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Abstract

Traditionally the focus of research and intervention in the area of athletic injury has been in the
physical domain. More recently however, health professionals are becoming more aware of the
need to understand the psychosocial aspects of sports injury. More specifically, there appears to
be a paucity of research on the experience of having an athletic injury and the process of recovery
from such injuries. This research project was designed to address these gaps in the literature.
Using Grounded Theory methodology, seven injured athletes were interviewed about their
experience of being injured. This interview data then formed the basis for developing the theory.
In addition research notes from the author's own experience of injury, observation of injured
athletes, and informal interviews with athletes and health professional were used as data. In order
to increase the validity of the theory an initial draft of the theory was given to athletes, sport
psychologists, and sports medicine professionals for their feedback. A four stage model
emerged from the data. These stages were 1) Getting Injured, 2) Acknowledging the Injury, 3)
Dealing with the Impact of the Injury, 4) Achieving a Physical and Psychosocial Outcome. Two
additional categories associated with the model were: Ignoring the Lessons (relapsing), and
Acting on the Lessons (attempting to prevent injury). Two Basic Psychosocial Processes (BPPs)
which characterized each stage of the process were: Running the Risks and Opening to the
Messages. The model was compared with other models of adaptation to athletic and non-athletic
injury, and with various aspects of the experience of other physicat injuries and disabilities.
Because the participants noted that they were addicted to exercise, and also denied their injuries,
the results were also discussed with respect to exercise addiction and the denial of physical injury.
The present study can contribute significantly to health professionai's understanding of the
psychosocial aspects of athletic injury by the delineation of the modet and the in-depth
description of the process. Applications of the data from thig study include the education of
athletes, coaches, health professionals and family members as to the psychosocial aspects of

injury including the prevention of injury, and the adaptation to the psychosocial consequences of



injury. For example, psychologists should ascertain the meaning that an injury has for an athlete,
in order to fully understand the implications that the injury has for the athlete. A number of future

research questions are discussed.
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Chapter One
INTRODUCTION
Background to the Study

Although many people engage in physical activity for positive health benefits, such activity is
not without its risks. One of these risks is physical injury (Koplan, Powell, Sikes, Shirley, &
Campbell, 1982). The increase in reported sports-related injuries (Bergandi, 1985) has lead to
the development of a new sub-specialty in medicine, that of sports medicine.

Sports medicine is one of the newest speciatties in the medical profession. However, aithough
the majority of attention has traditionally been directed towards the physical well-being of athletes,
a number of health care professionals, coaches, trainers and physical educators are now
cognizant of the psychological factors which might be important in the rehabilitation process of
injured athletes. For example, Rotella and Heyman (1986) suggested that "rehabilitation is both a
mental and physical process" (p. 358), and qualified this by saying that “sports medicine has made
great advances in the physical rehabilitation of injured athletes, but little attention has been given
to the psychological rehabilitation of these athletes. Although some athletes have effective
psychological responses, others do not" (p. 362). These sentiments have been expressed by
other authors (e. g., Crossman & Jamieson, 1985; Gordon, 1986; Rotella, 1988). Thus, the
purpose of this dissertation was to help to address this imbalance and investigate the
psychosocial factors involved in the process of rehabilitating athletic injuries.

The Need For The Study

It has been posited that psychological factors are involved in the rehabilitation of sport injury (e.
g., Rotella & Heyman, 1986); however, the literature on these factors is sparse and the data for
the large part has been anecdotal or theoretical in nature. In addition, therapeutic models have
been taken from non-sport injuries and superimposed onto the sports domain (Gordon, Milios &
Grove, in press-a). For example, Gordon (1986), Rotella (1984, 1988), Lynch (1988), and
Pederson (1986), have all noted that injured athletes may have to work through a grieving
process similar to that described by Elizabeth Kubler-Ross (1969) in her book On Death and



Dying. However, firstly, there seems to be no systematic empirical (i. e., experimental or
observed) data to support this model in athletes and, secondly, due to the demands of
competitive sport, athletes may have different issues to cope with when compared to their non-
athletic counterparts.

Research and literature related to psychological interventions for injured athletes is equally
sparse. Rotella (1988) and other authors (e. g., Danish, 1986; Faris, 1985; Gordon, 1986) have
written literature aimed at educating sport professionals as to potential strategles to enhance
rehabilitation. These writings are laudable attempts at sensitizing the physician, trainer, coach, or
therapist to the psychological impact of an injury on an athlete, and explain potential psychological
techniques to aid rehabilitation. However, although these techniques have been taken from the
mainstream of health psychology (6. g., basic communication skills, communication of empathy,
teaching self-hypnosis, and other cognitive-behavioral techniques), there are few empirical
studies evaluating their efficacy in the area of sports injuries (Yatfe, 1986).

Similarly, Gordon, Mifios, and Grove (in press-a) have noted that from the perspective of
everyday practice, physiotherapists presently do not have enough information on the
psychosocial aspects of recovery in injury. For example, the chief therapist at the Glen Sather
Clinic at the University of Alberta asked, "What psychological factors should physiotherapists be
asking about, or be aware of, to help them determine an athlete's prognosis or readiness to return
to play?" The results of this study may enhanca both the athlete's and the health professional's
understanding of this process. This information may make the process more manageable for the
athlete and aid the health professional in helping the athlete cope with the psychosocial aspects
of the injury.

In summary, more rigorous research data need to be collected in the two areas of the
psychological reactions to injury and thie efficacy of psychological techniques to aid rehabilitation
of sport's injuries. In particular, both Nideffer (1983) and Gordon, Milios and Grove (in press-a)
have called for models of the recovery process associated with sport injuries. It is towards this end

that this research project was undertaken.



The Purpose of the Study

In response to the paucity of data on the psychosocial processes which may accompany sports
injuries, the purpose of this study was to develop a theory grounded in data gathered from the
perspactive of the athlete to delineate the psychosocial processes that athletes or habitual
exercisers experience as they develop and recover from moderate to severe sports injuries (i. e.,
injuries which require medical attention and prevent an athlete from participating in their chosen
activity for at least seven days).

The main aim of this study was to describe a Basic Psychosocial Process (BPP) through which
athletes pass as they experience, and attempt to recover from, injury. A BPP is defined as a
change over time within an individual that occurs in at least two stages (Glaser, 1978). The BPP is
a concept {or core variable) that accounts for the greatest variation in the collected data. Being a
psychosocial process, a BPP will involve psychological factors within the individual (e. g.,
personality), and his or her interaction with their social environment (e. g., physicians, family
members, teammates, coaches, or a Sports Injuries Clinic).

Since little empirical data have been derived on the psychosocial aspects of sports injury,
especially from the athlela's perspective, | used a qualitative research methodology which allowed
both an in-depth description of an athlete's experience of injury, and the common process that
underlies this experience in a sample of athletes. The approach used was that of Grounded
Theory (Glaser, 1978), since this method can be used to describe both experience and process.
The research question which guided the investigation into this area was: "What (if any)
psychosocial process is associated with an athletic injury?”

The Researcher's interest in the Phenomenon of Athletic Injury

I have been involved with the sport of competitive road, track, and cross country running racing
for 18 years. | am still racing competitively. As a result of my involvement with these sports, | have
incurred a number of injuries over the years. Ankle sprains, patellofemoral pain (Runner's Knee),
shin splints, which recurred over a period of two years, and sciatica (severe leg and buttock pain)

due to pressure on the sciatic nerve from a herniated disc in the spinal column) which re-occurred



during this research project, are examples of injuries which | have faced in the past. In fact, at the
time of writing, this latest injury has stili not healed, and | am still undergoing interventions aimed at
alleviating the problem which have included traction, anti-inflammatory medication, stretching
exercises, and avoiding running, cycling, and weight training. Initially, the only activities which
were allowed include walking and gentle swimming. As | write now (September, 1990), gentle
jogging, swimming, and running in deep water, and a weights program designed to kesep the
involvement of my lower back to a minimum, have been added to the treatment regime. A
chymopapain injection to decrease the size of my disc hemiation has been scheduled for
December, 1990.

It is important for an author to describe his or her experience with the phenomenon being
studied, because th.e researcher is the primary instrument used in qualitative research and as
such, the researcher may bias the study by his or her own experiences. One's experience with a
phenomenon can also be useful. For example, Glaser and Strauss (1967) have noted that, “The
researcher can get crucial insights not only during his research (and from his research), but from
his own personal experience prior to, or outside it” (p. 125). | feel that my experience with injuries
has given me a valuable insight into the recovery process. In order to "bracket” my biases, that is
make my experience and suppositions related to this topic explicit (Quartaro, 1986), data from my
own experience have been included in the results section of this dissertation.

Summary

Athletically-related injuries are becoming a more frequent health problem (Bergandi, 1985).
Although attention has traditionally been focused on the physical aspects of athletic injury,
researchers and practitioners are bacoming increasingly aware of the psychosocial factors
associated with this phenomenon. Little systematic investigation has been performed in this area,
particularly with respect to the experience of the athiete. This study is an attempt to increase our
understanding of this area.

In the next chapter, the literature pertaining to the psychosocial aspects of sports injuries are

reviewed extensively.



Chapter Two
REVIEW OF THE LITERATURE
Psychosociai Aspects Of Sports Injury

This chapter reviews literature pertinent to psychosocial aspects of sports injury. Pertinent
topics related to the psychosocial aspects of sports or athletic injuries are the prevalence of
athletic injury, problems surrounding the definition of athletic injuries, psychological factors
invol;ed in predicting who gets injured, psychological responses to injury, psychological
strategies used to enhance rehabilitation, and, finally, problems with the research methodology
used in this field.

Prevalence Of Athletic Injury.

Recent data has indicated that athletic injuries (Al's) are a significant health problem in North
America. It appears that until the late 1960s, there was little systematic collection of athletic injury
data in the United States. However, public pressure, and the realization of the significant
numbers of sports injuries, lead to the institution of a nationwide sports injury reporting system,
known as The National Athietic Injury/lliness Reporting System (NAIRS) (Damron, Hoemer &
Shaw, 1986; Martin-Levy, 1988; Rice, 1989). The NAIRS is often used in the literature for the
definition of injury severity and the reporting of injury frequency. Thus, more accurate statistics
are being kept on the incidence of injury, and the severity of these injuries. It was hoped that
categorizing the types of athletic injuries and understanding their etiologies would result in
interventions to minimize and prevent injuries (Andersen & Williams, 1988).

Damron, Hoerer and Shaw (1986) mentioned an occurrence of 50 million injuries, although no
time period was specified in their report. Yaffe (1983, 1986) mentioned that 5% of admissions to
accident departments in United Kingdom hospitals were due to Al's. He also mentioned that in
the early 1970s two million athletic injuries were reported which prevented people from
participating in sport, of whom 10% had to take time off work! A recent review (Kraus & Conroy,
1984) indicated the occurrence of 6,045 athletically/recreationally related deaths in 1978, and an

estimated 3-5 million non-fatal athletic injuries each year in the United States. Although Kraus and



Conroy (1984) cautioned about the potential inaccuracies of such statistics (e. g., injuries for
some sports are not reported), these figures indicate "a substantial public health problem" (p.
166).

The general consensus among professionals (e. 9., Bergandi, 1985; Bramwaell, Masuda,
Wagpner, & Holmes, 1975; Yaffe, 1983, 1986) about the incidence of athletic injuries, is that the
situation is getting worse, especially as a result of the increasing numbers of exercise participants
at both the competitive and recreational levels. For example, Schneider and Sussman (1986)
claimed that "there are now 30 million Americans who run or jog regulary”. This figure is
compatible with the figures cited above from Harris (1986) and Walsh (1985).

it appears that athietically related injuries are a significant problem which may be reaching
epidemic proportions, hence the title of Vinger and Hoerner's (1986) book Sports injuries, the
unthwarted epidemic. As has aiready been mentioned, the statistics cited above may not be
accurate for a number of reasons (see Kraus & Conroy, 1984, for a discussion). One of these
reasons is that there is a great deal of controversy as to what delineates an athletic injury. This
issue is discussed next.

Injury Definition

One of the problems encountered in the literature was the terminology used to define athletic
injury. In fact, Noyes, Lindenfeld, and Marshall (1988) noted that, "it is seldom recognized that
there is no widely used definition of what constitutes an injury” (p. 65). This has lead to problems
in the epidemiological reporting of athletic injury, and in biasing research findings. It has been
suggested that this one factor may be the reason why there is little agreement in research findings
{Noyes et al., 1988).

One school of thought does this in terms of etiology. Thus, the terms gveruse and traumatic
(acute) injury have been used by Schneider and Sussman (1986) to differentiate injuries resulting
from internal and external stresses, respectively. Yaffe (1983) and Lysens, Ostyn, Vanden
Auweele, Lefevre, Vuylsteke, and Renson (1989) have ditferentiated between injuries resulting

from the manner the sport is played (e. g., violence) or environmenital conditions and equipment



as gxtrinsic, and ones resulting from individual traits or behavior (e. g., personality or physical
characteristics) as intrinsic.

Gordon (1986) has also broadly classified injury based on etiology. His classifications included
(a) injuries caused by interactions with the environment (e. g., poor field conditions), (b) those
caused by interactions with a person or an object, and (c) self-induced injuries caused by poor
skill, fatigue and psychosocial factors,

Rice (1989) has defined athletic injury as having to be the result of athletic activity. This
definition, therefore, excludes injuries resulting from ‘off-field' incidents (e. g., via car accident, or
just ‘larking about'), even though the physical and psychological sequelae may be very similar.

Another way of describing injuries is by the criteria of the loss of active participation time due to
the injury (Noyes et al., 1988). In the experimental literature these definitions have ranged from
"an injury or physical disability sustained during a coach-directed game or practise which causes
cessation of an athlete's customary participation on the participation day following the injury”
(Crossman, 1986, p. 55), to "a training related incident that prevented a subject from jogging for at
least a week” (Pollock, Gettman, Milesis, Bah, Durstine, & Johnson, 1977, p. 32). The use of time
loss as a criterion for injury has been criticized because the effects of the injury will depend on an
individual's sport and subjective responses to the injury. Firstly, an equivalent ankle sprain might
curtail a soccer player from playing, but not a cyclist, since the latter does not have to bear weight
on the injured body part. Secondly, one athlete may play with an injury, but another may not due
to differences in personality or pain tolerance (Noyes et al., 1988). Noyes et al. (1988) suggested
that for an athletic injury to be defined as such, the following two criteria should be present (a) it
keeps the player out of practice for one day following the injury, (b) the injury requires medical or
dental care beyond ice or wrapping, and that this medical attention should be given by a physician
or trainer.

The NAIRS system breaks down injuries into three categories based upon the time lost from
participation. These are: minor (less than seven days lost), moderate (between seven and
twenty-one days lost), and major (more than three weeks lost) (Rice, 1989). Some researchers



(e. g., Coddington & Troxell, 1980) ignored the minor injury category, since the NAIRS
considered these to be "insignificant” (p. 4).

in this present research study, a combination of the NAIRS system and the definition of Noyes
et al. (1988) is used for athletic injury. In order to investigate the psychosocial sequelae of athletic
injury, | decided to investigate athletes who had incurred an injury which prevented them from
participating in their chosen sport for at least seven days (moderate to severe injury according to
the NAIRS system), and also required medical attention (defined as per Noyes et al., 1988), since
it was expected that such injuries would elicit more psychological responses.

One problem with the broad arbitrary classification systems of injury severity, is that such
classification systems ignore the impact, or meaning, that the injury has to the athlete. Similarto
the effect of group data in quantitative research, collapsing injury data into large categories will

. generally result in the loss of the subjective experience of the injury. Crossman and Jamieson
(1985) suggested that different athletes often have dissimilar perceptions of the severity of an
equivalent injury such as a second-degree ankle sprain. For example, each sprained ankle is
different and will probably mean something different to each athlete. Individual reactions to the
same injury might range from "when can | jog again?" to "can | jog again?” (Sanderson, 1978). A
qualitative approach to sports injury was chosen for this study so that the idiosyncratic and
common reactions to athletic.in]ury might be studied.

An additional problem with defining injuries based on short term definitions is that athletes may
return to their sport without the injury having healed properly. Thus, a seemingly minor injury (e.
g., the injured athlete was back in training in less than a week), may turn into a major chronic

~ condition that may be overiooked, or forgotten with time.

Finally, it is interesting to note that some authors have neglected to specifically define what
constitutes an athletic injury (e. g., Bergandi, 1985; Eidridge, 1983; Gordon, 1986), and this can
make replication of research studies impossible.

A perusal of the literature indicates three important points. Firstly, the definition and recording

of injury appears at times to have been arbitrary. This may be a reason for the equivocal results



which have been reported by some of the experimental studies cited later in this proposal.
Secondly, an accurate definition of injuries would seem 1o be important if one wishes to
investigate an athlete's reaction to any injury. One might expect a very different psychological
reaction to a major injury (e. g., a broken leg) as compared to a blister! Lastly, numerical coding, or
labelling of athletic injuries will not take into account the meaning the injury has to the athlete. This
information can only be gleaned by interviewing the athlete hinvhersetf, and this data can be

collected best by using qualitative research techniques.

Research of psychological factors involved in the prediction of
and predisposition to injury
Much of the early literature in this area has focussed on trying to identify the physical and
psychological factors, or traits, that might predispose an athlete to injury. Psychological factors
have included injury proneness, the effects of life-stresses, personality variables and attentional
factors. This area has been reviewed by many authors including Andersen and Williams (1988),
Bergandi (1985), Crossman, (1985, 1986), Kerr and Fowler (1988), Rotella and Heyman, (1986),
and Roteila (1988).

Injury Proneness
Based on his clinical and coaching experience, Sanderson (1977, cited in Bergandi, 1985;

Yatfe, 1983, 1986) coined the term injury-prone athlete. Thus, an athlete may fake injury,
complain of an injury without any apparent pathology, or even have an injury as a result of pre-
existing psychological conflicts. For example a child might ‘get injured’ and use this to punish a
parent who is forcing him/her to participate. However, this personal observation has not been
corroborated experimentally. For example, Jackson, Jarrett, Bailey, Kausek, Swanson, and
Powell (1978) did not find any consistent personality traits in injury-prone football players {i. e.,
those sustaining multiple injuries).

Recently, however, Lysens et al. (1989) reported on a year long prospective study of accidental
injury-prone and overuse injury-prone profiles of young athletes (mean age 18 years). Their

findings indicated that "psychological and psychosocial characteristics can be clearly and
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reasonably related to acute injuries, while the overuse injury profile is mainly based on physical
traits” (p. 618). More specifically, the more "accident prone” individuals demonstrated similar
characteristics of accident repeaters in industrial and car accidents. These characteristics include
a lack of caution, and low state and trait anxiety which can resutt in high rigsk-taking behavior.
Interestingly enough they also cite theories (e. g., Nideffer, 1983) which suggest that high state
anxiety might reduce an athiete's concentration and result in injury; this factor is discussed in more
detail below. These authors cautioned that predictions of injury from personality data are not
infaliible and should be seen in the context of an individual's life events and the state of their
coping mechanisms. it should also be noted that the Lysens et al. (1989) study was conducted
with first year university physical education students, and may not be generalizable to other
populations.

Thus, there is a paucity of empirical research evidence to support the "injury-prone” athlete.
However, most research in the area of the psychology of sports injuries has focused on the next
topic to be discussed, that of Life Event Stress (LES).

Lite event stress (LES)

Life Event Stress (LES) is perhaps the most thoroughly researched area in the field of
psychological factors which relate to sports injury. This line of research was prompted by tindings
in the 1960s and 1970s (e. g., Holmes & Rahe, 1967) that the onset of illness is associated with
the occurrence of major life events, measured by the Social Readjustment Rating Scale (SRSS,
also known as the Schedule of Recent Experience [SRE]) in the preceding one or two years. The
more life changes or life events (e. g., marriage break up, physical injury, job loss, or death of a
spouse), the more likely some people were to contract illness. Researchers began to wonder if
such a relationship might be true for life changes and likelihood of getting injured in a sports
related context.

Bramwell, Masuda, Wagner, and Holmes (1975) adapted the Hoimes and Rahe scale (the
SRSS/SRE) for an athletic population and created the Social and Athletic Readjustment Rating
Scale (SARRS). No reliability or validity data were provided for the SARRS. Using the SARRS,
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Bramwaeli et al. investigated the relationship between life changes in the previous one and two
year periods and injury in the college football season. They concluded that "the risk of injury to a
football player increases in direct relationship to the accumulation of the challenging life-events
under study” (p. 17). They hypothesized that inattention to task specific cues may result from the
psychophysiological arousal associated with life-stress, thus rendering the athlete more
vulnerable to injury-producing situations in football. It should be noted however, that the
SRSS/SRE has been criticized on the grounds of test construction (Day, 1988), and reliability and
validity (Katschnig, 1986a; Stone, 1989). In summary, Katschnig (1986b) noted that the such life
event inventories as the "SRE seriously distort the representation of people’s life experiences
and should no longer be used” (p. 248). Therefore, the results of research studies in the
prediction of athletic injuries from Life Event Stress which have used inventories (e. g., the
SARRS) derived from the SRRS, which are cited below, should be interpreted with caution.

Coddington and Troxell (1980) used the Life Event Scale for Adolescents (LES-A)
(Coddington, 1972a) in a prospective-type study to investigate the effect of emotional factors on
football injury rates. Thus, although players were asked to remember their past life events at the
':aginning of the season, the lite event data was still collected retrospectively. The LES-Awas
developed from the SARRS, and the LES-A has also been criticized with respect 10 its reliability
and validity (Andersen, 1984). Out of the 748 adolescents sampled, they found 114 high school
football players, of whom 23 fit the criteria for moderate to severe injuries as defined by the NAIRS
system. These authors concluded that high school football players who experienced higher
scores on actual loss (e. g., parental divorce or death) or familial lite events. were more likely to
sustain a significant injury. Although no explanation of the results was provided, the authors
recommended coping skills training or group support as interventions for athletes in these two
high risk cateqgories.

Again, using college football players and the SARRS and the NAIRS system, Cryan and Alles
(1983) noted that players who had higher life change scores in the previous year had a greater

chance of getting injured, and sustaining multiple injuries. However, there was no significant
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difference in jnjury severity between high, medium and low life-stress groups. As in Coddington
and Troxell's (1980) report, no mechanism was suggested by Cryan and Alles to explain their
results.

Other researchers have not found such a strong relationship between lite-stress events and
injury in American football. Passer and Seese (1983) studied 104 collegiate varsity football
players to investigate the relationship between positive and negative life change events and
athletic injury. They also investigated the effects of locus of control, trait anxiety, and competitive
trait anxiety as moderating variables in this ralationship. The Life Experiences Survey (LES)
(Mueller, Edwards, & Yarvis, 1977), originally adapted from the SRE, was adapted by Passer and
Seese for the athletic population and called ALES - the Athletic LES. The ALES was then used
as the measure of life change in Passer and Seese's study. No reliability or validity data have been
reported by Mueller et al. for their LES, or for Passe and Seese's ALES measure. Time lost from
participation was the measure of injury. National Collegiate Athletic Association (NCAA) division 1
and 2 teams were surveyed. The results of this study were equivocal. There was no significant
correlation between time loss due to injury, and positive or negative life changes. However, once
the athletes were grouped into injured and non-injured groups some effects were noted. No
significant effects were found in relation to the moderating variables, and atthough injured
members of the division 2 team tended to have more negatively perceived life events, this
relationship was not found in the division 1 team. Injured players tended to have higher object
loss scores than non-injured players. These equivocal results were not explained, and this study
has often been misquoted as adding to the ‘conclusive' evidence for the life events-athletic injury
refationship, an assumption not supported by the data. Passer and Seese (1983) admitted that
the consistency of data across Bramwell et al. (1975), Coddington and Troxell (1980), and their
own study “is not impressive" (p. 15).

Given that there is some evidence supporting life stress and injury in football, is there any
evidence supporting this relationship in other sports? Williams, Tonyman, and Wadsworth (1986)

used the SARRS, ALES, and NAIRS to investigate the life stress-injury relationship in 179 NCAA
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division 1 male and female volleyball players. Williams et al. did not find any evidence to support
the LES/injury relationship shown in some studies of football players. One reason for these
findings may be the low stress scores shown by the volleyball players in their study. A second
explanation may be the different attentional characteristics of the two games. Football may require
a broad extemal focus, volleyball a narrow internal focus. However, this explanation was
speculative, and the connection between different attentional requirements of these sports and
injury was not well developed. However, Williams et al. (1986) did find that non-injured athletes
tended to have better coping resources, which mostly revolved around the resource of social
support (Andersen & Williams, 1988). The relationship between social suppoit and injuries has
also been supported by Hardy, Prentice, Kirsanoff, Richman, and Rosenfeld (cited in Anderson &
Williams, 1988). These authors found that athletes who reported low social support were more
likely to be injured than those athletes with high social suppor, irespective of life stress levels.
Lysens, Vanden Auweele, and Ostyn (1986) examined the life change-injury relationship in 99
first year physical education students. Lysens et al. used another life events measure, the Lite
Events Questionnaire (LEQ), which was ‘inspired’ by the SARRS (p. 78). The scale was
developed from the experiences of physical education students, and Lysens et al. claimed that
the LEQ demonstrated satisfactory construct validity, although no reliability data were presented.
Lysens et al. found a low but '.signiﬂcant' relationship (p <0.09) between life stress and acute
injuries. Lysens et al. interpreted these results as suggesting that those students who showed a
high level of life change were at greater risk of sustaining acute injuries. This relationship was not
found with gveruse injuries. These authors concluded that their results were in accordance with
the previous hypothetical explanation of the life stress-injury relationship by Bramwell et al.
(1975). Lysens et al. (1986) did, however, note that psychosocial factors play a "limited role in the
genesis of acute injuries” (p. 83), and rightly cautioned that the life stress-injury relationship
should also take into account the individual's stress-coping resources and their interpretation of

life stressors.
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Most recently, Smith, Smoll, and Ptacek (1990) investigated the role of conjunctive moderator
variables on the relationship between life stress as measured by a modified version of the
Adolescent Perceived Events Scale - APES (Compas, Davis, Forsythe, & Wagner, 1987), and
injury in high school athletes engaging in boys and girls basketball, boys wrestling, and girls
gymnastics. The APES is reported to have good reliability and adequate concurrent validity
(Compas et al., 1987). Conjunctive moderator variables are those that "must co-occur in a specific
combination or pattern, in order to maximize the relation between a predictor and an outcome
variable" (Smith, Smoll, & Ptacek, 1990, p. 360). These variables are different from Disjunctive
moderator variables of which "any one of a number of moderators maximizes the predictor-
criterion relationship” (p. 360). These authors examined social support (e. g., the perceived
availability of help and guidance from parents, coaches, religious groups) and psychological
coping skills as measured by the Athletic Coping Skills Inventory (Smith, Smoll, & Schutz, 1988,
cited in Smith, Smoll, & Ptacek, 1990) as the moderator variables between life-stress and injury.
The results of Smith, Smoll, and Ptacek's (1990) research indicated that psychological coping
skills and social support interacted in a conjunctive manner, such that athletes who were Jow in
both coping skills and social support, were more vuinerable to injury. In addition, negative life
events accounted for 22-30% of the injury variance. These results suggest the need for future
research in this area to be of a multivariate nature, and that the pattems of interaction of different
variables are as (if not more) important than if the variables are analyzed in isolation. Additionally,
the findings of Smith, Smoll, and Ptacek (1990) also highlighted the importance of coping skills
and social support for the prevention of injury in young athletes. These factors might mediate the
impact of negative life-events by decreasing their threat value (high social support), by helping to
accurately interpret the events, and by controlling arousal levels (psychological coping skills).
These variables might then moderate the attentional and performance deficits that have been
suggested to mediate the stress-injury relationship.

Kerr and Minden (1988) investigated the relationship between stressful life events and athletic

injury in 41 elite female gymnasts using the Codclington Life Event Record (Coddington, 1972b).
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Afthough like Passer and Seese (1983). they did not find any relationship between the moderator
variables of trait anxiety and locus of control; they did discover a significant relationship between
stressful Ife events and injury. Thus, gymnasts experiencing the greatest number of stressful life
events demonstrated the greatest number and severity of injuries. Kerr and Minden postulated
that concentrating on inappropriate events (e. g., "Thinking of other things") as a result of stress
may resutt in performance decrements and an increased chance of injury. Interestingly enough,
these authors noted that an increased rate of injury occurred just before competition. Reasons
for this may include increased training intensity before a big championship, or perhaps
heightened pre-competition anxiety or stress. The authors suggested that these suppositions
should be tested using longitudinal designs, since their research design was retrospective.

In summary, the research on life stress, or life events and injury, has mainly focused on college
football players, and has produced equivocal results despite some reviewing authors' tendency to
selectively attend to the significant positive refationships between stress and injury, instead of
accurately reporting the contrary evidence (e. 9., Andersen & Williams, 1988; Kerr & Minden,
1988). The simplistic approach to the interpretation of results is also reflected in the narrow scope
of many research studies which do not take into account the complex interaction of the many
variables involved in the life stress-injury relationship (Anderson & Williams, 1988). For example,
from the data cited above, it appears that in order to increase our understanding of the life stress-
injury relationship, future research should take into account the role and pattern of moderator
variables such as coping resources (e. g., Smith, Smoll, & Ptacek, 1990). Other moderator
variables that may be important to study include the predictability of the life event, the
psychological hardiness of the athlete, and perhaps the effect of minor &aily hassles in producing
life stress (Kerr & Fowler, 1988). In addition, the life stress relationship shouid 5@ studied in a
number of different sports (Williams, Tonyman, & Wadsworth, 1986).

A further problem with the life event stress area, is that often the meaning of the life event to the
individual is ignored (i. e., life events are scored the same for each individual) (Day, 1988). In

addition, in the past the processes mediating the LES/:njury relationship have not been
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adequately theorized or explained (Anderson & Williams, 1988). For example, how is it that
athletes in the low life stress groups are also getting injured, or that high-stress athletes are not
getting injured? Again, perhaps group-related data have lost the signiticance of the event to the
individual, and resuited in the equivocal resuits found.

Another reason for the contradictory results found in past studies may be the use of many
different life-event scales (APES, SARRS, ALES, LEQ, LES-A, LES) some of which have
questionable reliability and validity. Thus, the results of such studies should be interpreted with
caution. Although the validity of paper and pencil Life Stress questionnaires is difficuit to
establish (Stone, 1989), reliability may not be very relevant in a dynamic area such as life events.
Standardization of such scales used for this research may result in more conclusive results, and
allow comparison across studies. Also, in relation to instrumentation, Andersen and Williams
(1988), Crossman (1986}, and Kerr and Minden (1988) are among many researchers who have
called for more sport-specific instruments to be used in this area of research (e. g., an athietically
related locus of control instrument). Other authors (e. g., Katschnig, 1986b) have indicated that
life event research should involve the use of structured interviews as opposed to self-report
instruments, since the former can take into account the meaning of, and effect of, the life event to
the individual.

It appears that the trend in prospective research should be continued (Kerr & Fowler, 1988)
since retrospective data (e. g., Kerr & Minden, 1988) may confound results. Biased recall and
retrospective contamination (exaggerating the importance of past events) are possible sources of
error variance here (Kerr & Fowler, 1988). This form of error variance may be unavoidable when
using questionnaires such as the LES which require the retrospective recall of events over the
previous two years. Additionally, if LES questionnaires are completed at the end of the season,
they will include the actual stressful event of the injury in the data scores used to predict the injury
(see Day, 1988). For example, one research study (Lysens et al.,1986) was described as
prospective in nature, atthough the actual procedures appeared to be retrospactive. in other

words, the subjects completed an inventory (which included athletic injury as a life-event stressor)



17

retrospectively, at the end of a year in which their injuries were recorded. This behooves
researchers 1o be clear as to their definitions of prospective and retrospective designs.

A further methodological flaw in the life stress-injury research is that the physical dangers to
which each sports participant will be exposed to in one season is different. Thus, such
differences in ‘injury opportunity’ will certainly confound research findings. Kerr and Fowler
(1988) have suggested that future research may wish to try to hold injury opportunity as a
constant. However, this seems to be an impossible ideal.

More recently, Andersen and Williams (1988) have called for more theory development and
refinement of methodology in this area. These authors have developed a theoretical model of
stress and athletic injuries adapted from other models of athletic stress and iliness or injury (e. g.,
Smith, 1984). This mode! acknowledges the interaction of potential athletic stressors, history of
stressors (e. g., major life events, daily hassles, and previous injury), the athlete's cognitive
appraisal of those stressors (e. g., perhaps related to irrational beliefs), personality factors (e. g.,
locus of control and hardiness), coping resources (e. g., general coping behaviors such as sleep
and nutrition, and specific coping mechanisms such as social support, or drugs), physiological and
attentional responses to the stressor (e. g., attentional narrowing and muscle tension), and the
potential outcome of athletic injury. This model is a laudable attempt to integrate prior
psychological knowledge, and should be a useful guide for future research and interventions
(e. g., cognitive restructuring and relaxation training) aimed at reducing the stress response and
subsequent injury risk. Such a model can also be adapted to an athlete's response to the strass
of injury and the rehabilitation process.

The area of life-stress and athietic injury appears complex, presently equivocal and ripe for
further research. Another variable that has been researched in an attempt to predict injury is that
of an athlete's personality.

Personalty Variables
Historically, there have been some data suggesting that personality and psychological state

factors have been associated with industrial and automobile accidents. Research has been
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carried out to see if this trend is zpplicable to the area of sports injuries (Kerr & Fowler, 1988).
Such factors include psychological traits (e. g., trait anxiety, locus of control, self-concept, visual
perception, motivational styles) and their interaction with state phenomena such as attentional
styles and strategies.

Irait personality, and self-concept,

Personality traits. Some researchers have attempted to correlate injury occurrence and scores on
standard personality tests such as the Califomnia Personality Inventory (CP!) and Cattel's 16
Personality Factors (16-PF). For example, Govern and Koppenhaver (1965, cited in Young &
Cohen, 1978) found that they could not predict the occurrence of athletic injuries in football
players from personality data. Kraus (1967, cited in Young & Cohen, 1981) also found no
significant association between injury experience and personality traits in intramural football
players. In a prospective study, Brown (1971) used the California Psychological Inventory (CPI)
and found no significant relationships between personality traits and football injuries. However,
lrvin (1975) found that injured vs. non-injured high school football players could be discriminated
on the basis of Factor A (Reserved vs. Outgoing) using Cattel's Sixteen Personality Factor
Inventory (16-PF), althcugh the direction of this difference was not reported. The nature of lrvin's
design, whether prospective or retrospective was not reported. Valliant (1981), using the 16-PF,
found that injured runners were less toughminded and less forthright than their non-injured
counterparts. However, these data were collected retrospectively and included a vague definition
of injury which was, "physiological damage or bodily pain which interfered with one’s ability to run”
(p. 252). In addition, Valliant's injured runners also were heavier, taller, and ran more miles per
~ week than non-injured runner. These data indicated the need for multivariate designs if the
relative contribution of psychosocial and physical factors to injury is to be understood.

Jackson et al. (1978), using a prospective design with the 16-PF on 110 high school football
players, found that on factor A (reserved vs. outgoing), more reserved athletes reported the most
severe injuries. Additionally, on factor | (tough-minded vs. tender-minded), they found that more

tender minded individuals were more likely to be injured. This latter finding supported Valliant's
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(1981) data, cited above. One explanation was that more tender minded players seek out medical
care. Thus, the results may be an artifact of injury reporting rather than actual injury (Jackson et al.,
1978).

Although Jackson et al. accepted that our ability to predict injuries from personality data is not
yet well developed, other authors have not been as cautious. For example, Kulund (1988) stated
that "personality factors have been found to correlate well with injury rates and severity" (p. 18).
This statement was only based on the data from Jackson et al. (1978).

Salf-concept. Some authors have examined the relationship between self-concept and athletic
injuries. Self-concept refers to a global perception of the self, and may include such factors as
personal identity, feelings about oneself, and what one actually Jdoes (actions) (e. g., see Young &
Cohen, 1979, 1981).

Young and Cohen (1979, 1981) investigated the relationship between self-concept (in its
various facets) and athletic injury. In 1979 they published the results of a study using female
collegiate basketball players as the subjects. Utilizing the Tennessee Self-Concept scale, they
statistically tested the differences on various self-concept scores between players who became
injured during two tournaments, and those that did not. No significant results were found.
However, in a second study using a similar approach, but this time with high-school basketball
players, Young and Cohen (1981) found that injured players had higher overall self-concept
scores and more positive views of their health, appearance, skills and personal worth. The injured
players were also less open to criticism. The difference in the results of the two studies may have
stemmed from the different sample sizes, or educational level of these young women. The
authors concluded that injured players might také more risks and find themselvés in more injury-
prone situations. This idea has been supported by recent evidence from Kerr and Minden (1988)
who noted a trend towards a significant relationship between higher self-concept scores on the
Coopersmith Self-Esteem Inventory, and greater injury occurrence.

Thus, although the evidence is equivocal, there is some support for the relationship between

self-concept and injury. However, the mechanisms undertying this relationship still remain
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speculative. One mechanism of both life-stress and personality effects on athletic injury may be
via the anxiety, arousal, and attentional changes resulting from the athlete perceiving a particular
situation (or series of life events) as being threatening. These changes may then result in this
athlete becoming vulnerable to an injury-producing event by incorrectly processing task-relevant
cues (Bramwell et al., 1975) (e. g., mistiming a tackle). These factors are reviewed next.

Anxiety, Perception and Attention

Irait anxjety. Anxiety, attention and perceptual variables have been suggested as mechanisms
mediating between situational factors and the occurrence of athletic injury. For example, Reilly
(1975, cited in Yaffe, 1986) suggested that trait anxious athletes might be more prone to injury
due to their hesitation on the field of play. Trait anxiety refers to a person's tendency to perceive
situations as anxiety provoking and to respond to them with anxiety (Kerr & Minden, 1988). Reilly
found a positive correlation between apprehensiveness and number of joint injuries. However,
since this reference is currently unavailable, Reilly’s methodology is unclear. For example, if the
anxiety scores were elicited after an injury, then the anxiety/apprehensiveness associated with
being injured may have confounded the results. More recently, Lysens et al. (1989) noted that
athletes incurring sports accidents demonstrated a lack of caution, and low state and trait anxiety,
which results in high risk taking behavior. This suggests a single mechanism for the relationship of
anxiety and injury.

Other researchers have not found a significant role of anxiety in injury. For example, Passer and
Seese's (1983) results showed that neither trait anxiety nor competitive trait anxiety (a sport
related anxiety scale) consistently moderated the effects of the life stress-injury relationship.
Similarly, Kerr and Minden (1988) found no significant relationship between trait anxiety and
injury.

Nideffer (1981, 1983) posited another mechanism underlying the anxiety-injury relationship.
First, as athletes become anxious their attentional focus may become narrowed, and, thus they
might not attend to performance related cues and predispose themselves to injury. Secondly,

the muscle tension associated with arousal may make athletes more vuinerable to musculoskeletal
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injury due to decreases in flexibility. Although this theory is congruent with current theory on
anxiety-performance relationships (Landers, 1980), it does r«:it appear to have been formally
investigated until recently. For example, Bond, Miller and Chrisfield (1988) investigated the
relationship between injury and scores on Nideffer's (1976) Test of Attentional and interpersonal
Style (TAIS) a reliable and reasonably valid instrument. These authors posited that a swimmer
employing effective attentional strategies (e. g., analyzing and integrating information from a
variety of sources, making few errors and having good attentional flexibility) would be less likely to
become injured since the swimmer would be able to monitor bodily cues related to injury.
However, the opposite was found. Athletes with good attentional strategies incurred more
injuries. In addition, the female swimmers, who had more injuries, also scored higher on a scale
measuring enjoyment in sports competition and participation, although these results may have
been confounded by the small sample size (N=14). The authors were at a loss to adequately
explain the results, and concluded that the study should be replicated with a larger sample; they
also questioned the validity of using the TAIS in such research. Thus, as in most research in this
area, results remain equivocal and the hypothesized mechanisms lack empirical support.

In regards to the attention-injury hypothesis, other theories apart from anxiety and attention .
have been suggested. For example, Morgan (1978) and Morgan and Pollock (1277) found that
marathon runners voluntarily employed cognitive strategies of either associating (attending to
bodily cues of discomfort), dissociating (focussing attention on other things such as solving
problems, or mental imagery) or cycles using both strategies (for a raview of these types of
strategies see Rose, 1986). Morgan and Pollock (1977) cautioned that dissociative strategies
might result in injury if signals from the body were ignored.

This hypothesis has been tested by two retrospective survey studies involving marathon
runners. Firstly, McKelvie, Valliant and Asu (1985) predicted that runners who denied or
repressed threatening signals from the body (dissociation) would more likely to get injured than
those who were more sensitized to their body (association). However, this hypothesis was not

supported by the data. Similarly, Masters and Lambert's (1989) studied the relationship between
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perceived levels of dissociation and association in a race and injuries incurred on previous runs
and during the race itself. The authors concluded that dissociation was pot related to injury.
However, they did not suggest the corollary of their results; that is, association might be related to
non-injury since the majority of the runners demonstrated cognitions and feelings akin to
association, and did not become injured in the race!

The relationship of cognitive strategies 10 injury has yet to be supported and current results may
be an artifact of retrospective research design, the difficulty of measuring altered states such as
dissociation, and the inability to imply causality from correlational research (e. g., Masters &
Lambert, 1989). Thus, the mechanisms underlying such relationships are difficult to verify.

Visual perception. The role of visual-perceptual factors in injury occurrence has been
investigated by Pargman (1976) and Dalhauser and Thomas (1979). Pargman (1976)
investigated the relationship between visual disembedding (defined as "the ability to isolate from
an organized visual fiekd a part as separate from its surroundings” (p. 762)), and injury in college
football players. Pargman's results showed that a higher mean score on a visual dissmbedding
tests was associated with uninjured athletes, and that injured athletes tended to have lower
scores. Similarly, Dalhauser and Thomas (1979) noted that football players who incurred fewer
injuries had field-independent visual perception when compared to their injured cohorts. This
information suggests that an individual's ability to pick out cues from a background may help them
avoid injurious situations.

Locus of control. Rotter's (1972) concept of locus of control refers to a tendency for people to
believe their world is controlled by gxternal factors such as luck or powerful others, or jntemal
factors such as self-control and responsibility (Kerr & Minden, 1988). Some authors have
attempted to establish the relationship between this variable and sports injuries.

Dahlhauser and Thomas (1979) found that athletes who scored higher on tests of general and

football-related locus of control incurred fewer injuries. The nature of the design (e. g. , whether
retrospective or prospective) was not reported in their paper. However, other authors (e. g.,

Passer & Seese, 1983) found no effect of locus of control as a moderating variable between life
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change stress and injury. Kerr and Minden (1988) found no significant relationships between
measures of locus of control and injury. McKelvie et al. (1985) also did not find any significant
relationship between locus of control and injury, even though they expected that more internally
oriented individuals would have fewer injuries since these individuals are typically more
concernad with their health and avoid risk-taking. Thus, there seem to be no consistent data
either supporting or refuting the injury-locus of control hypothesis.

Moltivational characteristics. Diekhoff (1984), using a questionnaire approach, investigated the
relationship between compulsivity (defined here as ‘Type-A’ behavior) and athletic injury in
runners. People demonstrating Type-A behavior typically react to challenges with time urgency,
hostility, and physiological arousal (e. g., increases heart rate, and blood pressure). Diekhoff's
results indicated that compulsive runners reported a greater number of injuries in comparison to
their non-compulsive counterparts. What rmechanism might underiie this relationship? Although
the injured runners tended to run more miles (similar to Valliant's (1981) firidings) and race more,
compulsivity and training explained little of the common variance. Diekhoff (1984) then
hypothesized that type-A runners may feel rushed at times of challenge and neglect to warm-up,
or demonstrate chronic muscle tension leading to muscle strains. This provides support to the
contention by Williams et al. (1986) that different mechanisms might mediate the psychosocial
factors-injury relationship in different sports. Thus, the etiological processes betweer: contact
sport (extrinsic) and running (overuse) injuries may be different. However, Deikhoff's (1984) data
did not include type of injury, and so this speculation cannot be tested. In addition, the
retrospective nature of Diekhotf's methodology is also a limitation of the study (e. g., problems of
trying to remember injuries, doctors visits etc.). Indeed, Diekhoff also noted that the injury itself
might affect people’s answers to the personality tests, and thus corfounded results. Finally,
Diekhoff did not include anthropometric data (e. g., height and weight) in his analysis, even
though these have previously been found to be predictive of injury (Valliant, 1981).

More recently, McClay, Appleby, and Plascak (1989) investigated the relationship between self

motivation and injury in young cross country runners (ages 14-18). Self motivation was measured
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by the Self Motivation Inventory (SMI), a reliable and valid instrument for this purpose (Dishman,
Ickes, & Morgan, 1980). McClay et al. hypothesized that highly motivated athlietes who live by the
axioms "No pain, no gain”, or "when the going gets tough, the tough get going”, might ignore the
body's cues of pain (fatigue and pain), of impending injury and end up getting injured. Their
results supported this hypothesis, and indicated that the SMi was a good indicator of injury,
especially in young female cross country runners who incurred serious injuries (e. g., stress
fractures), which were often season ending.

Another recent study involved professional ballet dancers (Hamilton, Hamilton, Meltzer,
Marshall, & Molnar, 1989). This study indicated a relationship between achievement motivation
and injury. Dancers who experienced the greatest number of injuries (particularly overuse injuries
such as stress fractures) exhibited an overachieving profile (e. g., dominant, assertive, extraverted
and enterprising) when measured on the Adult Personality Inventory (AP!). Another interesting
finding was that amenorrheic dancers suffered more stress fractures. In sum, Hamilton et al.
suggested that these resuits might indicate that the training and nutritional practices of dancers
chasing the perfect body type, coupled with the high level of performance characteristic of this
profession, may result in injury. This may be especially true of those dancers who do not respect
the physical limitations of their bodies. Again, these results must be interpreted with some
caution due to the small sample size used (N=29) and the retrospective nature of the design.

Although these three studies were carried out with small sample sizes, they have indicated a
mechanism for the psychology-injury relationship. Thus, individuals described as hard-driving,
compulsive or highly self-motivated may push their bodies too far and this may be particularly true
in activities where physical fitness is a premium requirement for high performance.

Summary of Predicting Athletic injury from Personaiity

In general, the attempts to link certain personality variables to sports injury have failed (Kerr &
Fowler, 1988). For example, research using personality questionnaires (e. g., CPI and 16-PF),
measures of self-concept, locus of control, and trait anxiety have yiekded equivocal results, as

have the studies on attentional style and strategies. The results of studies of visual perception
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and motivational characteristics have been more promising, yet need further replication with other
sports. Future research should include larger sample sizes and multivariate, prospective designs.
Retrospective designs, such as evaluating personality or life-stress variables at the end of a
season should be avoided since the stress of an athletic injury incurred during the season itseif
might contaminate the results. In the future pre-and post- season evaluations of personality or life
stress might be done to further assess the impact of an injury.
Summary of Prediction of Athletic Injury From Psychosocial Variables

Although some research has been done in attempting to predict injury ‘predisposed’ athletes
from a psychological perspective, this research has focussed mainly on one sport (football) and
one area (life event stress). Although other areas have been investigated, results in all the areas
appear 10 be equivocal (e. g., injury rates in these studies have ranged from 16.2% to 30% of the
samples used [Coddington & Troxell, 1980]), limited in generalizability, have used small sample
sizes (Crossman, 1986), and have been generated from predominantly ex post facto research
designs. For example, it should be noted that conclusions based on ex post facto designs (e. g.,
Bramwell et al., 1975; Coddington & Troxell, 1980) should be interpreted with caution. Common
criticisms of such research include lack of control of independent variables, and subsequent
improper interpretation of results (Kerlinger, 1973). This caution appears to apply to most of the
investigations reported in this area. In addition, these studies do not seem to be connected by
any ongoing theoretical direction. Likewise, empirical data related to the process of the
psychological mechanisms and replication studies are lacking at present.

Psychological Reactions to injury

The second major area of research in the field of psychology and sports injury is that of an
athlete's psychological responses or reactions to injury.

How do athletes react to an injury? This area has not been well researched, and is mainly
supported by anecdotal data and theoretical literature. Writers in this area have focussed on the
athletic participant's cognitive, affective, and behavioral reactions to an injury, or the cessation of

exarcise. In this section, the areas that are discussed include: a) the psychosocial process of
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adapting to an injury; b) emotional, and cognitive responses to injury; ¢) existential and
developmental issues; d) factors relating to the athletes response to injury; e) positive and
negative responses to injury; and f) a comparison of athlete’s and non-athlete's responses to
injury. The behavioral sequelae to injury are described within each of these sections.

The Adaptation Process

Many authors have discussed the notion that, after an injury, athletes may follow the stages of
grieving similar to the loss of a loved one (e. g., Gordon 1986; Lynch, 1988; Musielewicz, 1989;
Pedersen, 1986; Rotella, 1984, 1988; Rotella & Heyman, 1986; Weiss & Troxel, 1986). ARhough
there are many models, two appear in the athletic injury literature. The first, a model adapted from
Kubler-Ross (1969), consists of five stages: (a) Denial of the injury; (b) Anger at oneself, the
injury, the cause of the injury or heaith professionals who do not seem to help; (c) Bargaining with
oneself and the health professional; (d) Deprassion, feeling down, sad, hopeless or helpless; and
(e) Accaptance/Resignation of the injury and the need to take responsibility for healing (see Table
1 for examples of statements exemplifying each of these stages). Secondly, a three stage model
(noted in Pedersen, 1986) might include (a) Shock and Denial of the injury; (b) Preoccupation
with the injury and attempts to explore its meaning, bargaining is demonstrated; and (c)
Reorganization, where the athlete reconnects with his or her normal routine, and accepts the
injury. Both of these models appear to have common themes of: (1) denial of the injury; (2)
bargaining with oneseif, God, or therapist; and (3) acceptance of the injury.

Gordon (1986) noted that athletes respond to injury in different ways and these stages of
response may not be progressive or sequential. Similarly, Faris (1985) and Pedersen (1986)
noted that the sequence of emotional events is not predictable and indeed, may be cyclical.
However, the general notion is that the sconer the athlete moves from the Denial stage to the
Acceptance stage in the Kublef-Ross model, the better.

