer(s) per row. 
 

Please don't select more than 3 answer(s) in any single column.  
 

Most Least  
prevalent prevalent 

 

Positive feelings 
 

Satisfaction with life 
 

Self-acceptance 
 

Purpose in life 
 

Positive relations with others 
 

Personal growth 
 

Mastery of environment 
 

Autonomy 
 

Social contribution 
 

Social acceptance 
 

Social integration 
 
 
 
 

 

10 / 26 
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Page 5: Perception of mental illness 
 
 

This section aims to understand what you perceive mental illness to be. It does not 

aim to understand your current state of mental illness. 

 

Below are a range of statements, please rate the level to which you agree with these 

statements in relation to your perception of what athlete mental illness means. 

 

If you are unsure of any question, please leave it blank.   
 
 
 
 

 

17. "Mental illness refers to a group of conditions that are generally characterised by 

a combination of abnormal thoughts, perceptions, emotions, behaviour and 

relationships with others" 

 

Please don't select more than 1 answer(s) per row.  
 

Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

17.a. Please expand:  
 
 
 
 
 
 
 
 
 
 

 

In comparison to the statement above, please rate the extent to which you agree 

with the statement below. 

 
 
 
 
 

18. "A mental illness is a clinically significant behavioural or psychological 

syndrome or pattern that occurs in an individual and that is associated with 

present distress or disability or with a significantly increased risk of suffering 

death, pain, disability, or an important loss of freedom" 
  

11 / 26  
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Please don't select more than 1 answer(s) per row.  
 

Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

18.a. Please expand:  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

19. "Mental illness is made up of different qualities in athletes compared to non-

athletes" Please rate the extent to which you agree with this statement. 
 

Please don't select more than 1 answer(s) per row.  
 

Strongly 
2 3 4 5 6 

Strongly 
 

agree disagree 
 

     
 

 

Level of  

agreement  
 
 
 

19.a. Please expand:  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

20. Do you think athletes are more, equal, or less likely to develop mental illness/es 

than the general population? 
 
 
 

 More likely  
12 / 26  
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 Neither more or less likely 
 

 Less likely  
 
 

 

20.a. Why?  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

21. Please select the 3 most prevalent and 3 least prevalent mental illnesses 

you're aware of in your sport/club. 

 

Please don't select more than 1 answer(s) per row. 
 

Please don't select more than 3 answer(s) in any single column.  
 

Most Least  
prevalent prevalent 

 

Depression disorders (all classifications) 
 

Anxiety disorders (all classifications) 
 

Obsessive-compulsive disorder (OCD) 
 

Post-traumatic-stress-disorder (PTSD) 
 

Bipolar disorders 
 

Schizophrenia/psychotic disorders 
 

Eating disorders (all classifications) 
 

Addiction/substance disorders 
 

Personality disorders 
 
 
 
 
 
 
 
 
 
 
 
 

13 / 26  
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Page 6: Management of mental health in your sport/club 
 
 

This section aims to understand if there is anything in place to increase awareness or 

provide support with athlete mental health within your sport/club. 
 

If you are unsure of any question, please leave it blank.   
 
 
 
 

 

22. Are you aware of anyone in place to provide support to maintain/increase 

athlete mental health within your club or sport? Please tick as many as apply. 
 
 
 

Life coach 
 

Therapist/counsellor 
 

Full-time sport psychologist 
 

Part-time sport psychologist 
 

Sport psychiatrist 
 

Full-time lifestyle adviser 
 

Part-time lifestyle adviser 
 

Other  
 
 

 

22.a. If you selected Other, please specify:  
 
 
 
 
 
 
 
 
 
 
 

22.b. In your opinion, please rate (1st, 2nd, 3rd) the three most important/influential 

individuals in maintaining/increasing athlete mental health in your sport/club (please 

select the three people you think would be most important/influential if you do not 

have any of these people employed at your sport/club). 

 

Please don't select more than 1 answer(s) per row.  
 

1st 2nd 3rd 
 

 

14 / 26  
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Life coach 
 

Therapist/counsellor 
 

Full-time sport psychologist 
 

Part-time sport psychologist 
 

Full-time lifestyle adviser 
 

Part-time lifestyle adviser 
 

Sport psychiatrist 
 

Other  
 
 
 
 

 

23. Have you ever received any CPD training on topics related to the 

maintenance/increase of athlete mental health (i.e. well-being, confidence, planning life 

after sport, relationships, self-management etc)? 
 
 
 

No 
 

Training course/ CPD event 
 

External speaker providing a workshop/seminar/informal chat 
 

Online based seminar or workshop 
 

Researcher 
 

Other  
 
 

 

23.a. If you selected Other, please specify:  
 
 
 
 
 
 
 
 
 
 
 

23.b. If you have, please rate the impact the CPD training event had on 

your performance/well-being? 

 
Please don't select more than 1 answer(s) per row. 
 
 
 

15 / 26  
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High 
2 3 4 5 6 

Low 
 

impact impact  

     
 

 

Level of  

impact  
 
 
 
 

 

24. Hypothetically, if you required support with mental health in the future, who are 

the three most likely people you would seek help from? (please rate in the order of 

likelihood, 1st= most likely, 2nd = 2nd most likely, 3rd = 3rd most likely) 

 

Please don't select more than 1 answer(s) per row.  
 

