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SUMMARY

This thesis examined the psychological responses of injured athletes as a basis for
designing theoretically meaningful intervention strategies to expedite recovery from
sports injuries. The thesis is written as a series of research papers (studies). The
methodological approaches adopted ranged from quasi-experimental to qualitative
research in a naturalistic rehabilitation setting. The first study reported the
development of a theoretically derived psychometric measure to assess athletes
psychological responses to injury, initially using exploratory factor analysis and
subsequently, confirmatory factor analysis. The Psychological Responses to Sport
Injury Inventory (PRSII) comprised five sub scales (Devastation, Dispirited,
Attempts to Rationalise, Isolation and Reorganisation). In its final form the PRSII
contained 20 items. The PRSIl was found to possess adequate psychometric
integrity. The second study examined the effects of a goal-setting intervention on
injured athletes rehabilitation adherence, perceptions of self and treatment efficacy
and the psychological response variables assessed by the PRSII. The study provided
support for the effects of goal-setting upon athlete adherence, self-efficacy,
treatment efficacy, and reorganisation. However, the hypothesised effects for
dispirited and isolation were not found. As a result, a qualitative follow-up study
was conducted to more closely examine the effects of the goal-setting intervention.
The qualitative follow-up study proposed a number of possible mechanisms for the
cffects of the goal-setting intervention. These included the effects of goal-setting on
sclf-cfficacy, attributions, perceptions of control, and attention. The final,
collaborative action research study employed a multi-modal intervention with three
athletes rehabilitating from injury. The efficacy of social support, goal-setting,
imagery, simulation training and verbal persuasion emerged from the study. The
study highhghted the importance of outcome expectancy and goal flexibility. In
rclation to the re-entry phase of rehabilitation, confidence in the injured body part,
and the ability to meet game demands emerged as important to participants
successful return to competition.



Chapter 1

Introduction

A conservative estimate of sports related injuries in the UK suggests that 29 million
such injuries occur each year (Sperryn, 1994). Recent evidence shows that
sport/exercise related injuries account for one third of all injuries experienced
(Uitenbroek, 1996). In light of this, it is hardly surprising that in recent years the
psychology of injury has stimulated much research interest. Although predictors of
injury occurrence appear to be the forerunner of research into the psychology of
injury, a number of other areas have subsequently emerged and received focused
rescarch attention. Areas of research interest now include the psychological and
cmotional responses of injured athletes, adherence to rehabilitation programmes, and
most recently the use of intervention strategies to promote adherence, psychological
adjustment, and recovery from injury.

Researchers in to the psychology of injury face the same challenge as
rescarchers in other emerging and established domains of enquiry; to establish a
sound theorctical underpinning to their research focus. Indeed, the importance of
thcory development and theory testing has been widely acknowledged within applied
sport psychology research (Brawley, 1993, Hardy, Jones, & Gould, 1996; Singer,
Murphey, & Tennant, 1993), and to a lesser degree within psychological response to
injury rescarch. (Brewer, 1994; Evans & Hardy, 1995). Hardy, Jones, and Gould
(1996) illustrated the importance of theory in applied sport psychology in their
classification of characteristics of good research. They did this in the context of the
performance enhancement literature, and studies which they considered had had a
major impact on the ficld. Hardy et al. identified three characteristics: (a) asking
important questions - significant studies ask high impact questions from a theoretical
/ practical perspective; (b) systematic lines of research - learning is enhanced more by
systematic lines of research answering important questions, than by isolated studies;

and (c) theoretically based research - significant studies "strive to go beyond specific



findings and data patterns to develop explanations that help us better understand ..."
(p. 274).

Within the context of intervention research, Brawley (1993) also identified a
number of characteristics of (what he termed) good theories. According to Brawley,
good theories: (a) focus on processes susceptible to social change; (b) adequately
describe the relationship between key sets of variables so that they can be targets of
change; (c) have an associated set of assessments of the theoretical variables in (b) so
that change can accurately be measured; (d) have a substantive research base that
indicates the theory is valid; (e) offer concepts that can be translated into operational
manipulations thought to effect cognitive and/or behavioural change; and (f) as a
consequence of having the above characteristics, have a basis for detecting why (i.e.,
conceptual, measurement, manipulation level) an intervention failed to produce
change. Brawley concluded, however, that "for all the practicality offered by good
theories, there continues to be an apparent resistance to adopting theory to practice
(and the reciprocal) despite the continued encouragement of various well known
psychologists." (p. 100).

One of the most substantive issues faced by early research into the
psychological responses of injured athletes, and one which remains to be
satisfactorily addressed, involved the theoretical development and testing of models
of injury response. The models of response proposed within the injury literature
included the gricf response model and a stress based cognitive appraisal model. The
gricf model examined in the context of the early injury research was derived from
Kiibler-Ross' (1969) work with dying patients. The stress based cognitive appraisal
modcl was derived from a pre-injury model of predictors of injury occurrence
proposed by Anderson and Williams (1988). Fundamental to the assessment of
models of psychological response are issues of measurement. Indeed issues of
mcasurcment are integral to almost all psychological injury response research. Critical
in this is the transience, or process of change, implicit within models of psychological
response, and the validity of the measures of the variables predicted to characterise
athletes psychological responses to injury. To date, neither of these issues has been
adequately addressed by the empirical research.

Another key feature of the assessment of models of injury response is the

potential effect of a number of moderating and mediating variables upon response



characteristics. Specifically, empirical injury research is faced with accounting for the
effects of moderating variables such as injury severity, level of participation, and
social support, and mediating variables such as self-confidence. Such issues have
important implications not only for athletes psychological and emotional responses
to injury, but also for adherence to programmes of rehabilitation, and subsequently,
the use of specific intervention strategies to expedite successful return to sport. As
Smith (1996) has recently suggested, psychological response to injury research is at
present subject to an array of methodological criticism as researchers attempt to
address issues of validity and reliability in an area of research which is still
acknowledged to be in its infancy. Indeed, a number of researchers have advocated
the use of specific intervention strategies with injured athletes, in the absence of any

empirical support (Gould, Udry, Bridges, & Beck, 1997¢).

Purpose of the Research Project

The purpose of the current research project was to examine the psychological
responses of injured athletes as the basis for designing theoretically derived
intervention strategies to expedite a successful return to competitive sport.
Specifically, this research project examined: (a) the theoretical basis of grief models of
response applied to injury; (b) the psychological responses of injured athletes; and
(c) the effects of goal-sctting and multi-modal intervention strategies on athletes'

psychological responses, levels of adherence, and return to competitive sport.

Structure of the Thesis

This thesis is written as a collection of research papers. Chapter 2 of the thesis
comprises a review of litcrature, the four ensuing chapters incorporate a review or
synopsis of the literature relevant to each study. The final chapter provides a general

summary. Thus, the structure of the thesis is as follows:

Chapter 2 provides a review of the clinical grief and injury literature, and forms the

basis for examining the application of models of psychological response to injury.



Chapter 3 (Study 1) reports two separate studies involving the initial development
and subsequent assessment of a population specific measure of athletes'

psychological responses to injury (Psychological Responses to Sport Injury
Inventory; PRSII).

Chapter 4 (Study 2) reports an examination of the effects of a goal-setting
intervention on athletes' rehabilitation adherence, perceptions of self and treatment

efficacy, and the psychological response variables assessed by the PRSII.

Chapter 5 (Study 3) reports a qualitative follow-up study to the goal-setting
intervention study (Study 2). The purpose of this study was to more fully explore
the effects of the intervention, as well as enhance the meaningfulness and

interpretability of the results.

Chapter 6 (Study 4) reports a longitudinal multi-modal intervention with injured

athletes, embracing the period of re-entry into sport.

Chapter 7 provides a synopsis of the research project as a whole. It discusses the
major conceptual issues addressed, explores the practical implications, identifies the

projecct's strengths and limitations, and directions for future research.



Chapter 2

Sport Injury and Grief Responses: A Review
Introduction

There is increasing awareness within the sport-related literature of the importance of
psychological factors in the rehabilitation of injured athletes. This awareness and
subsequent investigations have led to the proposed application of grief response
models to injury. However, limited attention has been paid to the clinical psychology
literature on gricf. The purpose of this review is to redress this oversight by
cxamining the most relevant literature on the psychological responses of injured
athletes in light of the philosophical and empirical research into loss and grief in the
clinical literature. Although it is not the intention to assess in detail the ability of
different modecls (e.g., stress and coping models) to account for the psychological
responses to injury, the review will explore some of the tenets of grief response

models in the context of stress, coping and appraisal models of injury response.

Grief Conceptualised

Although grief has been a topic of focused enquiry throughout the twentieth century,
it is still poorly understood. Indeed an operational definition of grief which grows out
of, or contributes to, the methods and procedures of investigation has yet to be
clearly stated, and despite some early attempts to define grief, contemporary
rescarch shows little evolution of the concept (Rodgers & Cowles, 1991). As a

consequence, much of the clinical literature has been descriptive and non-analytic in

! This review is an amalgam of two publications: (1) Evans, L. & Hardy, L. (1995). Sport injury and

grief responses: A review. Journal of Sport & Exercise Psychology, 17, 227-245.
(2) Evans, L. & Hardy, L. (in press). Psychological and emotional response to injury: Theoretical

and conccptual issues in measurement. In D. Pargman (Ed.), Psvchological basgs of sport injuries
(2nd ed.). Morgantown, WV: Fitness Information Technology.



nature with many researchers attempting to define grief in terms of its emotional,
physical and psychological manifestations (Oltjenbruns, 1991). This descriptive
approach has, perhaps as a direct consequence, been perpetuated in the injury
literature.

According to Rodgers and Cowles (1991) the concept of grief is preceded

by any situation in which there is a perceived loss, such as separation
from any object of attachment whether it be a person, pet, or physical
object of significance to the individual or change in the satisfaction of
an abstract personal need (pp. 449-450).

Although the literature is far from replete with definitions, Simos (1977) suggested
that gricf can be defined as an “an intense emotional suffering set off by a loss”
(p.337). Lindemann (1944) suggested that grief is a normal reaction to a distressing
situation, while Karl (1987) defined grief as “both an experience of loss and the
process of recovering from that loss” (p. 641). In the context of injury to view grief
as a process in response to, and recovery from, loss implies that the injured
performer can take some action to influence the grief process. Similarly, to consider
gricf as a normal reaction to a distressing situation is more consistent with the context
of injury, than to consider it as dysfunctional or pathological as in psychoanalytic
theory. Indeed, grief in this context may be viewed as an emotional response to a
perceived loss, which may be best seen as a process characterised by behavioural and
psychological manifestations.

In an effort to conceptualise grief, researchers have proposed a number of
theories, the origins and boundaries of which vary considerably in terms of clarity
and definition. One such theoretical approach (and arguably of the most relevance in
the context of injury) is provided by attachment theory. Bowlby (1961, 1978), the
major proponent of attachment theory, viewed grief as an adaptational response to
the loss of an attachment object. According to attachment theory grief is considered
to apply “to the condition of a person who is experiencing distress at loss and
experiencing it in a more or less overt way” (Bowlby, 1991, p. 18). Attachment
theory stresscs that a person can be expected to operate effectively only within his
or her environment of adaptedness. Bowlby's attachment theory offers a means of
conceptualising the tendency in humans to make strong affectional bonds with
others, and helps explain the emotional reaction which occurs when these bonds are

threatened or broken. Situations which threaten the maintenance of affectional bonds



to attachment objects give rise to intense emotional reactions; especially when the
potential for loss is considered to be great. Although Bowlby's initial research, and
much of the basis for attachment theory, involved the reactions of children to
temporary or permanent separation from parents, attachment theory has equal
relevance to behaviours exhibited by one adult towards another, especially in times of
ill health, stress, chronic illness, disability, and injury (Bowlby, 1991; Wemer-Bland,
1980). In order to understand the meaning of grief in response to injury within the
framework of attachment theory it is important to consider the 'self' as an attachment
object. Although Bowlby does not clearly deal with this issue, there is support for
the conceptualisation and application of attachment behaviours when dealing with
loss of self and loss of identity through injury and disability (Wemer-Bland, 1980,
Worden, 1991). Similarly, although grieving behaviours are considered to be to a
greater or lesser extent maladaptive in response to bereavement, this is because such
behaviours are considered to be without function. Within the context of injury this is
rarcly the case, and the desire to maintain proximity to the attachment object may be
considered adaptive.

Attachment theory offers a very broad framework for understanding loss
through injury, despite lacking explicitness to fully conceptualise all the necessary
processes. Injury, certainly threatens important attachments in terms of bodily
function, sclf-image, sclf-esteem, the context of important relationships, and the basis

for many forms of reinforcement and self-gratification (Peretz, 1970).

Clinical Inquiry into Loss and Grief

Although the clinical literature generally emphasises loss through the bereavement of
a significant other, grief may be occasioned by the loss of any significant object; the
significance of which is determined by the individual's own value system. Loss is a
state of dcprivation, or being without something one has had. Indeed, loss is
simultaneously a real event and a symbolic event; symbolic in that it carries with it
the threat and representation of future loss (Peretz, 1970). Such real or potential loss
may include loss of health, loss of skills, loss of job, loss of role, and real or
anticipated loss of respect from others. Quite simply, the more we have invested

emotionally in the lost object, or aspect of ourself, the more threatened we are likely



to feel in anticipation of that loss, and respond to it with grief. For example, role loss
from injury may entail a loss of self-esteem or deprive the injured person of meaning
and rationale for their actions (Averill, 1968; Karl, 1987; Peretz, 1970).

Grief, therefore, occurs as a result of the loss of anything that a person has
come to consider a part of their natural environment, and therefore a source of
psychological gratification (Engel, 1964). There is no single human response to loss,
rather there is a substantial range of responses, each of which is supported by a
cultural context that defines those responses as expressions of loss (Rosenblatt,
1988). Unfortunately, society does not allow individuals and contexts the same rights
to gricf; for example, the injured person may not be afforded the same emotional
rights as a person who has been bereaved. According to Brasted and Callahan (1984),
much grief behaviour can be better understood if one considers that normal schedules
of reinforcement have been seriously disrupted by the loss; this may be as significant
for the injured performer as for individuals who experience very different types of
loss.

In an analysis of loss in medical settings, Peretz (1970) identified four
diffcrent types of loss: (a) the loss of a significant loved or valued person; in an
injury context this may be invoked by isolation and loss of contact with valued team
members and coaches; (b) the loss of some aspect of the self, defined as the mental
representation or image we may have of ourselves bodily and as a person. Loss of
health or injury is considered to be experienced as a change in some aspect of the self,
which may intensify the feelings of loss experienced through injury, for example, loss
of sclf-esteem; (c) the loss of external objects or possessions such as, money,
treasures, home or homeland may be of particular importance to high level
performers; and (d) “developmental loss, or that loss which occurs in the process of
human growth and development” (p. 5); developmental loss is a feature of many high
intensity sports, for example, male gymnasts frequently lose range of movement as
they grow older, whilst female gymnasts may lose their strength to weight ratio post-
puberty. While athletes may experience the first and last of these types of loss, Astle
(1986) has argued the second and third types are probably of most significance to
athletic populations.

Although loss is a necessary precursor for grief, not every loss results in grief.

Losses which are experienced as mild, benign parts of development, and from which



the person is protected by sufficient external supports, can become integrated into
the personality without the pain of grief. The experience then becomes part of the
adaptive behaviour of the individual (Simos, 1977). Grief, as a reaction to loss and as
a process of recovery, is a function of the peculiar history and present circumstances

of each individual, as well as cultural and biological determinants (Averill, 1968).

The Grief Process

Despite much ambiguity, the concept and process of grief pervades many subject
populations who have experienced a significant loss. Unfortunately, little, if any
differentiation has been suggested in the conceptualisation of the process of grief as a
function of subject populations. From the available literature many of the
characteristics and processes of grief would appear to be similar for the bereaved
(Averill, 1968; Engel, 1964; Parkes, 1991; Worden, 1991), dying (Kiibler-Ross,
1969), the child separated temporarily or permanently from its mother (Bowlby,
1991), the chronically ill and disabled (Werner-Bland, 1980), people experiencing job
loss (Archer & Rhodes, 1993), and the injured athlete (Gordon & Lindgren, 1990;
Pederson, 1986; Rotella & Heyman, 1986).

In one of the earliest empirical studies of grief, Lindemann (1944) described
gricf simply as a normal reaction to a distressing situation. Following observations
and interviews with 101 patients, Lindemann identified five typical responses in the
normal process of gricf:

1. Somatic distress, for example, deep sighing, lack of strength, loss of appetite,

and intermittent loss of breath.

2. Guilt, for example, verbal statements indicating a sense of self-blame for the
death.
3. Anger, for example, directed toward others for mentioning cues associated

with the death.

4. Pre-occupation with the image of the deceased, for example, survivors
frequently thought they had seen or heard the deceased.

5. Agitated, non-goal directed behaviour.

Although Lindemann's analysis and description of grief was based upon clinical

observations derived from: (a) psychoneurotic patients who lost a relative during the
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course of treatment; (b) relatives of patients who died in hospital; (c) bereaved
disaster victims of the Cocoanut Grove Fire, and their close relatives; and (d)
relatives of members of the armed forces, subsequent research has generally
supported his observations (Bowlby, 1961; Parkes, 1985).

Since Lindemann's early research into grief, clinical researchers appear to have
invested much time and effort in trying to understand the pervasive process of grief.
The result of much of this time and effort has been an exhaustive and ongoing debate
as to the features of the grief process, and the structure of the manifestations, their
sequence and duration (Bugen, 1977; Ramsay & Happee, 1977; Rodgers & Cowles,
1991). Approaches to grief have included those of stage (Averill, 1968; Engel, 1961;
Parkes, 1991), component (Bugen, 1977; Ramsay & Happee, 1977), phase (Bowlby,
1991; Karl, 1987), and task (Worden, 1991) theorists. Key features of these
approaches are in essence the foundation upon which a number of sport
psychologists have rejected the utility of grief models.

A stage approach to grief has been utilised by a number of theorists (Averill,
1968; Engel, 1961; Kiibler-Ross, 1969) who have justified its use by suggesting that
certain features are sufficiently uniform to permit a judgement that healing is taking
place. Stage theorists have suggested that between three and six stages most
adequately account for the grief response. For the purposes of this review, Averill’s
(1968) stage approach to grief justifies some consideration.

Averill (1968) viewed grief as comprising a stereotyped set of psychological
and physiological reactions of biological origin. The adaptive function of grief he
hypothesised was to ensure group cohesiveness in a species where a social form of
existence is necessary for survival. Although Averill’s conceptualisation of grief was
contextualised to bereavement behaviours he acquiesced to the view that other types
of loss, including role loss, may give rise to grief, particularly when such role loss
entails a loss of self esteem, or deprives a person of the meaning and rationale for
their actions (a view that a number of theorists support). In this sense grief is a time
of intense mental anguish, and of reduced psychological resistance to stress.