In the response to athletic injury, denial is a consistent theme in the anecdotal and narrative
type of publications written for the medical profession (e. g., Faris, 1985; Morgan, 1979;

Musielewicz, 1989; Nideffer, 1981, 1983; Rotella & Heyman, 1986; Yaffe, 1983, 1986). Rotella
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and Heyman (1988) suggested that one reason for the presence of such denial in injured athletes
was the presence of dysfunctional attitudes such as "Act tough and always give 110%" (p. 349),
and ar athlete's need to impress others and "project a false image of invulnerability” (p. 350).
Thus, in a way, these athletes fall into the trap of the “Utopia syndrome” (Watzlawick, Weakland,&
Fisch (1974)) and, in attempting to live up to an unrealistic ideal, they end up hurting themselves.
Interestingly enough, these attitudes can pervade into therapy. For example, Gordon, Milios, and
Grove (in press-a) indicated that some physiotherapists thought that athletes who overdid therapy
(a kind of "more is better”, "I'm tough" attitude) were really denying the seriousness of the injury.
Although Gordon (1986) and Musielewicz (1989) have given some good examples of the
possible 'self-talk’ typifying each stage (see Table 1), this model does not seem to have been well
tested empirically. Data supporting the ‘grief-response’ model have, however, been reported in
the literature. Weiss and Troxe! (1986) interviewed ten injured athletes and found evidence for
disbelief, fear, rage, and depression once the athlete realized he or she was injured. In addition,
these authors found that athletes said that they engaged in physical activities (e. g., skipping
rehabilitation commitments or vigorous hiking) that may have negatively affected the healing
process as a way of coping with the feelings of being overwhelmed by their activity restrictions.
These behaviors appear akin to bargaining behavior. Gordon et al. (in press-a, in press-b)
surveyed sport physiotherapists and noted bargaining, denial, anger and depression in injured
athletes. Although these responses were thought to be a ‘poor response to injury’ (Gordon et al.,
in press a, p. 2), bargaining and denial were reported more frequently than anger and depression.
Further behaviors that can be taken as evidence for denial were cited by Kent (1982) who noted
that in a sample of 450 amateur athletes at a Toronto sports medicine clinic, gver half waited five
days or longer before seeking treatment. Factors that might be related to this delay might include:
(a) the personality of the athletes, who disregarded the risks of their activity; (b) coaches or trainers
who were insufficiently trained to notice injury; (c) misinterpretation or minimizing of significance of
the body's signals (e. g., is it pain or just soreness from increased training volume and intensity?);

(d) masochistic attitudes or ‘addiction’ to sport; or (e) the perceived life-style benefits achieved



through sport. Kent (1982) warned against procrastinating about seeking medical advice about
possible injuries since acute injuries can turn into chronic conditions, such as arthritis, if not dealt
with promptly.

Nideffer (1983) and Gordon et al. (in press-a) have called for more research to be done in the
area of psychosocial aspects of the process of recovery from athletic injury since it appears that
this process is not well understood. This is another reason why the present study was
undertaken. The cognitive, affective and behavioral sequelae are discussed later.

Emotional Reactions to Injury

Until recently, there have been very little data collected on the emotional reactions of athletes to
injury (e. g., Chan & Grossman, 1988; Smith, Scott, O'Fallon, & Young, 1990; Smith, Scott, &
Wiese, 1990; Weiss & Troxel, 1986). Although some data have been collected on the response
to injury in general, additional data are available (e. g., Little, 1969) indicating that people invoived
in athletics may react to injury in a difierent manner when compared to non-athletes, due to the
unique demands of physical activity and competitive sport, or the special importance athleticism
has in their lives (Gordon, Milios, & Grove, in press a). For example, if sport is a mechanism an
athiete uses to diffuse anger, then depression and frustration might ensue once injury interferes
with this person's coping mechanism. Similarly disbelief might follow an injury since an athlete
might have to come to terms .with his or her vulnerability (Samples, 1987).

For example, as mentioned above, Weiss and Troxel (1986) notec a number of emotional
responses to injury in the athletes they interviewed including disbelief, fear, rage, and
depression.

Recently, Chan and Grossman (1988) investigated the emotional reactions of runners who
were unable to run for four weeks as a result of an injury. This emotional reaction was compared
both with that of runners who continued to run, and the published norms for long distance
runners on the Profile of Mood States (POMS) (Mcnair, Loor, & Droppleman, 1971). The POMS
has well-established validity, but needs more studies on its reliability (Peterson & Headen, 1984).

The results showed that the injured runners displayed significant mood and psychological



disturbances, including greater depression,anxiety, confusion, over-all mood disturbance, lower

self-esteem, and greater dissatisfaction with body image as compared to the published norms for

continuing runners.
Table 1

1. Denial/Disbeliet; "This can't be happening to me”
"Il be OK! I'f runit off
2. Anger/Frustration: “That dirty so and sol”

"} was stupid to go for that tackle”

3. Bargaining:. "OK, I'm hurt, I'll see the doctor and specialist, go for
treatment - but only when it suits me! - {'ll be back in
time for the play-off's™
*I'll sit this one out so | can play next week™

4, Depression: “It feels like I'! never get back to playing”
"I'm so sore it's hopeless"

5. _Acceptance: I am injured”
"OK what's happened has happened - no point in worrying
anymore about that is there? Regret really is a waste of
time, | must now try to help the team and do as much as
I can to help myself*

Sources:
(Gordon, 1986, p. 2; Musielewicz, 1989, p. 1-2, Rotella, 1984, p. 276)

Chan and Grossman concluded that this might either have resulted from the injured runners being
prevented from partaking in an activity that was used for personal control, gaining mastery, and
stress management, or from the sensations of withdrawing from the natural opiates that are

produced by the body as a physiological response to habitual physical training.



More recently, Smith, Scott, O'Fallon, and Young (1990) examined athletes' emotional
responses to injury on a longitudinal basis using the POMS, and a new instrument, The Emotional
Responses of Athletes to Injury Questionnaire (ERAIQ). No reliability and validity data were
described for the ERAIQ. The athletes served as their own controls and were also compared to
the published norms of the POMS. The resuits highlighted severa! key points. Firstly, overall, the
injured athletes demonstrated mood disturbances (e. g., frustration, depression, and anger)
although these results appeared to be influenced by the more severe responses of severely
injured athletes (23 out of 72 participants). Secondly, younger injured athletes demonstrated
more anger than older athletes, exemplifying either the importance of age and experience of
dealing with injuries, or the perceived negativity of the situation in younger athletes. Thirdly, the
more severely injured athletes demonstrated greater mood disturbances, and these took longer
to become more positive. Fourthly, emotional disturbances were inversely related to the athlete's
perceived rating of recovery and the athlete's mood tended to improve over time. Smith, Scott,
O'Fallon, and Young (1990) noted that the results did not support the grieving and loss cycle
suggested by other authors, since the most seriously injured athletes had simultaneous
elevations in anger, tension, and depression and no emotionally related stages were seen in this
longitudinal study (up to four months). In a similar vein, they suggested that the presence ot
mood disturbance was not congruent with the denial aspect of the supposed loss and grieving
process. Smith, Scott, O'Fallon, and Young (1990) suggested several reasons for the absence of
denial, the most plausible being that the subjects were recruited from a sports medicine clinic and,
thus, were already through the stage of denying their injury. In addition, many of the athletes had
previous injuries and, due to experience in coping with injury, may not need to deny it. Finally, the
wide range of responses to the questionnaires highlighted the individual nature of emotional
response to injury and the need to deal with the psychological aspects of injury on an individual

basis, again taking into account the meaning of the activity to the person.



Most recently, Gordon and Lindgren (in press) published a case study of a cricketer recovering
from a back injury. The emotional responses gleaned from this article and the previously cited
studies are shown in Table 2.

Fear and anxiety are other consistent reactions to athletic injury reported in the literature (e. g.,
Musielewicz, 1989; Rotella & Campbell, 1983; Rotella & Heyman, 1986). These writers state that
fear of re-injury, loss of performance, or loss of their place on the team are common reactions of
athletes, especially in association with the uncertainty that appears to accompany athletic injury.
This can lead to loss of confidence, decreased self-image and self-esteem, and also a possible
delay in the rehabilitation process.

Samples (1987) noted that an emotional response might only surface with the prospect of
returning to the gams, “the last thing you want to do is to go through the dam thing again” (p.
174). This may indicate that an athlete may be physically, yet not mentally ready to return to
her/his activity, and this may explain why some athletes do not seem to progress in their
rehabilitation as fast as a therapist might think they should (M. Young, personal communication,
July 1989; Rotella & Heyman, 1986). On the other hand, other athletes might have a problem
restraining themselves from re-entering the sport arena too soon. For example, Samples (1987)
noted that "the hardest things for distance runr.grs and competitive swimmers to do are to slow
down, listen to what their bodies are trying to teil them, and not try to progress too fast".

In summary, the limited research and anecdotal data support the idea that an athlete’s response
to injury is often an emotional one. It is commonly accepted that emotions are tied to certain

thoughts (cognitions). These thoughts are discussed next.



Table 2

Lindgren

(1988) (19980) (npress)  Troxel
Response (1988)
Anger -Hostility * * ¢ *
Confusion ¢ *
Decreased Confidence *
Depression, Disappointment * ¢ *
Devastation *
Disbelief *
Frustration .
Guilt .
Helplessness * *
Inadequacy *
Isolation * *
Less Vigor * *
Loss of control *
Lowered Self-Esteem .
Lowered Confidence .
Overwhelmed by restrictions,
and prospect of long-term recovery ¢
Poorer Perceived body-image .
Tension-Anxiety, Fear or 'Scary’ . . *
Uncertainty y *

Upset




Cognitive Issues
A few authors (e. g., Gordon, 1986; Rotella, 1984, 1988; Weiss & Troxel, 1986) have

discussed the role of cognitions in reacting to an injury. These cognitions have often been
related to the uncertainties raised by the injury as demonstrated by statements such as "When
can | again?" to "Can | run again?”, and may reflect the different personality characteristics of the
individual. Thus, the former may come from an extrovert and the latter from an introvert
(Sanderson, 1978). However, these ideas appear to be based on experience and theory, rather
than rigorous empirical data.

Gordon (1986) and Rotella (1984, 1988) described a number of examples of other types of
irrational self-talk that might go through the minds of injured athletes. For example, self-defeating
thoughts might include, "I'll never be able to perform effectively again. I've ruined everything”
(Rotella, 1984, p. 279), or if the therapist is late during rehabilitation the athlete might say."That
idiot! Gives me the lecture yesterday about the importance of regular treatments in rehabilitation
and then doesn't show up! She'd better apologize before | show up again. I've had it!" (Gordon,
1986, p. 4).

In what appears to be the first empirical evidence in this area, Weiss and Troxel (1986) noted
what they labelled as “Irrational thoughts (a negative mind-set)” (p. 106), in the ten injured athletes
they interviewed. Examples of this type of thinking were "What if...” statements (e. g., "What if |
don't recover quickly?" (p. 10'6)). Woeiss and Troxel (1986) noted that such statements might
"perpetuate the anxiety, fear and demotivation surrounding the injury” (p. 106).

These types of thoughts may affect the healing process by heightening an athlete’s anxiety,
muscle tension and pain, as well as promoting less than helpful attitudes within the athlete.
Additionally, demotivation caused by such thought processes may result in the athlete's not
attending therapy.

Although | agree with the notion of dysfunctional responses to injury (e. g., not turning up for
appointments, or swearing at a health professional), | also feel & is pejorative to label some ideas or

behaviors as irrational, when they might be very understandable for the injured individual. Such



labelling may not encourage athletes to discuss their problems with a health professional for fear
of being called "irrational” or a "difficult patient”. Interestingly enough, Gordon and Lindgren (in
press) noted the responses of two physiotherapists who thought that athletes who were
impatient and never liked to be kept waiting, or seemed in a hurry, were examples of athletes with
a "poor psychological adjustment to injury” (p. 8). Although | believe that there can potentially be
some more constructive ways of coping with annoying situations than getting angry,(e. g., as
discussed in the next section), the ‘irrational’ beliefs seem to be on behalf of a heaith professional
who does not expect a busy client to be angry after being kept in a waiting room for 20 minutes!
The expectation from the health professional appears to be that an athlete should be a ‘good
client' who sits back and takes his/her medicine and is easy-going about delays in treatment, even
though these delays may be o the detriment in the client. Interventions concerning this point
may include assertiveness training for the client, and value awareness or empathy training for tne
therapist (e. 9., Pedersen, 1986)! Interestingly enough, a therapist training program is to be
implemented as part of Gordon et al. 's three part study (Personal Communication, July, 1990).

Thus, there seems to be evidence to support the cognitive aspects of injury. It the cognitive
aspects are obviously dysfunctional, these thoughtis may be the focus of interventions such as
reality testing or reframing. These interventions are briefly described in a later section of this
dissertation. However, other issues, including those related to the meaning of the injury to the
athlete, will first be discussed.
Existential and Developmental Issues

An athlete's response to an injury will occur within the context of the personal meaning of the
injury to the athlete. More specifically, it will most likely occur in terms of the effect of the injury in
obstructing an athlete from fulfilling his or her needs.

Eldridge (1983) and Deutsch (1985) suggested that the existential and developmental
consequences of being injured must be examined. Both writers have suggested that an athiete

will react to an injury based upon its symbolic meaning. This meaning may change depending on



the phase of an athlete's development, and he or she will react to that injury based upon the
developmental needs at that time.

From a theoretical perspective, Eidridge (1983) noted the effect that an injury can have on an
individual's identity and self-concept. People who have a narrow source of seif-esteem, based
exclusively on sports, or a weak self-concept based on sport (e. g., high school athletes
[Samples, 1987]), may be at risk for pathological psychological reactions to injury. Similarly,
physical scars, decreased sporting performance, and a fear of future incapacities or helplessness
can all have an impact on an individual who invests in sport for narcissistic reasons. In addition, the
meaning of an injury to an athlete going through adjustments to middie age, specifically, if the
injury interferes with a mechanism to offset the aging process, may result in a severe
psychological reaction. In this regard, Little (1969) presented data on what he called the ‘athlete's
neurosis'. Little noted that middle-aged males possessing a personality variable termed
"athleticism” (a high level of pride in physical fitness and heaith) displayed a disproportionate
neurotic response to minor iliness and injury, despite having an absence of normal neurotic
markers (e. g., psychiatric disturbance in the family of origin). Little (1969) concluded that an
overvalue on athleticism can lead to a neurotic reaction in response to a meaningful threat such as
iliness or injury. Thus, although this threat may seem trivial to someone else, the effect of the
threat should be understood from the perspective of the individual's needs.

Deutsch (1985) presented two case studies which investigated the perceived severity and
meaning of the injury to the athlete. Deutsch's data indicated that physical activity can have a
strong influence in people's lives in terms of their need fulfillment. If these fulfilling activities have
been taken away, this can lead to severe emotional reactions (e. g., anger or depression) and,
also, a problem of finding alternative methods to satiate the remaining needs.

Eldridge (1983) and Deutsch (1985) insisted that the meaning of an athlete’s injury shouki be
interpreted within the context of the athlete's personality type, stage of developmant, the
specifics and meaning of the injury, and the role sport plays within the athlete’s life. Helping an

individual to generate alternative ways of meeting his or her needs may then be appropriate. Little



(1969), Eldridge (1983) and Deutsch (1985) appear to be three of the few studies which have
acknowledged the concept of the meaning of the injury to the athlete,

Nideffer (1983) also commented on the neurotic-type reactions to injury displayed by 'addicted'
runners. This reaction appeared to surface as a result of fears of losing fitness or of gaining weight
as a result of not being able to run. It is my opinion that these reactions may demonstrate the
phenomenon that "You don't know what you have got until it has gone”. Thus, the underlying
need for participation in sport (e. g., weight control, self-esteem, anger control, and affiliation
needs) may surface once the activity used to fuliill that need is no longer available.

The Appropriateness of an Athlete's Response fo Injury

Crossman and Jamieson (1985) studied the nature of idiosyncratic responses to injury. These
authors compared an athlete's perception of injury severity to that of the perception of their
trainer. The authors found that athletes who were considered by their trainer to have
overestimated the seriousness of the injury reported more pain, higher state anxiety, and tended
to compete at lower levels of competition. Crossman and Jamieson posited that the athletes who
experienced more emotional trauma may show slower rates of recovery. However, this assertion
has not been empirically assessed.

Although it appears important to deal with the emotional sequelae of being injured (Rotella &
Heyman, 1986), it is difficult to say what is, and what is not an appropriate reaction to an injury. For
example, the perception of the pain associated with an injury is dependent on cultural and familial
leaming, and is "what the patient say's it is and not what we think it should'be” (Health and Welfare
Canada, 1984). Thus, it is perhaps presumptuous to say what connotes an overestimation of an
injury. To do so may deny the athlete’s individual experience. This may be a further indication that
the subjective experience of an injured athiete should be taken into account and not overlooked.
Withdrawal Sensations

A final area that appears to be important in reacting to injury, is that of potential withdrawal
sensations. Yaffe (1986) cited Morgan's (1979) concept of negative addiction, which is in strict

contrast to Glasser's (1987) idea of positive addiction (see chapter five). Thus, as exercise is



ceased as a result of injury, deprivation sensations, which are similar to being addicted to a drug,
can commonly follow. Robbins and Joseph (1985) noted the following common withdrawal
effects after the cessation of exercise: irritability, depression, frustration, guilt, and insomnia.
These withdrawal symptoms may occur as a result of changes in body chemistry incurred as a
result of habitual exercise, the loss of reinforcement from a source of self-fulfillment, or even the
loss of a therapeultic stress-management mechanism (Robbins & Joseph, 1985).

interestingly enough, some of the emotions described above as resulting from injury may also
be described as ‘withdrawal' symptoms. Since these responses may occur as a result of
psychological or physiological reasons, it is important for the heaith protessional to know the
source of the symptoms. Thus, appropriate interventions should be planned to replace the need
fulfilling activity (e. g., find an alternative way to express anger).

Eactors Affecting the Psychological Reaction to Athletic Injury.

As has been discussed above, a number of factors might influence an athlete's reaction to an
injury. These are summarized in Table 3. Such factors might account for the wide range of
emotional reactions to an athletic injury found by Smith, Scott, O'Fallon, and Young (1990). It
should be noted, howaver, that there appears to be no empirical validation of these factors. The
following list has been generated from theoretical papers, interviews of injured athletes, and a
survey of sport physiotherapists. Due to restrictions of space, these factors are not discussed
here, and the interested reader is encouraged to refer to the original articles.

Thus, a number of factors appear to play a part in the athlete’s response to an injury. Those
factors appearing in Table 3 appear congruent with the stressor models of athletic injury
espoused by Weiss and Troxel (1986) and Weiss and Wiese (1987). These models are

discussed in the section on rehabilitating athletes.

Gordon et al. (in press-a) appear to be the only authors who have researched the difference

between athletes' and non-athletes’ responses to injury.



Table 3

Factor Gordon, Sanderson Weiss &
otal (1978) Troxel
(In preas-a) (1986)

Individual's Personality . * .

Individual History of Injury ¢

Previous injury of similar type .

Nature/Severity of the Injury * ¢

Level of Competition * .

Intensity of involvement with spont *

Time of the Season ¢ . *

Stage of Athlete’s Career . ¢

Type of Sport *

Extemnal Pressures from family, coach, teammates ¢

Self-Motivation for Rehabilitation *

Athlete’s faith in therapist *

Athlete's confidence in diagnosis *

Injury caused by an athlete's lack of preparation ¢

Experience of the athlete ¢

The main reported differences were that athletes react more promptly to get rehabilitation, are
more concerned with the time frame of recovery, and may demonstrate more of a response to
injury. On the other hand, members of the general public appear more concerned with the pain of
the injury rather than other consequences of the injury. In the main, the responses of athletes
and non-athietes were reported a being quite similar.
Summary

A number of different psychological reactions may occur as a result of an athletic injury. Danish

(1986) stated that "Being injured threatens not only an athlete’s physical well-being, but acts as a
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commitments, and emotional equilibrium” (p. 346). Thus, although a number of reactions to injury
have been noted, the effect of the reactions on the rehabillitation process can only be
hypothesized at this time. However, an athlete's psychological reaction to his/her injury may be a
crucial aspect of the rehabilitation process and should be investigated further. For example,
decreases in self-concept might result in a decrease in self-care, or an athlete's expectations for
racovery may be incongruent with the severity of the injury. It would seem that knowledge of
these factors would be useful for the therapist's intervention strategy. Samples (1987) called for
more documented description on the psychological effects of injury. This appears particularly
appropriate given the paucity of empirical data in this area.

Evidence for the psychological responses to injury have promoted the use of phrases like
“Treat the person, not just the injury” (e. g., Gordon, 1986; Rotella & Heyman, 1986; Weiss &
Troxel, 1986). The area of psychosocial rehabilitation for the athlete is discussed next.

Psychosocial Aspects of Rehabilitating Athletic Injuries

Given the increased interest in the psychosocial dimension of athletic injuries and evidence of
the cognitive, behavioral, and emotional challenges that an injury presents to an athlete, more
authors are now considering the role that counselling or psychotherapy can play in the
rehabilitation of sports injuries (e. g., Nideffer, 1983; Rotella, 1984; Rotella & Heyman, 1986).
However, little research has been done in this area and some of the difficulties in investigating this
area are discussed at the end of this section. The areas discussed in this section include:
assessment, treating the injury as a stressor, the tasks of optimal rehabilitation, coping with
problematic thoughts, coping with isolation/withdrawal issues, educating the athlete,
psychological techniques for facilitating healing, enhancing motivation and adherence to therapy,
environmental factors, pain management, therapist training, working through grief, redirecting
energies, social interventions, and other factors. This is not a comprehensive survey and the

interested reader is encouraged to follow up on the cited references.



An assessment of an athlete's cognitive, behavioral, and emotional reaction to an injury is an
important first step in identifying the meaning of an injury to an athlete, the need for intervention,
and the areas where such interventions might be appropriate. Lynch (1988) suggested that this
assessment should be performed by a clinical sport psychologist, and that the assessment might
be carried out in conjunction with the educational component of rehabilitation.

Smith, Scott, and Wiese (1990) reported on a novel approach to treatment of the psychological
concerns of injury at the Mayo Clinic Sports Medicine Program in Rochester, Minnesota, U. S. A. i
an athlete is considered as needing psychological help, a referral is made to a nurse counsellor in
psychology. An assessment of the athlete's emotional state, coping resources, reasons for doing
their sport, outside pressures, life stresses, social support, and the meaning of the injury is done
via an interview and answers to the POMS, and ERAIQ (see Smith, Scott, & Wiese, 1990, for a
copy of the ERAIQ). Eldridge (1983) is another source of possible assessment questions to ask
the injured athlete.

Interestingly enough, Smith, Scott, and Wiese (1990) noted that two injured athletes who were
suicidal were caught by this screening procedure. They also suggested that those athletes who
demonstrate obsessive exercise behaviors might need psychiatric consultation. The need to be
alert for such clients has been supported with evidence from Pillerer and Michelli (1988). Their
data were based on 32 athletes who suffered from minor injuries (e. g., tendinitis), yet failed to
recover as expected. A large proportion of these athletes were young (75% were under 21 years
of age). These authors cautioned that many young athletes (especially female) presented with
' excessive dieting and exercising habits, and 37% of these athletes had one parent suffering from
psychiatric illnesses such as chronic depression, or manic-depressive disorders. Discovering a
history of multiple injuries, Pillemer and Michelli suggested that injury in such young people may
be functional, and noted a similarity to Sanderson’s (1977) idea of the 'injury-prone’ athlete. Thus,
the secondary gains of the injury might include masking a severe depression, withdrawing away

from adolescent concerns, escaping from an activity whilst ‘saving face’ (e. g., when pressured to
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compete by parents [Musielewicz, 1989, Samples, 1987]), or even bringing emotionally distant
parents together. These secondary gain factors might impede progress in therapy. Pillemer and
Micheli (1988) illustrated this point with the case of a gymnast suffering from Reflex Sympathetic
Dystrophy (RSD) which was resistant to treatment. Aithough outwardly a normal 16 year old
female, interview and other diagnostic data indicated that she was depressed with low self-
esteem, she was having trouble at school, and she came from a stressed family. Apparently,
involvement in athletics had improved her mood. However, recently, her athletic performance had
waned and now she said she felt average as an athlete. "She had lost the one activity in her life
that had made her feel special” (p. 687). In addition, she had been accosted by a strange male
while jogging with friends. The injury thus helped her avoid an activity in which she was not
performing well, keep indoors from muggers, and keep away from school, which she did not like.
Such stories are cerapatible with anecdotes about athletes’ reactions to injury and the meaning
this injury had to them, recounted by a sports orthopedic specialist (Dr. D. C. Reld, personal
communication, 1989). Assessing the psychosocial reasons why an athlete's injury does not
improve as expected also appears more adaptive and less pejorative than labelling the person a
‘malingerer’ or ‘wimp', which can often be the reaction of coaches or teammates (see Rotella &
Heyman, 1986). If an athlete does not want 1o return to play, this choice should be respected,
and perhaps the athlete may need referral to a psychology professional (Samples, 1987) for
counselling and an exploration of alternative ways their needs can be met.

Thus, although rare, the potential for the functional aspect of injury should not be overlooked
and neither should the need for psychiatric intervention. Assessment of the athlete's reaction
and the meaning of the injury, therefore, seems essential to a holistic approach to treating athletic
injuries. Specific techniques for coping with the psychosocial aspects of injury are discussed
beiow.

Treating the Injury as a Stressor

Authors such as Gordon (1986), Lynch (1988), Nideffer (1981, 1983), Rotella (1984, 1988),

Smith, Scott, and Weiss (1990), and Weiss and Troxel {1986) have proposcd models to cope with
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an injury as a stressor. Skills for dealing with the injury-stressor, can then be implemsanted or
learned with reference to these models. These theoretical guides to treatment have been
developed from other models of stress coping (e. g., Smith, 1984), and have discussed four
phases of coping with a stressor. These include: (1) The Situation (e. g., the injury and its
context), (2) Appraisal of the situation (e. g., of personal resources, the meaning of the situation,
the demands of the situation), (3) Emotional responses to this appraisal (e. g., somatic feelings,
and thoughts), and (4) Behavioral consequences (e. g., performance, inability to achieve goals,
adherence to therapy). These stages of response are seen as interacting with each other. Thus
somatic responses will affect cognitive appraisal. Some of these responses may get in the way of
healing the injury as well as being upsetting for the athlete. For example, muscle tension resulting
from the perceived stress of the injury and the pain response can occur around the injury site and
result in decreased bilood flow, thus prolonging healing (Weiss & Troxel, 1986). Interventions
might then be aimed at alleviating dysfunctional responses at the appraisal and response stages
(e. g., relaxation or cognitive restructuring).

A humber of authors have suggested applying pre-existing psychological skills training
paradigms to the area of coping with sporis injury. These include: Psychological Skills Training
(PST) (Martens, cited in Weiss & Troxei, 1986), and Rational Emotive Therapy (RET) (Gordon,
1986; Rotella, 1984; Lynch, 1988). Others have developed programs of their own (e. g., Faris,
1985). These programs seem to have a common paradigm of education, skill leaming and
development, and practice under a graded series of stressful conditions (e. g., low stress - trying
to get to sleep, to high stress - sitting on the bench watching teammates play). In this way they are
very similar to Meichenbaum’s (1985) Stress Inoculation Training. Examples of the interventions
suggested are included below. First, however, an alternative conceptualization of how to adapt to
an injury is discussed.

The Tasks Of The Athlate Coping With The St f Inj
An aitemative model of adapting to the stress of an injury has been developed by Rotella

(1984). He has conceptualized this adaptation in terms of tasks that need to be fulfilled. Rotella
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aw. i Moos and Tsu's (1979) crisis intervention models, and the eight major adaptive tasks that
patients need to accomplish # they are to adjust to an injury. Due to restrictions of space, these
stages will not be described in detail here. For further detail please refer to the original
references. These tasks are related to the reactions of athletes in the last section. The tasks are:
1. Effectively respond to the discomfort, pain, loss of control, and disfigurement of the injury.

2. Coping with the stresses of special treatment procedures.

3. Develop rapport with training room statf.

4. Maintain a reasonable emotional balance.

5. Maintain a healthy self-image or identity.

6. Maintain relationships with family, friends, teammates and coaching staff.

7. Prepare for an uncertain future.

8. Accept the limitations and restrictions imposed by the injury and adjust lifestyle goals
accordingly.

In order to complete these tasks, an individual will have to mobilize a number of coping skils,
which he or she may or may not possess. If the latter is the case, and the injury proves too much
for their coping abilities, psychological reactions (e. g., depression) may signal that it is time to
leam some new skilis. In order to operationalize these skills, examples of some of the
interventions available are described below.

Coping with Problematic Thoughts

The methods of coping with thioughts that could obstruct an athlete's rehabilitation (e. g.,
uncertain thoughts leading to anxiety, muscle tension and further pain, depression and
demotivation) are many and varied. All the authors discussed below have emphasized that an
athlete needs to become aware of his or her ‘self-defeating' inner dialogue, and replace these
with more positive self-statements. For example, Rotella and Heyman (1986) suggested that
cognitive restructuring can help prevent an athlete from catastrophizing about the situation, help
view the injury from a more positive perspective, and control their emotional reactions. The

examples cited in the literature are adaptations of therapeutic techniques such as Rational
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Emotive Therapy (RET) (e. 9., Ellis & Bernard, 1985), and Thought Stopping (e. g.,
Meichenbaum, 1985; Rotella & Heyman, 1986). Examples of authors who suggested using the
RET and/or cognitive restructuring approaches include Rotella (1984) and Gordon (1986).

Gordon (1986) suggested that cognitive restructuring can aid a person through denial, help
confront self-pitying attitudes which may obstruct active coping, and generally "enables seriously
injured athletes to translate a counterproductive 'Why me?' concern into a constructive ‘Now it has
happened what do | do | about it" (p. 5). Such techniques also may help athletes verbalize their
fears about the future, and assess the realism of those fears. In addition these techniques may be
a useful way to cope with anger and depression, two of the most commonly cited emotions
associated with injury.

Weiss and Troxel (1986) espoused a similar technique when they proposed the use of positive
affirmations in place of anxiety provoking thoughts. These authors also suggested the use of
visualization so that the athlete can prepare to overcome obstacles in therapy (e. g., lack of
improvements in function).

Lynch (1988) also proposed the idea of reframing to deal with problematic thoughts. Thus,
instead of seeing an injury as a crippling blow to their career, athletes might want to choose to look
at an injury as a challenging opportunity to focus on other aspects of their game (e. g., technical
skills and \actics), or parts of their life (e. g., social or familial), and also perhaps see things from a
new perspective (e. g., re-evaluating priorities). For example, activities like 'shagging balls’ for a
volieyball team might be a new experience for a superstar; this may help the athlete to become a
better team person, as well as modelling this behavior to other teammates (Rose et al., 1990).

Finally, several authors have discussed the role of an athlete’s attitude in rehabilitation (e. g.,
| Faris, 1985; Gordon et al., in press-a). For example, Faris (1985) suggested that prevailing
attitudes such as 'more is better may be counterproductive to therapy, since it may help them
ignore the feedback of the body. Likewise, Gordon et al. (in press-a) noted the attitudes of
athletes that enhance rehabilitation (e. g., assuming responsibility, good communication, and

cooperation) and those that may impede rehabilitation (e. g., lack of compliance, missing
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treatment, not listening, and goofing around during treatment). Cognitive-behavioral methods
may be useful to identify the dysfunctional attitudes towards therapy and the therapist (and/or
significant others like the coach) and replace these dysfunctional attitudes with more useful ones.
Coping with Isolation and Withdrawal Issues

Some athletes state that being injured keeps them emotionally or physically isolated from their
team. Weiss and Troxel (1986) and Musielewicz (1989) suggested that an athlete should be
given a choica of whether or not to maintain contact witi. the team during injury, since this choice
is likely to be an individual preference. Some athletes may wish to keep involved with the team (e.
g., by keeping statistics, or by helping coach the team), while oiriers may wish to keep away.
Teammates and coaches might also withdraw from the athlete by not knowing what to say to them.
Modelling the listening behavior of the trainer or therapist might also encourage teammates,
coaches, and family members to listen to the player's story, rather than model denial by avoiding
talking about the issues. This approach can help lighten the depressed athlete's mood (Smith,
Scott & Wiese, 1990).

Educating the Injured Athlete
Gordon et al. (in press-b) noted that therapists characterized a large part of their behaviors in

therapy as gducation and gxplanation. Many other authors have noted the need for effective
education of the injured athlete in order to help alleviate the feelings of frustration, uncertainty,
and helplessness which can be associated with the injury. Useful information agpears to inciude
the meaning of the diagnosis and prognosis of the injury, the nature of mind-body interactions,
and the need for mental skills to cope with injury (Lynch, 1988; Weiss & Troxel, 1986), 1 what
needs to happen for healing to occur (Gordon & Lindgren, in press), what sensations the patient
will feel (Singer & Johnson, 1987), how to tell when healing has occurred (Faris, 1985), aspects of
positive attitudes towards rehabilitation, and information on how to cope with other people (e. g.,
answering questions liks "How's the cripple nowadays?") (Gordon, 1986; Gordon et al., in press-

b).
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Interestingly enough, Gordon et al. (in press-a) noted that the physiotherapists they surveyed
perceived that providing sensory information was a less important task for them, although
providing realistic goals for recovery and timelines for their completion for the athlete was a major
function. With respect to goat-setting, Garrick (1981) has also suggested that the familiar question
"When can l...(run again)?", should not be answered in temporal terms (e. g., days, weeks ), but in
terms of goals based on sequential stages in the rehabilitation process (e. g., when you can walk
fast without limping then we might start some fight jogging).

In addition, the information about the injury should be realistic and should include the possibility
of relapses (Weiss & Troxel, 1986). Musielewicz (1989) suggested telling athletes what are the
potential obstacles to recovery, and how to cope with them. Lynch (1988) has also suggested
showing or telling the injured athlete about people who have successfully recovered from similar
injuries, thus fostering their hope.

A central tenet of information giving is that increased knowledge decreases anxiety and
uncertainty, and empowaers the individual by giving the person more control over the situation
(Rotella & Heyman, 1986; Singer & Johnson, 1987). Thus, by giving athletes knowledge about
the experiences that they may go through, may help the athletes cope with the psychological .
aspucts of injury (Gordon et al., in press-b; Rose et al., 1990). Gordon and Lindgren's (in press)
discussion of an injured cricketer supports this notion.

Eacilitating Healing

Relaxation/Guided Imagery/Biofeedback. Refaxation training can help the healing of an injury
by decreasing pain, reducing muscle tension (Nideffer, 1981), aiding the athlete in getting to
sleep (Weiss & Troxel, 1986), and conserving energy for healing (Gordon, 1986). A variety of
techniques can be used, including progressive muscular relaxation, autogenic training and
biofeedback (Gordon, 1986), and mental imagery or Benson's relaxation response (Smith, Scott

A & Wiese, 1990). Relaxation tapes are available from public libraries and some health protessionals

(e. 9., psychologists).
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Guided Imagery techniques can be used to promote relaxation, dissipate the arousal associated
with anger, raise white blood cell counts and promote healing (Lynch, 1988). Different types of
imagery have been discussed by Gordon (1986), Rotella (1984), and Smith, Scott, and Wiese
(1990). In addition to physical healing, mental images can help athletes gain some control over
their injury situation by seeing themselves as healthy (positive expectation), and overcoming
obstacles in therapy (e. g., mastery over plateau's In progress [Gordon et al., in press-a, Gordon,
1986])).

Biofeedback has been used in helping rehabilitate sports injuries. For example, Nideffer
(1981), cited a University of Rochester study, in which psychological pain grading,
phamacological intervention and biofeedback to relax affected muscles resulted in quicker
returns to practice. Nideffer also mentioned that athletes sought treatment earlier too, since they
were not afraid to come in to the training room. Beall, Diefenbach, and Allen (1987) also cited
three case studies in support of electromyographic (EMG) biofeedback as a successful treatment
for voluntary posterior instability of the shoulder in athletes. Biofeedback aided the athletes to
become aware of dysfunctional neuromuscular pattems and to retrain these patterns to provide
more stability to the shoulder.

An interesting study which combined biofeedback and a psychotherapeutic modality known as
systematic desensitization (Wolpe, 1958), was used to help an athlete combat the fear of reinjury
she experienced before returning to play (Rotella & Campbell, 1983). The athlete returned to
playing basketball with less fear of reinjury. However, since this was a case study, it is difficult to
discriminate between the etfects of the psychological strategy independent of the physical
therapy aliso received. Nideffer (1983) also proposed systematic desensitization as an
intervention to alleviate anxiety in injured athletes.

in addition to relaxation training, injured athletes may need to be taught skills to aid motivation

and adherence to therapy.
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Enbancing Motivation and Adherence to Therapy

Enhancing motivation and adherence to therapy might be facilitated by goal setting. A number
of factors affecting adherence to treatment are discussed in this section.

Goal setting. "Compliance or adherence to medical regimens is notoriously poor” (Danish,
1986 p. 347). Danish went on 10 suggest that rapport, development of communication skills, and
collaborative goal setting are major determinants in enhancing treatment program adherence for
athletic injuries.

Collaborative goal-setting between health professionals and athletes should theoretically
increase intrinsic motivation for the program and help decrease the athlete's uncertainty. Weiss
and Troxel (1986) noted that the athlete's unrealistic expectations about a quick recovery from a
severe injury may result in the athlete's feeling overwhelmed by a lengthy rehabilitation process.
Thus, it appears that short term goals should be emphasized, along with specific guidelines for
making these goals effective. Goals may be defined in terms of sensations (e. g., pain levels or
signs of healing [Samples 1987; Weiss & Troxel, 1986}, or functions [Garrick, 1981]). Goals
should be written down, measurable, and include concrete strategies for their achievement
(Weiss & Troxel, 1986). Frequent assessments can give the patient feedback as to goal
attainment, as well as information conceming the efficacy of the treatment to the therapist.

Smith, Scoft, and Wiese (1990) suggested that such goal setting programs help athletes cope
with frustration, depression, tension, and anger, by decreasing the uncertainty associated with
the injury. They concluded that to maximize compliance the most appropriate program for athletes
should be "problem-focussed and behaviorally oriented with clearly expressed, dynamic,
achievable goals providing direction to the rehabilitation programme” (p. 368).

Although collaborative goal-setting can help an athiete adhere to a program, other factors can
also help influence program adherence.

{actors affecting adherance. Empirical research into the factors related to adherence to sports
injury rehabilitation is notable in its scarcity, despite anecdotal data suggesting that this area

presents a problem (Duda, Smart, & Tappe, 1989). Eichenhofer, Wittig, Balogh, and Pisano
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(cited in Duda et al., 1989) noted that athletes who experienced more somatic anxiety, were less
likely to adhere to their rehabilitation program. Fisher, Domm, and Wuest (1988) noted that
collegiate athletes who adhered to therapy were more self-motivated, tolerated pain better,
perceived they worked harder at their rehabilitation, and were iess bothered by the scheduling of
sessions and environmental conditions of athletic training.

Recently, Duda et al. (1989) examined the relationship between the three facets of personal
investment (personal incentives, sense of self-beliefs, and perceived options) and adherence to
rehabilitation. Their results indicated that a person would adhere to their program if they thought
treatment was effective, perceived they had more social support for rehabilitation, were self-
motivated and goal directed, and were task oriented towards mastering their sport (i. e., more
effort equals better resuits).

Thus, motivational factors for treatment program adherence lie both within and outside the
athlete. The implications of these studies may be noted as follows: to assess the athlete's level of
goal directedness, for the therapist and others to support the athlete who has difficulty adhering
to the program, to help develop an athlete’s belief in the therapy, and for the sessions to be
conducted at a convenient time and in a conducive environment for the athlete.

In addition to motivation, pain management is one area that has been discussed in the literature.
Pain Management

Athletes vary in their ability to tolerate pain. Some may ‘suck it up and go' (Rose et al., 1990),
yet others may not be able or willing to tolerate the pain or discomfort associated with an injury,
and may require a number of interventions to help them manage the pain. Singer and Johnso:
(1987) categorized pain management strategies as physical, behavioral, and cognitive. The
bshavioral and cognitive interventions are briefly listed here. Behavioral interventions such as
modification of pain behavior by operant conditioning may be useful for athletes suffering from
chronic pain (i. e., pain that has lasted for six months or more). However, this paradigm has been
criticized by Singer and Johnson (1987) for ignoring the mental and emotional aspects of pain,
and also may not be appropriate for athletes suffering from gcute pain.
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Gordon (1986), Nideffer (1981), and Singer and Johnson (1987) are only a few of many authors
who have supported the use of a number of cognitive techniques for managing pain. Techniques
such as information giving, EMG and Electroencephalogram (EEG) bioteedback, relaxation,
meditation, self-hypnosis, imagery rehearsal, mental distraction or dissociation, and group therapy
have all been suggested as being useful in reducing the pain associated with injury. These
techniques might be particularly effective in breaking the anxiety-muscle tension-pain feedback
cycle which can help prolong recovery from injury (Nideffer, 1981, 1983).

Samples (1987) noted one practitioner's need to distinguish between pain that requires
medical attention and pain that indicates emotional distress. For example, ‘phantom pain', derived
from a fear of reinjury, might be alleviated with mental imagery techniques such as Alexanders'
"Imagining the road to recovery" (cited in Samples, 1987).

Nideffer (1981,1983) and Singer and Johnson (1987) expressed two concerns about the moral
and ethical issues associated with pain treatments for athletic injuries. Firstly, who should provide
the service? These authors pointed out that the service should be provided within one’s area of
competence and level of expertise within that field. If the service provider is not competent, then
a referral to a qualified professional is appropriate. For example, a sport psychologist should
always check with an expert in physical aspects of injury (e. g., physiotherapist or physician)
before recommanding cognitively-based pain control strategies. Similarly, psychologicai
techniques should only be given by a qualified individual. However, although there are clear
guidelines as to who can be called a Psychologist in Alberta, to this author's knowledge, issues
such as who is 'qualified’ to give relaxation training and ‘counselling’ interventions do not seem to
have been clarified. This appears to be an issue for further debate.

Secondly, any pain-reducing strategy may also be misused if the strategy directs attention away
from the pain messages coming from the body. This may allow a person to perform an activity
while still injured and consequently the person may damage hinvherself even more. This is
especially true for athletes with acute injuries which may then become chronic (Singer & Johnson,

1987).



Iherapist Training
Various authors have espoused the application of commnication skills (e. g., active listening

and paraphrasing) for the health professional involved in physically rehabilitating athletes (Danish,
1986; Gordon, 1986; Gordon et al., in press-b; Pedersen, 1986; Weiss & Troxel, 1986). This
aspect of training may not have been developed in health professional's traditional training.

Instruction in communication training might help therapists become more aware of the
psychological aspects of being injured (Faris, 1985). The need for good communication skills, the
projection of empathy, and a non-threatening environment may be essential to allow athletes to
speak about their feelings, particularly in the light of data which suggests that athletes typically do
not divulge those aspects of themselves (e. g., negative emotions) which might be construed as a
weakness (Carmen, Zerman, & Blaine, 1968; Samples, 1987).

Faris (1985), for example, highlighted the need for information to be given to the athlete in
undersiandable terms. Thus, a therapist may want to become aware of the technical language
that he or she uses (and takes for granted), and of the verbal or non-verbal signals given by the
athlete that might indicate an understanding, or lack thereof, of the language.

The results of studies by Gordon et al. (in press-a, in press-b) have highlighted the need for .
physiotherapists to be trained in the area of psychological aspects of injury recovery; particularly
with respect to helping therapists address the issues of athletes' non-compliance, poor attitudes,
and lack of motivation related to therapy. Gordon et al. (in press-b) initiated this process by giving
some educational guidelines for sport physiotherapists. in addition to communication skills, they
also recommended a working knowledge of cognitive restructuring, behavior modification,
visualization techniques, goal setting principles, providing knowledge and sensory information,
and social support techniques, especially those aspects pertaining to the rehabilitation process.
Other authors have also noted a role for psychologically aware therapists to assist the athlete to

‘work through' the grief process.
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Working Through the Griet

Pedersen (1986) promoted the idea that athletic trainers might act as facilitators in the grief
process. More specifically, she mentioned that by non-judgemental, empathic listening and other
communication skills, a therapist can help an athlete ‘work through' the grief associated with the
losses associated with athletic injury. This approach is based on the premise that "Grief that is
openly and completely expressed is more likely to result in a healthy adjustment” (Pedersen,
1986, p. 312). However, it shoulr? fira" 1% roted that some of the more traditional precepts of grief
counselling have recently bees: . ~d thus this approach may or may not be useful
(Wortman & Silver, 1989). Secc: tin of a 'griaving’ response to injury may not be
appropriate given the data ;.om ::w.  cott, O'Fallor. and Young (1990). Grieving may also be 3
labal that authors have used to describ » an athlete's ‘psychological process' following injury, yet
many authors have said that an athiete's psychological process post-injury is not yet well
understood and requires further investigation (e. 9., Gordon, 1986; Weiss & Troxel, 1986). Thus,
to use a label such as grieving may give the jllusion of understanding a process which is still not
well understood. This appears to be an example of where a pre-existing theory, generated from
another substantive area (death and terminal iliness), has been placed onto a new area without
research data to support this application, particularly in light of the fact that the majority of athletic
injuries appear o be healed given time. It is for this reason that Grounded Theory methodology is
being used in the present study (this is discussed further on).

Whether or not an athlete's response to an injury is one of grieving, redirecting the energy
usually preserved for sport can help alleviate the impact of the injury.
Redirecting Enerai

Weiss and Troxel (1986) and Musielewicz (1989) noted a need for injured athletes to redirect
the energy that they usually dissipate through sport activities. Often the hour spent in therapy
does not replace the three hours normally allotted to sports practice. The resutting surplus
energy may be manifested in a variety of forms including restlessness, irritability, anxiety, anger, or

frustration. Thus, changes in lifestyle may be needed. These changes might include doing some
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form of alternate physical activity, (e. g., swimming rather than running, or helping out with the
team), or perhaps catching up with neglected socializing (Galway & Mainwaring, 1989). Increasing
technical knowledge of the sport might aiso be a potential strategy here (Weiss & Troxel, 1986).
Such activities might help alleviate the depression and tension associated with not being able to
exearcise and feelings of helplessness (Smith, Scott, & Wiese, 1990). These authors also
suggested that spending some time mentally rehearsing sport skills can also help to cope with the
tension associated with athletic injury.

Social Intervantions

Bole models. coaches, paers and family. Many authors have espoused the positive role that
soclal support (e. g., emotional support from significant others) has on an injured person's
recovery (e. g., Danish, 1986; Duda et al., 1989; Lynch, 1988; Smith et al., 1990). For example,
soclal interactions can afford an athlete the opportunity to share her/his feelings with others,
thereby releasing tension and anxiety (Lynch, 1988). Rose et al. (1990) described the types of
people who may be involved in supporting the athlete’s return from injury, and the roles that they
might play.

Two specific ideas were suggested by the athletes interviewed by Weiss and Troxel (1986).
The first idea was peer modelling (e. g., talking to people who have had the same injury, and
recovered). A peercan pmv!de hope, information about what to expect and coping ideas, and
also the feeling ot being understood. The second idea was that of an injured athlete's group,
where information, support, and personal concerns about the injury and rehabilitation of the injury
can be shared and discussed. These interventions may also help aileviate the feelings of
loneliness and being misunderstood by others. Again, getting the athlete involved in the team at
some level (if they wish) may also help alleviate the depression associated with the feelings of
isolation and exclusion often felt by athletes (Smith et al., 1990).

Smith et al. (1990) recommended that the injured athlete should interact frequently with the
rehabilitation team to help assess rehabilitation plateaus and receive encouragement. In addition,

"communication between the coach, the athlete, and the sports medicine team is mandatory so
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that realistic performance goals can be set and the athlete can be eased back into practice and
competition” (p. 365). Rose et al. (1990) agreed, and gave some concrete examples as to how
the coach, athlete, and therapist might interact to share physiological and technical knowledge
that can be used in the recovery program.

It was mentioned above that the therapist may want to gain more training in communication
skills. This may also useful for the coach, espacially in light of anecdotes that some coaches try to
push their athletes back into play before the athletes are raady to play. Thus, coaches may want
to become aware of both the verbal ("take your time”), and non-verbal ("If you not back soon, #4
will take your spot”) messages they provide to the athlete in order to avoid mixed messages which
may be picked up by the athlete (Rose et al., 1990). Rotella and Heyman (1986) described the
behavior of some coaches towards injured athletes. These behaviors, although innocent, may be
interpreted by the athlete as telling them that they should be guilty for being injured, that they are
letting the team down, or that they are wimps, malingerers, and not committed to the team. These
misinterpretations can then lead to further bad feelings, perhaps delays in recovery (e. g., the
athlete might think "Why should | bust my butt for that I@#3$%"! gu-), or even withdrawal by the
athlete from the sport altogether.

Coaches can also help an athlete get through the denial stage by, (a) becoming aware of an
injured athlete’s denial-type behaviors (e. g., not going in for therapy, although obviously limping,
(b) gently confronting these behaviors with observations of injury behaviors ("l see you're limping
Johnny!™), and (c) delineating team policies to deal with such cases ("You are not playing until you
get that seen by the trainer”). Coaches can also encourage the athlete to be part of the team
when injured, while being sensitive to the fears of athletes, even if the athletes appear 100%
physically ready to return to sport (Gordon et al. in press-b; Rose et al., 1990). Rotella and
Heyman (1986) suggested that coaches should be aware that substitute players may suppress
injury in order to stay on the team roster; these athletes should be watched especially closely to

ensure that further injury does not occur.
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Family and friends of injured athletes may also benefit from educational Iiterature about the
psychological response to injury, so that they can understand their roles in helping promote an
injured athlete's psychological, as well as physical healing (Gordon et al., in press-b).

The relationship between the injured athiete, friends, coachas, and family appears important to
recovery. So, 100, is the relationship between the athlete and his or her health professional.

Professional-athlete relationships. The influence of external factors on therapy has also been
discussed by Gordon et al. (in press-a). These extemal factors might be related to the athlete's
personal life (e. g., social support, financial worries, social restrictions), but aisc might lie within the
realm of the therapist-athlate relationship. Two anecdotes illustrating the importance of the
relationship between the health professional and an injured athlete aptly conveys the point.

In the first example, an athlete told me once of how a renowned orthopedic physician was
talking soothingly to him, as the athlete was laying on the operating table, just before the athlete’s
knee operation. Patting the athlete's [eft knee which apparently was alout to be ‘prepped’
(preparad for surgery), the doctor told the athlete that the knee would be as good as new after the
operation. The athlete replied "it bloody well better be, it's the right knee that needs operating
ont"

In a similar vein, another athlete who was seeing a physiotherapist for a back problem said that
his phvsicthisrapist had calmly stated that "backs were not his speciaity.” The athiete, not wishing
to be seen as bwing a 'difficult patient’, and trusting the physiotherapist's skills, adhered to this
therapist's program. A month later this athlete was able to see a back specialist who told him that
the origina! ptiysiotherapist's treatment plan may have harmed the athlete more than heiped him.

Une cant helo wondering how these kind of episodes affect an athlete's confidence in the
medical |- . ision and the subsaquent rehabilitation process. For example, harbored
raesentment towards health professionals who are not perceived by the athlete as helping him or
her recover from their injury is a frequently cited source of anger in injured athletes :l#. D. C. Reid,

Fersonal Communication). [nterestingly enough, the athlete described in the previous paragraph
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never fully recovered from the knee operation, I “:3 to have further surgery, and constantly
expressed ennui at the medical profession, in general, and his orthopedic specialist in particular.

Danish (1986) and Nideffer (1983) presented some useful information on factors atfecting
client-physician interactions, including sensitivity to the athletes' concerns and reactions to injury,
establishing a trusting relationship (e. g., limite of confidentiality with coaching staff), providing
support, and teaching mental skills, or referring to a psychologist.

Thus, there appears to be no dnubt that the process of rehabilitating sports injuries Is both
psychosocial and physiological in orientation. However, iittle research has been done on this
topic. Following a summary of the interventions and issues cited above, is a discussion of the
difficulties in conducting research into these issues.

