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Editorial

The role of the sports psychiatrist
Alan Currie1,2 , Andres Ricardo Schneeberger3 , and Malte Christian Claussen4,5,6

1 Regional Affective Disorders Service, Cumbria Northumberland Tyne and Wear NHS Foundation Trust, Newcastle upon Tyne,

United Kingdom
2 Sport and Exercise Sciences, University of Sunderland, Sunderland, United Kingdom
3 Department of Psychiatry, University of California, San Diego, CA, USA
4 Department of Psychiatry, Psychotherapy, and Psychosomatics, Psychiatric University Hospital Zurich,

University of Zurich, Zurich, Switzerland
5 Private Clinic Wyss AG, Münchenbuchsee, Switzerland
6 Adult Psychiatry, Psychiatric Services Grisons, Chur, Switzerland

Media coverage can be an additionalmental health stressor
for an athlete or team but can also raises awareness of
important needs. This issue of Sports Psychiatry includes a
review of media coverage of mental health issues during
the recent, but delayed Tokyo Olympic Games [1]. As the
authors indicate, many aspects of themedia coverage were
positive with athletes viewed as ‘human’ and relatable;
perspectives thatmay allow for better consideration of their
mental health needs and how these might be addressed.

This issue also contains another review highlighting the
prevalence of mental health symptoms and disorders in
sport (in this case football) [2] alongside a study of a
population often neglected in research studies (the elite
adolescent athlete) [3]. Both studies are confirmatory of
previous findings of a substantial prevalence of mental
health concerns. Yet there is still a risk that mental health
concerns will be under-diagnosed or under-managed in a
system with significant barriers to accessing expert mental
health care and that fails to fully acknowledge the mental
and physical connectedness of being human and of being
an athlete [4].

In this context what then is the role of a sports psychia-
trist? How can a psychiatrist benefit the individual athlete;
support and work together with the athlete’s healthcare
and performance team at an interdisciplinary and interpro-
fessional level; and help to develop a mentally healthy
culture in which athletes can thrive?

Sports psychiatry practice

Although well-being and illness are related concepts, they
do not exist on a continuum [4]. Those who experience
illness can also experience well-being whilst not all those
who experienced a poor sense of well-being will do so

because of an illness. Looking after athlete well-being is
insufficient to address all mental health concerns and the
distinction between well-being (or lack of) and health (or
illness) is an important one to address when promoting
sports psychiatry practises for those experiencing mental
health symptoms and disorders. Clinical expertise in
assessment and treatment of mental disorders will still be
requiredeven if there is goodprovision forwell-beingneeds
and early, expert treatments produce better outcomes
across a range of mental health disorders [5, 6]. Moreover,
prevention and aftercare are also integral parts of medical,
including psychiatric practice. Both require appropriate
clinical expertise and for the sports psychiatrist should be
just as much a matter of course in care concepts as assess-
ment and treatment.

The psychiatrist working in sport must be able to accu-
rately formulate an athlete’s difficulties and address sport
specific diagnostic issues such as in eating disorders and
Relative Energy Deficiency in Sport (RED-S) or in relation
to over-training and depression and competition anxiety
and anxiety disorders. In addition, they must understand
the complexities and concerns when prescribing psy-
chotropic medication for an unusual group with unusual
physiological demands and exercise/performance needs
[7]. The psychiatrist working in sport is also required to
adapt their practises for use in a sport setting [8]. Elements
of this include the flexibility towork around the busy sched-
ules of the elite performer without over responding to the
occasional expectation of favourable treatment or even
unrealistic demands. It is necessary to understand the
specific situation in which an athlete finds him/herself,
especially in the case of existing psychiatric complaints
and illnesses.This includes specific personality traits aswell
as a possible sport-specific manifestation of mental
illnesses. Good working relations with the athlete’s health
and performance team are also key requirements. For all

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):31–33
the license CC BY-ND 4.0 (https://creativecommons.org/licenses/by-nd/4.0) https://doi.org/10.1024/2674-0052/a000013
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these reasons andmore sports psychiatry emerges as a spe-
cialism and a valued resource for athletes, sports teams and
sports organisations.

Mental health services for athletes

Whilst providing specialist mental health services at major
events is important nonetheless evidence suggests that they
are infrequently used with 8 consultations initiated by
athletes and support staff during theTokyoOlympicGames
and 2 during the subsequent Paralympic Games [9]. There
maybe several reasons for this. There canbemore immedi-
ate concerns such as musculoskeletal injury or sports
performance at a major event and athletes and entourage
members may be more willing to disclose their concerns
to their own psychiatrist (if available) or other members of
the healthcare team rather than to a stranger. Several
national Olympic organisations already provide psychiatric
services to their Olympic teams. Some of these were
reviewed at the last symposium hosted by the International
Society forSportsPsychiatry (ISSP)andarepresented in this
issue [10].

The characteristics of an effective mental healthcare
service for athletes have been investigated and described
[11]. Two central issues are the extent to which services
should be sport specific and whether they are provided
externally or integrated into the sports organisation or team
[12]. Evidence suggests services are more likely to be
utilised if they are available on-site, free and comprehen-
sive. There are different tasks and a different focus for
managing mental healthcare in the off season, mid-season
andpre- andpost-competition and it is preferable if services
are provided year-round rather than just at a major
event [11].

Describing the care pathway for an athlete with mental
health symptoms is also important. Key points in the
pathway begin with knowing how to access healthcare
and facilitating this when necessary. Professionals should
be clear about the roles and the responsibilities of all those
involved in providing mental health support. Recently, the
author proposed a concept for interprofessional collabora-
tion between mental trainers and sports psychologists, as
wells as sports psychiatrists and psychotherapists when
mental health complaints and illnesses arise [13]. This
includes understanding who is best placed to help with a
performance concern and when to seek advice from a
clinician, therapist or mental health expert such as a sports
psychiatrist [12]. Return to play decisions during recovery
from a mental health problem also need careful manage-
ment and demand close collaboration between the
sports psychiatrist, wider mental health team and the per-
formance team including coaches [14]. Furthermore,

appropriate return to play recommendations should be
elaborated for all common mental illnesses in elite sports.
In all cases the best interests of the athlete should be central
to every decision and the athlete personally involved in
decision-making at each stage. Considerable expertise,
soundclinical judgementandanunderstandingof the stres-
ses and pressures in the sports environment are all required
when training and competition are reintroduced during
recovery and where the skills and expertise of a sports
psychiatrist may be invaluable. The aim is to create a virtu-
ous spiral of increasing recovery and improved mental
health as sports training andparticipation are reintroduced.

Mental health policy development

Finally, as recommended in this issue by Nahman and Tan
[15], a sports psychiatrist can be at the forefront of research
endeavours in the major issues facing elite sports and
involved and contributing to new and better policies that
safeguard the emotional welfare of sports participants.

Conclusion

Supportingmentalwell-being is a necessary but insufficient
response to address concerns about athlete mental health.
Athletes also need high quality mental health treatment
and care such as provided by the sports psychiatrist with
their specialist knowledge, skills and ways of working.
Lastly, athletes deserve to work in an environment that is
supportive of their mental health; that provides for them
when they are ill and where there are no risks that their
mental health will be harmed by sports participation [16].
The sports psychiatrist has a valuable contribution to make
to the creation of this environment.
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Letter to the Editor

How should we ensure that
children are safeguarded in
gymnastics?
Carolyn Nahman and Jacinta O. A. Tan

Oxford Health NHS Foundation Trust, Nottingham, United Kingdom

Gymnastics has had multiple abuse scandals involving the
USA, Australia, Europe and the UK [1]. These involve alle-
gationsof sexual abuse. In theUK,wearecurrentlyawaiting
publication of the Whyte Report, an independent review
looking into gymnasts’ wellbeing and welfare as well as
safeguarding issues [2].

AU.K. prevalence survey surveying 6000 participants in
youth sports [3] – up to 75% of the individuals they studied
reported experiencing emotional abuse as well sexual
harassment (29%), physical abuse (24%), sexual abuse
(3%). A lifetime prevalence estimate of all three types of
interpersonal violence in elite athletes is about 24% with
psychological abuse being most prevalent [4].

There is also an awareness that sexual abuse does not
exist in isolation but thrives ona toxic and corrosive culture.
In general disclosure of sexual violence is lower in sports [5]
compared to reported prevalence. Within the child elite
sporting environment, children are at risk because touch
[5, 6] (often between children and adult males) is nor-
malised and begins at an early age in order to help build
the mechanics of the difficult skills required and in order
for safety and to prevent injury. Furthermore, in many elite
settings the coaches have high levels of authority and con-
trol which may be difficult to challenge, particularly if the
coach is seen as being successful using their methods and
regime. There is a further risk that because of a celebrity
culture in which the perpetrators are emboldened by a
bystander culture, where abuse is ignored and allowed to
continue.

Although sexual abuse has received significant attention,
there appears to be less research around emotional harm/
abuse [5], particularly the more subtle forms, which can
be equally pernicious and harmful especially if sustained
over a long period of time or carried out by trusted authority
figures. Within a sporting subculture there is some accep-
tance of an environment where psychological aggression
(which could include bullying, constant criticism and

denigration) or coercive practices such as requiring training
to the point of exhaustion are present and sometimes
deemed necessary or even beneficent as enhancing perfor-
manceof theathlete.Because there isoften lackofevidence
of malice or self-gratification on the part of the perpetrator
and itmaybeperceivedbyall, including theathletes, asnec-
essary to elicit maximal performance and success, this is
often allowed to continue and can become normalised or
acceptedas thepriceworthpaying for success. Even so, ath-
letes and in particular child athletes who depend on the
adults around them for psychological care, development
of ahealthy identity andpositive self-regard canbeharmed.

Children (aged under 16) in elite sport are particularly
vulnerable.This is particularly true in sports likegymnastics
where they typically enter intensive training in earlier child-
hood [5]. When they commit to intensive training from a
young age, they may become solely focussed on perfor-
mance in one sport whilst still unable to formulate their
own long time life plans ormakemajor life choices [7]. This
can delay development of an individual identity and life
goals distinct from the sport and a lack of self-esteemwhich
is not bound up in sporting success, at a time when they
depend on the adults around them to keep them safe.
Developmentally a certain amount of adult paternalism is
normal and appropriate for all children and the responsibil-
ity for the safety, wellbeing and healthy development of
children generally lies with their parents and schools. How-
ever, in an elite sport environment, where children spend
manyhours training in gymsunder the care and supervision
of others, their coaches are by default in locum parentis,
with coaches often spending more time and having more
influence than parents themselves. There is significant
power differential between the child athlete and coach
[8, 9], and a high potential cost to reporting abuse – some-
times around the perceived shattering of future hopes and
dreams and a fear of retaliation. Indeed, when children
are involved and the abuse is normalised to the setting

Sports Psychiatry. 2022;1(2):34–35
https://doi.org/10.1024/2674-0052/a000009 the license CC BY-ND 4.0 (https://creativecommons.org/licenses/by-nd/4.0)

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
M

on
da

y,
 A

pr
il 

29
, 2

02
4 

2:
44

:0
2 

A
M

 -
 I

P 
A

dd
re

ss
:1

8.
21

8.
20

9.
8 



and justified by sporting results, how do children even
realise they are being abused?

None of the issues discussed above is unique to gymnas-
tics. However, gymnastics is one of the early specialism
sports where young children enter an elite training environ-
ment and perform many hours of training at a young age
[6, 8, 9].

Over the last 40 years, the age of competitors at elite
levels has not only become younger, but in addition from
the 1970’s when the scoring system changed the required
acrobatic skills have increased in difficulty, has necessi-
tated increased training at a younger age [10]. The pre-
pubertal childhas theadvantageof ahigherpower toweight
ratio, thus the prepubertal physique has become favoured,
to enhance the potential to perform difficult acrobatics
which require significant strength. It was about this time
that male coaches also increasingly became involved in
training of female gymnasts [10, 11, 12].

In accordance with the 1959Declaration of the Rights of
the child [13] childrenhave the right to train and compete in
a healthy environment, where well-being is privileged over
performance enhancement. We believe children have the
right to dignity and respect.

How do we find a way forward and how do we develop
best practice?We suggest that this area of concern requires
not just reviews and enquiries but the following: sound
research into child welfare and wellbeing in sport and elite
sport to develop methods of re-incorporating parental
voicesanda freshemphasis onwellbeingandchilddevelop-
ment into the elite sports environment while supporting
child athletes to develop their own voices [12, 13]; new
approaches to governance and safeguarding in club and
elite level sports which is more focussed on preventative
and developmentally sound strategies to help children to
grow andmature within positive, healthy sporting environ-
ments [7, 8, 11, 13]; and increased co-working between
mental health specialists (including psychiatrists), child
development experts and the sports community to enhance
the wellbeing of all children engaging in sport, as well as
supporting those who are elite athletes to perform at the
highest levelswithoutpayinganunacceptableprice for their
success.
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Overview of The Tokyo 2020 Summer
Olympic and Paralympic Games

The Tokyo 2020 Summer Olympic and Paralympic Games
were held for nineweeks from July 23 to September 5, 2021.
They aremost notable for being held under the exceptional
circumstance of the COVID-19 (coronavirus disease 2019)
global pandemic.During this time, Tokyowas experiencing
an outbreak of COVID-19 infection, which is why, most
competitions were held without audiences as a safety mea-
sure along with restricted entry of all associates. Neverthe-
less, approximately 11,000Olympic athletes and41,000of
their associates, 4,400 Paralympic athletes, and 12,000
officials from over 200 countries participated in the
games [1].

An Olympic village polyclinic was established to provide
medical services at the athlete’s village. The polyclinic pro-
vided services including internal medicine, orthopedics,
dermatology, urology, ophthalmology, dentistry, female
athlete clinic, physical therapy, 24-hour emergency ser-
vices as well as mental health services, for which five qual-
ified psychiatrists were assigned. Studies on previous

Olympic Games have reported a small number of mental
health consultations with minor psychiatric manifestations
in the Olympic polyclinic [2, 3]. However, we presume that
due to the COVID-19 pandemic, unusual mental health
issues would have been experienced during the 2020
Games.

Demographics of the mental health
service

The mental health service at the polyclinic in the Olympic
village was open three times a week from 10 am to 7 pm.
Five board-certified psychiatrists were assigned to work in
rotation, andon-call telephonesupportwasprovidedduring
the absence of a physician on duty.

Eight patients (seven male, one female) visited the poly-
clinic for mental health services during the Olympics.
Among them, three were athletes and five, members of
the team staff. During the Paralympics, two patients (one
male,one female), bothofwhomweremembersof the team
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staff, visited the polyclinic formental health services. Thus,
11 people were examined at the polyclinic throughout the
Olympic and Paralympic games. All patients, except for
one, met the diagnostic criteria for Adjustment Disorder.
Plausible factors contributing to psychological stress are
likely to be associated with the prolonged stay in the Olym-
pic village, work-related exhaustion, and the behavior of
others that may be considered harassment. None of the cli-
ents required hospitalization in the psychiatric ward in the
hospital designated by the Tokyo Metropolitan Govern-
ment and the organizing committee.

In addition, although two inquiries regarding the
handling of psychostimulant medication for Attention-
Deficit / Hyperactivity Disorder were made, they did not
result in a formal medical visit. Specifically, one Olympian
hadstimulantdrugsconfiscatedby thecustomsdepartment
for failure to follow the Therapeutic Use Exemption (TUE)
procedures.However, thedrugswere returned to thepartic-
ipant after following proper procedures.Moreover, another
Paralympianwasunable tobringAmphetamine/dextroam-
phetamine (Adderall�) due to incomplete TUE procedures.
Although policlinic staff was asked whether they could pre-
scribe methylphenidate (Concerta�) as an alternative; it
was only an inquiry, and no procedure or alternative medi-
cation was prescribed.

Services for people under
quarantine

During the 2020 Olympic and Paralympic Games, those
who tested positive for COVID-19 had to follow quarantine
rules which possibly took a toll on their mental health. The
organizing committee of the games announced that a total
of 863 athletes and officials had tested positive, of which 41
were athletes [4]. Those who tested positive for COVID-19
were promptly quarantined at a designated isolation
facility.

A patient in quarantinemustmeet all of the following cri-
teria to be discharged:
(1) Symptomatic patients
� 10 days after the onset of symptoms and 72 hours after

the symptoms have abated
� Negative results confirmed by two PCR tests at an

interval of at least 24 hours, after 24 hours of symp-
tom relief

(2) Asymptomatic pathogen retainers
� After 10 days from the date of specimen collection
� After 6 days from the date of specimen collection,

confirmed negative results of two PCR tests at an
interval of at least 24 hours.

Althoughprevious studieshavedemonstrated that the lock-
downaffected themental healthof athletes, suchasdepres-
sive mood and confusion [5], anxiety [6], and elevated
distress [7], to our knowledge, no studies have reported psy-
chiatric disorders caused by individual isolation during
quarantine. Nevertheless, it is not contradictory that iso-
lated athletes or associates were restricted freedom of
action, including training, as well as tremendously dis-
tressed as they were deprived of the opportunity to partici-
pate in the main competition. Two quarantined, Olympic
male staff members sought consultation complaining of
severeanxiety symptoms.Thepsychiatristsprovidedonline
telemedicine consultations and treatment, as theywere not
allowed to visit isolation facilities due to infection control
regulations. Eventually, one patient (an associate) was able
to visit the polyclinic once their quarantine period had
ended. A quarantine camp of Olympic and Paralympic ath-
letes, known as “sporting bubbles,” which was specifically
designed to reduce the risk of transmission, was shown to
function effectively for conditioning [8]. The mental dis-
tress caused by individual quarantine was expected to be
stronger for athletes and officials than for the public [9].
Moreover, being forced to abandon their participation
in the main competition due to quarantine would make
the despair and helplessness unimaginable. Therefore,
although there were only two consultations for mental
health services because of quarantine, we speculate that
the need for psychological support in this scenario is more
than that inordinary situations.Thus,psychological support
for individually quarantined people require further
improvement.

Issues for future games

Although holding the Olympic and Paralympic games
under pandemic conditions appears unprecedented, future
gamesmayneed tobeheld in similar circumstances.There-
fore, it is critical to summarize the issues ahead of the 2022
Beijing Olympic and Paralympic Winter Games. While it is
uncertain whether the pandemic will be under control by
then, we suggest that the psychological support system for
athletes and officials should be further developed and
expanded. The polyclinic at the 2020 Games consisted of
only psychiatrists and lacked clinical psychologists. There-
fore, the importance of deploying well-trained psycholo-
gists among the policlinic staff should be emphasized [10].

In light of the increasing demand for clinical psycholo-
gists,more flexibility in locations andhourswill be required
for collaboration and to ensure more opportunities for
online consultations. Although the mental health teams
experienced no cases of admission to psychiatric hospitals
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orwards,westrongly recommendcareful coordinationwith
affiliatedhospitals inadvance.Especially, as it isdifficult for
psychiatric hospitals to admit patients underpandemic con-
ditions and provide mental health services to people from
other countries.

Finally, although the polyclinic only catered to three ath-
letes, several staff members, including coaches, athletic
trainers, and team-doctors, were substantially exhausted
by the unprecedented workload, highlighting the impor-
tance of also providing support for these professionals
[11, 12].