Averill proposed three stages to the grief process. The first of these, shock
and disbelief, is accompanied by physiological changes similar to those observed in
other periods of acute stress. In light of some of the more recent injury literature

which has proposed the application of stress based models to account for the
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psychological responses of injured performers, this point justifies further

clarification. While Averill proposed that this first stage comprised an amalgam of

gencralised stress reactions as the person attempts to recover the lost object, he
contested that it would be an error to view it as analogous to anxiety. Indeed, in his
discourse on the relationship between anxiety and grief, he suggested that grief and

anxiety were closely linked both empirically and conceptually. Empirically, a

significant loss is usually a realistic occasion for anxiety as well as for grief and anger,

while conceptually anxicty is often used to refer to the affective state which
accompanies a loss which is believed to be temporary (“when the loss is believed to

be permanent and hope is absent we speak of grief and despair” (Averill, 1968, p.

738). This, according to Averill, should not be taken to mean the difference between

anxicty and grief is simply a future expectation of hope. Indeed if one subscribes to

the view of a number of other writers, part of the significance of any loss even if
temporary, is the threat of, or potential for, permanent loss (Peretz, 1970; Werner-

Bland, 1980). As a result, certain types of temporary loss are enshrouded in a similar

complex pattern of emotions to some types of permanent loss. Despite undergoing

scparate evolutionary development, Averill proposed that separation anxiety does
share similar, and even overlapping, physiological mechanisms with grief (although he
docs not go into detail on these).

In the sccond stage despondency and depression are characterised by an
awarcness of the loss, an inability to concentrate, apathy, withdrawal, despair, and in
some instances hostility, anger, anxicty, and guilt. Extinction of long-established and
highly motivated behaviour underlies many of the symptoms of this second stage
(Averill, 1968). Recovery is achieved during the third stage when these symptoms
become less prevalent and new object relations are established. Averill summarised
the major features of grief as follows:

1. A complex but stereotyped response pattern which includes such
psychological and physiological symptoms as withdrawal, fatigue, sleep
disturbances, and loss of appetite.

2. Elicited by a rather well defined stimulus situation, namely, the real or
imagined loss of a significant object (or role); and resolved when new object

relations are established.
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3. A ubiquitous phenomenon among human beings, it appears in other social
species especially in primates.

4, An extremely stressful emotion, both psychologically and physiologically,
and yet behaviour during grief is often antithetical to the establishment of new
relations, and hence the alleviation of stress (p. 744).

Critics of the stage approach, such as Bugen (1977), have suggested that the
variability among individuals’ grief responses severely diminishes the utility of stage
theories; the stages are not successive, may not be discemible, behaviours associated
with certain stages may not occur at all for a given individual, and although there is a
scquential character to the grief process, there may be so much regression to earlier
stages that it is better to use the term components and qualify it by saying that some
components predominate earlier in the process, and others later. For these reasons a
number of rescarchers have suggested components more closely reflect a breakdown
of the response patterns experienced (Bugen, 1977; Ramsay & Happee, 1977). These
cpisodic components comprise features such as: (a) preoccupation, pining and
searching; (b) anger and guilt; (c) feelings of internal loss of self; (d) identification
phenomena; and (e) mitigating defenses. General background components comprise:
(a) emotional stress response; (b) inhibition of other activities; and (c) feelings of
dcjection and despair (Archer & Rhodes, 1993).

Others have subscribed to a phase approach to grief, with a conception of
gricf that acknowledges grief as a dynamic, pervasive experience, with the moumer
more actively involved in the process (Bowlby, 1991; Karl, 1987). Based on the
bereaved, Karl (1987) proposed a three phase approach to grief, with phases of
shock, coping, and adaptation. The first phase, characterised by feelings of disbelief
and hope, is followed by a phase during which the person attempts to gain some
cquilibrium. Symptoms of stress during this second phase include hyperactivity,
insomnia, and fatigue. Karl suggested the person is influenced by two major forces in
this coping phase: (a) the person attempts to repress the reality and avoid the new
painful reality, and (b) the person attempts a problem-solving approach to reality, in
an attempt to deal with the new reality and gain wellness. The second of these may
have particular relevance to injury with the injured performer actively pursuing the
rchabilitation process. The final phase of adaptation is when resolution occurs.

Unfortunately the phase approach is not clearly conceptualised, or distinguished
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from the stage approach, apart from the suggested broader conception of the grief
process which allows for regression between phases. The distinction between the
component and phase approach appears to be one of semantics.

The only approach to grief which appears to have received little if any
criticism in the clinical literature is that of the task approach. Worden (1991), the
main proponent of the task approach, differentiated the tasks he proposed primarily
on the passivity which he feels is implicit within the stage, phase, and component
theories. Worden proposed four tasks to the grief process.

An assessment of the relative contribution of these approaches to our
understanding of the concept of grief is thwarted in part by the semantics of the
debate, the inconsistent conceptualisation of the approaches, and misrepresentation
of the theories. In essence the debate seems to be centred around a number of specific
features: (a) the extent to which the theories are overly prescriptive in nature; (b) the
extent to which they are sequential, allow for regression and oscillation; and, (c) the
number and nature of the "phases". While some of the classical theorists, such as
Engel (1961), clearly subscribe to an overtly regimented approach to the stages of
gricf, other stage theorists such as Averill clearly do not subscribe to such a view.
Indeed, apart from conceptualising grief as more individualised and variable than the
classical literature, contemporary research shows little evolution of the concept.
Attcmpts to conceptualise grief to types of loss other than that of bereavement
(including temporary loss) are thwarted by a dearth of empirical investigations
testing classical and contemporary theory. In general, contemporary theorists have
spent more time and effort criticising and inconsistently conceptualising classical
approaches to grief (in particular stage approaches) than in proposing models of grief
that can be empirically tested and verified. Such inconsistent conceptualisation is
perhaps best illustrated in relation to the frequently cited work of Kiibler-Ross
(1969), particularly in the sport psychology literature.

Kiibler-Ross’ (1969) five stage model of the grief process which resulted from
over 200 interviews with dying patients, is the one upon which sport psychologists
appear, almost without exception, to have based their comparisons with, and
assessments of, the contribution of grief responses to injuries in sport (despite being
based upon the least applicable subject population). Criticisms of this model as a

means of explaining psychological responses to injury have been focused on the
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narrowness of the description of each stage, the failure of the model to account for
oscillation between stages, and the need for stages to be experienced in a sequential
manner by every individual experiencing grief (Brewer, 1994; Smith, Scott, O'Fallon,
& Young, 1990a). In reality, Kiibler-Ross did not subscribe to the issues for which

she has been criticised;

These stages provide a useful guide to understanding the different phases
that dying patients may go through. They are not absolute; not everyone
goces through every stage, in this exact sequence, at some predictable pace.
But this paradigm can, if used in a flexible, insight-producing way, be a
valuable tool in understanding why a patient may be behaving as he does
(Kiibler-Ross, 1975, p. 10).

Despite some conceptual ambiguity, both Averill’s (1968) stage approach
and Karl’s (1987) phase approach provide a means of not only contextualising loss
through injury but also of providing some insight into findings within the sport
psychology literature. Indeed, the nature and number of phases / stages reported in
the injury literature has been as variable as in the clinical literature with McDonald
and Hardy (1990) proposing a two stage approach, Pederson (1986) a three phase
approach, Gordon and Lindgren (1990) a four stage approach, and Rotella (1985) and
Ucemukai (1993) a five stage approach. Similarly, the presence of emotional and
behavioural responses in some studies, and their absence in others (including those of
stress and coping bchaviours) may well be accounted for by the models presented
here. Perhaps in light of the present discourse the inconsistent approaches and
findings of rescarchers investigating grief responses in injury is not surprising.
Further empirical investigation is nceded to more accurately assess the contribution

of gnef models.

Determinants of the Grief Response

A number of gricf researchers have attempted to identify 'determinants' of the grief
expericnce. Engel (1964) proposed that many factors may influence and determine
the eventual outcome of grief, these included the importance of the lost object as a
source of support, and the extent of ambivalent feelings toward the lost object. These
conflicting emotions may include anger, hostility and guilt which, if they persist, may

interfere with the successful process of grieving. Engel suggested that the age, both of



15

the lost object and of the moumer, are also influential factors; an adult may have a

greater capacity for resolving a loss than a child. The number and nature of other

relationships may prescribe that a person with few meaningful relationships has
greater difficulty in detaching from the dependence on the lost object, while the
number and nature of previous grief experiences may also determine the success of

the outcome. Engel proposed that “losses tend to be cumulative in their effects” (p.

96). The physical and psychological health of the person at the time of the loss may

be critical in dctermining their capacity for dealing with the loss at the time of its

occurrence.

Some of the factors reported by Engel were supported in a later study of
bereavement by Parkes (1975). Parkes interviewed 68 widows and widowers shortly
after bereavement and again a year later. Parkes considered good outcome to “follow
reactions in which, between the sixth and eighth weeks, there is a lessening of
symptoms of crying, anxiety and protest, recognition of feelings of anger, free
expression of feclings to others and ability to use others for support and assistance”
(p. 305). Poor outcome was characterised by pronounced ascriptions of self-blame,
excessive concems for others who were grieving, in lieu of grieving themselves, near
panic resulting from reminders of death, misplaced over-activity, and the sudden
appecarance of psychosomatic symtomatology. Predictors of outcome were assessed
via correlations betwecn assessments of psychological state obtained 3-6 weeks and
13-14 months after bereavement. Parkes reported a number of pertinent findings:

1. In general three classes of inter-correlated predictors emerged - low economic
status, lack of preparation for loss, and other life crises preceding
bereavement.

2. Six variables were identified which taken together gave good prediction of
outcome; these included yearning (3-4 weeks after bereavement), attitude to
own death, duration of illness of the dead person, social class, anger, and
self-reproach (3-4 weeks after loss).

3. Insecure relationships characterised by either clinging or ambivalence seemed
to play a part in determining poor outcome.

Although Parkes suggested that methodological limitations made generalization

unwise, his study does provide some interesting empirical evidence in an area of

investigation that has been somewhat neglected.
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In an effort to predict the factors enhancing and impeding readjustment
following a traumatic loss Ben-Sira (1983) proposed a framework of readjustment
based on survey results with permanently physically disabled Israeli war veterans (n
= 545), war widows (n = 323), and bereaved parents (n = 293) collected over a 6
month period. The findings reported in relation to the structure of readjustment
(which he suggested applied equally to all three types of loss) included:

1. Readjustment was predicted by successful coping, defined as a successful
outcome following the employment of personal and primary group resources.

2. Coping capacity (measured by the respondent's satisfaction in various areas
of life) rather than the severity of the event predicted readjustment.

3. How a person coped with demands as time passed determined readjustment
(lapse of time did not directly predict successful outcome).

4. Reliance on the resources of a professional agency implied dependence which
counteracted readjustment, but resource enhancing assistance predicted
success and indcpendence.

In applying Ben-Sira’s findings, two limitations should be noted: (a) the loss was of a

permanent and irrevocable nature, and (b) the time since loss was not identified in the

study, which may account for the focus on readjustment (long-term) and the
exclusion of any mention of grief (initial) response.

Based on findings in the Harvard Bereavement Study (Parkes, 1975), together
with personal observations and experiences, Worden (1991) has also attempted to
identify the determinants of the grief experience. He suggested that these include: (a)
personality variables (for example, age, sex, emotional stability, and ability to cope
with stressful situations); (b) the relationship with the lost person/object; (c) nature
of attachment (for example, the strength of the attachment, the security the
attachment offered and ambivalence in the relationship); (d) the nature of the death
(for example, the suddenness with which it occurred); (e) historical antecedents
(including previous experiences with loss, grief and stressful situations); and (f)
social variables (including religious and cultural differences in rituals such as
mourning).

Although a number of factors have been consistently identified across studies
as determinants of outcome from grief experiences, there are also significant

variations, in particular as identified by Ben-Sira (1983). This may be a consequence
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of methodological differences, population group characteristics, differences in the
nature of the loss, cultural differences, or individual differences in the experiencing of
gricf. Despite very limited research into the determinants of outcome from injury,
some parallels can be drawn between the clinical psychology literature and
investigations into the emotional responses of athletes to injury (Smith et al., 1990a;
Smith et al, 1993). In the earlier of these investigations, Smith and associates
considered the influence of sex, age, and severity of injury on the emotional
responses to injury of 72 athletes. The results showed no significant differences as a
function of sex or age, although differences in anger did approach significance, with
younger athletes expressing more anger than their older counterparts (a similar finding
to that of Engel, 1964). Not surprisingly, the severity of injury (duration of time
unable to participate) was a significant determinant of emotional response, with more
scverely injured performers experiencing far greater post-injury mood disturbance in
tension, depression and confusion. In the more recent prospective study, Smith et al.
(1993) assessed pre-injury and post-injury differences in mood states and self-
estecm across 38 competitive athletes; the influence of severity of injury, gender,
level of participation, and type of sport was also measured. The results showed
significant post-injury differences for depression, anger (increases), and vigor
(decrease). The only significant predictor of post-injury depression was the severity
of injury, and of the physical and psychosocial variables considered, only level of
participation and type of sport were predictors of injury. These results were
consistent with the findings reported. A number of the aforementioned variables have
also been examined in the context of situational and personal variables proposed to
modcrate and mediate coping in cognitive appraisal models of injury. These variables
will be examined later in this review within the context of cognitive appraisal models

of injury response.

Grief Models of the Emotional Responses to Injury

Because the concept of grief has its origins in death, its application to other fields of
investigation has been somewhat thwarted. Indeed, as Wiese-Bjornstal and Smith
(1993) have suggested, the clinical utility of using 'loss of health' models for

understanding athletes' reactions to injury has yet to be established; their reticence to
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accept the application of such models was based upon the subject populations from
which the models originated. Brewer (1994) dismissed the application of grief models
on the grounds that they lack empirical support, and suggested that cognitive
appraisal modcls provide a more viable conceptualisation of the process of coping
with injury. While recognising the need for more research into the application of grief
(or "loss of health") models to injury, Henderson and Carroll (1993) suggested that
such modcls are very helpful in explaining athlete responses to injury. Indeed over
the last decade, sport psychologists have begun to address the psychological
rchabilitation of athletes from injury; and many have proposed that grief response
models have much to offer the study of the rehabilitation process (Gordon &
Lindgren, 1990; Hardy, Richman, & Rosenfeld, 1991; Pederson, 1986; Rotella &
Heyman, 1986; Weiss & Troxel, 1986). Nevertheless there is limited, if any,
cmpirical evidence to resolve the issue of the number and nature of "phases" needed
to adequately characterise gricef responses.

One of the earliest models of grief responses in injury was proposed by
Pederson (1986) who, as a result of a limited review of the clinical and injury
literature, proposed a three phase grief response model. The model prescribed an
initial phase of shock and denial, followed by phases of preoccupation, and
recorganisation. Within this three phase model, Pederson advanced similar response
patterns and manifestations to Kiibler-Ross' earlier observations of the terminally ill.

In an holistic account of psychological rehabilitation from injury, Weiss and
Troxel (1986) reported observing responses similar to those outlined by Pederson
(1986). The model they proposed incorporated a four step process: (a) the stressor
(being injured), (b) cognitive appraisal of the situation or potential stressor (the
injury) and one's personal resources, (c) the emotional response, and (d) the
conscquences of stress. The emotional responses that they observed in athletes
included irrational thoughts, emotions such as disbelief, fear, rage and depression, and
somatic complaints including insomnia, muscle tension, loss of appetite, and fatigue.
Additionally, athlctes reported doing things that adversely affected their
rchabilitation programme. These observations are in part consistent with the grief
modecls proposed by Averill (1968) and Karl (1987) and may suggest that it is
inappropriate to view the responses of injured athletes as being mutually exclusive to

either a stress based, or grief based model. Indeed, the responses may be an amalgam
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of both, or an adaptive model of grief which accounts for the manifestation of stress

and coping responses (similar to one of the aforementioned models).

In their descriptive single case study report of the process of rehabilitation in
an elite cricket fast bowler, Gordon and Lindgren (1990) suggested that three factors
emerged which appeared to have direct relevance to the sport psychology literature
on injury response, injury rehabilitation, and return to competition:

1. “The recovery and subsequent return to full activity of this athlete was
attributable to a combination of effective responses to both the physical and
psychological demands of the incapacity” (p. 75). This was acknowledged by
both the athlete and the medical team and appeared to play an equally
important role to the physical programme.

2. The importance of a positive attitude was retrospectively acknowledged by
both the athlcte and the physiotherapists. Gordon and Lindgren maintained
that the subject's attitude change over the rehabilitation period appeared
consistent with the stages of the grief response. Specifically, the stages of the
athlete's response to injury were said to resemble denial followed by anger,
depression, and finally acceptance.

3. The use of rational thought processes by the athlete to produce effective
behavioural responses, Gordon and Lindgren proposed supported the use of
cognitive-behavioural approaches to stress management during injury.

Gordon and Lindgren's findings were based on data collected from interviews
and retrospective accounts of the subject's rehabilitation from this and a previous
injury which had occurred six years earlier and necessitated a complete two year lay-
off. Interviews were also conducted with the two sports physiotherapists involved
in the subject's rehabilitation. Although the study has much appeal in providing an
insight into the rchabilitation of an elite performer from a serious and recurring injury,
it is not without its limitations. These include the possible inaccuracy of recall, the
intcrpretation, application, and conclusions drawn from the transcribed interviews
(which in part appear tenuous), and contamination of the subject's response set
through prior psychological counselling. Despite these limitations the findings
reported are commensurate with the grief models presented, and the importance of

coping mechanisms in the early response stages.
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Gordon, Milios, and Grove (1991, 1992) in a study of psychological
adjustment to sport injuries, examined the practical implications for physiotherapists
and trainers of psychological aspects of the recovery process. Data were reported
from a two part investigation which involved interviews with 14 experienced sport
physiotherapists and responses to an inventory mailed to 190 physiotherapists (66
responses received). Symptoms which physiotherapists reported observing during
treatment included denial and bargaining. Less frequent were symptoms of
depression and anger, although all were rated greater than moderately, and interpreted
as indicating a poor response to injury. Physiotherapists reported several factors
which they thought heightened athletes emotional reactions to their injuries: (a)
severity of injury, (b) timing of the injury, (c) intensity and importance of sport
involvement, and (d) non-specific personality variables. These findings are
comparable to some of the findings reported earlier from the clinical and psychology
literature (Engel, 1964; Parkes, 1975; Worden, 1991). Gordon et al. (1992) advocated
the need for further research on the stages of the grief response to establish whether
they are sequential or recurring. If certain stages or phases could be recognised,
appropriate interventions could be derived based upon them (Gordon et al., 1992;
Hardy, 1992; Smith, Scott, & Wiese, 1990b).