1st 2nd 3rd 
 

Don't know 
 

Coach 
 

Physiotherapist 
 

Sport doctor/medic 
 

Sport psychologist 
 

Mental health ambassador 
 

Teammate 
 

Helpline 
 

Lifestyle advisor 
 

Life coach 
 

Friends and/or family 
 

General practitioner (GP) 
 

NHS 
 

Private therapist 
 

Sport psychiatrist 
 

Other  
 
 
 

24.a. Please rate the three most qualified people who could help you maintain/increase 

your mental health. (please follow the same format as above, i.e. 1st, 2nd, 3rd most 
 

16 / 26 



 

 
338 

qualified)  

 

1st 2nd 3rd 
 

Don't know 
 

Coach 
 

Physiotherapist 
 

Sport doctor 
 

Sport psychologist 
 

Mental health ambassador 
 

Teammate 
 

Helping 
 

Lifestyle adviser 
 

Life coach 
 

Friends and/or family 
 

General practitioner (GP) 
 

NHS 
 

Private therapist 
 

Sport psychiatrist 
 

Other 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

17 / 26 
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Page 7: Management of mental illness in your sport/club 
 
 

This section aims to understand if there is anything in place to increase 

awareness or provide support with athlete mental illness within your sport/club. 

 

If you are unsure of any question, please leave it blank.  
 
 
 
 
 

25. Are you aware of anything in place to provide support to athlete mental illness 

within your club or sport? Please tick as many as apply. 
 
 
 

No 
 

 Access to a helpline (e.g., the Professional Footballers Associations 

24/7 counselling helpline) 
 

Affiliation with a mental health charity (e.g., the charity MIND) 
 

A part-time sport psychologist 
 

A full-time sport psychologist 
 

A full-time sport psychiatrist 
 

A part-time sport psychiatrist 
 

Counsellor 
 

Sports doctor 
 

A part-time lifestyle adviser 
 

A full-time lifestyle adviser 
 

 A mental health/mental illness ambassador (e.g., an athlete or staff member 

designated to help with matters relating to mental health/mental illness) 
 

 Mental health support app (such as Mind Matters developed by the 

Professional Cricketers Association) 
 

 A referral policy or scheme for those who need professional help (e.g., 

affiliated clinical practice or therapist) 
 

Other  
 
 

 

25.a. If you selected Other, please specify:  
 
 
 
 

18 / 26  
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25.b. In your opinion, please rate in order (1st, 2nd, 3rd) the three most 

important/influential individuals/networks to support/manage athlete mental illness in your 

sport/club (please select the three people you think would be most important/influential if 

you do not have any of these people employed at your sport/club).z 

 
Please don't select more than 1 answer(s) per row.  
 

1st 2nd 3rd 
 

Access to a helpline (e.g., the Professional  

Footballers Associations 24/7 counselling  

helpline) 
 

Affiliation with a mental health charity 

(e.g., the charity MIND) 
 

A part-time sport psychologist 
 

A full-time sport psychologist 
 

A part-time sport psychiatrist 
 

A full-time sport psychiatrist 
 

Counsellor 
 

Sports doctor 
 

A part-time lifestyle adviser 
 

A full-time lifestyle adviser 
 

A mental health/mental illness 

ambassador (e.g., an athlete or staff 

member designated to help with matters 

relating to mental health/mental illness) 
 

Mental health support app (such as Mind  

Matters developed by the Professional  

Cricketers Association) 
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A referral policy or scheme for those who need  

professional help (e.g., affiliated clinical  

practice or therapist) 
 

Other  
 
 
 
 

 

26. Have you ever received any awareness training/workshops/seminars on topics 

related to mental illness, stress, burnout, overtraining, mental fatigue etc.? 
 

 

No 
 

Mental health first aid training course 
 

External speaker providing a workshop/seminar/informal chat 
 

Online based seminar or workshop 
 

Mental health literacy training course 
 

Researcher 
 

Other  
 
 

 

26.a. If you selected Other, please specify:  
 
 
 
 
 
 
 
 
 
 
 

26.b. If you have, please rate the impact the CPD training event had on 

your performance/well-being 

 

Please don't select more than 1 answer(s) per row.  
 

High 
2 3 4 5 6 

Low 
 

impact impact  

     
 

 

Level of  

impact 
 
 
 
 

 
20 / 26  
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27. Hypothetically, if you required support with mental illness in the future, who are 

the three most likely people you would seek help from? (please rate in the order of 

likelihood, 1st = most likely, 2nd = 2nd most likely, 3rd = 3rd most likely) 
 
 

Please don't select more than 1 answer(s) per row. 
 

Please don't select more than 1 answer(s) in any single column.  
 

1st 2nd 3rd 
 

Don't know 
 

Coach 
 

Physiotherapist 
 

Sport doctor 
 

Sport psychologist 
 

Mental health ambassador 
 

teammate 
 

Helpline 
 

Lifestyle advisor 
 

Friends and/or family 
 

General practitioner (GP) 
 

NHS 
 

Private therapist 
 

Sport psychiatrist 
 

Other  
 
 
 

27.a. Please rate the three most qualified people to help support athletes with mental 

illness. (please follow the same format as above, i.e. 1st, 2nd, 3rd most qualified) 

 
Please don't select more than 1 answer(s) per row.  
 