Summary of Psychological Aspacts of Rehabilitation

To summarize, there has been a great deal of literature written about the psychological aspects
of rehabilitating sports injuries. However, issues related to this area appear to be the wiis scope
ot influence of psychosocial factois, the lack of research data on interventions, uncertainty as to
who shouid perform these interventions, and time restrictions related to such interventions.

Firstly, the area of psychosocial aspects of injury appears to be wide ranging in scope.
Psychosocial factors do not just revolve around the individua' athlete, but also affect and are
affected by other significant people in the process such as thierapists, physicians, coaches,
peers, and family members, as well as the treatment environment. Thus, psychoeducational
interventions should be aimed at all of these areas, not just the athlete.

Secondly, there appears to have been little research conducted in this area. "No specific
research has been conducted to directly assess the coping skills of athletes and the application of
tr.2se skills during athletic rehabilitation aithough several authors have suggested guidelines”
(Smitn et al., 1990, p. 358). Future research might focus on a number ¢f areas including:
examining the efficacy of cognitive-behavioral techniques in maintaining an athlete’s emotional
balance and facilitating healing, investigating inter- and intra-personal factors facilitating

adherence to therapy, or research into the effectiveness of psychoeducational programs (e. g.,



teaching athletes about the psychosocial aspects of recovery) on making an athlete's experience
of injury more manageable. "This remains a fruitful area of research” (Yatfe, 1986, p. 30).

Thirdly, who is qualified to intervene psychologically and who has the time? Some authors (e.
g., Gordon, 1986; Pedersen, 1986) have suggested that the athletic trainer or physiotherapist
can help an athlete to psychclogically nope with her or his injury by conveying empathy, and/or
developing active listening skills. Two issues appear to be relevant. <irst, who has the time?
Many therapists segm to have many clients ‘on the go' at one time and may not have the time to
work out collaborative goals with each client, let alone listen to an athlete's 'story’. Second, who is
qualified to g« ~ctice such: skills? Although psychologists do not have an exclusive right to practice
active and ampattati listening, some authors (e. g., Gordon et al., in press-a) have noted that
therapists should be familiar with different types of interventions (e. g., relaxation, behavior
modification, and cognitive restructuring). Given therapists' reported ignorance of such
techniques (Gordon et al., in press-a), the competence of therapists to give such interventions
appears questionable. However, as yet there seem to be no guidelines as to what constitutes
compétence in this area. This should be an area for further discussion.

One response to the questions of, ‘Who has the time?", and "Who is competent?”, is that
mental health professionals do. For example, Smith et al. (1990) noted that a nurse trained in
counselling and sport psychology took care of psychological issues in sports-related injury. This
type of approach, and the issues cited above, indicate the potential need for a psychalogist or
mental health professional to be available to injured athlates for consultation in terms of the
psychosocial aspects of injuty.

In summary, Danish (1986) and Gordon (1986) have both pressed for the medical profession to
reat the paerson and not just the ;:hjury. Danish (1986) stated that, "dealing with the injury
exclusively without an urderstanding of how the injury may impact the athlete's self-concept,
future plans, and social roles may have a negative impact on the morale of the athiete and the
rehabilitation process” (p. 346).

C'ven the need for research in this area, a discussion of the difficulties in such research follows.



There appears to be little controlled, empirical researoh in the area of psychosocial interventions
in sports injury rehabilitation. One reason for the lack of research in this area may be due to the
prot...us inherent in conducting research in 1 area. Problems include the inability to compare
different injuries, individual responses to in]ury. and subsequent rehabilitation, difficulty in
controlling extraneous variables, and problems in differenticting the effects of psychological from
physiological interventions. In response to thase difficulties, | suggest that qualitative research
methodologies may be useful in this area.

Firstly, due to the individual nature of injuries, it may be difficult to equaie different cases of the
same injury type. For example, two second degree ligament strains may be very different with
respect to the focation and extent of tissue damage. Theretore, forming matched treatment and
control groups may be neary impossible. Similarly, what outcome measures should a researcher
use? Dr. Ron Smith of the University of Washington suggested looking at reductions in swelling
(personal communication, Spring, 1989); however, this assumes that the initial levels of swelling
and tissue damage ware similar.

Secondly, individual responses to an injury may confound the results of research with the
effectiveness of psychological interventions on healing injuries. FJr example, it was mentioned
earlier that even though athletes may be physically rehabilitated, the athletes may riot be mentally
ready to compete. Rotella and Heyman (1986) addressed this point by suggesting that by virtue
of medical advances, physical recovery is now achieved perhaps faster than an athlete's
psychological readiness to compete and, thus, resistance to an early retum to play might be
found. However, no assessment davices have yet been developed to investigate ‘psychological
readiness’ to return to sport. In fact, to my knowledge, no definition of this concept appears in the
literature.

On the other hand, an athiete may wish to return to his/her sport too quickly. To do so, they
may exaggerate their ability to return to their sport. Sanderson (1978) speculated that this might

be a problem with extroverted sports participants. Thus, the individual meaning of the injury to the



athlete, or athletic participant, will have some effect on the individual's motivation to return to the
sport, and this would probably complicate outcome measures.

A third difficulty in this type of research might be an inability to control the subject’s day-to-day
activities outside the treatment program. In fact, these activities may either help or hinder
recovery. Likewise, as Rotella and Campbell (1983) stated, it is also difficult to separate the
individual and interactive effects of psychological and physical interventions. Other variables, like
the quality and effect of the coach, therapist, physician, and athletv relationship, may also be
moderating variables.

As a resutt of these limitationg on exnerimental research design, perhaps single subject
research designs, or a systematic qualitative research design may be a more appropriate way to
investigate this area initially.

To date, three areas have been identified where psychological factors may be relevant to the
area of sport's injuries. These three are: (a) the prediction of injury from personality and life-stress
data, (b) the athlete's reaction to injury, and (¢) rehabilitation after injury.

The cited literature has tended to support the contention that the role of psycholes:;~al factors
in athletic injuries is complex. Howevar, there still appears to be a paucity of empirical data to
support the importance of psychological factors in athletic injury. For example, the evidence
supporting the prediction of injury from psycnological variables is equivocal and data related to the
role of psychological factors in rehabilitation is sparse. There appears to be more consistent
findings on athlete's psychological responses to injury although the variables related to this have
not been well investigated. Thus, further research is needed in inis area.

For example, future investigations involving the athlete's response to, and rehabilitation from,
injury should consider the meaning of physical activity to the athlete, the athlete's personality, the
athlete's reasons for athletic participation, perceived and actual severity of the injury, coping

abilities, level of competition, and degree of experience. For example, Crossman and Jamieson



(1985) found that more experienced and elite athietes perceived the severe of their injuries ‘more
accurately’'.

Broad criticisms of past research on the predictions of injury (4. g., Crossman, 1986) have
included the variance In the definitions of injury, small sample sizes, use of retroactive
questionnaire data, the use of non sport-spacific measures, and the emphasis on American
Football as the main sport studied. Additionally, much of the data are anecdotal or speculative in
nature. Where empirical research has been conducted, the resuits appear to be equivocal.
Future research should take these criticisms into accoum.

Perhaps the main criticism of past research on the prediction of injury is the sporadic nature of
the research, and the absence of an empirically derived theory or mechanism underlying the
prediction of athletic injury from psychological data (e. g., Andersen & Williams, 1988), the
athlete’s psychological response o injury, or how an athlete should cope with the perceived
stress of injury. Models appear to have been derived from non-athletic populations. A model
based on the athletic population may give some insight into the special issues with which athletes
might have to copu. For example, Crossman (1986), Gordon et al. (in press-a), and Nideffer
(1983), have called for more research related to the psychosocial factors involved in the impact of,
and recovery from athletic injury.

In the light of the complexity of this area and the lack of a theoretical base, an altemative
approach which straddles both the anecdotal and more traditional research methodologies, may
illuminate some previously opaque areas. The Grounded Theory method of qualitative research
appears to be appropriate to investigate this complex area and develop a theoretical model of the
psychosocial process(es) associated with sports injuries. This method was chosen as the
research mathodology for this study. The methodology of Grounded Theory and a short rational

for its use is outlined in the next chapler.



Chapter Three
METHODOLOGY
In this chapter, the research methodology used for this study is described in detail. The format

of this chapter is outlined in Tablé 4.

Table 4
Qutline of the Research Methodology

Rationale
The process of tinding a process
Advantages and Limitations of Grounded Theory

Pre-Data Collection

Sources of Data
Ethical Considerations

Implementing Research

Criteria for Sampling of Participants
Recruiting the Participants
Description of the Participants
Description of the setting

Procedures

Data collection

Data Storage and Retrieval

Data Analysis

Criteria for Terminating Data Collection

Bofiabiiity and Validity

Assessing the Principal Researcher's Interview Style
Credibility or Truth Value

(includes validity check)

Applicability of Fittingness

Consistency or Auditability
Confirmability or Objectivity

Limitations

Delimitations

Description of researcher's suppositions




The Choice of Approach

in this section, a rationale for the use of grounded theory in this study is posited. Next, the
grounded theory approach and the advantages and disadvantages of grounded theory are
outlined. "Grounded Theory [sic] is based on the systematic generating of theory from data, that
itself is systematically obtained from social research” (Glaser, 1978, p. 2). Thus, a theory is
generated, or emerges from the available data, rather than the data “fitted” to a pre-existing
theory. Current theories of the psychosocial aspects of sports injury have tended to be
generated from pre-existing models from other areas (e. g., death and dying), and were not based
on empirical research. | decided to use the grounded theory method to investigate this area, due
to its ability to generate theory relevant to a particular substantive area, rather than applying pre-
existing models which may or may not be appropriate.

it should be noted that there is a difference betwesn formal and substantive theories. Formal
theories are more general, or conceptuaily based, and might investigate the psychological
processes associated with such generic concepts as health care or healing. A substantive theory
is empirically based and related to a specific subset of a formal area. Thus, the substantive area
urder investigation in this study is that of the psychosocial process associated with moderate to
severe athletic injuries (Glaser, 1978, p. 144). It was hoped that a substantive theory would
emerge from the present study.

This section provides a brief overview of the central tenets of grounded theory and a rationale
for the use of grounded theory as the research methodology for this study. The overview begins
with a rationale for the use of grounded theory, followed by a description of the method including
theoretical sampling, data collection and analysis, writing up the theory, criteria {2+ ovaluating a
grounded theory, and the advantages and disadvantages of grounded theory.

Rationale
Grounded theory was used as the research methodology in this study due to: (a) the ability to

use Grounded theory to generate theory in subject areas which are difficuit to study with



traditional approaches and where there is a paucity of explanatory data, (b) its abiiity to describe
generic processes undarlying the phenomenon under study and, (c) its practical applicability.

Grounded theory is a qualitative research method which attempts “to create theory in subject
areas that are difficult to access with traditional research methods” (Rennie, Phillips, & Quartaro,
1988, p. 140). Similarly, Quartaro (1986) stated that the grounded theory approach is particularly
useful when "there may be some reseavch in an area, but there are no good theories, and in
particular, are no theories which are comprehensive explanations of all or most aspects of the
phenomena in question” (p. 2). These criteria appeared to fit the research area of psychology as
applied to sport injuries.

A further advantage of using grounded theory is its emphasis on discovering Processes. A
process is a change that takes place over time; this involves the passage between at least two
stages (Glaser, 1978). Bigus, Hadden, and Glaser (1979) described grounded theory as a
research methodology which attempts to delineate Basic Psychosocial Processes (BPPs). These
procasses involve an interaction between psychological factors within the individual and the
individual's social environment. BPPs are "conceptually developed to account for the
organization of soclal behavior as it occurs over time” (Bigus et al., 1979, p. 251). The BPP is also
known as the Core Variable “that accounts for the most variation in the data and to which c¢i™ar
variables seem to be relatod.:' (Bigus et al., 1979, p. 263). Therefore a BPP is not a static
description of a unit of study (e. g., the injured athlete), but is a rich dynamic description of an
active process (e.g., recovering from injury). Thus, the BPP, or core variable, explains the
variations that occur in the actions, interactions, perceptions, and interactional patterns found
within the collected data from a research site. The BPP is, thus, a theoretical conceptualization of
the emergent generic process, and can be applied to other sites and populations to test its
generalizability. In this way, the conditions necessary for the properties and consequences of the
process (e. g., recovering) can be delineated. The generalizability of a BPP can also be tested by
the method of intersubjectivity. in this method, the generalizability of a theory is found by a

reader's ability to apply the theory to hig or her own situation. Thus, when an injured athlete reads



the theory which emerged from the present study, generalizability will have been reached if he or
she says, "That's the way it is", “That's right' " (Glaser, 1978, p. 13).

The theoretical aspéct of the BPP does not preclude practical applications for the research
findings. “Quite the contrary! Theoretical renderings in terms of BPPs contribute substantial
insights into the practical realities of the day-to-day world by explaining its variation" (Bigus, et al.,
1979, p. 267). Thus, grounded theory has both theoretical and practical relevance.

Ihe Process of Finding a Process

This section gives a brief overview of the grounded theory method, including discussions of
data collection, data analysis, generating a theory, criteria for evaluating a theory, and advantages
and disadvantages of grounded theory.

Data Collection
The data for a grounded theory study can be collected from a variety of sources, and the

participants are sampled through a method known as theoretical sampling (Charmaz, 1983;
Strauss & Corbin, 1990). These are discussed below.

Data sources. Data sources for a grounded theory study can range from formal interviews,
behavioral observations in the field, scientific literature, newspaper reports, etc. Infact, the
concurrent use of literature to help explain and expand the theory is part of the unique approach
of the grounded theory method. Interviews may be informal (e. g., a conversation) or formal (e. g.,
a scheduled interview in a private setting that is tape-recorded). Grounded theory interviews are
typically of the formal type, and may initially be unstructured or open. This is to lry to ensure that
an investigator does not bias the theory by introducing preconceived concepts into the data too
early. This type of interview will usually not have a formal set of questions to ask, except for an
opening question such as "Could you tell me about your experience of being injured?”. Typically,
follow-up interviews with a participant may be more structured when the researcher is attempting
to densify (i. e., get a thicker description) a category of data or the BPP (Bigus et al., 1979).

More structured interviews may be used later in the research in what is termed "secondary

sampling.” In this type of interview, participants who were not included in the initial data collection



might be asked to verify the theory. The participants might be asked such questions as: "Some
people tell me that . Is this true for you?" (Morse, 1989, p. 117).

The grounded theory paradigm is based on a philosophy of Symbolic Interactionism. Thus,
interpersonal interactions, behaviors, shared meanings, self-definitions of participants, and "the
symbolic meaning that is transmitted via action” (Chenitz & Swanson, 1986, p.6) are the focus of
investigation and the raw data to be collected. The raw data must reflect the meaning of an event
gleaned from the participant's experience of the event, not the researcher's meaning. It is only
later in the research process that the researcher adds his/her own insight in order to develop the
concepts which underlie the participant's experience. Thus, the interactions of the participants
with their world are derived from their interpretation of the meaning of the event (e. g., how one
reacts to an athletic injury is based on the meaning that this event has to the individual, not what
the researcher thinks it might mean from her/his own experience).

Iheoretical sampling. Grounded theory combines inductive and deductive methodologies; this
is known as theoretical sampling. In this method the data are concurrently analyzed and collected
(Charmaz, 1983). For example, the results of the deductive phase give a researcher ideas as to
who should be sampled next to glean more information to generate the theory (e. g., professional
athletes, or re-interviewing a participant for further in-depth information). Induction (the inference
of general law from specific instances) is used to build and expand the emerging theory. Thus,
aithough the sampling process might start with a population that the researcher thinks represents
the phenomenon under study, sampling will eventually broaden to test the generalizable
limitations of the theory (Quartaro, 1986). For example, amateur-endurance event athletes might
be the first participants that | may want to investigate if this emerging theory holds for professional-
contact sport participants.

A further issue in theoretical sampling is that of fitiing a negative case. A negative case is a
person who does not fit the theory. In this way, the theory can be delimited or, perhaps,

expanded to include the negative case (Morse, 1989).



Data Analysis

The data are analyzed through a process of coding and constant comparison. The aim of the
analysis is to find an underlying BPP, a central, high order category that expiains the greatest
amount of variation in the data as is possible. Data collection and analysis continue until saturation
occurs and no new properties of a category emerge from the data.

As data are collected, their analysis progresses concurrently in order to give direction to the
data collection process. Analysis begins with coding (or categorizing [Charmaz, 1983))
sentences, then paragraphs into distinct categories. Categories are then arranged in a
hierarchical fashion, which become more general, abstract and inclusive as the hierarchy
develops. In relation to this progression, Glaser (1978) discriminated between substantive
coding and the more conceptual theoretical (hypothetical) coding. An example of substantive
codes are the raw data from a study of a hospital which had been categorized into specific ' ~'~at
areas like social loss and attention (Glaser, 1978). Theoretical coding, then, aims to clarify .+
relationship between the substantive codes. In this example, attention and loss may be
theoretically coded into a cause-effect relationship based on degree (e. g., the higher the social
loss, the more attention received from the nurses). In order to do this type of analysis, Glaser
(1978) suggested five rules for substantive coding. Firstly, the questions one must ask when
coding substantively are "What is (sic) this data a study of?..What category does this incident
indicate?.."What is actually happening in the data?” (p. 57). Secondly, analysis must be done line-
by-line. The third rule is that one must make memos (notes to oneself) as soon as an idea or
conceptual ordering of the data comes to mind; these are used in developing the theory.
Fourthly, one must sta; within one’s substantive area. The final rule is to never assume the
relevance of face sheet variables (e. g., gender, hair color, or race) unless this relevance emerges
from the data.

Similarly, Glaser (1978) described 18 methods of developing theoretical coding, including such
techniques as modelling, organizing substantive codes by type, or strategies, and temporal

orderings. He also encouraged researchers to develop their own coding strategies. An important



point here Is that investigators are likely to plan their research methods upon their interpretation of
grounded theory, since Glaser and Strauss (1967) did not intend their methodology to represent
a fixed standard.

A major component of the analysis of data is what has been termed constant comparison
(Glaser, 1973). This technique involves the ongoing process of data collection and analysis which
tends to occur in a recursive manner (Turner, 1981). During this recursive process, each datum
(indicator) is compared to each other. As the investigator develops concepts and broader
categories, each datum is compared to each conceptual (theoretical) code to see how they relate
to each other. At a later stage, each conceptual code is compared to one another to assess the
degree of overlap between them, or if categories can be collapsed into larges, more
encompassing categories. Glaser (1978) explained further,

From the comparisons of indicator to indicator the analyst is forced into confronting
similarities, differences and degrees of consistency of meaning between indicators which
generates an underlying uniformity which in turn results in a coded category and the
beginning properties of it (Glaser, 1978, p. 62).
In this manner the constant comparative technique forms the link between the collected raw data,
and the emerging theory.

The aim of this analysis is go work towards the development of a smaller number of higher order,
more abstract categories. The eventual goal being a single core category which subsumes all the
others and is, in fact, the theory (Chenitz & Swanson, 1986). The theory should illuminate a
process . Itis this methodology's emphasis on process that sets it apart from other qualitative
research methods. For example, phenomenology (e. g., Giorgi, 1970) has emphasized a
description of an individual's lived experience, as compared to the grounded theory researcher
who conceptually interprets the data and develops a process. Grounded theory, therefore,
seemed to be a useful method to answer my research question of "What psychological processes

underlie optimal recovery from an athletic injury?”.



Data collection and analysis continues until saturation of the categories occurs. This means that
no more new categories emerge, and may occur in as few as 5-10 research protocols (Quartaro,
1986). However, limits of time, energy, and finances may be other realistic limitations to the
process (Quartaro, 1986). In relation to this last point, due to the law of individual differences, it is
debatable whether saturation can ever occur, since each new participant might add a new
property to a category! This appears true of sports injuries, particularly in view of the large number
different variables that can interact during an athlete's reaction to an injury.
Generating the Theory

Once saturation has occurred, the theory is written up. This is done using memos or research
notes made during the research process, the data gleaned from the analysis, and extant literature.
These memos are sorted and conceptual links between the categories are diagrammed. Quartaro
(1986) stated that this is the part of the process which can be most limited by the researcher’s
knowledge or imagination.

Criteria for a Grounded Theory

Rednie, Phillips, and Quartaro (1988) explained that the resulting theory, grounded in the
researcher's data (hence grounded theory), should meet the following four criteria:
1. It should appear plausible to the reader.

2. It should be comprehensive, and deal with all the presented data.

3. it should be inductively grounded in the data.

4. It should be applicable, and lead to further hypotheses and investigation.

Although not exhaustive, the research literature has identified a number of advantages of
grounded theory. The advantages which are discussed in this section include, grounded
theory's ability to explore difficult subject areas where relevant variables have not been identified,
the fact that a large number of individuals can be sampled making the results more generalizable,

its practical applicability to health care issues, its methodology enhances validity and reliability, and
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that the theory is generated from the data and not vice-versa. The concepts of reliability and

validity in grounded theory are introduced in this section, but are also described in more detail in

the methodology section.
The advantages of grounded theory are:

1 It enables rigorcus, systematic investigation of difficult subject areas (Quartaro, 1986). This
aspect seems to be appropriate to the complex area of athletic injuries, particularly since little
rigorous empirical data has been generated in this seemingly complex area.

2. It has been shown to be a useful technique in investigating areas where the relevant variables
have not been identified (Stern, 1980). As noted in the literature review above, many of the
relevant psychological variables invoived in the rehabilitation of athietic injuries have yet to be
empirically identified.

3. In the interests of achieving saturation, a larger number of individuals are investigated when
compared to phenomenology. This can help to develop generalizability (Rennie, Phillips, &
Quartaro, 1988, p.147). This feature was useful in the present study since a variety of different
populations and contexts were investigated (e. g., amateur or professional athletes,
compatitive or recreational participants, time of season: mid-season or pre-play-offs, chronicity
or severity of injury, etc.).

4. The theoretical sampling technique can «id in developing generalizability by looking at other
populations and settings (Charmaz, 1983).

5. Health care system variablas and their interaction with individual health care programs can be
investigated (Chenitz & Swanson, 1986). This interaction was investigated in the context of &
health care facility at the University of Alberta campus. Participant observation was also used to
investigate this area.

6. The validity of a theory 15 enhanced by the process of theory revision in the light of
disconfirming evidence (Kidder, 1981). Since the theory emerges concurrently with data
sollection, the iniernal validity (or ‘Truth Value' [Guba, 1981]) of the theory can be checked or

modified. Guba suggested that this can be expedited using prolonged engagement at the
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site, persistent observation to identiy typical and non-typical cases, peer debriefings with
committee members or colieagues, and Triangulation (the use of multinle data sources). All of
these methods were used in this study. For example, | was invoivad with the setting for four to
six months in order to develop trust and to ascertain where biases may occur.

7. The theory fits the data and not vice-versa. This frees a researcher from the quantitative
methodologist's problem of being restricted to having to disprove a certain the -;etical position.
Grounded thaorists have postulated that having to disprove theoretical positions restricts
discovery {Rennie, Phillips, & Quartaro, 1988). This is relevant to the area covered by the
presont study since little theory has baen developed, and so there is the opportunity to
generate a mode! from the research data.

8. Kidder (1981) and Guba (1981) argued that grounded theory can address the qualitative
research methods demands of internal, external, and construct validity, quasi-experimental
design, statisticai conclusion validity, and reliability. Guba argued that the terminoicv used in
quantitative (QNT) research is not relevant to the qualitative (QL) domain and devei. 9d a new
terminology for the qualitative researcher to follow. Thus, internal validity (QNT) is termed
credibility (QL): Can the particinant racognize the phenomenon frem a researchei’s
description of it? External validity (QNT) is termed filtinginess (Ql.): How applicable are a
researcher's findings to other settings® Reliability (QINT) is termed auditability (QL): Would our
findings be consistently repeated if our study was done again under similar conditions?
Objectivity (GNT) is called confirmability (QL): Do cur results arise from a participant’s
responses or from the researcher's biases and motivations?

In terms of quasi-experimental designs, Kidder (1981) posited that by using retrospective
data from the same subject, an inguirer can determine the conditions when a phenomena was
present and when not. Thus, participants could be asked about differsnt periods of the injury
episode, and different psychological phenomena may be found that characterize different

stages of the rehabilitation process.
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Kidder (1981) also suggested that stalistical conclusion validity (QNT) can be handied by the
grou: “ed theory method through the use of ‘negative case analysis'. Thus, disconfirmin:j data
(nagative cases) w....h arse during the grounded theory study can shape the emerging
theory, as describr - ~ .. number 6 described above. The negative cases can inform a
rassarcher of conditions »~ nere the phenomena, or hypothesis, is violated and not present. In
this way, error variance can be lessened.

9. The data for grov. Jed theory are taken from real-life experience, and therefore avoids the lack
of generalizability found in laboratory research Thus, external validity is enhanced (Chenitz &
Swanson, 1986). Since little empirical data appears to be Bresent on the actual experience of
athletes undergoin; rehabilitation, this could be a major contributicii o the lite;ature in this
area. The advantage of this approach is that | became informed of what 2ctually happened in
«he rehabilitation process, rather than what should have happened (e. g., Crossman and
Jamieson's [1985] study cited above). The specific ways of ensuring reliability ana validity are
discussed in the methcdology section.

10. Grounded theories have practical application and add «ornsiderable understanding and control
to the areas 1o which they are applied (Glaser, 1973).

Despite the benefits of grounded theory, there are some disadvantages to this method which
are. Ziscussed next.

Disadvantages of Grounded Theory
Grounded theory has not been without its critics (e. g., Chenitz & Swanson, 1986; Layder,

1982). Quartaro (1986), however, has mentioned that these criticisms have tended to be more

general than specific. Some of the arguments against grounded theory include its inability to

account for contextual data, its philosophicai underpinnings, its lack of validity and reliability fron a

quantitative research perspective, its inability to generate formal theories, and the use of

subjective data. These are discussed in more detail below.

1. Layder (1982), in a constructive critique of this method, suggested that the emphasis of

grounded theory ¢cn empirical (micro-level) data at the expense of theory testing can iead to an
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exclusion of the global, contextual data which might shape an individual's behavior. However,
Layder may have missed ong major point in the method of grounded theory, and that is that
grounded theory's theoretical sampling model attempts to ¢i~lineate the contextual elements
which define the category, or theory, itself. For example, in relation to athletic injury contextual
variables might be investigated by observing or interviewing an athlete’s family, teammates,
coach or physician in order to gaii: an understanding of the external variables which might
influence their behavins. A'so, Layder appeared Y. ignore the deductive part of the method (e.
g., testing of the theory in ths theoretical samplin model), which indeed appears to be part of
this method's strength.

2. Quartaro (1986) miantioned that the theory has been criticized on philosophical grounds.
Apparently, soir.a authors do not like the fact that it tends to straddle :oth positivistic (natural
science) and qualitative approachas (e. g., Reaso:i & Rowen, 1981). Tnis appears to be a
problem mainly for those individuals who adhere to a rigia dichotomy in research rr:ethods.
Quartaro, on the other har:d, posited that it is this ambiguity f grou: iued heory’s philosophical
position that is its strength. In fact, Quartaro felt that the middle-ground approach of groundec
theory would be an advantage for those students worxing in University departments which do
not condone more radical qualitative research m:-.rix,

3. C 2 problem i - riticizing qualitative research from ths nuantitative standpoint is that the
concapts usec ns ANT (e. g., reliability and validity) may not translate to the concepts in QLT (e.
g., credibility or auditability). Also, while accepting the validity of both qualitative cnd
quantitative methodologies, Sandelowski (1986) cautioned that each method should be
critiqued from withir its own framework. Since each methoa approaches research differenly,
criticizing the qualitative perspective from a quantitative approach is meaningless. Thus,
although grounded theory has aspects of both research approaches, attempts to ascertain
‘reliability’ and ‘validity' in the present study were taken from current literaturs wiitten specifically

for grounded theory and qualitative research (e. g., Chenitz & Swanson, 1986; Guba, 1981;
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Kidder, 1981; Sandelowski, 1986). The terminology used in this dissertation reflects this

approach.

4. Chenitz antd Swanson (1986) noted that groLindea (haory F.as been criticized on the grounds
of lacking validity (termed credibility). For example, research results may be invalidated due to
the subjective nature of the collected data (especially due to small sample sizes), the effect of
the researcher on the data collection process, and historical events that might affect the
phenomena. These authors encouraged the maintenance of detailed observations and
memos in order {0 be aware of these factors. Participant-researcher relationships might also be
a data source. Validity can also be found when similar conceptual patterns and experiences
arise out of the data gleaned from each participant.

Although it is often assumed that quantitative researcn is un- iased, this is not always the
case. Quantitative researchers may covertly bias their data in a number of ways (e. g., choice o!
research questions, research instruments, n 1thodologies, arid data analysis) (see Giorgi.
1970). In qualitative research, however, the investigators overtly acknowledge their biases by
a process called bracketing, a term used for the description of the researcher’s experiences
with the phenomenon under study, and expectations for the rasearch cutcomas (Giorgi,
1970;. Ths researcher's recognition, acceptance and description of his/her own biases, is
another ' vay in which qualitative and quantitative research methods ditfer. The problem of
researcher bias in the present study is addressed in a number of ways in the research, and
these are discussed in the methods section under reliability and validity.

5. Reliability (replicability) might also be compromised with this method (Chenitz & Swanson,
1986). For example, an analysis of the same data by another researcher might result in a
different theory. While acknowledging that this migh! be true, Chenitz and Swanson
suggested that the reliability of a theory can be assessed in different ways. Thus, if we ask "will
this theory allow us to interpret, understand and pradict phenomena in a similar situation?”,
Chenitz and Swanson suggested we will answer "yes". Again, specific ways of enhancing

reliability are discussed later in this chapter.
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6. Quartaro (1986) noted that the grounded theory approach has not been so successful in
formulating formal (more abstract and general) theories, which may be due to the fact that
researchers are inexperienced since most studies are Ph. D. dissertations. Also, a lack of
communication between researchers might limit the progression of many substantive (domain
specific) theories being linked into more abstract formal theories. For example, the
methodology of Glaser and Strauss (1967) |-as largely been passed on through word of mouth
and may ha'+» lost substance in the telling. Lastly, it may te that grounded theory initially
directed research efforts towards substantive ti.eories, and its contributions to the literature or
formal theory, by initiating ground-breaking research, may have been overiooked.

Hopefully this study will be the first in series of studies in the area of psychological factors in
sports injuries. The information gleaned from this study is expected to form the basis for a
ttieory and should generate questions for turther research. With the publication of the
résearch findings, further research 1nd commuerication with other researchers in this area, the
initial (substantive) theory may be made more formal. In 2n attempt to standardize the research
approach, | paid close attention to publications describing grounded theory methodology (e.
g., Chenitz & Swanson, 1986; Field & Morse, 1985; Glaser, 1978; Turner, 1981).

7. One final criticism shared by all qualitative research is that of the limitations of using a
participant's verbal reports. Rennie, Phillips, and Quartaro {1988) cited authors who stated that
tix use of verbal reports as data often limits researchers to the conscious level of awarer.ess
and that the underlying processes may also be missepresented. L-juer (1982) tactfully
suggested that few people seem to be totally aware of the motivations (internal or contextual)
underlying their behavior. However, Rennie, Phillips, and Quartaro (1988) cited other authors
who felt that our conscious thoughts reflect our intentionality, and that in-depth interviewing or
video-taped analysis of sessions by the participant can aid in the accuracy of reported data.

In the present study, in order to gain the most valic information possible, the interviews were
audio-taped. Debriefing sessions were held with the participant, in which they had the

opportunity to clarify any questions that | had, and also validate the data and its analysis. In
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addition, Quartaro (1986) stated that clinical training is invaluable to researchers, since they

should be able to attend well to the information being provided and guide the interview. in fact,

Quartaro stated that research and clinical interviews are similar. Thus, although ! was somewhat

inexperienced with grounded theory, | 1.:ive had clinical training in counselling psychology

which helped

me to guide the interview and aliow the participants to fully discuss their experience of injury.

Grounded theory is not without its critics. However, in the area of sports injuries a uniying
theory is needed and the subjective nature of the matter lends itself well to qualitative research. In
addition, grounded theory appears to be a good method for delineating processes, particularly in
the area of health care.

In answer to some of the criticisms in the literature, it appears that two other advantages of the
method are the potential richness of the data produced and the systematicity of the approach. In
summary, Kidder (1981) asserted that "*3::0d qualitative research, like good quantitative research
is both rich and rigorous” {p.254). Grounded theory appea:: *~ ts able to meet both of these
criteria.

Summary of Grounded Theory

Given the paucity of data and unifying theories on the psychological aspects of athletic injuries,
grounded theory appears to be an appropriate research methodology to use for this study. in the
next section, the research methodology used in this study is described in detail. In particular the
issues of reliability, validity, and controlling for researcher bias are described.

Pre Data Collection

Before the data were collected in developing the research question, aspects of delineating the
sources of data and ethical considerations were addressed. A research question guides the data
collection, and its subsequent analysis (Glaser, 1978, p. 57). The research question for this study
was finalized &z, “What psychosocial processes (if any) s associated with a moderate to severe

athletic injury?".
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Sources of Data
A variety of data sources were used In order to glean information from the participants (also
referrad to as co-researchers) and then to validate these data. The sources of data that were used
were formal unstructured and semi-structured interviews with the initial participants, informal
interviews of secondary participants, field notes, demographic data forms, and extant literature.
Interviews
Tha Interviews with injured athletes were primarily of the formal unstructured and semi-
structured type. Swanson (1986) defined formal intervisws as those which are performed in a
private seiting and which allow the collection of in-depth information. Swanson also differentiated
between structured and unstructured formal interviews. Whereas structured interviews utilize a
4ute of questions which are not deviated from, the unstructured interview allows more in-

- data 1o be collectad in the patticipan®'s own words. Unstructured interviews are “the formal
interviews used in grounded theory" (Swanson, 1986, p. 66). Thus, unstructured formal
interviews were used with the injured sport participants. An example of an opening question of
these types of the interview might be, “Can you please tell me about your experience of athietic
injury?”. During the initial interviews with each athlete, | attempted to follow Swanson's (1986)
advice, which was to follow the participant's major concerns or viewpointe, without imposing ity
own sense of direction on the initial interviews. However, during the second interviews witi
participants one to five, and in the second half of the interviews with participants six and seven,
the interviews became more structured. This approach allowed me to add depth to the categories
by checking if certain information that did not appear in their original statements (e. g., a particular
emotion endorsed by all the other participants) was omitted due to error (e. g., forgetting) or due
to the fact that it was not part of their experience. An example of this type of question was as
follows: "Some athlates have reported feeling angry after they have been injured. How does this
fit with your experience?". This allowed the participant to agree or disagree, and then describe

her or his experience relateo to that factor if appropriate.
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Informal interviews (e. g., convers. tions) with therapists, athletes and physicians specializing in
sports medicine occurred throughout the data collection period (ten months). These data were
recorded in a journal where dated memos and personal notes were stored. These data also
helped me to choose individuals who were knowledgeable in their fisk® and willing to participate in
the validation portion of ihe study.

Eield Notes

Notes of field observations were also used as a source of data. These notes included
observations noted during my own therapy axperience and conversations with health
professionals and committee members. These notes were logged in a research journal which was
maintained for the duration of this study.

Demographic Dati Form

In order to facilitate a ‘thick’ (in-depth) d2x<ription of the co-researchers (also called participants),
a demographic data sheet was develop« . . i€t information on such variables as height,
weight, primary sport participation, sporting and career goals, marital status, time spent in training
during full-seascn and when injured, and family support. A copy of this data form is presented in
Appendix A. The data form was developed with the assistance of the investigator's dissertation
committee.

Literature

The existing literature on psychosocial aspects of athletic iniuries, other injuries and ilinesses,
and addictions were used as data sources in the primary and secondary literature reviews. The
primary literature review may have biased my approach to the research (e. g., the literature on
grieving and loss). Howaver, | attempted to keep the preliminary literature review as sparse as
possible in order to keep possible biases at a minimum (Glaser & Straus, 1967). For example,
many articles were collected during the data collection period, but were not read, and were placed

in a drawer until the validation document was sert out to the validation sample.
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Ethical Considerations

In order to conduct the research in an ethical manner an informed consent form was developed
in conjunction with the dissertation committee and the department's Ethics Committee. The
consent form included a description of and rationale for the study, the role of the cc-researchers,
potential risks and benefits of the study for the co-researcher, information on data storage, and
limits to confidentiality (e. g., that the data will be presanted in an anonymous way in any future
publications). A copy of the informed consent form is presented in Appendix C. A version of the
consent form was adapted for the validation sample (see validity section of this chapter) and is
sivown in Appendix B.

Implementing Research

The steps for implementing the research inc'aded the development of criteria for participants,
and the recruitment of participants. A brief description of participants is included in the following
section.

Criteria for Sampling of the Participants

The sample consisted of five participants whose data formed the basis for the theory which was
generated from this study, two other injured athletes who were interviewed to assist in saturation
of the BPP, and densification of the categories. The criteria which had to be met by the
participants are discussed below.

it was assumed that there would be a greater psyctofogical response by participants who had
more severe athletic injuries. Therefore, to be eligihle for the study, the participants (also termed
co-researchers) were required to have incurred a moderate to severe athletic injury as defined by
NAIRS. Thus, all participants had suffered an injury whils participating in sport which required
them to lose at least a week of active participation from the sport and to seek medical attention for
that injury.

In addition to the injury criteria, the co-researchers had to be willing to participate in up to three
interviews, and read transcripts and interpretive summaries of their interviews. Due to the verbal

nature of interviews, and the principal researcher's linguistic limitations, participants were chosen



who ¢:, "1 ais" axpress themselves verbally in English. In addition, aihiztes were chosen who
had na:tipyated in competitive sport. This criteria is an arbitrary delirtation of the substantive area
imposed by the principal researcher. The ability of the participant to meet these criteria was
checkad by telephone contact before data collection began. A final criteria was that the
participants were not undergoing any psychotherapy at the time of the interviews.
Becnyiting the Sample

The first three participants were approached by the principal researcher since they were known
to fulfill the sampling criteria and were personal acquaintances who had expressed interest in
participating in the study. They had also been treated at the Glen Sather Sports Medicine Clinic
(also known as The Clinic). Participants four and five were recruited through a therapist at The
Clinic. Participants six and seven were recruited via Dr. S. Gordon of the University of Westem
Australia, since Dr. Gordon knew that they fit my research criteria. | hoped that by including data
from participants from another continent (i.e., Aus::slia), possible r : “tive cases could be
investigated, and then a decision could be made i £kae: delimit or expand the generalizability of
the theory.

Description of the Sample and the Setting

A brief description of the sample and the setting follows.
Description of the Sample

In order to protect the anonymity of the participants, the seven injured athletes are briefly
described below using pseudonyms, and are summarized in Table 5. This dzia was derived from
the participant's interviews, and their answers to the demographic data sheet. This information is

presented with the permission of the participants.



Table 5
Initial S lg of Injured Athlet
Participant ______ Age (Yrs) _Gender _ Sport __  injurv

#1 (Grant) 19 Male Triathlon llio-Tibial
Band Syndrome
#2 (Pt&'p) 34 Male Rugby Chondromalacia
Running Patella
#3 (Deborah) 28 Female Triathlon Undiagnosed - Hip
Running
#4 (Ashley) 19 Female Soccer Anterior-Cruciate
Repair
#5 (Terry) 28 . Male Canadian Strained Knee
Football Cansule
#6 (Bill) 20 Male Australian Muiliple-Severe
Ruies
Football
#7 (Julie) 24 Female Netball Krom - Cadilage
Grant

Grant was a 19 year old, :;ingle male. Grant was attending University in Alberta, Canada. HHis major
sports included, triathion, and road and track running. Grant said that he had Olympic . ~bitions in
the triathlon, and another of his stated goals was t. develop self-respect th:£ugh sport.

The main injury Grant discussed occurred in 1989, and involved llio-Tibial band syndrome, a
knee condition resulting from overuse. Grant initially noticed symptoms of the injury in July of
1989 (e. g. , knee discomfort), but he finally went into the doctor in September of 1989. The
rehabilitation of the injury then lasted between one and a half, to two months. Although it was his
general practitioner's advice to keep training, appiving ice to the injury, doing stretching
exercises, and to take anti-inflammatory medication, Grant said that he fett this treatment strategy
prcbably made his injury worse. Eventually, he asked to see a specialist as a resuit of two

incidents. The first involved two days of bed rest to alleviate his knee pain after a race, the second



was when he tried to bend down, but couldn't due to his knee pain. Grant was eventually given a
diagnosis of llio-Tibial band syndrome. Grant stated that he was relieved at the diagnosis since it
meant that it wasn't anything worse (e. g., cartilage damage). Grant started rehabilitation in the
Clinic and returned to running after about six weeks of therapy. At the time of the first interview he
had completely recovered from the llio-Tiblal band syndrome, but was recovering from another
injury (a calf strain).

Ehilip

Philip was a 34 year old male, married with one child. After graduating from his undergraduate
program in physical education he taught physical education in a school for four years. He
achieved a post-graduate level of education in physical education since then, and was seeking a
facuity appointment. At the time of the interviews he was involved with a post-doctora! fellowship
and sessional lecturing in a university in Canada.

Originally active in soccer, rugby and track and field, Philip then became invoived in road-
running (10 Kilometer road-racing). At the time of the interviews he was involved in teaching
fitness classes, but no longer competed. His sporting ambitions were at the international level in
running and later he confided that he had been thinking of re-activating his competitive running
career at the Master's level (over 40 years of age).

Philip discussed a chronic knee injury which may have been initiated by congenital and
developmental factors. For example, he said he received a series of acute athletic injuries to his
knee over a period of eight years beginning when he was fiftesn years old. The last injury was a
rugby tackle where his knees "fell out” from under him, resuiting in him being taken to hospital. His
knee problems gradually became chronic, and so he went through a phase of managing the injury
by exercising (running); this is when he became involved in road-racing. More recently, as the
pain hecame more severe, Philip took to managing the pain by anti-inflammatories, physiotherapy
and weight training. He has continued to run six times a week (twice a day - three days a week) with
his fitness classes. Philip has decreased his volume of training, but increased his training speed

since he said this does not tot:ar his knee so much when he ran.



Deborah

Deborah was a 28 year old physiotherapist. She was married with no children. She has earned
two undergraduate degrees from Universities in Canada. Deborah has competed in a number of
sports including cross-country running and basketball at a university level, road running, cycling
(road, track and trail}, and most recently triathloning. Although she has described herself as "Miss
Mediocrity”, she also said she was still very competitive in her approach to sports.

Deborah injured her hip area while running a sir. _ous 10.9 mile leg in a local road relay. Initially
thinking that it was a miiior irritation she ran on, only to end the race in pain. Deborah classified the
injury as an overuse injury although no official diagnasis was ever givea. The injury continued to
trouble her throughout the summer of 1988 despite taking physiotherapy treatment. The injury
resuiiad in her reducing her running activity, and participating in triathlons. After the “riathion
racing season was over Deborah decided to take six months away from running and she joined a
swimming tean " «eep fit. After the lay-off she gradually returned to running, and was competing
injury-free at the .:me of the first interview. However, by the third interview she was again injured
(bursitis of the hip), and had sought medical treatmer:! or this including anti-inflammatories, and a
possible cortisone injection.

Ashley

" hley was a 19 year, single, old female. At the time of the first interview she was in her second
, = & reading sciences at a university in Canada. She stated her sporting ambitions were to
participate in Mational competitions (perhaps at a World level), and tn coach at a National leval,

At the time of he* injury Ashley was involved in both ringette and soccer at both provincial and
university levels, with the opportunity to go onto National trials. She missed out on this latier
opportunity, and four championship finals when she tore the Anterior Cruciate ligament of her
right knee during a game. There was no contact with another player when she injured herseff,

Ashley said that she just twisted her knee. Her injury required surgery and about nine months of
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rehabilitation. During the research period Ashley was six to nine months post-operative and
gradually returned to more activity; however, she was still not competing at scccer.
Terry

Terry was a 28 year old male, involved in professional football. Terry said he had played for
several teams in the Canadian Football League. He received a college education in the United
States of America. He was married with a young child. He equated his sport ambitions with
experiencing life (i. e ., as a character builder, and a teacher of discipline and obedience).

Terry discussed two injuries. The most recentwas a whiplash-iype injury to his neck which
resulted from another player forcing his head into the ground. This injury resulted in at least Six
months of therapy, but did not result in Terry miscing any "play-off "games. Although he said this
injury was 95% healed, he aiso said it still bothered him at times. Terry was still in therapy for this
injury at the time of the first interview. At the time of the second interview he had returned to tull-
time training at his team's pre-season camp.

Terry mainly described a second injury which was his "worst ever injury”. This injury resutted
from trying to catch a ball during a game. An awkward fall resulted in a strain to the capsule of his
right knee. The injury resulted in severe pain and disability for 14 games in the 1987 season.
However, Terry said that he played through the injury as best he could. The injury gradually
healed, and he said that his knee is now back to full strength.
gul

Bill was a 20 year old male university student who had studied Human Movement at a university
in Australia. Bill said that he has incurred a number of injuries as a result of playing semi-
professional "Australian Rules" football. These injuries have included a stress fracture in his
lumbar spine, four cervical spine fractures, and spinal shock (temporary numbing, and paralysis of
muscles and the viscera) which resutted in him having to take 13 weeks out from piay. Bill's most
recent injury involved a torn Anterior Cruciate ligament, and strained Posterior Cruciate and Medial
Collateral ligaments of his left knee sustained during a recreational soccer game. Treatment for

this injury involved aspiration ~* the knee (draining off .ne fluid), immobilization, use of a
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supporting hinged knee brace, and surgery at some future date. At the time of the interview he
was not taking medications. Bill also noted that he has been advised to stop playing football
altogether. He said that he now intended to be involved in coaching, playing other less
dangerous sports (e. g. , golf), and keep in contact with football through scoring, and running
information out to the players on the field.

Julle

Julie was a 24 year old, female, doctoral jevel student in Human Movement Studies at a
university in Australia. She stated that she had been invoived in a number of sporting activities
including netball, basketball (in which she sustained knee injuries), and running steeplechase (in
which she injured her ankle). She achieved a Grade A State (provincial) level of achievement in
netball. Although Julie said that she had incurred 'repeated injuries’ as a result of her involvement
in sport, the most serious appeared to be torn cartilages (menisci in both right and left knees),
Anterior Cruciate ligaments in her left knee, and latera! ligaments in her right ankle. These injuries
were serious enough to curtail her competitive career. However, Julie also said that she may try
playing competitively in netball again in the future.

Four research participants (Grant, Philip, Ashley and Terry) were recruited from the Glen Sather
Sports Medicine Clinic, which is based in the Facutty of Physical Education and Recreation at the
University of Alberta. The clinicis a multi-disciplinary center which offers teaching, treatment, and
research opportunities in the field ot athletic injuries. Treatment includes immediate injury
assessment, contemporary sport rehabilitation techniques, physical reconditioning, and
supportive strapping. Afthough minor injuries (e. g., blisters) are managed on a first-aid basis at
the center, the majority of treatment is provided to musculoskeletal injuries which prevent
participants from returning to pre-injury levels of physical activity.

The mandate of The Clinic is to rehabilitate participants back to their previous level of
functioning, or to some form of alternate activity. The clinic deals with both acute and chronic

(greater than six month duration) injuries. Clients range from the recreational participant to
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professional and international level athletes. Student and non-student populations are treated,
ranging in age from 6 to 80 yrs of age. On average, the clinic treats 50 clients per day in the
summer and up to 100 clients per day in the fall. The average duration of treatment ranges from 3
to 6 weeks. Although the clinic does not use the NAIRS system, most injuries appea: .~ oe in the
moderate to major range as defined by NAIRS. Thus, the population would provide the
opportunity to sample a range of different injury types and participant groups.

The clinic i¢ staffed by six physicians and five physiotherapists zmployed either on a full or part-
time basis.

Four of the initial sample of seven had been treated at the Glen Sather Clinic (Grant, Philip,
Deborah, and Asiley). Tery (a professional athlete) was recruited through a contact at The Clinic,
since the football team to which he belonged possessed its own athletic training facility. Bill and
Julie were recruited during a visit to Australia and, therefore, had no contact with The Clinic.

it should be noted that when grounded theory is used, data collection and analysis occur
concurrently. Thus, selecting a sample, collecting data, and performing analysis on those data are
done in a recursive fashion. A description of the data collection, analysis, and storage methods is
delineated next,

Procedures

The procedures that were followed in this research project are described below. They included

data collection, data storage and retrieval, and data analysis.
Data cojlection

The primary data source was from interviews with the participants. The interviews were
conducted in comfortable and private settings (e. g., an office, or in the participant's home). It
should be noted that | also incurred one major and one minor athletic injury during the data
collection period; both of these injuries required medical attention and treatment at The Clinic.
Thus, my own experiences with the injury process were noted in the research journal.

After completion of the informed consent and demographic data forms, initial participants

participated in two in-depth interviews. These interviews lasted from 30 minutes to 105 minutes.
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In some cases third interviews of approximately 10 minutes were conducted for a final
confirmation, or explication, of the data. The initial interviews utilized an unstructured open-
questioning format (e. g., "Please, could you teli me about your experience with injury?").

The second interviews were more structured, initially involved a discussion of the transcript of
the first interview, and my interpretive summary of that interview. Both transcripts had been sent
to the participant before the interview. Additionally, more specific questions were asked in
relation to the data which appeared in other participants' accounts of their injury experience (e. g.,
“Other athletes have indicated that they became angry as a result of the injury. How does this fit
with your experience?"). This latter procedure was conducted to check whether participants had
forgotten some aspect of their experience (and therefore did not report it), or if they had just not
experienced that phenomenon (e. g., angry feelings resulting from the injury).

The second and third interviews wera, therefore, primarily done to achieve greater validity
(Guba, 1981), and are known as a ‘member checks'. Due to the great physical distance between
Australia and Canada, the two Australian participants were only interviawed onca. Their data were
used to confim and densify the theory, which was principally based on the first five (Canadian)
participants.

Other data, in the form of answers to the validation questionnaires, were elicited from the
validation sample after the first two interviews. This form of validation is known as triangulation.
Both member checks and triangulation are described in more detzil in the section on reliability and
validity.

Data Storage and Retrieval.

The first two interviews for each were recorded on audio-tape and transcribed onto a Macintosh
SE computer using Microsoft Word, Version 4.0 1word processing program. The audio-tapes,
computer discs, printouts of the transcriptions, and questionnaire data were stored in a locked

filing cabinet for security. These data were destroyed at the completion of this project (after the

1 Microsoft Word is a word processing package copyrighted by the Microsoft Corporation.
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final Ph. D. Oral defence, and research articles were written). These data were stored on the
computer discs to expedite analysis and retrieval of the information. The methods of data analysis
are discussed next.
Data Apalysis.
The data analysis procedure is briefly highlighted in Table 6, and described in more detail
below. It should be noted that the process of analysis is recursive and not as linear as might be

suggested by Table 6 (Turner, 1981).

Table 6

S { Data Collect | Analysis P .

Collect initial interviews from Grant and Philip.