References

1. Tokyo 2020 Organising Committee. Entries by Discipline
(Olympic)Available at: https://olympics.com/tokyo-2020/
olympic-games/en/results/all-sports/entries-by-discipline.
htm. Accessed Sep 12, 2021

2. Dougall D, Kelly C, Khwaja M. Mental health service demand
during the Summer Olympics: literature review. The Psychia-
trist. 2012;36(8):303–306. https://doi.org/10.1192/pb.bp.112.
038778

3. Dapeng J, Ljungqvist A, Troedsson H. The health legacy of the
2008 Beijing Olympic Games: successes and recommenda-
tions. World Health Association 2008. http://www.olympic.org/
Documents/Commissions_PDFfiles/Medical_commission/
The_Health_Legacy_of_the_ 2008_Beijing_Olympic_Games.pdf

4. Tokyo 2020 Organising Committee. COVID-19 Positive Case
List. 2021. Available at: https://olympics.com/tokyo-2020/en/
notices/covid-19-positive-case-list

5. Batalla-Gavalda A, Cecilia-Gallego P, Revillas-Ortega F,
Beltran-Garrido JV. Variations in the mood states during the
different phases of COVID-19’s lockdown in young athletes.
Int J Environ Res Public Health. 2021;18(17):9326. https://doi.
org/10.3390/ijerph18179326

6. Sutton D, Fuchs K, D’Alton M, Goffman D. Universal screen-
ing for SARS-CoV-2 in women admitted for delivery. N Engl
J Med. 2020;382(22):2163–2164. https://doi.org/10.1056/
NEJMc2009316

7. Leguizamo F, Olmedilla A, Nunez A, Verdaguer FJP, Gomez-
Espejo V, Ruiz-Barquin R, et al. Personality, coping strategies,
and mental health in high-performance athletes during con-
finement derived from the COVID-19 pandemic. Front Public

Health. 2021;8:561198. https://doi.org/10.3389/fpubh.2020.
561198

8. Washif JA, Mohd Kassim SFA, Lew PCF, Chong CSM, James C.
Athlete’s perceptions of a “quarantine” training camp during
the COVID-19 lockdown. Front Sports Act Living.
2021;2:622858. https://doi.org/10.3389/fspor.2020.622858

9. Di Cagno A, Buonsenso A, Baralla F, Grazioli E, Di Martino G,
Lecce E, et al. Psychological impact of the quarantine-
induced stress during the coronavirus (COVID-19) outbreak
among Italian athletes. Int J Environ Res Public Health.
2020;17(23):8867. https://doi.org/10.3390/ijerph17238867

10. Reardon CL, Bindra A, Blauwet C, Budgett R, Campriani N,
Currie A, et al. Mental health management of elite athletes
during COVID-19: a narrative review and recommendations. Br
J Sports Med. 2020;102884. https://doi.org/10.1136/bjsports-
2020-102884

11. Kim SSY, Hamiliton B, Beable S, Cavadino A, Fulcher ML. Elite
coaches have a similar prevalence of depressive symptoms to
the general population and lower rates than elite athletes.
BMJ Open S Ex Med. 2020;6(1):e000719. https://doi.org/
10.1136/bmjsem-2019-000719

12. Eason CM, Gilgallon T, Singe SM. Work-addiction risk in athletic
trainers and its relationship to work-life conflict and burnout.
J Athl Train. 2020. https://doi.org/10.4085/JAT0348-20

History
Received November 9, 2021
Accepted December 2, 2021
Published online January 6, 2022

Ethical Approval and Consent to Participate
Tokyo2020 Medical Research Adjustment Committee has ap-
proved the publication of this article.

ORCID
Masaki Nishida

http://orcid.org/0000-0003-2661-4425

Dr Masaki Nishida
Faculty of Sport Sciences
Waseda University
2-579-15, Mikajima
Tokorozawa
Saitama 359-1192
Japan
nishida@waseda.jp

Sports Psychiatry. 2022;1(2):36–38 � 2022 The Author(s) Distributed as Hogrefe OpenMind article under
the license CC BY 4.0 (https://creativecommons.org/licenses/by/4.0)

38 M. Nishida et al., Mental health services at the Tokyo 2020 Olympic and Paralympic Games

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
M

on
da

y,
 A

pr
il 

29
, 2

02
4 

2:
44

:0
2 

A
M

 -
 I

P 
A

dd
re

ss
:1

8.
21

8.
20

9.
8 



Letter to the Editor

Biosecurity/quarantine hubs and
impact on athlete mental health
Ranjit Menon1 and Mary Spillane2
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2 The Australian Institute of Sport, Canberra, Australia

Covid 19 pandemic has caused global devastation and
over 200 million infections and around 4 million deaths
[1]. The response has led to the closure of international
and internal borders. Concerns around further waves of
infection has led to the establishment of strict biosecu-
rity/quarantine hubs in repurposed facilities before, during
and after competition.

The psychological impact of biosecurity hubs on athletes
and support staff are poorly understood and concerning.
Emerging reports from clinicians who have provided clini-
cal care to athletes in such hubs indicate that they have
led to significant mental distress for many athletes due to
unfamiliarity and a lack of specialist services to screen,
detect and manage those with pre existing mental illness
or for those who develop new symptoms.

Mental distress and disorders

Athletes are just as susceptible as others todevelopingmen-
tal illness [2]. Primarypreventionofmental disorders is pro-
moting exposure to protective factors and reducing
exposure to destabilising factors [3]. In hubs the reverse
may occur resulting in an expression of illness. Athletes
who have a psychiatric history may relapse and some with
no prior history may develop a new illness requiring
management.

There are significant differences in the individual needs
of athletes and a one size fits all model is unsuitable. Differ-
ences between hubs result in a variety of structures and
rules which lead to confusion and unpredictability. Out-
breaks have led to sudden changes in plans and locations
resulting in disruption of childcare arrangements, personal
relationships,medical appointments and so on. Disconnec-
tion from loved ones can be compounded by unreliable
communication serviceswhichadds todistress.Poor access
or lack of appropriate training facilities may lead to
de-conditioning and performance failure worries. Lack of

preferred dietary choices may lead to reduced/increased
dietary intake. Lack of routine may result in boredom,
increasing risk of online gambling or excessive use of
pornography. Substance misuse may lead to more distress
and increased risks.

There are emerging anecdotal reports of athletes devel-
oping acute anxiety after spending time in biosecurity hubs.
Loosely coined by the authors as ‘quarantine phobia’ the
symptoms of elevated anxiety and issues with re-adjust-
ment appear to persist well after quarantine and ongoing
anxiety at the prospect of further quarantine for the next
event. This appears specific to these settings. Some athletes
are withdrawing from selection to avoid hubs and the con-
sequences are personally and professionally significant.

Proposed Strategies

If the practice of biosecurity hubs continues a few strategies
may be considered to minimise mental health impact on
athletes.
(1) Design: Biosecurity hubs should be carefully selected

with access to adequate training facilities, preferred
dietary choices, adequate ventilation and fresh air,
good telecommunication services and structured rou-
tines. Once finalised, athletes should be given a full
briefing of these hubs and available services.

(2) Management: Team doctors, already overburdened
with the care of athletes in addition to usual medical
care, are ill suited to being in charge of biosecurity
hubs. The gatekeeper role may lead to deterioration
in the therapeutic relationship with athletes. The man-
agement of hubs should be done by integrity teams
within the relevant sport in consultation with team
doctors.

(3) Services: Specialist mental health professionals such
as psychologists with experience in dealing with acute
psychological symptoms and sports psychiatrists with
expertise in managing psychiatric disorders such as

�2022 The Author(s) Distributed as Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):39–40
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acute anxiety disorders, mood disorders, alcohol mis-
use disorder, disordered eating etc should be avail-
able. Resilience building, mindfulness, cognitive
behavioural strategies should be instituted early and
continuously to ensure that prevention strategies are
ingrained. Mental health review should be incorpo-
rated into medical review prior to the hub to identify
vulnerabilities. Standardised screens such as Kessler
10 [4], Baron Depression Screener for Athletes [5],
Athlete Psychological Strain Questionnaire [6] etc.
should be done at baseline and in symptomatic ath-
letes for early intervention. Secondary prevention
strategies including individualised care plans, early
intervention, transitioning distressed individuals out
of hubs, initiating risk management and monitoring
are important to prevent further morbidity.

(4) Time spent in biosecurity hubs: Athletes should spend
the least possible time in such hubs and transition out
as quickly as possible. Repeated or extended periods in
hubs may have deleterious impacts on mental health.

(5) Pre-Quarantine Education: Prior to entering a biosecu-
rity hub or quarantine, athletes should be provided
with psycho-education on prevention (i.e., self care
strategies) as well as reactive strategies, such as early
identification.

(6) Staff Support: The contingent of staff travelling with
teams should also have access to the same supports
and education prior to, during, and post biosecurity
hubs so they can better assist athletes.

Conclusion

Biosecurity hubs have been set up to allow sport whilst con-
trolling the pandemic. Whilst they may reduce morbidity
there is no sure way of avoiding psychological harm due
to the nature of hubs. They may have profound impact on
the mental health of athletes and support staff and careful
evaluation of these settings over the coming months and

years will assist in developing these further and ensuring
the health of athletes.
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Original article

Media portrayal of mental health
at the 2020 Tokyo Olympic and
Paralympic Games
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5 South Health and Social Care Trust, Craigavon Hospital, Craigavon, UK

Abstract: Introduction: The media coverage of high-profile sporting events can bring increased pressure to athletes’ psychological wellbeing.
There may be speculation regarding athletes’ mental state before, during and after competition potentially impacting on both the athlete’s
wellbeing and public perception of the individual if a negative tone is attached to an article. As mental health understanding and literacy
develop, media reporting of elite athlete mental health may contribute to shaping of opinions and help seeking behaviour. Thus, we have aimed
to understand and analyse the tone and content of media reporting on a high-profile sporting event using qualitative methods to explore key
aspects of the articles sampled. Methods: We selected two UK broadsheet newspapers available online (The Guardian and The Telegraph) and
identified all text articles including the terms “Mental Health” and “Olympics” or “Paralympics” published between 23rd July 2019 and 30th

November 2021. We selected articles relevant to the Tokyo 2020 Olympic and Paralympic Games and including mental health as a subject.
Relevant articles were read in full, and we conducted a thematic analysis to explore how mental health was portrayed. Results: 581 results
were generated from our initial search. Following screening and removal of irrelevant articles, we had 95 articles for analysis. We identified four
themes relating to portrayal of mental health: Pressure, impact of COVID, Lack of specific diagnostic terms, and athletes as humans.
Conclusion: Media portrayal of mental health at the Tokyo Games was generally positive and portrayed athletes as relatable, inspiring, and
“human” rather than superhuman. Reporting particularly focused on athlete-specific factors in mental health conditions and the pressures of
high-level competition.

Keywords: Olympics, Paralympics, elite athletes, mental health, media

Introduction

Coverage of mental health issues within the sports medi-
cine literature is becoming increasingly prominent [1, 2, 3,
4], partly driven by high profile disclosure of athletes’ psy-
chological challenges within traditional and social media
outlets. Elite athletes face particular challenges associated
with sports participation including competition related
physical injury and rehabilitation, financial uncertainty,
sports related brain injury, team dynamics, dietary require-
ments, and travel for competition or training [3, 4]. The
impact of these factors isn’t routinelydisclosed to thepublic
for fear of stigma associated with perceived weakness.

Media outlets can positively influence the perception of
mentalhealthbyusingdirect quotes fromthosewithmental
health problems or including experiences of recovery and
rehabilitation. However, newspaper reporting of mental
health problems appears to be less frequent than of physical
problems, with the majority of reports being negative in

tone [5, 6]. Stuart suggests some of the psychological dam-
age this can cause – including adversely affecting health
seeking behaviour and impairment to overall recovery-
recommending a focus oncultivating amorepositivemedia
narrative [7].

The Olympic and Paralympic Games are viewed as the
pinnacle of sporting achievement with over 200 countries
competing in 55 sports. The Tokyo Games were delayed
for 12months because of COVID-19 resulting in disruption
of ‘four-year plans’ and training schedules. Quarantine
requirements and immunisation decision-making further
contributed to uncertainty in the lead-up, competition and
post-competition periods.

The media coverage of high-profile sporting events such
as theOlympicGames can apply increased pressure on ath-
letes’ psychological wellbeing. There may be speculation
regarding athletes’ mental state before, during and after
competition. This has the potential to impact upon both
the athlete’s wellbeing and public perception of the

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):41–46
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individual if a negative tone is attached to an article. As
mental health understanding develops and literacy
improves, media reporting of mental health issues in elite
athletes may contribute to shaping of opinions and help
seeking behaviour for others. Thus, we have aimed to
understand and analyse the tone and content of media
reporting on a high-profile sporting event using qualitative
methods to explore the key aspects of the articles sampled.

Methods

Our study researched two UK national newspapers avail-
able to read online. We chose broadsheet newspapers as
articles tend to be longer, more detailed, and factual in nat-
ure when compared with tabloid media. We selected The
Guardian and The Telegraph, two newspapers with rela-
tively highUK circulation.We sought tomaintain a balance
between left- and right-leaning socio-political ideologies;
with the Guardian and Telegraph newspapers providing
moderate leanings to each of these respectively. Addition-
ally,TheGuardianwas freelyavailableonlineandTheTele-
graph was selected as an equivalent paper with a small
paywall fee. We limited this study to published articles,
not including social media posts of these outlets which
tended to be short and generally linked back to the pub-
lished articles.

We conducted searches of The Guardian and The Tele-
graph websites. Using a Google “advanced search”, we
sought articles containing the terms “Mental Health” and
“Olympics” or “Paralympics”.We included all articles pub-
lished between 23rd July 2019 and 30th November 2021 to
include articles published in the year preceding the original
TokyoGames before their postponement to 2021 due to the
coronavirus pandemic. We included a period after the
Tokyo Games ended on 5th September 2021 to capture
any stories relating to post-event mental health problems,
as well as any reporting on stories that emerged after the
games completed.

The search process identified 581 articles. These were
screened by authors JK and JW to filter out irrelevant arti-
cles. Articles were deemed relevant if they related to the
2020TokyoOlympics orParalympics and included content
on the topic ofmental health.Articleswerediscarded if they
were duplicates, in a non-text format (e.g. video, audio),
clearly unrelated to theTokyo 2020Olympic or Paralympic
Games, clearlyunrelated tomentalhealth,were summaries
of live reporting, or were daily briefing articles that con-
tained information that would also be included in more
detailed reports.

As the aim of our study was to look at the media’s repre-
sentation of mental health during the 2020 Olympic and

Paralympic Gameswe opted for a reflexive thematic analy-
sis.We chose thematic analysis for its theoretical flexibility.
We took a mostly inductive, semantic approach to identify
and progressively refine themes in the articles.

A final list of 95 articles was generated and this became
the dataset for our analysis. We conducted the thematic
analysis according to the six stages described by Braun
andClarke [8,9]. Articleswere distributed equally between
the researchers and read in full to develop familiarity with
the contents. We then discussed initial observations which
would guide further analysis of the articles. Next, we re-
read the articles and coded the data. Discussion took place
between the researchers at several stages to aid consistent
and comprehensive coding, taking an iterative approach
to the analysis. The codeswere reviewed, andwe conceptu-
alised recurring patterns as themes. We then reviewed the
potential themes, grouping and refining them to finish with
the four themes discussed in this paper. We undertook a
detailed analysis of each of these themes.

Results

581 articles were identified after the initial search. Once
articles that did not meet our criteria were discarded, we
had 95 articles to include in our analysis. There was greater
reporting of the Olympic Games than the Paralympic
Games.We identified four key themes in themedia report-
ing onmental health at the Tokyo 2020Games: 1) Pressure
on athletes, 2) Impact of COVID, 3) Lack of specific diag-
nostic terms, and 4) Athletes as human.

Pressure on athletes reflected the multiple pressures ath-
letes faced including the pressure to perform well on the
international stage, towinmedals, tomaintain their funding
status, to please their coaches, and to engage with the
media.

Impact ofCOVID covered the effects of uncertainty about
whether the Games would go ahead and if athletes could
travel, as well as the mental health aspects of quarantine
proceduresand isolation fromsupportnetworks. It also cov-
ered teams’ responses to the need for additional resources
to focus on mental wellbeing of athletes and their support
networks.

Lack of specific diagnostic terms reflected the tendency to
report onmental health using non-specific language, rather
than identifying particular diagnoses, symptoms or
treatments.

Athletes as human grouped together subthemes of ath-
letes being viewed as ‘normal’ people rather than super-
human or extraordinary, athletes’ portrayal as relatable
for the public, and the idea that athletes speaking up could
impacts society’s view of mental health problems.

Sports Psychiatry. 2022;1(2):41–46 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
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Pressures on athletes

Several articles commented on the specific pressures expe-
rienced by athletes and this being a factor formental health
problems.

“Coming out of the Olympics. . . athletes have finally
been able to talk about the impact that these pressures
have on their mental health.”
“she had struggled with the demands of being one of the
most famous athletes in the world, the unique pressure of
these Games and the added challenge of being stuck in a
Covid secure bubble.”
“Too Much Pressure could well stand as the unifying
theme for [these] Games”

The pressures described included pressure to qualify for
competition, to win medals, to represent particular sub-
groups of the population (e.g. the LGBTQ+ community,
female gender, ethnic groups) and to comply with addi-
tional expectations such as engaging with the media,
including having a presence on social media.

“Playing for your country in a once-in-a-career home
Olympic Games is difficult enough, but doing so after
essentially being elected the face of the whole event is
another level altogether.”
“Today’s sporting heroes face unprecedented pressure, not
just to perform on the sporting field, but on social media
and as the face of their own brands and businesses.”

Other pressures included meeting expectations of coaches
and teammanagers,needing togainormaintain funding for
training, and team selection. Articles reported on negative
experiences of pressure leading to athletes feeling they
had failed themselves or others and the experience of
disappointment.

“It was one of the biggest moments in my career, but
when I watch it. . . rather than euphoria all I feel is relief.
Prior to the Games we had been told that if we didn’t
medal in Athens we’d lose all our funding.”

Athletes who do experience pressure and its consequences
feel unable to talk openly about it, viewing struggling with
pressure as a weakness.

“That’s another kind of pressure that athletes feel, many
of us suffer from impostor syndrome. . . but as elite ath-
letes you’re not supposed to talk about it, or show any
signs of weakness.”

Many articles commended athletes who spoke about their
difficulties, but others regarded mental health as a cause
for poor performance and something that needed to be
overcome. The stance of the two newspapers studied was

broadly supportive of athletes who experienced mental
health problems and took a critical tone when reporting
on other media sources that were less empathetic:

“Despite her obvious burden and the fundamental
importance of mental health. . . some [media platforms]
have portrayed Biles’s decision to withdraw not as a
brave stand but rather as quitting in the face of
adversity.”

Multiple articles reportedoncompetitorswithdrawing from
competition for mental health reasons, often using lan-
guage to suggest the withdrawal was ‘shocking’ or
unexpected.

“dropped a bombshell. . . when she pulled out of the
Games, citing mental health concerns”
“sent shockwaves across sport by admitting her “mind
and body are not in sync” due to mental health issues.”
“The news followed her dramatic decision to stop com-
peting in the women’s team event”

Impact of COVID-19

The impact of COVID-19was a unique factor for the Tokyo
2020 Games. Articles commented on the mental health
consequences of COVID-19 and the associated quarantin-
ing, isolation and complex testing procedures. Athletes
reported that the measures in place were detrimental to
their mental health - causing or worsening anxiety and
reducing their access to informal support networks such
as friends and family.

“[Athlete] admitted he was struggling mentally after
spending the past six days in his room at the UK Athlet-
ics camp in Yokohama, being allowed out only to train.”

A number of articles referred to specific mental health sup-
port offered by organisations, highlighting a willingness to
factor it into athletes’ needs at theGames, but therewas lit-
tledetail givenaboutwhat formthis took in termsof thepro-
fessionals involved or input offered. This may be because
organisations did not share such information with the
media. The exception to this was that somedetail was given
around theTeamGBset-upat theTokyoGames, suchas the
24-hour helpline.

“Anson also confirmed measures would be in place to
protect the mental health of athletes, who will have to
quarantine and face severe restrictions on their
movements.”
“Calls to the Australian Institute of Sport’s mental
health referral network have surged.”

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):41–46
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“there will be unprecedented mental health and wellbe-
ing support on offer for both athletes and staff as they
head into a unique competitive environment.”