1st 2nd 3rd 
 

Don't know 
 

Coach 
 

Physiotherapist 
 

21 / 26 
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Sport doctor 
 

Sport psychologist 
 

Mental health ambassador 
 

Teammate 
 

Helpline 
 

Lifestyle advisor 
 

Friends and/or family 
 

General practitioner (GP) 
 

NHS 
 

Private therapist 
 

Sport psychiatrist 
 

Other  
 
 
 
 

 

28. Based on everything discussed, in an ideal world what more do you think your 

sport/club needs in place to support athlete mental health and mental illness. Please rate 

your top three. (1st = most desirable, 2nd = 2nd most desirable, 3rd = 3rd most desirable) 

 
Please don't select more than 1 answer(s) per row. 
 

Please don't select more than 1 answer(s) in any single column.  
 

1st 2nd 3rd 
 

Sport psychologist 
 

Sport psychiatrist 
 

Lifestyle advisor 
 

Life coach 
 

Recognised care pathway (e.g. established  

referral pathway to support or named  

counsellor/therapist/practice) 
 

CPD events/training for support staff related 

to mental health and mental illness 

 
 

22 / 26 
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CPD events/training for athletes related to  

mental health and mental illness 
 

Access to free helpline/mobile app related to  

mental health and mental illness 
 

Affiliated link to mental health/illness charity  
 
 
 

28.a. Other:  
 
 
 
 
 
 
 
 
 
 

 

Follow-up research  
 
 
 
 
 

29. Would you be willing to be contacted in the near future to partake in a follow-up 

interview (face-to-face, telephone or Skype) about the topics discussed in this survey? 
 

 

 Yes 
 

 No  
 
 
 
 
 

 

30. If so, please leave your contact details below (i.e., name, email address and/or 

phone number) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

23 / 26  
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Page 8: End of survey 
 
 

This is the end of the survey. 
 

 

Thank you for taking the time to complete this survey. If you have any questions or 

concerns please contact Isobelle Kennedy (isobelle.kennedy@northumbria.ac.uk). 

 

Please refer to the debrief sheet on the next page for all details relating to this research. 

 

If you feel any issues have been raised for yourself during this survey and wish to speak 

to a professional, please refer to the support services detailed below: 

 

Mind: Mind provide advice and support to empower anyone experiencing a mental health 
 
problem. Contact telephone number: 0300 1233393 (Text message: 86493).  
Website: www.mind.org.uk 

 

Rethink Mental Illness: Rethink Mental Illness give practical advice and information about 
 
issues related to mental health. Contact telephone number: 0300 5000 927 (10am-2pm).  
Website: www.rethink.org 

 

Samaritans: Samaritans provides confidential non-judgmental emotional support. Contact 
 
telephone number: 08457 90 90 90. Website: http://www.samaritans.org 

 

UKCP: The UK Council for Psychotherapy provides a database of UK chartered 

psychotherapists across the UK who can help with increasing or maintain good mental health 

as well as issues pertaining to mental illness. Website: 

https://www.psychotherapy.org.uk/find-a-therapist/ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

24 / 26 
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Page 9: Debrief Sheet 
 
 

Project title: The conceptualisation and management of mental health 

and mental illness in high-performance sport 
 

Project researcher: Isobelle Kennedy 

 

Project supervisor: Dr Andrea Scott-Bell 

 

The purpose of this research was to explore perceptions of mental health 

and mental illness and their management within elite sport organisations. 

This particular survey forms part of a larger study, investigating the 

understanding of and management of mental health in elite sport, being 

conducted by Isobelle Kennedy as supervised by Dr Andrea Scott-Bell. 

 

If you wish to withdraw your response, please email Isobelle 

Kennedy quoting your unique reference code (the code you 

generated at the beginning of the survey) and ask for your data to 

be withdrawn. 

 

The results of this study are completely confidential and are not 

traceable back to yourself or your sport/club. The data collected will be 

destroyed 3 years after the lead researcher finishes her PhD 

(September 2023). The results of this study may be published in 

scientific journals or presented at conferences. Information and data 

gathered through this study will only be available to the research team 

as identified in the email. Should the research be published in any 

form, all data will remain anonymous and therefore not traceable back 

to yourself or your club/team. 

 

All information and data gathered during this study will be stored in 

line with the General Data Protection Regulation (GDPR). At no point 

during or after the research will the data or your personal details be 

shared with third parties, including insurance or marketing companies. 

The data controller for this research is Northumbria University, and 

the data handler is Isobelle Kennedy. 

 

If you wish to receive feedback about the findings of this study 

please email Isobelle Kennedy 

(isobelle.kennedy@northumbria.ac.uk). 
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This study and its protocol have received full ethical approval from the 

Faculty of Health and Life Sciences at Northumbria University. If you require 

confirmation of this, or if you have any concerns or worries concerning this 

research, or if you wish to register a complaint, please contact the Chair of 

this Committee, Dr Nick Neave (nick.neave@northumbria.ac.uk) stating the 

title of the research project and the name of the researcher: 

‘Conceptualisation and management of mental health and mental illness in 

professional sport; Isobelle Kennedy’. 
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APPENDIX 2 – Participant Information Sheet 1 

 

 

 

 

 

 

Study Title: The conceptualisation and management of mental health 

and mental illness in high-performance sport. 

 

 
Participant Information Sheet 

 
 
What is the purpose of this study? 

The aim of this study is to explore individual perceptions and 

understandings of mental health and mental illness, and the ways in 

which they are understood and managed in high-performance sport. 

 
Why have I been invited? 