. Analyze data using verbatim statements and substantive codes.

Collect initial interview from Deborah.

Code first three interviews. Collate codes into categories.

Collect data from Ashley, Terry, Bill and Julie.

More conceptual codes and categories emerge from the data.

Application of Glaser's (1978) theoretical codes based upon temporal sequencing of events,

No o se P

strategies to achieve states, and conditions to move through process. Define categories.

8. Develop model of phases based upon these data. Discovery of BPPs. Begin writing initial
drafts of the theory.

9. Confirm theory with the initial sample by conducting second interviews.

10. Validate model and BPPs with validating sample.

11. Add additional evidence from the validating sample, and conduct third interviews with initial
sample if necessary.

12. Decision to terminate data collection. Write up theory

————

An example of how one sentence was coded into two categorics is given to help the reader
understand this complex, and sometimes intuitive process. For example, Grant, Philip and
Deborah's transcripts were initially overviewed and any predominant themes were noted (@. 9.,
athletes used a number of strategies to combat pain). The transcripts were then coded on a

sentence-by-sentence basis. Any sentences which appeared meaningful were hightighted and
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designated as meaning units. For example, the sentence »adrenalin got me through the game”
was highlighted, and the senten< ¥ *my sister is good at dants” was not. Each transcript generated
up to 100 or more meaning units. 11.ese then had to be coded, collated and organized into larger
and more encompassing categories.

A second level of coding (substantive coding) was then applied to the transcripts, here a code
word (or code words) was attached to each meaning unit. Thus, the sentence "adrenalin got me
through the game" was coded Pain : Coping in reference to the athlete's reference to adrenalin as
a pain coping strategy. Later, a memo »Adrenalin allows an athiete to ignore pain and continue
playing on an injury during a game" was written. In the spirit of constant comparison (Strauss &
Corbin, 1990) each meaning unit was compared to each other meaning unit using questions such
as: Do these meaning units refer to the same thing? Could they be coded together? If not, how
could ihiev be coded? How are these meaning units ditferent? Each transcript was coded and re-
coded on a sentence-by-sentence basis approximately three times. The important codes were
kept, less important codes discarded or collapsed in with other categories. Each transcript and it's
associated codes were then entered into the Factfinder® program. The Factfinder program
allowed collation and organization of the transcripts and their associated codes. For example, the
program aliowed me to ‘call up' all the meaning units that had been coded Pain : Coping. The
Factfinder program therefore was valuable tool in accessing the data, but not analyzing it.

As other transcripts were coded and the data analysis proceeded, more codes were generated
and larger categories became apparent, as did the need for more diverse categories. Thus, when
the code Pain : Coping was applied to other transcripts, more examples of pain coping behaviors
emerged (e. 9. , ice, exercise, and medications). These examples were all then placed in a larger
sub-category which was labelled Managing the Physical Pain. This category was SO named since

this label appeared to sncapsulate the essence of the meaning units within it. Managing the

2 The Facttinder program is a data storage and retrieval system marketed by Factfinder Software,
inc., and MACWARE business products. There was no copyright protection on Version 1.10f
this program.
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Physical Pain was itself subsumed by a more conceptual category Healing the Body since
managing the pain appeared to be part of the healing process. Healing the Body #sell became a
sub-category under the major category Phase Three - Dealing with the Impact since healing the
injury appeared to be a major aspect ot dealing with the impact of the injury. As more transcripts
were coded more codes emerged, and new categories were deveioped. New data added new
properties to categories (e. g .. dissociation as a pain management strategy), or were used to
develop new categories. For example, all the mearing units which referred to an athlete's
motivation in therapy were collated into a new category labelied Generating and Maintaining
Motivation which itself was included later under the category Healing the Body. As N0 more new
properties of categories, or new categories, emerged saturation was assumed to be reached.
The names for the major categories were developed intuitively, and were the names that best
refiected the content of the categories.

At a later stage of coding it appeared that A second interpretation of "adrenalin took me through
thie game"” could bie that a pain coping strategy such as this may encourage athletes to deny the
pain of their injury, and therefore not acknowiedge that they were injured. As a rosult, the
»adrenalin® phrase was compared with the inciusion criteria for the category Variables Related to
Acknowledging the Injury. In essence these variables represented the conditions,
consequences and contexts for phase two - Acknowledging the Injury . After comparing it with
each phrase that composed this category, adrenalin took me through the game™ was also
included.

Thus, data analysis proceeded by a general process of line-by-line coding, constantly
comparing phrases and categories to see it they were different, or if they could be collapsed into
the same category. In this manner more conceptual, all encompassing, categories were built in a
hierarchical manner. Most of the categories, were developed by the end of the analysis of the
transcripts of the first three participants. The data from the final four participants helped to either

develop or collapse the categories as necessary to obtain saturation.



90

At this leve! of coding, a BPP had not emerged from the data. However, after a perusal of the
data, it appeared logicai to apply some of Glaser's (1978) theoretical coding strategies to the data.
The coding strategies which were useful in organizing the data included, modelling and
temporally ordering phases of the injury which appeared in the data. Conditions and contexts for
each phase, and interactions between the phases of the model, wéie then described and
diagrammed. Strategies for achieving certain ends werg also dascrit =~ A mode! of th.e process,
named the "Risks model" was then developed with the help ot my disseration supervisor and
teedback from the participants, the dissertation supervisory committee, a peer debriefing group,
and the validating sample. In addition, the theory was refined with the help of two public seminars
involving therapists, coaches, injured athletes, sport psychologists, and graduate students
researching in the area of sports injuries at a university in Australia. This method of validation is
known as reflexivity. The "Risks" model was then refined in the light of disconfirming data until it
“fitted" the experience of the initial sample. For example, the model initially had five major phases,
the fourth phase being Returning to the Activity. However, it appeared that this phase was parn of
phase three Dealing with the Impact and so they were collapsed into one category. The "Risks"
model is described in considerable detail in chapter four.

During this process a BPP emerged from the data after | kept asking myself: "What is the
bottom line here? What is going on here? What process underlies each of the phases in the
“Risks" model?”. The initial BPP appeared to be Running the Risks, since at each stage there
appeared to be risks being taken. However, during the initial write-up of the results, a second
BPP appeared from the data. This BPP was initially termed Opening to Healing since it appeared
that the participants needed to accept the injury and the need for comprehensive rehabilitation in
order for optimal healing to occur. This was later changed to Opening to the Messages since this
acceptance required an openness to the messages of both the body and external sources such
as coaches and physicians. It appeared that the Basic Psychosocial Process associated with an

athletic injury was a combination of these two processes.



During the whole data collection and analysis phase, comprehensive memos were written in my
research journal. By the end of the study, this joumal was 300 pages long. The memo»> were
used as data about the various categories, and to develop and write-up the theory.

The interested reader is referred to Chenitz and Swanson (1986); Glaser (1978); and Strauss
and Corbin (1990) for further details on data analysis techniques for grounded theory.

Finally, as the processes became apparent and the theory emerged, a decision had to be made
to terminate data collection. The criteria for this decision are described next.

Criteria for T ling Data Collecti

Quartaro (1986) suggested various criteria for terminating a grounded theory study, including
saturation of the categories, or the depletion of tinancial or personal resources. Four points
related to these issues are discussed below.

Firstly, there seems to be some argument as to what constitutes saturation. Quartaro (1986)
suggested that saturation occurs when no new categories (e. g., managing the pain) are present
in the data. On the other hand Glaser (1978) defined saturation as occurring when no new
properties ot a category (e. g., types of pain management strategies) emerge from the data. Given
individual differences, it is arguable if saturation, as defined by Glaser, can ever occur. To this
end, Quartaro's (1986) criteria were used. Thus, saturation was presumed when no new
categories appeared to be forthcoming after interviews with participants five, six and seven. This
also fit with Quartaro's (1986) statement that saturation can occur in as few as five to ten protocols.
Secondly, although a few new properties emerged from the validating sample (e. g., alternative
types of healing strategies), these were few and did not appear to add any new aspects to the
BPPs. Thirdly, there was strong support for the theory from both the initial sample and the
validating sample (e. g., "Yes that's the way | experienced it"). Finally, financial and vocational
pressures on the principal researcher were further indications of the need to terminate data

collection and write up the theory.
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Reliabllity and Validity ot Data

A number of methods can be used to establish that the data and their analyses are reliable and
valid. This is called “Establishing Trustworthiness”(Guba, 1981). The methods used for this
purpose were developed from the concepts described by Guba (1981), Kidder (1981), and
Sandelowski (1986). The methodology used to astablish trustworthiness is briefly described
below, and include checking the researcher's interview style, and ensuring credibility,
consistency, applicability, and auditability.

, { Principal R her's interview Styl

My interview style was assessed by my dissertation supervisor. This was done to examine my
ability to conduct the interview with open questions without directing the interview from my own
previous experience with injury. A transcript from the first participant's initial interview was read by
my supervisor. Comments as to my interview style and notable data were added to the transcript.
Since the interview appeared to be unbiased, it was used as data. | took note of the comments
and used the suggestions when continuing with the data collection procedure. Other methods
were used to ensure the trustworthiness of the data, the four main areas are described below.

In order for a theory to be valid it should represent the truth as to the participant's experience.
The concept of credibility addresses the issue of whether the theory represents the truth as given
by the participants, oris a function of the way the theory was investigated. Acceptable data
should, therefore, be credible. Guba (1981) suggested the following five procedures for
ensuring credibilty. These are prolonged engagement, persistent contact, peer debriefings,
triangulation, and member checks.

Prolonged engagement at the research setting and with the participants shoukd help to
develop trust and rapport with the participants. This should increase the likelihood of receiving
true personal data. |was involved with the research setting for ten months, and had frequent
contact with the participants and therapists. In addition, a record of my daily memos helped me

become aware of my biases and presuppositions. These are discussed at the end of this sectior:.
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Parsistent contact allowed a greater understanding of typical and non-typical aspects of the
participants and the phenomenon of being injured. For this reason, all of the initial participants
were contacted twice, some three times, to get a greater insight into the phenomenon and the
consistency of their reports. Inconsistencies in reports were discussed with the participants and
clarified.

Interaction with a peer debriefing group allowed me to receive feedback on my interpretation of
the process, the credibility of the data, and my own biases. This was done with a group of three
other doctoral students who were using grounded theory and who met regularly to share data and
ideas with respect 1o their research. In addition, the data were also shared with the research
supervisor and the commiittee members. Finally, | had the opportunity to share an initial version of
the theory with health professionals, injured athletes, and researchers in this area via two seminar
presentations at a university in Australia.

The fourth source of credibility included verificatior ot the data by member checks (Guba, 1981)
and is one of the most important methods for achieving credibility. Thus, the interview transcripts,
interpretive summaries of the interviews, and the emerging theory were presented back to the
initial participants (the members) to check for credibility, or degree of truth.

The fifth method for enhancing truth value is termed triangulation. Triangulation involves the
use of many ditferent data sources "to overcome the deficiencies and biases that stem from any
single method™ (Mitchell, 1986, p.1 9). Thus, the results should become more valid since they are
not method bound. "No item of information ought to be accepted that cannot be verified from at
least two sources” (Guba, 1981, p.85).

Mitchell (1986) delineated four types of triangulation. Data triangulation involves using ditferent
data sources, such as people or data collected at different times. Investigator triangulation
involves more than one principal researcher or coder of the data. Theoratical triangulation
involves comparing ditferent theoretical perspectives related to a phenomenon (e. g., biological,
psychological, or sociological), and these perspectives are chosen before the study is begun.

Finally, methodological triangulation utilizes a number of ditferent methods to investigate a
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phenomenon such as open-ended interviews and questionnaires. The use of at least two of
these methods is called muitiple triangulation.

Data and methodological triangulation were used for this study. Data triangulation involved
interviews collected at ditferent times and from different people. Difterent methods were also
used to collect the data; these included unstructured interviews, semi-structured interviews,
observations, conversations, and a validation questionnaire. The validation questionnaire

method is described next. Data from both sources are reported in the results chapter.

yahqmn_guemnnnam In order to facilitate validation of the theory, a validation questionnaire

was developed to obtain teedback from people who were tamiliar with the area of sports injury.
The validation questionnaire was developed from an abbreviated summary of the second draft of
the results chapter of this dissertation. The data were presented in a format where these CoO-
researchers could check boxes if they agreed with the statements and they could aliso add certain
comments (e. g., agreements or disagreements) in the spaces provided. This format was used to
formalize the validation feedback and also utilize the information to densify the categories.
However, it should be noted that the primary research data obtained was from the athlete's
experiences, not other people's (e.g., @ coach) idea of what the information should be like. A
copy of the validation questionnaire is shown in Appendix B.

validating sample. The validation questionnaire was distributed to 10 people who were
involved with sports injuries, either as athletes, physicians practising sports medicine, sports
psychologists, coaches, or spornts physiotherapists. These participants were known to have had
appropriate experience in their field of expertise, and had expressed willingness to read the
summary-questionnaire and give feedback based on their professional knowledge.

Wmmm A brief description of the validating sample is shown in
Table 7. These data include participant number, gender, and profession or level of experience.

The next source of validity was to ensure the generalizability of the data. This is known as

applicability, or fittingness.
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The external validity, or generalizability, of the theory was investigated using a concept called
applicability or fittingness (Lincoln & Guba, 1985). The question asked was how does this study
generalize to different populations? Generalizability of this study was enhanced by the theoretical
sampling of divergent populations and settings. For example, injured athletes were represented

from both the male and female segments of the population, North America and Australia, and
contact (e. g., Canadian and Australian Football) and non-contact sports (€. g., running and
triathlon). A variety of acute and overuse injuries were also sampled. A detailed, or "thick” (Guba,
1981) description of the interview data and context also aided in developing applicability to other
settings (see chapter four).

As was mentioned earlier, generalizability in qualitative analysis can be given by the reader of a
given study if they say 'Yes that's the way | experienced it. That's right". This type of
generalizability was given by many of the validation sample who agreed with the description of the

process.

The concept of consistency addresses the question "Would someone who is given the same
data replicate my results, or at least agree with my interpretation of the data?". Consistent data
should be replicable, or understandable to a raviewer or auditor of the researcher's data, analysis,
and research memos. The auditor should be able to understand how the theory was formuiated.

In order to assess the consistency of the study, certain steps werz followed. For example, an
audit trail was developed by keeping an adequate record of meémos and process and analysis
notes in my research journal. Atthough financial constraints prevented this step being formally
taken, the audit trail for this study is available for perusal by an auditor. However, an informal audit
was carried out by the committee members at various stages of the research. For example, a
summary of the research findings were given to each dissertation committee member for

comments. Similarly, the dissertation research supervisor was in a position to assess if the results
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supported the theory and, on occasion, she noted that additional supporting data were needed
to support a category or claim made in the theory.
Confirmability or Cbjectivity

Confirmability is exemplified by the questien, "Are our findings a result of our respondent’s

data, or do they arise from the biases, motivations, and interests of the inquirer?” (Guba, 1981, p.

90).

The first step towards gaining confirmability or objectivity of the data was to recognize that the
researcher's biases will affect the data. One way of doing this was to explicitly state the
researcher's suppositions; these are described below. Another way that confirmability was
achieved was by using triangulation (validation by multiple methods and data sources), and by
practising reflexivity which involved making public statements of the research tindings and
describing the data which support those findings. As mentioned above this was done at peer
debriefing meetings and public seminars. Thus, the theory was shown to be supported by the
data.

In addition, a journal of introspections were kept in the research joumal to detail research
directions which were taken and why, and to describe the processes underlying category and
concept development. Finally, a further independent confirmability audit using the audit trail can
be cérried out to confirm if the data found does in fact support the findings.

Summary

In suminiary, $he above methods for determining whether the data were reliable and valid have
satisfied Guba's (1981) minimurn criteria for the trustworthiness of qualitative data of triangutation
and member checks.

The theory is limited in its generalizability by a number of factors. Firstly, only university
educated participants were used. Different results may result when a less formally educated

population is used. For example, blue collar workers may become involved in physical activity for
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different reasons than their white collar counterparts, and this may mediate a different reaction to
injury. Future research may investigate the further generalizability of the theory.

Secondly, only volunteer participants were used. These people may have personality
characteristics different from non-volunteers.

Thirdly, the theory was generated from, and validated by seven participants. Inthe future,
further validation can occur by publishing the results and receiving feedback from a larger
audience.

Fourthly, the participants were only drawn from Edmonton, Alberta, Canada, and Perth,
Western Australia. Sampling of other populations in the future will again challenge the
generalizability of the findings.

The delimitations that | imposed included, firstly, investigating athletes who had been involved
in competitive sports. Secondly, the injured athletes were the principal focus in this study;
validation of their stories by interviewing family members or their therapist was not carried out. A
third delimitation was the choice of the grounded theory research methodology.

Description of Researcher's Suppositions

in order to acknowledge my potential biases on this study, it was important for me to explicitly
state my previous involvement with the phenomenon (see chapter one) and my preconceived
suppositions as to the research outcome.

Firstly, | stated previously that | had incurred athletic injury before this study began, and then
during the study. Secondly, although kept to a minimum, | had read research articles and
publications related to psychosocial aspects of athletic injury. Thirdly, | had been trained in both
physical education and counselling. This interaction of disciplines has led me to approach heaith
problems from a mental and physical perspective.

These previous experiences led to me having the following presuppositions related to this

study.
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1. Recovering from injury is both a mental and physical process. It was expected that this outiook
would be seen in the data and the emerging theory.

2. |1 did not totally agree with the "grieving and loss" models being applied to the area of athletic
injury (e. 9., Weiss & Troxell, 1986). Firstly, the labels of grieving and loss implied an
understanding of an area that is not well documented. Secondly, the losses of athletic injury
may only be temporary as compared to losses such as one's imminent death, or the death of a
family member. Therefore, the applications of such models to the area of athletic injury may not
be appropriate. Thirdly, aithough theoretically useful the use of the "grieving" models appear
to be simplistic and do not seem to take into account the complexities of such phenomenon as
grieving or responding to athletic injuries.

3. From my own experience with injury, | expected injured athletes to: exercise when injured
even when they were not meant to, deny being injured, be afraid of putting on weight and
losing fitness, and suffer from negative emotions such as anger, frustration, anxiety and
depression. In addition | expected these athletes to experience uncertainty ranging from
"When can | run again” to "Can | run again?". | aiso expected that the athletes would also react
differently to different injuries depending on the context of the stage of their athletic career,
immediate and life time sporting goals and severity of the injury.

Having described the methodology, the results of the study are presented in the next two
chapters. Chapter four provides a brief overview of the process and chapter five provides a more

in-depth description of the process and categories.
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Chapter Four
OVERVIEW OF THE PROCESS

The process that emerged from the interviews with the participants is briefly described in this
chapter. A more in depth description of each phase of the process and supporting quotes from
the participants follows in chapter five.

in summary, two Basic Psychosocial Processes (BPP's) emerged from the data. These were
Running the Risks, and Opening to the Messages. The mode! which emerged, hereafter
referred to as the Risks Model, is shown in Figure 1. It includes the Pre-Injury Context followed by
four phases labelled: Getting Injured, Acknowledging the Injury, Dealing with the Impact of the
Injury, and Achieving a Physical and Psychosacial Outcome. in addition to these four phases, two
categories called Ignoring the Laessons, and Acting on the Lessons are described. Ignoring the
Lessons refers to the concept of relapse, whereas Acting on the Lessons reters to injury
prevention strategies.

The Risks Model

Getting Injured (Phase 1) commonly occurred as the rasult of the Pre-Injury Context. This
context involved internal factors such as the overuse of a body part, or a pre-existing injury,
and/or external factors such as a collision with another player in a contact sport. Movement into
Acknowledging the Injury, was characterized by the athlete making a choice along a continuum
from denial to acceptance of the injury. The choice between denial and acceptance was
bargaining. A variety of conditions such as persistent pain, or loss of the stability in a joint,
encouraged acceptance of the injury and resulted in an /mpact. In the third phase, Dealing with
the Impact, the athlete adapted or adjusted to the physical, cognitive, behavioral, and emotional
consequences of the injury. In fact, an athlete might have dealt with the impact of the injury by
engaging in the bargaining-type behaviors which characterized phase two. This is indicated in the
model by the bidirectional arrows between phases two and three. Typically, the athlete moved on
to Achieving a Physical and Psychosocial Outcome. The outcome of the injury invoived both

psychological and physical aspects. For example, psychological outcomes included a
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re-evaluation of the importance of various ifestyle activities and learning about one's physical
limitations. The learning that resulted from the experience of injury was termed The Lessons.

Physically, the outcome of a participant's injury lay somewhere along a continuum from full
recovery and return to the sport/activity, through partial recovery and engaging in the injury activity
at a reduced level, to participation in a new activity.

The category of relapse also emerged from the data and was called Ignoring the Lessons. This
involved forgetting, or even deliberately ignoring the learning (if any) that occurred during the
injury and rehabilitation process. Such lessons included the need to warm up or cut down the
volume of training. Ignoring these lessons often placed the participant at a higher risk for injury
and could have happened at any phase of the process, as indicated by the arrows. For example,
the lessons may have been ignored during the injury acknowledgment phase if an athlete chose
not to take heed of signals from the body, such as pain or discomfort and continued to exercise,
thus exacerbating the injury. Similarly, when Dealing with the Impact, an athlete might have
ignored the lessons by attempting to return to physical activity too soon, thus risking re-injury.

Evidence of learning the lessons was Acting on the Lessons. In this category the participants
engaged in and complied with health behaviors which were aimed at reducing the likelihood of
further injury. Such behaviors included: following warm-up routines or stretching before a work-
out (e. g. , Pre-Injury Context), adhering to a treatment regimen (e. g., Dealing with the Impact), or
not waiting to seek medical advice once an injury was suspected (e. g. , Acknowledging the
Injury). Thus, Acting on the Lessons could occur at during any phase of the model, as indicated
by the arrows. Hypothatically, by Acting on the Lessons an athlete might reduce the likelihood of
getting re-injured.

Given the participants’ reports of recurrent injury, it is possible that the cycle shown in Figure 1
may never be broken. The data indicated that by engaging in physical activity the participants
exposed themselves to the risk of injury, which might be increased by Ignoring the Lessons, or

decreased by Acting on the Lessons. The BPP of Running the Risks as it pertained to each
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phase of the model is described next, followed by a description of a concurrent BPP Opening to
the Messages.
Running the Risks - An Overview

One of the two basic psychosocial processes (BPP) that appeared from the data was Running
the Risks. This BPP was a conceptual code generated from the data and was a major theme which
accounted for a large amount of variance in the data at each phase in the model. The risk element
appeared to be on a continuum of high to low risk. High risk thoughts and behaviors led to getting
injured or exacerbating a pre-existing injury. Low risk behaviors and thoughts resulted in
-decreasing the chances of getting injured or making an acute injury chronic.

For example, in the first phase (Getting Injured), the participants ran the risk ot injury by
engaging in physical activity. In the second phase (Acknowledging the Injury), they ran an even
further risk if they did not pay attention to the messages of the body, misinterpreted the body's
messages, or denied the severity of the injury. Such appraisals resulted in delays in seeking
treatment or partial compliance to therapy resulting in more physical damage. Acknowledgement
by the participants of their injured state facilitated the participants in seeking appropriate help to
heal their injury and reduced the risk of exacerbating #t. In the third phase (Dealing with the Impact)
risks were taken in bargaining-type behaviors such as attempting to re-enter the sport when not
completely healed, or not being committed to adhering to their physiotherapist's rehabilitation
plan (this is akin to Ignoring the Lessons). The participants who learned to adhere to their therapy,
or properly manage their injury by reducing workloads and avoiding pain-eliciting activities,
reduced the risk of exacerbating the injury and increased the chances for healing to occur.

in the fourth phase (Achieving a Physical and Psychosocial Outcome), taking risks involved
Ignoring the Lessons. Not taking appropriate precautions, like wearing a cycling helmet in
training, warming up before strenuous exercise, or partaking in stretching exercises 1o prevent
injury, are typical of this behavior. In contrast, Acting on the Lessons helped reduce the risk of
injury. Evidence for this were the reports of decreased injury occurrence or treatment duration by

those who engaged in injury prevention activities.
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In summary, risk-taking behaviors were found in ail four phases of the Risks Model and, also, in
the concepts of acting on and ignoring the lessons. It should be noted that the concept of
Running the Risks was developed from an investigation of a number of different sports aside from
running. Thus, it is expected that the Risks model will be applicable to athletes who are injuredina
wide variety of sports such as ice-hockey, swimming etc. However, a second BPP, Opening to
the Messages, also emerged from each phase and concept.

Opening to the Messages - A Briet Overview
Opening to the Messages was derived from the participants' data which showed that athletes

.needed to consciously or unconsciously listen to, or interpret, the messages being sent by the
body or, indeed, by their health professionals. Some participants listened to the messages of the
body, such as pain or muscle soreness and stiffness, or their coach (e. g., ‘Take some time
off')and acted on these messages by getting medical attention or resting. Others, or the same
athletes at a different time, deliberately ignored or did not recognize the messages the body, or a
health professional was sending them and they attempted to ‘run through' the pain. This latter
behavior often led to the injury becoming worse and prolonged the treatment duration. Thus, as
above, opening to the messages could be conceptualized in terms of a continuum between
listening to the messages, and not listening to (or ignoring) the messages.

Being closew (10 the messages was seen in phase one when prior to the injury the participants
ignored fatigue (remain closed to the messages of the body) and, thus, predisposed themselves
to injury. This can also be seen in the participants who trained or raced beyond their own present
capacity.

in phase two, some participants denied the severity of the injury, thus remaining closed to the
messages of the body. Others bargained with themselves or their health professionals by not
adhering to treatment or resting during the week so that they could race at the weekend. In this
way, they partially listened to the messages of the body, without respecting the severity of the
injury. These participants appeared to be saying, "l am injured, but | won't fully accept the

consequences of that injury.” Once the participants listened to the messages their body, coach,



or heaith professional was sending them, they tended to adhere to therapy or completely
stopped participating in the sport for a period of time in order to give the body the opportunity to
heal.

in phase three, listening to the body was involved during the rehabilitation process. The
messages of the body, such as pain or range of motion around a joint, were useful feedback
devices informing the participants about their progress. In this phase, not listening to the
messages led to Ignoring the Lessons , and relapse.

In phase four, not listening to the messages (Ignoring the Lessons) could lead to reinjury (e. g.,
‘by overtraining again). On the other hand, listening to the messages of the body (Acting on the
Lessons), for example by getting immediate attention to injuries, could lead to injury prevention or
a shortened rehabilitation duration.

Thus, Opening to the Messages appeared at all phases of the Risks Model, and was also found
within the categories of Ignoring, and Acting on the Lessons. These phases and categories are

described in further detail in the next chapter.



Chapter Five
AN IN-DEPTH DESCRIPTION OF THE ‘RISKS' MODEL
in this chapter, the four phases of the Risks Model and the two additional categories ot Ignoring
and Acting on the Lessons, are described in detail. Verbatim quotes from the participants are
used to support the various categories of data within each phase. The four phases of the process
(1) Getting Injured, (2) Acknowledging the Injury, (3) Dealing with the Impact of the Injury, and (4)
Reaching a Physical and Psychological Qutcomne, are described in order. Secondly, examples of
the Ignoring and Acting on the Lessons are given. Finally, a brief report on the results of the
validation process, and a description of the author's experience with injury are presented.
Phase One - Getting injured
The patticipants reported injuries which were the result of internal factors in the athlete or
external factors outside of an athiete's control. The categories are described in more detail below.
Internal Factors
Internal factors were deemed to lie within the responsibility of the athlete and/or related to the
athlete's psychological make-up. Some participant’s injuries were related to their attitudes
towards sport participation. Variations of intemal factors included:
(a) Attempting to compete beyond one'’s physical capabilities;
I've always had one injury a year sort of thing...right after the racing season...|
don't know if it's from over-racing or what...| probably didn't do enough
preparation for that kind of workload ....my own stubbornness not to stretch has a
little bit to do with it (Grant).
| wasn't as fil coming into the next Jasper-Banff relay year, ...in '88 I wasn't as fit as |

had been the year before. And | also took on a section that was way too much, |
should have taken something that was very easy, instead | took on a long grinder

section, with a long hill climb.and which wasn't a wise decision (Deborah).
(b) An athlete’s personality or percaption of their own invincibility;

Waell, I'm very competitive...there's something else that drives athletes to push
and push and push a little bit overboard (Deborah).

Before [the injury] | didn't think | really had a limit at all. If anybody asked me to do
anything within a soccer game within reason, | would do it. Anybody who could
challenge me on it, or who couid give me a challenge like that | would get up for it,
and go and do it (Ashiey).



That was a good indication to me that, y'know, I'm getting tired of this. | need a
little bit of a break. The injury came at a time where | really needed a break also
mentally (Grant).

| wasn't tired or anything like that..or though | had been playing for four teams at
the time... Two ringette teams, and two soccer teams so that might have been a
tactor, my muscie fatigue...| don't know (Ashley).

(d) Holding back;
What I'm trying to say is that | could have prevented that injury if | had have been
free, totally frea...| wouldn't have tallen that way, | wouldn‘t have slid on the turf
that way, but there was something within me that was preventing me from going
all the way, like | say | was still inhibited somewhat (Terry).
Extemal Factors
Responsibility for the injury may also be extemal to the athlete. For example, a chance or freak

accident, or previous medical treatment were perceived as responsible for an injury.

Well, | thought it was a really freak accident. 'm not prone to injury at all. | mean |
atways think of myself as never getting injured (Ashley).

When | was little | was always in that sticky plaster...| sprained my ankles...! blame
the doctors for this, that what they did was atrophy, attenuate the development of
my lower legs. I'm pretty sure it goes back to that point (Philip).
Summary
The participants described injuries that occurred under many conditions, some of which lay
under the control of the athlete, others which they perceived were out of their control. Once the
participants ‘got injured’, either by an overuse or acute cause, they moved into the second phase
of the model, which was term.ed Acknowledging the Injury.
Phase Two - Acknowledging or interpreting The Injury
In this phase the participants either took heed of, ignored, or misinterpreted the messages their
body was sending to them about the injury. These messages usually came in the form of pain,
muscular tightness, or discomfort.
Acknowledgement or interpretation of the injury varied in degrees between (a) immediately
accepting the injury (Full Acknowledgement or Acceptancs), (b) partially accepting the injury
(bargaining), or (c) not acknowledging the warning signs of injury and carrying on with the activity

(denial). This latter phase of misinterpretation, or denial, might last a few seconds or many months



supported this phase in the model are outlined in Table 8.

Table 8

steqor ped i Phase 2 -Ackzowledging the U

Internal Messages from the Body
Messengers External to the Body

Although the timing differed from individual to individual, all the participants in this study

eventually came to a realization that they were injured and needed to seek medical help for their

condition.

| realized finally, formally, that | had a chronic problem that wasn't going to go away,
and | think then | became depressed a bit (Philip).

The participants became aware of being injured, or of the severity of their injury, by a number of

internal and external messengers.

Internal Messages from the Body.

One of the most potent media through which the body communicates an injured state tous, is
pain, and by physical evidence such as a bruise or joint instability. This is evidenced by the

{following statements:

| remember playing seven-a-side (rugby) at the end of that term and | could hardly
walk for about a month afterwards, just excruciating pain...then | was knew | was in
trouble. | had a real problem (Philip).

About a week after (the race), | thought my knees were better and | bent down,
and | went to get back up. My knee just shot pain through my leg like | couldn’t
believe. 1 said ‘this is crazy...enough is enough'(Grant).



Because | could see it, | think that also had a little bit to do with me getting in there
quickly. Because | saw it and said "Wait a second, that's not normal. Where (with)
tight llio-Tibial band, you can't really see it (Grant).

(Julie) Eventually you resign, | suppose, 10 the fact that you're not going...back to
the top level that you were.

Researcher: What has to occur for that resignation 1o happen do you think?
(Julie) A lot of setbacks, ...It was probably after my third time down that | realized
something's not right. My leg is not built for this game.

Messengers External to the Body
One of the messengers of the severity of the problem can be the medical protession.
| saw Dr. X. and he took one look at it and said it was Anterior Cruciate (Ashley).

He (the general practitioner) said that it's probably I-T band syndrome, but
because.!'m not.. (?) ..the pain had surrounded the whole knee he thought there
might be also cartilage damage somewhere (Grant).

The doctor said if you go to the United States to teach soccer you're going come
back in a wheelchair. And | remember just thinking. !$#$%% you! (Philip)

Acknowledging the injury, seeking medical help, and adhering to a treatment regimen indicated
that participants had accepted that they were injured, and had to do something about it. However,
not all participants fully acknowiedged that they were injured initially and either partially
acknowledged the injury by attending therapy while they still continued their sport or simply did
not believe they were injured.

Complete adherence to therapy indicates full acceptance of the injury. However, partial
acceptance of the injury, or bargaining, often involved behaviors including attending therapy or
seeking medical advice, coupled with continuing with their physical activity (e. g., racing at
weekends). This level of acceptance also appears to characterized by a temporary reduction in
activity, followed by a premature resumption of the activity.

Bargaining appears to be closely related to denial and, in fact, may be a different type of denial.
That is, the athlete is perhaps starting to become aware of his injury, but is not yet prepared to

accept the impact. Bargaining is a risk that an athlete takes to offset the potential loss caused by



the injury, even at the risk of re-injury. Thus, bargaining is a way that an athlete attempts to

ameliorate the impact of the injury, without having to temporarily or permanently lose their sport.

it didn't real

ly bother me when | was running...when | was on my bike | would get a

really sharp pain on the outside (of the knee), where | would go a mile and have to

run back...|

wouldn't be able to do it. | went on doing that for, going that mile,

turning back and mentally almost knowing that when | got to that mile | would have
to turn back...and I'd say 'Ah..I'll just try to recover for the next race', and then after
that race I'd try to recover for the next race, and | wasnt really doing anything
about it (Grant).

it still does

give me some discomtort, but | guess it's a trade-off, like bargaining

you know...'Well | won't do it because it hurts too much, but | want to do some
because ! feel good doing it"(Philip).

| could do a triathlon, but then if | tried to run another day...| couldn't seem to put
two days together...| guess was the bottom line. So | thought | could do it well
enough just to get by on a triathlon, and take a week or two off of running, and do
other stuff, and get back to it (Deborah).

We play an

18 game regular season, so that meant 14 games, | was in terms of 1-

100% | played those first 14 games at about 60 - 65% (Terry).

Yeah you can pull a hamstring in a game and then say well | will watch it tonight and
tomorrow morning and keep off it on Monday, and | won't train Monday night so |

can play on

Saturday...] suppose you are bargaining with yourself (Bill).

Some athletes did not heed their body's signals, and did not seek treatment.

Not Aknowledoing the Inury (Denial

In an attempt to keep going, many of the participants expressed that they deliberately ignored

or misinterpreted th

o warning signs of injury. Behaving as it nothing had happened and delaying

medical attention characterized this attitude of cenial.

As | was running | started to gei sore, but it was probably..midnight and ... | kind of
kept on going, and by the end of the section | was really sore ...Denial during the

event. And
(Deborah).

then for a short while afterwards. | just thought "well this will go away”

Well it's the typical attitude of a lot of...and I'm not the only one...runners and

triathletes..
denying it,
doctor), no
never go in

“I'm not hurting, I'm not injured. I'm definitely like that....You are just
there are days where you go, | wonder if | should go (to see the
| won't go...it will be better and you are always questioning, but you
because you don't want to admit it (Grant).

Coming to an awareness or an acknowledgement of the severity of the injury and passing

through the phase of denial was affected by a number of different factors. These included:



111

(a) The athlete’s beliefs about the severity of the injury and the perceived outcomes of being
injured. Pain was used by the participants as a major cue by which to assess the severity of an
injury. t was only when the pain continued or got worse, or that there was some physical
evidence of the injury, that they realized the injury was more serious than they first thought. The
greater the intensity or duration of the pain, or severity of the injury, the greater chance that the
participant would realize that they were severely injured. An inability to accurately diagnose an

injury or interpret the messages of the body also helped fuel the denial.

| remember there was no real problem...| used to run home every night which was
three miles,...| remember going back to my grandfather's and watching soccer on
the T.V...and | went to get up and nothing happened. My knee was locked sofid.
By the next morning it was the size of a balloon (Philip).

| didn't want to think | was injured. | just sort of hoped it would go away by the
night. But by the next morning | couldn't move my leg so | knew | had to do
something about it (Julie).

But | just started to feel tight and | didn't think it would be much of anything going
along, and if | had known what the repercussions would have been, there was no
way that | would have kept going. | would have dropped out. | think if you had a
spectacular crash or fall or whatever you're more inclined to do something about
it. Where if it is something that comes onand it is a slightly more gradual process.
You will put it off and | think it gradually gets worse. You tend to deny that it is
getting worse (Deborah).

.| thought it wasn't really serious, maybe at the most some cartilage damage
(Ashley).

At the time 1 thought | must just be stretching a little more causing a little bit of
ligament to probably rub on the knee...so | was content in taking the anti-
inflammatories, and unfortunately | used the anti-inflammatories at one time to get
through a race practically...the racing and training with anti-inflammatories might
have caused the injury to get worse (Grant).

One variable that can affect the perception of severity of an injury is the individual's level of

knowledge about his/her body.

Sort of knowledge from the Physical Education side. You know what's happened with
your body. It's just a matter of being smarter about what you are doing. You understand
what the doctors say...| know the damage | can do. | mean having a torn Cruciate, | can tell
you what that means. So | know the damage or the impact of that injury...But it's that line
where you listen to your knowledge (Julie).
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During a conversation with a physician(Dr. Z), he suggested that from his recent
experience denial can be countered by understanding what the potential consequences
of an injury might be. He recently suffered two broken ribs. However, he still continued
playing in a contact sport, convincing himself that "he was only bruised". After a physical
and an X-ray, his own G.P. showed Dr. Z his two broken ribs. Faced with concrete
evidence of his injury, Dr. Z now had to consider the potential consequences of playing
with broken ribs (e. g., a punctured spleen). Although he continued playing, he avoided
all forms of physical contact on the field, and only played half a game. This exemplifies the
movement from denial to bargaining. (Journal Notes, September, 1990).

(b) Denial and bargaining were both encouraged by the hope that the problem would go away on
its own, or that the medical profession would be able to fix any problems arising from the injury in
the future. This hope then allowed the participant to continue exercising on an injured body part.

Waell, | think the hope, hope that it would be gone (Grant).

Well, not believing that | would...would be really injured. Just sort of | didn't
think..| think that | was just hoping that it would go away, and kind of the idea that
you know "If | don't have to deal with it very much, then it'll probably clearupina
couple of days, and it'll just go away". And just put your head in the sand
(chuckles), and the whole thing will just sort of go away (Deborah).

| know or believe that my knees are going to be a real problem, when I'm about ten
years older, but there's no point worrying about it right now. And...| obviously
think that by that time you know technology will be so so..well maybe you can just
replace them. So | guess 1 would go on with that hope (Philip).

The bargaining phase was also bolstered by the medical profession providing hope by giving
optimistic diagnoses or by prescribing bargaining-type activities for therapy, perhaps even
conflicting with an athlete’s perception of the severity of the injury. On the other hand a negative
perception of, or a lack of faith in a medical professional may not encourage hope and, in fact,

encourage bargaining or denial.

Oh Doctors say "Don't worry it will be OK", or “It doesn't look too bad on the
arthroscope”. And you'd go away and the pain would aimost go away. it was a
placebo. The pain would almost go away and of course it would come back
(Philip).

it was mainly because the physio didn't think it was an injury. You know, | thought
it was something wrong. | knew there was something wrong, and he said "No it's
just a strain®. Sort of "get the inflammation down and it will be all right. It wasn't
until after about three months he sent me to the doctor and he said it was torn
canrilage...You sort of had to get back on the track because supposedly a
professional told you there was nothing wrong (Julie).

It 1 had gone in there and the physiotherapist said, ‘Well | don't know, | don't want
to honestly say", and was really wishy-washy about it, | would have probably gone
out of there with a negative attitude about physiotherapy and probably would
have tried to train through the injury...and probably wrecked myself even more
where | would've had to go looking for help again (Grant).
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(c) Pain reducing strategies, whether by using medications or mental techniques also helped

participants continue to exercise through an injury:

| felt good on the swim, good on the bike, a little twinge in my knee on the bike,
but when | got off the bike and started running my knee felt good. Unfortunately |
used the anti-inflammatories at one time to get through a race practically...the
racing and training with anti-inflammatories might have caused the injury to get
worse because | wasn't really feeling what was going on (Grant).

When | was getting my training back...| thought "Oh I'm back, my knees are better
now", but of course they weren't, | knew they weren't, but I'd learned to raise my
pain threshold (Philip).

Somehow, in the game, the Adrenalin took me through the game (Terry).
(d) Attitudes including stubbornness, resistance to medical prognoses, being competitive, and

feeling invincible played a part in enhancing risk.

My mum and | are very much alike, we're both very stubborn and especially when
it comes to side-tracking our lives, and an injury does really side-track my life. You
know it takes me off to another tangent from where | want to go. I'm not willing to
admit it until | am positive | am injured (Grant).

The doctor said if you go to the States to teach soccer you're going to come back
in a wheelchair. And ! remember just thinking $*%#@ you! I'm out of here, 1 don't
care, and | went and started running again, and the thing started to improve. | was
damned if somebody was going to tell me that | was going to be in a wheelchair at
25 years of age. | just wasn't going to accept that. So | said to hell with it, I'll cheat
it (Philip).

All through my athletic life | have been virtually unscathed, and | felt that | took it for
granted in some respects...| know that's one of the reasons most of us athletes
deteriorate so quickly because of the massive ego we believe we can
go..go..go..go..go... hon-stop and nothing ever happens and then three or four

years later it's just a massive break down in the body, and that was happening to
me, as | saw was happening to other athletes (Terry).

(e) All the participants said that they felt they were addicted to their sport. This aspect of being
addicted to, or 'being hooked on', a sport or to training, appeared to underlie the unwillingness to

give it up and, therefore, encouraged denial or bargaining-type behaviors.

During the summer | was doing three workouts a day, so you get hooked on that,
just like you get hooked on running...| got hooked on racing this year...and I'd say
"Ah..I'I just try to recover for the next race”, and then after that race I'd try to
recover for the next race, and | wasn't really doing anything about it (Grant).

| think that's what | had so much trouble with the past seven months. Especially
because all my friends are in the sports that | play. Like | don't have very many
friends outside of sports. Like definitely 1 live for sports, that's number one
(Ashley).



Well there's no question. | mean | was addicted to activity...when you present

with an injury you can't quit (Philip).

(f) Finally, the participant's age, stage of the season or one's career encouraged denial of the

injury or bargaining. For example, if the injury occurred near a big championship game or at the

end of a Grand-Prix race series, an athlete might play or run through the injury to complete the

competition.

Recently one of the participants incurred an undiagnosable, yet still painful hip
injury. Because she had one race left to finish a Grand-Prix series, she ran
through the painful injury and even asked a physician for a cortisone shot to
alleviate the pain. Her reasoning was that after she finished the race to get some
points towards a $250.00 prize, she was going on holiday and could have three
weeks off. This is a definitive example of bargaining. (Journal Notes - Aug/Sept

1990)

| jarred a heel in the sacond last game (of the season) and it was essential for us to
win the last game for us to get into the finals...! was desperate to play in the last
game...| knew | was going to have this fitness test...and | knew | could grit my
teeth for five minutes. | got through it, but then | paid the penalty for getting my

neck cracked in the next game. That was the bargain (Bill).

Similarly, if an athlete feels that he or she has not achieved their athletic goals, they might deny

their injury or bargain by retuming from retirement and competing with an injury. This need to get

back into competitive sport may fluctuate with time.

You see it happening and you just want to be out there with the girls. | don't know
probably because I've never really reached where | wanted to get to. 1 still think
you can get back in there...It's just a matter of getting yourself back there and
trying to make it | suppose. It's just, | don't know that I'm ready to retire...There are
the risks now that I'm studying again - the risk to my career and that. It's not gonna
matter if | end up on crutches..l went through a stage where | was happy to go for
my rides and things like that, lately, it's just the need for that competition again

(Jutie).

My husband...although he likes his sports, he's happily quit his competitive days,
and he doesn't have much problem with that, whereas I'm not quite at that stage

{Deborah).

From my own experience with my back injury. | had nearly talked myself out of
even thinking about running again. "Time to hang your shoes up", but then 1
thought, "No way, | still haven' broken 31 minutes for 10 km., | can't give it up yet.

I'm going to do my damndest to get back"” (Author, personal journal notes).

To summarize, after athletes became injured they described a continuum of acknowledgement

of their injury ranging from denial to full acceptance. There were a number of different factors

which influenced the participants' level of acknowledgement of an injury. Once the participants

acknowledged that they were injured, they moved onto "Dealing with the Impact”.
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Phase Three - Dealing With The impact Of The Injury.

An injury can affect various areas of an athlete's life, potentially including emotional well-being,
school performance, and the athlete's relationships with significant others. The athlete then has
to deal with this impact depending on the meaning that the impact of the injury has for him or her.

It became apparent to me that the process of dealing with the impact of the injury is systemic,
and that each of the substantive categories which emerged from the data reciprocally affected the
other.

The categories in this third phase, which emerged from the data, are shown in Table 9, and are

.described in more detail below.

Table 9
Substantive Cal ies Found Within P! Tt - Dealing With The | L

Experiencing Emotions
Dealing with Emotions
Reorganizing One's Lifestyle
Healing the Body

Changing Sense of Self
Interacting with Others

A variety of emotions emerged as being a result of an injury and a number of methods, such as
defense mechanisms, were used to alleviate this emotional impact. The emotions that were
experienced and their sources are described first, followed by a description of some of the
strategies used to deal with them.

The emotions that were experienced by the subjects arose from a number of different sources:
(a) A number of different emotions were experienced in relation to obstructed career and lifestyle
goals.

Anger resulted from being unable to go out and train, or the loss of a sport career and one’s
ability.

...being angry at not being able to go out and train (Grant).



| feel cheated and angry and sad. | think it [the injury] deprived me definitely of
elite level...| have to be careful and moderate those feeliiigs else | get very angry.
it's diminishing all the time (Philip).

_..1 was so angry then because | was like...you know the play-off, the game is
coming up, the play-off game...you know now | am going to play at less than my
best (Terry).

Frustration occurred as a result of the injury obstructing a participant from maintaining fitness

and preventing him or her from competing. Frustration also resulted from the injury stopping

participants from training in the summer, traditionally the best season for training for certain

events.

Pure frustration...! was in the fittest shape of my life...and then to come back and
have to stop after a mile and turn back because your leg is hurting (Grant).

Frustration...] don't know, and like sometimes tears will come to your eyes,
because you wish that you were playing,...and because there is nothing that you
can do about it..you know that, but it doesn't make it feel better (Ashley).

It was pure frustration, | think, that's what itis. |think especially in the summer time.
| could handle an injury a lot better in November (Deborah).

Disappointment and sadness also emerged as feelings experienced by the participants. These

feelings were a consequence of being unable to achieve one's potential, feeling unfit, being

unable to participate in important games, or maintain the fitness that had been developed during

the pre-

season.

Very sad, that maybe | can't achieve, because | knew that | could have achieved
possibly junior international status in running for sure...(Philip)

I think | get very depressed. | find it very depressing. ..When| mentioned last
summer, how | didn't feel fit enough to compete, and | know | periodically would
get very depressed (Deborah).

I think it | would have been on the field and won, | would have been crying...'cos
the previous year we won Westerns, in a last minute goal, and | was crying then
(whispers..can't hear i), but aiso ‘cause | wasnt a part of it (Ashley).

There is a down side to injury too, it's disappointment..you know...it's with ali the
work..I've got to start building back to where | was. It's disappointing because of
all that hard work | did to get to that level | couldn't maintain because of that injury
(Grant).

Wishing that they could be participating in their sport, lead to feelings of longing.

_.a lot of the time | was thinking "God | wish | could be out running” (Grant).



almost hurt too (pause) you wish you'd be out there, contributing and having
fun..when you are sitting (Ashley).

Yes, not so much the playing, but just the getting out and running and being able
to go out windsurfing at the beach, and so on. Just longing to run, that is
probably a big one (Bill).
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Not being able to take part in their chosen activity resulted in feelings of /oss. The injury also

resulted in participants re-evaluating the significance of their sport in their life. It appeared that the

more significant the sport was to the participant, or the stage of the season when the injury

occurred, the more severe the feelings of loss.

it was an empty feeling...| didn't really even consider how much sport meant until
that point, and 1 just thought that | had lost everything (Philip).

It's just amazing how something that, an activity becomes...you realize how
dominant it is in your life. You don't think it's.. well you think well...you'd go for a
run for half-an-hour, or an hour a day what's the big deal in terms of a twenty-four
hour day, (sighs) but how it can become a pretty important hour in your day, if you
don't have it. It's a big loss (Deborah).

Well, when 1 injured myself |..| was missing a lot of important competition. | missed
(rueful chuckle)..two soccer national championships with my club team and my
varsity team... | was trying out for a World's Ringette team at the time, and
according to the coach | would have made it. It just so happens that they won
Worlds, and in a couple of weeks time I'll be missing a..ringette nationals..so (her
voice is trembling a little at this point). So | was missing quite a bit...(Ashley)

However, the emotions associated with the change in lifestyle resulting from the injury were not

all bad.

(1) would go to the mountains and | could do something there, mountain bike
there. In a lot of ways | see it as a blessing in disguise, because | now am too
selfish to spend every single weekend waiting for the race at the end of the
weekend, be it triathlon, running or whatever. So..maybe that's more an
indication of my age than of the injury, but the timing was good for me. That | was
ready to accept to go do things like that (Deborah).

Other feelings that had to be dealt with in this third phase resulted from interactions with the

medical system and the rehabilitation process.

(b) Feelings alsc arose as a result of the participant's interactions with the medical system

and the rehabilitation process, which included: Anger and Frustration which resulted from

interactions with health care professionals. For example, when medical records were

misplaced, anger resulted from the delay in the rehabilitation process, and from not being

party to the information.



Anger, definite anger because it was like ...| was going nuts, because this guy
knew what was wrong with me, and he wasn't going to tell me (Grant).

Anger also resulted from an athlete’s perception of his/her physician's attitude, and interaction or

communication style

(1) wanted to punch the guy right in the teeth. | felt like breaking his jaw, | couldn't
believe the apparent lack of concern that pervaded his attitude (Philip).

1 think [that] having the degree of medical knowledge that | do it's very frustrating
to sit through that. You aimost feel like *Hey come on give us a break, you know |
know what's going on here. Don't keep using big terms that you don't think |
understand” (Philip).

Not knowing the outcome of surgery resulted in fear and uncertainty,

What | feared most of all, Jeremy, was the surgery itself... That's what | feared the
most. You know, of the surgery, and if | would come back and to...| aiways felt that
| would come back from the surgery, but to what degree? To what degree? (Termy)

(Ashley) It scared me. Surgery, even though it's a minor surgery, it scared me.
And then he explained it to me at the hospital, that they would go in and check my
knee out, and if it was really bad enough, under the same anesthetic ...he would
sew it back up. ... the operation. So when | went in, | didn't know if | would wake
up with a brace on or just laying in bed or whatever..

Researcher: And how did that affect you..

(Ashley) A little worried, not knowing what to expect.