McDonald and Hardy (1990) explored the affective, cognitive, and
behavioural responses of five injured athletes across a four week period. Emotional
responses dunng the rchabilitation period showed a progression from a negative to a
more positive state with regard to anger, depression, fatigue, confusion, tension, and
vigour. McDonald and Hardy suggested a resemblance to the stage-like grief process
proposed by Kiibler-Ross, but only involving two distinct stages. The first stage
involved shock, with a second stage of retreatment. Retreatment was considered to be
a type of denial which involved the athlete retreating into either illness or health.
While McDonald and Hardy's study made a contribution to a sparse but increasing
body of knowledge, it is not without methodological weakness. The researchers
themselves acknowledged the need for larger sample sizes, extended measurement
periods, the study of career-ending injuries, and the use of alternative methodologies
and interaction paradigms to examine both individual and environmental influences
upon the affective response patterns to injury. Other limitations include: (a) the

relationship between the proposed two stage-like process and the five stages
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proposed by Kiibler-Ross, which appeared a little tenuous; (b) the pooling of data
gathered over a four week period at each of eight time phases despite the variability
in time scale for data collection points amongst athletes (there is a high degree of
consensus that the rate that individuals move through the grief process is highly
variable); and (c) the return to sport within the four week period of three of the five
athletes, which draws attention to the need for a clear definition of severity in terms
of the short and long-term injury prognosis.

Pearson and Jones (1992) investigated the emotional effects of sports injuries
using a modified and unvalidated version of the Emotional Feelings about Injury
Questionnaire (Smith et al., 1990a), and the Bi-polar Profile of Mood States (POMS-
BI: Lorr & McNair, 1988). Results from a sample of 61 injured sportsmen were
compared to a matched group of 61 non-injured sportsmen (matched on gender, age,
sport played, amount of exercise undertaken weekly and standard achieved). Pearson
and Jones reported that the injured athletes were significantly more tense, hostile,
depressed, unsure, tired and confused than their non-injured counterparts. Interview
data collected by Pearson and Jones showed that subjects exhibited some of the
cmotional and behavioural characteristics of grief responses (depression, isolation,
helplessness, anger, frustration and acceptance). However, the authors concurred
with Smith et al.'s (1990a) earlier proposal that sportsmen may not experience a
typical grief reaction following injury. They also reported support for Wiese and
Weiss's (1987) proposal that affective response patterns may be far more complex
than suggested by stage models of grief, with athletes moving between highs and
lows. However, as has already been mentioned, this oscillation in responses has also
been described as a characteristic of grief responses in much of the clinical and injury
literature (Brasted & Callahan, 1984; Pederson, 1986; Rodgers & Cowles, 1991;
Rotella, 1985; Worden, 1991). Unfortunately, Pearson and Jones did not report the
severity of the injuries suffered by their subjects, which may mediate compliance
with proposed grief models.

A recent qualitative study examined responses to season ending injuries of 21
skiers, who were members of the US ski team between 1990 and 1993 (Udry, Gould,
Bridges, & Beck, 1997a). In-depth interviews were content analysed and 136 raw
data themes were extracted. Four general dimensions emerged: injury relevant

information  processing, emotional upheaval/reactive behaviour, positive



22

outlook/coping attempts, and other. Within the general dimension of emotional
upheaval/reactive behaviour, six second order themes emerged that accounted for
skicrs responses: (a) emotional agitation, (b) vacillation of emotions, (¢) emotional
depletion, (d) isolation/disconnection, (¢) shock/disbelief/denial, and (f) self-pity.
Because of the retrospective nature of the study Udry et al. felt the it was
inappropriate to attempt to explore the temporal nature of skiers responses to
injury, however, the homogeneity of the sample in terms of injury severity was a
strength rarely observed in research into psychological responses to injury. In
comparing their findings to grief models of injury, Udry et al. proposed support for a
number of characteristics. These included anger, depression and acceptance. Although
they also observed shock, disbelief, isolation, and worry/anxiety, they did not equate
these with models of gricf; despite support for these as characteristics of grief within
the grief literature (e.g., Archer & Rhodes, 1993; Averill, 1968).

Cognitive Appraisal and Emotional Responses to Injury

The concept of cognitive appraisal is embedded in research and theory on stress,
coping, and emotion. Stress is best understood as a relationship between the person
and the environment, appraised as taxing or exceeding resources (Folkman, Lazarus,
Dunkel-Schetter, DcLongis, & Gruen, 1986). As a model of stress it prescribes a
central role (mediating) to cognitive appraisal and coping. Cognitive appraisal is a
process through which the person evaluates whether a particular situation is
stressful, and if so, to what extent. Coping is defined as the person's ever changing
cfforts to manage circumstances that are appraised as stressful (Lazarus & Folkman,
1984). This process is termed one of transaction because it proposes a bi-directional
transaction betwecen the person and environment. In other words coping is thought to
vary within individuals, depending on the circumstances, and in circumstances
depending upon individual differences. Three major categories of coping have been
proposed that comprise, problem focused coping, emotion focused coping, and
avoidance (Cox & Ferguson, 1991). Cognitive appraisal or an individual's subjective
interpretation takes two forms, primary appraisal, and secondary appraisal (Lazarus
& Folkman, 1984). Primary appraisal involves an assessment of what is at stake,

sccondary appraisal involves an assessment of the coping options available.
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Appraisal in turn determines emotion, which serves a number of functions: (a) its
quality and intensity tells us about the ongoing relationship between the person and
environment; (b) it tells us what is important in a given situation; (c) it provides an
insight into a person's beliefs about "self and world"; and (d) it can tell us how a
person has appraised a situation with respect to its significance for well-being
(Lazarus, 1991, p. 22). Emotion in this context is a reaction to meaning.

Cognitive appraisal models provide a valuable framework for understanding
the process athletes might go through in response to injury. They also enable us to
understand the importance of the appraisal of the injury, as opposed to the injury
per se, in determining an athlete's psychological responses. This process of appraisal
largely accounts for individual differences in response characteristics, and provides a
basis for undcrstanding why athletes may be experiencing certain emotions and
behaving in certain ways. However, models of cognitive appraisal do not preclude the
application of modcls of grief to injury.

Cognitive appraisal models have evolved within the injury literature from a
model of injury prediction proposed by Anderson and Williams (1988). Anderson
and Williams pre-injury model has subsequently been updated into the post-injury
phase by Wiese-Bjomstal and Smith (1993), and most recently by Wiese-Bjornstal,
Smith, and LaMott (1995). The latter model (presented in Figure 1) was based on a
dcductive analysis of empirical research. The basis of cognitive appraisal models of
injury response is that an individual's interpretation (appraisal) of an injury will
dectermine how they respond to the injury (Weiss & Troxel, 1986; Wiese-Bjornstal &
Smith, 1993). Much of the support for cognitive appraisal models is based on their
ability to account for individual differences in psychological responses to injury
(Brewer, 1994). This is due mainly to the proposed interaction between personal and
situational factors, and the subsequent appraisal of these factors. Although within
the injury literature there has been a limited attempt to test the validity of cognitive
appraisal modcls (Brewer, Linder, & Phelps, 1995a; Daly, Brewer, Van Raalte,
Petitpas, & Sklar, 1995), there is support for the relationship between emotional
response to injury and a number of situational variables. These include social support
for rehabilitation (Brewer et al., 1995a; Fisher, Domm, & Wuest, 1988; Udry, 1997),
physician rated current injury status, and impairment of sports performance

(Brewer, Petitpas, Van Raalte, Sklar, & Ditmar, 1995b). Personal factors that have



been found to be associated with athletes' emotional responses include age (Brewer et
al., 1995b), injury severity (Leddy, Lambert, & Ogles, 1994, Smith et al.,, 1990a;
Smith et al., 1993), injury duration (McDonald & Hardy, 1990; Smith et al., 1990a;
Uemukai, 1993), injury history (Johnson, 1996), and self esteem (Chan & Grossman,
1988; Leddy et al, 1994). Having said all this, genuine person by situation
interactions have rarely been assessed.

In one of the aforementioned studies, Brewer et al. (1995a) examined the
relationship between a number of situational factors and emotional adjustment to
athletic injury. Subjects, 121 patients at a sports medicine clinic completed the
Postinjury Questionnaire (PQ), the Athletic Identity Measurement Scale (AIMS),
the Beck Depression Inventory (BDI), and the Profile of Mood States (POMS).
Brewer et al. reported physician-rated current injury status, perceived impairment of
sport performance, and perceived social support for rehabilitation as significantly
correlated with post-injury depression. Age was negatively associated with post-
injury disturbance, and mood disturbance was found to be generally positive and
global, rather than specific. The absence of a temporal pattern in emotional responses
was attributed to subjects' injury severity (more severe than other studies where such
a pattern has been observed). However, this study has a number of methodological
limitations. The authors themselves acknowledged that the use of single item scales
may have obscured the rclationship between situational factors and emotional
adjustment. Since no information was presented on the PQ or AIMS it is difficult to
assess the psychometric integrity of these measures. This, and the use of what are in
effect clinical measures of depression and mood must raise some questions in relation
to the validity of the findings. In addition, the inferred absence of a temporal pattern
from a sample that included athletes who were injured for one day is simply

unsustainable.
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A number of studies have sought to examine the effects of injury on athletes'
self-concept. McGowan et al. (1994) examined changes from baseline in the global
self-concept of 29 injured varsity football players. Athletes were assessed pre-
injury, weekly throughout the duration of their injury, and post-injury (one week
after the last game of the season). Global self-concept was assessed using the
Coopersmith Inventory, a measure of global self-worth. A comparison of injured
versus non-injured players showed the injured players to be higher on global self-
concept pre-injury, but significantly lower post-injury. No other significant
differences were reported. Although the period of injury ranged from one week to
ninc weceks, the sample size after three weeks precluded statistical analysis. The
authors acknowledge two limitations in particular in this study. These include the use
of a global, uni-dimensional measure of self-worth, and the differences between the
two groups on sclf-concept at the outset of the study. Unfortunately a lack of detail
in relation to the procedures employed makes an assessment of the findings emerging
from this study difficult. It would certainly be helpful to know the length of time
that lapsed between the pre-season assessment of self-concept and injury occurrence.
While assessments of athletes pre-injury will undoubtedly help to advance our
understanding of the emotional responses of injured athletes, there is a need to
attempt to standardise this baseline or pre-injury assessment across subjects relative
to injury occurrence. A similar standardisation procedure should be utilised post-
injury relative to completion of rehabilitation.

In an investigation of the psychological reactions to injury of 343 male college
athletes participating in 10 sports, amongst a number of other variables, Leddy et al.
(1994) also asscssed the effect of injury on athletes' self-concept. Using the
Tennessee Sclf-Concept Scale, Beck Depression Inventory, and State-Trait Anxiety
Inventory athletes were assessed pre-injury (pre-test), one week after injury (post-
injury), and 2 months after each athlete’s second test completion (follow-up).
Independent variables included injury status with four levels: Injured (athletes injured
at post-injury and at follow-up, n = 77); Recovered (athletes injured at post-injury
but fully recovered at follow-up, n = 68); Non-Injured (athletes who were not injured
at all, n = 110); and, Late Injured (athletes who were not injured at post-injury but
who were injured at follow-up, n = 58). While pre-injury results showed no

significant differences between the groups on the constructs assessed, post-injury
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results showed the Injured and Recovered athletes exhibited significantly higher levels
of depression and state anxiety, and significantly lower total and physical self-esteem
scores than the Non-Injured and Late Injured athletes. Follow-up results showed that
the Injured and Late Injured athletes had significantly higher levels of depression and
lower levels of total and physical self-esteem, than either the Non-Injured or
Recovered athletes, although only the Injured groups showed significantly higher
levels of state anxicty than the other three groups. Late Injured athletes had
significantly lower physical self-esteem scores than the other three groups. Reference
is made to a number of models proposed to explain psychological reactions to
athletic injury, including that of cognitive appraisal. Self-esteem is considered to
mediate appraisal, and coping in such models. No reference is made to the grief
response despite the authors suggestion that in some instances the emotional
responses reached “similar levels of intensities to clients receiving outpatient
psychotherapy” (p. 351). This is perhaps surprising since loss of self-esteem as a
function of loss of bodily function and role loss has been identified as a significant
factor within the clinical literature as predisposing an individual to a grief response
(Averill, 1968; Peretz, 1970).

While offering further insight into features of the psychological responses of
injurcd athletes, there are a number of inherent weaknesses which preclude a clear
assessment of the contribution this study makes to theoretically derived models of
psychological rchabilitation: (a) it lacks sufficient detail to enable replication; (b)
injury was decfined as one missed game or practice session and included no other
detail in relation to the severity of injuries (duration) of subjects who comprised the
sample; (c) the period of time between pre-injury and post-injury data collection
were not stated; (d) post-injury data were collected across a variable time span of one
weck across subjccts; and (¢) only three data collection points were utilised.

In a somewhat different vein, Johnson (1996) compared coping strategies and
mood of first time injured and multiply injured athletes (at least three acute long-term
injurics). Athletes were assessed at the beginning of the rehabilitation period with the
Mood Adjective Checklist (MACL), the General Coping Questionnaire (GCQ), and
the Karolinska Scales of Personality (KSP). Athletes were also interviewed. At a
sccond assessment at the end of the rchabilitation period, the Sport Injury

Questionnaire and the Diagnostic Checklist were employed, in addition to the
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MACL. Although Cronbach alpha's are reported for the MACL, GCQ, and KSP, no
further information in relation to their development or psychometric integrity is
provided (the study was conducted in Sweden). The subjects were 81 highly
competitive athletes who had sustained acute long-term injuries. Comparisons at the
first assessment showed that subjects in the multiply injured group tended to accept
their current situation to a higher degree than the other group. They also showed a
higher overall mood level, and a greater urge to suppress anger and irritation. At the
sccond assessment at the end of rehabilitation, the multiply injured athletes scored
significantly higher on the mood variables social orientation and activity, than the
first time injured athletes. The authors also report that the first time injured athletes
worked toward their recovery significantly less than the multiply injured athletes,
and felt significantly less physically restored. A number of comparisons are drawn
with models of gricf, but generally the findings are interpreted to be more consistent
with cognitive appraisal models of injury response. At best these comparisons and
conclusions appear tenuous. Some difficulties may have arisen in the interpretation
and discussion of the findings because of loss of meaning through translation. This
said, the measures utilisecd have poor face validity, and are non-population specific.
While a study of this kind has enormous potential for identifying factors which may
predispose athletes to respond with greater emotional intensity to injury, Johnson's
study falls short of achicving this.

Daly et al. (1995) conducted what appears to be the only published study to
formerly assess cognitive appraisal as a determinant of emotional responses to
injury. Subjects were 31 individuals who sustained a knee injury requiring either
arthroscopic or open surgery, and that required them to have been in physical
therapy for at least a week, with at least one week of appointments remaining.
Subjects completed a single cognitive appraisal item designed to tap secondary
appraisal, POMS (only a total mood disturbance [TMD] score was calculated), and
two measures of adherence to rehabilitation. The adherence measures involved an
attendance score (number of sessions scheduled divided by the number attended), and
the Sports Injury Rchabilitation Adherence Scale (SIRAS; involves the physical
therapist's completion of three items to assess rehabilitation adherence during the
rehabilitation session). Cognitive appraisal was significantly correlated with TMD,

such that low levels of perceived ability to cope with the injury were associated with
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high levels of mood disturbance. TMD was inversely related to one measure of
adherence (attendance), but unrelated to the other (physical therapist ratings).
Although not without merit, Daly et al. identified a number of limitations: (a) the
findings were correlational and preclude causal inferences regarding the relationships
between cognitive appraisal, emotional disturbance, and attendance at rehabilitation
scssions; (b) the measures of cognitive appraisal and adherence were limited in scope;
and (c¢) sample - in terms of size and homogeneity. Wiese-Bjomstal et al. (1998) have
recently questioned the value of total mood disturbance scores as a basis for
understanding the intricacies of individual mood state changes in response to injury,
and perhaps more importantly, the use of non-population specific (clinical)
mcasures. However, the implementation of cross sectional studies of this nature
utilising injury specific measures (wherever possible) have much to offer, particularly
if they adopt multiple assessments throughout the injury period.

A rccent qualitative study conducted by Johnston and Carroll (1998)
assessed the utility of a number of models of injury response, including those of
cognitive appraisal and grief. The study used grounded theory to describe the
cmotional responscs of 16 scriously injured athletes. Interviews examined emotional
responses, appraisals, events, and behaviours, within a temporal context. Three
higher order themes emerged from the analysis, events and behaviour, appraisals, and
cmotions. Frustration and depression were the prevalent emotions throughout
rchabilitation. In the early phase of rchabilitation they resulted from disruption to
nomal function, in the middle, from a negative appraisal of rehabilitation progress,
and at the end, impatience to return to sport. Although appraisal appeared to serve a
key function within the model that emerged from Johnston and Carroll's study, the
authors suggest a modcl of cognitive appraisal is inconsistent with their findings
because it fails to account for the temporal nature of the responses they observed.
While cognitive appraisal models presented in the injury literature can certainly be
criticised for this, Lazarus and Folkman's (1984) model of cognitive appraisal does
account for this dimension. Models of cognitive appraisal presented in the injury
litcrature should re-examine this feature of Lazarus and Folkman's model, particularly
in light of recent injury response research. Although many of the emotional
responses described by Johnston and Carroll (1998) are consistent with those

depicted in grief modcls, the authors appear to dismiss this based on the proposed
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failure of grief models to account for individual variation in responses, and the subject
population from which they are derived. This appears a little misplaced in the
context of their findings. They do suggest some support, however, for the risks
modcl proposed by Rose and Jevne (1993). Rose and Jevne's risk model resulted
from a qualitative grounded theory study, involving seven injured athletes. All
subjects were intcrviewed twice over the period of their injury. A validation sample
of medical professionals (n = 8) was used to verify the model that emerged from the
interview data. The resulting risks model identified four phases associated with
injury: (a) getting injured, (b) acknowledging the injury, (c) dealing with the impact,
and (d) achieving a physical and psychosocial outcome. The model has not been
empirically tested, and Johnston and Carroll's study appears to be the first to offer

some support for it in the context of athletes emotional responses to injury.