You have been invited to take part in this research because you are either 

a high- performance athlete (over the age of 18), or you are a member of 

staff (over the age of 18) working with high-performance athletes (i.e. 

sport psychologist, sport doctor, physiotherapist, head of medical). 

 
Do I have to take part? 

Participation in this research is completely voluntary. You are free to leave 

at any point of the research process and can withdraw your data right up 

until it is published in an academic journal/conference or is submitted as 

part of the lead researcher’s doctorate (2020). 

 
What will happen if I take part? 

This research involves a one off, semi-structured interview with the lead 

researcher at a prior arranged time and place convenient to yourself. 

Conversely, there is the option to do an interview over skype. It is 

anticipated that the interview will take no longer than 1.5 hours. You are 

free to take breaks at any point throughout the interview and can 

terminate the interview at any point without giving a reason. 

The interview will be audio recorded and involves answering open-ended 

questions asked by the lead researcher about your understanding of 

mental health and mental illness and how they’re currently managed in 

high-performance sport. The interview has been left semi-structured so 
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that the conversation can flow and naturally go in any direction it needs. 

However, there are some key areas of interest the lead researcher will 

need to ask you about if they don’t naturally occur during discussion, 

these include your perception of mental health, mental illness and its 

current management within high-performance sport. 
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What are the possible benefits of taking part? 

The benefits of taking part in this one-off interview are that you will be helping 

develop a better understanding of what mental health and mental illness mean to 

people in high-performance sport. There is very little research on this and therefore it 

is anticipated this research will help to inform policy recommendations about how to 

better support athlete mental health and mental illness in high-performance sporting 

environments. Additionally, taking part in this research may help you better 

understand your own perception of mental health and mental illness and how you 

think they should be best managed in sport. 

 
What are the possible disadvantages of taking part? 

Taking part in this one-off interview may disadvantage you as it involves time away 

from your daily activities. Furthermore, some of the topics discussed in the interview 

(i.e. mental health and mental illness) may be personally meaningful to yourself and 

may be difficult to discuss. If at any point you feel uncomfortable and want to stop 

the interview can be terminated and picked back up at a different time, or terminated 

entirely. Alternatively, the lead researcher and yourself, can take a break from the 

interview for as long as needed. The lead researcher has experience of interviewing 

about sensitive topics and also has a list and knowledge of appropriate professional 

and charitable contacts you can use to support yourself if needed. 

 
What will happen with my data? 

After interviewing, your audio recording will be saved on the lead researchers 

password locked computer and hard drive. The interview will be saved under your 

unique participant code so that it is kept anonymous. The interview will be 

transcribed verbatim and all reference made to places, people and organisations will 

be changed to something vague so that the data does not reveal your identity. 

Furthermore, you will be given a pseudonym to ensure complete anonymity and 

confidentiality of your data. As in line with British Psychology Society (BPS) and 

Northumbria University ethical guidelines, confidentiality will only be broken if the 

researcher suspects you may be in danger to yourself or others. 

Your data will be kept for up to three years following the lead researcher completing 

her doctoral studies (due to complete 2020, data will be kept until 2023), following 

this period it will be destroyed. Until 2020, your data will be kept on the lead 

researchers password locked work computer. All data will be stored in accordance 

with Northumbria University and GDPR (2018) guidelines. 

The only personal date we will be asking is about gender, sport, and age, level of 

competition, job name/job description, qualifications (if a staff member) and contact 

details (which you have already provided to be contacted via). We will not ask you 

about your political, ethnic, or religious beliefs, nor about their sexual orientation, sex 

life, race, trade union membership or the organisation you come from. The legal 

basis for processing this personal data required for the purpose of this study is that 
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research is being conducted in the public interest. The only people 

processing this data are the lead researcher; Isobelle Kennedy, and her 

supervisors; Dr Andrea Scott-Bell; Dr Sarah Partington and Dr Elizabeth 

Partington. Your contact and personal details will not be shared with 

anyone outside of the lead researcher and her supervisors. 

 
What will happen to the results of the study and could personal data collected be 
used in future research? 

The general findings from this research will be written up in the form of a 

chapter for Isobelle Kennedy’s PhD thesis. They might also be reported in 

a scientific journal or presented at a research conference, however the 

data will be anonymised whilst being transcribed and the data you have 

provided will not be personally identifiable. The general findings may also 

be shared with other organisations/institutions that have been involved 

with the study. We can provide you with a summary of the findings from 

the study if you email the researcher at the address listed below. 

 
Who is organising and funding the study? 

The organiser and funder of the research is Northumbria University. 
 
Who has reviewed this study? 

This study and its protocol have received full ethical approval from the 

Faculty of Health and Life Sciences at Northumbria University. If you 

require confirmation of this, or if you have any concerns or worries 

concerning this research, or if you wish to register a complaint, please 

contact the Chair of this Committee, Dr Nick Neave 

(nick.neave@northumbria.ac.uk). 

 
What are my rights as a participant in this study? 

As a participant, you have the right to access a copy of the information 

comprised in your personal data (please ask the lead researcher how you 

would do this) and the right to have inaccurate personal data rectified. If 

you are dissatisfied with the University’s processing of personal data, you 

have the right to complain to the Information Commissioner’s Officer. 