Failing to perceive that they were recovering from their injury, generated discouragement.

it wouldn't improve very much and to stretch and to go through all this pain, and
then not have hardly any results from it was very discouraging. You felt like...just
letting it heal on its own (Ashley).

Until that point | was still feeling down because recovery hadn't even
started...where | could look at it as recovery (Grant).

Guilt and remorse, as a resuit of not being able to compete, added to the emotional impact.

Literally | would be feeling guilty for not going in it (a triathlon), and kind of letting
half of me down for not going in it (Deborah).

Guilt was also experienced if rehabilitation sessions were missed.
Sometimes | say "well, I'm not going to do it right then..!I'l do it later, whatever..",
and sometimes 1 do skip it, and after | do it, 1 feel guilty, very guilty, because |

know, if | keep skipping it's going to take me longer to recover, it's worse for me
and so on like that. | made myself feel bad for it (Ashley).

Receiving a negative prognosis, or seeing the consequences of the medical intervention on

one's body, resulted in shock or disbelief.



Oh, doctors with their usual very subtle way of saying “Oh well Mr. X you're going
to be in a wheelchair by the time you're 25.1. Never mind, goodbye..next!". That
was the de rigeur(?) that was in my 2nd. year of University...] was shocked,
absolutely shocked | couldn't believe it. And then of course then it was
depression city (Philip).

That was a shock, when they took off my brace for the first time, two weeks, |
couldn' believe that was my leg, very shocking...and they take off the Jones
wrapping, you got this skinny little leg with a big knee..it looked like | was from
%&hiopia or something! It was very shocking, it almost brought tears to my eyes
{Ashley).

Positive feelings were also experienced as a result of the participants’ interactions with the

medical profession, and from re-engaging in exercise again.

one of the interns there..checked out my knee, and said it might be my meniscus,
which if it is a minor tear in the meniscus it's only two weeks for healing...So it kind
of got me up | thought, you know, "it's only two weeks that will be great!”, as it
tumns out | woke up with my brace on my knee", (meaning she had had to have an
operation)(Ashley).

| kept wondering, ‘When am | going to see the specialist?..When's my knee going
to get better, there was some relief that finally something was getting done...|
think there was a great weight lifted off my shoulders. At least..'OK recovery is
going to start now'. That was a big, big, boost in morale”, another boost to morale
was when he said "No cartilage damage'..that meant | could get back training
probably a month earlier than | had thought (Grant).

Oh | can go harder and harder and I'm not getting any problems...It was a great
feeling...(Deborah).

Now | go out for a run and | just enjoy myselt thoroughly, it's great (Grant).

Therefore, a number of feelings were described which resulted irom a participant's interaction

with the medical profession. Participants also reported their feelings towards the injury and its

causes. These feelings included anger, disbelief, frustration, and helplessness.

(c) Anger or hostility were predominant feelings about an injury. These feelings were directed

towards the person that caused the injury,

It's really not anger. It's nobody's fault..though I'm really pissed ofi at the guy who

initiated the real problem (Philip).

My first initial feeling was to go out after the pain subsided somewhat, because |
was in so much pain. Just to go out after this guy and take him out, man, take him

out (Terry).

and the sport in which the participants were involved when they became injured.

| was almost sort of mad at the sport of running, that it put me to this stage

(Deborah).
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Feelings of disbelief arose as a result of the realization of being injured:
| wasn't frustrated, | wasn't disappointed..l was more in disbelief...(Grant).

| didn't know whether to laugh or cry, as you can believe, but | knew that again |
was injured. Disbelief | suppose. This isn't happening to me, not again. Here we
go....(Bill)

Frustration and helplessness were experienced as a result of delays in healing and the

physical limitations associated with the injury.
| feit that | had taken time off. In my estimation | had taken_ample time off. Like |
was getting really very frustrated with that, and ...| felt that we should have been

able to do more. it also lead to the question, ‘Why can we not resolve what this
is?™ (Deborah) .

You are in this brace from here to here (shows whole leg) and they have got a
Jones wrap, which is a cotton wrap around it, SO you can't see your knee... you
can feel it undemeath, and the pain and sore and so forth. You are taking sponge
baths and it's just amazing...and ...you can't do anything (Ashley).
In addition to the feelings associated with the injury and its rehabilitation, athletes noted certain
emotions that occurred as a result of the effect of the injuries on their relationships with significant

others.

(d) The participants noted that other people treated them differently when they were injured.
These new interactions resulted in a number of feelings:

As a result of the injury, the participants mentioned that they felt excluded from the team and
group, since they could not participate in the team's or group'’s activities. Thus, they felt as if they

were not part of the ‘'in-group any' more.

what was really bad was that | was completely left out of everything...my injury did
not make me part of the team at all. Infact |was left out of everything (Philip).

| didn't like being around teammates. It was..| felt left out, and it just hurt listening
to them talk about any game, practices anything...! didn't feel like 1 was part of the
team any more...So | felt all alone and left out (Ashley).

You are not quite in touch with everything that is happening, and yeah that
hurt....You are not part of the whole scene anymore and just go along to the

game...and enjoy still being part of it to a certain extent, but not quite the inner
sanctum where the players are (Bill).

A feeling of inadequacy was felt by some participants when the injury prevented them from

performing at their previously high level of accomplishment.
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...| felt so inadequate (Philip).

when 1 started coaching, I'm helping coach a soccer team and there were certain
drills that | could not demonstrate and | wanted to and | couldn't. So there again |
guess you feel inadequate when you can't do the same things that everybody

else is doing. That's hard and that makes me feel that I'm that much lower than
everybody else is (Ashley).

Some participants became jealous or frustrated when they saw other people participating in an

activity in which the participant could not.

I'm very envious of that, but | have to be careful and moderate those feeling else |
get very angry (Philip).

This participant also admitted to being jealous. 1 think so, of my friends...well first
of all they are lucky that they are playing (Ashley).

It was so frustrating that they were able to go out and still do the Jasper-Banff relay
time and again. | would be the one that would get injured (Deborah).

Feelings of being misunderstood resulted from other people treating them differently and
appearing to not appreciate what the injured athlete was going through. The participants said that

they felt others perceived them as being malingerers or just lazy.
It kind of bothers me because people say they understand, and then you look at
them and they've never been injured. | mean it it was somebody else and | said "I
understand®, | wouldn't really.... There was one girl on the team who thinks |
should be back by now and she told me so, and says I'm not doing anything to get
back, and | am (Ashley).
| was sitting out all the time. 1 felt tremendously bad about that, and | think | was
looked down on because of that. There was no question..People thought | was
swinging the lead (Philip).
In addition to interactions with others, another source of teelings resulting from the impact of
the injury was that of the uncertainty of the future.
(e) One major source of feelings was the perceived uncertainty of an injured athlete's future in the
sport or not knowing what the injury was. A typical question appears to be, "When can | get back,
and to what extent?". This uncertainty led to a variety of feelings in the participants, including

frustration and feeling scared.

| was always thinking about my knee and when is it going to get better? And when
can | get back into training?(Grant).

God this might be..One day | might not be able to walk (Philip).

The main thing that effected me mentally was...How long will | have to play like
this? How long will 1 have to play like this? (Tery)



| wasn't sure at that point if | would be ever able to get back to it (running) again...|
was starting to think God..| may not ever be able to run again...it was pretty
depressing. A problem | think with my injury too...was that we couldn't really get
at it, 1 mean | think it would have been a little bit easier if we'd been able to stick a
label on it. You know “we're treating a this" and you just say | have a sore hip
(Deborah).

Not knowing what the injury was, or how long it was going to last, caused some participants to

become frustrated.

| think | walked into the office frustrated because of the injury and not knowing
what it was (Grant).

| was frustrated because | didnt really know if this really was it. Is this really t? Have
I really got a chronic knee problem for lite now? (Philip).

An ignorance of what was going on, related to the injury, led to the participants feeling scared.
This fear arose from thoughts of not being able o compete again and even that one might re-

injure the body part upon returning to the sport.

| was scared. | was really scared, because | didn't know if | had done something
that would keep me out of sport for ever. Because | had never experienced pain
like that. | was so scared of what was going to happen (Grant).

And then just that niggling fear that maybe it (his knee) was going to be
permanently injured and | (would) always have a limp and never be able to run
(Bill).

The uncertainty was also related to an athlete's fear of being re-injured or of letting the team

down on the athlete's first game back.

(Ashley): | tell myself, "you know you can always get injured again”... | mean I'm
going to ask my knee for as much as | did before..! think itl give it to me, 1 think.. i
have to wait and see.."...

Researcher; So you are kind of protecting it in a way (Ashley: yeah), and scared
of what? Scared of ..

(Ashley): | guess, either hurting it or doing it again.

(Bill): 1was scared about the first game | played after my neck injury...before | went
up and boy, oh boy, | had no nails left, | was going through packs of gum like it was
going out of fashion...

Researcher: What were you scared of? Doing it again?

(Bill): Doing it again. Stuffing out in the field, fear of failure, fear of misplaced faith

in you.
Thus, fear and uncertainty were experienced by the athlete in relation to her/his ability to

perform, if and when the athlete returned to their sport.



Summary

The resutt of an athletic injury had a signiticant emotional impact upon the participants. All the
participants reported experiencing emotions such as anger, frustration, helplessness, fear, quilt,
and depression as a result of a variety of different circumstances.

An awareness of the emotional impact of an athletic injury is important for clinicians. Although
some athletes may possess ways to deal with these emotions, others may feel overwhelmed by
these emotions and need to be taught additional emotionally-focussed coping strategies. The
strategies that some participants in the present study used to deal with the emotions are
described below.

Dealing with the Emotions

Given that all participants experienced emotions as a result of their moderate to severe athletic
injury, the focus now turns to, "How did these people manage their feelings?". Athletes varied in
their awareness of specific ways of dealing with these emotions. Some were quite explicit as to
the strategies they used, while others seemed quite unaware of their emotionally-focussed
coping techniques. These strategies are briefly be described and included:

(a) Listening to the messages of healing. Once the participants began to acknowledge their
body's messages of recovery, unpleasant feeling began to dissipate and/or be replaced by

positive feelings.

| started to fee! a little bit rejuvenated about running. | started to think (gasp)
maybe | can do it ! Because | thought | had lost that sport for good ...yeah a big
sense of relief. Sort of like "I'm back"!"(Deborah).

(Ashley): it feels good and to be running after 5 months of not running is helping
me | think upstairs.

Researcher: How does that help you?

(Ashley): Just encouraging, it says OK fine, your knee is really improving, you're
going to get back, ‘cos there's always a doubt here and there.

During recovery anger disappeared (Grant).

Il iced, 1 iced, | did all the exercises they gave me to do and every ounce of healing
gave me the strength to go on and to have an outlook of positivism that one
needs, especially for one's emotional health, going through a period where as |
would put it, that was my worst injury (Terry).
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As | jogged | said "Hey..! feel OK, I'm..yeah I'm OK, that doesn't mean anything,
I'm not going very hard, but | feel OK". So there was a sort of glimmer of hope,...lt
felt wonderful to run and feel fine when | ran, and fine after the race, and fine
everyday afterwards. itwas a great feeling..(Deborah). )

(b) Faith in one's God, one's self, or in the foundation’ of one's rehabilitation program, were said to

have alleviated some of the more unpleasant emotions such as uncertainty or fear associated with

a participant's injury .

I've always grown up on faith, and faith is the substance of things hoped for, the
evidence of things not seen, and | knew | could continue to keep playing like this

(Terry).

| really didn't have any doubt within my mind that | would be playing next season..|
don't have really much qualms about my knee now either. People who have
done it before tell me ..you know "Oh you know, you won't be playing for a while
or this..be really leery about this, or really leery about that". | haven't, my knee
feels really strong (Ashley).

(Deborah): | was starting to think God..| may not ever be able to run again....
Researcher: So what kept your hope going at that point?...

(Deborah): | think | sort of kept in the back of my mind, that if | really gave it a full
and true lay off, not ..you know not six weeks like, | mean a real, real lay off of
months...

The physiotherapist said “Well if you follow my program you'll be back running
within a month”. 1 knew I've got to follow this [program], and I'll be better and Il be
back running...!f it had been...the situation where there was no foundation [the
rehabilitation program] for me to follow, to grasp onto, try to reach for, | think the
roller-coaster ride would have been a little more scary (Grant) .

(c) Some participants stated that in order to deal with some of the negative emotions associated

with their injury,

they would focus their minds on other things, engage in other activities or ‘bury’

thoughts about the injury and its meaning. Thus, in essence, the participants appeared to be

repriorizing or refocussing their lives.

To manage something like this you have to bury it, there's no question about that.
Accept and just bury it and have done with it.... In fact I'm aware of some people
who take some pretty drastic action upon their own selves i.e., suicide, because
of the incredible depression that there is that they cannot be active anymore...So
| gradually just pushed it down the list of conscious priorities, and give it very little

thought.

I've hardly given it any thought at all...It's diminishing all the time...family,

house, other worries have taken over (Phiiip).

So it wasn't perfectly satistactory, but | wasn't going crazy. At least | was really able
to pull myself into the other two activities [swimming and bicycling]. So ! was lucky
in that sense (Deborah).

| am sort of coping with that [frustration] by using...my textbook skills to show
younger kids how to do it, and how to do it right, and | get quite a bit of satisfaction
out of that. So | am sort of trying to channel things away from getting focused on
myself and trying to push things in different directions (Bill).
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| would try and forget about it, just to keep doing things, keep my mind occupied
with other things, so | wouldn't think about it...that's kind of the way that | deal with
painful things is just try not to think about it as long as I'm busy doing other things |
don't think about it (Ashley).

This latter quote suggests that people may utilize ways of dealing with the injury that they have
used in the past.
(d) Receiving encouragement trom the self in the form of positive self-talk or from social support

helped alleviate the emotional impact of injury.

There were always down times, but then as soon as | started thinking that was
when I'd say 'Forget this, we've got things to do. Lets go do it' (Grant).

I'l smack myself sometimes. "Quit feeling sorry for yourself". | mean you are going
to be walking and playing again eventually...there's people who can't walk and
stuff. So | keep myself going that way 100 (Ashley).

So it's going to be that will, that mind, and that spirit that's going to help you
overcome this injury, because however you think - your body will react
accordingly. | believe that I've experienced that. Just overcoming all of the
adversity that 1 have in the past...The meditation, the deep meditation, the
concentration, and the thinking, just the power of positive thinking that | have.
I've always had it, but now | have it on audio. | talk to myself on tape, positive
things, things that | want to do. | listen to that over and over and over (Terry).

After | acknowledged the injury, really the only thing that got me through a lot of
the emotions were my family and support from my friends. That was the biggest
thing, but | by no means coped with the emotions well (Grant).

.| didn't feel like | was part of the team any more. And | did get lots of
encouragement from players and the coach...definitely the coach heiped me a lot
(Ashley).

(e) Coming to a resolution as to one's temporary or permanent future role in the athletic world

helped to alleviaie the emotional impact of the injury.

I'm resigned to it. There's not much that | can do about it. And | certainly know
that I'm not going to spend the second...thirty years of my existence worrying
about not being able to walk at sixty. I've gottoo much to live for for that. I'm not
going to v:orry about it (Philip).

You see for me the moment it happened | knew that was it. My footy career was
over. So there was not sort of "How am | going to get back, 1 have to go through
all this pain again and try not get back....The coach wanted me to be a
runner..who runs down carrying messages from the coach to the players...It is
better to do something than nothing at all (Bill).

| just alienated myself from the team... withdrawal away from anything that would
remind, or get me thinking about it (the injury and its impact) {Ashley).
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() Gaining experience: The emotional impact of an injury can be alleviated by leaming
about the injury experience or even by academic knowledge. This has implications for

educating athletes about the injury experience.

| didn't know how to deal with it, | think.. . However, | know if 1 injured it again I'd
heal faster, just because | would know how far to push it this time. Sometimes you
don't know how far to push it? And you know when to trust it and when not to and

stuff...(Ashley).

| guess my academic background made me learn about the process | was
experiencing and that made it very manageable (Philip).

sSummary

A number of different strategies and circumstances helped the athletes in dealing with the
negative emotions associated with their injuries. In addition to experiencing and dealing with
emotions, a participant also had to adapt to the other effects that the impact of an injury had on
his/her litestyle. For example, the participants had to reorganize their lifestyles.

R ing One's Litesty!

Part of the process of dealing with the impact of an injury involved the injured athletes changing

their lifestyles from one where sport absorbed a great deal of their time, to a life where participation

in sport was not possible, or only possible at a reduced level.

You've just got to fill up the hours that would otherwise have been spent with
your sports doing something else. | have found that if | have got time to Kill, | just

sit around and think, and ! think "Oh God here we go again”, and you just feel
yourself getting flatter and flatter [feeling down]. You have got to do something
to pull yourself out of it..(Bilt).
This adaptation of lifestyle also had other functions such as helping deal with emotions (e. g., by
keeping one's mind off the impact), prevent further injury, allowing rest, minimizing fitness losses,
or re-planning careers. The adaptation might be short term (e. g., for a week), but it also might also
involve career changes which have resufted from a career-ending injury. Energy was redirected
by: |
(a) Increasing time spent at school or work.
What | try to do... is try to put my efforts towards something else. Like when | was
injured | really got keen on my schooliny, and really studied harder than I'd ever

done before so | could keep my mind off being angry at not being able to go out
and train. 1t worked for a while, but you need running to give it a break (Grant).
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1 usually piay, so | don't like watching, and even in schooi I'm burying myself in my
school work, and stuff (Ashiey).

(b) Resetting goals resulted from the injury. This may have been an indirect resuit of the injury, for

example, as a result of the decreased motivation which resutted from the Iinjury:

| just had no motivation..and (it) finally made me decide, to do what | had really
been thinking about all along. | don't know why..why..it made me think that, or
why it made me take that choice, but it just seemed to push me, to do
that...(Ashley)

The injury might also prevent an athletic person from pursuing certain vocational or athletic goals.

| had chosen a career in sport...Suddenly | was a Phys. Ed. teacher and all of a
sudden the very things that | walked arourd on were quitting on me...If | am going
to manage the problem, then I'm not geing to have an open book on sport. Close
the chapter the chapter is written it's finished. Now we're in Y's academic career,
not his sport career (Philip).

The athletic goals for that season might also have to be changed to accommodate the injury.

(My physiotherapist) just said "‘Well look, you're just going to have to look at new
things. Forget cross-country now, and lets start thinking about other things”
(Grant).

(c) Engaging in a reduced level of the activity or in alternate physical activities such as swimming or
cycling were strategies for maintaining fitness, dealing with emotions, and healing the body.
These activities were ones which did not produce pain or which reduced the amount of injury-

related activity.

A walk-run program...got...my fitness level maintained. It didn't injure my knee
because there wasn't this constant pounding (Grant).

| started swimming again, but that was just a replacement...| was still able to
compete at something even though it was with myself probably more than
anything (Philip).

You are trying to redirect where you are going to put all this energy. I'm not very
comfortable at just sitting around, and saying "Oh well, I'm injured, I'm not going to
do anything”. I'm smart enough nowadays to know that...i# I'm injured running |
can't run, but | can certainly try to find something | can do, and do that... For
example, swimming and eventually biking. 1 did lots of that, that summer. That
was most of it mountain biking and road biking, and | could play tennis and | could
play basketball... just to a limited degree (Deborah).

It was a lot of bike riding. We started bike riding right off the bat, to get my mobility
back first and then strengthening and endurance from their, and I'm still bike
riding, and slowly got into some weight liting and balancing and we used the
brace (Ashley).
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Therefore, the participants reorganized their goals and their physical activity patterns as a result
of the injury. Another aspect of the litestyle changes that had to be adapted to as a result of the
injury were changing social activity patterns.

To summarize, as a result of a moderately severe to severe injury, the participants had to make
some significant changes to their lifestyles. These lifestyle changes achieved a number of goals,
including dealing with emotions, developing career options, minimizing fitness losses, and
redirecting one's energy. A further aspect of dealing with the impact of an injury was that of the
athletes' need to Heal their bodies.

Healing the Sody

When dealing with the impact of an injury, a great deal of effort is directed towards healing the
physical impact of the injury on the body. Following an acceptance or acknowledgment of the
injury, the process of recovery began. The transition into this phase is a subjective perception,

although there seems to be a time when recovery is perceived as beginning.

Ok, recovery is going to start now...where up untit that point | was still feeling
down because recovery hadn't even started...where | could look at it as recovery
(Grant).

Evidence of a number of strategies indicated that the participants were engaged in this phase.
These strategies included:
(a) Seeking medical advice: Although the timing varied, all the participants sought some form ot

professional advice towards healing the injury.
So what | first did is | went to Dr. X. (a local sports physician) (Grant).

It happened on a Saturday, and that Monday | saw Dr. Z. and he took one look at
it, (?) and said it was Anterior Cruciate (Ashley).

And so | was treated a bit by physio, but we couldnt really sort out what it was
(Deborah).
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In doing so,the hope that the medical profession could “fix" the injury was a motivation.
Stand up my son, you are healed. Yes that's what you want from a doctor. Thatl's
what | want from a doctor is for a doctor to say "No problem, we'll fix it. A little
operation. You'll be as right as rain, no problems at all tomorrow. You'll be back
playing sport. No problem at all". The last thing you want to hear is, "Well yeah
you're right it's ireversible damage. So what are you going to do about it?". This
is the crossroads. You're lying there thinking, “Shit, that's all | need. Thanks a lot.
Thanks for nothing” (laughs). But one wants honesty though. So you feel a little
pissed off that you are getting the truth (Philip).

However, this miracle cure hardly ever exists.
| was most disappointed to hear the same thing everyone else had been
saying. "It's going to take a long time, there's not much else we can do for
you" (Author, personal journal notes).
A second opinion or a referral to a specialist was also sought if the participant was unsatisfied
with the treatment he was getting.
| forgot who it was, what doctor it was, but it wasn't my initial trainer...| think it was
my chiropractor...he said that it was the capsule, | finally went and told the trainer
about it, then he said "Oht capsule, Oh! | know", and then he started putting me
on a different type of treaiment and then it all started coming together (Terry).

He (a general practitioner) put me to a specialist...you know | was in with Dr. X (the
specialist) and within about 30 seconds he knew what was wrong (Grant).

(b) Attempting solutions: The participants attempted a variety of solutions to facilitate the healing
of the injury. These solutions may be initiated before or after visiting a health protessional. These
solutions may be more or less successful. The whole range of treatments available to athletes will
not be presented here; however, some of the treatments described by the participants included:
self-treatment, rest, surgery, and biofeedback.

Self-treatment included weight training or stretching exercises. A self-imposed rest period, o
lay-off, was also another self-treatment strategy.

There was no rehabilitation at all...! just weight trained and stuff like that (Philip).

| thought it will be a week or so of lay-off and stretching and I'd be all right, but | couldn't
seem to shake it. And so ! was treated a bit by physiotherapy, but we couldn't really sort
out what it was, and so | just started to resolve to the fact that | would just have to lay off,
more than anything else. So we just..just took time off, and kept on hoping that it would
go away (Deborah).
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For some athletes, surgery was a possible atemative form of treatment.
He said that | was going to go in for arthroscopic surgery on Tuesday (Ashley).
The decision to have surgery was placed in the hands of the athlete, often after being given the
risks and benefits of a number of alternatives. This decision appeared to be influenced by various

criteria including the severity of pain or degree of suffering caused by the injury, or the athlete's

attitude towards surgery.

My surgeon sat me down and explained the risks and alternatives of three
possible alternatives to resolve my problem. Conservative therapy (a
continuation of what had been going on for the past four-and-a half months, a
Chymopapain injection or back surgery. | chose the injection because it seemed
less invasive, gave me some hope for the future, and also left surgery as a last
resort. (Author, personal journal notes)

Oh, I'd have to be debilitated. | wouldn't be able to walk or I'd be in severe pain
every step...about an eight (on a scale from 0 - no pain, to 10 - the most severe
pain he had ever felt) (Philip).

No | knew it wasn't strong enough to be a career ending injury then, but what |
teared most of all, Jeremy,was the surgery itself (Terry).

Biofeedback was arother healing modality, although in this case its efficacy was questionable.

| went to the clinic and basically they just put me on some biofeedback type
stuff...it didn't work worth a darn! (Philip).

Seeking medical advice and attempting solutions were strategies used to facilitate healing.
However, the use of inappropriate solutions may have resulted in exacerbating some injuries by
helping to silence the warning messages of the body (e. g., pain) and promoting bargaining-type
behaviors, such as taking anti-inflammatories so that one could keep training. In these cases the

solution became a problem.

You know, in a sense, | think that's where he (Dr. X) screwed up a little bit....the
racing and training with anti-inflammatories might have caused the injury to get
worse, because | couidn't feel what was going on (Grant).

| remember my physician at that time did the naughty of naughties...he was

injecting pure cortisone straight into the joint on a weekly basis which of course
caused further degenerative changes (Philip).

(c) Protecting the self: Another aspect of healing the body was to protect the injured body part
from further damage. Self-protection was achieved in a number of ways. For example, resting or

laying off from the activity appeared was one solution which resulted in self-protection, as was
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reducing the amount of physical activity which was also noted in the category of re-organizing
one's lifestyle. Two other methods of self-protection were (a) being extra careful when engaging
in physical activity, or (b) using physical supports, such as a knee brace, to protect the injured

body part. The use of these methods appeared to be motivated by a fear of reinjury.
We did a lot of exercises with the brace on. | think | cover for myselt too though,
Like, whenever | jump off say the bench at ringette or whatever | always land on
my left leg, just an automatic. Whereas, | should be thinking ‘You've gotta land on
both feet” and then eventually try fanding on my right leg, but I'm still scared to do
that (Ashley).
i could hardly walk...| had to be very careful about anything that invoived twisting,
turning and bending, steep bending because of the knees this sort of thing
(Philip).
(d) Generating and maintaining motivation: Once a therapeutic strategy was initiated, a major task
for the injured athlete appeared to be generating and maintaining the motivation needed to
adhere to the treatment program. Motivation appeared to be a problem since the athletes did not

enjoy the types of activities used for treatment, and/or maintaining fitness.
The mental thing though...the hardest thing | found was getting all geared up to
go and do something and do a good workout and the gnly thing you could do was

swim...the gnly thing you could do was swim, because biking and running were
out by the end of it (Grant).

it's really hard to motivate myself to work out sometimes too. Because, | mean,
when you go to play soccer, whatever, there's a goal in mind to win. When you're
on the bike, the motivation, there's always the motivation that you are going to get
better, but it's tiring (Ashiey).

| guess | wasn't prepared to put the time in...and | guess in the end | got fed up

sitting in the waiting room. Somebody's red tape really caused me problems for
sure, | couldn't be bothered to wait around {Philip).

The participants reported a number of strategies and events that helped them to generate and
maintain motivation. These included self-talk and reframing, improvements in function, the
treatment environment, taking responsibility for treatment, and fearing the consequences of not
adhering to therapy.

Self-talk and reframing (looking at a situation from a ditferent perspective) was one strategy
used to maintain the motivation to continue in this non-preferred activity.

| kept trying to convince myself that it would do me good in the long run. I'm going
to improve my swim time. It's the weakest link of the triathlon for me, and | kept
saying "Well it's just improving your overall goal, and that's to develop...” (Grant).
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| see people in physiotherapy to0 that have ripped Anterior Cruciate and Medial
Collateral and some cartilage, or you'll have people who've ripped two ligaments,
and there's always encouragement that way. Like I'm lucky I've only ripped one

ligament (Ashley).

Improvements in the athlete’s function were signalled in a number of ways, such as the absence

of pain, or increased range of motion. These messages of improvement from the body helped

the individual to generate some motivation and hope.

So | jogged in that (relay) and that was the first time that | had ever done any
running at all (since the lay-off), and | mean it was dead, dead, dead slow... it was a

totally non-compe

titive thing and that was the first time that as | jogged | said

"Hey..| feel OK, I'm..yeah I'm OK, that doesn't mean anything I'm not going very
hard, but i feel OK". So there was a sort of glimmer of hope (Deborah).

There was a time about two months where | was doing the same exercises about
every other day, and | didn't see much improvement, and then all of a sudden it
like snapped..and I'm doing all these things that | want to do, and will soon be able
to be starting to play, and so..very encouraging that way. Something to look
forward to, 'cos it was very monotonous there for a while for about two months,

three months (Ashiey).

So you sit there, and you're thinking while you are icing, while you are getting
your 'sound treatments, and you have to draw on something, and the only thing
you can draw on is the healing process. Any little bit. i | can straighten my leg out
like this today , and tomorrow like that that's a big victory - two inches. That's a big

victory (Terry).

The social nature of the rehabilitation facility helped the athlete comply with therapy.

The one thing that did help was going to a sports medicine clinic, because you

see other athletes in there...Being able to see people you could relate
with...when you see other people working hard, trying to get better it sort of gives
you a little added incentive saying. "Hey if they can...so can I" (Grant).

If you know that you are not playing, you want to stay in the training room and be
around people that are hurt like you. And that's because you feel like we have
something in common. (Terry).

On the other hand, the nature of the facility might decrease adherence to a therapeutic

program.

it was just suddenly [that] the cooperation stopped for some reason. 1 just wasn't
allowed to go in there. Whether or not they figured | was just working out for free,
or not, 1 dont know. But | guess it's self treatment (Philip).

One of the main issues related to motivation for treatment, was for the injured athlete to take

responsibility for the treatment.

I guess the agreement is that | moderate my activity level, and we manage it as

much as possible,

and when it becomes unmanageable come back and see me

sometime...he (the specialist) shifts the responsibility on me (Philip).
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Fear of the consequences of not adhering to treatment was also a powerful motivator for the

athlete to take responsibility for treatment.
| did everything that | could control, because | believe in the rehabilitation
sequence. The main thing you can do is do what you control. { mean the doctors
are there to help you; however, just like in cancer patients and people who live
past their time. It's all about will over skill. You know tow much will you have. |

know frankly that | didn't want to go to surgery. | didn't want to have surgery. |
abhor surgery. So that meant | had to control what | could control, and | iced like

three or four times a day. | was like the ice man cometh! (Tery).
...based on the rationale that | know that the alternative is severe atrophy in the

surrounding musculature which is going to cause even more problems. So it
certainly is a motivator as well as a management strategy (Philip).

(e) Managing the physical pain: In addition to the rigors of a treatment program, the physical pain

associated with an injury was a major factor that the participants had to deal with.

| remember playing seven-a-side (rugby) at the end of that term and | could hardly
walk for about a month afterwards; just excruciating pain (Philip).

The pain, Jerry, it was the worst pain that I have ever felt, just right in the back of
my knee, ! wasn' able to bend my leg. (Temy)

A a variety of methods were used to reduce the pain and suffering. These included rest, ice,
psychological methods (e. 9., competition adrenalin, or dissociation strategies), different sport
techniques, exercise, and medications.

Icing and resting the injured body part were initial injury and pain management strategies.

Well | iced and iced..| stayed around the pool side lying down and not moving very
much, because | couldn't (Grant).

Mental strategies such as dissociation, in which the conscious mind is focussed onto subjects

other than the pain, was another pain control strategy.

| learned from a person in Guatemala once that what you do with pain is that you
put it in a bottle and you stand it outside yourself. Or you stand outside yourself
and the pain is trapped somewhere and you look at it, and you experience it, but it
doesn't hurt (Philip).

The adrenalin associated with competition was another strategy used by athletes attempting to

compete while injured.

In the Victoria triathlon | managed to make it until it was only 100 meters or so to
go, where my knees really hurt. By that time, you could still..adrenalin kicks in
there and you can just run through it (Grant).
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However, during the week, like | said, | would get beat all week in practice and |
couldn't run. It was like | was on one leg, but somehow in the game the adrenalin
took me through...(Terry).

Exercising, or adapting exercise, technique were also used to manage pain.

At first when they were letting me do that (resistance training) | was really getting
somewhere. | was getting a eal management of the pain. Tremendous. (Philip).

| was doing everything. | was, | was playing with ideas. | was lifting my seat,

dropping my handle bars, lifting my handle bars, dropping my seat. Trying to
create different angles so that my knee wouldn't hurt (Grant).

Other participants used medications o decrease their pain levels.

Learning to live with it meant taking anti-inflammatory drugs on a regular basis.
Now...I've tried a few painkillers with Dr. X. (Philip).

And for the, first | was in the hospital for four days, and the first two days | was
pretty medicated (Ashley).

Although these pain management strategies had the advantage of controlling, or reducing the
pain, they also had some drawbacks. For example, one problem with these strategies was that the
natural warning signals of the body could be ignored, and as a result, the injury could be

exacerbated by further activity.

The racing and training with anti-inflammatories might have caused the injury to
get worse, because | wasn't really feeling what was going on (Grant).

The main danger is to realize that the damage is there, and that | can't go on
playing, running and training like { used to (Philip).

() Re-engaging in activity. During the process of healing the body, the athletes tested out their
injured limbs by doing various activities. They used the resulting messages of the body (e. g.,
pain, soreness, or absence of pain) as feedback concerning the extent of healing, and the
athlete's readiness to return to physical activity. An absence of pain usually resulted in increasing
activity. However, the presence of pain was a signal to "hack-off' and allow more healing to occur.

As | said, your mind is in your knees. You're thinking about your knees all the

time. Even when you are sitting down, you are straightening them, looking at

them, clicking them, maybe it doesn't hurt. Yes it does (Philip).

But then gyery once in a while I'd try to go for a little jog and ...it would be right
there.."No can't do it. It's still there, we're obviously not getting at whatever the
problem is” (Deborah).

Tge second | feel a twinge in my knees, I'm going back to the walk-run program
(Grant).
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During rehabilitation there was a fine balance between exercising the body to facilitate healing,
and overstressing the injury and causing a relapse. As a result, the messages of the body
became an important source of information for both participant and therapist to gauge how much

activity the participant could tolerate.

| could feel it, | could feel it coming back. | can feel it coming back to the point
where | could do more. My legs were stronger. | was performing better, because
it is not how long you perform, it's how good you perform... So | brought my body
along by feeling, by feeling it coming along, | brought it along and pushed it for as
long as | could for as hard as | could, and then boom | got off the knee...(Terry).

| think it would just say... a lot of it has to do with stiffness, | think, after I've been
training and it's really stiff | know that | shouldn't have been pushing it quite that
hard (Ashley).

If the recovery was successful, more and more activity could be tolerated and the athlete
gradually re-engaged with his or her sport at some level. This retum was usually gradual.

However, the enthusiasm of returning to activity was also balanced against the fear of re-injury.

I'd just do really short, you know, like 15 minute kind of runs, very slow..with tons
of stretching before and afterwards and each time I'd think "I'm OK, | feel OK. I'm
not and | don't feel sore tomorrow, or I'll take a day off tomorrow, and if | feel
anything 1'll stop, 1'll stop, | swear I'li stop!" (Deborah).

The beginning of November was when | started running again..| put in a 30 mile
week and just increased it (Grant).

However, there was a need for some participants to restrain themselves since they were at a
point where they could go back to their activity. The temptation was often to do too much activity,
too soon. This could lead to relapse or imperfect healing. Premature re-engagement in a sport at

too intense a level can also be encouraged by coaches or significant others.

| wasn't able to run for five months and now it's getting harder to watch because
you've got that itch and you're capable of doing more, but not quite capable of
playing yet..and it's getting harder...(Ashley).

Certainly, while | was wrestling | never gave myself adequate time to heal up. | do
now and also listen to my body, and I've had much less injury problems in recent
years...It's been my experience that many coaches do not have their athletes
best interests at heart. I've seen (and experienced) coaches who make their
athletes compete when they should not.(Athlete's answer from validation
questionnaire).
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| usually (always) go back too soon. | think "great, no pain, I'm fixed". | find it almost
impossible to increase my mileage by only 10% each week when | feel good. |
know interval training is intense, but when everyone else is doing it, and they
encourage me, | do too. | need someone to say don't do it, but they don't so | do!
(Athlete's answer from validation questionnaire).
In addition to increasing the intensity and duration of activities which were limited by the injury,
there was also a gradual or sudden disengagement or weaning off from the therapeutic schedule,
or from apparatus used to protect the injury.

Just when | start getting back into things, (so) | might use it (my brace) for a couple
of weeks, but that would be it...(Researcher: MmHmm)..and 1 would just be doing
running with the team and limited kicking of the soccer ball and stuff, and then
slowly getting into the drills, and eventually near the end of the season | would
think, I'd be getting into games maybe half a game here, half a game there. So bit
by bit, bit by bit by practising and then into games (Ashiey).

| was playing with a brace for a while...One day | decided it was good enough. |
didn't need it any more (Julie).

Healing the body was a major part of the injury experience for these participants. The duration
of this healing process varied according to the severity of the injury. It was mentioned earlier that
many of the facets of this category interacted with other categories in the phase of Dealing with
the Impact and the holistic mind-body integration of this process became apparent. The
importance of listening to the body's signals as a cue for damage or healing was a major aspect of
the healing process.

Another aspect of the impact of the injury was the effect the injury had on the athletes’
perception of themselves.

Changing Sense of Selt

Another impact of the injury involved the changes that the participants saw within themselves.
This included confiicts of wanting to exercise and not being able to, losing trust in one's own
body, and a changing sense of one's seli-concept in terms of physical (e. g., body image) and
personal self (e. g., self esteem). The ways of dealing with emotional sequelae of these changes
have been described above.

(a) Experiencing conflict: As a result of being injured, the participants, at times, had conflicts
between what they wished to do and what they coulddo. For example, wanting to race and not

being able to participate.
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| seem to be standing on one side (of the fence) and wanting to be on the other
side (Deborah).

Secondly, the injury can result in conflict arising from a reduced trust in one’s body, particularly

with respect to an injured limb. However, this uncertainty can be alleviated with experience.

| know if | injured it again I'd heal faster, just because | would know how far to push
it this time. Sometimes you don't know how far to push it (Ashiey).

Thirdly, there may be a contlict over whether fo use a treatment strategy for fear of negative
consequences. For example, becoming dependant on medications or a knee support, despite

the positive consequences, can cause contflicts for an athlete.

Yes, | guess that's a fear, becoming dependent on the drug. But on the other
hand, | mean I'm not prepared to walk around with chronic knee pain all the time

(Philip).

| don't even think | want to start wearing a brace, because | think you can get a lot
of psychological dependence on the brace...so I figure if my knee can'tdo iton its
own, I'm not going to do it until it's ready (Ashley).

(b) Changing Self-Concept and Body Image: |n addition to causing some conflicts within oneself,
the injury also had an impact on the athlete’s self-concept and body image. For example, it

seemed as if the injury had deprived the athietes of a significant part of themselves.

| was a shell of myself to put it that way ...being an injured athlete, and the injury
that you had. At the moment it has robbed you of what you were and what you
want to become...'m going to work this much harder to recapture what | once had,
in order to compete in the field that | have chosen (Terry).

A change in body image also resutted from the fitness losses incurred as a result of injury. The

perceived changes in one's body also had effects on the athlete’s self-esteem.

Right now | feel like a fat slob, because | have been sitting on my buns. It's pot my
fault that 've been sitting doing nothing. But I'm not as in shape as everybody
else is because they've been playing sports. But | wouldn't be, if it wasn't for my
knee (Ashley).

...Of course | gained tons of weight. That created, | remember, real self-esteem
problems. | remember a girl told me | was {at once in a bar, and | had always been

so skinny (Philip).

You get a loss in self-esteem. You wake up in the morning. You get out of the
shower and you look at yourself in the mirror and you say “God where is the chest
gone", ...it's probably not much, but you just tend to over emphasize, | tend to
over emphasize feeling small....Just feeling soft and just feeling generally unfit
(Bilf).
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The change in self-concept associated with the injury was also an indication of being vulnerable

to injury, perhaps, in spite of the athlete's pre-conceived notions. This might lead to self-doubt in

some people.
| realize now I'm not invincible (Deborah;.

I'm not prone to injury at all. | mean | always think of myself as never getting
injured...before it happened. | thought | could never get seriously injured, never,
and then 1 really did...It finally showed me that | could get injured....that it's
possible and so then you automatically start to doubt (Ashley).

| overheard two males chatting by the weight room about the effect of their
injuries. One said, a leg fracture meant that "He couldnt rely on his body
anymore”, the second agreed by saying "yeah...| had the same thing, 1 ot injured
and it meant | wasn't indestructible any more"...(Author, personal journa rotes).

The vulnerabilities suggested by injury can also be a sign of aging and of the declining

resiliency of one's body.

I just thought “I'm over the hill" (laughs) ...You start feeling that you're loging your
resiliency, to bounce back ...I always wanted to be somebody that could do this
for years on end and not only do it at a highly competitive level, but to be
somebody's grandmother, and being able to do a 10km....It wasn't so much that |
wouldn't be fit enough, but that | couldn't tolerate the wear and tear to do it. !t was
awiul...| just...(had)..started to destroy my hody, before | had even hit 307
(Deborah).

Despite being injured, others, however might still deny thair vulnerability.
No | don't have a fear that injury can, or may, stop my athletic skills. | dont believe
injury is going to be the way that | am going to go out. Because ! have always
been able to avoid it and, now that | know what | know, | am able to have my body
in that much more, better condition. So, no, | don't really have a fear of career
ending injury, any.more, because | understand now (Terry).
| don't set any limits to what | can do and that involves my destructibility as well, but
| don't feel that | am destructible. | have bounced back before and | will do again
(Bill).
In summary, injuries appeared to have an impact on the individual athlete. However, there also
seemed to be an impact on an injured athlete’s relationships with significant people around them.
I ting With Oft
The impact of an athletic injury can have an effect on a person's interactions with other people.
Sometimes the consequences are positive. For example, spending more time in social activities.

At other times, the changes can be perceived as being negative: Tor exarple, “seling excluded
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The positive aspects of the injury might include spending more time with a spouse and saving a

marriage, engaging in more social life, and initiating new friendships.

1 don't think my wife would be around now... No question. 1think she'd just had it,
because | mean | was running all the time. That was the main thing. ...80..1 guess
it saved my marriage,...(pause)..Should have kept running, | guess! (Philip).

| became good friends with one of the girls off..my Ajax team, that's a club team
that plays during the summer. So at this point we weren't playing, the club team
so | guess, and we did a lot of things together. Just movies and stuff like that.
And | guess that's how | repiaced my time, just recreationally (Ashiey).

Probably my social life increased a lot more..definitely, because for the simple fact
that when | was just concentrating on my training | remember comments from my
friends saying "well when ever are you going to come out with us?". And 'd say
"well you know...", because | was so into training. I'd go out and train for three
hours on a Friday night. So, socially, it increased (Grant).

Other changes may not be so positive. Injured athletes can feel left out trom the ‘in group’ of

active players since other teammates may not know what to say to the injured athlete.

I was sitting out all the time. | felt tremendously bad about that and | think | was
looked down on because of that. There was no question...people thought | was
swinging the lead [malingering] (Philip).

I've talked to one of the girls off the team and she says they've tried to avoid
talking about like the national championships and stuff like that around me, so that
it doesn't hurt me as much (Ashley).

i go there all the time (the football club). They are all [saying] "You poor bugger
someone is treading on your grave or they are sticking pins in a voodoo doli or
something”...and that gets annoying (Bill).

The negative moods which were associated with being injured also affected other people, such

as a spouse:

So, sometimes we clash. Because, he would rather..you know he sort of.."Well if
you want to go do the race, go and do it. It you don't want to go and do the race,
then don't do it. Why is there a problem? Yous're gither on one side or the other
side of the fence...that...often flared up last summer, and was really frustrating for
both of us because it wrecked some potentially good weekends. (chuckles).
(Deborah).

The impact of injuries can, therefore, affect interpersonal relationships with people around you.
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Summary of Phase Three- Dealing With The impact

Once an athlete acknowledged being injured, the injury had an impact which could include
intense emotions, a reorganization of the athlete's lifestyle, attempts to facilitate physical healing,
changes in social interactions, and an altered sense of seif. Variability of the impact depended on
a number of factors, including the athlete’s previous experience with injury, other lite priorities, the
perceived severity of the injury, and the timing of the injury. These factors might be subsumed
under the rubric of "meaning of the injury”. However, all the participants invested energy in
dealing with the various sequelae of the injury.

In the next phase, the injured athlete achieved a physical and psychosocial outcome . The
injury may either have been fully healed or been in need of management on a chronic basis.
However, as a result of going through the proceés. the athletes seemed to leam a great deal
about themselves. Part of this learning may, indeed, be the meaning that the sport or activity has
to each individual. This type of learning has been termed The Lessons.

Phase Four - Achleving a Psychological and Physical Outcome.

The tinal phase ot the Risks Model was termed achieving an outcome. This phase includes
both physical and psychosocial outcomes. The physical outcome refers to the extent of healing
of the physical injury. The learning and perspective changes that participants indicated resulted
from the injury experience were termed the psychosocial outcome.

Physical Qutcome

At some point, the injured athletes reached a resolution to the injury process. Two major
categories were found. These were partial recovery and full recovery.

Athletes who achieved partial recovery were either those who had to manage their chronic
injuries in order to continue with their sport, and those who were unable to continue in their sport
for fear of re-injury. For examptg, chronic management of an injury might involve taking anti-
inflammatories, modifying the activity, and/or decreasing training loads. Typically, the athietes
who had partially recovered from their injuries, either participated in less high-risk activities for fear

of sustaining even worse injuries from their sport, or retired from sport altogether.
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Personally, as far as sports are concerned, personally | want to overcome this
injury and make sure that it is not going to stuff me up for the rest of my life...So |
think | will do things more for the intrinsic satisfaction of having to play it
safe...rather than sort of trying to make it in the pro's [football]. ...I am always
going to have a slightly weakened knee (Bill).

At the time of writing, the athletes who recovered fully from their injury had returned to their
sport (participants one, three, four and tive), stated that they were having no pain, and were
engaged in full training and competition.

Recovery might also be viewed as being relative to an athlete's activity goals. One might not be
able to compete at one's chosen sport (partial recovery), yet one might expect to be fully

recovered in terms of other activities.

Yes, permanent disability in terms of contact sports. But in terms of for life, what |
am hoping for is goirig to be full recovery (Bill).

Psychosocial OQutcomes- Learning the Lessons.

Whether it occurred during the injury experience or as a result of reflecting back at the end of
their process, the participants reported that they had learned a great deal about themselves and
their injury. This learning process associated with the injury resulted in the athletes feeling
qualitatively different about themselves by the outcome phase. The learning also appears to be

part of an ongoing process which continues even after the injury is healed.

I have leamed now, and | am still learning (Terry).

The lessons that were Iearnqd throughout the injury-recovery process were many, and included
learning about one's body and injury management, the messages of the injury, and gaining a new
perspective.
(a) Learning About One's Body and Injury Management

The participants noted that they had leamed a great deal about their bodies and how they might
manage injuries in the future. The themes in this category involved becoming more familiar with
one's body, the meaning of its messages, and its limitations. Additionally, injured athletes tended
1o learn about the need for early intervention with suspected injuries, and the need to engage in

preventative strategies.
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The injury, afforded athletes a period of time to become familiar with and to better understand
their bodies. The participants also became aware of the meaning of the body's signals. For

example, the difference between pain and injury.

| kind of know my knee very well. | probably know my knees better than most
people know any part of their body (Philip).

| think also that you can start to get a sense of whether something is a wear and
tear type of pain, and that is a pain that | am much more concerned about.
Because, experience has lead me * believe that that's going to haunt you for a
lot longer, than if it's sort of someth. .g that is more indicative of a... just sort of a
short term suffering that you are going through...(Deborah)

Pain is something that you may have day-to-day, just from the effects of the work
itseif, whatever it may be...Pain is something you get just from the work you are
doing, itself, as opposed to injury. Injury is what happens to us from our work, or
whatever, and that will cause us to miss time from work or to cause us great
discomfort so that we have to seek some kind of medical help or as | say miss time

(Terry).

Definitely, | think athletes in general have to make that distinction [between
training discomfort and the pain of injury]...because otherwise there is no way you
could perform. Every athlete you talk to wants to maximize his or her potential and
you can't do that without realizing the difference between the two, | think (Grant).

Thus, the reacticn to a potential injury is not only dependent upon listening to the signals the

body gives us, but is also related to the personal meanings that we have of the signals that the

body sends us.

As a result of the injury, some athletes learned about the vulnerabilities and limitations of their

bodies. In particular, they leamed to ‘pace’ themselves.

(1 have) gone from thinking that...you could be suffering a lot, and you could blast
along through this pain, but you would be better. Yeu know you could
suffer..and it wouldn't be a big deal, but | don't believe that any more...| don't want
1o destroy these joints, | want to use them for as long as 1 can (Deborah).

| have learned that for me, especially with my body and my knees..that if I try to
run every day, no matter how | feel, | am going to get injured (Grant).

The injury experience also taught athletes about the need to intervene early with injuries and

not delay in seeking attention.

Waell i think it was leaming from it. You made mistakes and you don't make those
mistakes over again. | wanted someone to tell me what it was right now... straight
away...I've got a little growing up to do and realize that when there’s pain, STOP!
Don't be dumb...You know you've got so much time ahead of you...Why wreck it
now? (Grant).
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Gee, this is starting to feel sore. What's going on? The next day | was really sore.
Now maybe a couple of years ago, | would have taken one day off and then tried
to go back to it. But | knew right away the bad news and | got treated right away
and | cut back my..Like ! took four days off, and | did a test run, like a little short one
and, no, it wasn't good enough...(1) dropped right off and so | took about two-and-
half to three weeks where | did very, very little running, and now (I'm) back fine.
No problem. So maybe I'm a little smarter (Deborah).

In addition to the need for early intervention with injury, the participants also learned strategies

aimed ar reducing the risk of injury in the future.

...It just reminds me. To, even in practice, to be aware ...And now, | just have to
keep my guards up all the time (Terry).

The doctor's got me on mentally, starting to think a little more about stretching,
So, | do stretch a lot more...(Grant)

So, now learning preparation, which injuries helped me have the patience to
prepare, because you have to have patience when you are jnjured. Because you
can't go like you could go. You can't do what you could do. Because, in '87 was
when | really started really treating myself. And, because of that injury, that
allowed me to really know that | should come in and spend more time icing myseH.
And, as | say, taking preventative maintenance, as | would call it (PM), preventative
maintenance. And | have seen now, since | have been on that type of program,
how my body is so much more loose and fiexible, less sore after games now, due
to my stretching from martial arts and everything, and my PM that has taken all
week... | feel that | am warding off potential injuries, by having my body always
serviced, and I'm always asking questions now (Terry).

These quotations also indicated the responsibility that athletes often had in causing their own
injuries by not engaging in injury prevention strategies (see phase 1).
(b) Heeding the Messages of the Injury

An athletic injury may have some important messages for the athlete. One message might be

that the athlete cannot continue in a particular sport or at a certain level of competition.

Finally it has been battered into me that | wasn't cut out to play it [Australian Rules
Football], and that | am probably going to ruin my life if 1 do (Bill).

it was a {inal confirmation. It was almost like this little worm that had been stepped
on, comes out the hole again to have a peek. And something crunches it down
again and says, get back down there. You know, "Don't you remember you are
hurt?". So a definite savage reminder from down there that there was something
drastically wrong (Philip).

The injury might also be a message that one’s time isup ..