Quarantine requirements added to disruption of competi-
tion, training programmes and travel plans. One positive
result from this delay was greater prioritisation of mental
wellbeing and resource allocation than previously, with the
reporting including quotes from team officials regarding this.

“We have overhauled a lot of our medical practices. A
big shift in how we approach mental health. We believe
happy riders are fast riders.”
“We have been putting in place mental health guidance
for our own staff as well because it’s a tough environ-
ment for the team around Team GB. They’re very much
confined to the village in a very hot country, in a very
tight village – it’s tough for everyone.”

Lack of specific diagnostic terms

Despite recent interest intomental health in sporting popu-
lations in sportsmedicine literature, the nuanced aspects of
identification and sports specific treatment options are rel-
atively new concepts.

Generic terms seem to be favoured by both the athletes
and themedia rather than specificmental health diagnoses.

“For anyone saying I quit, I didn’t quit, my mind and
body are simply not in sync... Physical health is mental
health.”
“Mental health is not a sign of weakness.”

The term ‘mental health’ was also favoured by journalists
when explaining why an athlete may have withdrawn from
an event.

“ . . .. pulled out of Australia’s Tokyo campaign in the
days . . . due to mental health concerns.”

Disclosure of mental health difficulties by elite athletes
within the articles suggested a variety of symptoms dis-
cussed both as precipitants to and as part of the psycholog-
ical experience.

Terms such as ‘stress’, ‘struggling’, ‘pressure’, ‘difficul-
ties’, ‘grief’ or ‘numbness’ tended to predominate in the
articles to describe athletes’ psychological experience.
Infrequent exceptions to this include the inclusion of the
diagnostic terms ‘post-traumatic stress disorder’ and ‘at-
tention deficit hyperactivity disorder’.

Athletes as human

A common theme identified was that experiencing mental
healthdifficultiesmadeathletes ‘human’, and that elite ath-
letes are ‘just like us’.

“we are acknowledging a very human response to pres-
sure even when athletic ability can seem impossible to
comprehend.”
“Maybe not even looking at them as an athlete, but see-
ing them as a human is what people should try to do”

The articles contrasted this with previous portrayals of ath-
letes as ‘superhuman’ or ‘machine-like beings’ with their
self worth and public credibility relying upon sporting
achievement.

“Her clip was a display of . . . just some of the qualities
that often compel us to view sportspeople in a sort of
invincible, superhuman light.”
“we watched as the superhumans who had won record
hauls of shiny medals revealed their vulnerabilities. . .
they told us about the human side in so much more
detail.”

Also within this theme was the portrayal of athletes who
spokeoutasbeingbraveor inspiring.Athletes’humanexpe-
rience of mental health difficulties was validated, indepen-
dent of their sporting achievement.

“She has made it legitimate for any sportsperson to ques-
tion whether sport is the most important thing on
Earth. . . admitting the truth about her exit truly felt like
the mark of a proper champion.”
“Her decision not to compete was courageous and extre-
mely important for pushing the subject of mental health
in sports forward.”
“It was brave of her to tell the world about her mental
health issues.”

Additionally speaking about mental health difficulties was
portrayed having a positive impact upon other athletes;
reminding them of their humanity, regardless of their
athleticism.

“Hearing the biggest names in sport talk so openly has
helped athletes to own their emotions, and not feel
ashamed.”

Experiencingmental healthdifficulties and seeking support
was portrayed as relatable for the public, and links made
between the pressure ofOlympic sport and that of everyday
life.

“if supreme performers are just like us after all, the field
of sports psychology – traditionally the preserve of elite
performers – has perhaps never been more relatable.”

Additionally, themedia suggested that experiencingmental
health difficulties made athletes valuable role models,
reducing as the gap between them and ‘normal people’.

“It shows she is human and mental health still affects
her just as it would other people.”

Sports Psychiatry. 2022;1(2):41–46 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
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Discussion

The purpose of our studywas to review the portrayal ofmen-
tal health inmedia reportingon the2020TokyoOlympic and
Paralympic Games. These games were noted for a greater
focus on mental health than in previous competitions, in a
large part thanks to high-profile events bringing attention to
mental health issues: such as Simone Biles’withdrawal from
competition in the women’s artistic gymnastics and Naomi
Osaka’s decision not to attend press conferences at the
2021 French Open just a couple of months earlier.

Media reporting gave an insight into the multiple pres-
sures elite athletes faced at the Olympic and Paralympic
Games. This offered some context to the stresses, and in
some cases consequential mental health problems, for ath-
letes despite the games often being a pinnacle of their
careers.

Reporting focused on the mental challenges of perform-
ing under high pressure circumstances and the additional
impact of COVID-19 protocols, but with less focus given
to the pressures outside of the competition period that can
also contribute to mental health problems, both specific to
athletes and more general factors [3]. Some exceptions
however were experiences of grief and bereavement.

Althoughmuchof the reportingwas about individual ath-
letes’ personal experiences and symptoms, there was also
some coverage of the support offered emphasising that
mental health problems can be managed proactively and
are worthy of resource allocation. What was perhaps less
well covered in the reporting is the fact that support staff
made asmuch, if not more, use ofmental health provisions
at the games [10].

One could postulate reasons for the non-specific lan-
guage used in the articles; for example, athletes may not
divulge a diagnosis due to potentially incurring stigma or
fearing that a specific diagnosis could be misunderstood,
misconstrued, or amplified. The athlete and/or journalist
may not be literate with mental health terminology, requir-
ing further education and development in this regard. Brief
anti-stigma interventions and mental health literacy pro-
grammes that seek to increase knowledge of mental health
symptoms have been shown to improve help-seeking inten-
tions in elite athletes [11]. It is also possible that some ath-
letes avoided going into detail so as not to detract from
fellow competitors or other serious issues facing their coun-
tries in the light of a pandemic.

None of the articles sampled highlighted delays or con-
cerns about accessing of psychological support. This disclo-
sure can be a challenging aspect of the athlete’s journey
with reluctance to jeopardise any relationship with govern-
ing or funding bodies.

It was interesting to note that dealingwith the psycholog-
ical and mental health consequences of pressure was

reported in both negative and positive lights. There is still
a stigma attached to experiencingmental health difficulties
and perhaps an expectation that copingwith extreme levels
of pressure is part of elite athlete life [12]; thatmental health
shouldn’t get in theway of successful performances.On the
other hand, there is acknowledgement that even high-level
athletes arenot immune tomental healthproblems [13] and
that those who speak up exemplify healthy attitudes to
protecting their wellbeing. The UK broadsheet reporting
appears generally empathetic and there is an air of criticism
of those who are unsupportive of athletes’ difficulties. That
thebroadsheet papers feel theneed topublisharticles coun-
tering negative opinions however demonstrates that stig-
matising views are still held more widely within the media.

There is an interesting dilemma around the role of the
media when it comes to athlete mental health. On the one
hand there is potential benefit when athletes feel able to
speak openly about their experiences. It can help highlight
the prevalence ofmental health problemswithin elite sport,
enable more athletes to seek help, and influence howmen-
talhealth is viewedwithin societymoregenerally.Theother
sidehowever is that themedia canhaveadetrimental effect
if athletes find it intrusive or pressurising. Media scrutiny is
a psychosocial stressor for elite athletes [3] however
research into its impact on mental health is lacking. One
would hope that the spotlight on mental health difficulties
during the Tokyo Games will increase awareness of such
personal challenges of elite athletes. Over time, enhanced
mental health literacymay lend itself to athletes beingmore
open about specific diagnoses with concurrent sensitive
reporting by the media.

Limitations

There is a vast availability of media sources reporting on
mental health and our research only looked at a small sec-
tion of this limited to two print newspapers due to time
and resource constraints. Review of wider media reporting
mighthavegeneratedadditional themesaswould including
alternativemethodsof reporting suchasaudioorvideo.Our
search method of using a Google advanced search is not as
robust as the Boolean search operation available when
searching a database of articles and the algorithmic nature
means some relevant articlesmay not have been identified.
This was mitigated however by manually reviewing rele-
vant sections of the two websites to identify any additional
articles that met our criteria.

Conclusion

In recent years there has been greater awareness of ath-
letes’ susceptibility to mental health problems and the
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media reporting at the 2020 Tokyo Olympic and Para-
lympic Games would appear to reflect this. Reporting
tended to focus on the links between competitive sport
and mental health and to highlight the unique experiences
of elite athletes in this regard.

We did not seek to quantify what proportion of articles
took a positive or negative stance on athlete mental health
however this might be an interesting further study. Broadly
however itwouldappear that articleswereeither supportive
or neutral in their reporting. Scope for further work in this
area might include a more quantitative assessment and
breakdown of the number of articles published according
to each sport or by athlete gender to identify any patterns
in reporting on mental health within certain fields.

Based on our findings we concluded that broadsheet
newspaper reporting onmental health at the 2020Olympic
and Paralympic Games was generally factual in nature,
avoided sensationalist content and tended to take a neu-
tral-to-positive attitude.We felt that they could have sought
morecommentary fromqualifiedmental healthprofession-
als to strengthen the accuracy and credibility of the
reporting.

The media remains closely linked to sport and has the
potential power to influence the mental health agenda in
sport via athletes’ willingness to discuss or disclose mental
health conditions. There is undoubtable value in patients,
whether elite athlete or not, having a voice when it comes
to speaking about mental health and being heard.
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Original article

Factors associated with
disordered eating and eating disorder
symptoms in adolescent elite athletes
Nadja Walter1 , Thomas Heinen2 , and Anne-Marie Elbe1

1 Sport Psychology, Faculty of Sport Science, Leipzig University, Germany
2 Perceptual Research and Movement Arts, Faculty of Sport Science, Leipzig University, Germany

Abstract: Introduction: Recent studies indicate high prevalences of disordered eating or eating disorders in adult athletes and a worrying
increase in adolescent athletes. Although several risk factors for developing eating disorders have been identified for adult athletes (e.g.,
personality factors, sport-related pressure), research on risk factors in adolescent athletes is scarce. Methods: This study investigates the
prevalence of disordered eating and eating disorder symptoms and its association with personality- and sport-related risk factors in a sample
of 439 elite athletes aged 13–18 years. Self-regulatory personality factors, sports and social pressure, as well as sports biographical data,
were investigated in relation to different weight control methods and the Eating Disorder Examination Questionnaire measuring disordered
eating and eating disorder symptoms. Results: Results indicate a prevalence rate of clinically significant eating pathology of 5.5% for the
total sample, in which female athletes aged 15–18 years show the highest rate (9.6%). The structural equation model indicates a
predominant association of sports and social pressure and personality factors with eating disorder symptoms. Conclusion: Being in the age
range 15–18 years, being female, and being an athlete in a high-risk sport (e.g., aesthetics, weight class, or endurance sports) were identified
as risk factors as well as athletes’ mental association with weight loss and success, and athletes’ perceived social pressure on eating and on
body shape. Disordered eating and eating disorders are not only of concern for adults but also for young elite athletes and recommendations
for adolescent elite athletes, coaches, and parents are given.

Keywords: eating disorders, adolescent elite athletes, sports and social pressure, personality, structural equation model

Introduction

Eating disorders are characterized by disturbing thoughts
and emotions concerning eating and a cognitive distortion
of one’s body image and appearance, which in turn result
in unhealthy eating and weight control behaviours [1].
According to the Diagnostic and Statistical Manual of
MentalDisorders (DSM-5, [1]) four clinical eating disorders
exist including e.g., anorexia nervosa and bulimia nervosa.
However, there are several other problematic eating
behaviours, which are termed unspecified eating disorders
(F50.9, [1]), hereafter termed disordered eating, that may
be exhibited, for example, in unhealthy weight control or
in compensatory behaviours such as permanent dieting,
excessive exercising, self-induced vomiting, or orthorexic
dieting. In the sports context, particularly dieting is often
associated with performance improvement and is
described on a continuum from healthy dieting to the use
of unhealthy weight control methods (i.e., disordered
eating) such as fasting and vomiting [2].

In the context of competitive sport, high prevalences of
disordered eating or eating disorders in athletes with up

to 45% of female and 19% of male athletes are described
[3,4]. Several risk factors havebeen identified for adult ath-
letes (e.g., personality factors, gender-specific and sociocul-
tural aspects, sport-related pressure) (see Table 1),
however, research on adolescent athletes is scarce. This is
particularly surprising as ontogenetically, the development
of an eating disorder or disordered eating often occurs
during the transition from childhood to adulthood [5, 6]
and warrants targeted investigation of adolescent athletes.
Existing studies merely investigated prevalence rates of
adolescentathletes aspart of anadult sample [7], physiolog-
ical aspects, such as the female athlete triad syndrome or
injuries [8, 9], and psychopathological aspects such as
anxiety disorders and depression [10]. However, studies
with adolescent athletes failed to investigate associated
(sport-specific) risk factors.

The aims of the present study, therefore, were to investi-
gate (1) symptoms of disordered eating and eating disorder
symptoms and their association with gender, age, and type
of sport and to investigate (2) the associated personality-
related and sport-specific risk factors in adolescent athletes
(see Table 1). We hypothesize that adolescent elite athletes

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):47–56
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will show symptoms of disordered eating and eating disor-
ders as a function of gender, age, and type of sport and that
disordered eating will predict eating disorder symptoms.
Furthermore,we expect that personality and sports risk fac-
torswill beassociatedwithdisorderedeatingandeatingdis-
order symptoms.

Method

Participants

The sample consisted ofN= 439 13- to 18-year-olds (Mage =
14.9, SD = 1.4; 182 females, 257 males) categorized into
high-risk (n = 303, 69%, e.g., endurance sports, aesthetics
and weight class sports), and low-risk sports (n = 136, 31%,
e.g., technical and team sports) with regard to developing
eating disorders [7]. All participants either attended an elite
sport school or were members of an elite sports club and
competed at a national level.

Procedures and measurements

This study was approved by the university’s ethics commit-
tee. Participants were informed about the aims of the study

and gave written consent. For underaged athletes, their
parents gave written consent. Participants completed the
following paper and pencil questionnaire anonymously
during their annual sports capability test: the German ver-
sion of the Eating Disorder Examination Questionnaire
for children short form (ChEDE-Q8 [11, 12]), the German
version of the ATHLETE questionnaire [13], the Appear-
ance-related Social Pressure Questionnaire (FASD [14])
and the German version of the Volitional Components
Questionnaire (VCQ [15, 16]). To determine eating beha-
viour that could represent disordered eating, the number
ofmeals and snacks per day were assessed, as athletes with
disordered eating often do not understand the importance
of balanced eating and therefore cut down the number of
meals to reduce weight [17]. Furthermore, the regularly
used weight control methods were assessed, as the regular
use of at least one weight control method can be described
as disordered eating [5, 7, 8, 9, 18]. Therefore, disordered
eating wasmeasured as the sum of weight control methods
used and the number of meals and snacks consumed per
day.

In addition to the standardized questionnaires, sociode-
mographics, as well as media consumption, were assessed.
Table 2 presents the used measurements in detail.

Table 1. Risk factors for eating disorders and investigated aspects in the present study [1, 3, 4, 5, 18, 25, 27, 29, 30, 31]

Risk factors Indices

Biology Gender-related (e.g., feminity, drive for muscularity, drive for a thin body type)
Genetics

Age*

Pubertal status

Psychology Personality-related (e.g., low self-esteem, high perfectionism, high neuroticism, anxiety, depression)
Self-regulatory factors (e.g., self-discipline, impulse control)*

Obsessive-compulsive tendencies

Negative affects

Body dissatisfaction

Sociocultural Modeled behaviours (e.g., peers and family)
Social pressure by peers and the media related to body shape*

Society’s focus on physical appearance and attractiveness

Bullying

Media consumption (e.g., appearance-focused social media platforms such as Instagram or Snapchat)*

Sport Type of sport (e.g., sports emphasize leanness)*
Rules and regulations (e.g., weight limits, judging criteria)

Personality-related (e.g., mental association of weight loss and success, drive for thinness and performance)*

Early admission to competitive sports (sport-specific training and participation in competitions)*

Coaching behaviour

Stress and hassles (e.g., injuries)

Doping

Eating behaviour Orthorexic dieting
Weight control methods (e.g., permanent dieting)*

Compensatory behaviours (e.g., excessive exercising, self-induced vomiting)*

Physical and/or sexual abuse

Note. *Investigated risk factors in the present study.

Sports Psychiatry. 2022;1(2):47–56 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
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Data analysis

Statistical analyses for descriptives and group differences
(t-test, Chi-square test) were conducted using Statistical
Package for the Social Sciences (SPSS) version 27. The
R Studio version 4.0.4 was used for structural equation
modeling (SEM). A level of significance of α = 5% was
defined a priori. To calculate prevalence rates for clinically
significant eating pathology for the total sample as well as
for gender and age groups the cut-off scores stated in Kliem
et al. [12] were used (see Table 2).

First, to analyze group differences between gender, age
group, and type of sport with respect to the dependent vari-
ables t-tests andChi-square testswere conducted. Indepen-
dent variables were gender (male vs. female), age group
(age group 1: 13–14 years vs. age group 2: 15–18 years), type
of sport (low-vs. high-risk sports), eating behaviour, and the
ChEDE-Q8 score. Dependent variables were biographical
factors (age at the start of sport-specific training and first
competition), the ATHLETE, FASD, and VCQ question-
naires, and media consumption items (daily screen time,
number of social media channels viewed, number of
appearance-related media content items viewed). To ana-
lyze group differences ‘number of social media channels
viewed’ and ‘number of appearance-relatedmedia content
items consumed’ were counted. Effect sizes are presented
as Cohens’ d for t-tests and Cramér’s v for Chi-square tests
[19]. Missing values were imputed with gender, age, and
type of sport weighted means.

Second, structural equationmodelingwasused to test the
association of eating disorder symptoms (assessed by the
ChEDE-Q8) with self-reported disordered eating (assessed
by the number of regularly used weight control methods
and the number of meals and snacks per day) and its asso-
ciation with personality factors, sports and social pressure
as well as sports biography. For media consumption in the
sports and social pressure factor an index was calculated
by the mean of the three z-transformed variables: daily
screen time, the number of social media channels viewed,
and thenumber of appearance-relatedmedia content items
viewed.

We defined a measurement model consisting of four
latent variables, namely the three risk factor categories
personality, sports and social pressure, and sports biogra-
phy as well as disordered eating. Disordered eating was
regressed on sports biography, personality, and sports and
social pressure, and the score of the ChEDE-Q8 was
regressed on disordered eating. Figure 1 graphically depicts
the model along with the model coefficients for fitting the
complete dataset.

Several fit indices were calculated to evaluate the SEM.
First, we calculated w2 to assess the overall model fit. w2 is
known to be sensitive to sample size, and given this study’s

rather large sample, the comparative fit index (CFI) and the
root mean square error of approximation (RMSEA) were
additionally calculated [20].

In the first step, themodelwas fitted to thewhole dataset.
In a second step, we performed a groupwise analysis
for female and male athletes, as well as for age group 1
(13–14 years) and age group 2 (15–18 years) to identify pos-
sible differences in factors associated with eating disorder
symptoms between the different gender and age groups.
For this analysis we used the samemodel as in the first step.

Results

Demographic characteristics

Descriptive statistics for all questions are presented in
Table 3, for the total sample and separately for gender,
the two age groups, and type of sport. The response rate
was 49.8%.

Participants reported 3.3 hours (SD = 1.6) of daily screen
time and followedup to five different socialmedia channels
(M = 1.5, SD = 0.9). Regarding content, participants mostly
watched series and movies (39.0%) and consumed sports
and fitness content (21.2%). Appearance-related content,
such as casting shows like Germany’s Next Top Model or
The Bachelor were consumed (6.4%), followed by beauty
and lifestyle content (4.7%).

Regarding eating behaviour, athletes had around three
meals and two snacks per day. 33.0% of participants used
at least one weight control method (maximum= 6, females
43.3%, males 25.7%). For these n = 145 athletes, the most
frequently reported weight control methods were perma-
nent dieting (43.3%) and increased exercising (30.4%).