Contact details: 

Lead researcher: 

isobelle.kennedy@northumbria.ac.uk 

Supervisor emails: andrea.scott-

bell@northumbria.ac.uk; 

sarah.partington@northumbria.ac.uk; 
elizabeth.partington@northumbria.ac.uk. 

mailto:isobelle.kennedy@northumbria.ac.uk
mailto:andrea.scott-bell@northumbria.ac.uk
mailto:andrea.scott-bell@northumbria.ac.uk
mailto:sarah.partington@northumbria.ac.uk
mailto:elizabeth.partington@northumbria.ac.uk
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Data protection officer at Northumbria University: 

Duncan James: dp.officer@northumbria.ac.uk 

 

 

mailto:dp.officer@northumbria.ac.uk
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APPENDIX 3 - Participant Information Sheet 2 

 

 

 

 

 

 

Study Title: The conceptualisation and management of mental health and 

mental illness in high-performance sport. 

 

Participant Information Sheet 

 
What is the purpose of this study? 

The aim of this study is to explore individual perceptions and 

understandings of mental health and mental illness, the ways in which 

they are managed in high-performance sport and how the culture of 

high-performance sport can influence/interact with these?  

 
Why have I been invited? 

You have been invited to take part in this research because you are either 

a high- performance athlete (over the age of 18), or you are a member of 

staff (over the age of 18) working with high-performance athletes (i.e. 

sport psychologist, sport doctor, physiotherapist, head of medical). 

 
Do I have to take part? 

Participation in this research is completely voluntary. You are free to leave 

at any point of the research process and can withdraw your data right up 

until it is submitted for publication in an academic journal/conference or is 

submitted as part of the lead researcher’s doctorate (2020). 

 
What will happen if I take part? 

If you agree to take part in this research you will be asked to: 

• Take part in a one off, semi-structured interview (1 – 1.5 hours 

long) with the lead researcher at a prior arranged time and place 

convenient to yourself. Conversely, there is the option to do an 

interview over skype. The date and time of the interview will be 

mutually agreed upon, according to your availability. The interview 

will take part at a location that is convenient to you (the researcher 

will travel).  
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• Photograph and bring with you to the interview, between 3-5 

images* (of objects, people**, places) that you associate with: 

o A) good mental health in your sport or UK sport generally 

(this may involve, but is not limited to, what good mental 

health looks like, what it involves, how it may be achieved, 

what it means to you etc.) 

o B) poor mental health in your sport or UK sport generally 

(this may involve, but is not limited to, what poor mental 

health looks like, what it involves, how it may be achieved, 

what it means to you, etc.) 

o C) The culture of your sport (this may involve, but is not 

limited to, the beliefs, values, practices, behaviours 

associated with your sport) 

*Photos can be taken using a camera or camera phone. Please let the 

researcher know if you do not have access to a device to take photos on.  

** If you are planning on taking a photo that includes a person/people 

please occlude (block/remove) their personal identity (face and 

identifying features) before doing this. This may involve you cutting their 

head and faces out of the frame or blocking their faces with your thumb in 

front of the lens. 

 
What will happen to my photos?  

The photos will be discussed in the interview by you and the lead 

researcher. The researcher will ask you to describe the photos, their 

meaning to you and their relevance to the research questions.  

Your photos will also be used in the lead researcher’s analysis after the 

interview. This will involve the lead researcher looking at the photos and 

discussing the photos with her supervisory team (Dr Andrea Scott-Bell, Dr 

Elizabeth Partington, and Dr Sarah Partington). No one outside of the 

lead researcher and her supervisory team will see the photographs.  

You may choose to opt in or out of having your images used in research 

outputs such as the lead researchers PhD thesis, conference 

presentations or academic journal articles (option included in the consent 

form and will be discussed prior to the interview). If you opt out, your 

images will be used for analysis only and will not appear in any research 

outputs.  

 
What are the possible disadvantages of taking part? 

Taking part in this one-off interview may disadvantage you as it involves 
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time away from your daily activities. Furthermore, some of the topics 

discussed in the interview (i.e. mental health and mental illness) may be 

personally meaningful to yourself and may be difficult to discuss. The 

interview can be terminated entirely at any point and no reason needs to 

be provided. Alternatively the lead researcher and participant can take a 

break from the interview at any point. The lead researcher has experience 

of interviewing about sensitive topics and also has a list and knowledge of 

appropriate professional and charitable contacts you can use to support 

yourself if you feel that this would be beneficial to you. 

 
What will happen with my data? 

After interviewing, your audio recording and photos will be saved on the lead 

researcher’s password locked computer. The audio and photos will be saved 

under your unique participant code so that it is kept anonymous. The interview 

will be transcribed verbatim and all reference made to places, people and 

organisations will be changed to something vague so that the data does not reveal 

your identity. 

Furthermore, you will be given a pseudonym (false name) to ensure complete 

anonymity and confidentiality of your data. As in line with British Psychology 

Society (BPS) and Northumbria University ethical guidelines, confidentiality 

will only be broken if the researcher suspects you may be a danger to yourself 

or others. 

Your data will be kept for up to three years following the lead researcher 

completing her doctoral studies (due to complete 2020, data will be kept 

until 2023). All data will be stored in accordance with Northumbria University 

and GDPR (2018) guidelines. 

The only personal data we will be asking is about gender, sport, and age, 

level of competition, job name/job description, qualifications (if a staff 

member) and contact details (which you have already provided to be 

contacted via). We will not ask you about your political, ethnic, or religious 

beliefs, nor about your sexual orientation, sex life, race, trade union 

membership or the organisation you come from. 