...sometimes | look at it like God said 'It's time for you to get injured, you've had
luck for o many years. It's time..your tum'... The only way I can explain it was that
it was my time (Ashiey).
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Being injured gave the participants a new perspective which helped them see things in a new

way. This new perspective included the role of sport in one's life, the need to change one's

career or lifestyle goals, and the body's abilities when not injured.

An injury can encourage an individual to reflect

future expectations for engaging in spor.

...{the injury) definitely brought my life into more perspective...| remember, one
day, sitting under there looking up and saying ‘Why the hell am | doing it? Why am
| running around here? My knees hurt. This is stupid'. And I got on a bus...That
definitely was a realization point....| keep exercise more in perspective now
(Philip) .

(the injury)... started to make me think..! was already going to start making
compromises in my life anyway, and it made me re-evaiuate what does it mean to
do this activity. Yes, it was important to me. It was very clear that, “Yes, running is
very important to me”, but...that's it's not the only thing, and there are other
things out there that | draw similar satisfaction from (Deborah).

| can sort of see that | have changed my perspective in sport from wanting to be in
competitive sports to just doing things for myself...and just take sport on what it
can give me as pleasure (Bill).

on their reasons for doing physical activity and

The enforced break from an activity caused by having an injury can also motivate a person to

train hard at activities that were previously perceived as unenjoyable.

Last year | didn't enjoy running as much. Now I'm enjoying running a lot more,
partly because | was held back from doing it (Grant).

For some, the injury was a catalyst for change in career perspectives.

What | knew it (the injury) meant was that | wasn't going to teach very long in
Physical Education, and | think that probably had a bearing on my jumping out of
Physical Education (Philip).

| think from the physiotherapist's perspective, | have a better understanding of
what that might be like to be on the receiving end of these people, of these
athletes coming in (Deborah).

Participants said they also gained a greater appreciation of their abilities when they were not

injured.

Before | took it (running) for granted as something | could always do (Grant).

Suddenly these things that you mostly take for granted, | was aware of them
(Philip) .
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| can almost cross my legs now, like you don't take for granted simple things that
you used to: like walking or jogging, just going for a nice jog (Ashley).

Because it was so tight back here, it was just so tight, | just couldn't imagine what
was happening to me. It was just compared to this leg, and that lets you
appreciate just how it is. How fortunate we are when we are healthy....All through

my athletic life | have been virtually unscathed and | felt that | took it for granted in
some respects (Terry).

The injury can, therefore, be a significant source of leaming for the individual. However, as with
most learning it can be remembered, forgotten, or even deliberately ignored.
ignoring and Acting on the Lessons Leamed

Two additional codes emerged from the data and were incorporated into the 'Risks Model'.
These concepts were related to the learning that occurred and were termed Ignoring the Lessons
(relapse) and Acting on the Lessons (injury management ar.d prevention).

lgnoring the Lessons

Ignoring the lessons was related to relapsing. Athletes might forget the lessons learned (in
phases 3 or 4) and attempt to run the risks of returning to their activity too soon, or misinterpret or
ignore the messengers of injury (e. g., muscle soreness). This can result in re-entering the injury
process by "getting injured” again.

Evidence for Ignoring the Lessons was initially suggested by the participants. They hinted that,
given the right circumstances, such as the injury occurring in a racing season or when encouraged

by others, they might fall back into their old habits.

Whenever I'm injured, whenever | feel an injury or a twinge, | just stop, | walk and
I...get someone to look at it. I'm not going to wait, that's for sure. But, then again,
during racing season it's a whole other story, unfortunately (Grant).

| had half the neurosurgeons and the orthopedics telling me that 1 shouldn't play
football after the first neck injury and you would have thought that two broken
necks would have sort of hammered that point home. But, | suppose that | was
pushing my luck to try and play again (Bill).

Ignoring the lessons can be encouraged by such factors as the retum of one’'s feelings

of invincibility, or by the influence of others.

You can catch yourself. You know, on a day where you're feeling a little bit sore,
and you keep on going and part of your mind is saying 'recognize this you have
felt this before, don't do this', but you keep on going. Then you start having this
conflict within yourself. Then you think to yourself, why am | back at this stage
again? But,once again | think you start feeling invincible (Deborah).
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Faciors related to forgetting the lessons are the influence of others ("the
Running group®), the positive feelings of running hard, and the time of year, and
one's desire to race. (Athlete's answer from validation questionnaire).

it sort of gets to a good stage and then a period when you haven't had any
problems. Like you can run straight lines and all those standard things. And, you
think, if | just take it easy on the coutt, then it'll be all right. You forget the sudden
impacts or different things that obviously happen on the court that you don't
expect (Julie).

Others might engage in a cost-benefit analysis %o rationalize engaging in risky activities when

they are not fully healed.

Researcher: | wonder if at the moment you are forgetting the lessons a little by
putting yourself in situations when you are not 100%...

(Ashley): |don't think | am forgetting about them, | think I'm just ignoring them.
Researcher: What is it about that. Why are you doing that?

(Ashley): It seems like | just..it was fine as long as | didn't wipe out. And | was
taking the chance and | have skied for years and on two ski's I'm not scared of
wiping out... | would say out of 100 I'd say there was 97-98% chance of..., or shall
we say, a three percent chance of injuring myself. And | figure that | have waited
long enough. | have held back long enough that, and | am not going to let it spoil
my summer, and so | just went forit...

Rationalizing the risks involved helped the athletes to make a decision to retumn to a potentially

dangerous sport.
| sort of decided, while | was in hospital the first night, that | was never going to
play again. By the second and third day...| decided that, because it was such a
freak accident, | wouldn't be in any danger of it happening again (Bill).
Therefore, through a process of forgetting, ignoring or rationalizing away the risk of the sport,
an individual might forget the lessons that he or she had leamed, and, as a resuit, place
themselves at risk for further injury. This can happen either as a result of neglecting preventative

measures or by again placing oneself in a dangerous environment. The opposite category vias

called Acting on the Lessons.
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Acting on The Lessons
Those who act on the lessons that they have leamed, such as preventative maintenance
strategies or acting on early signs of injury (Acknowledging the Injury), are more likely to either get

early intervention for their injury, or perhaps avoid injury altogether.

| have got to keep reflecting back on the process and keep remembering that | do
have vulnerabilities. And | do have my limitations. 1 think this is the first year that |
am actually listening to what my body is doing and trying to remember anything
that happened last year...If | keep the emotions there, like what | felt like when |
was injured, that sort of keeps me going on staying injury free (Grant).

| think it is also a learning phase that when you have been injured enough times,
you start to recognize that you have been down this road before (Deborah).

In order to remember the lessons, one should think about the pain of injury, the
tediousness of treatment, and the frustration of not running. (Athlete's answer
from validation questionnaire).

Ignoring the lessons can lead to the athlete being ‘trapped" inside the injuring cycle. However,
although accidental, injuries can happen to any athlete. Acting on the lessons gave athletes a
better chance of avoiding the ‘risks of running’, and to continue playing injury free.

Summary of the Risks Model

in the Risks Model, athletes typically followed the following sequence of four phases: Getting
Injured, Acknowledging or Interpreting the Injury, Dealing with the Impact of the injury, and
Achieving a Psychological and Physical Outcome. As a result of going through this process,
participants appeared io learn a great deal about themselves. I these lessons were ignored or
forgotten, individuals predisposed themselves to getting injured again. However, if they
remembered the lessons, they had a better chance of decreasing their vulnerability to injury.

Passage through the process and the time span for each phase appears to be a function of a
number of factors. For example, the type and severity of the injury, the personality of the athlete,
and the meaning of the injury and the sport to the athlete. A highly fit competitive, endurance
athlete in the middie of an important season may ignore signs of a thigh injury and continue to race
because accepting and attending to the injury meant that he or she would miss competing at a
time when he or she was most fit. On the other hand, a soccer player who incurs severely injured

knee ligaments would not continue playing and would have no choice, but to pull out of the game.
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Although common themes emerged, the idiosyncratic nature of the responses to injury speaks
to the uniqueness of the athlete's experience. The Risks Model has the flexibility to
accommodate these individual ditferences. A discussion of this issue and the factors of denial
and addiction to sport in relation to this process are presented in the next chapter.

A brief report of tha results of validation questionnaire process and the author's experience with
injury during the data collection period follows.

The Results of the Validation Questionnaire

To increase the validity of the present study (methodological triangulation, Mitchell, 1986), a
summary of the results was developad into a questionnaire format and distributed to a number of
expents in the field. The validation sample was described in chapter three. Of the 11
questionnaires distributed, 10 were returned: a 91% response rate. A copy of the questionnaire
and aAsummary of the results is shown in Appendix C.

In general, of these 10 respondents, nine reacted favorably to the Risks Model and to the
description of the categories. Only one found the model unclear. The respondents added
examples from their experience. Two areas which were commented on were (a) the role of the
coach in encouraging the athlete to accept or deny an injury, and (b) the effect of an injury on an
athlete's identity. For example, athletes who say “| am a football player”, rather than "I play
football”, might have a more severe reaction to the injury. In addition, one respondent suggested
that two categories which were originally labelled “Forgetting the Lessons”, and *Remembering
the Lessons” might be renamed to reflect the behaviors indicative of the category, rather than a
speculation on the psychological process underlying the behavior. As a result these two
categories were renamed /gnoring the Lessons and Acting on the Lessons since these labels
better reflected the reports of the participants

The results of the validation questionnaire were interpreted as supporting the process.
However, since the principle source of data for the model was from athletes, only the responses

of two athletes who completed the questionnaire were added to the data of the original sample.
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The Author's Experience With Athletic injury

During this research project, | incurred an athletically related injury to my lower back. Inorderto
bracket my experience, a brief summary of my experience is described below. Reterences tc the
model are in italics.

This year | was on the comeback trail. | had trained well over the winter and | was gradually
getting into training about 10 sessions a week. | had resolved to give my running one last try
before | left university and started working full-time. In late April, 1990, | began to feel some
tightness and soreness in my right hamstring (Getting Injured.). Since the pain went away when |
warmed up, | thought it was nothing too serious (Acknowledging the Injury). How wrong | was! |
was in the best physica! i1z ! had been in for years and did not want to stop training for fear of
losing this fine form:.

| continued te trair: 1vne leg (denial) and nothing serious seemed to happen. | raced
four times in five weeks - . was, perhans too intense a racing schedule for that time of the
year. Then, after a race in L ondon, Ontario, my right hamstring seized up. | reduced my workioad
during the next week and stretched the muscle out since 1 had a race to compete in in Banff,
Alberta, the next weekend (bargaining). During this race in Banff, | again felt tightness in my leg,
but ignored it (denial). ¢ even managed an hour-long run the next day, despite some pain signals!
However, during the next week, the injury became worse. The pain became more intense and
moved into my lower back and behind my right hip.

Eventually, | went to see a physician and physiotherapist (Acknowledging the Injury, healing the
body). Although they were not sure what the problem was, | followed a physiotherapy regimen
(deep heat and stretching). Since | wanted to run in a relay in June, we also decided that | should
try to maintain some level of running to see if | could run for a hour. | continued to run three of four
times a week and also attended group workouts (bargaining). However, by late May, | could not
run without pain in my hip and lower back. | therefore decided that | had a severe enough injury to
warrant stopping exercising altogether (acceptance.). By this time, | was working with a

physiotherapist who specialized in backs and an orthopedic specialist. | was taking anti-
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inflammatories to help control the discomfort, as well as receiving traction, deep heat, and
stretching exercises for my lower back. Luckily, | was doing the present research project which
helped me focus my attention away from the emotional impact of the injury (Dealing with the
Impact). However, | experienced a number of emotions related to the injury, including anger,
frustration, depression, isolation, guilt, helplessness, inadequacy, jealousy, longing, loss,
disbelief, and uncertainty (experiencing emotions). One way of dealing with the emotions was to
try to avoid them altogether (dealing with the emotions). Thus, | tended to keep away from the
running and racing scene. It seemed as if people involved in the running scene weren't quite so
interested in Jerry Rose once | got injured. Once | started answering such people's inquiries as to
"How | was doing", they didn't seem to want to listen to me talk about my injury. For my part I did
not want to listen to people say "Well, you'd better be prepared to have to quit running for everl!!"
(interacting with others).

Since this was a back injury, | was particularly worried about what it might mean to my running
career in the long term. . This uncertainty was not helped by professionals who appeared to avoid
my question of "What is the prognosis?”, by answering *Well these things usually settle down in
time", or “It's a long slow process”. Atthough | could not expect perfect predictions from such
health professionals, their comments only served to increase my sense of helplessness and
uncertainty.

My emotional reaction to the injury appeared to be related to the chronicity of the injury. For
example, the longer the injury went on, the more frustrated, angry and depressed | became. | was
particularly annoyed at myself for not getting treatment earlier, as ! had learned to do with previous
injuries (Ignoring the Lessons). | felt that the injury was probably made worse by running through
the injury and ignoring the signals of the body.

In adapting to the injury, | had to reorganize my lifestyle. Swimming and walking became
substitutes for running. Interestingly enough, I felt much better psychologically once | engaged in
a walking program. | also began to withdraw away from social activities which meant sitting for

prolonged periods of time, since | could not sit without severe pain (interacting with others).



My image of myself as a successful runner began to gradually fade (changing sense of self). |
certainly could not believe this was happening to me. This meant | was monrtal after aill | was also
particularly concemed about my body weight and body image. | also sensed that | would not be
able to train as hard in the future (Learning the Lessons).

| was continually in conflict with myseff. | wanted to run, but | knew | should not. However, as
soon as | was given permission to run, | started back to running very slowly Initially | was running
slowly, but as soon as | could tolerate more I began to run faster and longer. | probably came back
too quickly. Eventually, | had a relapse (Ignoring the Lessons). The injury then began to intertere
with my life. The associated pain even started to keep me awake at night.

Encouragement from other people, such as my supervisor, friends, and therapists helped me
keep to my therapy schedule (maintaining motivation). Examples of people who had recovered
from such injuries, and were now competing, also encouraged me. Howaever, it was difficult to
adhere to therapy when the perceived results were not as quick to materialize as | wanted.

After a period of time | received the scan results. They confirmed what the health professionals
had said - | had a protruding disc in my lumbar spine. By this time, my injury had lasted four months
and the fatigue from the lack of sleep, caused by the pain, was now interfering with my daily life.
My orthopedic specialist referred me to a orthopedic surgeon specializing in backs, with the aim of
getting an operation (healing the body). In response to this referral | had mixed feelings. On the
one hand 1 felt relieved that a solution was at hand and that | was able to schedule an appointment
with the surgeon earlier than expected. On the other hand, | was worried about possible
complications of surgery, the required rehabilitation time, and the effect on my work, and on my
runriing future. At the time of writing, | am scheduled to have an enzyme injection into the disc to
shrink the disc protrusion on December 3rd., 1990. Some say | am lucky to get the operation
scheduled so soon. |, however, think that two months is a long time. Particularly when the
surgeon raised my hopes when he told me the waiting period would be only two to three weeks!

In terms of achieving an outcome, | have leamed about my limitations and releamed the need

for early intervention with injury. Now, | also feel that | may have to change sports so that | don'
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damage my spine permanently. Due to my research focus in this period, | am not sure whether the
full impact of this injury has yet sunk in; partly because | am still unsure of what the injury means for
me in the future. However, | now realize how important one's back is and the many things you
cannot do with a bad back. interms of my protessional role, | have a much better understanding of
others' experience of iower back pain and sciatica. For me, the psychosocial process associated
with this injury appears to be ongoing. The insights and iearning relative to the injury seem to
change every day. | do not feel that the reflection as to the meaning of the injury is a static event
which occurs at the end of the process. | now fee! that the reflection is an ongoing process,
affected by the new information about the possible out:-omes of the surgical procedure, which |
receive from friends and other athletes.

At the time of writing this document, the physical outcome of this injury is uncertain. | am

currently in the phase of injury management.
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Chapter Six
DISCUSSION AND SECONDARY LITERATURE REV/EW

In this chapter the results are discussed in relation to the extant literature in a number of a~eas.
First, the present findings are compared with the following two existing theoretical models ralated
to athletic injury: the Grieving and Loss Model, as discussed by Astle (1986), Gordon (1986),
Musielewicz (1989), Pederson (1986), and Rotella (1984, 1988), and the Stress Response
Model espoused by Weiss and Troxel (1986) and Wiese and Weiss (1987). The current tindings
are also supported by other extant data where appropriate. Thus, in a sense, this secticn 4lso
serves as methodological triangulation (Mitchell, 1986). That is, extant literature can be an
additional source of data related to the phenomenon in question. If the current data are
supported by other data sources, then the validity of the model is enhanced.

Secondly, of the many interesting tindings that emerged from the data, three were chosen f~r
further discussion. The Risks Model is compared with models describing the process of adapting
to other types of injury, such as traumatic head injury or spinal cord injuries. Due to the
participants' reference to an addiction to exercise, a second section examines the concept of
exercise addiction as it pertains to the Risks Model, and compares the Risks Mode! to a model of
addiction. Finally, since denial was an important part of the process, there is alse a discussion
about the nature of denial and its relevance to the present findings.

A Comparison of the Process with Existing Maciels of
Psychosocial Aspects of Sports Injury

Recent theoretical literature has proposed two models reiated to the psychosocial aspects of
sports injury. These are the Grieving and Loss Mode!, and the Stress Response Model. These
are discussed in terms of their relevance to the process which emerged from the present study.

The origins of the grieving and loss, and stress-reaction models pertaining to athletic injury are
briefly described before comparing them with the ‘Risks' Model. The model of a person’s reaction

and adaotation to arieving and loss has been adapted from the Humanistic-Transpersonal
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perspectives of death and dying, which has been greatly influenced by the work of Elizabeth
Kubler-Ross (1969) (see, Clark, 1990). This approach espoused that a person will move through
a number of distinct stages during the process of resolving their personal grief. Thus, a person
sequentiaily experiences denial and disbelief, anger and frustration, bargaining, depression, and
acceptance 4&ng resignation. Atthough stage models of gtv:ving have little supporting data and
have lately b+, on discouraged (Clark, 1990), writers in the area of psychological aspects of sports
injury (6. g.. Gordon, 1986, Musielewicz, 1989) have used this modet to explain the psychological
reaction of athletes to injury. The Grieving and Loss models, as they have been applied to the
area ot athletic injury, are also briefly discussed in chapter two.

Stress-reaction models of response to athletic injury (e. 9., Weiss & Troxel, 1986; Wiese &
Weiss, 1987) have been developed from Passer's (1982) model of the stress process in athletes.
Passer's (1982) model, in tum, evolved from other models of stress arising from sport and health
psychology (e. g., Lazarus, 196€; Martens, 1977; Sarason, 1980, cited in Passer, 1982). In
general, these models describe a four stage approach to the stress process. These stages
involve (a) an initial stimulus, (b) an appraisal of the situation and personal resources to cope with
it, {c) an emotional response based on this appraisal, followed by (d) a behavioral consequence.
This model is also described in more detail in chapter two.

In the following section, each phase of the Riskc Model is compared o the phases of the
Grieving and Stress models of response to injury.

Pt One - Getting Injured

The first phase of *1e Risks Model was entitied Getting Injured. In this phase, the participants
described the etiology of the injury. This phase appears similar to the first of four concerns
expressed in Wiese and Weiss's {1987) model of psychoiogical rehabilitation of athletic injury, that
is "How do injuries happen?. Wiese and Weiss stated that if the etiology of an injury could be
delineated, then a variety of strategies could be implemented to reduce injury risk. The factors

they cunsidered included risk-taking behavior, anxiety, major and minor life stresses, and

personality traits.
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in the Risks Model, the etiology of the injury was described by the participants. Although the
participants did not mention the role of anxiety, major and minor stresses, other factors such 2&
risk-taking and personality traits wee found in the data. Thus, sor.@ athletes put tham3sei-es at
the risk of injury by not engaging in injury-prevention activities, such as stretching #=«¢ v+arming
up. Other athletes risked injury by participating in high-risk contact sports, such as Canadian
Footbali or Australian Rules Football.

Participants who overtrained, or competed beyond their capabilities, predisposed themselves
to injury. This etiological pathway supports the literature (e. g., Diekhoft, 1984; McClay et al.,
1989) suggesting that highly compulsive or self-motivated athletes can increase the probability of
getting injured by pushing themselves too hard. Such risk-taking behavior exemplitied Running
the Risks in the tirst stage of injury.

Wiese and Weiss (1987) suggested that an awareness of one's injury predisposing behavior,
coupled with appropriate support and feedback from significant others, can lead to a reduction in
injury by controlling injury-causing factors. This appears akin to Learning the Lessons, by which
the athlete can become aware of injury-predisposing habits, and then learn new methods for
injury-prevention.

in relation to the Grief model, this initial phase of getting injured might ba accompanied with
feelings of shock or disbelief. This emerged in the Risks %iadel under the rubric of ‘Impact’.

Pl Two - Acl ledging the Inj

The second phase of the Risks Model, Acknowledging and Interpreting the Injury, appears to
have corollaries within both Grief and Stress Response models. For example, Wiese and Weiss
(1987) indicated a second concern, which was "How do athletes respond to injury”. This concern
incorporated botih phases two and three of the Risks Model.

In the Grieving and Loss models, the five stages of response 10 an injury are: (a)
Denial/lsolation, (b) Anger/Jealousy/Resentment, (c) Bargaining (Postponing the Loss), (d)
Depression (emotional impact), and (e) Acceptance/Resignation (e. 9., Astle, 1986; Gordon,

1986). The second phase of the Risks Model appears to incorpo: ate stages {a), (c), and (e) of the
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Loss model, since it contains a continuum between Denial and Acceptance. However, there is
some discrepancy as to the relative timing of the emotional responses of anger and depression,
since in the Risks Model, it appeared that the emotional impact, which included both anger and
depression, followad or was contiguous with a full or partial acknowledgement of the injury, rather
than preceding it. For example, the athletes accepted the injury and got treatment for i, yet at
times they could still teel frustrated, depressed, and angry.

Further evidence for a concurrent, rather than sequential, pattern of emotions was shown by
Smith, Scott, O'Fallon, and Young {1990), who noted simultaneous elevations of anger and
depression on the POMS. In support of this trend, Gordon (1986) suggested that the sequence,
or even existence of such stages, may not be as important as moving the injused athiete quickly
through from Denial to Acceptance so that treatment for the injury can be initiatec &s quickly as
possible.

The Risks Model is also similar to the Stress Response model whose second stage involves a
cognitive appraisal, or interpretation of the injury and one’s personal resources to deal with it.
Thus, as a result of an unconscious or conscious appraisal, the lijjury might be denied, bargained
with, or accepted. This appraisal is dependent on the context anc the individual's perception of
the injury. For example, if the injury is incurred near the end of the season, and the athlete
perceives that he or she can ‘handle’ the injury for one more game, or that the injury is not that
serious, then he or she might'deny the injury. This conceptualization of the appraisal process of
the meaning of the injury and the athletes ability to cope with it, therefore, supports the second
phase of the Risks Model.

In summary, there appears to be supporting evidence for the second phase of the Risks Model
from both the Stress Response and the Grieving Models.

Once the injury had been acknowledged, or the messages interpreted, the injury resulted in an

impact on the individual. What evidence from the Stress Response and Grieving Models supports

this phase?
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In the Stress Response model, once the injury has happened, and been cognitively appraised
by the individual, an amotional response results. This appears similar to the emotional impact of
the injury in the present model. Wiese and Weiss (1987) noted that physiological arousal, anxiety,
and worry are often emotional responses.

This third phase also appears to be congruent with the depression stage of the grieving and
loss model, which is characterized by feelings of anger, sadness, frustration, helplessnass and
guilt (Astle, 1986). These amotions were also expressed by the participants in the present study.
An intense pre-occupation with ar: injury may also occur at this stage of grieving (Pedersen, 1986
Wiese & Weiss, 1987), and this appeared to characterize the participant’s experience of this
phase. The emotions expressed by the injured athletes compared favorably with those described
by Chan and Grossman (1988), Gordon and Lindgren (in press), Smith et al. (1990), and Weiss
and Troxel (1986), and is shown in Table 2. However, the depression stage of the grieving model
does not explicitly describe the other emotions that the athletes experienced such as fear,
frustration, faith, or hope.

As part of dealing with the impact, the athletes also had to adapt to the new situation of being
injured. This phenomenon is also described in both the Stress and Grieving modals. In the stress
model, this was termed the behavioral consequence (e. g., adhering to therapy). in the Grieving
model, adaptation was termed reorganization "when athletes begin to display renewed interests
and return to previously important activities™ (Wiese & Weiss, 1987, p. 322), or adjustment (Astle,
1986), where energy is reinvested in other meaningful activities. This behavior was seen in
Phase three of the Risks Model in the categories re-organizing lifestyle, and healing the body.

Optimizing adjustment to the injury was a third concem of Wiese and Weiss (1547). They
asked, "How can psychological recovery be facilitated?” (p. 323). Wiese and Weiss and others (e.
g., Danisiz, 13286; Faris, 1985) discussed the importance of the therapist establishing rapport and
trust with the pa.ient, as well as openly and honestly communicating information about the injury.

Simitarly, Wiese and Weiss (1987) also described several motivational strategies, such as self-talk
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and social support, to aid athletes in adhering to their treatment program. Again, these concepts
were discussed in the Risks Model in the category healing the body.
Phase Four - Achieving an Qutcome

The final phase of the Risks Model was Achieving a Physical and Psychological Outcome. Here
the athiete reached some form of resolution for his or her physical complaint, such as complete
recovery and return to sport. In addition, the psychological outcome is one of learning (Leaming
the Lessons) and a changed perspective. In the Grief model the final phase is one of acceptance
or resignation to the injury where the person learns to live with the loss without excessive
emotional responses. This might be equivalent to someone who has been required to give up a
sport due to the injury and has 10 leamn to live with it, or who engages in different activities to fulfill
the needs which the sport used to satisfy.

in the Stress Response model, if new adaptive responses to the stress of injury, such as
relaxation or cognitive restructuring are learned during rehabilitation, then certain lessons will have
been learned. However, these models do not explicitly describe the change that happens within
the individual as a result of the injury, such as re-evaluating the meaning of sport to one's life or
learning the need for early intervention. To iy knowledge, this latter information appears to be a
novel contribution of this study. The concepts of Ignoring and Acting on the i.€5sons also
appears to be another contribution to this area.

lqnori | Adli the |

Neither the Stress Response model or the Grieving model explicitly delineate the concepts of
ignoring and acting on the lessons. However, Wiese and Weiss (1987) implied that learning how
injuries happen can help individuals avoid injury in the future (Acting on the Lessons). Similarly,
Waeiss and Troxel's (1986) model! of Stress, possessed a cyclical quality by which maladaptive
behavioral consequences of the stress response can result in adverse effects on the healing
process (Ignoring the Lessons). For example, attempting to return to the activity too soon (see

Astle, 1986, p. 284) can result in imperfect healing or re-injury.
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Summary
The comparison between the phases of the Risks Model, and stages of the Grieving and Loss,

and Stress Response models is summarized in Table 10.

Table 10

Phase One Phase Two Phase Three Phase Four
Getting Acknowledging Dealing With Achisving
Injured the Injury the impact an Outcome
Stress Response How do injuries How do athletes Respond To injury? None
Mcdels Happen? Appraisal Emotional/ Behavioral
(e.g., Wiese & Waeiss Consequences
1987).
Grieving and
Loss Modeils
{8.g., Gordon, 1986; Shock Denial/ Isolation  Reorganization Acceptance/
Astle, 1986) Digbglist Bargaining Resignation?
Acceptance

in summary, it appears that the phases of the Risks Model are paralleled in both the Grieving and
Loss, and Stress Response Models. However, stage-related models of adaptation or response to
injury have not been without their critics. Current thinking (e. g., Gordon, 1986; Wiese and Weiss,
1987), has suggested that the response to injury can be very idiosyncratic, rather than following a
predictable set of stages. As such, stage-related models of the psychological response to injury
are, therefore, seen as a useful heuristic device to aid in understanding the experience of injury
and by providing hope via an expectation of change (Weiss & Troxel, 1987). This topic is

discussed next.
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A Comparison of Aspects of the Psychological Response to Athletic
and Non-Athietic Injuries

How do the results of the present study compare to the experience of people who have
incurred non-athletically related injuries? First, to address this question, the similarity of the
experience of athletes and non-athletes to injury is compared. The aspects of the injury
experience which are compared include the patient-therapist relationship, injury as an emotional
experience, loss of body control, effects on relationships, the impact on the seff, the meaning of
the injury, and changing perspectives. Secondly, a comparison is made between the Risks Model
and two stage models of adaptation to injuries which are not athletically related. Finally, stage
theories of adaptation are critiqued and the usefulness of the Risks Modet is evaluated.

A perusal of the rehabilitation psychology literature has highlighted a number of simifarities in
the experience of athletic and non-athletic injury. Due to limitations of space, the list of similarities
is not exhaustive, but includes the patient-therapist relationship, the emotional aspects of being
injured, losing bodily control, the effects of injury on social relationships and self-perceptions, the
meaning of the injury, and changed personal perspectives resulting from the injury.

The participants in the present study spoke about how good communication and a trusting
relationship between the athlete and the therapist enhanced the rehabil:ation process. For
example, faith in the therapist helped some athletes adhere to their treatment schedules.

Bartels (1984) and Murdaugh (1984) both noted the importance of the patient-professional
relationship whan treating non-athletic traumatic injuries. For example, anxiety and helplessness
can be reduced if the therapist communicates accurate and understandable information about the
injury to the patient (Bartels, 1984, p. 32). Similarly, education, coupied with soliciting a patient's
perception of their current physical status and expectations for the future, can help decrease

potential uncertainty and distorted notions of their health status (Murdaugh, 1984).
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The patient-professional relationship, therefore, appears to be crucial for successful
rehabilitation in both athletic and non-athletic populations. Interestingly enough, Danish (1986)
and Gordon et al. (in press-a, in press-b) have recently highlighted the need for training health
professionals in communication skills in order to develop rapport and understanding of the
athlete, as well as eliciting trust from them.

Inj Emotional Experi

Athletic and non-athletic injuries appear to elicit similar emotional experiences. Not only are the
emotions similar, but the sources of these emotions and ways of dealing with them are similar too.

The participants in the present study experienced a number of emotional reactions to their
injuries including anger, frustration, depression, fear, and uncertainty. Similarly, many authors
have noted that emotional sequelae such as depression, anxiety, sadness, grief and anger
(Krueger, 1984), as well as fear, guilt, and shame (Krupnick, 1984) are natural and appropriate
reactions to traumatic injuries (e. g., resulting from a motor vehicle accident).

How the participants appeared to react to their injuries depended on {iie significance the injury
had for them. For example, an injury which meant missing activities which, up uril then, had been
her life, resulted in a depressive reaction for one participant. In relation to traumatic injury, Krueger
(1984) noted that the severity of the emotional reaction to injury depended on the significance of
the injury to the individual. For example, cognitive deficits resulting from injury can be more
emotionally significant for those people whose career and lifestyle depend on intellect. Similarly,
those who pride themselves on physical activity might react more to physical injury and disability
than these who don't pride themselves on physical activity.

The sources of the emotional responses of athletes and non-athletes appear to be similar. For
example, athietes said they did not feel good about themselves when they could not perform
well, or became depressed when they gained weight, or lost their athletic physique. Krueger
(1984) noted that depression is an understandable reaction if an injury affects an individual's
mechanism of maintaining self-esteem. This appears true for both athletes and non-athletes.

Thus, if success in sports is a method of maintaining self-esteem, then once this method is
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threatened, the athlete may become depressed, particularly if he or she possésses no other
compensatory mechanisms to redress the balarice (e. g., school or work achievement).

Anger was a common emotional reaction for the participants in the present study. Krueger
(1984) also noted this as a response to traumatic injury. The source of anger resulting from the
losses caused by athletic or non-athletic injury and ways of dealing with them appear to be similar.
For example, Krupnick's (1984) treatise on post-traumatic stress disorders (PTSDs) suggested
that the anger and 1rustration"'é's'sociated with a trauma could be classified into two major themes.
The corollaries of these themes in the present study are noted in brackets. The two themes were:
(a) rage at the source of the trauma (e. 9., the athlete who tackled you); and (b) rage at those
exempted from it (e. g., “those that can still go out and run”).

Many of the injured participants mentioned that the injury was evidence of a vulnerability which
they may not have experienced before. This led to self-doubt in some athletes, and appears
similar o the reaction of trauma victims. For example, Krupnick (1984) noted that shame and loss
of self-confidence could arise as a resuit of an injury, puncturing "the usually unconscious
expectation of personal omnipotence or total control” (p. 21 ), and also led to the "discomfort over
vulnerability” (p. 21).

Similar to the findings of the present study, Krupnick and Horowitz (1981) found that in cases of
personal injury, fear of repetition (e. g., re-injury) and feelings ot guilt over responsibility (e. g.,
injured athletes not stretching) were the most common reactions. However, rage at the source of
the stressful event and discomfort over vuinerability also appeared frequently. "With a
traumatically induced physicat disability, the tomorrows also become qualitatively different. The
ilusion of timelessness and immortality vanish harshly with a life threatening or near death
experience” (Krueger, 1984, p. 3). Thus, the realization of one's vulnerability appeared to be part
of the learning resuiting from both athletic and non-athletic injuries.

The emotional effect of injury highlights the need for interventions in this area, if necessary.
Thus, "integrated physical and emotional care can promote positive outcomes iniliness and

disability” (Bartels, 1984, p. 25). This generalization certainly seems to be important for both
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athletically and non-athletica®y related injur. 8n* again, is an example of the adage "treat the
athlete, not just the injury.” For sxampla, 2=2r can become an obstruction to rehabilitation if it is
externalized and generalized onto the health professionals involved. It may be a target for
intervention if it becomes a problem in therapy.

Thus, the emotional sequelae of injury seem similar for both athletic injuries and iraumatic non-
athletic injuries. Another similar experience between the two types of injury appears o be the
loss of bodily control.

Loss of Body Control (from Bartels 1384)

The helplessness of not being able to be physically active, becoming depandent on others,
and not being able to help out teammates whan they were needed, led to frustration in many of
the participants. This discomfort with enforced dependence is also experienced by non-athletes.

Bartels (1984) stated that, in general, it is difficult for people to become dependent as a result of
injury, “particularly for physically active, independent adults, traumatic injury creates a stressful
situation of forced dependency and physical helplessness” (p. 26). Bartels also menlioned that
this loss of physical control can have an emotional impact due to its effect on the individual's
sense of personal control. Another area of similarity between athletic an’ nan goetic injury is its
effect on interpersonal relationships.

Effect Relationshi

An injury can have an effect on one’s personal relationships. This effect might be seenin
relationships with teammates or in one’'s role within the family.

Many of the participants perceived that other people (especially teammates and acquaintances)
treated them ditferantly when they were injured (e. g., "Oh | should put you down as an over-the-
hill-athlete,” said Dr. X.). Thus, for an athlete, an injury can elicit jokes about one's physical
prowess, as opposed to the adulation associated with previous performances. Although said in
jest, these phrases and adjectives (e. g., "Here's the gimp"} can hurt after a while. it was also
noted by the participants that they feit other people reacted to them differently. Thus, teammates

avoided one participant because they did not know what to say to her. in general, Krueger (1984)
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suggested that an injury or trauma can affect an individual's ability to elicit "gratifying responses”
(p. 9) from others. People can and will react differently to an injured person .

The athletes mentioned the need for support from friends, family, teammates, and coaches
during their rehabilitation. Bartels (1984) also indicated that patients in an intensive care unit need
emotional support and aftention, particularly when the patient's own ability to cope may be
depleted. This support usually comes from social and family contacts. However, if friends,
teammates and family do not know how to react to an injured person, such support may or may not
be forthcoming.

Finally, the patient's role in the family may change as a resutt of either an athletic or non-athletic
injury (e. g., as mother or provider). This was not expressed by the participants in the present
study. However, Gordon and Lindgren (in press) noted that a professional cricketer's back injury
meant the possible loss of earning ability and, perhaps, his self-perceived identity as the family's
provider. The professional athlete in this study did, however, play through his injury for 14 games
while getting therapy. Thus financial, as well as personal te. g., performance), incentives may
encourage bargaining-type behaviors in response to injury.

TIhe Impacs onthe Self

An injury can have important repercussions to one's self image or self-esteem. Firstly, a
physical injury has to be accommodated into a person's pre-existing self-schema, and this may or
may not be successfully completed. Secondly, the accuracy of an individual's perception of
her/his post-injury status is an important mediating variable of an irijury’s impact.

Reports in the literature and from the participants in this study indicated that changes in an
athlete's self-image occurred as a resutt of an injury (e. g., Danish, 1986). This also seems to
happen in non-athletes. Krueger (1984) stated that, "[i]t is important to recognize how any
physical defect or extreme physical situation, however minor, has consequences on an
individual's self-esteem, self-concept, and narcissism" (p. 5). Murdaugh (1984), for example,
suggested that "[p]hysical impairment or injury may be hard to fit into the self-image of a 40 year

old factory foreman” (p. 38). In fact this change in self-image is one of the many factors that has to
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be taken in to account when an individual has to “come to terms with the special meaning to him or
her of this major event in his or her life” (p. 38). Similarly, the athletic participants appeared to have
difficulty coming to terms with their new, if only temporary, inactive roles.

in terms of post-injury body image, some of the participants appeared to have an accurateé
perception of the physical aspects of their injury, yet others did not, and/or were going through
the injury experience for the first time. in relation to the general population, Murdaugh (1984)
suggested that the accuracy of a patient’s post-injury body-image can be an important factor in
dealing with the injury's impact. For example, an inaccurate perception of what has happened to
one's body, and/or incompletely understood or retained medical information, can lead to
uncertainty and anxiety (Murdaugh, 1984). As a result, education and attempting to understand
the patient's perception of "what is going on" are important therapeutic steps to go through in
order to alleviate unnecessary anxiety on the part of the injured client, whether an athlete or not.
The Meaning of the Injury

Once an injury has happened, the participants engaged in a reflective search as to the meaning
of the injury (phase four outcome). This reflection may be ongoing throughout the recovery
process or be performed after the injury has been healed. The meaning of the athletic injury
appeared to be ditferent depending on the reasons that an individual engaged in physical activity.
This search for meaning also occurs in automobile accident victims..."No two automobile
accidents, however similar the external circumstances and the actual injuries, will be experienced
the same way by the two victims. Each accident will mean something different to the person
concerned” (Murdaugh, p. 38).

One outcome that emerged from reflecting about the meaning of athletic injury appeared to be
a changed perspective on life. Does this happen in non-athletic injury too?
Changing P i

Similar to the participants who discussed a change in perspective as a result of their injury,
injured non-athletes and the disabled appeared to have a similar experience, particularly in reiation

to taking their physical abilities for granted.
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Not only must infants and old people struggle with their bodies, but the disabled must
aiso. Things once taken for granted - an incline, a curb, turning over at night, brushing
away a tear with an able limb - can no longer be assumed and automatic. The life cysle is
viewed from a new perspective... (Krueger, 1984, p.3).

Thus, an injury, whether athietically-related or not, cait have a profound impact on the way

that the individual perceives the worid. Interestingly enough, all of the participants noted

that they had taken thair existing abilities for granted and that the injury gave them new

information about their bodies’ limitations.

Although this discussion is not exhaustive, many aspects of the psychosocial experience
of injury appears to be very similar for both athletic and non-athietic traumatic injuries.

Another similarity appears to be psychosocial stages of adaptation to an injury.
Comparing The Risks Model to Stages of Responsa to Non-Athletically Related Injury.

The previous discussion noted a similarity between the gxperience of athletic injury, and
traumatic injuries or disability. In this section the process outlined in the Risks Model is compared
with two generic models of the stages of psychological adaptation to disability, which are not
specifically geared to athletes.

A number of models have been proposed that describe the psychologicsi ada«iaiion process
to various injuries. There seem to be a large number of these models which '+37y in the number,
type, and sequencing of stages. These models are briefly overviewed.

The first mocel, proposed by Vash (1978, 1981), was developed from her own experience of
béinq 70% paralyzed. It appears that Vash evolved her model from her own experience,
combined with East Indian philosophy on reaching transcendence, and Kerr's (1977) model of
acknowledgement of an injury. In sum, Vash sav- disabling injury as apathora catalyst to reaching
a higher level of consciousness.

vash (1978, 1981) proposed a three stage model of adaptation to disabling injury. These are:
(1) Recognition of the facts, in which the individual admits to the limitations of the injury, but

detests it; (2) Acceptance of implications, and integration of the disability into one's lifestyle. Here
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the disability ;5 seen as an inconvenience; and (3) Embracing the experience of being ditferent,
and accepting injury as a potential catalyst, and gift. Here disability isreframed as agifi--ras a
opportunity for learning.

In relation 1o the phases of the Risks Model (shown in ftalic: , Vash's stages appear to coincide
with the phases of Acknowledging the Injury (Recognition of the Facts)and Dealing with the
Impact (Acceptance of Implications), and the code of Acting on the Lessons (Emb-z.'ng the
Experience). Howevar, although all the athletes in the present study came to viev. ' ives from
a different perspective, and may have even seen the injury as a good thing, only one appeared \»
achieve a transcendental state described by Vash (1978, 1921). The differences between the
present model and that described by Vash might be e+nlained by the permanence and severii
Vash's disability (paralysis), compared with the injuriex sustained by the participants.

A second 'stage’ model of adaptation to injury has been subm... d by Krueger (1981-1982,
1984). This model appears to have been based on Krueger's clinical impressions of the reactions
of normal and psychapathalogical patients to physical injury and disability.

Krueger (1981-1982, 1984) described a five stage process through which trauma victims may
pass to achieve a "hualthy adaptation” (Krueger, 1984, p. 7} to injury. The stages are (1) Shock,
(2) Denial, (3) Depressive Reaction, (4) Reaction Agair st Independence, and (5) Adaptation. The
passage through Krueger's model appears similar to that proposed for the Risks Model, since the
stages "may not be neat distinct and progressive" (Krueger, 1984, p. 7). Again, this stage model
appears similar to the grieving and loss models cited earlier.

Shock, Denial, and Depressive reactions were also seenin the Risks Model, aithough not
necessarily in that order. For example, denial might have preceded the recognition of the injury
which then lead to shock. Generally, though, it did seem as it depression followed denial in both
Krueger's (1984) model and the Risks Model. However, there appears to be a more complex
emotional reaction to injury than just depression. A large number of other feelings including
anger, fear, guilt and unceriainty were experienced by athletes. As such, generalizing

depression as the emotional response to injury is a gross oversimplitication.
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Kruege: s fourth stage of a Reaction Against Independence, where trauma patients do not wish
tobr . : . ‘ependent after rehabilitation, did not emerge from the athletes who were
interviewer  This may have been due to the fact that the athletes were not aware that this phase
occurred in rehabilitation. However, Gordon, Milios and Grove's (in press-a) siudy of sport
-, viotherapists' perceptions of athletes’ responses to injury indicated that compared to
members of the general public, athletes were mere concemed with the time frame of rehabilitation
(wanting to get beiter quicker) than their nen athietic counterparts. Thus, in general, athletes
appear to want independence as soon as possible after injury (perhaps too much so0). This is
congruent with the general pattem of reluctarice of the participants to miss out on their physical
activity and their need to gat ‘back on traci’ as soon as passible.

Krueger's (1984) final stage of Adantation appears similar to Dealing with the Impact (stage 3).
This is a stage where coping resources aré brought to bear “to solve problems and reduce stress”
(p. 10). Unlike Krueger's model, depressive-type reactions were also part of this stage in the
Risks Model. For example, although desiit«g with the impact may invoive rehabilitation and
acceptance of the injury, the participanis indicated that clepressive-type responses occurred
when improvements in function were riot forthcoming. Depressive-type reacdons might,
therefore, be a mediating variable during this stage (e. g., by detracting froin rehabilitation efforts).
However, as Krueger (1984) has pointed out, the boundaries betweer: the stagas of his process
might be indistinct and the order of passage through them variable. Thus, a person may be
involved in two or more stages at the same time. These characteristics relate to the Risks Model
also.

Many of the findings trom this present study are not included in Krueger's (1984) treatise. For
example, Krueger's (1984) model does not explicitly discuss retiirning to activity (although this
might occur as a function of adaptation), bargaining, or the possility of relapse (lgnoring the
Lessons) which are part of the Risks Model. Nor did he discuss the learning that people incur as a
result of their injury. Additionsi-, in relatior to the emotional impact of the injury, Krueger failed to

discuss i fears and frustrations i:at accompanied an athlete's reaction to injury. Thus, in



169

relation 1o Kruger's (1984) model, athletes appear to have similar stages in their process of
response to injury, but may also have some uique factors (e. g., ignoring the lessons and
bargaining). As a result, the Risks Model appears to be a more in-depth description of “what is
going on."

Finaily, in reviev.ing a number of different models, Crewe and Krause {1987) stated that stages
such as shock, denial, depression. 7<aptation and resolution are deemed to be common phases
of the psycho'ogical processes assnniated with spinal cord injury. These models appear similar to
the grieving and losc models, w'- .Y Wers vopo¢ :d as models for the response to athletic injury.
All ihe models Crewe and Krausg {1387) reviewed, implied that an individual moves from the initial
impact of the injury, through defensiveness, to racogniion and acceptance of the injury. In this
way the 'generic’ model for adaptai:on appears to be very similar to the second, third, and fourth
stages of the Risks Model. However, Crewe and Kraus (1987) notc: that the models they
reviewed were ail based on clinical impressiors, whe 843 the Risks Model was developed from
data elicited from injured athletss.

In summary, a number of models {escribing stages of adaptation to athletic &r < non-athietic
injury have bean presented in the "..«:.~ure. These models differ in their terminology, number of
< .ages, and sources (e. g., from clinica! impressions, or application of pre-exisiing models). The
Luimmmonalties between these models appear 1o be a change from initial stages of denial, through
acceptance, to coping with the impact of the injury, and perhaps a reflection of the meaning of the
injury. Some authors (e. g., Gordon, 1986 Krueger, 1984) have warned that passage through
these stages may not be sequential, the bou ndaries between phases may be indistiiict, that there
might be vacillation between stages and, perhaps, a person may not pass through all the stages.
The present Risks Model appears to have features similar to these models, as evidenced by the
many possible pathways descrived between the stages. A summary of the comparison of the
Risks Model with Vash's model (1978, 1981) and Krueger's (1981-1982, 1984) model of reaction

to injury is shown in Table 11.
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Athough there seems to be some evidence for such stages of response to injury, stage
theories are not without their critics (e.¢ , Caplan & Shechter, 1987) who have argued that
responses to injury are not predictable, *:.. are very idiosyncratic. This issue is discussed next.
Criticisms of Stage Theorids

In terms of the experience of, and dealing with the impact of the injury, athletes and non-
athletes seemed to share a number of similarities in the issues that they have to deal with, and the
pattern of their responses. However, both athletes and non-athletes appeared to demonstrate
idiosyncratic responses to injury. This finding is in contrast to those authors who have espoused
a predictable sequence of stages to response to injury (e. g., Krueger, 1984). A brief critique of
stage theories which have been developed for Spinal Cord injury will highlight some of the
concerns about models of acdaptation, concluding with an evaluation of the Risks Made! in relation

to these criticisms.

Table 11

Phase One Phase Two Phase Three Phase Four
Getting Acknowiedging Dealing With Achlevig
injured the Injury the Impact an Ouicome
No oquivalent Recognition of Acceptance of Embracing the
Vvash (1978) the facts Limitations Experience
(e.g., Wiese & Waeiss
1987).
Krueger Shock Denial a. Depressive No equivalent
(1981-1982, Reacticn,
1984). b. Reaction vs.
Independence,

c. Adaptation

Stage-related theories of adaptation to injury have been criticized by a number of authors. For

example, Crewe and Krause (1987), Caplan and Shechter (1987), and Trieschmann (1988)
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highlighted the paucity of literature supporting the notion that the process of adaptation to
physical iliness or injury follows an identifiable sequence.

Crewe and Krause (1987), and Caplan and Shechter (1987) supported thie notion that.
although stage theories are useful, they can aiso have the potential to be misused. Thus, stage
theories can be useful heuristic devices to help individuals understand what they are going
through and can also provide hope in the form of an implied promise of change. On the other
hand, the danger of stage theories "lies in the rigid application of the theories, that is, in
attempting to make the pers=n fit the theory, rather than using the theory as an aid in interpreting
reactions" (Crewe & Krause, 1987, p. 4). Caplan and Shechter (1987) agreed and suggested that
the notion of stages ot aujustment only implies an understanding and may actually hinder
rehabilitation. For example, a professional may feel the need to have to confront denial or talk a
person out of depression, even though the icaction is not dysfunctional, rather thar let the
process take its 2wn course. Caplan and Shechter (1987) suggested that a person’s reaction and
adaptation to an injury is idiosyncratic, and they have promoted a psychologicc® .. "~ an 10 u.,
adjustment based on individual differences. For example, a person will not react .. ar mjury itself
per se, but rather to the meaning that that injury has to him or her. Thus, each individual's reaction
will be different depending on the individual meaning of the injury.

In summary, Caplan and Shechter (1987) suggested that: “The traditiona) view...of a natural,
invariable and inevitable series of stages of adjustment is an untenable over-simplification that
provides a poor basis for assessment and treat .t of rehabilitation patients” (p. 135). These
authors conceded thia stage theories were at their most useful as a heuristic device, in which the
number of stages was kept to a minimum, and which allowed the greatest amount of latitude for
individual differences to be accommodated.

In a more recent critique of stage theories, Trieschmann (1988) recently reviewed the literature
on stage-based models of adjistmerii 1o spinal cord injury (SCI). In her briet review o nine studies
investigating injury, there were nine diferent models. Her critical review corcluded that (a)

researchers tend to bias their studies by only asking about the emotions .-2y think should be
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present (thus encouraging a self-fulfilling prophesy); (b) stage theories have tended to be based
on an author's clinical impressions rather than reliable and valid data on the "existence, sequence,
or duration of these stages” (p. 69); (c) present inodels have tended to emphasize pathology in
the patient rather thar his or her capabilities. Trieschmann (1988) stated:
Have professionals, in clinical interactions, placed disabled persons in a Catch 22
position? If you have a disability; you must have psychological problems; if you
state that you have no psychological problems, then this is denial and that is 3
psychological problem. (p. 70)
. and (a) finally, Trieschmann concluded that iongitudinal research seems to be the only
appropriate way to follow such an adjustment process. However, the only longitudinal
study in relation to this question (Dunn, 1969, cited in Trieschmann, 1988) found that
patients demonstrated a striking variability in their adjustment to spinal cord injury.
Therefore, a controversy appears to exist in the literature between the existence,
usefulness, an¢ lidity of stage-based models of adaptation to physical injury. The abiily
of the present Risks Model to inte: 3" . toth parspectives into its structure is discussed
next.
The Risks Model Effective G ise of O ing Views?

In the light of the above comments, it is hoped that the Risks Model can accommodate both the
stage and individual difference theories of adaptation to athletic injury. Itis proposed that the
stages of the Risks Model are supported by the data and by existing theoretical models. The
generalized stages of the Risks Model can also accommodate idiosyncratic contexts which
mediate an individual's reaction to an injury.