The prevalence rate for clinically significant eating
pathology based on the ChEDE-Q8 [12] was 5.5% (see
Table 2). It ranged between 3.8% (age group 1) and 9.6%
(age group 2) for female athletes. No clinically significant
eating pathology was found for male athletes in age group
1, whereas 2.6%of the 15- to 18-year-oldmale athleteswere
affected. A prevalence rate of 2.6% was found in low-risk
and 6.6% in high-risk sports.

Group differences

All significant group differences are displayed in Table 3.
Females showed significantly higher scores for both FADS
subscales (ideals modeled by team norms p = .036; d =
.206, ideals modeled by friends p � .001, d = .316), for the
ATHLETE score (p � .001, d = .408) and for two VCQ
subscales (self-discipline p = .004, d = .284; informed intro-
jection p � .001, d = .355). No differences were found for

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):47–56
the license CC BY-NC 4.0 (https://creativecommons.org/licenses/by-nc/4.0)
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daily screen time and number of socialmedia channels, but
for appearance-related media content such as casting and
dating shows (p � .001, v = .234). Furthermore, females
applied significantly more weight control methods (p �
.001, d = .307) and scored significantly higher in the
ChEDE-Q8 (p� .001, d = .858) than males.

Males in age group 2 (15–18 years) viewed significantly
more social media channels (p = .048, d = .125) and scored
significantly higher in the ChEDE-Q8 (p = .031, d = .259)
than males in age group 1. No differences were found for
the ATHLETE, FADS, and VCQ questionnaires or media
consumption.

Female athletes in age group 2 applied significantlymore
weight control methods (p � .001, d = .543) and showed
significantly higher scores in the ChEDE-Q8 (p = .050, d =
.267), in one FASD subscale (ideals modeled by friends
p = .022, d = .327), the ATHLETE questionnaire (p = .031,
d = .326), and the VCQ subscale self-discipline (p = .012,
d = .380) than younger female athletes.

Group differences regarding the type of sport were
found for the number of social media channels (p = .040,
d = .213) and the number of weight control methods

(p = .035, d = .202). Athletes in low-risk sports frequented
significantly fewer social media channels and used fewer
weight control methods. Athletes in high-risk sports scored
significantlyhigher inbothFASDsubscales (idealsmodeled
by teamnorms p� .001,d = .582; idealsmodeled by friends
p = .002, d = .292) and the ATHLETE questionnaire (p �
.001, d = .520).

Risk factors associated with eating
disorder symptoms

SEManalysisusing thecompletedataset led toconvergence
after 121 iterations (diagonally weighted least squares
estimator). The model exhibited the following fit indices:
w2(70) = 156.81, p < .05, CFI = .95, RMSEA = .06. The small
RMSEA (<.08) and the largeCFI (>.90) indicates an accept-
able model fit. Eating disorder symptoms could be pre-
dicted well with an explained variance of approximately
R2 = .75. Disordered eating exhibited an explained variance
ofR2 = .55. Sports biography explained the smallest amount
of variance, followed by personality, and then sports and
social pressure. The number of weight control methods

Figure 1. Structural equation model for eating disorder. Notes: DisEat = Disordered eating, EatDisSympt = Eating disorder symptoms, Pers =
Personality, Bio = Sports biography, Press = Sports/social pressure, #WCM = number of weight control methods, #MSD = number of meals and
snacks per day, Start-Tr = Start of sport-specific training, Start-Co = Start competition, Type = Type of sport, VCQ-Di = Self-discipline (VCQ), VCQ-
De = Self-determination (VCQ), VCQ-IC = Impulse control (VCQ), VCQ-II = Informed introjection (VCQ), FASD-IF = Social pressure on eating: ideals
modeled by friends (FASD), FASD-ITN = Social pressure on eating: ideals modeled by team norms (FASD), ATH = Social pressure on body shape
and expectation (ATHLETE), Media = Media consumption index.

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):47–56
the license CC BY-NC 4.0 (https://creativecommons.org/licenses/by-nc/4.0)
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seemed to strongly more influence disordered eating than
the sum of meals and snacks per day. With regard to sports
biography, the age of the first competition, as well as the
start of sport-specific training, explained more variance
than the type of sport. Informed introjection was most
closely related to personality, followed by self-discipline,
impulse control, and self-determination. Finally, the body
and sport subscale (ATHLETE questionnaire) was most
closely related to sports and social pressure, followed by
modeling by friends, and teamnorms (bothFASDquestion-
naires). Media consumption was less related to sports and
social pressure.

Examining themodelwith thedata for females andmales
as well as for the two age groups revealed the following:
Eatingdisorder symptomscouldbepredicted slightly better
in femaleathletes (R2= .74) thanmaleathletes (R2= .72). For
both genders, sports and social pressure had the strongest
association with disordered eating (.56 and .49). Biography
was not significantly related to disordered eating in females
(.01,p> .05) andofminorassociation inmaleathletes (–.16).
Personality was significantly related to disordered eating in
females (.39) but not inmales (.20, p> .05). Concerning age
groups, eating disorder symptoms couldbepredictedbetter
in older (R2 = .81) than younger athletes (R2 = .60). For
younger and older athletes, personality had approximately
the same influenceondisorderedeatingas sports and social
pressure (.40 and .42). Sports biography, however, exhib-
ited a nonsignificant relationship to disordered eating in
both age groups (�.10 and �.01, p > .05). Additionally,
media consumption played a stronger role formale athletes
(.36) and no significant role for females (.02, p > .05). It
played a small yet significant role for older athletes (.18),
but not for younger athletes (.14, p > .05). Type of sport
showed an effect in older (�.34) but no effect in younger
athletes (�.05, p > .05). On average, type of sport had a
small effect on male (�.19) and no effect on female (�.15,
p > .05) athletes.

Discussion

The results showed a higher prevalence rate for clinically
significant eating pathology for female athletes (3.8% to
9.6%), for athletes in high-risk sports (6.6%), and for age
group 2 (males: 2.6%, females: 9.6%). The prevalence rate
for femaleathletes in agegroup2 is particularly alarming, as
thismeans that almost every tenth 15- to 18-year-old female
athlete shows symptoms of an eating disorder. These age
differences within the gender groups are a novel finding
and highlight that adolescence is a sensitive period for
developing an eating disorder and indicates that an
athlete’s age might play an important role in developing
an eating disorder [5, 6].

The SEMconfirmed that disordered eating can precursor
eating disorder symptoms. In general, eating disorder
symptoms could be predictedwellwith the aforementioned
risk factors. Sports and social pressure had the strongest
association.Within this risk factor, theATHLETEquestion-
naire and one FASD subscale (ideals modeled by friends)
were most strongly associated with sports and social
pressure, whereas the FASD subscale ideals modeled by
team norms and media consumption were less related to
sports and social pressure. Thismeans that athletes’mental
association of weight loss and success and perceived social
pressure on eating and body shape have the strongest asso-
ciation with athletes’ eating behaviour and predict symp-
toms of eating disorders. This finding is in line with earlier
studies on adults [21] and highlights the strong impact
others can have on developing an eating disorder. With
regard to personality, particularly informed introjection
and self-discipline had the highest association with
athletes’ eating behaviour, compared to impulse control
and self-determination. Again, this emphasizes the afore-
mentioned result, as informed introjection measures
athletes’ perceived obligation to meet the expectations of
others and therefore highlights perceived external pressure
[16]. The influence of self-discipline and impulse control on
disordered eating and eating disorder symptoms can be
considered in line with earlier studies regarding similar
personality traits such as high perfectionism in adult
athletes [3, 4].

Limitations and future research
perspectives

The survey was conducted in 2020 during the athletes’
annual sports capability test. It is possible that due to the
COVID-19 pandemic, training and competition restrictions
during the year also impacted the answers given. Future
studies, therefore, shouldbeconductedwhen thepandemic
is over. Additionally, disordered eating was assessed with
two questions concerning eating behaviour, i.e., number
of meals and snacks per day and number of regularly used
weight control methods. A limitation of the latter is that in
our analyses, possible healthy methods such as “diet
trends” scored the same as unhealthy eating behaviours
such as “vomiting”. In future research, this could be
addressed by using the disordered eating continuum [2]
or using standardized instruments to assess subclinical
forms of eating disorders, such as early-onset restrictive
eating disturbances or orthorexic dieting [22, 23, 24].More-
over, our brief assessment of media risk factors could be
examined in more depth. In addition, questions regarding
muscularity-oriented body image concerns or the desire
for muscle gain in male participants warrant further inves-
tigation. Last but not least, our cross-sectional study does

Sports Psychiatry. 2022;1(2):47–56 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
the license CC BY-NC 4.0 (https://creativecommons.org/licenses/by-nc/4.0)

54 N. Walter et al., Eating disorders in adolescent elite athletes

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
M

on
da

y,
 A

pr
il 

29
, 2

02
4 

2:
44

:0
2 

A
M

 -
 I

P 
A

dd
re

ss
:1

8.
21

8.
20

9.
8 



not permit causal interpretation of results warranting
longitudinal studies.

Practical implications

Several recommendations, particularly for coaches, can be
made based on results concerning the detection and
prevention of early-onset disordered eating. Our results
highlight that athletes’ disordered eating behaviour can
precursor eating disorder symptoms. Therefore we recom-
mend that not only coaches but also athletes, parents,
and relevant personnel (e.g., physicians, physiotherapists,
teachers) should be made aware of the symptoms of disor-
dered eating (i.e., regular use of unhealthy weight control
methods) and that it is a warning sign that should not be
taken lightly or ignored [25, 26]. 33% of participants use
at least one weight control method regularly, and athletes
use up to six weight control methods at the same time,
which both can be described as disordered eating [5, 7, 8,
9, 18]. However, concerning the used weight control meth-
ods, differences should bemade between benign or healthy
weight control methods to pursue slow and steady weight
loss compared to the use of several methods at the same
time and unhealthy methods such as the use of diet pills
or laxatives [2]. On the other hand, although the most fre-
quently used weight control methods – permanent dieting
and increased exercising –might at first seem less danger-
ous when compared to methods such as vomiting or the
use of medication. However, their regularity should not be
taken lightly given that the dangers of regular use of weight
control methods might be underestimated by athletes [27],
and thatdisorderedeatingmay lead toeatingdisorders [18].

Consequently, particularly coaches should be aware of
the potential consequences when making comments that
suggest an association between leanness/thinness and per-
formance (i.e., athletes use methods to lose weight fast).
Instead, coaches should educate athletes about the nega-
tive short- and long-term psychological and physiological
consequences of fast and unhealthy weight loss and give
appropriate advice for healthy dieting or refer athletes to
an expert [9, 25, 26]. Results also indicated that athletes’
attitudesandexpectations regardingan idealbodyaremod-
eled by friends and team norms. Thus, another recommen-
dation is to discourage activities and comments that draw
attention to athletes’ weight, such as public weighing or
comparing athletes’ bodies [17, 27]. Coaches should also
intervenewhen they hear negative body-related comments
expressed by athletes on the team.

Conclusion

Our study identified personality- and sport-related risk
factors associated with eating disorder symptoms in

adolescent elite athletes. To our knowledge, this is the first
study investigating prevalence together with such a large
number of risk factors in two age groups of adolescent elite
athletes. Our findings are in line with previous studies
conducted with adult elite athletes and illustrate that com-
petitive, sport-related pressures are associated with
athletes’ eating behaviour and symptoms of eating disor-
ders. In this study, the sports-related factors most closely
associated with these behaviours and symptoms are (1)
pressure on body shape, (2) emphasis on physical appear-
ance imposed by friends und team norms, (3) the mental
association between weight loss and success and (4) the
drive for thinness and performance. Furthermore, self-
regulatory personality factors play an essential role. Finally,
not only the female gender but an athlete’s age is also rele-
vant to the development of an eating disorder. Both the
onset of disordered eating and the existence of an eating
disorder during adolescence can have serious long-term
negative consequences. Short-term physiological effects
suchasweakness, injuries, or stress fractures impactperfor-
mance. More alarming are the long-term psychophysiolog-
ical consequences of an adolescent eating disorder, such as
heart palpitations, dyspnea, depression, anxiety, or even
suicidal thoughts, which can seriously impact an athlete’s
well-being [9, 25, 26]. Therefore, and according to previous
suggestions, we call for the timely screening of disordered
eating and eating disorders in male and female athletes,
for all types of sports, and particularly during athletes’ tran-
sition from early to late adolescence [5, 6, 17, 18, 28].
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Review

Mental health difficulties among
professional footballers
A narrative review
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Abstract: Introduction: In parallel with several current and former players’ high-profile disclosures of psychological difficulties, academic
studies published during the past decade have begun to examine the mental health of professional footballers. To date, a comprehensive
review and critical analysis of these studies has yet to be conducted. Design: A narrative review of the literature was conducted following a
Medline database search. Results: Thirteen studies were included in the review. A variety of mental health difficulties were explored, including
depression, anxiety, distress, disordered eating, sleep disturbance and alcohol and substance use. Female players reported symptoms of
common mental disorders more frequently than their male counterparts. Retired footballers reported increased rates of all mental health
difficulties compared to active players. It is difficult to compare prevalence rates with both the general population and groups of other athletes
due to the use of a variety of screening measures. Conclusion: The prevalence of symptoms of common mental disorders appears to be largely
consistent with general population levels and in keeping with studies of other elite athlete groups, but further research is required to clarify
this definitively. Injury and being retired were frequently associated with symptoms of common mental disorders, indicating that the screening
and support of players during these vulnerable transitional periods may be of particular importance.

Keywords: mental illness, sport psychiatry, athletes, injury

Introduction

Unidentified or untreated mental disorder may lead to sub-
optimal performance and reduced quality of life among pro-
fessional football players yet, as recently as a decade ago, the
medical examinations of footballers rarely, if ever, included a
psychiatric or psychological component [1, 2]. More recently,
soccer organisations have aimed to address mental illness
and minimise its deleterious impact via the dissemination
of information inwell-publicised campaigns and the formula-
tion of pathways to medical expertise [3, 4, 5]. Thus far, var-
ious interventions within elite level soccer have lacked the
support of a firm research base from which to expand.

Participation in professional football is associated with
beneficial long-termhealth outcomes compared to the gen-
eral population, chiefly superior cardiovascular health
[6, 7]. Conversely and somewhat alarmingly, the findings
of researchexamining theneurocognitive sequelae of being
a professional football player have not been as positive
[8, 9]. This has in part led to adaption of training schedules
and rule changes in some jurisdictions [10, 11]. The mental
health of elite athletes has received greater attention in
recent years, leading to the development of consensus

statements from governing bodies and the launch of
sport-specific screening tools aimedat the early recognition
ofmental illness [12, 13]. Thesepublications have, however,
highlighted the limitationsof thecurrent researchexploring
mental health in sport. Following the publication of a num-
ber of studies examining this in football during thepast5–10
years, a comprehensive review and critical analysismay aid
future strategy and research development within the sport.

Objectives

The review aimed to both:
(i) evaluate the existing literature examining the preva-

lence of mental health symptoms and disorders
among professional footballers.

(ii) provide suggestions for clinical practice and future
research in this area.

Methods

A literature search of the Medline database was conducted
by one author (GW), combining the keywords “soccer”OR
“football” with (AND) any of the following keywords:

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):57–69
the license CC BY-NC-ND 4.0 (http://creativecommons.org/licenses/by-nc-nd/4.0) https://doi.org/10.1024/2674-0052/a000010
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“psychiatry”; “psychology, clinical”; “psychology, sports”;
“psychology, medical”; “psychology”; “mental health”;
“mental disorders”; “stress, psychological”; “depression”;
“affective symptoms”; “mood disorders”; “anxiety”; “anx-
iety disorders”; “psychotic disorders”; “schizophrenia”;
“alcoholism”; “alcohol drinking”; “substance-related dis-
orders”; “drugmisuse”; “prescription drugmisuse”; “gam-
bling”; “feeding and eating disorders”; “suicide”; “suicide,
attempted”; “personality disorders”; “attention deficit dis-
order with hyperactivity”; “sleep wake disorders”. The
results were screened independently by all three authors
according to the inclusion and exclusion criteria listed
below. Studies examining head injury and cognitive deficits
were deemed to be beyond the remit of the review for two
reasons: the growing number of recent publications exam-
ining this area in the context of repeated heading and the
greater impact among retired versus current players.

A manual search of reference lists was also undertaken
and one author (GW) additionally searched the BMJ Open
Sport and Exercise Medicine journal (not searched via Med-
line) for the keywords “‘soccer” and “football”.
Inclusion criteria:
1. Professional/elite level footballers.
2. Quantitative or qualitative data on mental health dis-

orders or their symptoms.
3. English language.

Exclusion criteria:
1. Non-professional/non-elite status (e.g. amateur

players).
2. Review articles.
3. Case reports.
4. Book chapters.
5. Conference abstracts.
6. Full text article unavailable.

Results

A total of 13 studies met the inclusion criteria. TheMedline
database search yielded 75 results, from which 9 publica-
tions were retained after initial screening of study titles. A
total of 4 studies were ultimately included after abstracts
or, where necessary, full publications were reviewed. A
search of the BMJ Open Sport and Exercise Medicine for the
keywords “football” and “soccer” yielded 287 and 210
results respectively, although many publications appeared
in both lists. From these results, 9 studies were retained
after the screening of study titles, with a final total of 5 stud-
ies included after abstracts or full publications were
reviewed. A further 4 studies were identified via a manual
search of the reference lists of both the included studies
and recently published book chapters.

The publication dates for the 13 included studies ranged
from 2015 to 2021 and sample populations included profes-
sional footballers based in Europe (Belgium, Finland,
France, Germany, Ireland,Netherlands, Norway, Scotland,
Spain, Sweden, and Switzerland), South America (Brazil,
Chile, Paraguay, and Peru), the United States, Australia,
New Zealand and Qatar. The majority of studies were
cross-sectional in design (n=9), but two case-control stud-
ies, an observational prospective cohort study and a retro-
spective cohort study were also reviewed. The studies
sampledmale (n=7), female (n=4) andmixed-sex (n=2) pop-
ulations, examiningmood (11 studies) [14, 15, 16, 17, 18, 19,
20, 21, 22, 23, 24], anxiety (10 studies) [14, 15, 16, 17, 18, 19,
21, 22, 23, 25], distress/burnout (6 studies) [14, 15, 16, 17, 18,
23], disordered eating (5 studies) [14, 15, 16, 17, 23], sleep
disturbance (6 studies) [15, 16, 17, 18, 23, 26], alcohol use
(6 studies) [14, 15, 17, 18, 23, 24], substancemisuse (1 study)
[23] and gambling (1 study) [23]. Full details of the studies
are reported in Table 1.

Depression

Five studies utilised the General Health Questionnaire-12
(GHQ-12) [27] screening tool, unfortunately with the result
that depression and anxiety symptoms were not separately
assessed (see anxiety summary below also). A global six
country 2015 study of 253 male current and former foot-
ballers found a 26% prevalence of depression/anxiety
symptoms among current players and a 39% prevalence
among formerplayers [14]. Although the authors noted that
the prevalence of common mental disorders was higher
than that observed in other studies of both the general pub-
lic (prevalence of commonmental disorders ranging from 5
to 25%) [28, 29, 30] and French Olympic athletes (17%
encountering previous mental health problems) [31], they
did not report specific comparative figures for depres-
sion/anxiety. Major life events in the preceding 12months
were associated with depression/anxiety in both current
(OR 1.4; p<0.01) and former (OR 1.4; p<0.05) players.
Low social support from teammates was also associ-
ated with depression/anxiety in current players (OR 1.1;
p<0.01).