The legal basis for processing this personal data required for the purpose of 

this study is that research is being conducted in the public interest. The only 

people processing this data are the lead researcher; Isobelle Kennedy, and 

her supervisors; Dr Andrea Scott-Bell; Dr Sarah Partington and Dr Elizabeth 

Partington. Your contact and personal details will not be shared with anyone 

outside of the lead researcher and her supervisors. 

 
What will happen to the results of the study and could personal data collected be 
used in future research? 

The general findings from this research will be written up in the form of a 

chapter for Isobelle Kennedy’s PhD thesis. They might also be reported in 
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a scientific journal or presented at a research conference. We can provide 

you with a summary of the findings from the study if you email the 

researcher at the address listed below. 

 
Who is organising and funding the study? 

The organiser and funder of the research is Northumbria University. 
 
Who has reviewed this study? 

This study and its protocol have received full ethical approval from the 

Faculty of Health and Life Sciences at Northumbria University. If you 

require confirmation of this, or if you have any concerns or worries 

concerning this research, or if you wish to register a complaint, please 

contact the Chair of this Committee, Dr Nick Neave 

(nick.neave@northumbria.ac.uk).  

 
What are my rights as a participant in this study? 

As a participant, you have the right to access a copy of the information 

comprised in your personal data (please ask the lead researcher how you 

would do this) and the right to have inaccurate personal data rectified. If 

you are dissatisfied with the University’s processing of personal data, you 

have the right to complain to the Information Commissioner’s Officer. 

 
Contact details: 

Lead researcher: isobelle.kennedy@northumbria.ac.uk 

Supervisors: andrea.scott-bell@northumbria.ac.uk; 

sarah.partington@northumbria.ac.uk; 

elizabeth.partington@northumbria.ac.uk  

Data protection officer: Duncan James: dp.officer@northumbria.ac.uk  

 

 

  

mailto:nick.neave@northumbria.ac.uk
mailto:isobelle.kennedy@northumbria.ac.uk
mailto:andrea.scott-bell@northumbria.ac.uk
mailto:sarah.partington@northumbria.ac.uk
mailto:elizabeth.partington@northumbria.ac.uk
mailto:dp.officer@northumbria.ac.uk
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APPENDIX 4 – Debrief Sheet 1 

  

  

Participant debrief   

Project title: The conceptualisation and management of mental health and mental 
illness in high-performance sport  
Project researcher: Isobelle Kennedy   

Project supervisor: Dr Andrea Scott-Bell  

The purpose of this research was to explore perceptions of mental health and 
mental illness and their management within high-performance sport organisations. 
This interview will inform part of a larger study, investigating the understanding of 
and management of mental health in elite sport, being conducted by Isobelle 
Kennedy and supervised by Dr Andrea Scott-Bell.   
If you wish to withdraw your data, please email Isobelle Kennedy quoting your 
unique reference code (the code you generated at the beginning of the interview 
and which is attached to your information sheet) and ask for your data to be 
withdrawn.   
The results of this study are completely confidential and are not traceable back to 
yourself or your sport/club. The data collected will be destroyed 3 years after the 
lead researcher finishes her PhD (September, 2023). The results of this study may 
be published in scientific journals or presented at conferences. Information and 
data gathered through this study will only be available to the research team as 
identified in the email. Should the research be published in any form, all data will 
remain anonymous and therefore not traceable back to yourself or your club/team.   
All information and data gathered during this study will be stored in line with the 
General Data Protection Regulation (GDPR). At no point during or after the research 
will the data or your personal details be shared with third parties, including 
insurance or marketing companies. The data controller for this research is 
Northumbria University, and the data handler is Isobelle Kennedy.  
If you wish to receive feedback about the findings of this study please email Isobelle 
Kennedy (isobelle.kennedy@northumbria.ac.uk).  
This study and its protocol have received full ethical approval from the Faculty of 
Health and Life Sciences at Northumbria University. If you require confirmation of 
this, or if you have any concerns or worries concerning this research, or if you wish 
to register a complaint, please contact the Chair of this Committee, Dr Nick Neave 
(nick.neave@northumbria.ac.uk) stating the title of the research project and the 
name of the researcher: ‘Conceptualisation and management of mental health and 
mental illness in professional sport; Isobelle Kennedy’.   
  



 

 
358 

 

 

Professional support and information networks 

 

If you so wish, here are a series of contact numbers for professional support 

providers, mental health charities and information networks. We will respect 

confidentiality and will not ask if you have contacted them.   

 

Mind: Mind provide advice and support to empower anyone experiencing a mental 

health problem.   

Contact telephone number: 0300 1233393 (Text message: 86493)   

Website: www.mind.org.uk   

  

Rethink Mental Illness: Rethink Mental Illness give practical advice and information 

about issues related to mental health.   

Contact telephone number: 0300 5000 927 (10am-2pm)   

Website: www.rethink.org   

  

Samaritans: Samaritans provides confidential non-judgmental emotional support,   

Contact telephone number: 08457 90 90 90   

Website: http://www.samaritans.org  

  

Life Coach Directory: This directory provides a database for local qualified life 

coaches who can help with increasing or maintaining good mental health.  Website: 

https://www.lifecoach-directory.org.uk/   

  

UKCP: The UK Council for Psychotherapy provides a database of UK chartered 

psychotherapists across the UK who can help with increasing or maintain good 

mental health as well as issues pertaining to mental illness.   