An Inclusive Model of Injury Response: Cognitive Appraisal and Grief

Although generally overlooked within the injury response research, there are a large
number of commonalities between models of grief and cognitive appraisal. As
adaptational models they apportion mutually important roles to both situational and
personal variables in response to perceived threat (cognitive appraisal) or loss (grief).
These include the significance or threat of loss, previous experience of the loss or
stressor, perceived social support, and the psychological and emotional response
characteristics.

The significance of loss is central to proposed grief models and acknowledged
as a determinant of the emotional response. An equally important role is attributed to
threcat of harm in cognitive appraisal models, for example, threat to ego. Within the
injury litcrature severity of injury has consistently been identified as a determinant of
cmotional response. Controllability and anticipatory loss are examples of two
variables that may form part of the appraisal of significance of loss. Controllability is
certainly a feature of grief, and within the cognitive appraisal literature life events
appraiscd as uncontrollable are more strongly associated with depression than events
appraised as controllable (Vitaliano, DeWolfe, Maiuro, Russo, & Katon, 1990).
Responses of confusion, helplessness, and the need to rationalise, reported in a

number of injury response studies (McDonald & Hardy, 1990; Pearson & Jones,
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1992) are consistent with strategies of emotion focused coping in situations
appraised as uncontrollable. Both appraisal and grief models acknowledge the
anticipatory function of loss and harm. In life in general we face constant reminders
of our mortality and the inevitability of certain types of loss, injury provides us with
such a reminder. For example, developmental loss characterized by loss of range of
movement.

The importance of a person's previous experience of stressors in the appraisal
process and in determining psychological and emotional response characteristics, has
been supported within both bodies of research. As a moderating variable social
support is assigned a key role in the both clinical and injury literature. However, in
situations where athletes need to initially withdraw (as may be the case in injury
because of the threat to self-esteem and self-confidence), and as a result become
isolated, the role of social support is not clear (Udry, 1997).

The nature, intensity, and duration of psychological and emotional responses
predicted by models of appraisal and grief presents the greatest challenge to
researchers. One of the features of grief that has received much attention, and indeed
criticism, in the psychological response to injury research is the psychological and
cmotional responses predicted by models of grief. Although such criticisms have not
been made of cognitive appraisal models proposed in the injury literature, this is
arguably because these models have lacked similar detail in relation to the
psychological and emotional responses that they predict. In an injury context
cognitive appraisal modcls have tended to focus on the process of appraisal as
opposed to the responses which result from this process. In order to enhance our
understanding of the psychological responses of athletes to injury, appraisal models
must provide testable predictions both in relation to process (appraisal) and outcome
(response) variables.

Some repetition may be useful for the purpose of clarification, with regard to
psychological and emotional response characteristics of injured athletes. Both models
of gricf and appraisal propose that at any one time several different emotions might
occur in response to loss / stress (interestingly grief models have been criticised for
this). Indced it has been suggested that both global and specific emotions may
fluctuate to such an extent that they may last only hours or days. Having said this,

gricf models generally predict an initial phase of shock and disbelief, followed by a
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phase (or phases) that involves depressive symptoms such as despair, despondency,
preoccupation, searching for meaning, and in some instances anxiety, anger, and
hostility. Bchavioural responses include withdrawal and isolation, with such
behaviour frequently not being conducive to adaptation and recovery. The later two
responses characterise a final phase during which a greater investment is made to
returning to normal functioning (Averill, 1968). As with appraisal models, these
responses are considered to be a direct result of what appraisal models term goal
incongruence, when goal directed behaviour is seriously disrupted. According to
cognitive appraisal modcls, responses to an appraised stressor include shock, anger,
guilt, anxicty, dcpression, helplessness, apathy, frustration, problem solving
cognitions, and behaviours such as isolation and withdrawal. Although these are
rarcly placed within a temporal pattern, some researchers have suggested stages
within the context of the coping process, for example, Shontz (1975) has suggested
stages of shock, encounter, and retreat or reality testing. The apparent overlap in the
response characteristics described is hardly surprising when one considers that the
stressor in appraisal frequently results in an actual or perceived loss, the basis of
gricf models.

The above discussion provides a strong rationale for a model of injury
response which encompasses cognitive appraisal and grief. Such a model is illustrated
below (Figure 2). The modecl proposed differs from previous appraisal models in as
much as it acknowledges gricf as a response to loss through injury. The model does
not prescribe that all individuals will experience grief, rather that appraisal will
determine whether the emotions and behaviours elicited characterise a grief response.
It is hoped that this distinction will enable researchers to investigate responses to
injury within an appraisal framework that accounts for the potential of a grief like
response. In addition practitioners may find it helpful in understanding the way that
individual and situational differences may affect the response of one injured athlete
compared to another. In this context a performer who responds in a way
characteristic of gricf will not simply be viewed as maladaptive, rather as someone
requiring greater understanding and help in resolving their loss. A model in which the
significance of the loss may determine the nature of the psychological and emotional

responscs to injury is not only intuitively appealing, but theoretically meaningful.



33

(F861 ‘weun{[o 29 snreze] woij paydepy) asuodsay Amfu] Jo [9pOJAl [eor30[0YdASq 7 om3Ty

I

SIOIARYIF SOUBPIOAY
smoraeyag yoeosddy

sInoiaeyayg
ayroads

.

UOIIR[OS]
‘“yooys “18uy ‘medssaq
‘uotssaida(q ‘Aerxuy

suonow’yy
ayadg

H

uoneidepy pue 194000y
Kouapuodsiq pue uorssardoq

JOU[2ASIQ PUe 00YS

-+

19944

asuodsay

<>

v

dsey,
‘dqrdue, ‘Teuonowy

ja0ddng
[BI00S PRAIIIIG

ﬂ

QOUBPIOAY
Pasnoo,] uorowy
PasNo0,{ WA[qoId

Surdo)p

ﬁ

93uaqreyd
‘el ‘jedryl,
|
A18pU0d9S
Arewruig

resreaddy
3Anugo)

1 I)UNOOUR
1 ouny, w—

ss22044
Suuvipspy

v

uonedronreJ Jo [0AY]
UOSBIS Ut S,
10dg Jo dsouenpoduy
Ajuaadg Amfuy
Asoysty Aanfuy

SdIqerIe A
uonenjis

ﬁ

WASI-J[OS
SOUDPIFUOD-JIOS

Sa[qerIes
uos.adg

SIUIPIIIUY
josno)

<€¢—Am(ug



34

A critical feature of the model is that it acknowledges the process of appraisal and
response as adaptive and dynamic, one which explicitly changes over time. This
feature will hopefully encourage research to address the temporal pattern, central to

models of adaptation.

Implications

The purpose of this review has been to examine research into the psychological
responses of injured athletes particularly within the conceptual framework of models
of grief, and to a lesscr extent, stress based models of cognitive appraisal. As a result
of this review a number of issues are identified for future research. While there has
been increasing attention paid to the processes pervading the psychological
rchabilitation of injurics over recent years, the extant literature has shown itself to
have a number of limitations. The continued existence of these will hamper our
understanding of the psychological responses of athletes to injury, the contribution
and application of models of grief and cognitive appraisal, and the ability to employ
cffective intervention strategies:

1. The literature has been primarily descriptive in nature and has lacked
cmpirical rigour. The resecarch methodologies used have severely limited the
genceralisability of findings; retrospective case study designs, use of unvalidated and
non-population spccific inventories, inconsistent definition of injury, and lack of
control of injury scverity are some of the more prevalent features of the studies to
datc. While case study designs may provide some insight into the psychological
responses of injured athlctes, there is an urgent need for more empirically rigourous
mcthodologics to be employed in this area (cf., Wiese-Bjornstal et al., 1998).

2. The litcrature has been inconsistent in differentiating between levels of injury
scverity and the nature of different injuries - since injury severity (in the injury
literature) and nature and significance of loss (within the grief and coping literature)
have been identified as possible determinants of outcome, it is essential that severity
of injurics is included as an independent variable in future research. Indeed, it is vital
that rescarchers come to some agreement as to levels of injury severity (e.g., chronic
versus acute); injuries that prevent participation for one day, do little to advance our

understanding of the psychological responses of injured athletes, even if they do
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assist in implementing studies with larger sample sizes. An assessment of injured
athletes who are unable to participate for 2 minimum three week period would enable
researchers not only to assess the relative contribution of the theoretical models
proposed within the sport psychology literature, but assess the complex pattern and
interaction of behavioural, emotional, and psychological variables, as a basis for the
design of intervention strategies

3. Many of the early studies in particular, have used retrospective
mcthodologies - although retrospective methodologies may lend themselves more
easily to the study of rehabilitation from injury, they may also be confounded in
terms of accuracy of recall of what may have been a highly emotive experience, and
lcad to the collection of inaccurate data. Concurrent methodologies which include
normative pre-injury, post-injury, and recovery data may be far more insightful for
testing theoretical frameworks, providing a stronger basis for the development of
sound intervention strategies. In this, it is essential that data collection accounts for
the proposed temporal dimension of psychological responses to injury by adopting
standardiscd assessment points throughout the rehabilitation period. While a number
of more recent studies have attempted to implement such methodologies, few have
been conducted with adequate nigor, or been reported in sufficient detail to enable
replication.

4. Little account has been taken of moderator variables such as intensity of
involvement, level of performance, social support, personality, cognitive appraisal,
and coping resources. Although the contribution of moderating variables in
determining psychological outcome from injury has received limited attention in the
injury literature, there is some evidence to suggest that such variables may affect the
successful rchabilitation of athletes in certain conditions (Smith et al., 1993). Within
both the gricf and cognitive appraisal literature a number of variables such as
previous experience of loss (injury), other life crises, social support, intensity of
involvement, and coping capacity, have been identified that have already been
implicated in the psychological responses to injury literature. These warrant further
investigation.

5. There has been some support for personal variables that have been proposed
to mediate psychological responses to injury. Unfortunately, variability in

population characteristics, measures utilised, and research designs has precluded the
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generalisability of many of the findings. This has meant that progress has been slow
in advancing our knowledge and understanding of the effect of different mediating
variables upon athletes' psychological responses to injury. Once again this reinforces
the need for greater empirical rigor in testing the role of both moderating and
mediating variables predicted by models of injury response.

6. There has been limited regard for grief models other than that proposed by
Kiibler-Ross (1969), with much misrepresentation of this particular model. A
number of other grief models have been proposed within the clinical literature, based
on various subject populations. Of these models, the concepualisation of loss and
gricf as provided by Averill (1968), and Bowlby (1991) may be of particular
relevance and worthy of further examination in an injury context. Despite being
derived from a population who have suffered an irrevocable loss Averill’s (1968)
stage approach to grief provides a means of conceptualising alternative types of loss
such as loss of health, role loss and loss of self-esteem; all of which may be
contextualised to loss through injury. Indeed, Averill’s three stage approach to grief
may well be more congruous with many of the findings reported in the injury
literature (particularly those which have proposed a grief like response), than that
proposed by Kiibler-Ross (1969). It may also be more insightful for determining the
presence of a grief based model or a stress and coping one. Meanwhile, Bowlby’s
attachment thcory provides a framework for understanding the nature and
significance of important attachments and helps explain the intense emotional
reactions in response to their loss. Many of the methodological issues identified in
this scction would certainly assist in assessing the relative contribution of these
modcls to understanding the responses of injured athletes.

7. There has been little or no distinction between stage/component/phase and
task modcls of gricf. This issue appears to have been neglected, if not totally
overlooked, in much of the sport psychology literature, but this issue may be of
fundamental importance in the application of grief models to the psychological
response patterns of injured athletes. The contribution of grief models is far from
clear, but without more rigorous theory testing it will remain so. An assessment of
the contribution of the grief models proposed within the clinical literature, and the
application of stage/component/phase and task approaches, may only be done with

methodologies that can account for these. For example, to reject a sequential pattern
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of responses and the presence of certain characteristics, can only be done with any
degree of validity if athletes are assessed more frequently throughout the injury
period. Few studies have utilised data collection points of a frequency greater than
every two weeks, and by and large these studies have supported a pattern of
responses akin to grief (this is perhaps particularly pertinent in light of the fact that
grief researchers have suggested that the duration of any one stage of the grief process
is not only highly variable, but may last only a matter of days).
8. Until very recently researchers, without exception have viewed models of
grief and cognitive appraisal as mutually exclusive in accounting for athletes'
psychological responses to injury. Evans and Hardy (in press) and Wiese-Bjornstal
et al. (1998) however, have suggested that a grief response could be subsumed within
an integrated stress based model of cognitive appraisal. Such a model would provide
testable predictions in accounting for the possible adaptive and maladaptive nature of
athletes' psychological responses to injury. In this, both moderating and mediating
variables could be examined as predictors of injured athletes psychological responses.
Research into the psychological and emotional responses of injured athletes is
still very much in its infancy. While the research conducted to date has provided us
with an insight into some of the factors affecting athletes' psychological responses to
injury, much work remains to be done in this area. Future research needs to address
the limitations identified within this, and other recent reviews, so that ultimately
theoretically derived interventions can be designed and implemented to expedite

injured athletes' successful recovery and return to sport.
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Chapter 3

The Measurement of Psychological Responses to Injury
(Study 1)

Introduction

The psychological responses of injured athletes has been the focal point of much
recent resecarch. However, despite this attention, research into psychological
responses to sport injury has generally lacked empirical rigor (Wiese-Bjomnstal,
Smith, Shaffer, & Morrey, 1998). In an attempt to understand the psychological
responses of injured athletes, a number of conceptual models have been proposed in
the injury litcrature. These have included the clinically derived grief response model,
the stress based cognitive appraisal model and the more recent risks model (Rose &
Jevne, 1993). Although there has been much debate as to the relative merit and
application of these models to injury, at present the empirical evidence in support of
any one particular model, is far from conclusive (for reviews see Brewer, 1994; Evans
& Hardy, 1995; Wiese-Bjornstal, Smith, & LaMott, 1995). Indeed, recent reviews by
Evans and Hardy (in press) and Wiese-Bjornstal, Smith, Shaffer, and Morrey (1998)
have challenged the traditional view that models of grief and cognitive appraisal, as
they apply to psychological response to injury, are mutually exclusive, and have
suggested that gricf may be conceived of as resulting from a process of cognitive
appraisal.

To date, rescarch into the psychological responses of injured athletes has
been characterised by both consistency and inconsistency. There has been
considerable variation in population characteristics and research designs (Wiese-
Bjomstal et al., 1998), but a large amount of uniformity in the measures utilised. The
rescarch strategies employed in the investigation of psychological responses to injury
have included case study designs (Gordon & Lindgren, 1990; McDonald & Hardy,
1990), descriptive accounts (Nideffer, 1989; Pederson, 1986), empirical
investigations (Daly, Brewer, Van Raalte, Petitpas, & Sklar, 1995; Pearson & Jones,
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1992; Smith, Scott, O'Fallon, & Young, 1990a), and qualitative studies (Johnston &
Carroll, 1998; Udry, Gould, Bridges, & Beck, 1997a). Within these designs,
researchers have utilised surveys, questionnaires, and interviews for data collection
purposes, with the latter two receiving prominence. However, a dearth of
appropriate measures by which athletes responses to injury may be accurately
assessed has necessitated a reliance on non-population specific measures.

The findings that have emerged from this research have suggested that
compared to their non-injured counterparts, injured athletes experience heightened
levels of tension, anger, confusion, fatigue, and depression, and lower levels of vigor,
and self-esteem (Chan & Grossman, 1988; Gordon & Lindgren, 1990; Leddy,
Lambert, & Ogles, 1994; McDonald & Hardy, 1990; Pearson & Jones, 1992; Smith
et al.,, 1990a; Smith et al., 1993). Comparisons of athletes pre and post-injury have
demonstrated increased levels of depression, anger, and state anxiety, and decreased
vigor (Leddy et al., 1994; Smith et al., 1993). Findings with regard to self-esteem pre
to post-injury are equivocal (Leddy et al,, 1994; McGowan, Pierce, Williams, &
Eastman, 1994; Smith et al., 1993).

While these findings provide a useful insight into some of the psychological
responses elicited by injury, they must be treated with some caution. In the majority
of these studies the Profile of Mood States (POMS) has been utilised as the primary
measure. Alongside POMS, researchers have utilized additional measures of anxiety,
sclf-esteem, and depression. Even allowing for the use of injury specific demographic
questionnaires (which have rarely been subjected to any validation procedures), this
is less than satisfactory. While some of the measures utilised may have some
relevance to the psychological responses of injured performers, none were developed
to measure or predict variables derived from any psychological model of injury. As
Anastasi (1990) has suggested, the same test when employed for different purposes
and/or with different subject populations should be validated in different ways, hence
a measure which has high validity in predicting a particular criterion in one
population may have little or no validity in another. While the mood states assessed
by POMS may be in part relevant to the subject population of injured performers,
they are unlikely to adequately represent the behaviour domain of injury. Indeed
Wiese-Bjornstal et al. (1998) have recently questioned the assumption that the
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negative emotions assessed by POMS are dysfunctional in the recovery process,
which raises an issue as to the predictive validity of POMS in an injury context.

A key feature of psychological responses to injury is their transient nature.
Although the importance of this feature has been acknowledged by a number of
rescarchers (Evans & Hardy, 1995; Johnston & Carroll, 1998; McDonald & Hardy,
1990; Quackenbush & Crossman, 1994; Smith et al., 1990a; Wiese-Bjornstal et al.,,
1998), it has received limited attention. Research which has attempted to examine the
temporal pattern of psychological responses to injury has generally supported a
move from negative to positive affect over time (McDonald & Hardy, 1990;
McGowan et al.,, 1994; Smith et al., 1990a; Smith et al., 1993; Uemukai, 1993). In
linc with this, some researchers have suggested a global mood disturbance, with
simultancous elevations in a number of negative mood state variables (Brewer,
Linder, & Phelps, 1995a; Smith et al., 1990a). There has been less support for an
oscillation between highs and lows during the rehabilitation period (Pearson & Jones,
1992). Brewer et al. (1995a) conducted one of very few studies that has failed to
obscrve a temporal pattern of some description in athletes' emotional responses to
injury. However these findings must be viewed within a methodological context. The
ability to infer the presence, or otherwise, of a temporal pattern, from a population
that includes injurics of only two days duration has to be seriously questioned.
Indced, there has been considerable vanability in population characteristics with
regard to injury severity, with much of the research requiring for inclusion only one
days non-participation following injury occurrence. In addition, there has been much
inconsistency in the sampling of specific time phases, which has ranged from twice
weekly (McDonald & Hardy, 1990) to fortnightly intervals (Smith et al.,, 1990a).
Equally variable has been the proximity of the first data collection point relative to
injury occurrence. Unfortunately, some of the research which has sampled distinct
time phases throughout the injury period has shown little regard to the clinical
literature in rclation to the proposed onset and duration of emotional responses
invoked by a significant loss. Within the clinical literature researchers have suggested
that not only is the rate at which any individual may pass through the various phases
of gricf highly variable, but also it is such that any one phase may only commonly

prevail for a matter of days.
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The temporal feature of psychological responses to injury is an important
issue in injury research generally, and in the current study specifically, because of its
methodological implications. The emotional state is never static, it changes in both
quality and intensity. In order to capture this process of change and the factors that
contribute to it, the same person needs to be observed on a number of occasions
(Lazarus, 1991). Unfortunately, this dynamic process-oriented approach to
emotional states is the exception rather than the rule, and all too often such states are
treated as static phenomena (Lazarus & Folkman, 1984). This process oriented
approach to the study of changing states is known as an intraindividual perspective.
In contrast to an interindividual approach which involves comparisons of one person
against another, an intraindividual perspective involves the repeated assessment of
the same person again and again at different points in time. Unfortunately, according
to Aldwin (1994), such a reliance upon interindividual comparisons in process-
oricntated research has meant that researchers have frequently failed to answer
important questions with regard to change.