A further 2015 study of 540male footballers within five
European countries demonstrated a range of depression/
anxiety from 25.0% in Spain to 43.3% in Norway [15]. The
authors noted typically lower reported rates of depres-
sion/anxiety (ranging from 13% to 25%) in Australian and
European general population studies [28, 32, 33]. Life
events and career dissatisfaction were associated with
depression/anxiety. A global study of 607male footballers
[16] published the same year reported a prevalence of
depression/anxiety of 37.9%, again comparing the rate
with the rates of depression/anxiety reported in the three

Sports Psychiatry. 2022;1(2):57–69 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
the license CC BY-NC-ND 4.0 (http://creativecommons.org/licenses/by-nc-nd/4.0)
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Table 1. Summary of included studies

Study; year; country Study type Participant
characteristics,
n (male:female)

Mental health
questionnaire

Summary of key findings

Foster et al.; 2017;
Brazil [25]

Longitudinal case-
control

52 (0:52) BAI Premenstrual syndrome (PMS) associated
with higher levels of anxiety (p=0.002).

Gouttebarge et al.;
2015; Australia,
Ireland, Netherlands,
New Zealand,
Scotland, USA [14]

Cross-sectional 253 (253:0)
149 current players
(149:0)
104 former players
(104:0)

GHQ-12
Utrecht Burn-Out Scale
Distress Screener
(adapted 4DSQ)
4 questions on
nutritional habits
AUDIT-C
Rosenberg’s Self-
Esteem Scale
SARRS

The prevalence of mental health complaints
ranged from 5% (burnout) to 26% (anxiety/
depression) in 149 current players and from
16% (burnout) to 39% (anxiety/depression) in
104 former footballers. In both current and
former players, mental health problems were
significantly associated with low social
support (odds ratio [OR]=1.1) and recent life
events (OR=1.4–1.6).

Gouttebarge et al.;
2015; Finland,
France, Norway,
Spain and Sweden
[15]

Cross-sectional 540 (540:0)

Current players

GHQ-12
Distress Screener
(adapted 4DSQ)
4 questions on
nutritional habits
PROMIS (short form)
AUDIT-C
SARRS

The greatest prevalence of symptoms related
to common mental disorders were 18% for
distress (Sweden), 43% for anxiety/
depression (Norway), 33% for sleep
disturbance (Spain), 17% for adverse alcohol
behaviour (Finland), and 74% for adverse
nutrition behaviour (Norway). In Finland,
France and Sweden, both life events and
career dissatisfaction were associated with
distress, anxiety/depression, adverse alcohol
behaviour, and adverse nutrition behaviour.

Gouttebarge et al.;
2015; Belgium, Chile,
Finland, France,
Japan, Norway,
Paraguay, Peru,
Spain, Sweden and
Switzerland [16]

Cross-sectional 607 (607:0)

Current players

GHQ-12
Distress Screener
(adapted 4DSQ)
4 questions on
nutritional habits
PROMIS (short form)
AUDIT-C
SARRS

The prevalence of symptoms of common
mental disorders and adverse health
behaviours ranged from 4% for smoking and
9% for adverse alcohol behaviour to 38% for
anxiety/depression and 58% for adverse
nutrition behaviour. Significant associations
were found for a higher number of severe
injuries with distress, anxiety/depression,
sleeping disturbance and adverse alcohol
behaviour; an increased number of life events
with distress, sleeping disturbance, adverse
alcohol behaviour and smoking; as well as an
elevated level of career dissatisfaction with
distress, anxiety/depression and adverse
nutrition behaviour. Statistically significant
correlations (p<0.01) were found for severe
injuries and career dissatisfaction with most
symptoms of common mental disorders.

Gouttebarge et al.;
2016; Finland,
France, Norway,
Spain, Sweden [17]

Cross-sectional 540 (540:0)

Current players

GHQ-12
Distress Screener
(adapted 4DSQ)
PROMIS (short form)
AUDIT-C
4 questions on
nutritional habits

The prevalence of symptoms of common
mental disorders (CMDs) ranged from 3% for
smoking to 37 % for anxiety/depression and
58% for adverse nutrition behaviour. The
number of severe musculoskeletal injuries
during a football career was positively
correlated with distress, anxiety and sleeping
disturbance, while the number of surgeries
was correlated with adverse alcohol
behaviour. Footballers who had sustained �1
severe musculoskeletal injuries during their
career were two to nearly four times more
likely to report symptoms of common mental
disorders than professional footballers who
had not suffered from severe musculoskeletal
injuries.

(Continued on next page)
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Table 1. Summary of included studies (Continued)

Study; year; country Study type Participant
characteristics,
n (male:female)

Mental health
questionnaire

Summary of key findings

Gouttebarge et al.;
2017; Finland,
France, Norway,
Spain, Sweden [18]

Observational
prospective cohort

262 (262:0)

Current players

GHQ-12
Distress Screener
(adapted 4DSQ)
PROMIS (short form)
AUDIT-C
SARRS

The incidences of symptoms of CMD were
12% for distress, 37% for anxiety/depression,
19% for sleep disturbance and 14% for
adverse alcohol use. Footballers reporting
recent adverse life events, a conflict with
trainer/coach, or career dissatisfaction were
more likely to report symptoms of CMD, but
statistically significant associations were not
observed. A typical professional football
team’s squad of 25 players can expect
symptoms of CMD to occur among at least 3
players per season.

Junge and
Feddermann-
Demont; 2016;
Switzerland [19]

Cross-sectional 471 (289:182)

Current first league
(FL) male and female
players and male U-
21 players

CES-D
GAD-7

Mild to moderate depression in 33 (7.6%)
players and major depression in 13 (3.0%)
players. At least a moderate anxiety disorder
in 6 (1.4%) players. Depression prevalence
similar to the general population and
prevalence of anxiety disorders significantly
(w2=16.7; p<0.001) lower in footballers.
Significant differences observed with regard
to player characteristics, such as age, gender,
player position, level of play and current
injury. One severe depression per female FL
and male U-21 team and per every two male
FL teams. Only one player reported current
antidepressant use.

Junge and Prinz;
2019; Germany [21]

Cross-sectional 290 (0:290)
Current players (184
first league
[Bundesliga] and 106
lower league)

CES-D
GAD-7

Mild to moderate depressive symptoms in 48
(16.6%) and severe symptoms in 41(14.1%)
players. At least a moderate generalised
anxiety disorder in 24 (8.3%) players. The
prevalence of depression and generalised
anxiety disorder symptoms was similar to the
female general population of similar age.
Significantly more second league players,
however, reported symptoms of depression
than first league players, with the prevalence
of depression symptoms in second league
players therefore higher than in the general
population. Only a third of the 45 (15.7%)
players who stated that they currently wanted
or needed psychotherapeutic support
received it.

Khalladi et al.; 2019;
Qatar [26]

Cross-sectional 111 (111:0) PSQI
ISI
ESS

The prevalence of poor sleep quality (PSQI�5)
was 68.5%, with subthreshold insomnia
(ISI�11) 27.0% and daytime sleepiness
(ESS>8) 22.5%. Sleep quality was positively
associated with insomnia (r=0.42; p<0.001)
and daytime sleepiness (r=0.23; p=0.018).
Age, anthropometry, body composition and
ethnicity were not associated with any of the
reported sleep quality parameters.
Approximately 10% (n=11) of players reported
the use of sleep medications within the
preceding month.

(Continued on next page)
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Table 1. Summary of included studies (Continued)

Study; year; country Study type Participant
characteristics,
n (male:female)

Mental health
questionnaire

Summary of key findings

Kilic et al.; 2021;
Australia [23]

Cross-sectional 362 (230:132)
281 current
(149:132)
81 (81:0) former
footballers

PHQ-9
GAD-7
APSQ
K10
ASSQ
AUDIT-C
BEDA-Q
CD-RISC
NORC Diagnostic Screen
for Gambling Disorders

The most prevalent mental health symptoms
(MHS) among active and former footballers
were sport-related psychological distress
(63%) and alcohol misuse (69%) respectively.
Global psychological distress, sleep
disturbance, alcohol misuse and substance
misuse were significantly lower among active
male footballers than among former players.
Increased psychological resilience among
active male footballers was associated with a
decrease in symptoms of sport-related and
global psychological distress, anxiety and
depression. Increased psychological
resilience among female players was
associated with decreased symptoms of
depression. Problem gambling and sleep
disturbance were associated with injury in the
previous 6 months among active male and
female footballers respectively.

Prien et al.; 2020;
Germany,
Netherlands [22]

Case-control 66 (0:66)
66 retired
footballers and 45
retired non-contact
sport athletes

HADS
Mental health subscale
of the SF-36
CNSVS
CPT
CPT
FTT
CPT
FTT
SDC
ST
VBM
VMT

No significant between-group differences for
anxiety or global mental health. Depression
score was significantly higher in football
players and significantly associated with
frequent heading but not concussion. Clinical
relevance of findings is questionable, as
average depression scores in both study
populations (football: 2.7; control: 1.7) lower
than normative values reported in the general
German population (3.9–4.5) and far lower
than the published clinical cut-off values
(�8/11).

Prinz et al.; 2016;
Germany [20]

Cross-
sectional

157 (0:157)
German First League
players

CES-D
PHQ-2

Fifty players (32.3%) had symptoms of a
major depression, and 39 (25.2%) of a mild or
moderate depression at least once during
their football career. Significant differences in
the average depression score were observed
for playing positions (F=2.75; p<0.05)
[attackers and goalkeepers higher depression
scores] and level of play (F=3.53; p<0.01).
Almost half of players (49.7%) reported
conflicts with coach/ management as an
important reason for depressed mood,
followed by reduced performance/injury
(48.4%) and lack of support/
acknowledgement from their coach (40.0%).
During their career, almost 40% of players
wanted or needed psychological support, but
only 10% received it. After retirement, the
percentage of players wanting or needing
psychological support decreased to 24%, of
whom 90% received it.

(Continued on next page)
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population studies above [28, 32, 33], but with the acknowl-
edgement that it is difficult to comparedatadue to theuseof
different screening instruments. Career dissatisfaction and
severe injuries were associated with depression/anxiety.

A subsequent five country European prospective cohort
study of 135 male current footballers reported a 12-month
incidence of depression/anxiety of 37% [18]. A 2016 study
[17] examining the impact of injury observed a 37.3%preva-
lence of depression/anxiety among 540 male footballers.
Depression/anxietywasnot, however, associatedwith total
number of severe musculoskeletal injuries or number of
surgeries.

Three studies used the Center for Epidemiologic Studies
DepressionScale (CES-D) [34], or amodified versionof this
tool. A 2016 study of432male and female Swiss first league
and male U-21 footballers reported a 7.6% prevalence of
mild-moderate depression and a 3.0%prevalence of severe
depression [19]. Among first league players, depression
rates were consistent with the general population of the
same gender, but the male U-21 players demonstrated an
increased prevalence. Higher CES-D scores were signifi-
cantly associated with lower age, lower number ofmatches
played, attacking playing position and current injury, but
not with the total number of injuries during the preceding
12months. The study authors noted that, despite 13 players
returning scores indicative of major depression, only one
antidepressant prescription was reported (0.2% of all play-
ers), consistentwith a previous reported prescription rate of
0.14%among footballers deduced via a 10-year analysis of
urine doping samples [35].

Within a 2016 study [20] of 157 current and retired
female German First League footballers, 50 players
(32.3%) reported symptoms of a major depression and 39
players (25.2%)symptomsof amildormoderatedepression
at least onceduring their career. Footballers reportedsymp-
toms ofmajor depressionmore frequently than the lifetime
prevalence observed in general population studies involv-

ing diagnostic interviews, although these prevalence rates
were acknowledged to vary widely between studies [36,
37]. Depression scores were not significantly associated
with age, number of injuries, career duration or time since
career ended but significant differences were observed for
playing position (increased among goalkeepers and attack-
ers) and level of play (increased in second highest and sec-
ond lowest groups). Almost 40% of players wanted or
needed psychotherapeutic support (counselling or treat-
ment by a psychologist or psychotherapist) during their
careers,with only a quarter of those (10%ofplayers overall)
receiving it. In retirement,24%ofplayerswantedorneeded
psychotherapeutic support,with almost90%of those (20%
of players overall) successfully obtaining it.

A 2019 study [21] of 290 female German footballers
observed mild to moderate depressive symptoms in 48
players (16.6%) and severe symptoms in 41 players
(14.1%), which were reported to be in keeping with a simi-
larly-aged femaleGermangeneral population. Significantly
more second leagueplayers reporteddepressive symptoms,
with one in five (20.6%) of them reporting symptoms of a
severe depression. Only a third of the 45 (15.7%) players
who stated that they currently wanted or needed psy-
chotherapeutic support received it. Compared with simi-
larly-aged general population females, no difference was
observed for all players or first league (Bundesliga) players,
but significantly more (w2=5.85; p<0.05) second league
players reported symptoms of depression. Lower match
experience and the subjective need for psychotherapywere
significant predictors of depressive symptoms. No associa-
tions were observed for playing position or current injury,
albeit the authors advised that severely injured players
would not have been present at the training session during
which players were asked to complete the study question-
naire. The authors noted that the overall depression preva-
lence (31%)wasmuchhigher than that previously observed
in Swiss first league players (13%) [19] and suggested that

Table 1. Summary of included studies (Continued)

Study; year; country Study type Participant
characteristics,
n (male:female)

Mental health
questionnaire

Summary of key findings

Russell et al.; 2020;
UK [24]

Retrospective cohort 7676 (7676:0)
Former players and
23028 matched
population controls

Former footballers had lower rates of
psychiatric hospitalisation for anxiety and
stress, depression, drug use disorders,
alcohol use disorders, and bipolar and
affective disorders. No significant difference
in suicide risk or age at suicide.

Notes. APSQ, Athlete Psychological Strain Questionnaire; ASSQ, Athlete Sleep Screening Questionnaire; AUDIT-C, Alcohol Use Disorders Identification Test-
Concise; BAI, Beck Anxiety Inventory; BEDA-Q, Brief Eating Disorder in Athletes Questionnaire; CD-RISC, Connor-Davidson Resilience Scale; CES-D, Center
for Epidemiologic Studies Depression Scale; CNSVS, CNS vital signs; CPT, Continuous Performance Test; ESS, Epworth Sleepiness Scale; 4DSQ, Four-
Dimensional Symptom Questionnaire; FTT, Finger Tapping Test; GAD-7, Generalized Anxiety Disorder-7; GHQ-12, General Health Questionnaire-12; HADS,
Hospital Anxiety and Depression Scale; ISI, Insomnia Severity Index; K10, Kessler Psychological Distress Scale; NORC, National Organisation for Research,
University of Chicago; PHQ-2, Patient Health Questionnaire-2; PHQ-9, Patient Health Questionnaire-9; PROMIS, Patient-Reported Outcomes Measurement
Information System; PSQI, Pittsburgh Sleep Quality Index; SARRS, Social Athletic Readjustment Rating Scale; SAT, Shifting Attention Test; SDC, Symbol Digit
Coding Test; SF-36, SF-36v2 Health Survey; ST, Stroop Test; VBM, Verbal Memory Test; VMT, Visual Memory Test.

Sports Psychiatry. 2022;1(2):57–69 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
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this may be the result of greater psychological pressures
associated with competing at a higher standard.

A 2020 study [22] chiefly examining neurocognitive per-
formance observed that 66 retired female footballers
scored worse than 45 female retired non-contact athletes
on the depression subset of the Hospital Anxiety and
Depression Scale (HADS) [38]. Depression scores were
associated with heading frequency but not with concussion
history. The authors, however, questioned the clinical sig-
nificance of the findings, as both study populations demon-
strated depression scores lower than the national average
and much lower than the utilised measure’s depression
threshold.

A recent Australian study [23] of 281 current (male and
female) and 81 former footballers (all male) utilised the
PatientHealthQuestionnaire (PHQ-9) [39], which requires
a minimum symptom duration of two weeks, in keeping
with the International Classification of Diseases-10’s [40]
diagnostic criteria for depression. The study reported
prevalence rates of depressive symptoms of 6.8%, 10.6%
and 12.5% among male players, female players and retired
male players respectively. Increased psychological resili-
ence was associated with lower depression scores in both
male and female active players. Depression scores did not
demonstrate an association with injury during the preced-
ing six months.

A large 2020United Kingdom (UK) retrospective cohort
study [24] with a median follow up period of 18 years
observed that retired male Scottish footballers with known
high neurodegenerative disease mortality had a lower rate
of hospitalisation for depression (0.50%) than the general
population (0.73%) (p=0.02), with an older age at first
admission for depression in footballers.

Anxiety

The most commonly employed screening tools for anxiety
were the General Health Questionnaire-12 (GHQ-12) [27]
and theGeneralized Anxiety Disorder-7 (GAD-7) [41], with
theBeckAnxiety Inventory (BAI) [42] and theHospitalAnx-
iety andDepression Scale (HADS) [38] also utilised. As pre-
viously outlined, the use of the GHQ-12made it impossible
to distinguish anxiety from depression and the five studies
employing this tool have therefore already been sum-
marised above.

One study of female footballers showed a correlation
between premenstrual syndrome (PMS) and increased
BAI scores [25]. Using the GAD-7, a cross-sectional obser-
vational study of 290 female current footballers playing in
Germany reported at least moderate generalised anxiety
disorder (GAD) among 8.3% of participants [21].

The study examiningmale and female current Swiss first
league (FL) footballers along with male U-21 players

observed that anxiety disorders were significantly less
prevalent (1.4%of players) than among the general popula-
tion (w2=16.7; p<0.001) [19]. GAD-7 anxiety scores corre-
lated with CES-D depression scores (r=0.584; p<0.001),
age (r=�0.120; p<0.05) and the number ofmatches played
(r=�0.204; p<0.001), but not with injury frequency within
the previous 12months. Male FL players possessed signifi-
cantly lower anxiety scores than male U-21 (t=2.26;
p<0.05), female FL players (t=5.00; p<0.001) and the gen-
eral population (t=4.96; p<0.001). The average anxiety
scores of FL female players and of male U-21 players were
similar to gender-matched population norms. Average anx-
iety scores differed significantly between playing positions
(with attackers and defenders exhibiting larger scores)
(F=2.46; p<0.05) and the three levels of play (F=5.17;
p=0.01) for the entire group.

Using theGAD-7, theAustralian study of current and for-
mer footballers reported the presence of anxiety symptoms
in 4.7% of current male players, 8.3% of current female
players and 11.3%ofmale former players [23]. Amongmale
players, increased psychological resilience was associated
with reducedanxiety levels (OR0.77;95%CI0.65 to0.90).

Thecase-controlstudyof66 femaleretiredfootballersand
45 female former non-contact athletes did not observe a sig-
nificant between-group difference in anxiety levels (on the
HADS anxiety subscale) [22]. Among the footballers, how-
ever, significantly greater anxiety scores were noted in fre-
quent headers of a football compared to those that rarely
headed a football (MD=2.179; CI 0.29 to 3.83; p= 0.030).

The Scottish retrospective cohort study comparing 7676
male former professional soccer players to 23028matched
population controls found that former professional foot-
ballers had a lower rate of psychiatric admission for anxiety
and stress (HR 0.37; 95%CI 0.25 to 0.55; p<0.001) [24].

Distress/burnout

Distress was measured in several publications via a “Dis-
tress Screener” based on the Four-Dimensional Symptom
Questionnaire (4DSQ) [43]. The Athlete Psychological
Strain Questionnaire (APSQ) [44] and the Kessler Psycho-
logical Distress Scale (K10) [45] were used in one study.
Burnout was assessed by the Utrecht Burn-Out Scale
(UBOS) [46].

One cross-sectional study found that both distress (via
the Distress Screener) and burnout rates (via the UBOS)
were higher in 104 male former professionals than in 149
male current players (18% vs. 10% and 16% vs. 5% respec-
tively) [14]. In current players, major life events in the pre-
vious 12monthswereassociatedwithbothdistress (p<0.01)
and burnout (p<0.05). In former players, low social support
was associated with both distress (p<0.05) and burnout
(p<0.01).
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Three international prevalence studies of active male
players found that distress (via the Distress Screener) ran-
ged from 11.4 to 18.2% [15, 16, 17]. Distress displayed small
to moderate correlations with life events [15, 16], career
dissatisfaction [15, 16] and severe injuries [16, 17]. Those
players who had sustained more than three severe muscu-
loskeletal injuries during their career weremore than twice
as likely to report distress (OR 2.69; 95% CI 1.23 to 5.87;
p<0.01) as those with three or fewer such injuries [17].