Website: https://www.psychotherapy.org.uk/find-a-therapist/ 
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APPENDIX 5 – Debrief Sheet 2 

 
 

 

Participant debrief 

Project title: The conceptualisation and management of mental health 
and mental illness in high-performance sport 

Project researcher: Isobelle Kennedy 

Project supervisor: Dr Andrea Scott-Bell 

The purpose of this research was to explore how the culture of high-
performance sport can influence the perceptions of mental health and 
mental illness and their management within sport organisations. This 
interview will inform part of a larger study, investigating the understanding 
of and management of mental health in elite sport, being conducted by 
Isobelle Kennedy and supervised by Dr Andrea Scott-Bell. 

If you wish to withdraw your data, please email Isobelle Kennedy quoting 
your unique reference code (the code you generated at the beginning of 
the interview and which is attached to your information sheet) and ask for 
your data to be withdrawn. 
The results of this study are completely confidential and are not traceable 
back to yourself or your sport/club. The data collected will be destroyed 3 
years after the lead researcher finishes her PhD (September, 2023). The 
results of this study may be published in scientific journals or presented at 
conferences. Information and data gathered through this study will only be 
available to the research team as identified in the information sheet. 
Should the research be published in any form, all data will remain 
anonymous and therefore not traceable back to yourself or your 
club/team. 
All information and data gathered during this study will be stored in line 
with the General Data Protection Regulation (GDPR, 2018). At no point 
during or after the research will the data or your personal details be shared 
with third parties, including insurance or marketing companies. The data 
controller for this research is Northumbria University, and the data handler 
is Isobelle Kennedy. 
If you wish to receive feedback about the findings of this study please 
email Isobelle Kennedy (isobelle.kennedy@northumbria.ac.uk). 
This study and its protocol have received full ethical approval from the 
Faculty of Health and Life Sciences at Northumbria University. If you 
require confirmation of this, or if you have any concerns or worries 
concerning this research, or if you wish to register a complaint, please 
contact the Chair of this Committee, Dr Nick Neave 
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(nick.neave@northumbria.ac.uk) stating the title of the research project 
and the name of the researcher: ‘Conceptualisation and management of 
mental health and mental illness in professional sport; Isobelle Kennedy’. 
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APPENDIX 6 – Consent Form 1 

 
            

 
                    CONSENT FORM 

 
 

Project Title: The conceptualization and management of  
mental health and mental illness in high-performance sport 
 

Principal Investigator: Isobelle Kennedy  
 
 

                        please tick or initial  
  where applicable 

I have carefully read and understood the Participant Information Sheet.  
 

I have had an opportunity to ask questions and discuss this study and I have received 
satisfactory answers. 

 
 

I understand I am free to withdraw from the study at any time, without having to give a 
reason for withdrawing, and without prejudice. 

 
 

I agree to take part in this study.  
 

I also consent to the retention of this data under the condition that any subsequent use 
also be restricted to research projects that have gained ethical approval from Northumbria 
University.   
 

 
 

 
 

 
Signature of participant: ......................................................   Date: .....………………..                                                 
 
(NAME IN BLOCK LETTERS) ....................................................………………………. 
 

 Signature of Parent / Guardian in the case of a minor  
......................................................................................... 
 

 
Signature of researcher.......................................................    Date.....……………….. 
 
(NAME IN BLOCK LETTERS)....................................................………………………. 
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APPENDIX 7 – Consent Form 2 

 
 
 
 

CONSENT FORM 
Project title: The conceptualisation and management of mental health and 
mental illness in high-performance sport. 
Principle investigator: Isobelle Kennedy  
 

• I have carefully read and understood the Participant Information Sheet.  

 

• I have had an opportunity to ask questions and discuss this study and I 
have received satisfactory answers. 

 

• I understand I am free to withdraw from the study at any time, without 
having to give a reason for withdrawing, and without prejudice. 

 

• I agree to take part in this study. 

 

• I also consent to the retention of this data under the condition that any 
subsequent use also be restricted to research projects that have gained 
ethical approval from Northumbria University.   
 

• I consent to my images potentially being included in public outputs 
associated with this research (PhD thesis, academic conference 
publications and academic journal articles. You will be asked ahead of 
time and the photos will be altered/picked so nothing is personally 
identifiable).  

 

 
Signature of participant.......................................................    Date.....……………….. 
 
(NAME IN BLOCK LETTERS)....................................................………………………. 
 

 
Signature of researcher.......................................................    Date.....……………….. 
 
(NAME IN BLOCK LETTERS)....................................................………………………. 
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APPENDIX 9 – Semi-Structured Interview Guide 

Background  

• Can you tell me a little bit about your day to day activities as member 

of staff supporting high-performance athletes?  

o What are the key activities you are tasked with as part of your 

job description? 

o What else do you do outside of your role, if any? 

• Please tell me about how you started working within your sport? 

o At what age did you start? 

o How did you find out about your sport? 

o Has anyone been influential to you from within your sport or in 

general who has influenced your position within your sport? 

• Do you have any professional qualifications related to your position 

within sport? 

o What are the content of these qualifications? 

o How do they influence you in your day to day duties? 

o When did you receive these qualifications?  

• Has anything happened recently that is affecting your day to day life 

working in sport? 

o The start of preparations for Tokyo 2020/next competition? 

o Changes in funding? 

o Changes in management? 

o Restructuring of staff or team? 