Aldwin (1994) also asserts that the temporal features of any study involving
health outcomes should guide the choice of measure. However, this is not as straight
forward as it may secm. One of the major difficulties here arises from expecting
process measures, which are usually designed for applied settings, to stand up to the
same critcria as personality measures (Aldwin, 1994; Cattell, 1971). Not only do
these measures have different purposes, process instruments are designed to tap
variability and change, making them almost by definition unreliable. Further
difficultics in the design of such measures result from the inevitability of smaller
sample sizes (Lazarus & Folkman, 1984), and during factor analysis, a shift in factor
structure (Aldwin, 1994). Although techniques exist by which such measures can be
developed, for example, Cattell's population P technique, there has been much
resistance from traditional psychometricians to embrace the use of such techniques.
Proponcnts of an intraindividual approach to developing psychometric process
oricnted instruments argue that the merit of such measures is that they can be utilised
for both intraindividual and interindividual comparisons (Cattell, 1971; Lazarus &
Folkman, 1984).

The preceding discourse has identified two of the most important issues

underpinning current, and future research into psychological response to injury: (a)



42

the use of non-population specific measures to assess the psychological responses of
injured athletes, and (b) the need to accurately assess the temporal pattern of
psychological responses within individuals. The purpose of the current paper is to
report the initial stages of the development of a theoretically derived psychometric
measure that reflects the temporal context of performers' psychological responses to
injury. To this end an intraindividual approach has been adopted in the two studies
being reported. Conceptually, the measure has been designed to reflect models of
psychological response proposed within the injury literature. It is suggested that the
development of such a measure would facilitate a more accurate assessment of
athletes' psychological responses to injury and would thus aid sport psychologists
working in both research and applied settings. Not only will this enhance our
knowledge and understanding of performers psychological responses to injury, but

help guide the design of successful psychological intervention strategies.

Study 1(a)

Method

Generation of Item Pool

The initial stage in the development of the Psychological Responses to Sports Injury
Inventory (PRSII) involved the generation of a pool of items which was
representative of the spectrum of possible responses characteristic of injured
athletes. These response characteristics took account of the various phases or
fcaturcs that both the clinical and sports psychology literature have proposed might
undecrlie athlete responses to loss and injury. In order to generate this item pool an
extensive review of the injury related literature was conducted within the field of
clinical, medical and sport psychology (Evans & Hardy, 1995). Based on this review,
a pool of 140 items was generated under five categories proposed to account for
possible phases of grief. These phases were identified as shock and disbelief, denial,
anger, despair and reorganisation. Although support for the application of grief
response models to injury is equivocal, it was proposed that generating the initial
item pool under these five broad phases or categories would ensure that the

inventory had the potential to test this model while also taking account of alternative
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models of psychological and emotional responses, in particular, stress based
cognitive appraisal models (see Evans & Hardy, in press). Each item within the initial
pool was a statement which reflected a response, characteristic of how performers
might react to injury. The item pool included both positively and negatively phrased
items. The number of items initially generated as descriptors of specific phases or
features varied as a function of the range of possible responses which could
adequately characterise it (shock and disbelief n = 25, denial n = 20, anger n = 26,
despair n = 54, reorganisation n = 15; Appendix 1).

In order to ensure content and face validity, the initial item pool was
subjected to the scrutiny of a panel of individuals considered to have appropriate
subject expertise. The panel comprised six British Association of Sport and Exercise
Science (BASES) Accredited Sport Psychologists who had experience dealing with
injured performers. The panel was requested to consider the 140 items based on
specific criteria: (a) the suitability of the item as a response characteristic of injured
performers on a scale from 1 (extremely relevant) to 5 (extremely irrelevant); (b) the
clarity of phrasing, and the complexity and length of statements (the panel was asked
to indicate any items which were ambiguous or required re-wording); (c) the
representativeness of the item pool for the population domain under consideration;
and (d) the nced for additional relevant items.

Based on the panel feedback a number of items were re-worded and, any item
with a mean relevance rating of greater than, or equal to two was excluded (high
ratings equatcd to low relevance). This process resulted in a revised inventory of 86
items that were considered to be “relevant” or “extremely relevant”. In this revised
format, the five catcgories retained the following numbers of items, shock and
disbeliefn 14, denial n = 11, anger n = 18, despair n = 28, and reorganisation n =
15. The order of the 86 items was then randomised and the revised item pool placed
on a five point Likert scale, anchored at strongly agree (5), agree (4), neither agree nor
disagree (3), disagree (2), and strongly disagree (1).

The revised inventory also requested information regarding name, sex, main
sport, age, present level of participation, period since the injury had occurred, nature
of the injury, whether it had been diagnosed by a medical doctor, and if not by
whom, anticipated time scale of return to full participation, and the date upon which

the inventory was completed.
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The revised inventory was administered on a number of occasions to performers (n =
22, observations = 218)* who had sustained an injury which would preclude them
from full training and participation in their sport for a minimum of two weeks (mean
3.74 weeks, SD $2.43). For inclusion, participants were required to complete the
inventory within 24 hours of the injury occurring and, thereafter, at three-day
intervals for the duration of the injury period. This was intended to ensure that the
data would represent the total injury period and potential pattern of change. Because
of the pattern of change in responses proposed by the clinical and injury literature,
and the need to tap all possible phases of response, a fully randomised procedure
was considered inappropriate. The participants (n = 22, male = 18, female = 4)
represented a range of sports and levels of participation, and had a mean age of 27.6
years (SD *8.14). The sports that the participants engaged in included rugby (union
and lcague), association football, american football, netball, cricket, running, cycling,
squash and tennis. Participants were all involved in competitive sport, ranging from
club to representative level. The injuries sustained fell within two categories, muscle
or connective tissue injuries, and fractures and associated soft tissue injuries. The site

of the injury was predominantly the ankle and knee.

Data Collection

In order to gain access to injured performers within 24 hours of the injury occurrence,
the inventory was administered at two hospital emergency departments (in one large
and one small city) to individuals who had sustained sports injuries. These
individuals were asked if they would complete the inventory and human consent

form as the basis for taking part in a sports injury study. Performers who completed

% This process of using multiple observations for subjects in factor analysis is fundamental to
Cattcll's (1971) population P technique and enables the researcher to derive a factor structure which
accounts for both individual difference and state pattern changes. This procedure of using multiple
obscrvations for subjects was utilised more recently in Folkman, Lazarus, Dunkel-Schetter, DeLongis,
and Gruen's (1986) factor analytic study of the dynamics of a stressful encounter. Mefferd (1971)
recommends that when adopting this procedure the number of observations should well exceed the
number of variables (and be well over 100).
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and returned the inventory and human consent form were contacted by telephone by
the first author in order to confirm the nature and extent of their injury. Where the
injury met the criteria for inclusion in the study, their continued participation was
requested. At this stage, the nature of the study was fully explained:

1. Participants were advised that they would be sent a number of inventories
(the number based on the estimated duration of their injury) and sufficient stamped
addressed envelopes for the return of two completed inventories each week (since
participants lived over a wide geographical area, and were not necessarily in regular
contact with a physiotherapist or doctor, this was the only way in which data could
be gathered).

2. Participants were also sent a completion schedule which listed the days and
dates on which they should complete the inventory. They were requested to indicate
alongside the prescribed date, the date that they actually completed the inventory.
This was uscd as an adherence check since participants were requested to continue
completing the inventory even if they had failed to adhere exactly to the prescribed
dates.

3. Participants were requested to continue completing the inventory according
to the schedule until they were able to return to full participation, at which point
they were requested to return the remaining inventories and the completion schedule.

Detailed information and instructions were sent to all participants to ensure
that they fully understood the nature of the study. Consent was then confirmed and
participants were advised that they could withdraw from the study at any time. Of
those participants who met the selection criteria none declined to be involved, or
subsequently withdrew. Regular weekly contact by telephone to ensure adherence
mcant that whenever the duration of the injury lasted longer than originally
anticipated, an updated schedule and further inventories could be supplied.

Although the dates and duration of completion of the inventories varied from
participant to participant, the data collection points for each participant were fixed at
every third day throughout the injury period. The selection of this completion time
scale was based on the clinical literature on gref and the proposed movement and
oscillation between the relative phases of the grief response (Averill, 1968; Bugen,
1977). All participants completed the inventories to the point of their return to full

training and participation. The data collection procedures, in terms of frequency and
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duration, were intended to ensure (as far as possible) that all proposed phases of
response were assessed. The need to examine individual response data over time, and
tap all phases of the injury period, provided the rationale for the within subject

design employed in the analysis.

Data Analysis

The sccond stage of development involved attempting to examine and define the
underlying constructs or factors of the 86 item inventory. To this end, preliminary
analysis was conducted using a number of different exploratory factor analysis
techniques. Prior to employing any factor analytic techniques, a decision was made
concerning the inclusion of items that had not elicited responses throughout all of the
scale points. Although Anastasi (1990) emphasises the need for items to be endorsed
across all scale points in order to reflect sensitivity to individual differences,
Cronbach (1990) argues that to automatically discard items that do not meet this
critcria may reduce overall content validity. In light of Cronbach's argument, the six
items which were not endorsed across all scale points were not excluded at this stage.
The raw data for the 86 items was standardised within subjects and then collapsed
across subjects; a procedure intended to account for interperson variation in
responses (Cattell, 1971)* .

Principal axis factoring was utilised with both oblique and orthogonal
(vanmax) rotations. Pairwise decletion of missing values was employed for all
analyscs. Following ecach factor analysis, interpretation of the scree plot in
conjunction with the cumulative percent of variance accounted for provided the basis
for cxtracting a given number of factors. As a result of initial exploratory factor
analyscs, only data obtained from subjects who were injured for a period of greater
than thrce wecks duration was utilised in subsequent analyses (n=8 males,
observations — 113; sce footnote 2). The factor solutions obtained from this data

accounted for a greater proportion of the total item variance, and provided a much

3 The process of standardising within subject observations and then collapsing across subjects,
intcgral to Cattcll's (1971) population P technique, avoids mixing inter and intra-individual variance
(Cattcll, 1971). According to Mcfferd (1971) the potential diagnostic capabilities of such an approach
within factor analysis far outweighs any statistical limitations with regard to factor resolution.
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clearer factor structure. Although this meant reducing the number of cases relative to
the number of variables, to what might be considered a less than satisfactory level
(despite the number of cases still exceeding the number of variables; Munro,
Visintainer & Page, 1990) it was anticipated that subsequent confirmatory analysis
would protect against violations of a final factor solution derived from inadequate
sample size. Following factor analysis, internal consistency and reliability were

assessed using Cronbach’s alpha.

Results

Exploratory factor analysis using principal axis factoring with an oblique rotation
(Cattell, 1971; Stevens, 1996) provided the most conceptually meaningful terminal
solution. Initial analyses suggested a nine factor solution which converged in 64
iterations and accounted for 56.4 per cent of the variance. However, within the nine
factor solution, only five factors could be meaningfully interpreted, with the last four
factors containing a small number of items which precluded unambiguous labelling.
Further analysis was performed omitting those items which loaded on the ambiguous
factors, or which in loading on two factors, loaded on the primary factor by less than
.15 than it did on the secondary factor. This led to the retention of 44 items, all of
which clearly loaded on a single factor with factor loadings greater than .3. The
resulting five factor solution converged in 43 iterations and accounted for 52 per cent
of the variance (Table 1 contains the factor pattern matrix).

Factor 1 contained six items which reflected feelings of devastation and shock.
Such was the intensity of these items that the sub scale was labelled Devastation.
Factor 2 contained nine items which were characteristic of feelings of apathy, loss of
motivation, sadness and frustration; it was labelled Dispirited. The five items within
factor 3 reflected feclings of reorganisation and recovery; the factor was labelled
Reorganisation. Factor 4 also contained five items which were characteristic of a
scarching for meaning, or Attempts to Rationalise, as it was labelled. Finally, factor 5
contained 17 items, the highest loading of which contained social connotations. The
items were charactcrised by feelings of anxiety, guilt, and hostility, and in an attempt
to reflect the social context which underlined these feelings, the factor was labelled

Isolation.



Table 1: Factor Pattern Matrix for Factor Loadings > .3

48

Factor

Variable 1 2 3 4

I am devastated by the injury .60883

. Ifeel mentally much stronger -.59626
. T'experience a feeling of emptiness 58157
. My world has fallen apart 53217
. Ifeel a sense of sadness 48913
. I'have difficulty accepting I am injured .44428

I am not getting the support I need -.41137

. Ifeel I have let people down .36475

I feel a sense of apathy .67960
I lack motivation .60093
I am aggrieved at what has happened .54585
I idealise the standard of my training and

performances prior to the injury .50149

. Socially I feel like an outcast 48322

I feel detached from life 48132

. I'seem to lack my usual strength and power  .45761

I can’t understand what went wrong 44200
I try to deny what has happened 40745

I have much more confidence in myself .64874

. I am not seeking support from friends -.59058

Physically I feel a lot stronger 54122
I am beginning to feel like myself again 52275
I suffer from increased tension -.49799

I cannot work out why my injury happened

I question why it happened to me

I have been cheated

I feel as if I have been cheated by being injured
I can’t help but feel bitter

If possible I avoid contact with other people
I get unduly upset about things unrelated to my injury

. Idon't feel like mixing with other performers

I am unusually anxious
I feel guilty
I am unable to relax

. I am unable to enjoy myself

I feel a sense of hostility

I feel philosophical about the experience of my injury
Team-mates and friends seem to have lost interest in me

. My attitude to my surroundings is aggressive
. Ifeel dejected

I am unable to cope with my injury

I am able to relax

At present there is no joy for me

I feel helpless

The impact of this injury is traumatic

71233
.67264
.66254
53515
44827

.62892
.60197
.59789
.59595
.58989
.58625
.55481
51883
-.51372
50271
49186
49168
48360
-.44342
42903
41948
40089
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Item analysis using Cronbach’s alpha resulted in the selection of 25 items, with five
items representing each of the five sub scales (Table 2). The sub scales demonstrated
acceptable levels of internal consistency, ranging from .75 to .86 (alpha coefficients
for each of the five sub scales are listed in Table 2). The PRSII was positively scored
with scores ranging from a low of five to a high of twenty five. At this stage of
development reverse scoring only applied to one item in the sub scale Reorganisation
(as denoted in Table 2).

Predictive Validity

Procedure

The predictive validity of the PRSII was assessed using the data derived from those
participants who were injured for a period of greater than three weeks (n = 8)
compared against those derived from participants who were injured for a period of
less than three weeks (n = 14). In order to examine the differences over time
(temporal pattemning) between the two groups across the five sub scales, three time
phases were sclected. These represented early, mid, and late phases of the injury
period. The anchor points across which item sampling was conducted was based on
the first, middle and last observations for each participant. The data sampling ranged
from 3 to 6 observations around the aforementioned anchor points, according to the
injury period. Mcdian values were then derived from each participant’s raw scores
for each time phase. This procedure was intended to ensure that distinct time phases

were identified and sampled.



Table 2: Factor / Sub Scale Labels and Cronbach Alpha's (25 Items)

Factor Sub Scale / Items Cronbach’s Alpha
Devastation .84
1 30. I am devastated by the injury.

67. 1 experience a feeling of emptiness.

80. My world has fallen apart.

63. I feel a sense of sadness.

70. I have difficulty accepting I am injured.

Dispirited .78

2 37. I fecl a sense of apathy.
38. Ilack motivation.
16. 1 am aggrieved at what has happened.
61. Socially I feel like an outcast.
22. I try to deny what has happened.

3 Reorganisation 75

15. I have much more confidence in myself.
72. Tam not secking support from friends.
14. Physically I feel a lot stronger.

19. T am beginning to feel like myself again.
69.* I suffer from increased tension.

4 Attempts to Rationalise 77

9. I cannot work out why my injury happened.
4. 1 question why it happened to me.

13. I have been cheated.

34.1 fecl as if I have been cheated by being injured.
8. Ican't help but feel bitter.

5 Isolation .87

29. I get unduly upset about things unrelated to my injury.
49. 1 don't feel like mixing with other performers.

50. I am unusually anxious.

44, T am unable to relax.

41. 1 am unable to enjoy myself.

* Denotes reversed item.
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Data Analysis and Results

Group x Time ANOVA'’s with repeated measures on the second factor and a
Bonferroni correction showed significant main effects for time for the dependent
variables of devastation (F 2, 19 = 6.56, P < 0.01, " = .195), isolation (F 2, 19 = 6.26,
P < 0.01, 17 = .151), reorganisation (F 2, 19 = 9.61, P < 0.01, 17 = .373), and
attempts to rationalise (F 2, 19 = 6.56, P < 0.01, 172 = ,127), a significant main effect
for group for attempts to rationalise (F 1, 20 = 13.30, P < 0.01, 172 = .399), and a
significant group by time interaction for isolation (F 2, 40 = 9.19, P < 0.005, 7% =
.284). The group by time interaction for devastation approached significance (F 2, 40
4.22, P < 0.05, 1 — .174). Post hoc Tukey tests showed a significant difference
across time from early to late for devastation (P < 0.01), mid to late for isolation (P <
0.05), and from early to late and mid to late for reorganisation (P < 0.01). For
devastation and isolation this change represented a decrease from early to late, and
for rcorganisation, an increase from early to late, and mid to late. Although
examination of the cell means suggested that for attempts to rationalise the significant
difference in scores was due to participants attempting to rationalise more in the mid
phase than early or late phases, the Tukey tests failed to confirm this. Observation
of the cell means showed that Group 1 attempted to rationalise more than Group 2.
The group by time interaction for isolation was examined using tests of
simple main effects (Winer, 1971). Tests of simple main effects for group showed a
significant difference at early (P < 0.005) with Group 1 (injured for greater than three
wecks) significantly more isolated than Group 2 (injured for less than three weeks).
No significant differences were found for the mid or late phases of the injury period.
Tests of simple main effects for time showed significant differences for isolation for
both Group 1 (P < 0.005) and Group 2 (P < 0.05). Follow-up Tukey tests showed
that for Group 1 there were significant differences between early to late and mid to
late (P < 0.01). Examination of the cell means showed participants became less
isolated over the three time phases. The follow-up Tukey test for Group 2 for
isolation showed no significant differences across time, despite the significant simple
main effect. For Group 2 cell means showed participants to be most isolated in the
mid phase of the injury period. Table 3 contains the mean and standard deviations for

the sub scales for each group.
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Discussion

The initial stages of development of the PRSIl were conducted as the basis of
providing a population specific measure for assessing the psychological responses of
injured athletes. As a result of factor analysis, the five factor solution which emerged
was considered to be theoretically meaningful.