Another 12-month observational prospective cohort
study involving 135male current footballers from fiveEuro-
pean Countries (Finland, France, Norway, Spain and Swe-
den) reported an 11.9% (95%CI 7.3 to 18.5) incidence rate
for distress (via theDistress Screener), with non-significant
associations observed for recent adverse life events, con-
flict with trainer/coach and career dissatisfaction [18].

In the Australian cross-sectional mixed-sex study of cur-
rent and former players, sport-related psychological dis-
tress (via the APSQ) was reported by 52.0% of active male
players and62.9%of femaleplayers [23].Global psycholog-
icaldistress (via theK10)washighest in formermaleplayers
(26.3%), followed by active female (18.9%) and male foot-
ballers (9.5%). Increased psychological resilience among
activemale footballers was associatedwith reduced report-
ing of sport-related (OR0.91; 95%CI0.85 to0.97) and glo-
bal psychological distress (OR 0.86; 95%CI 0.77 to 0.96).

Disordered eating

Adverse nutrition behaviours (assessed via answering four
yes/nostatements)werehigher in formermaleplayers than
current footballers with reported prevalence rates of 42%
and 26% respectively [14]. Surprisingly, within the male
current footballers, the total number of previous severe
injuries was negatively associated with adverse nutrition
behaviour (p<0.01). In contrast, a subsequent European
cross-sectional study of male footballers did find that
adverse nutrition behaviour was significantly associated
with having one or more severe joint injuries (OR 0.49;
95% CI 0.31 to 0.79; p<0.01) and three or more surgeries
(OR 0.42; 95%CI 0.25 to 0.73; p<0.01) [17].

Two additional international cross-sectional studies
using the same assessment method identified adverse
nutritional behaviours in 47.4–74.3% of male players [15,
16]. Within the recent Australian cross-sectional study
[23],35.1%ofcurrentmaleplayers,43.8%ofcurrent female
players and 40.0% of former male players reported disor-
dered eating behaviours via the Brief Eating Disorder in
Athletes Questionnaire (BEDA-Q) [47].

Sleep disturbance

Sleep disturbance was assessed using self-report screening
tools, typically the Patient-Reported Outcomes Measure-

ment Information System (PROMIS) questionnaire [48],
but also the Athlete Sleep Screening Questionnaire (ASSQ)
[49], the Pittsburgh Sleep Quality Index (PSQI) [50], the
Insomnia Severity Index (ISI) [51] and the Epworth Sleepi-
ness Scale (ESS) [52].

Using the PROMIS, a 12-month prospective cohort study
of 135 male European footballers reported a sleep distur-
bance incidence rate of 18.5%[18]. Amongmale footballers
in Australia, higher rates of sleep disturbance (assessed by
the ASSQ) were seen in former versus current players, with
prevalence rates of 32.5% and 12.2% respectively (p<0.01)
[23]. The rate of sleep disturbance observed among current
female players (32.6%) was similar to that in retired male
players. Female footballers injured within the last six
months had higher rates of sleep disturbance (OR 2.65;
95%CI 1.20 to 5.85).

A cross-sectional Qatari study of 111 male players used
three sleep screening tools (PSQI, ISI and ESS) to assess
sleep quality, excessive daytime sleepiness and subclinical
insomnia respectively [26]. The results showed that
68.5% reported poor sleep quality (PSQI�5), 27.0% had
subclinical insomnia (ISI�11) and 22.5%reported excessive
daytime sleepiness (ESS>8). Approximately 10%of players
had used hypnoticmedication within the precedingmonth.
Factors such as age, body composition and ethnicity did not
impact on any of the sleep quality parameter results. The
authors recognised that the prevalence of sleep disorders
in this sample was much higher than that observed in
previous Australian and European footballers [53, 54]. It
was suggested that specific cultural and environmental
factors including late night training to avoid extreme day-
time temperatures, consequent late dining, and early rising
for morning prayer may have affected the findings, there-
fore rendering them of interest mainly to professionals in
the Middle East.

Within the trio of international prevalence studies exam-
ining active male players, sleep disturbance rates ranged
between 18.8%and32.9%via thePROMIS [16, 15, 17]. Play-
ers with three or more previous severe injuries (OR 2.32;
95%CI 1.22 to 4.42; p<0.01) reported greater rates of sleep
disturbance than those who had not suffered from injuries
during their career [17].

Alcohol use

All studies examining footballers’ alcohol consumption
used theAlcoholUseDisorders IdentificationTest-Concise
(AUDIT-C) questionnaire [55] to identify either “adverse
alcohol use/behaviour” (a score of�5) or “alcoholmisuse”
(score of �4 in males and �3 in females).

In one six nation global study ofmale footballers, adverse
alcohol behaviour was identified in 19% of current play-
ers and 32% of former players [14]. A similarly designed

Sports Psychiatry. 2022;1(2):57–69 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
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worldwide study reported a prevalence of adverse alcohol
behaviour of 9.4% (95% CI 7.0 to 11.9) among 530 male
footballers [16]. Statistically significant correlations were
found between adverse alcohol behaviour and higher num-
bers of severe injuries, surgeries and life events, and higher
levels of career dissatisfaction. One study reported the
prevalence of adverse alcohol behaviour amongmale foot-
ballers within each of five European countries, with rates
ranging from 6.9% (95% CI 3.2 to 13.9) in Norway to
17.0% (95%CI 10.5 to 26.5) in Finland [15].

Astudyofactivemale footballersexamining theeffectsof
severe musculoskeletal injuries reported a 10.3% preva-
lence (95% CI 7.5 to 13.0) of adverse alcohol behaviour,
with significant associationsbetweenadversealcohol beha-
viourandahistoryof twosevere injuries (OR3.4;95%CI 1.3
to8.9; p<0.01) or, specifically, a history of one (OR 3.4;95%
CI 1.4 to 8.2; p<0.01) or two (OR 3.0; 95% CI 1.1 to 7.8;
p<0.01) severe joint injuries [17].

A 12-month prospective cohort study of male European
footballers reported a 14.1% incidence of adverse alcohol
use, which displayed non-significant associations with
recent adverse life events, conflict with trainer/coach and
career dissatisfaction [18].

The Australian study reported alcohol misuse (requiring
a lower AUDIT-C score of �4) in 50.7% (95% CI 42.7 to
58.6) of active male players, 43.8% (95% CI 35.6 to 52.4)
of active female players and 68.8% (95% CI 60.2 to 79.0)
of retired male players [23]. The authors did, however,
advise caution when comparing these high rates to those
reported in other studies,manyofwhich assessed for harm-
ful use of alcohol using the higher (�5) AUDIT-C score, but
the authors maintained that the rates indicated footballers’
need for alcohol education. It is noted that an earlier Aus-
tralian study had observed evenhigher rates of alcoholmis-
use (AUDIT-C score of �4) among elite rugby league
players, during both preseason (68.6%) and in-season
(62.8%) [56].

Male formerScottish professional footballerswerehospi-
talised for treatment of aprimaryalcohol disorder at a lower
rate than their matched population controls (HR0.62; 95%
CI 0.51 to 0.76) [24].

Substance misuse

Substance misuse was examined in only one publication,
the Australian cross-sectional study of 281male and female
current players and 81male former players [23]. TheCAGE
Adapted to Include Drugs (CAGE-AID) Questionnaire [57]
was used, with a score of �2 (from a maximum possible
score of 4) deemed indicative of the presence of substance
misuse. The questionnaire did not collect details of the
specific substances being misused. Prevalence rates were
reported as 2.0% (95% CI 0.4 to 6.1) among current male

players, 1.5% (95% CI 0.1 to 5.8) among current female
players and 10.0% (95% CI 6.1 to 19.9) among male ex-
players. The prevalence of substance misuse was signifi-
cantly lower in the group of activemale players than in their
retired counterparts (w2=7.189; df=1; p<0.01).

Gambling

The Australian study was also the sole publication to exam-
ine footballers’ gambling behaviours [23]. The NORC
(National Organisation for Research, University of Chi-
cago) Diagnostic Screen for Gambling Problems [58] was
used to identify problem gambling, with a reported preva-
lence of 23.6%(95%CI 17.5 to 31.1) inmale current players,
2.3% (95% CI 0.5 to 6.9) in female current players and
32.5% (95%CI 23.0 to 42.2) in male former players. Injury
in the previous six months was associated with problem
gambling (OR 2.28; 95%CI 1.03 to 5.02) among the active
maleplayers. Further studies of footballers inother jurisdic-
tions are required todetermine if the levels of problemgam-
bling among footballers in Australia are elevated by the fact
that thecountryhas for sometimebeen the largest spending
nation per capita on gambling products [59].

Discussion

In summary, among active footballers, female players
reported symptoms of common mental disorders more
frequently than males, while retired footballers reported
symptoms more frequently than current players. The com-
bined depression/anxiety data yielded via the GHQ-12
suggest a higher burden among footballers than previously
seen in general populations and among other athletes, but
caution is required when attempting to compare studies
using different screening measures. Major life events, low
social support, career dissatisfaction and severe injuries
were associated with depression/anxiety among current
footballers, with life events also demonstrating an associa-
tion among retired players.

Within the studies that examined depression individu-
ally, prevalence rates among current players were largely
in keeping with the reported general population norms.
Factors including lower age, lower total number of appear-
ances and current injury demonstrated associations with
low mood.

The results for anxiety varied, with one study [19] show-
ing significantly reduced GAD-7 scores compared to the
general population (with the difference wholly accounted
for by the study’s male players), another describing a fre-
quency of anxiety symptoms consistent with the general
female population [21] and another reporting slightly
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increased GAD-7 scores among male and female foot-
ballers [23]. Interestingly, one study described a correlation
between premenstrual syndrome (PMS) and anxiety levels
in female footballers, highlighting the need to understand
female hormonal health and its potential impact on athlete
mental health and performance [25].

Although prevalence rates were not routinely compared
to general populations or other athlete groups, footballers
reportedhigh levels ofdistress, disorderedeating, and sleep
disturbance. The screening tool most commonly used to
investigate disordered eating was particularly brief and
future studies of this area would benefit from the imple-
mentation of more comprehensive questionnaires, such as
the Eating Attitudes Test (EAT-26) [60]. The rates of both
adverse alcohol use and substance misuse reported were
perhaps higher than expected given the importance of peak
athletic fitness in the modern game, the frequency of drug
testing and the lengthy suspensions typically associated
with positive test results.

Two studies reported associations between footballers’
playingpositionsandsymptomsofeitherdepressionoranx-
iety. Increased CES-D scores were observed in attackers in
one study [19] and in both goalkeepers and attackers in
another [20], while both defenders and attackers demon-
strated increased GAD-7 scores in the first study [19]. It
was suggested that the results could be explained by the
additional pressure experienced by players more likely to
be the focus of public and coach scrutiny [20]. Goalkeepers
and forwards typically fall into this category, due to a gen-
eral perception that their performances are more likely to
decisively influence games. It was therefore intriguing to
note that midfielders, often the furthest removed from the
expectation to score or prevent goals, were the only main
playing position not to demonstrate an association with
increased mental health symptoms, indeed they reported
the lowest depression scores in one study [19].

Disappointingly, footballers described a lack of availabil-
ity of psychotherapeutic support, particularly during their
playing careers. In one study, nearly40%of playerswanted
or needed psychotherapeutic support during their careers,
with only a quarter of those (10% of all players) receiving
it [20]. In retirement, 24%ofplayerswantedor needed psy-
chological support, with almost 90% of those (20% of all
players) successfully obtaining it. In another study, only a
third of 45 players (15.7% of all players) who currently
wanted or needed psychotherapeutic support received it
[21]. The figures compare poorly to those reported in a
recent study of elite athletes in Australia, where 62.7% of
active female athletes attended a psychologist and 5.9% a
psychiatrist [61]. With only 10% of those footballers need-
ing psychological support successfully receiving this while
still playing (compared to 90% of those post-retirement),
one must consider the possibility that stigma within the

footballing environment may have prevented players
actively seeking help during their careers [20]. Another
potential explanation may be that, within football teams,
the roles of psychiatrists and psychologists are perceived
as less important than in other sports.

Reviews of previous studies of athlete groups have iden-
tified key transition points, chiefly injury and retirement, as
vulnerable periods for the development of psychological
morbidity [61,62]. The observation of increaseddepressive
symptoms among the second highest and second lowest
ranked groups of players [20], female second league [21]
and male U-21 players [19], is reflective of this, with these
players acutely pursuingpromotion toahigher level of com-
petition (or battling relegation to the converse). The studies
reviewed suggest that injury may be associated with an
increased risk of footballers reporting depression and anxi-
ety symptoms, but the data is somewhat equivocal, with
some studies failing to show any correlation. A number of
studies did, however, demonstrate associations between
injury and distress, disordered eating, sleep, alcohol and
gambling. Retired footballers reported higher prevalence
rates than their active counterparts for all the common
mental disorders studied. Future research should therefore
aim to determine how best to deliver educational sessions
and preventive strategies to footballers approaching the
end of their careers [23].

Strengths and limitations

The review’smain strength is that it is the first reviewarticle
to comprehensively examine the prevalence of (and poten-
tial risk factors for) common mental disorders among pro-
fessional footballers while simultaneously critically
analysing the included studies. A thorough literature search
was conducted and the inclusion and exclusion criteria
were independently applied by all authors in order to min-
imise selection bias. It is, however, possible that some stud-
ies may have evaded inclusion due to the non-systematic
nature of the literature search, particularly the manual
searching of reference lists. With relation to the study data
reviewed, the universal use of self-report questionnaires
risked the effect of responder bias on any findings. The
majority of studies were cross-sectional and therefore
unable to demonstrate causality for any observed associa-
tions. The self-report questionnaires provided data relating
only to thepresenceofmentalhealthsymptoms, rather than
clinical diagnoses of psychiatric illnesses or disorders. The
useofdifferent screening toolsmakes it difficult to compare
findings between many of the studies, while the distinct
ethnography of some study populations casts some doubt
on the generalisability of findings to the wider population
of professional footballers as awhole. TheGHQ-12’s inabil-
ity to discriminate between depression and anxiety has
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already been noted, while several of the screening tools
usedwerenotvalidated for theparticular studypopulations,
for example the use of translated (non-English) versions of
the eating disorder screening questions [15] and the use of
the BEDA-Q among male players [23]. Although the litera-
ture search includedschizophrenia, bipolardisorder, obses-
sive-compulsive disorder and personality disorders,
unfortunately none of these were examined in the publica-
tions identified for review.

Conclusion

All the studies identified for review were published within
the past decade, illustrating that the mental health of pro-
fessional footballers has only recently become the focus of
academic research. Further longitudinal epidemiological
studies are undoubtedly required in order to more accu-
rately determine the prevalence of common mental disor-
ders within the professional footballer population and to
identify the disorders’ potential predictors. Ideally, studies
would employ diagnostic clinical interviews, but these may
prove impractical in terms of their logistical scheduling and
the time required for assessments, while potential partici-
pants may also fear a loss of privacy compared to the com-
pletion of anonymous questionnaires. Future studies might
consider examining the effect of the time of year during
which data is collected, with the suggestion that the close
season may be a particularly stressful period within which
players may find themselves out of contract and without a
club to employ them [16]. Researchers may also wish to
explore footballers in countries that have thus far been
under-represented, most notably England and the rest of
theUK. In keepingwith other sports, there remains a dearth
of information relating to psychotropic prescribing in pro-
fessional football and a thorough examination of this would
be of great value to sports physicians and psychiatrists.

In line with examinations of other elite athletes, which
identified stigma and a lack of information aboutmental ill-
ness as barriers to help-seeking [63], several studies indi-
cated the need for raised awareness of common mental
disorders among both footballers and their coaches. It is
suggested that players experiencing stressors such as life
events, injury or surgery should be closely monitored, in
the expectation that these may predict the subsequent
development of psychological morbidity [14, 15, 16]. The
recent development of the International Olympic Commit-
tee’s Sport Mental Health Assessment Tool 1 (SMHAT-1)
[64]mayprovidewithin elite sport a timely uniformscreen-
ing tool to enable the early detection ofmental health symp-
toms and, where required, referral to specialist services. As
recognised in several studies, it is vital that psychological

therapy and psychiatric treatment are readily accessible
when it is identified that these are indicated.
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Case report

Role of suboptimal psychiatric
evaluation in the development of
first episode psychosis in an athlete
A case report
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Introduction

In sports, the role of a sports psychiatrist is underestimated,
their functionswith thatof sportspsychologistsareessential
and synergistic to the welfare of athletes. However, to date,
it appears to have remained uneasy as there has been vice
versa condescending tolerance and patronizing among
bothspecialties [1].Considering that thesportspsychologist
utilizes the psychosocial angle to cater to athletes [2], the
sports psychiatrists are equally important as they use the
biological mechanisms to cater to athletes [3, 4]. So far,
most sports teams accommodate only sports psychologists
[5], but not sports psychiatrists whose roles are very differ-
ent within the group. Sports psychologists who are more
predominant in most professional team setups, could be
assumed not to be helpful in accommodating and motivat-
ing the essential role of sports psychiatrists in the healthy
balance of athletes [1, 6]. Thus, they cater to the psycholog-
ical andpsychiatricneedsofathletes,whichposes the riskof
suboptimal therapeutic management for psychiatric disor-
ders. This suboptimal psychiatric treatment stems from
mismanagements andmisdiagnosis of athletes [7,8],which
ultimately leads to furtherdecompensation intomuchacute
organic mental disorder and likely loss of career among
potential elite athletes [9].

Based on the evidence in literature, the effectiveness of
psychological treatments on psychotic disorders has been
explored in controlled trials over the last 15 years, which
led to the conclusion that they are an important adjunct to
antipsychotic medication [10]. However, these studies
had mainly been carried out on individuals with chronic

treatment-resistant psychosis, where participants had
already been stabilized on antipsychotic medication [11,
12].Thus, there remains little literatureonpatientswith first
episode of psychosis. Similarly, there is a gap in sports
psychiatry literature on the sequential impact of poor or
suboptimal psychological evaluation and assessment based
on a team’s psychologist or sole expertise of non-sports
psychiatrists among professional and collegiate athletes
globally. Hence, we present a case of a young male athlete
whose suboptimal evaluation of initial psychiatric symp-
toms led to subsequent substance use disorder and comor-
bid first psychotic break and depressed mood.

Case report

A 24-year-old African Americanmale, single, unemployed,
college graduate with unclear past psychiatric history and
cannabis use disorder, was escorted by his outpatient
psychiatrist to the psychiatric emergency department for
evaluation.Per report, thepatient presented forhismonthly
psychiatry outpatient appointment but was observed to be
acutely psychotic as he exhibited disorganized behavior in
the form of paranoid delusions and endorsed auditory
hallucinations.