First, generic stages have emerged from the data and these appeared similar to stage-based
models that have been described in relation to the adaptation to a variety of ilinesses and injuries
(both athletic and non-athletic), and even from 'diseases' such as alcoholism (see the next section
on addictions). On the other i:300, #t also appears as if there is room for a great deal of individual

ditference in the way that one experiences each stage of this process. For example, atthough all



173

of the athietes described their experience of being injured as an emotional one, not all of them
agreed on all of the emotions that were presented in the experiencing and dealing with emotions
part of the model. Thus, the model appears to be able to accommodate individual differences in
the injury process. This might be expected, given the number of variables that can interact to
create the injury experience (e. g., personality ditterences, perceived severity and meaning of the
injury, the time of the season, stage of the athlete's life and athletic career, other life priorities, role
of sport in an individuals lifs, etc.). nthe light of the variety of such variables, the expectancy of
individuals to follow an identical path does seem to be a gross oversimplification.

Secondly, the Risks Model can accommodate individual contexts which might underlie the
vacillation between different stages. O'Hara (1988) indicated six symptom clusters which
characterized minor head injury. These were depression/paralysis, anger/blame,
denial/defensiveness, somatization, regression/dependency, and psychotic disintegration.
Although there seam to be some commonalities with other models of reaction to injury, O'Hara
mentioned that a client might go from depression/“paralysis” to relief to angar/blame if they get a
diagnosis that explains why they are feeling the way they are. Anger might then be directed at the
medical protession for not having diagnosed them properly. The point here is that a person's
feelings will be governed by the context at the time and not, perhaps, due to an underlying
generic process. Since a context may be different for different people, it may be very ditficult to
describe the adaptation to injury in terms of 2 generic model, when the vontext is specitically
determined by such factors as an individual's pre-morbid personality, actual or perceived severity
of an injury, timing of the season, age and developmental stage of the athlete, meaning of the
injury, motivation for doing the activity etc.

The results of the present study appear to support both contentions. The participants did show
both idiosyncratic and common responses to injury. Although athletes may ot have experienced
the same events in their injury, the evidence of saturation within each category indicated the
similarities in the experience. In addition, when they were shown the modet (Figure 1), all of the

participants said they could relate the phases of the model to their own experience. Idiosyncratic
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patterns were noted, however, in i@ length of time they stayed in a certain phase, ihe different
experiences within each phase, the amount of cycling back and forth between each phase, or
indeed if an athlete did pass through all of the phases. Perhaps it is a positive measure of the
generalizability of the model that it can accommodate such common and unique variances.
Summary

In summary, the psychosocial experience of injur- is complex and appeérs to be congruent with
models of adaptation to injury reported by other authors. The Risks Model which emerged from
the participants' data involves a small number of predictable phases through which the participants
passed and, also, allows for individual differences in the injury experience.

The Risks Model appears to meet Caplan and Schechter's (1987) criteria for a stage-based
model. That is, it is a useful heuristic device. For example, athletes said that it described their
experience well and, therefore, the model can be a useful heuristic tool for educating athletes
about the experience of injury. Secondly, it can accommodate a large number of individual
differences.

A second area of - - . <ti¢'ated to the results was the concept of exercise addiction. This
concept may mediate an athlete's response to injury and is discussed next.

Addiction and the Need to Exercise: Relevance to Sport Injuries

All of the seven participants noted that they felt they were ~addicted" to their sport. This was
noted by direct reference (e. g., "l was hooked on racing”) and by indirect reference (e. g., "When
you star training you warit to do more”). Therefore, it was decided to review literature on the
concept of exercise addiction. First, how do the athletes' reports of being addicted relate to
existing literature on addictive aspects of exercise. For example, what literature is there to support
or refute the exercise addiction concept and what needs might be fulfilled by an addiction to
exercise? Secondly, how do the findings in the present study relate to existing models of

recovery from other addictions, such as alcoholism?
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Spor Addict

The injured participants all mentioned that sport was addictive for them. ,For example, many
said that since sport was a large part of their lifestyles it became difficult for them to give it up, even
when injured. To what extent is this idea reflected in the literature, and how might the concept of
exercise addiction affect an athlete's response to injusy? First, two types of exercise addiction
(positive and negative) are defined. Secondly, evidence for and against the concept of exercise
addiction is presented. Finally, the concenot of athletes as having addictive personalities is
discussed.

Exercise addiction has been defined in terms of a need for a certain lifestyle. This definition was
discussed by the participants in the present study. Exercise addiction has also been
ditferentiated into positive and negative addictions and evidence for such addictions emerged
from the participants in the present study. For example, one participant explicitly stated that he
was negatively addicted to e-ercise. This section explores definitions of exercise addiction,
including positive and negative addictions, and some societal influences that might encourage
the addiction.

What is an addiction? Crossman, Jamieson and iHencarson (1987) described addiction as
"based on the experience a person derives from some particular thing; on the person's need for
that experience; and on the way in which this experience fits in with the rest of the person's lite"
(p. 29). Sachs (1981a) stated that the process of addiction "can certainly apply to participation in
physical activity, including running, swimming, and playing tennis” (p. 232). Again this definition is
congruent with participants’ comments about the role of exercise in their lifestyles.

Exercise, in general, and runing or jogging, in particuiar, have been characterized as addictive
by some authors. Glasser (1976) proposed that regular exercise could become a positive
addiction from which people gairics health and psychological strength. On the other hand,

writers such as Morgan (1979), proposed that running can turn into a negative force - a negative

addiction.
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Glasser (1976) has been credited as the first person to conceptualize running, yoga, and other
healthy pastimes as a positive addiction, as opposed to negative addictions such as aicohol and
drugs. Using uestionnaire and interview data, (six3ser (1976) noted that people could become
addicted to lifestyle habils such as meditation, yug+. and running. Atthough people might
experience classical signs of withdrawal if their hiabit was missed (e. g., guilt, fatigue, irritability,
laziness, tension and self-doubt), Glasser found that these people also reported positive effects
of such "addictions.” These included: sel-confidence, weight loss, increased well-being, less
anger, more healthy lifestyles (e. g., stopping smoking), and increased mental strength. "Many
people weak and strong can help themselves to be stronger, and an important path to strength
may be positive addiction” (Glasser, 1976, p. 11).

In reading Glasser's (1976) description of runners and their experiences while running, or i
being able to run, it is interesting to note the similarities between Glasser's runners and some of
the participants in the present study. The following quotes were taken from addicted runners
cited in Glasser's (1976) book. The relevant themes from the present study are shown in italics,
"When | miss my workout | feel as though | have let myself down. My personal integrity suffers a
blow. Guilt feelings mount =:-tinuously until = again” (p. 107) (Dealing with Emotions-guilt,
and a changing sense of se¥;. "He tells himselt, ‘your shins could stand a day off, you really have
been running hard the past te}s weeks'. However, this doesnt in any way relieve the pain of the
missed workouts. It just buys a little time" (p. 107) (bargaining). "if | miss a day's run tsa
disaster...fidgety anger at whatever caused me to miss the rur:, ¢r whatever is handy,
guilt...extraordinary depression, literally feeling that life is pointiess” (p. 109) (Dealing with
Emotions-anger, depression, guilt, and Lessons Role of sport in life). To Glasser's iunners it
seemed that an injury was one of the worst things thai couid happen to them. A three week lay-off
from a sore tendon "was like tacing the grave because ! thought my running career might be over"
(p. 110) (Dealing with the Impac!).

It appears as it some of the participants have a great deal in common with positively addicted

exercisers in serms of iieir emotional responses to injury and lay-offs, since some of the emotions
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experienced by the injured participants (e. g., depression, anxiety and irritability) were similar to
those reported by Glasser's runners.

in response to Glasser's (1976) idea, M:rgan (1979) coined the term negative addiction o
describe the behavior of the "hard core exercise adc:ict [which) resembles that of other maijor
addictions"(p. 57). In negative addictions, the usually positive force of exercise moves out of
perspective and gradually and insidiously begins to take over a person's life. Morgan (1979)
described eight case studies where the individuals described scenarios in which exercise (in this
case running) had become an all-consuming passion, often in opposition to vocational, social, and
marital priorities, and in defiance of medical advice to stop running even if they were in severe pain
from some type of injury. Of particular relevance to the present study is how Morgan (1979)
summarized this phenomenon with the following description: "the runner who appears in the
physician's office on crutches orin a wheelchair as a result of the crippling effects of excessive
running can be compared to the hard-core drug addict who overdoses” (p. 58).

In the present study, the athletes who continued t~ exercise, despite injury, can also be
thought of as negatively addicted to exercise. Ore of the participants who continued to run,
despite chronic knee pain, actually said that he was unquestionably negatively addicted to
running in Morgan's terms. i appears as if this type of 3. uining' behavior can also be explicitly or
implicitly sanctioned by the medical profession. For exam: o, | was given permission to participate
in an eight mile run to test my ability to tolerate the distance despite the fact | had a “slipped disk."
ther participants have told stories of “running through* the pain of injury with the help of
prescribed medication (e. g., pain killers, and anti-inflammator:c =, or cortisone injections). It is a
oot point whether such Lehavior represents respansible management of a provlem (e. g,
enhancing physical healing, or help in maintaining a person's emotional equilibrium by allowing
them to exercise) or a method of ensuring that the injury is exacerbated and rehabilitation
prolonged.

Such addictive, compulsive behaviors can also be sanctioned by society's values. For example,

Yates, Leehcy, and Schirslak (1983) described an article in the widely read magazine, Sports
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Ilustrated, which practically "denied" (p. 254) a U. S. Oly« ‘athon runner who ‘ :ad to be
restrained from running more than 120 miles per week, who ran 105 miies per week o a stress
fracture, and who "drove himself to heat prostration with a body temperature of 42.2 degrees C
(108 degrees F). He was packed in ice and administered the last rites” (p. 254). Such reports can
unwittingly reinforce such behavior in people (e. g., young children or adults) who use popular
and elite athletes as role models. Yates et al. (1983) thus cautioned, "As physicians we do not
create the cultural biases; on the other hand, we need not condone, covertly or overtly, self-
destructive behavior * (p. 254).

Given that exercise addiction-type behaviors do exist, what evidence is there for or against its
existence in the empirical research literature?

Evid S ling Exercise Addicti

The evidence supporting exercise addiction has been derived from studies using negative
addiction scales, anecdotal evidence from female runners, and surveys of heaith behaviors in
runners. However, there appears to be some controversy with respect to the definitions of
exercise addiction.

What evidence is needed to support the notion of a negative addiction to exercise? Morgan
(1979) stated that an individual must need exercise to cope with life, and feel that they cannct
cope without running. if they are unable to run thay will experience withdrawal symptoms such as
depression, anxiety, restlessness, insomnia, fatigue, muscle tension and soreness, decreased
appetite, constipation and bowel irregularity (p. 59). Morgan (1979) also stated that "the most
convincing symptom is that the true exercise addict will continue to exercise even whenitis
medically, vocationally and socially contraindicated” (p. 59). This type of behavior was seen in
many of the participants in this study. For example, one managed to run with the chronic pain in
his knees despite medical advice that he would be a cripple.

Empirical evidence supporting Morgan's (1979) hypothesis has been reported by Hailey and
Bailey (1983). In a study using the Negative Addiction Scale (NAS), which was developed from

Morgan's conceptualization of negative addiction, these authors found evidence that addiction
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scores were significantiy higher in runners who had run longer than one year when compared to
the scores of runners who had run le#s than one year. These data support a hypothesis that
negative addiction to running may develop with time and agree with Glasser's (1976) contention
that at least one year of running is needed before addiction to exercise can occur. Howaevaer,
problems with this study include an unvalidated or reliability tested scale, and an uncertainty as to
what scores on the scale indicate true 'negative' addiction.

Other evidence for negative aspects of exercise addictions has also been cited by other
authors. Sachs (1981a) listed withdrawal symptoms such as “anxiety. restlessness, guilt,
irritability, tension, bloatedness, muscle twitching, and discomfort” (p. 233) as evidence ot
addiction, and cited a number of studies which noted these symptoms in male and female
runners. Similarly, Harris (1986) cited results of one of her earlier studies of 156 women runners.
Again, she found that the “thletes indicated guilt, depression, tension, less energy, and feelings
of fatness when they did not run. These appear to be indicators of a more insidious side of
healthy behavior, and appear very corigruent with participant's experience of the impact of their
injuries.

Walsh (1985) also found evidence supporting exercise addiction which, in conjunction with the
present study, has some disturbing implicaticns for health prctessionals. For example, Walsh
found that 35% of her sample of runners stated that they never cooled down after a run (which
may predispose them to death from coronary factors) - this might be thought of as running the
risks. Even more disturbing is that although 97% of her sample indicated at least one previnus
running-related injury, "only 18% said that they never ran with pain or while feeling ill" (p. 355).
Thus over 80% of the runners had run while in pain or when ill. These data support the findings ot
the present study that athletes will run through a great deal of pain to continue with their sport or
habit. Further evidence supporting a possible addiction to running was that over half of Walsh's
(1985) samgtie of runners reported having feelings of anxiety, nervous energy, guilt, depression,
and unhealthiness, and "4295 said that they felt fat or bloated when unable to run” (p. 355).

Perhaps the most interesting (or disturbing) aspect of Walsh's (1985) study was that her sample
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was not of elite competitors, but was from “typical of runners across America in terms of variables
[e. 9., frequency and duration of training] for which verifiable normative data were available" (p.
355). Her sample, did however, compete more frequently than the normal runner, racing about
five times a year.

Despite the popularization of the addictive terminology, a delineation of the exercise addiction
process has been ditticult to establish (Sachs, 1981a). In addition, the terminology of this area
remains confusing. For example, Sachs (1981a) equated addiction with Carmack and Martens'
(1979) notion of "commitment to running”. Sachs (1981a) cited Peele's (1981) suggestion that
the concept of positive addiction should not be termed addiction since this implies pathology.
Instead, the term "healthy habits" might be applied to the positive addiction of running. The term
negative addiction can still refer to more pathological aspects of running (i. e., exercising on
serious injury).

Although there is some argument as to specific definitions of positive or negative addiction,
commitment, obsession, or dedication to exercise, there is evidence supporting the general
notion of "withdrawal" experiences as a result of exercise cessation. Therefore, i the participants
in this study were truly addicted to their sports, as they said they were, some of the emotional
impact of injury may have been due to such withdrawal symptoms. The concept of exercise
addiction has not been without its critics, however. The evidence against exercise addiction is
discussed next.

Evid Aqainst Exercise Addicti

The idea of exercise participation as addiction has not always found support. For example,
evidence against exercise addiction has been shown in a study of exercise cessation in swimmers
in which no withdrawal effects were noted. Other authors have suggested that the concept of
exercise addiction is a confabulation of the media rather than a real phenomenon.

In their investigation of one and five day "lay-offs" from training, Crossman, et al. (1987) found
no statistically significant evidence for unpleasant withdrawal effects from exercise in competitive

swimmers and runners. In fact, although the men tended to show an addictive-withdrawal pattern,
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women tended to show a paitern of relief (i. e., positive emotions resulting from the lay-off). This
relief pattern was also found in the less elite athletes, with addiction-withdrawal characterizing
more elite competitors. One theory to account for these findings is that the relief might be the
result of a rest from overtraining. Crossman et al. (1987) did, however, note that the lay-offs were
scheduled by the coach and this might have ameliorated the athlete's reaction (e. g., perhaps by
perceiving the lay-off as legitimate and time-limited). These authors suggested that unplanned
lay-offs (e. g., due to injury) might have a more negative effect. Similarly, Sachs (1984 a)
suggested that although withdrawai symptoms should be expected after a period of 24-36 hours
without activity, these should only occur on days when the individual had planned to run.

Injury is an example of an unplanned cessation in activity which might result in withdrawal or
deprivation-type responses. Perhaps a significant factor here is the perceived control that an
athlete has on the length of the lay-off. For example, after an injury, uncertainty about the iength
of the lay-oft and/or the perceived severity of the injury may result in greater feelings of anxiety
and fear. The effect of perceived control as a mediating factor in the athlete's reaction to injury is
an area for future research.

Steinberg and Sykes (1985) also critiqued the data on exercise addiction, which they said was
"sparse and inconclusive, with inherent problems of suggestion, expectation, motivation and so
forth” (p. 860). The role of suggestion was supported by Robbins and Joseph's (1982, cited in
Sachs, 1981a) notion of the “Runner's World effect,” referring to the extensive popularization of
concepts such as "the runner's high” (the supposed narcotic-like experience of euphoria or
heightened sense of well-being experienced by some runners (Sachs, 1981b)), and exercise
addiction. Of relevance to the present study is the fact that such effects of suggestion might have
led the participants to describe or believe themselves as being addicted even though they might
not be.
cans Athletes Be Ct ized as Addicts?

Given that participants in the present study said they were addicted to exercise and

experienced sensations that can be thought as withdrawal symptoms, one might ask the
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question, "Do athletes have similar personalities to other addicts such as alcoholics"? Answers to
this question might also indicate why people exercise.

Several studies have investigated the personality profiles of exercisers in an attempt to see it
habitual exercisers have addictive tendencies. Some studies have used scales of addiction to
ascertain runners' addictive tendencies, while others have euphemistically labelled habitual
exercisers as syper-adherers.

Kagan and Squires (1985}, for example, studied the relationship between scores on measures
of addiction, compulsivity, hostility, need for approval, rigidity, and type-A behavior with the type
and amount of exercise performed by 573 undergraduate and graduate students. In summary,
the most significant findings were that the individuals who exercised most tended to reflect an
addictive personality type, based on the MacAndrew scale tor alcoholics. For example, males who
exercised more than the average amount had scores equivalent to those found in alcoholics. The
results supported the notion of exercise .;'«lddiction and the theory that exercise might be used as a
stress management mechanism, since people who exercised regularly were more likeiy to
experience high levels of stress and tension (i. e., people denoted as Type-A's). Such results
would help explain some of the impact of an injury, espacially if exercise was used as a stress
management method. For example, the emotional, cognitive and behavioral reactions to injury
might reflect the symptoms of the stress that the exercise was meant to mask (see Sachs, 1981 a)
or the withdrawal from an addictive habit.

It exercise is an exclusive stress management mechanism (i. e., a mixture of stress management
and addiction), this might have even further implications for the present study. For example, if an
athlete has no other way of managing, coping, or dealing with the impact of the injury, how then
can he or she cope with the stressor of injury? Various participants made mention of the fact that
such alleviators of stress as support (e. g., family, friends, therapists and coaches), or having other
facets of life to focus on (e. g., family, social, career or academic work) helped them cope with the
injury. Thus, athletes who have few stress coping resources other than exercise might need

additional help in getting through the trauma of injury.
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One must always be careful of implying causality from correlational data, or using measures
designed for application with populations different from those studied (e. g., the MacAndrews
scale for alcoholics). Despite these reservations, Kagan and Squires (1985) were confident that
their data "consistently indicated that ‘addictive', rigid, hard-driving, compuisive, and ambitious
individuals tended to exercise the most, usually in the form of running or jogging” (p. 235).

Contradictory evidence for this point of view was presented by Powers (1987). She
investigated the addictive tendencies of both anorexics and obligate runners (i. e., unners who
run regularly, run if ill or injured, and who experience withdrawal-like symptoms if unable to run on
schedule). Again using the MacAndrews Addiction scale, she reported that neither the runners
nor the anorexics scored in the clinically significant range. Again, Powers (1987) noted that this
scale is for alcoholics and that the addiction process may be different for anorexics and runners.
For example, she stated that both anorectics and runners have masochistic tendencies, whereas
drug usage is usually considered pleasurable. However, one commonality of all these conditions
is that they can be potentially self-destructive.

Rather than label habitual exercisers as exercise addicts, Clingman and Hilliard (1987) preferred
to call their sample of competitive endurance athletes (runners, swimmers, cyclists and triathletes)
super-adhejars. These are "[p]eople who have already demonstrated their willingness to work to
maintain fitness” (p. 124). The study by Clingman and Hilliard appears relevant to the
understanding of the present investigation since a similar population was sampled (e. g.,
competitive athletes). Rather than focusing on the pathology of exercise (e. g., negative
addiction), Clingman and Hilliard (1987) chose to investigate the scores of their 290 endurance
athletes on selected scales from Jackson's (1984) Personality Research Form (PRF), a personality
assessment instrument suitable for the normal population. The scales used were achievement
(Ac), aggression (Ag), autonomy (Au), dominance (Do), endurance (En), harm avoidance (Ha),
and play (Pl). Since the PRF is based on Murray’s theory of needs (Anastasi, 1988), these

personality traits should represent the needs of the athlete. Thus, sport might be conceptualized
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as a method of need-fulfiliment to which one might become addicted or which might be
developed to the neglect of other means of satisfying these needs (or drives).

Clingman and Hilliard (1987) found that, comparad to the average person, the overall super-
adherer personality profile was characterized by higher need for achievement, perseverance,
leadership, and harm-avoidance. Their finding that the super-adherer would object more than
most, when restricted from doing things his or her own way, fits with the reports of frustration
voiced participants in the present study. Their frustration, resulted from the injury's effect of
obstructing their goals. This is especially relevant since the super-adherers scored lower in the
play scale, indicating that they took their sport seriously. Participants in the present study were
also serious, competitive athietes. It is also interesting to note that younger athletes scored lower
on the harm avoidance scale, indicating that athletes might become more conservative with age.
This pattern was certainly indicated by the comments of two of the present participants who
indicated an decreased willingness to tolerate discomfort and more concern with the future health
of their bodies as they became older.

Interestingly enough, although Clingman and Hilliard's (1987) results indicated some age and
gender ditferences, there was a surprising levei of similarity in the personality of men and women
of all ages. This was also reflected in the similarity of responses to injury found between the male
and female participants in the present sti:dy. Clingman and Hilliard's finding however, that
younger females scored lower on the autonomy scale than their older female counterparts
indicated possible changes in social norms. Since, nowadays, it is now more acceptable for
females to exercise, perhaps females do not have to be as "nonconforming" as their older
counterparts had to be in the past.

Thus, Clingman and Hilliard's (1987) study supports some of the findings in the present study.
However, wheiher a "super-adherer” is the same as an exercise addict, or whether these two
groups react differently to injury, is perhaps a topic for further investigation. One prediction is that
both groups would react negatively to injury since it would interfere with a method of fulfilling a

need. The notion of exercise as need fulfiliment is discussed in the next section.
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Exercise as Need Fulfillment

In this study, a.iMetic injuries resulted in an impact on the lives of tha participants, including
frustrated goal attainrnent, the loss of positively reinforcing activity, weight gain, and emotional
disturbances. Thus, this impact of an injury might result from the loss of sport or exercise as a
method of fulfilling one's needs. Some recent literature lends some insight into this issue.
Evidence for need fulfiliment has been suggested by studies on the athlete’s neurosis (Little,
1969), and the role of exercise in channelling emotional energy (Baekeland, 1970).

The Athlete's N .

The participants in the present study reported a number of emotional difficulties as a result of
being injured. Has this type of reaction to athletic injury been reported elsewhere, and why might
it occur? Earlier studies have highlighted psychological problems related to being injured or
deprived of exercise. Little (1969) described what he termed the athlete’s neurosis. Little's study
has already been reported in chapter two. To summarize, normal men who were athletically
inclined, developed a neurotic-type reaction (e. g., anxiety and reactive depression) to minor
illness or injury. Why did such seemingly normal men have such ‘neurotic’ reactions to illness or
injury? Little (1969) suggested that it was the meaning of the injury to the individual that was the
key. For people who hold physical health at a premium, an injury can resuit in a deprivation
neurosis, which is “a bereavement reaction to loss of part of oneself” (p. 195), resulting from the
*shock of a threat to overvalued, but waning physical prowess” (p. 195). The mean age of these
athletic neurotics was 36 years. Little also cited Wallach's (1960) observation that athletes "are
destroyed overnight by the concept of mortality...these fellows are always and forever twenty-
one" (cited in Litlle, 1969, p. 195).

Morgan's (1979) case studies also illustrated feelings of omnipotence and invulnerability seen
in negatively addicted exercisers. "At five miles or so into my daily run | developed a sense of
invincibility - 1 was truly indestructible in that transcendent state” (p. 63). These findings support
the reports of some of the participants in the present study, and some comments overheard

during the data collection period, of an injury breaking through the myth of immortality. Injury can
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literally become an athlete’s Achilles Heel. As a result, the meaning of the injury will be different
for each athlete depending on her/his need to feel indestructible and the meaning which being
physically active holds for them. In sum, the meaning of the injury appears to be a key mediating
factor in an athlete's reaction to her/his injury.

in addition to the athlete’s neurosis, some authors have suggested that an athlete's reaction to
an injury might reflect changes in that person's ability to direct their life energy.

Little (1969) concluded that anyone who overvalued one area of their life at the expense of
others could be predisposed to a 'neurotic' reaction if this area of their life is threatened. For
example, one area of threat is the cessation of athletic activity by injury. One mechanism
underlying this reaction might be an individual's inability to re-direct aggressive energy which is
usually channelled or catharted through sport (Little, 1969). This emotional energy still has to be
expended and such naturally occurring aggressive tendencies might be turned back on the self,
leading to feelings of anxiety, depressionr, and guilt, unless it is channelled in other directions.
Many participants in the present study mentioned the need to redirect the energy usually
channelled into running.

Evidence supporting this "redirecting energy" hypothesis was found by Baekeland (1970),
who investigated the effects qf a month-long period of exercise deprivation on the sleep patterns
of 14 regular exercisers. Interestingly enough, Baekeland (1970) admitted to the ditficulty of
getting suitable subjects for his experiment. For example, daily exercisers "asserted that they
would not stop exercising for any amount of money” (p. 365). This fact might be seen as
evidence of addiction, but aiso indicates that his results might have been affected by the level of
athletic participation of the subjects.

In summary, Baekeland's (1970) results suggested that anxiety, as indicated by increased
Rapid Eye Movement (REM) sleep density, increased as a result of exercise deprivation.
Subjective reports of impaired home sleep patterns, increased sexual tension, and a need to be

with others were also noted. Baekeland (1970) interpreted these changes in terms of the “drive
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discharge model”. Since exercise is an outlet for aggressive drives, an inability to exercise will
lead to other libinal outlets for this energy, "whose gratification would reduce general levels of
drive pressure” (p. 368).

As mentioned above, this mechanism might explair . - restructuring »f time (e. g., in school,
social and work related activities), and re-investment in energy (e. g., in aiternative athletic
activities like swimming) that participants in the present study reported when they could not train
due to an injury. As one padicipant put it, "You have to redirect all this energy." Further evidence
of the need to redirect energy has been cited by Sachs (1981a) who asked the question, "What
happens to the addicted runner who cannot run?" Sachs (1981a) suggested that “alternate
activities” such as swimming or cycling should be used to replace a running habit, even though
“this may not satisfy the "true” addict” (p. 243). Sachs (1981a) quoted one woman recovering
from an Achilles tendon injury who said that substituting cycling for running *...was like
methadone maintenance for a heroin addict” (p. 243). This person's responses were similar to the
responses of participants in the current investigation, that is, replacement activiti2s are often “not
the same as the real thing.”

Yates et al. (1983) also suggested that exercise, specifically fast running, is an “effective
method of channelling and releasing anger” (p. 253). Their speculation was that if the exercise
release mechanism was denied due 1o injury, unexpressed anger might lead to depression.
Again this might be an explanation for the depression seen in injured athletes and is aiso support
for my hypothesis that depression in athletes suffering from overuse injuries might result from
unexpressed anger being directed at the source of the problem - themseives.

Therefore, exercise can be addictive since it is an important part of an athlete's lifestyle and can
be an experience which futfills certain needs within the individual, such as the channelling of
aggressive drives or the development of an image of oneself as physically strong and, perhaps,
invincible. If these needs are not met, then certain “withdrawal” symptoms might occur, such as
depression or anxiety. In the present study, the participants reported very similar reactions to

those described by Baekeland (1970), Little (1969), and Yates et al. (1983). This suggests that
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thwarted need-fulfiliment might be a mechanism underlying the emotional and adaptational
responses that were considered to be part of "dealing with the impact" of injury.

Two mechanisms that have been suggested to underlie the addiction process, and the
subsequent withdrawal-type reactions seen in addicted athletes, are explored further in the next
section.

Given that the reactions of the participants in the present study might reflect exercise addiction,
what theoretical mechanisms might underlie their possible addiction? Two mechanisms have
been suggested as underlying exercise addiction. The first is psychological in orientation, and
involves the meaning of the activity in terms of need fulfiliment to the individual while the second
is a physiologically-based addiction to the endogenous opiates produced within the body as a
result of exercise.

Psychological reasons for becoming addicted might involve exercise as a way of receiving
positive reinforcement resutting from fulfilling achievement needs, managing stress, pursuing
health, or maintaining an identity or self-esteem. In this latter regard, "addicted” runners have
been compared to anorexics. This is discussed below.

Firstly, withdrawal symptoms might be experienced as a resutt of the loss of a method of
managing stress, or of a valuable method of positive reinforcement (Robbins & Joseph, 1985).
Robbins and Joseph (1982, cited in Sachs, 1981a) have also suggested that the return of the
stress sensations found, once the masking effect of exercise was removed, might be
misinterpreted as withdrawal and not for what it is, a reoccurrence of the previous problem. Thus,
they suggested caution in interpreting the sensations and emotions felt with cessation of
exercise as being withdrawal symptoms per se.

Secondly, for people who exercise habitually as a means of obtaining mastery, "frustration and
irritability also appear to accompany withdrawal of a regular experience that acts to reinforce one's

perception of competence and self-worth* (Robbins & Joseph, 1982, cited in Sachs, 1981a).
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Although the participants did not explicitly describe exercise as a stress management mechanism,
they did mention discomfort with their decreased performance capabilities due to their injury.
Evidence for this were descriptions of feeling inadequate and having lowered self-esteem, or
statements such as "l was a shell of my former self, { had lost my speed.” Thus, the threat of losing
a mechanism for obtaining personal mastery might underlie exercise addiction.

A third reason for exercising seems to be simply for health benefits such as weight control. For
example, Riddle (1980) found that runners expected that running would yield positive health
benelits and that runners valued these health benetits more than non-runners. However, the
possible risks involved with this “pursuit of health” included possible addiction, injuries, and
negative mental states when the habit was stopped. One participant illustrated this point when
she noted that she was destroying her body, and her future weli-being, in the pursuit of “optimal"
health in the present.

Fourthly, some authors have also discussed the role of exercise in creating and maintaining an
identity. In particular, Yates et al. (1983) noted the similarity of the behaviors of obligatory runners
and anorexics as "a partially successful - albeit dangerous - attempt to establish an identity” (p.
251). Obligatory runners were defined as those who experienced depression and anxiety about
physical deterioration if they could not run; they continued to run despite medical
contraindications such as cardiac disease or stress fractures. They, therefore, appear similar to
Morgan's (1979) negatively addicted runners.

According to Yates et. al. (1983), obligatory runners and anorexics share similar personality traits
(e. g., introversion, tendency towards depression, discomfort with the direct expression of anger),
teelings from being "high” (euphoric) (perhaps from endorphin release), family backgrounds, and
high achievement needs. This latter point coincides with Clingman and Hilliard's (1987) findings
of high achievement needs in super-adherers.

Thus, Yates et al. (1983) hypothesized that both obligatory running and anorexia are both
processes aimed at the creation of self-identity that have gone out of control. Adolescent women

focus on their bodies as the method by which they gauge their self-identity and they can control
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this by strict dietary practices. Middle-aged men, the people Yates et al. (1983) identified as being
most at risk, use the typically male idea! of physical effectiveness, especially at an age when
physical and sexual prowess begins to decline. An obsession with health, fitness, and the
expectation of a long healthy life is the result of this attempt to renew one's self identity, and
perhaps curtail the aging process. Injury is, therefore, a major threat to people exercising for the
atorementioned reasons, since they are haunted "by the fear that if one stops, one will cease to
exist” (Yates et al., 1983). In the present study, the participants did not say they would cease to
exist if they did not perform their sport, but they did note changes in self-esteem, and body-image
(Dealing with the Impact - changing sensé of seff).

A further similarity between these two groups is that while anorexics deny the debility
associated with their condition, obligatory runners also either deny their injuries or bargain with
their health. The participants in the present study also denied their injuries and bargained in order
to keep running.

Other authors (e. g., Blumenthal, O'Toole, & Chang, 1984; Blumenthal, Rose, & Chang, 1985)
have disputed the analogy of anorexia and compulsive runners. For example, anorexics and
runners did not share similar profiles on the Minnesota Muitiphasic Personality Inventory (MMPI),
since the anorexics demonstrated significantly more psychopathology than runners (Biumenthal
et al, 1984). In addition, Blumenthal et al. (1984) criticized Yates et al. (1983) for failing to: repon
objective data, perform statistical analyses, and "distinguish a lifestyle from a distinct disease"
(Blumenthal et al., 1984, p. 520). Blumenthal et al. (1984) concluded that "the similarities of
runners and anorexic persons may be more of a metaphor than a valid assessment of their shared
psychopathology” (p. 523). Clearly, more work needs to be done to clarify the processes
underlying both anorexia and obligatory or compulsive running.

In summary, exercise might become psychologically "addictive” for a number of reasons
including increased self-esteem, weight control, and stress management. For this reason,
Biumenthal et al. (1985) suggested that regular exercise is a normal way to control and enhance

heaith and should not be viewed as pathological. However, they do concede that addictive
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running might occur if this method of enhancing health becomes an end in itself, and is
considered tha only way to achieve that end.

Another mechanism underlying exercise addiction involves a biochemical dependance on
endogenous opiates which are produced during exercise. Although this aspect of the injury
experience was not investigated in this study, the following brief review is included for theoretical

completeness.

Exercise Addicti | the Endorphi

In the past there have been claims that the addiction to exercise might be mediated via the
body's endogenous opiates (the endorphins, dynorphins, and enkephalins). However, such
claims cannot be substantiated by the present literature,

Evidence for the endorphin theory has been derived from a combination of (a) anecdotal
reports of runners becoming ‘high' or euphoric as a result of running, (b) evidence of increased
tolerance for pain after exercise, and (c) the notion of exercise addiction (Steinberg & Sykes,
1985). These three phenomena appear similar to the effects of narcotic opiates. Added to these
data is the fact that endorphin and possibly enkephalin levels in blood plasma increase as a resuit
of exercise and that endorphin receptors have been identified in the Central Nervous System
(CNS) and skeletal muscle (Grossman & Sutton,1985). As a result, researchers have speculaied
that the body's endogenous opiates might be a mediating biochemical mechanism for exercise
addiction. For example, as we exercise plasma endorphin levels increase. These levels are
associated with pleasurable sensations (the high) and decreased pain. This positive
reinforcement, coupled with a habituation tc the endogenous opiates, stimulates a need for more
exercise and so the addictive cycle begins.

Steinberg and Sykes (1985) cautioned against making far-reaching conclusions about this
often cited connection between exercise addiction via the mechanism of the body's own
endogenous opiates. They noted that the statements that exercise addiction to such opiafe-like
substances are based on "a stimulating...though till recently largely descriptive, anecdotal and

scattered literature” (p. 859). After a review of the methodological problems involved in this
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research, they concluded that "scientifically valid confirmation of the analogies (the effects of
exercise and the opioids) is still relatively sparse” (p. 859). The area of opiates and exercise
appears to need further research before any definite conclusions are mads. Since no
biochemical measures were obtained in this study, no connections between the participant's
reactions to injury and endogenous opiate levels can be made.

Summary

In summary, an athlete's reaction to an injury may reflect a psychological addiction to exercise,
based on the needs that the exercise fulfills. These needs might involve stress management,
decelerating the aging process, developing self-worth through athietic achievements or a healthy
body, and creating personal identity. An athletic injury can result in a psychological reaction
related to the obstruction of this need-fulfiliment. Such reactions were noted by the participants
in the present study. Exercise addiction may also be mediated through biochemical pathways,
although more data are needed to substantiate this mechanism.

It the impact of an injury results in symptoms similar to withdrawal from an addictive medium, how
might the recovery from injury (the Risks Model) parallel recovery from an addition such as
alcoholism? This issue is discussed next.

C ing the R from Ini | Alcoholl

The following discussion will explore the question, "How might the experience of injured
athletes relate to models of recovery from other addictions?*. One model of the stages of
recovery from alcoholism (Nace, 1987) appears very similar to the "risks" process described by
injured athletes. Nace described four stages of recovery from alcoholism wilich appear to parallel
those of the risk model. These stages are:

1. Recognition: In this phase the alcoholic recognizes that he or she has a problem. The
information which prompts this admission might be internal cues, such as a heatth problem, or
external cues (such as from the courts, employer, family, or friends). Nace (1987) suggested that
a characteristic of this stage is a typical statement of “I am an alcoholic, but I'll deal with it myself"(p.

165). Thus, the severity of the diagnosis is often dealt with by denial or by "carefully guarded
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reactive grandiosity” (p. 165). Nace's first phase appears similar to Phase Two of the Risks Model,
Acknowledging the Injury, where there is a denial or misinterpretation of the messages given by
the body or outside professionals. This denial is also related to the BPP, opening to the
messages. The denial serves to protect the individual from facing the reality and severity of the

problem and the need for external help.

2. Compliance: Nace's second phase involves “a going along without wholehearted acceptance”
of the problem (Nace, 1987, p. 166). Here again, some cues tell the alcoholic that he or she has a
problem (e. g., pain from some health problem). The alcoiolic seems to react to this impact by
seeking help, but as soon as the crisis subsides (e. g., pain resolves) the alcoholic thinks there is
no need for further action.

This stage is reminiscent of the Acknowledging the Injury and Dealing with the Impact phases of
the Risks Model where "bargaining” was a characteristic concept. For example, the athlete might
decrease his or her workouts and seek treatment, but still race on the weekend, thus denying the
seriousness of the problem and ameliorating the impact of the injury. Diminishment of pain is then
a cue to increase the activity again and this might lead to a relapse into injury (/gnoring the
Lessons), just like a relapse into drinking. Again, denialis a characteristic of this stage, as the
individual moves back into relapse, or bargains with himself/herself, or the therapist.

3. Acceptance: With the onset of a specific event or crisis, or by repeated confrontations over
his/her drinking, the alcoholic may eventually come to a full acceptance of his/her drinking
problem. The person literally "admits defeat" (gives in). The former denial or defensiveness is
given up, but could be reinstated at any time (relapse or Ignoring the Lessons). Treatment can
really stant at this point. The emotional impact of this realization might lead to depression (Nace,
1987). Similarly, in Acknowledging the Injury, participants reported either a sudden realization, or
gradual dawning of the seriousness of their condition and tiie need to seek professional help. As

the impact of the injury became apparent, the emotiofal reactions tended to become more

severe.
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4. |ntegration: In this final phase, Nace (1987) suggests that the alcoholic has completed the
stages of withdrawal fromn alcohol. At this point the patient is stabilized and other personal issues
can be addressed (e. g., exploﬁng issues such as the need for alcohol, or the role of alcohol in a
person's life). At this point the person is vuinotable to relapse (lgnoring the Lessons).

In the Risks Model, Nace's fourth phase seems congruent with parts of Dealing with the Impact
(e. g., reorgarizing lifestyle), and Actieving a Psychological Outcome (e. g., understanding the
importance of sport or physical activity in one's life, and perhaps the need for alternatives). As a
result of this integration, alcohol addicts may have to seek other ways of meeting their needs, for
example, an aftemative positive addiction (Brown, 1988; Glasser, 1976). Similarly, the participants
needed alternative activities to replace their sport, either temporarily or permanently.

Thus, there appears to be a close similarity between the two processes of accepting and
dealing with an athletic injury and another addiction - alcoholism. Both the processes of risking
and opening to the messages appear relevant to recovering from alcoholism and athletic injury.

Since all of the injured participants noted that they might be addicted to their spont, it was
decided to review some of the literature on exercise addiction. It was hypothesized that injured
athletes might be either positively or negatively addicted to exercise since all reported withdrawal-
like symptoms after ceasing exercise due to injury. Many of the athletes also continued (or
planned to continue) their exercise habit, despite medical advice to the contrary. It was noted that
the Risks Model had some similarities to a model describing the recovery from alcoholism (another
seif-imposed risk), which was further evidence of the exercise addiction notion.

Evidence supporting the exercise addiction concept was reviewed and this evidence seems
controversial. In the future, more controlled research is needed, particularly in discriminating
between such terms as obligatory running, exercise compulsion, and exercise addictions.

Finally, exercise was discussed in terms of fulfilling the needs of the athlete. Exercise addiction

might result from needs which need to be fulfilled, and the anxiety associated with the threat of
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the removal of this need-fulfilling mechanism might underlie the denial and bargaining found in
many injured athletes.

Since denial appears to be an important part of the Running the Risks process, this is discussed
in more detail in the next section.

Denial as a Response to Injury

Denial has been proposed as a major factor in the response to both athletic and non-athletic
injuries, and emerged as an important part of the Risks Model. For example, participants in this
study discussed a delicate balance between hope, reality, and denial with respect to their injuries.
However, how is denial defined and how prevalent is it in the health domain? What are the
different types of denial? Does denial promote hope or result in an obstruction to therapy? These
issues are explored in this final section.

Denial has been defined as an ego-defense mechanism and as a common response to a
number of different health conditions, including physical injury (e. g., Krueger, 1984). Many
participants in this study noted that they denied their injuries until either the messages of the
body or the medical profession helped them to realize the severity of their injuries. Although
many people have discussed denial as a response to injury, it has been suggested that we do not
understand the concept of denial as well as we might think. In this section different definitions of
denial and its prevalence as a response to physical pathology are explored.

Denial has been defined as "a defense mechanism that simply disavows or denies thoughts,
feelings, wishes, or needs that cause anxiety. The term is used for unconscious operations that
function to "deny" that which cannot be dealt with consciously” (Reber, 1985, p. 186). This
definition has been developed from Freudian concepts of ego-defense mechanisms suggesting
denial is a potentially pathological process which wastes psychic energy (Ridley, 1989).

In relation to injury, denial has been defined as "the tendency to negate or downplay the long-
term consequences of an injury because of their psychological implications” (Naugle, 1988, p.

218) and appears to be a common element in models describing the adjustment to the losses
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associated with death and dying (e. g., Kubler-Ross, 1969), neurological impairment (see Naugle,
1988, p. 222), minor head injury O'Hara (1988), and alcoholism {Nace, 1987).

Caplan and Shechter (1987) reported that denial is observed as a response to a number of
heaith problems including stroke, traumatic head injury, myocardial infarction, and spinal cord
injury (SCI). Recently, denial has been hypothesized as an early stage in the reaction to athletic
injury (e. g., Astle, 1986; Gordon, 1986; Pedersen, 1986: Rotella, 1984, 1988; Weiss & Troxel,
1986). In the present study, denial of an injury was a potential initial reaction of the participants (e.
g., "l didn't think it was anything, so | ran through it", or “I hoped it would go away", and "l stuck my
head in the sand").

Denial is, therefore, an important factor in a number of different health conditions. However,
there seems to be a controversy in the literature as to what denial actually is, and how it is
manifested. For instance, there seem to be different types of denial. In the next section the
complexity of denial is described. Ridley (1989) stated that denial is:

a complex phenomenon, and it is often inadequately understood in the rehabilitation
setting....denial is frequently used as a diagnostic label, creating an illusion of
understanding when in fact the real issues have not been examined in any depth (Ridley,
1989, p . 555).

JTypes of Denial

Before | embarked on this ;tudy, a senior physiotherapist in the Glen Sather Clinic asked me
“How do we get through athlete’s denial of their injury?" Since denial may have different
manifestations, | was taced with categorizing the types of denial which were demonstrated by the
participants in the present study. The correct identification of the type of denial has implications
for its management.

Denial has teen differentiated on the basis of etiology, the ways it is manifested in the individual
or family, and the reasons fot its invocation. Denial is an unconscious phenomenon. it cannot be
seen and, thus, has to be recognized by a person's behavioral and verbal manifestations. Once

these behaviors and verbalizations are analyzed in depth, it is generally agreed that the concept
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of denial is more complex than first appears. For example, different types of denial can be
differentiated, based on the etiology of the denial. Naugle (1988), Deaton (1986), and Cicerone
(1989) have all cautioned the practitioner to discriminate between organic and functional denial.
Organic denial (or anosognosia) arises from specific lesions in the cerebrai cortex of the brain, and
results in a “loss of self-monitoring capacity...or simply a lack of appreciation of deficits” (Deaton,
1986, p. 232). The latter, more psychologically based or functional denial, appears to be the type
which is manifested in most health-related models of denial, such as the Risks Model.

Deaton (1986) cautioned practitioners to be aware of the different manifestations of
psychologically-based, or functional denial which might be behavioral, verbalized, or cognitive
since each type of denial might have different effects on therapy. For example, Fordyce (1983,
cited in Deaton, 1986) described spinal-cord injury patients who, although they verbally denied
the severity of their injuries, behaved adaptively in adhering to their treatment regimen.
Behavioral denial might be exemplified by such things as refusing to participate in therapy (e. g.,
O'Hara, 1988), trying to walk on an phantom (amputated) limb, a lack of illness-focused anxiety
(similar to /a belle indifference), or the amount of time a patient allows to pass between symptom
onset and seeking treatment. This last sign is particularly significant for the participants in the
present study who often described this behavior pattern and has also been described in other
athletes (e. g., Kent, 1982).

Examples of verbal denial might be the alcoholic’s exhortations of "not having a problem®, or the
athlete saying "It's OK, I'll run through it*. In relation to this latter manifestation of denial, Caplan
and Shachter (1987) also distinguished between the denial of fact (e. g., *I do not have an injury")
and the denial of the implication of the situation (e. g., "Just because have a crippling back injury it
doesn't mean | won't be back for the play-offs!”). They stated that patients rarely deny their
ilnesses, but they do deny the meanings or implications of that illness. Denial of the implications
or the severity of their injuries appeared to characterize the participants in the present study.
Such a situation is exemplified by such statements as "I am injured, but It doesn't mean | have to

stop training”, and might also be re-conceptualized as bargaining.
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Finally, cognitive denial might involve dreams or beliefs of being completely recovered when
this is clearly not the case, for example, someone expecting an amputated limb to grow back.
Examples of this type of denial were not explicitly stated by the participants in the present study.
However, one participant said that his bargaining behavior was encouraged by the belief that his
knees could be replaced by surgery in the future. This appears similar to a cognitive denial of the
future impact of the injury since no surgical procedure can guarantee success!

Ridley (1989) discriminated between the reasons for denial. Coping with a stressor, such as an
injury, might involve problem-focused coping (e. g., how to heal the injury) and emotion-focused
coping (e. g. how do | make myself feel better?). Thus, denial which prevents problem-focused
coping (e. g., statements such as, “I do not have an injury," or not attending therapy) may be
dysfunctional, whereas emotionally-focused coping may be quite useful if the actions do not
interfere with healing. Methods of emotionally focused coping include reframing (altering the
personal meaning of the situation), making positive comparisons with others (e. g. "I'mnot as
badly off a them"), optimistic faith, or interpreting the event as part of an ongoing plan which
minimizes the perceived threat (Ridley, 1989). It is interesting to note that all of these strategies
were used by the participants in the present study to deal with emotional impact of their Injuries.

it is my opinion that firstly, like resistance to psychotherapy, a client's behavior may often be a
more significant indicator of denial than the client's verbalizations and, secondly, that bargaining-
type behaviors indicate that the severity of the injury is beginning to enter an athlete's conscious
awareness, such that some reparative steps are initiated. Thus, bargaining appears to be a less
severe form of denial.

The foregoing is not intended to be an exhaustive review on the concept of denial. However,
from the above literature, it appears as if denial is a more complex phenomenon than originally
thought, and the application of the generic term, denial, shoﬁld be done with caution. Perhaps
more specific variants of the term should be used, depending on the situation. Therefore, an

accurate assessment of the type of denial and the reasons for it would enhance the efficacy of
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interventions. For example, it may be that some forms of denial are functional and not
pathological. The two sides of denial in coping with injury are described below.
Two Sides of Denial in tnjury -H | Obstructi

In the present study, participants noted that denial of the injury, manifested in behaviors such
as not pursuing medical advice or continuing to exercise with an injury, may have exacerbated the
participants' injuries. On the other hand, participants described bargaining and denial as a source
of hope and motivation. For example, denial of the potential negative consequences of her knee
injury (") had no doubt that my leg would perform as good a new") helped one participant to cope
with her emotions. This section explores these two sides of denial in more detail.

Denial can be a problem if it results in obstructions to rehabilitation and the acceptance of, and
adaptation to, the implications of an injury. Cicerone (1989) observed that “ultimately, the
importance of denial...may be the degree to which it interferes with tieatment and subsequent
functional status” (p. 107). For example, ceasing therapy prematurely may interfere with returning
to work (or sport) due to the fear of assuming less complex duties (inadequacy) and, perhaps, lead
1o the development of risk-taking behaviors to prove competence (Deaton, 1986). This may have
occurred in one participant, who engaged in risk-taking activities such as water-skiing despite an
awareness that there was a chance of re-injuring her knee. This is an example of how denial can
infiltrate the process of returning to physical activity.

Denial might be involved in other aspects of dealing with the impact. In terms of athletic injuries,
Rotella (1985) and Gordon (1986), in their adaptations of Kubler-Ross's model of adjustment to
loss, theorized that a period of denial can prevent the athlete from moving through to accepting
the loss (injury) and dealing with it appropriately. Theoretically, one cannot mobilize one's
resources to meet the challenges imposed by a stressor until one has accepted that the stressor
exists. "Only after that denial diminishes is an optimal recovery from the injury possible” (Naugle,
1988, p. 222). This pattern was substantiated in the present study §ince many athletes
misperceived the seriousness of the injury, or denied it altogether. This denial was manifested in

behaviors such as running through symptoms that were perceived either as being minor, or
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delaying in going to see the doctor. Participants conceded that both of these factors might have
made the injury worse.

Emotionally-focused denial can be a useful way of dealing with the emotional impact of an injury
or disability and of maintaining hope (e. g., Deaton, 1986; Krueger, 1984; Naugle, 1988). “Denial
is one of the ways we get through hell,” said S. P. Aadalen a quadriplegic (Aadalen & Strobel-
Kahn, 1981, p. 1475). "In practice there is a thin line between denial and seeing the situation as a
challenge instead of a threat, or between acceptance and giving up hope” (Ridley, 1989, p. 558).

How do denial and hope interact? Gunther (1971) suggested that initially hope comes from an
expectation that the injury can be reversed or cured. In many cases (e. 9., many less severe
injuries like tendonitis or a fractured limb) this is true. For example, explicit examples which were
provided by models who have recovered from injury and the implicit promises that modern medical
science can fix virtually anything, can provide expectations of recovery from an injury. Examples
of the use of models to provide hope were described by one participant in the present study. On
the one hand she talked to a male player who had recoverad fully from a similar knee injury. On
the other hand, she was told by another female player that she would "never be the same again”.
Listening to the male player, and her faith in herself, helped her maintain hope during lengthy
therapy. She is now playing again.

Hope based on realistic and highly probable outcomes, therefore, seems adaptive. Problems
appear to arise in the adaptation to injury when unrealistic outcomes, such as the unrealistic belief
of the reversibility of ireversible damage, such as spinal cord lesions or nerve damage, are
expected and reinforced by significant others. The inaccurate interpretation of an injury can thus
reinforce denial of the severity of the injury and may lead to inappropriate ways of dealing with the
injury (e. g., not attending therapy).