The items in sub scale 1 stressed feelings of devastation, shock and
cmptiness, feelings which have been frequently reported in the literature to
characterise athletes’ psychological responses to injury (McDonald & Hardy, 1990;
Pedcerson, 1986). Although the injury literature, generally, does not identify such
intensity in athletes’ emotional responses, this is perhaps not surprising in light of
the variability across investigations of injury severity; the injury literature has by and
large reported on injuries of less than three weeks duration. Having said this, in a
rccent study of 200 consecutive patients attending an orthopaedic physical therapy
clinic specialising in sports medicine, 19% reported clinical levels of distress (Brewer,
Pctitpas, Van Raalte, Sklar, & Ditmar, 1995b). The grief and cognitive appraisal
literature also supports the intensity of the mental anguish that is exhibited in
response to a significant loss (e.g., Averill, 1968, Lazarus, 1991).

The highest loading items in sub scale 2 represented feelings of apathy, and
lack of motivation, responses rcported in both the grief (Averill, 1968; Lindemann,
1944) and injury litcrature (McDonald & Hardy, 1990). Also present were
connotations of frustration (a response to injury supported by Pearson & Jones,
1992, and Johnston & Carroll, 1998), dcpression, a symptom reported in a number
of studies (Brewer et al., 1995a; Chan & Grossman, 1988; Gordon, Milios, & Grove,
1992; Leddy et al., 1994; McDonald & Hardy, 1990; Pearson & Jones, 1992), and
denial (Gordon & Lindgren, 1990; Gordon et al., 1992; Pederson, 1986). The
construct dispinted was felt to best account for the range of emotions contained
within this sub scale.

Perhaps implicit within any model of the psychological response to injury is
reorganisation or recovery. The five items in sub scale 3 clearly supported a concept
of physical and psychological reorganisation, with confidence and tension in this
context, central features. Interestingly, acceptance was not reflected in any of the

items in this sub scale, despite being implicated in some previous studies (e.g.,
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Gordon & Lindgren, 1990; Pearson & Jones, 1992). The absence of the concept of
reorganisation in many of the studies conducted to date may well be a function of the
definition of injury adopted, which has frequently only required performers to miss
as little as one days participation (e.g., Smith et al., 1990a).

Karl (1987) considered adopting a problem solving approach as a
characteristic response to loss, while both Pearson and Jones (1992), and McDonald
and Hardy (1990) reported responses characteristic of rationalisation. The items in
this sub scale (for example, items 9 and 4) were clearly underpinned by the
performers questioning or searching for meaning, a finding recently reported by
Gould, Udry, Bridges, and Beck (1997b). This sub scale was considered to be best
reflected by attempts to rationalise. The limited frequency with which such a
construct has been reported as a characteristic response to injury, may once again be
a function of injury severity, with less severely injured performers experiencing a less
complex pattern of emotional responses which may not involve the need to
rationalise the injury.

As a response characteristic of injured performers, isolation has been
implicated in few of the empirical studies conducted to date. However, this is not
surprising since the majority of studies have not used measures that account for this
construct. Support for the importance of isolation in an injury context may, however,
be found in the qualitative literature on injury and social support (Gould et al.,
1997b; Hardy, Richman, & Rosenfeld, 1991; Johnston & Carroll, 1998; Pearson &
Jones, 1992; Thoits, 1995; Udry, 1997, Udry, Gould, Bridges, & Beck, 1997a).

The asscssment of the predictive validity of the PRSII involved an analysis
over time of two groups of injured athletes. Group 1 comprised the more severely
injured athlctes (injured for greater than three weeks, n = 8) and Group 2 comprised
the less severely injured athletes (injured for less than three weeks, n = 14). The
results of the analysis showed a significant difference across time for the dependent
variables of devastation and isolation, with a significant decrease in devastation and
isolation from early to late phases. A significant increase across time was observed
for reorganisation for early to late and mid to late phases of the injury period. This
pattern of responses supports a progression across time from a negative towards a
more positive response, a finding consistent with a number of empirical studies
conducted to date (Crossman, Gluck, & Jamieson, 1995; McDonald & Hardy, 1990;
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Quackenbush & Crossman, 1994; Smith et al., 1990a). Since this study was restricted
to the sampling of three time phases it is not possible to unambiguously assess the
oscillation between highs and lows proposed by a number of researchers (Johnston &
Carroll, 1998; Pearson & Jones, 1992; Wiese & Weiss, 1987). Despite a significant
increase across all three phases, the mean values for reorganisation in particular
warrant further comment at this juncture. Although the late phase marked the end of
the rchabilitation phase and a return to sport (full training and participation), the
mean values for reorganisation at this phase were well below the maximum possible
value. This suggests that while performers might have physically recovered from
injury, they may not necessarily be psychologically ready to return to sport. To
ignore this psychological readiness might be to expose the performer to the risk of
further injury, and possibly prevent their successful return to full or optimal
performance. Where additional pressures exist to return to sport, such as may be the
case for the professional or high level performer, the situation may be further
exacerbated. In instances such as this, psychological support might be necessary to
assist the performer to make the successful transition back into sport.

Attempts to rationalise was the only sub scale which showed significant main
cffects for both time and group. The trend in the mean scores across time was similar
for both groups with an increased attempt to rationalise during the mid phase of the
injury period. Although to date there is limited support for this as a feature of
athletes’ psychological rchabilitation from injury, a possible interpretation in the
context of the present study may be useful for future investigations in this area. The
results obtained suggested the need for performers to try to rationalise their injury,
whether it be with regard to the nature of its occurrence, the process of rehabilitation,
or the long-term implications for their return to sport. The group differences indicate
that the more severely injured athletes attempted to rationalise more than the less
scverely injured athletes. This may be as a result of the actual or potential loss that
thcy had experienced in terms of time out of sport. This process of rationalising,
therefore, may be particularly salient for athletes sustaining severe injuries both in
terms of injury occurrence, long-term prognosis, and return to competitive sport. The
coach and sports medicine team may have an important role in assisting performers

in this process of rationalising aspects of the injury.
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As an initial response to loss there is some support for devastation within the
loss and grief literature (Bugen, 1977; Parkes, 1975). Although there is limited
support for devastation, as a response to injury, in the injury literature, data
collections have rarely been conducted within 24 hours of injury occurrence. The
dccrease in devastation across time provides some support for the trend from
negative to positive affect observed by a number of researchers (e.g., Quakenbush &
Crossman, 1994). The results obtained for isolation provide further support for the
differences that may exist in psychological responses as a function of injury severity.
The differences between groups and across time (for Group 1) raise some interesting
questions. In the context of the current study, the following are offered as possible
intcrpretations of the findings, particularly with regard to severe injuries:

1. There may be a perception amongst performers that being injured is a sign of
weakness, and therefore something they do not wish to be associated with. Indeed, to
some extent this perception may form the basis of a stigma whereby other
performers wish to withdraw from proximal relations at one extreme for fear of it
‘rubbing off on them”’.

2. The intensity of the initial emotional responses may be such that the injured
performers may wish or need to ‘withdraw’. This would be consistent with Kiibler-
Ross’ (1969) pecrception of isolation in the terminally ill. In some instances, it may
cven be that the injury prevents the performer from being able to get to the athletic
cnvironment. However, having initially withdrawn from what may be perceived as an
additional source of stress (the athletic environment; cf., Gould et al., 1997b), it is
vital that the support mechanisms / providers are available when the performer
cventually secks support.

3. While performers may still have access at home to providers of social
support, it may be the absence of specific types of support that are the critical factor
in their psychological rehabilitation from injury, for example, types of support that
relate to perceptions of sclf-esteem (King, Reis, Porter, & Norsen, 1993).

4. Providers who were previously an important source of ‘self-gratification’ (cf.,
Engel, 1964), reinforcement (cf., Brasted & Callahan, 1984) and social support (cf.,
Peretz, 1970), may have a negative effect during times of injury, unknowingly
exacerbating perceptions of loss (Gould et al., 1997b; Thoits, 1995; Udry, Gould,
Bridges, & Tuffey, 1997b). As time and rehabilitation progress this may become less
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significant as performers' perceptions change and normal relations and ‘schedules of
reinforcement’ are re-established.
5. Performers feelings of isolation may place added pressures on them to resume
training and participation before they are psychologically ready to do so. In this
context, it is unclear whether social support acts as a buffer for the possible stress of
returning to sport following injury (Rosenfeld et al, 1989; Thoits, 1995). Udry
(1997) has recently suggested that well developed social support networks may
protect athletes against the additional stresses created by injury.

Although the aforementioned represent a number of possible interpretations

of the findings of the current study, future research may provide further insights.

Study 1(b)

Procedure

The purpose of this stage of development was to examine the 25 item five factor
structure gencrated from the preliminary exploratory analysis using confirmatory
factor analysis. The cross sectional data utilised in this part of the study was derived
from a sccond sample of performers who had sustained an injury that precluded
participation in normal training and competition for a minimum period of five weeks.
Participants (n 56, male = 42, female = 14, observations = 486) were all involved in
competitive sport ranging from club to representative level. Access to participants
was gained via two sports injury clinics. An initial meeting was conducted with all
participants who met the criteria, to explain the nature of their proposed involvement
in the study, and the nced to complete the inventory at five day intervals for a
minimum five week period (mean = 8.75, SD *4.53). Having completed a human
consent form, participants were provided with the required number of copies of the
inventory, and a complection schedule. In order to encourage adherence, the first
author met with all participants on a weekly-fortnightly basis for the duration of
their involvement in the study. No one who was approached and met the injury
criteria declined to take part in the study. The cross-sectional sampling employed in

the current study was intended to facilitate a larger sample size
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Data Analysis

Prior to employing confirmatory factor analysis the raw data for the 25 items was
standardised within subjects and then collapsed across subjects (see footnote 3).
Confirmatory factor analysis procedures were conducted with Lisrel 8 (Joreskog &
Sorbom, 1993) using a covariance matrix as data input. The method of maximum
likelihood was used to estimate parameters specified in the model and to test the
goodness of fit of the data. The method of maximum likelihood has been found to
perform well under a variety of less-than-optimal conditions, including small sample
size and excessive kurtosis (Hoyle & Panter, 1995; Hu & Bentler, 1995). Prior to
assessing model fit the data was inspected for skewness. Subsequently, parameter
cstimates were examined to check for a mis-specification in model. Parameter
estimate statistics of interest include the standard errors and associated test statistic,
and factor loadings, for example, ¢ values >2.00 provide evidence that a parameter is
significantly different from zero (Byrne, 1995).

The adcquacy of fit of each model was estimated using a number of fit
criteria. Lack of consensus over the best indicator of model fit has led researchers to
rccommend the collective use of a number of fit indices. Despite its sensitivity to
non-normal data the chi-square statistic and its associated p value is still considered
an important indicator of model fit. A non-significant p value or a x? /df ratio of
<2.00 (Q valuc) suggests a good model fit (Byme, 1989; Jaccard & Wan, 1996). As
an absolute index of fit (class one; Jaccard & Wan, 1996), the goodness of fit index
(GFI) is reccommended. The GFI provides an index of the relative amount of the
observed variances and covariances accounted for by a model, and is only moderately
associated with sample size (Byrne, 1989; Hoyle & Panter, 1995; Hu & Bentler,
1995). In the second class of fit indices the root mean square error of approximation
(RMSEA) and the associated test of close fit statistic is recommended (Jaccard &
Wan, 1996). RMSEA values less than 0.08 imply adequate model fit, and less than
0.05, good model fit. Bollen's incremental fit index (IFI) and the comparative fit index
(CFI,; Bentler, 1990) represent class three fit indices (Jaccard & Wan, 1996). Despite
some evidence to the contrary .90 is still acknowledged as a baseline value for
denoting good model fit for the GFI, IFI, and CFI (Hu & Bentler, 1995; Jaccard &
Wan, 1996). The final index used for determining adequacy of model fit in the present
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study was the standardized root mean residual (SRMR). The SRMR provides an
index of the average discrepancy between predicted and observed correlations. A
small standardised RMR value (less than 0.05) suggests an acceptable model fit. In
general for one to demonstrate good model fit the fit indices would be expected to

converge and yield uniformly acceptable levels of fit (Jaccard & Wan, 1996).
Results

Examination of univariate skewness and kurtosis showed they did not depart
markedly from a normal distribution (skewness values ranged from -0.434 to 1.093,
kurtosis values ranged from -0.593 to 3.526). However, Mardia coefficients
computed using PRELIS 2.12a revealed significant multivariate skewness (z =
48.536, p < 0.00) and multivariate kurtosis (z = 24.734, p < 0.00). Therefore, the
results should be interpreted with some caution.

In linc with Joreskog's (1993) recommendations, single factor models were
cxamined first to sce if each factor measured a single latent variable. Factors were
then analysed pairwise to assess their pairwise independence. Subsequently, the full
25 item modecl was tested. The hypothesised 25 item, five-factor model did not fit
the data well 2 (718.71,df 265) p = 0.00, GFI = 0.89, CFI and IFI = 0.81. As a
result of less than adequate model fit in two of the single factor models (Devastation,
Rcorganisation), four of the pairwise analyses (Devastation and Reorganisation,
Dcvastation and Attempts to Rationalise, Reorganisation and Attempts to
Rationalise, Reorganisation and Isolation), and the final model, the modification
indices were examined. This resulted in the removal of one item from each of the five
sub scalcs. Factors were again analysed singularly and pairwise, and subsequently a
modified 20 item modcl was analysed (Model 2). This procedure resulted in good
model fit being obtained from 13 of the 16 analyses, including that for the full model.
The three pairwise analyses that did not achieve good model fit involved items from
the sub scale Reorganisation. A final model was, therefore, tested with the removal of
this sub scale (Model 3). This final model provided a good fit to the data. A

summary of all the analyses can be found in Table 4.
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PRSII Model xz df GFI  IFI CFI SRMR RMSEA
p value p value

Model 1:

Single factors 30.17 5 097 092 092 0050 0.10

All better than 0.00 0.006

Pairwise 171.12 34 093 084 0.85 0.068 0.092

All better than 0.00 0.00

Full 25 item 718.71 265 0.89 0.81 0.81 0.061 0.061

version 0.0 0.00031

Model 2;

Single factors 7.25 2 099 098 098 0.026 0.074

All better than 0.03 0.19

Pairwise 48.30 19 097 095 095 0.040 0.057

7 pairwise better  0.00023 0.25

than

3 pairwise 64.13 19 097 087 0.89 0.058 0.071

better than 0.00 0.035

(rcorganisation)

20 item version 358.44 160 0.93 0.89 0.89 0.049 0.052
0.0 0.31

Model 3:

Single & pairwise

as for Modcl 2

16 itcm version 197.47 98 095 092 092 0.046 0.047

0.68

0.00000011
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Parameter estimates for the modified models can be found in Appendix 2. The
table contains the standard error and ¢ value for each parameter estimate. All ¢ values
were significant (greater than 2.0). Standard errors ranged from 0.049 to 0.063, and
factor loadings from a low of 0.22 to a high of 0.62.

Discussion

The purpose of this second study was to assess the 25 item, five factor PRSII
derived from the previously reported exploratory factor analysis. As a result of
confirmatory factor analysis two models demonstrated good model fit and provide
support for the PRSII as a measure by which the psychological responses of injured
athletes can be assesscd. Bentler and Chou (1987) suggest that maximum likelihood
cstimators are usually acceptable even when distributional assumptions are violated.
However, in light of the slight skewness and kurtosis in the raw data, the results of
the present confirmatory factor analysis should perhaps be the treated with some
caution.

One of the advantages of confirmatory factor analysis is that it can guide
model re-specification when a hypothesised model does not demonstrate adequate
model fit (Lochlin, 1992). This process of re-specification originally led to the
recmoval of one item from each sub scale. The item removed from the sub scale
devastation, 'I fecl a sense of sadness', was not considered to detract from the
mecaning attached to this sub scale. Indeed it emphasised the intensity of the distress
that this sub scale reflects (e.g., Brewer et al., 1995b). The removal of 'I try to deny
what has happened', from the sub scale dispirited, also made conceptual sense as a
number of researchers have proposed that denial does not occur in injured athletes
(c.g., Smith et al., 1990a). Interestingly, the item initially deleted from the sub scale
reorganisation was the only item involved in this stage of the analysis that contained
an explicit physical dimension. Such a dimension may be inappropriate in the
assessment of psychological responses. The bigger issue with regard to the sub scale
reorganisation, however, was the slight improvement in overall model fit achieved as
a result of the removal of this sub scale. This is considered to reflect a limitation in
the sampling procedures employed in this study, which may have not adequately

accounted for the period of return to sport. Conceptually, reorganisation is of major
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importance in psychological response to injury research. Confidence, implicit within
items in this sub scale is an important feature of athletes' recovery from injury, and
re-entry into sport, as evidenced by a number of empirical studies. For these reasons,
the authors recommend that despite a more adequate model fit being derived with this
sub scale removed (Model 3), further validatory research should be conducted with
the inclusion of this sub scale at the present time (Model 2). That improved model fit
was achieved by the removal of the item 'T question why it happened to me', from the
sub scale attempts to rationalise was somewhat surprising. This feature of
questioning in injured athletes, has been identified recently by Gould et al. (1997b),
and the removal of this item perhaps suggests that this revised sub scale may now
better reflect despair, or a fecling of having been cheated, than ‘attempts to
rationalise’. Further examination of this sub scale seem warranted. The face validity
of the sub scale isolation was considered to be enhanced by the removal of the item 'I
get unduly upsct about things unrelated to my injury'. The context of the performers
isolation is now more clearly identifiable (injury), while not detracting from the social
connotations contained in the sub scale.