Per collateral and patient report, his symptoms started
four years ago in college where he won a scholarship after
playing basketball in a community college for a year. The
patient sufferedagroin injurybutplayed through theseason
without seekingmedical attention as he was a “key” player
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in his team. Following chronic aggravation of the injury
which sidelined him from playing basketball, he reported
feeling “depressed” which he described as low mood, lack
of concentration, and low motivation. Subsequently, he
developed auditory hallucinations which he described as
hearing voices of multiple people simultaneously. He
reported seeking treatment from the school’s sports
psychologist and his primary care physician, which gave
partial therapeutic effect at the time, however, his contin-
ued absence from the basketball court led to a cascade of
worsening of depressive symptoms, social withdrawal,
compensatory cannabis use, increased severity of auditory
hallucination, and suicidal ideations but without specific
plansor intent to act. After the semester, he reported feeling
isolated because he could not travel back home to visit his
family due to lack of financial support. Consequently, he
stopped eating and started using other illicit substances,
one of which he thinks was “intravenous heroin”. Eventu-
ally, he was able to return home to his family. While at
home, he was repeatedly psychiatrically cleared after three
mental health screening consultation visitswithhis primary
care provider within two years. However, six months after
the last screen,he reportedsleeplessness, increasedenergy,
grandiose delusions evidenced by thinking he had unique
and magical powers, thoughts of superiority and auditory
hallucinations, which led to his first inpatient psychiatric
admission that lasted twelve days. During this admission,
he was prescribed valproate and olanzapine. However,
valproate was discontinued due to benign neutropenia,
and it was substituted for risperidone. After discharge, he
was not adherent to his medications due to fainting spells
which he described as allergies. Subsequently, his primary
care provider referred him to an outpatient psychiatrist
who instituted aripiprazole and discontinued risperidone
and olanzapine. He maintained adherence to aripiprazole
until his second and current inpatient hospitalization.

On presentation in the psychiatric emergency unit, the
patient seemed to be responding to internal stimuli as he
appeared to be interacting with himself. Paranoia was also
elicited as evidenced by how he gazed at people suspi-
ciously. He repeatedly interrogated the treatment team,
asking what they wanted from him and if they worked for
the government or were sent by them. He refused search
protocol, began pacing the unit and demanded discharge.
Upon further questioning, he refused to answer any ques-
tions and grew increasingly agitated and aggressive. He
was irritable, uncooperative andnot compliantwith theunit
limit setting.He could not be verbally redirected. To ensure
safety, he was given intramuscular Haloperidol 5 mg once
and Diazepam 2 mg once for agitation after declining oral
regimen and was then admitted. Laboratory investigations
on presentation were all unremarkable and within normal
limit, except for urine toxicology screen which was positive

for cannabinoids. His echocardiogram, chest radiograph,
computed tomography of the head and SARS-COV2-19
serology all returned negative findings.

The inpatient psychiatry team continued his outpatient
aripiprazole daily for psychosis, but up titrated during his
admission to ensure therapeutic effect. The patient’s pre-
senting features resolved following treatment regimen
andhewasdischargedback to thecommunity.Heappeared
motivated to continue with his mental health care as an
outpatient.

Discussion

Sports psychiatry remains an emerging specialty both for
the public and the sports audience [13]. Despite the docu-
mented evidence of the benefits of an integrated approach
in the management of several health problems and mental
health disorders, the role and services of a sports psychia-
trist remains low in the mental health balance of athletes
[14]. This was evident in our patient based on the presented
case report. Following initial psychiatric decompensation, a
sports psychiatrist who possesses the background knowl-
edge of sports-specific stressors and pharmacotherapy
specific for athletes could have promptly identified, evalu-
ated, diagnosed, and treated the presenting complaint.
Instead, the patient consulted a psychologist for an obvious
mental health illness. Our patient had symptoms of sports
injury-related mood and psychotic disorder which could
have been resolved through an adequately integrated
approach of care frompsychosocial and biologicalmanage-
ment modalities. Additionally, not recognizing the prodro-
mal symptoms of psychosis in our patient following
consultation from non-sports specialized psychologists
and psychiatrists further enhances the significance of a
sports psychiatrist. Anopportunity to provide psychoeduca-
tion to the patient andmonitor the patient for possible pro-
gression to a psychotic disorder was missed. This supports
the importance of the role of sports psychiatrists in the
management of athletes. Despite this evidence, there
remains a lack in the literature.

Following this dearth, we reviewed the literature on the
EMBASE, PSYCHINFO, SPORTDiscus, and PubMed data-
bases regarding the integrated management approach of
both the sports psychologist and psychiatrist. Additionally,
we searched the database for evidence of sub-optimal
clinical assessment of athletes, which resulted to further
mental health decompensation. The search results suggest
a gap in the literatureon these topics aswe foundno studies.
Rather, evidence from the literature shows that psycholog-
ical evaluations and treatment management assists the
athletes to live a balanced healthy life and depict the roles
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and importance of sports psychology. There remains a lack
of biological treatments by sports psychiatrists for most
sports-related mental health problems in the literature
[15]. Our case portrays and bolsters the relevance of sports
psychiatry as an essential field.

Conclusion

Sports psychiatrists perspectives on commonmental health
disorders management are lacking in literature and still
needs more research. For the case presented here, we
achieved an insight into the importance of the professional
evaluations of a sports psychiatrist. Hence, an assessment
from a sports psychiatrist may have stopped the spiral
decline in our patient’s mental health. Currently, the role
of sports psychiatrist is suboptimal or non-existent in both
amateur and professional sports. We recommend a more
inclusive approach by sports outfits and establishments
towards themental healthwelfare of their staff by acquiring
the services of sports psychiatrists. Finally, national sports
bodies should consider requiring more team sports to have
adesignatedor anon-staff sports psychiatristwhocaters for
the team.
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Session 1: Sports Psychiatry at the
Olympic and Paralympic Games

A1
Integration of sports psychiatry services
with team Canada at the Tokyo Olympics

Carla Edwards

Department of Psychiatry & Behavioural Neurosciences,
McMaster University, Hamilton, Canada
Correspondence to Carla Edwards;
edwardcd@mcmaster.ca

Mental Health services for the Team Canada core Health
Services Team at the Olympic and Paralympic Games have
historically been organized and provided exclusively by
Psychologists and Mental Performance Consultants, with
a psychiatrist available at home for crisis calls when neces-
sary. Following the 2016 Rio Olympic Games, Swimming
Canada recognized the importance of having specialized
mental health care available for its athletes and funded a
position for a “High Performance Mental Health Advisor,”
to be filled by a Sports Psychiatrist. This role filled a gap in
the Integrated Support Team (IST), bridging the expertise
of sports medicine, mental health, and performance, and
assisted theprogram indevelopinga system inwhicha stan-
dard of mental health screening, support, and treatment
could be delivered.

Existing quotas for professional categories at Major
Games, as well as current funding and service models, cre-
ate challenges to find a space for Sports Psychiatry to exist.
Most “core medical” spaces are allotted to primary care
Sports Medicine Physicians, Orthopedic Surgeons, Plastic
Surgeons and othermedical specialists, and “mental health
and performance” spaces are allotted for psychologists and
Mental Performance Consultants.

Sports Psychiatry was present with Team Canada at the
Tokyo Games because the role was prioritized by the
National Sport Organization (Swimming Canada). In
advance of the Games, regular collaboration occurred with
the network of Mental Performance Consultants who

supported the various other National Team squads who
competedat theGames. Specifically forSwimmingCanada,
a series of educational sessions occurred with athletes and
staff around resilience, mental health and wellbeing, and
navigating through travel and competition with the multi-
tude of Covid-19 protocols. Appropriate planning for ath-
letes’ psychopharmacological needs and documentation
was coordinated with the Sports Medicine team. At the
Games, Sports Psychiatry services were made available to
any other team, staff, or individual with Team Canada
who needed it on site. Specifically for Team Canada Swim-
mers and staff, regular education, mental preparation, life-
stylemanagement, general coping and resilience strategies
were shared, and individual treatment was provided to ath-
letes via psychotherapy and medication management as
necessary. Additional support was provided in an advisory
role to the High Performance management team, and Safe
Sport mechanisms were enforced.

Conclusions
(i) On site Sports Psychiatry services were essential for

the management of day to day elements that had
the potential to negatively impact athlete mental
health and performance.

(ii) Regular collaboration with the Integrated Support
Team and coaching staff is essential for optimal ath-
lete support.

(iii) Sports Psychiatry provides an important bridge
between medicine, mental health, performance, and
sports science.

(iv) On site Sports Psychiatry can effectively provide rapid
and safe assessment of mental health challenges in
elite athletes without compromising performance.

(v) Current funding and service models do not include
Sports Psychiatry in core team health services, and
most National Sport Organizations do not prioritize
Sports Psychiatry for travel to international competi-
tions or Major Games.

(vi) With increasing attention and awareness of athlete
mental health, a Sports Psychiatrist can be a valuable
member of the Integrated Support Team and can pro-
vide essential support to athletes and staff at a Major
Games event.

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):73–77
the license CC BY-ND 4.0 (https://creativecommons.org/licenses/by-nd/4.0) https://doi.org/10.1024/2674-0052/a000015
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A2
Development and implementation of mental
health programming and services for the
United States Olympic and Paralympic
Committee and the Tokyo Games

Todd Stull

Department of Psychiatry and Neuroscience,
School of Medicine, University of California Riverside,
Riverside, CA, USA
Correspondence to Todd Stull; todd.stull@ucr.edu

Mental health is an essential component in the life of elite
athletes. As a result, the United States Olympic and Para-
lympic Committee (USOPC) decided to hireMental Health
Officers (MHOs) to provide mental health services and
develop a mental health program beginning in 2019. Col-
laboration with sports medicine at the USOPC was a part
of the process. In the early phases of development, an inter-
nal andexternalmentalhealth task forcewas formed topro-
vide guidance. As a result, a Mental Health Strategic Plan
for the USOPC was developed. The MHOs, Sports Medi-
cine, and the task force hired a Director of Mental Health
and three Assistant Directors of Mental Health prior to
the 2021 Tokyo Games. Their role was to provide mental
health services to Team USA athletes while helping to
expand services.

The work of the external task force included training,
drafting, and approving an emergency action plan, imple-
menting telehealth services, and advocating for mental
health services. The internal task force worked on imple-
menting and training the emergency action plan, develop-
ing a plan for elite athlete health insurance, creating a
mental health assistance fund, building a registry ofmental
health providers in the US, and mental health services for
transition out of sports. In addition, the internal group
crafted a plan to educate coaches on mental health.

The IOC Sports Mental Health Assessment Tool
(SMHAT) was used to screen athletes before going to
Tokyo, and data started to be collected. While in Tokyo,
the MHOs provided crisis management and mental health
and substance use treatment to the entire US delegation.
In addition, each morning, the MHOs were involved in a
sports medicine meeting to discuss medical and mental
health issues. Evaluation and treatment included anymem-
bers who were in quarantine from SARS-CoV-2.

A3
Sports psychiatry service for the Tokyo
Olympics and Paralympics, 2020: Australian
perspectives

Ranjit Menon1*, AdamMartin2

1Mentalogue – Sports & Exercise Psychiatry Clinic,
Hawthorn, Australia
2The Stadium Sports Medicine Clinic, Sydney, Australia
*Correspondence to Ranjit Menon;
mentalogueclinic@gmail.com

These events held in September 2021 were delayed from
their original date in 2020 due to the outbreak of the Covid
19 pandemic. The significant disruption to the schedule
meant significant difficulties including psychological dis-
tress and the risk of developing a psychiatric disorder by
athletes as well as the support members who accompanied
the athletes.

The Australian contingent at the Olympic Games were
supported for the first time by creating a new on call sports
psychiatry position which was shared between 2 sports psy-
chiatrists. This was funded by the Australian Institute of
Sport. The 2 sports psychiatrists were rostered week on
week off due to the long period of availability. The sports
medicine doctors and the psychologists who accompanied
the contingent performed the screening tools and identified
those requiring clinical intervention. Those athletes with
pre-existing disorders were identified for targeted preven-
tion. The structure of clinical inputwas broadly divided into
4 categories: 1. Pre event; 2. During the event; 3. Post event
quarantine; 4. Reintegration into usual routine.

Detailed planning was conducted prior to the event to
ensure adequate supply of prescribed medicines, psycho-
education to athletes around the biosecurity measures,
completion of requisite documentation and permits, estab-
lishment of referral pathways for quick access to specialised
input and risk mitigation measures.

Outcomes
(i) The integration of sports psychiatry intomajor sporting

events is vital to ensure appropriate mental health care
to athletes and support staff.

(ii) A multidisciplinary approach is ideal and necessary to
ensure best outcomes.

(iii) The availability of specialist sports psychiatrists was
well accepted and appreciated by other clinicians and
reduced stigma. It provided support and instilled confi-
dence in athletes and supporting clinicians.

(iv) The individual health information of the athletes was
treated with strict privacy and confidentiality and

Sports Psychiatry. 2022;1(2):73–77 �2022 The Author(s) Distributed as a Hogrefe OpenMind article under
the license CC BY-ND 4.0 (https://creativecommons.org/licenses/by-nd/4.0)
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informed consent was always considered and taken
prior to referral and clinical input.

Themodel thatwas developed is expected to be put in place
for future events to ensure effective and safe clinical care of
athletes.

Session 2: Short presentations

A4
Acupuncture role in sport psychiatry:
Improving mental health, performance and
resilience in elite sport by acupuncture

Agata Zborowska

Medicine, Uppsala University, Uppsala, Sweden
Correspondence to Agata Zborowska;
agata.malgorzata.zborowska@gmail.com

Introduction
Metabolism shifts and homeostasis in elite athletes elevate
the risk of mental health conditions, while pain, discipline
and injuries may negatively impact resilience in coaching
and achievements. Current studies, next to general efficacy
of acupuncture in mental health improvement, present a

positive impact on anxiety level, oxygen management,
heart rate, blood lactic acid ratio control and reduction of
inflammatory processes, all contributing to the successful
resilience process.

Material and methods
There was database search performed in Medline (82
results), Ovid (0 results) and NCBI (30 results), and identi-
fied and qualified papers cited referenced with Web of
Science (3 qualified) in period 09.2021–11.2021 using key-
words (attachment: sport, athlete, acupuncture, resilience)
and qualified byCochraneCollaboration’s risk-of-bias tool.

Results
There were in total nine papers identified. One of them is
awaiting further data collection from the authors and three
had been rejected, two due to language exclusion criteria
and second due to high bias risk score. Three of the papers
are of low bias risk, and two moderate.

Discussion
There is a limited amount of data in direct vicinity to sport
psychiatry accessible in available literature. The experi-
ment’s designs require quality improvement and variability
with comparison currently used by psychiatrists and psy-
chologists clinical methods in the perspective of ran-
domised controlled trials. The cohorts are small and the
variety of sports is poor, without ability to formulate sport-
specific conclusions and applied methods. All qualified
papers report promisingoutcomesandobjectively evidence

Figure 1. Methods of selection.

�2022 The Author(s) Distributed as a Hogrefe OpenMind article under Sports Psychiatry. 2022;1(2):73–77
the license CC BY-ND 4.0 (https://creativecommons.org/licenses/by-nd/4.0)
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that acupuncture may be a candidate to instantaneously
improve resilience and performance, but awaits its
enshrined position in sport psychiatry and scrutiny of the
longitudinal effect of that treatment. Two resources utilised
auricular acupuncture, one body acupuncture and one
includedmixed approach. In all intervention, the treatment
duration time was 30min. In four included cases acupunc-
ture needles were used and in one magnetic patches were
applied. The most common points of insertion in the body
are (stomach) ST36, (pericardium) PC6, (heart) HT7 and
in the Auricular Acupuncture: Shen Men and Relaxation.
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A5
A survey of the mental health of UK Olympic
and Paralympic sport athletes

Amit D. Mistry

Nightingale Hospital, London, United Kingdom
Correspondence to Amit D. Mistry; doctor@wellathletic.com

Introduction
The prevalence of mental health symptoms and disorders
within elite athletes is an increasing concern, as indicated
by a growing scientific literature and high-profile media
reports [1,2]. Limited studies have compared the mental
health of both Olympic and Paralympic athletes [3].

Material and methods
A cross-sectional study between October 2018 and June
2019was performed on 394 athletes from 29British Olym-
pic & Paralympic, summer and winter sports to explore the
prevalence and predictors of psychological distress and
wellbeing. This included the use of validated screening
tools such as the Kessler Psychological Distress Scale
(K10) and theWorldHealthOrganisationWell-Being Index
(WHO-5).

Results
High or very high levels of psychological distress were
reported in 23.7%of athletes and 18.8% reported poor sub-
jective well-being. Psychological distress and poor wellbe-
ing were associated with female gender (OR 2.03,
distress; OR 2.00), being injured or ill (OR 1.87; OR 1.93)
and retirement planning (OR 4.74, OR 8.10). Paralympic
athletes demonstrated greater levels of psychological dis-
tress than Olympic athletes (p=0.040). Also, winter sport
athletes possessed higher levels of psychological distress
than those competing in summer sports (p=0.044).

Psychological distress mean scores (17.9, SD 6.5) were
higher than comparable population norms where as well-
being scores were similar to UK age-matched popula-
tion norms. Of note, 10% (34) of athletes with mental ill
health still reported high wellbeing levels and 5% (18)
with no reportedmental ill health possessed lowwellbeing.

Discussion
Our results identified higher mean psychological distress
within athletes, with certain cohorts reporting higher dis-
tress levels. Reports of nomental ill health did not automat-
ically equate to high wellbeing levels, reiterating that
athletes must have access to robust mental health support
plans that not only screen but can provide clinical support
for those experiencing high psychological distress and poor
mental wellbeing
.
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A6
Mental disorders in South African club rugby

James W. Burger1*, Lena S. Andersen2, John A. Joska1

1HIV Mental Health Research Unit, Division of Neuropsy-
chiatry, Department of Psychiatry and Mental Health,
University of Cape Town, Cape Town, South Africa
2Global Health Section, Department of Public Health,
University of Copenhagen, Copenhagen, Denmark
*Correspondence to James W. Burger;
drjameswburger@gmail.com

Introduction
Elite athletes have similar prevalence rates ofmental disor-
ders to the general population [1,2], although these studies
have generally used self-report tools to estimate the preva-
lence of mood and anxiety disorders. The majority of these
studies utilised self-report measures, rather than clinician-
administered tools [1,3]. Less is known about non-elite and
sub-elite athletes, with little data from low- and middle-
income countries (LMIC) [3]. Research is needed to
describe the prevalence of mental disorders for South Afri-
can club rugby using clinician-administered tools.

Material and methods
We conducted a preliminary cross-sectional, observational
study at two clubs in theWestern Province Super League A
in Cape Town, South Africa. Male rugby union players
(n=71) completed preseason mental health screenings, 68
of whom were interviewed using the Mini International
Neuropsychiatric Interview (MINI) 7.0.2. Players also com-
pleted the Sport Concussion Assessment Tool 5–Symptom
Evaluation, Athlete Psychological Strain Questionnaire,
Baron Depression Screener for Athletes, Generalised Anx-
iety Disorder-7, and Center for Epidemiologic Studies–
Depression scale.

Results
MINI-defined disorders were identified in 33.8% (23/68;
95%CI 22.79 to 46.17%), with a current disorder identified
in 10.29% (7/68; 95%CI 4.24% to 20.07%). Only 4.3% (3/
70) of the sample reported being diagnosed with a mental
disorder previously. A quarter of the sample met criteria
for major depressive disorder (17/68), with 2.94% (2/68)
having a current episode. Bipolar disorder was identified
in 1.47% (1/68). Generalised anxiety disorder was themost
common current disorder (8.82%; 6/68).