However, given the uncertainty of the outcome of many injuries it is a moot point whether an
injured person's expectations are realistic or not. In my own experience, one of the most difficult
issues | have had to deal with was the uncertainty related to my back injury. The health

professionals | visited were, for the most, part very reluctant to give me a timeline for the injury to
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be healed. Messages like “It's a long, slow process"” did not help me resolve my dilemma of "How
long will this take?”. 1 understood their inability to give me a straight answer and the dangers of
them providing me with failse hope by giving unrealistic timelines. However, living with such
uncertainty, at times, resulted in periods of black despair and thoughts of “is this never going to
end?”. If | did not have the secret hope that one day | would be recovered and able to run again,
I'm not sure what | would have felt like. | am still unsure as to whether my hope is based in fantasy
or reality!

The question still remains, is denial a pathological process or a valiant struggle against the
odds? For example, there seems to be a fine line between the realistic acceptance of an injury,
and a determined resistance not to let it control your life. Ridley (1989) talked about the fact that
some people who do not accept the limitations of their disability, and who attempt to lead as
normal a life as possible have achieved remarkable feats. Examples from the sports domain
include James Bell of the Edmonton Eskimos Football Team, who fought against possible
permanent paralysis from a cervical spinal cord lesion and now is walking again. Similarly, a friend
of mine, and talented sportsman until a back injury curtailed his rugby career, named Alisdair
Houston, made local newspaper headlines when he dared to compete in the Cresta Run (a
dangerous race down a bobsled course in Switzerland on a toboggan!) despite having broken his
back twice ("It's cool oourage‘f, Kay, 1989). In a personal communication (April, 1990), Mr.
Houston noted that one reason he performed this stunt was to defy the limitations that his injuries
had imposed on him. It is difficult to say when such non-acceptance of the severity of one’s injury
is a brave attempt to regain control of ene's life or é dangerous, foolhardy exercise which may
result in permanent injury, and certainly cause anguish and anxiety in one’s family. One crash and
Ali might have been back in hospital for six months, or worse. This well illustrates the paradoxical
relationship of hope and denial, and the fine line of "running the risks.”

An example of the tragic consequences resulting from the denial of the severity of a physical
condition was the story of Hank Gathers, an american collegiate basketball player and National

Basketball Association (NBA) hopeful (Altman, 1990). Gathers had been diagnosed with a heart
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rhythm disorder, yet continued to play basketball. Gathers controlled his heart condition by using
the drug Propalonol. Howaever, since Gathers complained that a side effect of the prescribed
dose of the drug was sluggishness, which interfered with this athletic performance, the dose was
apparently reduced. (This appears to be bargaining behavior). During a basketball yame Gathers
collapsed, and two hours later lay dead from cardiomyopathy. From the results of the autopsy, it
appeared as if Gathers' doses of Propanolol were not at a level which could control his heart
condition. It appears that Gathers denied the severity of his condition and reduced his life-
sustaining medication. Thus, in the quest for fame, fortune, and sports performance, Gathers
gambled with his own life - and lost.

A delicate balance between hope, reality, and denial were discussed by the participants in the
present study. Messages of hope can be sent by the medical profession and these can be true or
false (e. g., by the use of accurate or inaccurate diagnoses and goal sefting). Falsa hope or
encouragement ("everything will be all right”) can reinforce denial or even bargaining, and can
originate from the patient's family (Naugle, 1988) or the medical profession. For example, one
participant gained faith from doctors who gave him messages that "his knees were structurally
sound.” This gave him the encouragement to continue exercising despite the fact that he was
making the pain in his knees worse. On the other hand, realistic advice, such as "you are going to
end up in a wheelchair” also spurred the participant to exercise in opposition to the prognosis. It
was the one doctor who represented a tertium, or middie-ground (Watzlawick, 1983), who
appeared to help this athlete. By putting the responsibility on the participant to say when he had
had enough, and by giving him an honest prognosis, the doctor helped this athlete to moderate
his activity to a point where further damage to the injury could be minimized. At the time of the
study, this athlete was in a bargaining, or chronic management situation. However, this state of
bargaining was also assisted by the hope that "new knees" (knee replacement surgery) might be
provided by modern medicine in the future.

Itis, therefore, difficult to predict the response of a person to realistic advice. Some may accept

it, some may deny it based upon their personality or mood at the time. Similarly, messages of
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hope might be construed in different ways. Thus, a particular message may motivate one person
to adhere to a treatment program, while another might say "oh it's not as bad as all that, | can still

run without sustaining permanent damage."

In summary, the two sides of denial are the obstruction of the healing process and providing
hope. The first type of denial might be termed problem-focused denial, where the denial affects
solutions to the problem of injury. The latter type of denial is emotionally-focused denial, which
can help in dealing with the emotional impact of injury. It was suggested that the term "denial”
might be inappropriate given the uncertainty of the “reality” of an injury, and that there is a thin line
between denying the consequences of an injury and not giving in to it. It appeared that
participants in the present study utilized both types of denial, both to their benefit and their
detriment.

As a final note, the interested reader is directed to the following publications for some
guidelines as to how to recognize and deal with denial in clinical practice: Caplan and Shechter
(1987), Clcerone (1989), Deaton (1986), Naugle (1988), and Ridley (1989).

Denial is a complex phenomena associated with the recovery process of a number of different
injuries and health conditions. Denial is seen as a fundamental aspect of the process of
recovering from an athletic injury. Traditionally denial has been viewed as an energy-wasting,
dysfunctional, process, and its adaptive value has been ignored. Denial has been also been
defined in several different ways and professionals should become aware of these different
aspects of denial before attempting to confront this condition in their patients. Denial has both
positive and negative aspects, including interfering with the healing process and maintaining
hope for the future.

It was suggested by this author that bargaining and denial are both attempts to minimize the
psychological impact of an injury. It appears as if more research needs to be done in this area,

specifically with regard to different types of denial and their associated outcomes, the timing of
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denial, and when to ignore denial or when to intervene. Some references were given for those
interested in practical approaches for dealing with denial.
Summary of Chapter Six

In this chapter the results of the present study (the Risks Model) were compared with existing
models of individuals' reactions to athletic and non-athletic injury. In addition, the results were
discussed with respect to the concepts of exercise addiction and denial.

It was concluded that the Risks Model could be supported by existing models of psychosocial
reactions to athletic and non-athletic injury. However, the present model appears more
comprehensive than existing models such as Grieving and Loss, and Stress Response models
which were previously proposed for adaptation to athletic injury.

The participants in the present study exhibited symptoms of exercise addiction. Evidence for
this were statements of being addicted and indications of potential withdrawal symptoms, such as
feeling irritable and depressed. Literature related to the concept of exercise addiction was
reviewed, and the Risks Model was compared to a model of recovery from alcoholism. It was
concluded that participants in the present study exhibited similar characteristics to those of
exercise addicts and that the Risks Mode! shared similar features to Nace's (1987) model of
recovery from alcoholism. Various mechanisms were hypothesized for these findings, including
the needs that exercise fulfilled for the participants, such as creating or maintaining self-esteem
and the pursuit of health benefits. In addition, biochemical hypotheses of exercise addition were
briefly discussed.

Finally, since soma participants denied their injuries, the concept of denial was discussed with
respect to the findings. It was concluded that, although denial can obstruct the healing of an
injury, it can aiso be a useful emotionally-focussed coping mechanism as long as it does not

. interfere with heaith behaviors, such as seeking medical attention for injuries. it was concluded
that denial is a complex phenomenon which is not well undsrstood at present and further

research into this area is needed.
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In the next chapter the conclusions of this research and implications for future research and

practice are discussed.
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Chapter Seven
CONCLUSIONS AND IMPLICATIONS

This study was initiated to contribute to the understanding of the psychosocial process of
incurring and recovering from a moderate to severe athletic injury. This chapter contains a
summary of the study, an examination of the researcher's presuppositions, contributions of the
study, limitations of the study, future research topics, and implications of the results for
professional practice.

Summary of the Study

The purpose of this study was to identify and describe the Basic Psychosocial Process(es)
(BPPs) associated with moderate to severe athletic injuries. This process would then form the
basis for a model.

Two Basic Psychosocial Processes (BPPs) emerged from this study, Running the Risks and
Opening to the Messages. These two processes were the basis for four phases of a model
describing the process. This model was termed the Risks Mode!, which is shown again in Figure
2.. Two additional codes were used to describe the process of relapsing and engaging in injury
prevention activities.

The first phase of the Risks Model was Getting Injured. In this phase the participants incurred
their injuries by internal factors, such as overuse or by external factors, such as contact with
another player. Running tho Risks was manifested in this phase by the athiete attempting to
push beyond her/his capabilities or even engaging in the activity. Opening to the Messages was
evidenced by oot listening to the messages of over-fatigue or cues of an impending accident.

The second phase of the Risks Model was Acknowledging the Injury. In this phase the
participants either denied or accepted their injury. Between these two extremes, the participants
either bargained or partially accepted their injury. Participants Ran the Risks by ignoring or
bargaining with their injuries and attempting to exercise on them. Sometimes they won and the
injury cured itself. Sometimes they lost and the injury was exacerbated. Not listening to the



Xn-B DmIO-T

no

<DC2Z2-

[ PRE-INJURY CONTEXT |
y

1. GETTING INJURED

> <

v

2. ACKNOWLEDGING THE INJURY
Misimerg:etation @eeemnnennannnanan > Accurate lg:erpretation
Minimal Acknowledgement Full Acknowiedgement
(DENIAL) {BARGAINING) (ACCEPTANCE)
A A
: Y

SR

o d 3. DEALING WITH THE IMPACT iy

ACTING
ON

IGNORING
THE
LESSONS

A 4

4. ACHIEVING A PHYSICAL AND
PSYCHOSOCIAL OUTCOME

{THE LESSONS)

Eigure 2. Running the Risks. A model of the psychosocial process

associated with moderate to severe athletic injuries. Also referred to

as The Risks Modal.

THE LESSONS

MO Xw-3 DImEQr

<DVDCZ

207



208

messages of the body or health professionals helped deny the injury. Opening fo the Messages
helped acceptance.

The third phase of the Risks Model was Dealing with the Impact of the injury. The injuries had a
significant impact on the participant's physical and emotional well-being and the participant's
lifestyle, and this had to be adjusted to. In this phase the participants attempted to heal their
bodies. They Ran the Risks if they bargained with their injuries or their therapists and attempted
to return to their sport too quickly. Opening to the Messages was a fundamental process in
listening to the ...essages of healing and guaging suitable levels of physical activity during
recovery.

The fourth and final phase of the Risks Model was Achieving a Physical and Psychological
Outcome. Physically, the participants partially (e. g., chronic injury management) or fully
recovered from their injuries. Psychologically, they Leamed Lessons from the injury, which
included a changed perspective on life.

Two additional codes which appeared throughout the process were Ignoring the Lessons
(relapsing) and Acting on the Lessons (sngaging in injury prevention). Participants Ran the Risks
if they forgot (or ignorad) the lessons of injury prevention, such as warming up before exercise, or
attempting to re-engage in activity too quickly. /gnoring the Lessons predisposed participants to
re-injure themselves or incur further injuries. Opening to the Messages involved acting on the
Lessons of the past, for example, listening to the body's messages of injury, getting early medical
attention, or wearing protective clothing.

Examination of the Researcher's Presuppositions

Based upon my previous reading of the literature, and my own experience with athletic injury,
some presuppositions were noted in chapter three. To what extent were these presuppositions
supported or refuted by the data?

The first supposition was that recovering from an injury is both a mental and physical process. It
was expected that this perspective would be seen in the data and the emerging theory. The

results supported this notion. For example, both Healing the Body and Experiencing and Dealing
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with Emotions were categories involved with Dealing with the Impact. Therefore, the data
supported this supposition and behooves the health professional to be cognizant of the
psychosocial aspects of physical injury.

Secondly, | did not totally agree with the Grieving and Loss models which were being applied to
the area of athletic injury (e. g., Weiss & Troxell, 1986). For example, the losses from athletic injury
may only be temporary as compared to losses, such as one's imminent death, or the death of a
family member. In addition, the grieving models appear to be simplistic and do not seem to take
into account the complexities of such phenomenon as adapting to athletic injuries. The data from
the present study also supported this supposition. For example, although shock, denial, and
depression occurred as a result of an injury, the injury response was more complicated than this.
In addition, the grieving and loss models, when applied to athletic injury, did not explicitly address
the concepts of relapse (e. g., Ignoring the Lessons) or the psychological outcomes of injury
(such as Acting on the Lessons). Neither did they discuss the fear and uncertainty often
associated with injury, maybe because the loss of a loved one is permanent, but the outcome of
an injury is unknown. Although useful heuristically, applying such theories from other substantive
areas appears to have resutted in the illusion of understanding and oversimpilification of the
process of adapting to an injury.

My third presupposition involved my expectation that injured athletes would demonstrate denial
of an injury, fear of weight gain, and negative emotional responses to injury such as uncertainty,
frustration, and depression. | also expected that the reaction to injury would be idiosyncratic
depending on the athlete's context. Again, all of these expectations were supported by the data.
However, the finding that an athlete's perceived stage of athletic career development would affect
his/her reaction to injury was not expected.

To summarize, all of the three major presuppositions were supported by the data. This begs
the question, "Are the results a fabrication of my previously held biases?". In answer to this
question, | believe that the validity checks made throughout the course of the research, and

described in chapter three, attest to the credibility and validity or "truth value® of the findings.
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Contributions of the Study

Before this project was conducted, there was a paucity of empirical research data on the
psychosocial process(es) associated with athletic injury. The models that were previously
proposed for this area had been adapted from other substantive areas such as grieving and loss,
and an athlete's responses to stressors. These models were not developed from data derived
from people’s experience, but had been applied to the area based on various authors' personal or
professional experience. To my knowledge, this present study is the first of its kind to specifically
examine the psychosocial processes of athletic injury based on the experience of the athlete and,
as such, is a significant contribution to this area.

The information gained from this study has supported much of the theoretical writing on the
athlete’s response to athletic injury and the psychosocial aspects of the process of rehabilitating
such injuries. The present data have also highlighted the complexity of such an experience. This
indicates that stage-based models, such as the five stage models of Grieving and Loss (e.g.,
Astle, 1986; Gordon, 1986; Pederson, 1986), can represent an cversimplification of this process.

1 agree with Gordon (1986) that, although it is an idiosyncratic experience, the process of being
injured does have some commonalities between individuals. For this reason, the Risks Mode!l
described a minimum number of stages which can accommodate both the similarities and the
individual differences seen in the experience of recovering from an injury. However, the process
of being injured may not follow a discrete number of stages, as suggested by the grieving and
loss models, but may rather be cyclical as indicated by the Risks Model. The athlete’s passage
through the process may not be smooth and may involve cycling back and forth between phases,
or even remaining in one phase for an indeterminate period of time.

To summarize, the present study has added to the data base in this area, particularly with

respect to the complexity of the process. The limitations of this study are discussed next.
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Limitations of the Study

Two factors may limit the generalizability of the research findings, these are the populations to
which the "Risks" models is applicable, and the systemic scope of the model.

Firstly, it should be noted that the mode! was developed by interviewing participants who were
not undergoing any psychiatric treatment, and who had legitimate physical injuries. As a result this
model ,may not be applicable to individuals suffering from pathological psychiatric conditions such
as psychogenic pain (American Psychiatric Association, 1987). In these patients the
psychological issues involved with such conditions may not be adequately encompassed by a
model derived from a so called "normal” population.

Secondly, due to the focus on individual athletes during data collection this model should be
considered an individually-based model. As a result, the model may not adequately represent the
involvement of other systems, and the individuals comprising them, such as the athlete's family,
team, or even the medical system within which they are treated. The involvement of other
macrosystemic contributors would be a topic for future research which is discussed next.

Future Research

Many future research projects are suggested. Four ideas for future research are:

1. The present study was limited to retrospective accounts of injury, aithough the author's
ongoing experience with Iowef back injury was noted throughout the study. In the future,
longitudinal research on the effects of injury, in particular the validity of the phases of the Risks
Model, may be a useful exercise. For example, injured athletes might be followed through their
process of rehabilitation. In addition, questionnaires or diaries, based on the research results,
may aid investigators to identify pertinent areas of study and increase the efficiency of data
collection.

2. In this investigation injured athletes were the focus of research. The experiences of health care
professionals (e. g., physicians, physiotherapists and psychologists) and coaches were only
used for validation of the theory. In the future, information from such professionals could be a

useful source of data for this area and this approach has already been implemented by Gordon
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et al. (in press-a, in press-b). For example, the participants in the present study noted the
importance of their relationship with their coach, physician, therapist, or trainer on their
experience of injury. Therefore, future investigations might focus on these relationships, and
the resutting effect on the athlete’s passage through the process. An interesting aspect of this
research might be the congruence (or lack of it) of each person's interpretation of the injury
experience and the effect of this on the rehabilitation of the injury.

3. The generalizability of the Risks Model might be tested in the future by researching its
application to the experience of other injured populations or health conditions. For example,
other physically-injured populations such as wheelchair athletes, or people with work-related
injuries, might also be investigated. More generally, is the process of recovering from, or
dealing with, diseases such as cancer or cardiomyopathy similar to that of recovering from an
athletic injury? Do similar concepts such as denial underiie the acceptance of diseases and
physical injury?

4. Denial and bargaining were found to be common reactions to injury. However, a perusal of the
literature indicated that the concept of denial is not well understood. Given that some health
professional asked about how to deal with this concept, further research should be carried out
in this area. For example, what types of denial are demonstrated by injured athletes? To what
extent does denial interfere with rehabilitation? What types of interventions are appropriate
with what types of denial, and when? To what extent is denial a problem for the therapist, rather
than for the rehabilitation process?

5. Afinal research question is "Is there a parallel emotional concurrent model?”. For example,
could the "Risks” model be appropriate for emotional injuries such as depression following a
bereavement?. Thus, would people with emotional pain go through a series of phases of
incurring the psychological hurt, denying the emotional pain, accepting it, dealing with it, and
finally reaching an outcome? Again, only future research directed at this question would
provide the answer.

These suggestions are not exhaustive and only indicate the rich research potential of this area.
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implications for Professional Practice

The data gleaned from the present study also have some implications for the practice of health
professionals such as psychologists, physiotherapists, and coaches. These include, (a) the
education of coaches, health professionals, athletes, and family members as to the experience of
injury; (b) the implementation of motivational strategies to encourage athletes and enhance
program adherence; and (c) early identification of injured athletes requiring professional
psychological attention.

First, the area of psychological aspects of sports injuries is new and the data from the present
study could help to educate fellow professionals as to the nature and complexity of this process.
Similarly, given the comments of the participants about the role of knowledge in coping with an
injury, educational seminars, pamphlets, and self-help books aimed at athietes could facilitate
injury prevention, recognition of the symptoms of injury, and early intervention. Being forewarned
as to potential reactions to injury, and potential coping strategies, can help athletes deal with the
impact of injury. Reading about the experience of other injured athletes may also help to
normalize the experience and make it more understandable and controllable. Coaches may also
benefit from educational interventions, specifically with regards to learning about the injury
experience and how they can either facilitate or obstruct rehabilitation efforts. For example,
becoming aware of subtle messages that are given which may be interpreted by the athlete as
either encouraging them to get back too soon or to deny the injury. By being informed about the
athlete's experience of injury, family members will also begin to understand the role they can play
in supporting the athlete through those difficult times.

Secondly, the participants’ comments about the factors enhancing motivation during therapy
may be useful for rehabilitation professionals. For example, writing down a rehabilitation program
with clearly understandable, specific, and measurable goals can help athletes adhere to their
treatment program. Goal-sefting sheets might help the implementation of such strategies.
Frequent assessment and clearly communicated feedback as to one's progress appears to help

athletes adhere to often monotonous and unrewarding rehabilitation schedules. In addition,
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social support groups and role models demonstrating optimal recovery strategies can be a source
of hope, support, and inspiration for injured athletes. Support and encouragement from
therapists, trainers, coaches, family members, and teammates was aiso an important part of
recovering from an athletic injury.

Third, all of athletes in this study were well-adjusted aduits. Howaever, all reported that, at times,
they experienced significant emotional reactions as a result of their injuries. Although many
athletes found positive ways to deal with this emotional impact, others said that they did not cope
well with it. Early recognition of athletes having emotional difficulties by using paper and pencil
instruments may identify injured athletes who may benetit from psychological interventions.

Implications for Myself as Researcher, Professional and Athlete

Finally, what implications has the experience of researching this study and coping with my own
injury had for myself? Has anything positive come out of my injury? What lessons have | learned
(or relearned) from the study? Some positive outcomes included an increased understanding of
the phenomena, learning for professional practice, and for myself as an athlete.

First, my back injury gave me the opportunity to experience first hand what the participants were
talking about. Rather than being a negative force in researching the present study, | felt that the
bias was very positive. Undergoing the experience gave me a unique insight into the phenomena
of being injured and provided me with insights that | feit | may not have gleaned from my
participants.

Secondly, in terms of professional practice, undergoing the experience of lower back pain has
increased my empathy for my clients undergoing this problem. In particular, | can relate to the
anger, fear, depression, hopelessness, helplessness, and uncertainty that my clients have
expressed in the past. | realize now that “advice" from healthy professionals can, at times, seem a

little holiow. Phrases like "Keep your chin up” can only go so far in helping. However, having
someone take the time to listen to what this injury means to me, inform me clearly as to what is

going on, work with me to prepare therapeutic goals for the future, and to generate hope by
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looking at positive, yet realistic outcomes, helped me "keep my chin up.” Hopefully, working with
peopie from this new perspective will help me provide a better service.

Thirdly, the main implication for myself, as an athlete, is to act on the lessons of the past, listen
to my body, and learn to interpret the messages it sends to me. If | had done that in the first place,
the chronicity of my lower back complaint may have been prevented. | am a good example of
ignoring the lessons. Being active has been such a large part of my lifestyle (a reflection of my
identity) for so many years, that it is difficult to accept disability no matter how temporary it may be.
This has resulted in my running on seemingly minor injuries which then tured into major chronic
conditions. My last severe injury was in 1984, and with the passage of time the lessons of the past
easily fade from consciousness and are quickly replaced by the illusion of invulnerability ("l can do
anything”). As | get older, it seems to take longer to recover from such injuries, and so it becomes
even more critical to heed the lessons of the past. These include: reading your body; getting
medical advice as soon as possible; leamning what is temporary soreness and what might be a sign
of more severe damage; and taking a day off once in a while - it won't kill you! You are not immortal.

As you get older your body will tell you that - listen to it!
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University of Alberta
Department of Educational Psychology

and
Glen Sather Sport Medicine Clinic
Psychology and Sports Injury Research Project
DEMOGRAPHIC DATA SHEET

To be completed by participant.
Please complete blank spaces or circle the appropriate response.
. Gender (please circleone): Male Female

-l

2. Helght (cm. orins.):
3. Welght (Kg. or Lbs.);
4

. Occupation:
5. Marital Status (please circle one): Married  Single
6. Highest level of education achleved:

7. Do you have a coach? (please checkone): Yes No

8. Type of physical activity Involved in when you became Injured (e. g., running, football,
aerobics):

9. Sport classification (please check one): Individual_ Team_

10. Level of participation at time of injury (please check appropriately):
International

Professional

Provincial

Recreational

School

Varsity

Other
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11. What ambitions do you have reiative to sports? Please briefly describe them.

12. Your status on the team (if applicable):
__Starter

__Captain

__Benchperson or reserve
__Other (please describe)

13. Atthe time you were Injured or first noticed the injury, what did you suspect that the diagnosis
would be? (e.g., sprain, strain, cartilage tear):

14. Approximate hours of training per week

Now Hard Training Off Season Injured

(if different) (it ditfef@int) (if different)
_35 _35 _35 _35
—5-10 —5-10 —5-10 _5-10
—_10-15 —10-15 —_10-15 —10-15
__15-20 —_15-20 —_15-20 —15-20
—_20-25 —_20-25 —20-25 __20-25
__Over 25 __Over 25 __Over 25 __Over 25

15. Please list your past Iinjuries which have required therapy or have required a break from
athletic participation for more than one week.

16. Members of Immediate family (parents, siblings).
Name Age Currently in Edmonton?(yes/no)

Thank You
Jeremy Rose
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University of Alberta
Department of Educational Psychology
and
Glen Sather Sports Medicine Clinic

Psychology and Sports Injury Research Project
INFORMED CONSENT FORM

Project Title: Investigating the psychological processes underlying the recovery from sport
injuries.

investigator: Jeremy M. C. Rose, M.A., C.Psych. (phone: 492-5245).

The purpose of this research project is to increase health professional's (e. g., psychologist,
physician, physical therapist etc.) understanding of an athletic participant's experience of
moderate to major athletic injuries (i. ., injuries that will prevent an individual from actively
participating in their chosen physical activity for more than one week).

The research will be conducted via at least three interviews per person. Each interview will last
approximately one hour. During these interviews you will be asked about your experience of
athletic injury (e. g., your thoughts and feelings about being injured) and the recovery process.
These interviews will be audio-taped and later transcribed. In order to protect your anonymity, the
tapes and their associated transcripts will be assigned an identification number and stored i» a
locked filing cabinet. During either the second or the third interview, the information gained trom
your participation will be made available to you, so that you may comment on the accuracy of the
investigators interpretation of your data. Where appropriate, the investigator will have access to
diagnostic information taken from your charts in the Glen Sather Sports Medicine Clinic (e. g.,
name, age, type and date of injury).

The final research raport, including anonymous quotations, will be available to all participants. and
will be presented as a Doctoral Dissertation.

Although there may be no direct benefits to participants in the study, the research findings from
this study may eventually result in changes to patient care.
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Sports Injury Research Project
Iinformed Consent (cont'd.)

This is to certify that |, (print name)

Hereby agree to participate as a volunteer in the above named project.

| understand that there should be no health risks to me resulting from my participation in this
research. The potential benefits of this research to me include increased seYf-knowledge (e. g.,
factors that might aid or prevent recovery). However, i recognize that there are potential risks
invoived when discussing personal issues (e.g., feelings of embarrassment, or discomtort when
remembering the pain of the injury).

I hereby give permission to be interviewed, and for these interviews to be recorded on audio-
tape. |understand that at the completion of the research (i. e., after the investigator's final oral
defense of his dissertation), the tapes will be erased. | understand that the information may be
published, but that my name will not be associated with the research.

| understand that | am free to refuse to answer questions during the interviews. | also understand
that | am free to withdraw my consent and terminate my participation in this project at any time
without penalty. | have been given the opportunity to ask whatever questions | desire, and they all
have been answered to my satisfaction.

Signed.

Participant Witness Researcher

Date.
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AND
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Jeremy M. C. Rose, M. A,, C. Psych., (AB),
Department of Educational Psychology,
6-102 Education North,

University of Alberta,

Edmonton, Alberta.

Tol: (403) 492-5245.
July/August, 1990.
Dear )

Thank you for agreeing to be part of the validation process involved in my Doctoral Dissertation
"The Psychosocial Process Associated With Athletic Injuries”.

I am now at the stage where | am trying to validate my findings with people who were not invoived
with the initial phase of data collection. Therefore, | am asking two sport physiotherapists, two
coaches, two athletes, two sport psychologists, and two physicians to give me feedback on the
results based upon their experiences with the phenomenon of sports injuries. To do this | have
enclosed (a) a consent form, (b) a diagram showing the process, )c) a summary of results
incorporated with a questionnaire.

I would like to have your opinion of this process from the perspective of a,Coach, Athlete,
Physiotherapist, Physician, Sport Psychologist.

| would greatly appreciate it if you could spend an hour of you time going through this package,
complete the consent form, read the summary/questionnaire and answer those questions you
feel you can, and return the questionnaire to me as soon as possible.

Thank you again for your interest in this project.

Yours,

Jeremy Rose.

Personal Data:

Please could you give me a brief description (i. e., less than 100 words) of your professional
credentials (or athletic experience), and experience with sports injuries.

Professions' Credentials:

Years of experience within your profession:

Amount of experience with sport injuries:
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University of Alberta
Department of Educational Psychology
and

Glen Sather Sports Medicine Clinic
Psychology and Sports Injury Research Project
INFORMED CONSENT FORM

Project Title: Investigating the psychological processes underlying the recovery from sport
injuries.

Investigator: Jeremy M. C. Rose, M. A., C. Psych. (phone: 492-5245).

The purpose of this research project is to increase health professional's (e. g., psychologist,
physician, physiotherapist etc.), athlete’'s and coaches :nderstanding of an athletic participant's
experience of moderate to major athletic injuries (i. e., musculoskeletal injuries requiring medical
attention that will prevent an individual from actively participating in their chosen physical activity

for more than one week).

At this point in time a number of competitive amateur and professional athletes have been
interviewed twice in regards to their experience of sport injuries. A preliminary model of the
phases associated with incurring, reacting to, and recovering from an athletic injury has been
developed. Factors involved in the different phases of this process have also been described.

The validation portion of this research will be conducted via a questionnaire based upon a
summary of results. The final research report, including anonymous quotations, will be available to
all participants, and will be presented as a Doctoral Dissertation.

Although there may be no direct benefits to participants in the study, the research findings from
this study may eventually result in changes to patient care.
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Sports injury Research Project
Informed Consent (cont'd.)

This is to certify that |, (print name)
Hereby agree to participate as a volunteer in the above named project.

| understand that there should be no health risks to me resulting from my participation in this
research. The potential benefits of this research to me include increased self-knowledge (e.g.,
factors that might aid or prevent recovery). However, | recognize that there are potential risks
involved when discussing personal issues (e.g., feelings of embarrassment, or discomfort when
remembering the pain of the injury).

| hereby give permission for verbatim quotations from my questionnaire answers to be included in
the final research report and Doctoral dissertation. | understand that at the completion of the
research (i. e., after the investigator's final oral defense of his dissertation), the questionnaires will
be destroyed. | understand that the information may be published, but that my name will not be
associated with the research.

I understand that | am free to refuse to answer questions on the questionnaire. | also understand
that | am free to withdraw my consent and terminate my participation in this project at any time
without penalty. | have been given the opportunity to ask whatever questions | desire, and they all
have been answered to my satisfaction.

Signed.

Participant Researcher Date.



Validation Document
by
Jeremy Rose, M. A,, C. Psych. (AB),
Department of Educational Psychology
University of Alberta

Edmonton
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Bunning The Bisks: Qr QOpening to Healing?
The Psychosocial Process Associated With Moderate to Severe

In this project | have investigated the psychosocial (i. ., related to the individual's psychology,
and with the people he or she interacts with) process associated with a moderate to severe
athletic injury (e. g., an injury occurring to an athlete or habitual exerciser which requires a lay-off
from training for at least a week, and requires medical attention). The data below has been derived
from five athletes (two in-depth interviews each). As part of my research process, | am required to
ask people who are involved in this area who were not part of the original sample to validate the
model that has emerged from my interviews. Therefore, | would be most gratefut if you could give
your feedback on this process by checking the boxes of those aspects you agree with,
commenting on those aspects you do nct agree with, and adding additional comments or

anecdotes from your own experience with injury.

Phases In The Process, And An Explanation Of The Process
For a diagram of the process see Figure 1.
The four phases in the process are: 1. Getting injured, 2. Acknowledging the Message, 3.
Dealing with the impact, 4. Outcome (Resolution and Reflection). Additional theoretical concepts
include Forgetting the lessons (relapse), and Remembering the lessons (optimal injury
prevention). A flow chart depicting possible pathways through the process is shown in Figure
5.1. Although the phases will be described in more detail below, the flow through the process is

briefly described here.

An exerciser/athlete enters the process by Getting Injured (Phase 1). This can happen as a result
of the overuse of a body part, an injury caused by a collision, an intentional aggressive act by
another player, or simply by an accident. Thus, aithough the etiology of injury will vary all injured

exercisers must pass through this phase. Shock or disbelief may or may not occur at this stage.
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The injured person will then move into the second phase Acknowledging the Injury (indicated by
arrow A). This phase appears to be characterized by a continuum between not acknowledging
the severity of the injury (which has been termed Denial in the past- "It's not serious, I'l run
through it”), partial acknowledgement of the injury (which might be conceptualized as Bargaining -
"l am injured, I'l seek help, but only when it suits me, and on my terms"), and fully acknowledging
the injury which might be termed as Acceptance- "I am injured and | need help now"). It is thought
that full acceptance of the injury is needed before optimal rehabilitation and psychosocial
adjustment can occur. The conditions of bargaining and acceptance allow the impact of the injury
to be fully or partly acknowledged and this leads to the third phase of Dealing With The Impact
(arrows B and C). In this phase the athlete has to adapt or adjust to the physical (e. g., the injury),
cognitive (e. g., thoughts), behavioral (actions) and emotional results of the injury situation. Once
the third phase has been passed through the athlete will typically move into the fourth phase,
Qutcome (arrow D). T he outcome of the injury might be thought of as both psychological (e. g.,
learning and changed perspective, renewed confidence) and physical (e. g., somewhere along a
continuum of full recovery and return to the sport/activity, through partial recovery and engaging
in the injury activity at a reduced level, or participation in a new activity, to not being invoived in
physical activity).

The concept of relapse has also been built into the model. This invoives Forgetting The Lessons,
or the learning that has occurred (if any) during the injury (e.g., the need to warm up, or cut down
the volume of training), and thereby placing oneself at risk for re-injury (e.g., moving back into
phase one). This may happen at any phase of the process (e.g., when dealing with the impact
(arrow F); when back engaging in activity (arrow G); and when acknowledging the injury (arrows J
and H).

The opposite of relapse has been conceptualized as Bemembering the Lessons (arrow E). This
concept involves engaging in and complying with health behaviors which should reduce the

likelihood of fuither injury (e.g., following warm-up routines, stretching before a work-out, doing
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preventative strength training, not waiting to seek medical advice, etc.). It is through this stage

that exercisers and athletes can get out of the cycle.

Whilst it is recognized that "stage” models of adaptation to injury are controversial (see chapter
five), the Risks Model is an attempt to encapsulate the common themes which emerged from the

data, and yet allow the greatest possibility for individual differences.

A psychosocial process involves a change over time that occurs in a number of stages, and
involves an interaction between an individual's psychological world and that of people in the social
world around him or her. A Basic Psychosocial Process (BPP), is the core theoretical
psychosocial process that underlies each phase of the model. In investigating this | had to ask
mysell "What is the bottom line psychologically as athletes experience athletic injury?”. Two
concepts became clear to me, they are: "Running the Risks", and "Opening to the messages".

Please check the boxes below if this data matches your experience.

The Data Have Been Reported In Terms of Percentage (%) agreement with the data. Additional
comments have been noted and stored in the audit trall.
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Bunning the Risks: This appears in all the stages.
In the first phase athletes run the risk of injury just by engaging in physical activity.
100% agreement
In the second phase they run an even further risk if they do not pay attention to the messages
of the body and deny the severity of the injury.
100% agreement
In the third phase risks minr - «. 27qaining-type behaviors such as attempting to re-
enter the sport too soon, »# s . .’y adhering to a physiotherapist's rehabilitation pian by
going Go-Kart racing on a spins 1.y (this is akin “> forgetting the lessons).
100% agreement
in the fourth phase 'running the risks’ would involved forgetting the lessons (e.g., not taking
appropriate precautions like wearing a cycling heimet in training).
100% agreement
Qpening to the messages of the injury: This can be seen in:
Phase one if athletes ignore fatigue (remain closed to the messages) and thus predispose
themselves to injury.
90% agreement
It can also be seen in phase two where injured athletes can either deny, bargain or accept the
messages the body is telling them (e.g., "Something is wrong get me fixed!").
80% agreement
Phase three involves a great deal of listening to the body during rehabilitation (e.g., when you
can start exercising and how hard), not listening can lead to forgetting the lessons, and relapse.
(NOTE PROBLEM IN ANSWERING FORMAT) 60% agreement
In phase four forgetting or remembering these lessons can lead either to reinjury (by not cutting

back on training, or doing preventative warm-up activities), or to injury prevention.

80% agreement
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How do these two processes 'fit’ wikk your cxperience of athletic Injury?
Is there another "bottom line” that you have experienced with Injured athletes?

The individual phases will now be explaired in more detail.

Phase #1.- Getting Injured:
The psychosocial process associated with an injury begins with an initial chronic onset phase (i.e.,
overuse injury), or an acute incident such as an accidental or intentional collision with another
player. The athlete may have some level of responsibility for the injury ranging from total
responsibility (e.g., overtraining), some level of responsibility (e.g., getting injured in a 50/50
tackle), or no level of responsibility (e.g., chance). An additional variable also is a predisposing
personality or physiology that encourages injury. Factors related to Getting Injured, are

discussed below.

E Related To Tha Athlete's R il

The athlete’s injury may derive from such internal factors as attempting to perform beyond one's
capabilities (e.g., training too hard, and/or not allowing sufficient recovery time and being fatigued,
ignoring fatigue), how one plays the game, and not engaging in sufficient preventative activity
(e.g., stretching and warm-up).

Other Factors Belated

Aggression from other Players: (e.g., accidental or deliberate fouls).

Medical History: (e.g., previous injuries and predispositions).

Chance: (e.g., just accidents).

What other variables, or exampies of this phase come from your experience?

General agreement (70%) with additional comments. These can be seen in the audit trail.
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Bhase #2 - Acknowledging The Injury
Once the athlete gets an injury he or she appears to go through a second phase acknowledging

the injury where he/she might move through a continuum between (a) immediately accepting the

injury (Eull Acknowledgement or Acceptance), (b) partially accepting the injury (sometimes

referred to as Bargaining), or (c) not being aware or acknowledging the waming signs of injury and

carrying on with the activity or delaying going in to see a health professional (often referred to as

Denial). This latter phase of misinterpretation or denial might last a few seconds or many months

or years.

Please check boxes if this matches your experience as an, or with an Injured athlete. There

appeared to be some confusion as to how to answer these two questions.

Eully Acknowledging the ipjury._(e.g., getting in for, and accepting, rehabilitation advice straight

away. "I think | am injured and | need help!"). This process involves listening to...
80% agreement
-Messages conveyed by the body (e.g., pain, joint instability, bruising)

70% agreement

Other Messengers of injury; (e.g., heaith professionals, coaches, friends (e.g., "you are limping")

20% agreement.

Padially Accepting The Injury (Bargaining! (e.g., partially accepting rehabilitation advice, but

continuing to run despite this advice. "I am injured, and | will take in some therapy, but | will run in
this weekend's race anyway").

30% agreement

Not Acknowledging the Injury (denial). (e.g., ignoring the warning signs, or perhaps

misinterpreting them - "it's OK, I'm riot injured, it's only a niggling strain, it's nothing, 'l run through
it").

20% agreement
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~The Duration of denial or bargaining. (may be seconds, weeks, or even years).

20% agreement

variables Related To Adt ledging The Ini
Coming to an awareness or an acknowledgement of the severity of the injury, and passing
through the phase of denial is affected by a number of different factors. These include:
Please check the box if thase factors fit with your experience.

The athlete's beliefs about the severity of the injury, and the perceived outcomes of being
injured (e.g. "It's nothing, it doesn't hurt after I've warmed up")).

90% agreement

The threatened loss of a fun (e.g., travel, functional activity (e.g. sport s a means of controlling
one's life or weight), part of one's life ("sport is my life"), or even income (e.q., the professional
athlete).

80% agreement

Hope whether true or false (e.g., medical professional telling you it's not too bad, or just
personal hopae that the injury would go away).
90% ag-eament

Jecreased pain by symptom remission, or pain reducing strategies (e.g., by anti-inflammatories,
game adrensiir).
80% agreen.ent

Pre-:usting personality traits and attitudes of athletes. (e.g., stubbornness and unwillingness
to give up <r 10 =« ¢ pt a negative diagnosis/prognosis, or feelings of invulnerability).

106% agreement
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A feeling of being addictad to sport. (s.g., a feeling that one has to run, or play - dire
consequences might occur otherwise - like weight gain, or statements like "I'm hooked on
racing").

100% agreement

The type and actual severity of injury (e.g., tendonitis might encourage bargaining, but a

catastrophic third-degree sprain would probably encourage immediate attention!).

80% agreement

How does this ‘fit' with your experience? What other variables or examples are there from your own
experience? Is there anything you disagree with? What (if any) self-statements characterize denial,
bargaining and acceptance stages?

A variety of additional conditions, noted in audit trail

Phase #3 - Dealing With The Impact Of The Injury
Once an athlete or exercise participant accepts that he or she is moderctely or severely injured the
realization has a number of ramifications to the athlete or exercise participant depending on the
meaning that the injury to him or her. An Australian cricketer illustrates the phenomenon of
\mpact.
"...Reality eventually set in however and | became very angry, disappointed and upset because |
though | was going places, and so many people were expecting great things of me" (Gorden &

Lindgren (in press) p. 5).

A E iencing_Emeti
The eniotions associated with an injury are many and varied, and defense mechanisms like denial
and bargaining seem to be undertaken to alleviate this emotional impact. These emotions derive

from a number of different sources, these include:



Please check if these data match your experience.

Obstructed career, performance and lifestyle goals (e.g., not being able to go out and train).
90% agreement
Interacting with the medical system and medical interventions (e.g., the impact of surgery or a
diagnosis).
80% agreement
The injury and its causes (e.g.. anger 3t the person who tackled you.
60% agreement
Relating to self and ¢thers (e.g., feeling excluded from the team, or others telling you you are
malingering).
80% agreement
Uncertainty of the future. (e.g., can | run again? To wtat extent can | get back?).
80% agreement
Any other sources of emotions from your own experience not included above? Any
disagreements?
Several additional comments noted in audit trail
Commonly felt emotions included:
(Please check the boxes If you agree with thase from your experience).
Anger (e.g., at the cause of injury)
70% agreement
_Frustration (e.g., at not being able to train or competse)
90% agreement
Down/Depressed/Sad/Discouragad (e.g., with pain or
little improvement in therapy)
90% agreement
_Exclusion and lsolation (e.g., from a team or training group)

80% agreernent
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LEear: (e.g., of surgery)

60% agreement

Guilt (e.g., at losing fitness, missing rehabilitation)

50% agreement

Hei, ~3sness (e.g., at not being able to do v for oneself)
80% agreement

Inadequacy (e.g., not being able to keep up with others)
80% agreement

lealousy (e.g., at others who can play when you can't)
60% agreement

Longing (e.g.. "! wish | could run again)

80% agreement

Loss (e.g., feeling part of yui. (or your life) is missing)

90% agreement

Regret (e.g., at loss of sport career or play-off opportunity)
80% agreement

BRelief (e.g., at a positive diagnosis, or having no pain on the first day out)
60% agreement

Shock and Disbelief (e.g., that one actually is injured)
60% agreement

Uncertainty (e.g., Will | be able to compete again?)

70% agreement

What other emotions are assoclated with Injury from your experience? What causes them?

Several additional comments noted in audit trail

tealing with 1 tions included:

Re-engaging in activity (e.g., feeling positive from getting back to the sport)

10% agreement
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_Eaith (e.g., in God, oneself, or in one's rehabilitation program or physiotherapist)

70% agreement

Suppression, Burying or Repriorizing (e.g., not worrying about the injury, having other priorities
to focus on)

50% agreement

Qther Strategies,

Statements to self (self-taik); (e.g., stop feeling sorry for yours«lf, there's other's worse off than
you)

60% agreement

_Besignation (e.g., acknowledging t'.e severity of the injury, and doing what has to be done)
90% agreement

Withdrawal and Avoidance (e.g., alienating oneseif from the team to avoid the feelings that the
team might elicit from you))

60% agreement

Beceiving clear information (e.g., a clear diagnosis/prognosis helps reduce uncertainty)

90% agreement

LEorgiveness (e.g.. of the person that injured you).

50% agreement

What other 'dealing’ strategles have you experienced?

A variety of comments noted in audit trail.

Re- izing Lifestl
As a result of the injury people typically have to re-organize their lifestyle, either on the short or
long term. This fulfills the function of redirecting the time and energy which is usually spent on
sport. Aspects of this include

I N hool K.

90% agreement
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Reorganizing lifestyle and career goals (e.g., having to move out of sport related work)

80% agreement

Changing physical activities, or activity levels (e.g., replacing the sport activity with something
else (e.g., cycling for running), or cutting down the amount of activity).

90% agreement

Changing coptact with friends and tamily (e.g., increased or decreased social lite).

80% agreement

Any other examples from your experience?

A variely of comments noted in audit trail

C. Healing the Body

Various solutions are attempted to heal the body, and cope with the problems associated with it.
These may or may not be successful. These included: seeking protessional advice,
experimenting (e.g., with various types of treatments, or professional opinions), protecting
oneself (e.g., by physical means like knee braces, or behaviorally (e.g., avoiding hard tackles)),
generating motivation to adhere to solutions, managing the pain, testing out and listening to the

body and gradually re-engaging in the activity.

Attempting Solutions: includes: Self-treatment (e.g., rest, ice, or exercise), surgery,

biofeedback, self-protection, exercises, ‘alternative’ medicine such as acupressure).

Maintaining and , iwation and ad} ot

Athletes often seem to have a problem generating and maintaining motivation and adherence to
the program.

Some strategies and events tha! heiped generate and maintain motivation included
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(Please check If you agree)

Self-talk and reframing (i.e., looking at the situation from another perspective) (e.g., using the
break as a chance to improve another sport (e.g., swimming for triathletes unable to run).

70% agreement

Improvements in function, (e.g., decreased pain, increased range of motion is motivating).

100% agreement

_Sacial suppor. (e.g., encouragement from coach, family and friends).

90% agreement

_Eaith (in the rehabilitation program, or God).

90% agreement

_The treatment environment. (e.g., being in a sports clinic with other athletes was motivating).
100% agreement

_I3king responsibility (for the injury and adherence to treatment).

100% agreement

What other aspects of motivation relate to this from your own cxperience?
Variety of comments noted in audit trail
Managing the Pain
Pain is often a big issue with injury. Methods of pain managenient involved:
(Please check If you agree)
Rest and Ice.
100% agreement
Dissociation (e.g., mentally moving the pain out of the body as i it is not part of you).
80% agreement
Competition Adrenalin (e.g., being ‘fired up' for the game helps you forget the pain).

90% agreement
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Exercise.
90% agreement
Changing exercise technique (so it won't hurt).
80% agreement
Medication.
100% agreement
One problem with these techniques is that they can encourage bargaining type behaviors, and
allow us to ignore the bodies warning signs and lead us to further re-injury.
Any other pain management strategles from your own experience?

Variety ::* comments noted in audit trail,

Returning 10 activi

A major part of rehabilitation is "testing out” the injury to gauge the level of function, and listen to
the body to gauge whether one should cut back or go ahead with activity. This retum is usually

gradual (fired by fear of reinjury), but some may not restrain themselves and go back too soon.

How does this fit with your experience?
General agreement with a variety of comments noted in the audit trail
D. Chanqing Sense of Self
Another aspect of the injury involves the changes that a person sees within themselves. These
might include:
(please check If you agree)
Contlicts of wanting to exercise and not being able to.
100% agreement
Losing trust in one's own body (e.g., doubt about one's future ability)

80% agreement
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Changing sense of one's self-concept in tarms of physical (e.g., body image- *I feel like a fat slob

now | can't run”)
80% agreement
Changing sense of personal self (e.g., self esteem "I feel bad about myself and the weight | put
on")
80% agreement
Changing sense of performance ("l was a shell of my former seif)
90% agreement
Changing sense of one's vuinerabilities
70% agreement
From your personal experience what other aspects of the ‘Self’ change due to Injury?

A variety of comments noted in the audit trail.

Interacting With Others

The etfects of the injury might effect how we interact with others in our lives {e.g., getting crabby
or irritable). These changes may be positive (e.g., perhaps a saved marriage in the case of ti:2
running addict, or increased social activities) or negative changes, or negative (e.g., people
thinking a person is malingering, people avoiding the athlete because they don't know what to
say, or coach-athlete contflicts related to the injury).

What other examples are there from your own experience?

A variety of comments noted in the audit trail

Please check If you agree

The athlete's coping resources (e.g., to deal with emotions)
100% agreement
The athlete's knowledge and previous experience with injury

100% agreement



Other priorities in the athletes life (e.g., family, career)
100% agreement
The level of social support (e.g., from family, friends, therapist)
90% agreement
The actual severity of the injury
80% agreement
The athlete's perception of the severity of the injury
90% agreement
The athlete's personality and maturity
100% agreement
The meaning of the injury to the athlete (e.g., the athlete's perception of the loss).
100% agreement
What other variables might effect the impact of an Injury from your own experience?

A variety of answers noted in the audit trial

A._Resolution
At some point in time the participants reach some level of resolution to their injury. This might be
on a point on a continuum between:
Please check if you agree.
No recovery (e.g., quadriplegia)
80% agreement
Partial Recovery (e.g., dealing with a chronic injury by reduced activity levels, changing activity)
100% agreement

Eull Recovery,(being able to go back to the sport with 100% strength, range of motion etc).

80% agreement
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What other physical outcomes have you experienced?

A number of other outcomes noted in the audit trail,

B. Reflection bact i || .
Although this reflection and learning might occur during the whole process, the data is presented
here since it appears that as a result of the learning and reflection that injured athletes go through
they become qualitatively different. The Jessons that are leamed are many and include learning

about one's body and the injury, the messages of the injury, and gaining a new perspective.

_Learning atout one's-body and the injury (e.g., one's own anatomy, and the signals of the body

like the difference between discomfort and the pain of injury)

90% agreement

Qur body's limitations and vulnerability, (e.g., as to what one can and cannot do with one's
body).

70% agreement

_The need for early intervention with injury. (as opposed to ignoring the pain or signals of injury). -

90% agreement

80% agreement

_Other messages of the injury: (e.g., it is time to find another sport or stop running before you

damage yourself permanently).

60% agreement

(e.g., the importance of sport in one's life, the need for new lifestyle activities, or even re-
motivation for the sport ai'«:» - period of burnout').

80% agreement
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c ltestyl i
The need to change careers (e.g., out of sport-performance related careers).
50% agreement
-Qt one's abilities when not injured: (e.g., of taking one‘s abilities for granted when not injured).
80% agreement

From your own experlence what other leaming or perspective changes resutt from Injury?

A variety of comments noled in the audit trail

Again what is be an important part of the injury process is that of Forgetting and/or Remembering
the Lessons Learned”. Forgetting the lessons learned is related to the concept of relapse | Nuw
athletes who attempt to : un the risk and return to their activity too soon, or who do not iniery: 1 or
ignore the messengers of injury (e.g., muscle soreness) can eventually move back into the injury
process by "getting injured” again. Those who Bemember the | esscns that they have leamed
(e.g., about preventative strategies such as stretching or acting on early signs of injury
(acknowledging the injury) are more likely to get early intervention to the injury, or perhaps avoid

injury altogether.

From your experience what might encourage people to elthor remember or forget the lessons of
injury?
A variety of comments noted in audit trail.
Have | missed anything?
From your experience as an athlete/coach/sports physiotherapist or physician are there any
things that | have missed in relation to this process?
If so please add any additional questions or comments below.
Again a variely of comments noted in the audit trail, In particular comments included the role of the

coach in encouraging bargaining type behaviors and putting pressure on the athlete.
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Thank you for your time and interest in this project.
Yours,

Jeremy Rose, M. A., C. Psych.