Although it is acknowledged that the PRSII is still in an early stage of
development and further validatory research will need to be conducted, the
confirmatory factor analysis provided some support for the use of the PRSII as a

mcasure of athlctes' psychological responses to sport injury.

Summary, Conclusions and Recommendations

The current paper reports the initial stages in the development of a population
specific measure with which the psychological responses of injured athletes may be
assesscd. Conceptually, some support exists for the sub scales derived from these
initial stages of development, and confirmatory factor analysis largely upheld the
initial factor structure derived from the exploratory factor analysis. An important
fcature of the these initial stages of development, was the intraindividual design
adopted. A number of researchers have called for the development of process-
oriented measures that address intraindividual changes, as well as being capable of
interindividual comparisons (Aldwin, 1994; Lazarus & Folkman, 1984). The PRSII

provides such a measure.
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This said, although, the confirmatory factor analysis provided support for the
factor structure, further analysis will be required to address some of the limitations in
the analysis reported. In this, the sample size within the exploratory analysis is of
particular concern. Unfortunately, the problem faced in the exploratory factor
analysis of gathering data that for each athlete embraced the whole injury period
(from 24 hours of injury occurrence through to their return to competitive sport), in
sufficiently large numbers to address concerns of sample size, quite simply could not
be fully resolved. The subsequent confirmatory factor analysis with a separate
sample was considcred at lcast a partial resolution of this problem.

The analysis conducted to examine the predictive validity of the PRSII was
conducted across three time phases; early, mid and late phases of the injury period.
These time phases were sclected as the basis for a meaningful comparison between
the two groups, of differing injury severity. An implicit assumption underlying this
proccdure was that athletes responses would reflect the stage of the recovery process
rclative to individual prognosis. Although, this was considered a reasonable
assumption, it could be considered a limitation of the study. The results of the
analysis of the predictive validity highlighted a number of factors which researchers
in this area might wish to consider in their continued efforts. Although the data did
support a transition from a generally negative to a generally positive psychological
state during the injury period, in the final phase mean scores suggested that physical
rcadincss to return to sport was not necessarily matched by psychological readiness.
Future studics should therefore, extend the data collection period through the initial
stages of return to sport. The continued negative states observed in this study may
well have been a consequence of the duration of the injury period (injury severity).
Indced, the results for attempts to rationalise and isolation reinforced the differences
that exist in psychological responses to injury as a function of injury severity
(Crossman & Jamicson, 1985; Leddy et al., 1994; Smith et al., 1993). The importance
of this fcature for the design and implementation of research into psychological
responses to injury cannot be over-emphasised. Future research needs to pursue a
more adequate definition of injury severity, than has frequently been adopted (e.g.,
two days non participation in a large number of studies). This, along with more
frequent data collection, standardised across studies, would enable an assessment of

the temporal pattern of responses. This may be particularly important for
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performers who sustain more protracted injuries. Another issue emanating from the
present findings which future research should explore is the importance of different
types of social support in helping performers deal with their initial trauma following
injury and their subsequent return to sport. In addition to the possible adverse
effects of isolation during the injury period, the role of coaches and the sports
medicine team in the provision of different types of social support may be of
particular interest.

Perhaps, above all, the present study highlights a number of response
characteristics that have not been accounted for in the measures that have been
utilised in injury research to date. The assessment of such response characteristics is
essential if sports psychologists, coaches, and sports medicine personnel are to
provide the most appropriate psychological assistance to injured athletes and

thereby expedite their successful rehabilitation and return to sport.
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Chapter 4

Injury Rehabilitation: A Goal-Setting Intervention Study
(Study 2)

Introduction

Although more than 200 variables have been proposed to affect patient adherence
behaviours (Mcichenbaum & Turk, 1987), goal-setting is arguably the most
underestimated and undcrutilised in the field of injury rehabilitation (DePalma &
DcPalma, 1989). As a strategy to enhance motivation and adherence in the
rchabilitation of injuries, goal-setting has received much support (Brewer, Jeffers,
Petitpas, & Van Raalte, 1994b; Fisher & Hoisington, 1993; levleva & Orlick, 1991;
Weise & Weiss, 1987, Worrell, 1992). However, to date much of this support has
been anecdotal, and there is limited empirical support for the use of goal-setting in
injury rchabilitation scttings.

Initial research into psychosocial and psychological factors that affect injury
rchabilitation adhcrence appears to have propagated the proposed effects of goal-
sctting as a means of cnhancing adherence behaviours. Fisher, Domm, and Wuest's
(1988) study into the differences between adherents and non-adherents was one of
the first studies to suggest athletes who adhered to rehabilitation programmes were
more sclf-motivated than non-adherents. Unfortunately, no information was
provided as to thc psychometric properties of the Rehabilitation Adherence
Questionnaire (RAQ) utilised in this retrospective study, and subsequent
psychometric testing has questioned its psychometric properties (Brewer, Daly, Van
Raalte, Petitpas, & Sklar, 1994a). Research by Duda, Smart, and Tappe (1989) also
provided support for the predictive validity of self-motivation in the context of
rchabilitation adherence. Specifically, Duda et al. found athletes who demonstrated
greater adherence to be more goal directed or self-motivated, and placed more
emphasis on mastery or task involvement goals in sport. A more recent study by

Byerly, Worrell, Gahimer, and Domholdt (1994) found no correlation between
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adherence and self-motivation. However, a number of methodological limitations
including sample characteristics, the measurement of adherence, and the use of the
RAQ suggests a need for caution in generalising from Byerly et al.'s findings.

In what appear to be the only two published studies of their kind,
Theodorakis et al. (1996, 1997) examined differences in personal goal-setting, self-
efficacy, self-satisfaction, pre-testing anxiety, and performance, as a result of goal-
sctting, between injured and non-injured subjects. The first of these intervention
studies included two experimental groups (an injured and non-injured group), and a
control group (non-injured). Subjects performed four trials of a knee extension task
on an isokinctic dynamometer. Prior to the third and fourth trials subjects in the two
experimental groups sct personal goals and completed self-efficacy and self-
satisfaction scales. Significant performance improvements were reported for the two
expcrimental groups, and correlation coefficients between self-efficacy, self-
satisfaction, goal-sctting, and performance were significant. In the second study, an
experimental group and a control group of physical education students participated
in a four week quadriceps strengthening programme using an isokinetic dynamometer
(three sessions per week). The experimental group set personal goals in each training
scssion. Once again significant performance improvements were reported for the
experimental group. No significant differences for group were found for pre-testing
anxicty, sclf-satisfaction, or self-efficacy. Although the authors suggest the findings
confirm the use of goal-sctting enhances rehabilitation results, both studies lacked
ccological validity in relation to the rehabilitation setting. As a result of
mcthodological limitations in relation to the provision of feedback, the authors
suggest some caution is required in interpreting the results from the first study. The
usc of a single item response scale to assess self-efficacy and self-satisfaction in both
studies does raise some questions about the validity of these measures.

Support for the use of goal-setting as a means of enhancing performance can
be found within industrial and organisational settings, and to a lesser extent sport
scttings (where findings have been somewhat equivocal). The basic assumption of
goal-sctting research is that goals are immediate, though not sole, regulators of human
action (Locke & Latham, 1990). As such, goal-setting skills can essentially determine
the probability, and therefore the experience, of success (Hardy, 1992). Although

goal-sctting operates primarily as a motivational mechanism to influence the degree of
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effort in striving toward a goal, there are also cognitive effects from participating in
goal-setting (Locke & Latham, 1990). Such cognitive effects include focusing and
directing attention, enhancing persistence, and promoting the development of
alternative strategies for improving performance. Since situational and population
characteristics have been proposed to moderate the effects of different types of goal-
setting strategies, there has been some debate within the sport psychology literature
as to the relative merits of different types of goals (Hardy, Jones, & Gould, 1996;
Kingston & Hardy, 1994). Although it is beyond the scope of the current paper to
provide a detailed discussion of the salience of different types of goals, generally it
has been suggested that process goals may have particular merit in stressful
situations, enhancing self-efficacy through perceptions of control, and focusing
attention (Kingston & Hardy, 1997). Such perceptions of control have been
proposed to be particularly important in the context of treatment adherence
(Meichenbaum & Turk, 1987). In this context, performance goals of a proximal
nature that are negotiated, realistic, and flexible have been advocated (Heil, 1993;
Mcichenbaum & Turk, 1987). Although there is only anecdotal evidence within the
injury rchabilitation literature to support such an approach to goal-setting (DePalma
& DcPalma, 1989; Fisher and Hoisington, 1993; Heil, 1993), empirical support can
be found for the use of process and performance goals in the mainstream sport
psychology literature (e.g., Burton, 1989; Kingston & Hardy, 1997). Moreover, it
has been suggested self-motivation is better sustained through proximal sub-goals
than distal goals (Bandura, 1988). Distal goals give purpose to an activity and serve a
general directive function, but proximal goals, according to Bandura (1986, 1988),
provide for enhanced perceptions of self-efficacy.

Within social leamming theory, an important cognitively based source of
motivation operates through the intervening processes of goal-setting and self-
evaluation (Bandura & Cervone, 1983). As such, goals specify the conditional
requirements for positive self-evaluation, defining for the individual what is an
acceptable level of performance and direction of action (Bandura, 1988). Self-efficacy
beliefs influence personal goal-setting and mediate the relationship between goal
intentions and motivation (Bandura & Cervone, 1983). Bandura's (1977, 1982)
theory of self-efficacy posits that if proper incentives and necessary skills are

present, self-percepts of efficacy influence thought patterns, behaviour, actions, and
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emotional arousal. According to Bandura (1982), perceived self-efficacy helps explain
amongst other things, changes in coping behaviour, level of physiological stress
reactions, and despondency to failure experiences. Judgements of self-efficacy will
determine how much effort people will expend, and how long they will persist in the
face of obstacles (Bandura, 1982, 1986). Bandura has suggested that efficacy
expectations can be predicted by four factors; performance accomplishments,
vicarious experience, verbal persuasion, and emotional arousal.

Although the exact mechanism underlying the effects of self-efficacy on
cmotions, thoughts, and behaviour are unclear, the relationship is thought to be
reciprocal (Bandura, 1988; Locke & Latham, 1990). For example, an emotional
response will both result from actions, and also provide a direct stimulus for action
(via a mechanism of appraisal; Locke & Latham, 1990). It has been suggested that
when people feel satisfied with their performance, they generalise this positive affect
to the task. In two studics which examined the effects of goal-setting and self-
efficacy within a sporting context, Miller and McAuley (1987) reported that a goal-
sctting training group had significantly higher levels of self-efficacy and perceived
their performances as being more successful, than a non goal-setting group. Although
there was no significant difference in performance, the goal-setting group did perform
better. In a more recent study, Lemer and Locke (1995) found self-efficacy to be
significantly related to personal goals, goal commitment, and performance.

That sclf-efficacy not only affects the amount of effort devoted to a task, the
amount of persistence when difficulties arise, and the individual's physiological
rcactions, has been confirmed within health settings. Indeed, within the health
psychology litcrature paticnt self-efficacy ratings have predicted behavioural change
in aspects such as weight control, recovery from myocardial infarction, and adherence
to preventative health exercise programmes (Meichenbaum & Turk, 1987). Although
Dishman (1986) has suggested self-efficacy generally proves to be a poor indicator of
adherence, according to Meichenbaum and Turk (1987), the finding that people's
perceptions of their capabilities affect how they behave has major implications for
facilitating treatment adherence.

In the small number of studies in sport injury rehabilitation adherence, similar
findings have been reported to those within health psychology. Taylor and May
(1996) found greater self-efficacy in the ability to perform prescribed rehabilitation
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modalities, stronger beliefs in treatment efficacy, and a higher value attached to
rehabilitation, were all related to compliance. Similarly, Duda et al. (1989) found
athletes who believed in the efficacy of the treatment had greater levels of adherence.
Theodorakis et al. (1996) found significant correlation's between self-efficacy, self-
satisfaction, goal-setting, and performance, for two experimental goal-setting groups
(injured and non-injured).

Although a considerable amount of research has focused on the emotional and
psychological responses of injured athletes, there has been a limited attempt to
examine such responses within the context of rehabilitation adherence. Research that
has examined the responses of injured as compared to non-injured athletes has
generally reported greater negative affect, lower levels of self-esteem, and higher
levels of depression and anxiety amongst the injured athletes (Leddy, Lambert, &
Ogles, 1994; Pearson & Jones, 1992; Smith, Scott, O'Fallon, & Young, 1990a).
Similar findings and direction of responses have been reported for athletes pre to
post-injury (Smith et al., 1993). However a number of methodological limitations, in
particular the use of non-population specific measures (e.g., Profile of Mood States -
POMS), and inconsistency in the definition of injury (severity), have precluded
generalisation of much of the research. While methodological limitations have also
precluded a clear assessment of the temporal pattern of athletes psychological
responses there has been support both for a trend from negative to positive affect
(McDonald & Hardy, 1990; Smith et al, 1993), and altematively, an oscillation
between highs and lows (Pearson & Jones, 1992). In response to the need for a
population specific measure with which the psychological responses of injured
athletes could be assessed, Evans, Hardy and Mullen (1996) developed the
Psychological Responses to Sport Injury Inventory (PRSII). Evans, Hardy and
Mullen (1996) reported significant differences between two groups of athletes of
differing injury severity for the dependent variables of isolation and attempts to
rationalise. Significant differences across time were observed for devastation and
reorganisation. No significant differences were observed for dispirited.

Although as Daly, Brewer, Van Raalte, Petitpas and Sklar (1995) have
suggested, there is a strong theoretical rationale for examining the relationship
between emotional responses and rehabilitation adherence, their study appears to be

the only one conducted to date. Daly et al. (1995) reported emotional disturbance to
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be inversely related to one measure of adherence (attendance at physiotherapy
sessions), but unrelated to another (physical therapist / athletic trainer ratings). The
results of this study suggested that emotional disturbance may be a marker for poor
adherence to sport injury rehabilitation programmes (Daly et al., 1995).

The purpose of the current study was to address calls for well controlled
longitudinal intervention studies that not only examine the effects of specific
psychological strategies on rehabilitation adherence, but additionally, explore
intervention effects on athletes' emotional responses and self-perceptions of efficacy
(Brewer, 1998; Cupal, 1998; Duda et al., 1989; Wiese-Bjomstal, Smith, Shaffer, &
Morrey, 1998). To this end, the present study examines the effects of a five week
goal-setting intervention study on rehabilitation adherence, perceptions of self-
efficacy and treatment efficacy, and specific psychological responses of injured
athletes (as assessed by the PRSII). Based on the available research literature a
number of hypothescs were established;

Hypothesis 1: Goal-setting would result in a higher level of rehabilitation adherence
for the experimental group.

Hypothesis 2: The goal-setting intervention would engender higher levels of (a) self
cfficacy, and (b) treatment efficacy.

Hypothesis 3: Significantly higher levels of (a) reorganisation, and significantly lower
levels of (b) dispirited, and (c) isolation, would result across time from the goal-
sctting intervention. No hypotheses were postulated for group differences as a result

of the goal-sctting intervention for devastation and attempts to rationalise.

Method
Sample

The participants were 39 individuals who had sustained a sports injury that
precluded their participation in normal training and competition for a minimum
period of five weeks. The participants were identified through their attendance at one
of two sports injury clinics. Participant selection was based on injury severity, and
willingness to participate in the study. Participants were randomly assigned to one of
three groups, an experimental group that received a goal-setting intervention (GS

group), a social support control group (SSC group), and a traditional control group



71

(TC group). When a match was obtained for a participant already assigned to a
group, the new participant was randomly assigned to one of the other two groups.
When two matches had already been obtained and assigned to a group, and a third
match was identified, that participant was assigned to the remaining group.
Participants were matched across groups according to the attending physiotherapist,
nature of the injury, stage in rehabilitation, sport, level of participation, and gender.
Participants who could not be matched across the three groups according to the
aforementioned criteria were subsequently omitted from the study (n = 38). The
injuries sustained had all required an operative procedure, the site of the injury
although predominantly the knee (anterior or posterior cruciate ligament; n = 30),
also included the shoulder (dislocations; n = 6), and ankle or lower leg (fractures; n =
3). Subjects ranged in age from 17 to 39 (mean = 25.42, SD = +5.32). With regard to
gender, six were female, and 33 male. At the time of injury occurrence all participants
were involved in sport at either a competitive recreational level (n = 6) or within a

more formal serious competitive structure (n = 33).

Mecasures

Rehabilitation Adherence. A variety of measures have been utilised to

asscss adherence in rehabilitation settings, many of which have been found to lack
validity (Brewer, 1998). Measures of adherence have included attendance at
rchabilitation sessions, patient and therapist ratings of adherence during therapy
sessions, and practitioner behavioural observations / judgements. In the current study
two measures of adherence were adopted. The first was based on patient self-report
of rehabilitation exercise undertaken on a daily basis over the five week period of the
study through completion of a daily diary (GS group and SSC group), or an exercise
log (TC group). Using a frequency value of performing the prescribed exercises
(derived from the self-report measure), an actual as compared to prescribed, weekly
adherence rate was calculated (prescribed adherence as a frequency estimate was
obtained from the attending physiotherapist). This was calculated as a percentage
(actual as a percentage of prescribed). The second measure of adherence was an
overall physiotherapist estimate of patient adherence. This was based upon the

physiotherapist's knowledge of the patient, clinical symptoms, and rehabilitation
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progress, during the five week period. This estimate was expressed as a single
percentage value. Despite the concerns that have been expressed as to the efficacy of
physiotherapist estimates of adherence, this measure was utilised to address the need
for multiple measures of rehabilitation adherence in research of this nature (Brewer,
1998; Mecichenbaum & Turk, 1987).

Self-Efficacy / Treatment Efficacy. The measure adopted in the current

study was the Sports Injury Rehabilitation Beliefs Survey (SIRBS; Taylor & May,

1993, 1996; Appendix 3). SIRBS was originally derived using principal components
factor analysis, which supported a four factor structure (Taylor & May, 1993). In
the revised version, additional items were added to the self-efficacy scale, and a
further item was constructed to assess the value of satisfactory rehabilitation to the
individual. For this reviscd version, Cronbach's alpha for the internal consistency of
the scales were as follows: self-efficacy (0.91), treatment efficacy (0.83),
susceptibility (0.84), and severity (0.91; Taylor & May, 1996). The SIRBS utilised
contained 19 items. Items were responded to on a seven point Likert scale, with
responscs anchored at each of the seven points across a range of, very strongly
disagree (1) to very strongly agree (7). Although the SIRBS contained sub scales to
assess sclf-efficacy, treatment efficacy, susceptibility (to re-injury), severity, and
rchabilitation value, only the sub-scales pertaining to self-efficacy and treatment

cflicacy were utilised in the current study.