Discussion
These results add to the limited prevalence data on mental
disorders in South African rugby using clinician-adminis-

tered tools. Depressive and anxiety disorders were found
to be common, supporting previous studies thatmental dis-
orders are at least as common in athletes [1,2]. Current anx-
iety symptomsmay be particularly high during the COVID-
19 pandemic, via both the environmental implications and
direct viral effects [4]. Club players may also have their
own particular stressors, as over 40% of this sample was
students, and 17% were employed part-time or unem-
ployed. The treatment gap that was demonstrated suggests
that implementingmental health screeningwould be bene-
ficial in SouthAfricanclub rugby, supporting thedrive for its
inclusion in pre-season screenings [5,6].
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Perspectives

Interpersonal violence against
athletes
What we know, what we need to know, and what
we should do

Ralph E. Schmidt1,2, Andres Ricardo Schneeberger2,3, and Malte Christian Claussen2,4,5

1 Department of Psychology, University of Geneva, Geneva, Switzerland
2 Department of Psychiatry, Psychotherapy, and Psychosomatics, Psychiatric University Hospital Zurich,

University of Zurich, Switzerland
3 Department of Psychiatry, University of California, San Diego, CA, USA
4 Adult Psychiatry, Psychiatric Services Grisons, Chur, Switzerland
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Abstract: The mediatization of several high-profile cases of sexual abuse in sports has sensitized a larger public for the problem of
interpersonal violence against athletes. This article provides an overview of what is already known on the prevalence of different forms of
interpersonal violence in sports, associated personal, organizational and cultural risk factors, and the psychopathological consequences
of interpersonal violence. Throughout the article, areas where more research is needed are highlighted. It is concluded that evidence-based
psychiatric and psychotherapeutic prevention, intervention and care programs that are tailored to the specific needs of athletes are needed to
safeguard mental health in sports.
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Introduction

High-profile cases of sexual abuse in sports, for instance in
US gymnastics, have recently attracted considerable public
attention. Although the mediatization also sparked
research activities across several countries, reliable data
on the prevalence of sexual abuse in sports (especially
amongelite athletes) are still scarce [1].Moreover, research
has so farmainly focused on sexual abuse (for a review, see
[2]) and partly neglected other forms of interpersonal
violence, such as physical and emotional abuse, that may
also entail serious sequelae for athlete health [1].

Against this backdrop, the International Olympic
Committee [3] and several groups of scientists (e.g. [4])
launched a call for international prevalence studies that
are a key requisite for the development of prevention and
intervention programs. In this article, we review what is
already known on (a) the prevalence of different forms of
interpersonal violence in sports, (b) personal, organiza-
tional and cultural risk factors for interpersonal vio-
lence, and (c) the psychopathological consequences of
interpersonal violence. In conclusion, we outline “what

we should do”: We describe psychiatric and psychothera-
peutic prevention, intervention, and care programs that
are urgently needed. Throughout this perspectives article,
we also highlight “what we still need to know”, that is:
Where more research is needed because prevention and
intervention programs can only be efficacious if they are
targeted and tailored to the specific conditions of interper-
sonal violence in sports.

Prevalence of athlete abuse

Early investigations into the prevalence of interpersonal
violence in sports mainly focused on sexual abuse of female
athletes bymale coaches [1]. Due to differences inmethod-
ology (e.g., age groups; incidence or life-time prevalence;
definitions of sexual violence; response rates), estimates
of sexual violence and abuse varied widely between 2 and
50% [5]. In line with research into adverse childhood
experiences (ACEs) outside of sports (e.g., [6]), other forms
of interpersonal violence against athletes have more
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recently been taken into account, namely physical abuse,
psychological abuse, and neglect [4].

Physical abuse supposes physical contact with an athlete
in the context of sports and comprises behaviors such as
shaking, pushing, punching, hitting, choking, strangling,
burning or stabbing an athlete [4]. Psychological abuse
includes behaviors such as insulting, humiliating, ridicul-
ing, rejecting, excluding, isolating, threatening to leave an
athleteor threatening tohurt someoneor somethinghe/she
likes [4]. Neglect may concern physical or psychological
needs and is of particular importance for child athletes
because coaches and other sports staff members often ful-
fill parental functions when taking care of them, especially
during outdoor training or tournaments and competitions
abroad [4, 7]. Physical neglect refers to a failure to supervise
an athlete leading to physical problems or injuries, medical
neglect refers to a failure to provide an athlete with neces-
sary medical care, emotional neglect refers to a failure to
supervise an athlete, thereby increasing the risk of physical,
sexual or psychological violence, and educational neglect
refers to a failure toadequately support the school orprofes-
sional career of the athlete [4].

Three quantitative studies involving large samples have
as yet investigated theprevalenceofpsychological, physical
and sexual violence against athletes committed by peer
athletes, coaches or other staff members. In a study con-
ducted in the UK, more than 6,000 young athletes were
surveyedabout their experiences in organized sports before
the age of 16 [8].No fewer than 75%of the athletes reported
incidents of emotional abuse, 24% physical abuse, 29%
sexual harassment, and 3% sexual harm. In a study con-
ducted in Belgium and the Netherlands, more than 4,000
adults were surveyed about their experiences in youth
sports [9]. Results indicated that 44% of the adults had
experienced at least one form of abuse, with 38% reporting
incidents of psychological violence, 11% physical violence,
and 14%sexual violence. In amore recent study conducted
in the Netherlands, Belgium (Flanders), and Germany,
1,665 elite athletes were surveyed about their experiences
in organized sports [1]. Results revealed a lifetime preva-
lence of 71.9% for psychological abuse, 24.8% for physical
abuse, and 30.6%for sexual abuse. 13%of the respondents
experienced all three types of interpersonal violence.
As Ohlert and colleagues [1] pointed out, the prevalence
rates for athlete abuse are higher than those found in repre-
sentative population samples, especially the prevalence
rate for psychological violence. In a recent investigation in
Germany, for instance, 20% of the respondents reported
psychological abuse in childhood, 13% physical abuse and
14% sexual abuse [10]. In accord with other studies [9],
the findings of Ohlert and colleagues [1] suggest that the
context of elite sports is particularly conducive to interper-
sonal violence.

Risk factors for interpersonal
violence against athletes

Inaperspectiveoftargetedandtailoredpreventionandinter-
vention, it is important to identify the personal, organiza-
tional-institutional, and cultural factors that heighten the
risk of interpersonal violence in sports. Two complementary
research approaches may be distinguished in this respect:
One that seeks to identify the factors that increase the risk
of being exposed to interpersonal violence (victim-focused
approach), and another one that seeks to identify the factors
that increase the risk of committing interpersonal violence
against athletes (perpetrator-focused approach). In Table 1,
the risk factors of being exposed to interpersonal violence
(victim-focused approach) are summarized.

Within the victim-focused approach, research on personal
risk factors suggests that gender plays a role: Male athletes
seem to be more at risk of experiencing physical violence,
whereas female athletes seem to be more at risk of experi-
encing sexual violence [1, 9]. However, several authors
hypothesized that it might be taboo for male victims to dis-
close sexual violence in strongly gendered settings such as
sports, which might result in underreporting of such inci-
dents [11, 12, 13, 14]. In support of this hypothesis, a survey
of 480 athletes who participated at the World Athletics
under20WorldChampionshipshas recently foundahigher
prevalence of sexual abuse inmen (12%)when compared to
women (7% [15]).

Apart fromgender, belonging toaminority groupalso rep-
resents a personal risk factor for being abused in sports. For
instance, a retrospective survey of 4,043 adults who had
participated in organized sports before the age of 18 found
significantly higher prevalence rates of physical and sexual
violence among respondents who belonged to ethnic
minorities or who were lesbian/gay/bisexual (LGB; 9). In
the same survey, remarkably high prevalence rates for
physical, sexual and also psychological violence were also
found among respondents with physical or mental disabili-
ties (“para athletes”; for a review, see [16]).

Another personal risk factor relates to the level of competi-
tion. In the study of Vertommen and colleagues [9], for
instance, respondents who had competed at an interna-
tional level before the age of 18 reported a significantly
higher prevalence of psychological, physical and sexual
violence as comparedwith thosewhohad engaged in sports
as recreational activity. This finding is in line with previous
studies on emotional and sexual abuse in sports [17, 18, 19].
Given that higher-level athletes spend more time with
coaches and other staff members in training centers and
at competitions far away from home, family and friends, it
has been suggested these contextual factors increase the
risk of being exposed to abusive behavior [2].
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As to organizational-institutional risk factors, the
scientific literature suggests that several aspects of athletes’
environment can play a role: The spatial, organizational and
communicative isolation of certain institutions (e.g., training
centers; [2, 12]); power imbalance, especially between
coaches, other staff members and athletes [3, 20]; the
suspension of common social rules, often legitimized by
the search for peak performance [21, 22]; in a similar vein,
the normalization of abusive behavior [23, 24]; and a wide-
spread culture of silence [25]. A recent review suggests that
thementioned risk factors differentially impact the various
forms of athlete abuse [26]: (i) Organizational tolerance
and conformitywith dominant valueswithing sports enable
psychological, physical and sexual violence; (ii) power
imbalance enables psychological and sexual violence, the
latter being also facilitated by isolation; and (iii) perceived
instrumental effects within a performance-oriented train-
ing culture motivate psychological and physical violence.
An additional organizational-institutional factor that facili-
tates abuse not only in the context of sports is the lack of
easily accessible reporting procedures and the lack of violence-
and trauma-specific training of healthcare professionals that
leads to overlooking and underreporting actual cases of
abuse [27].

Regarding cultural risk factors, preliminary empirical evi-
dence suggests that the larger cultural context in which
sport-related structures and activities are embedded may
play a role in facilitating interpersonal violence against
athletes. For instance, in one of the rare international
studies on the prevalence of abuse in sports, Ohlert and
colleagues [1] found thatGermanathletesweremore at risk
of interpersonal violence than were their Dutch and

Flemish counterparts, except for severe sexual violence.
As theauthorspoint out, these results need tobe interpreted
with caution because methodological differences between
the questionnaire studies (e.g., age of participants; time-
frame of abuse) in the three mentioned cultural regions
may at least in part account for the observed disparities in
prevalence. Nevertheless, cultural differences in the preva-
lence of different forms of interpersonal violencemay exist
in the general population, as has recently been illustratedby
surveys that show higher levels of psychological, physical
and sexual abuse in Germany when compared with the
Netherlands [10, 28]. In further support of this hypothesis,
the earlier mentioned survey of 480 athletes who partici-
pated at the World Athletics under 20 World Champi-
onships found a higher prevalence of physical abuse
among African and Asian respondents as well a higher
prevalence of sexual abuse among Asian respondents [15].
As the authors of this study emphasize, more comparative
international research is clearly warranted to gauge the
impact of socio-economic, cultural and religious factors.
More complete knowledge about these factors may inform
the development prevention and intervention programs
that are specifically tailored to regional habits and norms
(e.g., educational practices in cultures with individualistic
vs. collectivistic value orientation; [15]).

Asmentioned at the beginning of this section, the victim-
focused approach to risk factors for athlete abuse should be
complemented a perpetrator-focused approach. Within the
latter, research seeks to determine who (e.g., coaches,
teammates, staff members) is statistically most prone to
behave in abusive ways against athletes and which factors
increase the risk of such behavior. As Vertommen and

Table 1. Victim-focused approach: Personal, organizational-institutional, and cultural risk factors for interpersonal violence in sports

Personal risk factors Gender
� Male athletes: more at risk of physical violence

� Female athletes: more at risk of sexual violence

Minority groups

� Ethnic minorities

� LGB athletes

� Athletes with physical or mental disabilities (para-athletes)

Level of competition

� International level before age of 18

Organizational-institutional risk factors � Spatial, organizational, and communicative isolation of certain institutions

� Power imbalance, e.g. between coaches, other staff members and athletes

� Suspension of common social rules

� Normalization of abusive behavior

� Culture of silence

� Lack of easily accessible reporting procedures and lack of violence and
trauma-specific training of healthcare professionals

Cultural risk factors � National cultural factors
� Sociological factors

� Religious factors
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colleagues [29] observed, remarkably little research has as
yet been dedicated to perpetrator characteristics in sports
and most early studies focused on sexual abuse of female
athletes committed by male coaches, thereby neglecting
other forms of interpersonal violence. In their pioneering
study, these authors analyzed retrospective accounts of
1,785 adults in Belgium and the Netherlands on the experi-
ence of psychological, physical or sexual violence in sports
before the age of 18. The key findings of this study were
as follows: (i) The majority of respondents who had experi-
enced psychological, physical or sexual violence reported
more than one perpetrator (from 54% in physical violence
to 70%inpsychological violence); (ii) themajority of perpe-
tratorsweremale (from 51%in psychological to 76%in sex-
ual violence), with the exception of psychological violence
directed against female athletes where the most common
perpetrator profile was “several female athletes”; (iii) for
all three types of interpersonal violence, the perpetrators
were mainly peer athletes, a trend that had already been
observed in earlier studies [8, 30, 31]; (iv) for all types of
interpersonal violence, the severity of the reported inci-
dents was rated as higher when more than one perpetrator
was involved; and (v) while sexual violence and abuse was
predominantly committed by “known others” (excluding
coaches and peer athletes) in the sport organization, it
was more severe if a coach was mentioned as perpetrator.

While research has moved beyond the initial focus on
male coaches who sexually abuse female athletes and has
taken into account other perpetrator profiles and forms of
interpersonal violence, additional research is clearly
needed, for example in-depth investigations into personal-
ity traits, offending strategies, and group dynamics [29].
Particular attention should be given to factors that create
and maintain a culture of silence, which seems to be a
central risk factor for sexual violence. As Hartill put it,
“silence assists abusers [. . .] [i]t’s one of the things they
require, they need silence” ([32], p. 32). There are several
obstacles for disclosure of sexual violence, particularly for
children, for example insecurity in the appraisal of what
happened, feelingsof guilt and shame,aswell as fearof con-
sequences for the sports career [2]. Systematic information
of stakeholders (e.g., athletes, parents, coaching staff,
board members) and integration of reporting and coun-
selling structures in athletes’ environment are essential
steps for “smashing the wall of silence” [4, 29]. However,
prevention strategies that aim to encourage disclosure can
only be effective if they can motivate victims of abuse to
speak up. Independently of sports, a systematic review of
recipients of disclosure of childhood sexual abuse has
recently revealed that older children and adolescents
preferentially turn to peers, keeping abuse largely hidden
from adults [33]. If this finding can be replicated among
child and adolescent athletes, prevention efforts should

pay particular attention to reaching out to those whom
athletes trust most.

Psychiatric consequences

The consequences of interpersonal violence in humans can
be devastating and vary in form, expression and severity.
Based on the type of traumatic experience, different reac-
tions can be expected. While traumatic events caused by
humanscarry ahigher riskof entailing psychiatric sequelae,
natural disasters are by comparison less likely to lead to a
psychiatric disorder [34]. In sports, accidents happen and
can lead to psychological disturbances and illnesses [35].
However, emotional, physical, and sexual abuse of athletes
is very likely to have long-lasting and severe consequences
on a physical and emotional level. An abundance of studies
in the general population and in specific psychiatric popula-
tionshaveshownthat traumaticexperiencescan lead toand
increase a variety of somatic illnesses such as diabetes [36],
hypertension [37], and cardiovascular disease [38]. The
evidence appears to be even clearer when it comes to psy-
chiatric disorders related to repeated traumatization. Single
traumatic events are prone to cause acute stress disorders
and posttraumatic stress disorders marked by the classical
syndrome of intrusion, avoidance, negative alterations in
cognitions andmood, and arousal and reactivity turbulence
symptoms [39]. Chronic and complex traumatic events
often lead to a different set of psychiatric sequelae, espe-
cially if they affect children and adolescents [40]. These
ongoingandmultiple traumasmayentail complexposttrau-
matic stress disorder and other illnesses. Based on the ACE
study, childhood abuse, neglect and household dysfunction
havebeenconnected todepressedmood,psychological dis-
tress, hallucinations, panic, and anxiety [41]. Despite a vast
body of evidence indicating that mental health conse-
quences of interpersonal violence are devastating and
may lead to reduced performance and success, earlier
retirement from sports, diminished self-esteem, body
image disorders, disordered eating behaviors and eating
disorders, substance use disorders, depression, anxiety,
self-harm and suicide [42], there is still a lack of studies in
the specific context of sports [43]. Considering that many
athletes are children, adolescents or young adults, the
immediate and long-term consequences of adverse and
potentially traumatizing experiences are concerning. In
particular, a well-known consequence, deregulation of
impulse control, can lead to an increase in risky behavior,
thereby significantly increasing the risk of injuries, such
as traumatic brain injuries [44, 45]. A study examining
ACE in top athletes showed that those with higher ACE
scores were more prone to somatization and behavioral
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disorders than those with lower scores [46]. Also, psycho-
logical abuse in childhood correlated with long-standing,
complex post-traumatic and dissociative symptoms [42].
These developmental paths might explain why some
athletes, after repeated (re-)traumatization in adolescence
and adulthood, suffering from complex trauma-related
disorders, often in combination with additional emotional
problems, start exhibiting loss of performance and might
even terminate their careers [47, 48].

Traumatization of athletes can also lead through differ-
ent andmore indirect pathways to a variety of other psychi-
atric disorders. A study with alpine skiers showed that
athletes weremore likely to develop anxiety disorders after
having witnessed other team members’ injuries [49]. In
contrast to the general population, trauma-related mental
illnesses inathletesoftenappearmasked,withsomatization
and avoidance behavior being the main characteristics
[50]. In most cases, injuries that are supposedly treatment
resistant or caused by overtrainingmight be the expression
of an underlying traumatization [51]. The phenomenon of
dissociation is central as a psychological defense and is
particularly common among athletes. Dissociation is a
psychological mechanisms that excludes traumatic memo-
ries from conscious processing. It may be an adaptive,
active mental skill that athletes can use to improve perfor-
mance in high-stress situations [52]. However, it may also
reach pathological dimensions and might sometimes
explain the willingness to use psychotropic substances
and doping [42].

The reality of interpersonal violence and traumatic
experiences in sports and their severe and devastating
consequences for physical andmental health call for signif-
icant improvements in early detection, diagnosis, interven-
tion, and corresponding research focused on psychiatric
illnesses in the context of sports.

Conclusion: What do we need to
know, and what should we do?

In light of the reviewed literature, it becomes clear that
despite recent scientific advances we still need to know
more about (i) the prevalence of different forms of interper-
sonal violence in sports, especially underreported forms of
violence such as sexual abuse of boys [13, 53], (ii) personal,
organizational, and cultural risk factors for interpersonal
violence in sports [15, 22, 26], and (iii) the psychiatric conse-
quences of interpersonal violence in sports [43]. Prevention
and intervention programs can only be efficacious if they
are targeted and tailored to the specific conditions of the
different forms of abuse in sports. Therefore, a broad
transnational research initiative is warranted and should

include all stakeholders and professionals in sports. In this
context, it is paramount that sports associations and clubs
address the problem and allow a critical examination of
their structures and processes.

There is an urgent need for prevention and intervention
programs (e.g. [54]) that incorporate existing knowledge
about interpersonal violence in and outside of sports.
Current initiatives and programs should be critically evalu-
ated to determine whether they integrate the available
knowledge and adopt a comprehensive interdisciplinary
and interprofessional approach. Only if these conditions
are fulfilled can the highest level of protection be granted
to athletes. Psychiatric and clinical psychological expertise
in the field of psychotraumatology is an indispensable pre-
requisite for any such program.

Thesameapplies todealingwithpsychological issuesand
illnesses as a result of interpersonal violence. The serious
psychiatric consequences of athlete abuse require psychi-
atric and psychological care by qualified specialists in safe
settings.

Call for papers

In the first issue of Sports Psychiatry 2023, we would like
to address this important issue with a special topic “Inter-
personal Violence in Sports”.

We invite submission of manuscripts for publication
in the 1st issue of Sports Psychiatry – Journal of Sports
and Exercise Psychiatry 2023 [Sports Psychiatry.
2023;2(1)] entitled:

“Interpersonal Violence in Sports”

Wewelcome conceptual or empirical manuscripts, in
particular papers that adopt an international
approach to the topic. Original articles, reviews,
meta-analyses, consensus statements, brief reports,
or letters to the editor and commentariesmay be sub-
mitted. Further information for authorsmaybe found
at www.hgf.io/spp.

Approximate timeline for submissions:Authors
are invited to submit a fullmanuscript byOctober 15,
2022.Anoptional letterof intent shouldbeemailed to
ralph.schmidt@pukzh.ch. We anticipate that the
issue will be published in the 1st quarter of 2023.

We are looking forward to your submissions!
Carla Edwards, M.D., Guest Editor
Ralph E. Schmidt, Ph.D., Guest Editor
Malte Christian Claussen, M.D., Editor-in-Chief
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