• How do you perceive your role within the wider 

club/team/organisation? 

o What falls within your professional remit and what doesn’t? 

o Are any of your boundaries blurred, and if so, how? 

o Please provide examples 

Conceptualisation of mental health/illness  

• Please tell me how you personally understand mental health 

generally? 

o Any examples to give? 
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• Do you see mental health as something different in sport compared to 

normal life/personal life? 

o Any examples to give? 

o What differs between the two, if anything? 

• How, if at all, has your perception of mental health been influenced or 

changed? 

o By specific people? 

o By a specific culture? 

o By a particular experience or event? 

o By your professional boundaries? 

• Does your perception differ from working in different 

sports/professions? 

• Please tell me how you personally understand mental illness 

generally? 

o Any examples to give? 

• Do you see mental illness as something different in sport compared to 

normal life/personal life? 

o Any examples to give? 

o What differs between the two, if anything? 

• How, if at all, has your perception of mental illness been influenced or 

changed? 

o By a specific person? 

o By a specific culture? 

o By a particular experience or event? 

o By your professional boundaries? 

• Does your perception differ from working in different 

sports/professions? 

Management of mental health/illness 

• Please tell me how mental health is currently managed within your 

sport/organisation/NGB? 

o Are there any support mechanisms in place?  

o Is there a particular named person within your club/sport/NGB 

to help with mental health? 
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o Who would be the person to go to if you knew of someone who 

needed help with their mental health? 

• Do you see the support of mental health as something within your 

professional boundaries? 

o If so, why? 

o If not, why? 

• Do you think the current form of management of mental health is 

effective? 

o Any examples to give? 

o What could be better? 

• Who would be the best person to seek help from? 

• Please tell me how mental illness is currently managed within your 

sport/organisation/NGB? 

o Are there any support mechanisms in place? 

o Is there a particular named person within your club/sport/NGB 

to help with mental illness? 

o Who would be the person to go to if you needed help/knew of 

someone who needed help with their mental illness? 

• Do you see the support of mental health as something within your 

professional boundaries? 

o If so, why? 

o If not, why? 

• Do you think the current management of mental illness is effective? 

o Any examples to give? 

o What could be better? 

o Who would be the best person to seek help from? 

Cultural influence 

• Is there anything about your sporting environment that influences your 

understanding of mental health? 

o Is it different to other sports/professions you’ve worked in? If so 

why? 

o The types of people in the environment? 

o The ways in which people talk or behave? 
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o Any experiences you’ve had or examples you could give that 

have influenced your understanding of mental health?  

• Is there anything about your sporting environment that influences your 

understanding of mental illness? 

o Is it different to other sports/professions you’ve worked in? If so 

why? 

o The types of people in the environment? 

o The ways in which people talk or behave? 

o Any experiences you’ve had or examples you could give that 

have influenced your understanding of mental illness? 

• Have you received any training or CPD specific to mental health? 

o For example on flourishing, thriving, well-being, social 

management, personal management, stress, burnout, 

managing sport and personal life? 

• Do you feel you need specialist training or CPD to help support mental 

health?  

o If so, what? 

o If so, why? 

• Have you received any training or CPD specific to mental illness? 

o For example how to spot a mental illness, how to help 

someone with a mental illness, how to talk about mental illness, 

anything specific to clinically diagnosed mental illness? 

• Do you feel you need specialist training or CPD to help support mental 

illness?  

o If so, what? 

o If so, why? 

Future plans/follow up questions 

o What more do you think needs to be put in place to help support 

mental health within your sport/organisation/NGB? 

o Anything to help you within your specific role? 

o Is there anything else you would like to talk about that you think is 

important for this research? 

o Any questions for me about my research? 

o Anything I can do differently?  
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APPENDIX 10 – Photo-Elicitation Interview Guide  

Photos  

• Please can you describe the photos you have taken?  

o What do they look like? 

o What were they taken on? 

o What is the main focus of the photo? 

o What is happening in the photo? 

o Who is in the photo?  

• Please can you describe what the photos mean to you? 

o What does the photo represent to you?  

o How do the photos make you feel? 

o What do the photos remind you of?  

o What do you associate with the photos? 

• Please can you tell me how the photos relate to the research areas 

provided to you in the information sheet? 

o Does this photo relate to good/poor mental health? Mental 

illness? The culture of your sport?  

o Why do they relate to the research areas in your opinion?  

• What motivated you to take photos of these particular 

objects/people/places?  

o Is it related to an experience you had?  

o Is it because of a conversation you had with someone? 

o Is it because of something you saw on social media or at a 

conference/professional event? 

Culture  

• Please describe the culture of the sport/s you compete/work in? 

o What are the values you associate with your sport? 

o What are the beliefs you associate with your sport? 

o What are some of the behaviours and common practices you 

associate with your sport?  

• Do you think the culture of your sport/s influences people’s 

understanding of mental health? 
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• Do you think the culture of your sport/s influences people’s 

understanding of mental illness? 

• Do you think the culture of your sport/s influences the management of 

mental health in your sport? 

• Do you think the culture of your sport/s influences the management of 

mental illness in your sport?  

Follow up questions 

• Is there anything else you would like to discuss in relation to the 

research? 

• Have you got any questions for me? 

o About the photos? 

o About the research project? 

o About what will happen with your data? 

o Anything I can do differently to improve my interview skills? 

 