Psychological Responses to Injury. Subjects psychological responses to

injury were assessed using the 20 item version of the Psychological Responses to
Sport Injury Inventory (PRSII; Evans & Hardy, manuscript in preparation -
Appendix 4). The five sub scales that comprise the PRSII measure devastation,
dispirited, attempts to rationalise, isolation and reorganisation. The original five
factor 25 item version of the PRSII was developed using exploratory factor analysis
(Evans, Hardy and Mullen, 1996). Cronbach's alpha for the internal consistency of
the five sub scales were as follows: devastation (0.84), dispirited (0.78),
reorganisation (0.75), attempts to rationalise (0.77), and isolation (0.87). A study of
athletes of differing injury severity supported the predictive validity of the PRSII
(Evans, Hardy, & Mullen, 1996). Subsequent confirmatory factor analysis of the
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PRSII resulted in the removal of one item from each sub scale (Evans & Hardy,
manuscript in preparation). The PRSII contained a five point Likert response scale

that was anchored at strongly agree (5) and strongly disagree (1).

Procedure

Access to participants was gained through attendance at one of two sports injury
clinics. Athletes attending these clinics who had sustained a sports injury which
would preclude them from participating in normal training and competition for a
minimum five week period were initially approached to take part in the study by the
attending physiotherapist. After agreeing, the athletes were contacted by the author,
and an initial mecting arranged. All athletes were met at an agreed date and time,
during which an outline of the study, and the requirements of their possible
involvement, were explained. To avoid possible contamination, participants were
advised that the study was intending to examine the psychological effects of injury,
in rclation to athletes' psychological responses and rehabilitation adherence.
Participants were blind to the interventionist nature of the study. All participants
were advised that their involvement would require completing the PRSII and SIRBS
at five day intervals for a period of five weeks (8 time phases), during which regular
contact would be maintained. Having obtained verbal consent, a second meeting was
arranged to provide participants with the necessary materials. At this meeting
participants were provided with the pre-requisite number of inventories, a daily
diary or exercise log (depending on the group they were assigned to), a completion
schedule for the PRSIl and SIRBS, a demographic questionnaire (requesting
information about their sporting involvement, injury history and current injury), and
information explaining the requirecments of their involvement in the study (this
included a home contact tclephone number for the first author). The completion
schedule was intended to facilitate adherence; the starting date for completion of the
inventories was the following day. The schedule required that both the PRSI and
SIRBS be complcted on the same day. The demographic questionnaire obtained
information that was required in order to confirm the matching of participants.
Participants were advised that prior to their involvement in the study, they would be

required to sign a human consent form that would enable access to confidential
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physiotherapist records. None of the athletes approached declined to participate in
the study or refused access to the physiotherapist's records. The participants were
requested not to look back over the inventories they had completed during the five
wecek period. Participants were advised that no information gained as a result of their
individual involvement in the study would be divulged to their physiotherapist. This
was considered essential to eliciting from them a reliable record of their adherence,

through completion of the daily diary / training log.

Experimental Goal-setting Intervention Group. Participants assigned to

the experimental goal-setting group met with a sport psychologist (author) every
scven to ten days, throughout the five week period. These meetings ranged from one
hour to one and threc-quarter hours in duration each. For the experimental group this
mceting involved providing a goal-setting intervention based upon feedback from the
physiotherapist and the participant. The intervention commenced during the second
meeting with each participant, and continued throughout the duration of their
involvement in the study. The goals included process and performance goals, of a
proximal naturc. All goals were specific to the task of injury rehabilitation, were
ncgotiated between the participant and sport psychologist, and recorded on a goal-
sctting form designed for the study. This process invaniably involved the setting of
multiple goals (this ranged from two to five). The goals were specific to each
individual's particular needs and circumstances. At each subsequent meeting the
cxtent to which the goals were achieved was reviewed, and recorded, and in part,
formed the basis for the next set of goals. The approach to the goal-setting
intervention adopted in this study was based upon guidelines proposed within the
trcatment adherence, psychology of injury, and applied sport psychology literature
(c.g., Burton, 1989; Fisher, 1990; Hardy et al., 1996; Heil, 1993; Kingston & Hardy,
1994; Mcichenbaum & Turk, 1987). Participants in this group completed a daily
diary in which they recorded all rehabilitation activities undertaken, how they felt
their rehabilitation was progressing, and any other information which they felt was

rclevant to their injury, psychological / emotional state, and rehabilitation.
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Social Support Control Group. Participants assigned to the social

support control group also met with a sport psychologist every seven to ten days
throughout the five week period. These meetings ranged in duration from forty
minutes to one hour. This was intended to control for the interaction that occurred
between the sport psychologist and participants in the goal-setting group, during
which the sport psychologist would have implicitly provided a form of social
support. During meetings with participants in the social support group the sport
psychologist simply acted as a source of social support. The type of social support
provided during these meetings predominantly comprised emotional support,
listening support, shared social reality, and task appreciation (Rosenfeld, Richman, &
Hardy, 1989; types of social support implicitly provided to the experimental group).
Participants in this group also completed a daily diary in which they recorded the
same information as participants in the experimental goal-setting group. This was
intended to control for the effects that daily self-monitoring (in the form of a diary) is
proposed to have on adherence behaviours (Kanfer, 1970; Meichenbaum & Turk,
1987).

Traditional Control Group. The only contact that the sport psychologist

had with participants in the traditional control group during their involvement in the
study, was a telephone call every 10 days. This was performed purely to encourage
adherence to the study. These telephone calls ranged from five to ten minutes in
duration. In order to counteract against some of the effects of daily self-monitoring,
participants in this group were required to record the date and nature of any
rchabilitation activities they completed, in a training log. They were not required to

complete a daily diary.

Physiotherapists. The role of the chartered physiotherapists involved in

this study was critical. The physiotherapists were fully aware of the nature of the
study, and played an integral part in matching participants across the three groups.
However, the physiotherapists were blind to the group to which any participant was
assigned. Regular contact was maintained with the physiotherapists throughout the
duration of the study. Feedback was received from the physiotherapists on the

clinical progress of all participants, the rehabilitation that they had prescribed, the
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extent to which they felt a participant was adhering to the rehabilitation, and set-
backs participants were experiencing. Each participant was discussed on an

individual basis.

Data Analysis and Results

Due to the sample size, and exploratory nature of the study, separate two-factor
(Group x Time) repeated measures ANOVA's with a Bonferroni correction were
cmployed to examine effects on the dependent variables (Stevens, 1996). In a number
of cases where Mauchly's test of sphericity was found to be significant, an

adjustment was made to the df using the Huynh-Feldt Epsilon.

Adherence. Results of the analysis of patient self-report of
adherence showed a significant main effect for group (F3, 24 = 16.37, P = .000, rf =
.577). Follow up Tukey tests showed that the GS group reported a significantly
higher level of adherence to the prescribed rehabilitation programme than the other
two groups (P < .01). Analysis of the physiotherapist estimate of adherence showed
no significant group differences (F, 36 = 1.82, P=.177). The results provided partial
support for hypothesis 1, and the predicted effects of the goal-setting intervention

on rehabilitation adherence.

SIRBS. Significant group by time interactions were found for the
dependent variables of self-efficacy (Fy47, go6s = 2.80, P = .01, r/ = .189) and
treatment efficacy (Fiaq, 168 — 2.35, P =.005, 1 = .163). A significant main effect for
group was found for self-efficacy (F2,24 = 6.93, P = .004, 17 = .366). No significant
main effects were identified for time. The group by time interactions for self-efficacy
and treatment efficacy were examined further using tests of simple main effects. This
involved the use of one-way ANOVA's. Tests of simple main effects of group for
self-cfficacy showed a significant difference at time 3, 4, 6, 7, and 8 (P < .01). Follow
up Tukey tests showed that for time phases 3, 4, 6, 7, and 8 both the GS group and
SSC group possessed significantly higher levels of self-efficacy than the TC group (P
<.01). At time phases 3, 4, 7 and 8, the GS group showed significantly higher levels
of self-efficacy than the SSC group (P < .01). Tests of simple main effects of time
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showed no significant differences. The results of the analyses provided some support
for hypothesis 2(a), evidenced by the differences between the GS group, and the SSC
and TC group.

For treatment efficacy, tests of simple main effects of group showed a
significant difference at time 8 (P < .01). The follow up Tukey tests revealed a
significant difference between the GS group and the other groups (P < .01), with the
GS group having a significantly higher level of treatment efficacy. No significant
differences were observed for time. The significant difference at time 8 provided
partial support for the effects of the goal-setting intervention on treatment efficacy
(hypothesis 2b). Tests of simple main effects for time showed no significant
differences. The Tukey test of the main effect for group on self-efficacy failed to
identify where the differences lay. However, observation of the cell means (GS
24.64, SSC 23.88, TC 20.46) suggested the difference was between the GS group and
TC group, with the GS group having a higher level of self-efficacy than the TC

group. Table S contains the cell means for self-efficacy and treatment efficacy.

Table S: Cell Means for Self-Efficacy and Treatment Efficacy

Self-Efficacy Treatment Efficacy
Time GS SSC TC GS SSC TC
1 22.92 2431 21.38 22.23 21.00 21.92
2 23.85 23.85 21.31 23.08 20.92 22.31
3 25.08 23.77 20.38 23.54 22.00 20.69
4 25.717 24.54 21.46 24.00 20.77 21.00
5 24.31 24.38 20.46 23.23 21.85 21.15
6 25.15 24.38 20.15 23.62 22.00 21.46
7 24.46 23.08 20.00 23.68 21.00 20.54

8 25.54 22.69 18.54 24.23 20.00 19.77
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PRSII. Analyses of the sub scales of the PRSII produced significant main
effects for time for devastation (F3 35 = 5.94, P = .002, 172 = .331), dispirited (F3.ss,
a0s4=391, P= 01, r]2 = .246), and reorganisation (F3.¢;, 47.11 = 6.64, P = .000, r]z =
.356), and a significant group by time interaction for reorganisation (Fio47, 125.73 =
2.59, P =.006, i =.177). With regard to the group by time interaction for
reorganisation, tests of simple main effects for group showed a significant difference
at time 8 (P < .005), and a significant simple main effect for time for the GS group (P
< .01). Follow up Tukey tests for the effect for group at time 8 showed the GS
group to be significantly more reorganised than both the SSC group and the TC group
(P < .01). Tukey tests of the main effect for time for the GS group showed a
significant difference between most time phases (P < .01) with the exceptions being
time 1 to 2, time 5 to 6 and 7, and time 6 to 7. Observation of cell means revealed a
gradual increase in the level of reorganisation over the eight time phases. The findings
for reorganisation provide support for the hypothesised (3a) differences between the
groups as a result of the goal-setting intervention.

Post hoc Tukey tests of the main effect for time for devastation showed a
significant difference between time 1 to 4 through 8 inclusively. The direction of
these differences was a decrease in devastation over time. Despite this overall trend,
although not significant, thecre was some oscillation between mean values. Analysis of
the main effect for time for dispirited showed a significant difference between time 2
and 8 (P < .01). These differences reflected a decrease in the mean value of dispirited
between the two time phases. Since the predicted group differences for dispirited
were not found (F3, 24 = 4.69, P = .019), hypothesis 3(b) was rejected. Follow up
Tukey tests of the main effect for time for reorganisation showed a significant
diffcrence between time 1 to 4 through 8 inclusively (P < .01). These differences
reflected an increase in performers level of reorganisation across the time phases.
Since no significant group differences were observed for isolation (F,, 24 = 1.10, P =
.348), hypothesis 3(c) was rejected. Table 6 contains the cell means for the sub scales
of the PRSII.



79

96 LL8 LL'9 STOT 6901 96 8OIL I£71 9¥¥l 696 9¥6 008 LL'8 $86  8¢L 8
80°01 8¢'8 80°'L ¢E¢TII STOI 696 S8II 8ETI 69¢l vS'II 1£°6 €T8  LL6 806 €TL L
96 ¥S'L 69'L 0011 ¢6'6 0001 T9IT  €Tel T9el  SI'MI 00°6 9%'8 806 688 9L 9
ST'6 008 1e8 I€11  vsol 9ol T9CL 00¢€r 00¢l 00Tl 68 9%'8 T68 €6 798 S
¢€cor  SI8 SI'8 00°[I T1€0r 8OIL LLTD T9TL  $STL 111 ¢8'6 LL'6 £T6 96 798 v
9’01  T6'8 ps'8 LLIT ST'Ol  STOI 80CI SITL 8£TI  vS'II w6 698 ¥S'6 66 768 €
66 86 T66 8EII bSOl LLOl 906 ¢€TTI Te0ol LLTT SOOI 1€00 800I 800l 66 [4
SI'or 006 SIOT 8€TI ¢€TO[ 6901 O00II T60I T90l T9IL 9v0l 86 0011 ¢TIl T90I [
QL  OSS SO oL ISS SO L  OSS SO oL ISS SO oL OSS SO ewiL
uoIne|[os| asijeuonjey o0} sydwony UoNjEsIuB3109Yy pawdsiq uonejseAd(J

11S¥d 941 10§ SUBSA [19D ‘9 3[qeL



80

Discussion

The results of the current study provide support for the use of goal-setting in injury
rehabilitation settings. The significant main effect for group on athletes' self report of
adherence supported the hypothesised effects of goal-setting on rehabilitation
adherence in injured athletes. Athlete self report was assessed via completion of a
daily diary or training log. Although some difficulties were encountered in accurately
interpreting the information contained within the diary / training log, such difficulties
were not considered to confound the significant difference between the GS group and
the SSC and TC groups. Indeed, the same level of significance was found when the
author repeated the procedure of diary / training log interpretation and analysis. This
finding is consistent with the reported effect of self-motivation as a predictor of
injury rehabilitation adherence (Duda et al., 1989), and the effect of goal-setting upon
the performance of injured athletes (Theodorakis et al, 1997). No significant
differences were observed for the physiotherapist estimate of adherence. This finding
highlights the difficulties generally reported with measures of adherence based on
physiotherapist / practitioner judgements (Brewer, 1998; Meichenbaum & Turk,
1987; Smith, 1996).

With regard to sclf-efficacy, the findings for the goal-setting intervention
group are similar to those of Miller and McAuley (1987) in a non-injury goal-setting
intervention study. The current study found significant differences between the GS
group and the TC group on time phases 3, 4, 6, 7, and 8, and between the GS group
and the SSC group for time phases 3, 4, 7 and 8. These findings are not consistent
with those reported by Theodorakis et al. (1997) who found no significant
differences in sclf-efficacy between a goal-setting intervention group and a control
group, in an injury rehabilitation intervention study. Bandura (1982) suggested that
perceived self-efficacy will determine the amount of effort invested and persistence
in the face of obstacles. Although not examined directly, the results with regard to
sclf-efficacy and adherence suggest that this may provide a possible explanation of
the current findings. According to Bandura, efficacy expectations can be predicted by
performance accomplishments, vicarious experience, verbal persuasion and emotional
arousal. Although the relationship between goal-setting and self-efficacy is

considered to be reciprocal, the present study provides some support for the effect
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of goal-setting upon self-efficacy; through the use of proximal goals (Bandura, 1988).
In particular, goal-setting may have enacted performance accomplishments in a
rehabilitation context. The significant differences in self-efficacy between the SSC
group and TC group although not expected, are perhaps not surprising. Recently,
social support in injury rehabilitation has received increased research attention
(Udry, 1996, 1997). Research into social support and injury rehabilitation has
suggested that support for rehabilitation participation is a better predictor of
rchabilitation adherence than support for athletic participation generally (Duda et al.,
1989). Although the social support control condition in the current study was
primarily intended to control for the social support (in an injury rehabilitation
context) implicitly provided to the GS group, the results suggest that it had a
significant effect upon sclf-efficacy. One possible explanation for these effects is that
in providing social support (particularly in the form of shared social reality, and task
appreciation), the sport psychologist inadvertently acted as a source of vicarious
experience and verbal persuasion information for athletes. Additionally, the support
provided may have induced a positive mood, which in turn enhanced self perceptions
of efficacy (cf., Bandura, 1988). However, equally, the possible effects of daily self-
monitoring should not be overlooked. Both the GS group and SSC group completed a
daily diary which might have acted as an important source of efficacy expectations,
primarily through performance accomplishment. It may also have encouraged the
SSC group to implicitly set goals. It is possible these factors may have also
contributed to the differences between the SSC group and TC group. Although the
mechanism for the effects of social support on injury rehabilitation has not
previously been explored, and was not directly examined in the current study, future
rescarch may wish to examine this, particularly in relation to social support and
injury rchabilitation, and self-efficacy.

The findings in relation to treatment efficacy showed a significant difference
between the GS group and both the SSC group and TC group. Perhaps surprisingly,
the results of the group by time interaction only identified a significant difference for
group at time 8. That goal-setting engendered a belief in the efficacy of the treatment
is consistent with the view that when people feel satisfied with their performance
(rchabilitation progress) they generalise this positive affect to the task (treatment /
rchabilitation programme; Locke & Latham, 1990). The current findings provided
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some support for those reported by Taylor and May (1996) and Duda et al. (1989)
that identified treatment efficacy to be a predictor of adherence in injury
rehabilitation.

That the GS group were significantly more reorganised than both the SSC
group and TC group is another important finding. This sub scale included items that
reflected self-confidence (e.g., I have much more confidence in myself), and so it is
not surprising that there is some similarity between the findings for reorganisation
and self-efficacy. Although the emotional response to injury literature has generally
supported a positive trend in affect over time, emotional responses have not been
explored in the context of rehabilitation adherence and goal-setting. The cognitive
effects of goal-setting through self-evaluation offers the best explanation for the
current findings. Positive evaluations of the experience of success would appear to
have engendered perceptions of reorganisation, and resulted in a more generalised
positive affect. Observation of the cell means for the SSC group and TC group
provided some support (although not significant) for the oscillation in responses that
has been proposed in the emotional response to injury literature (Pearson & Jones,
1992). Overall, the findings for reorganisation provide support for the effect that
goal-setting may have on perceptions of positive affect in the context of injury
rchabilitation.

The results with regard to devastation are consistent with those reported
previously by Evans, Hardy, and Mullen (1996) which observed that injured athletes
become less devastated over time. However, the absence of a significant main effect
for group is also quite interesting. This finding suggests that the presence of feelings
of dcvastation and loss do not preclude a concurrent move toward a more generalised
positive affect (for example, 1n the GS group). The clinical loss literature provides
some support for ongoing feclings of loss, during phases of resolution and recovery
(Averill, 1968).

The results of the analysis of the sub scale dispirited showed a main effect for
time. Items in this sub scale reflected feelings of apathy and motivation. The
differences across time between the earlier and later time phases while once again
reflecting a move toward a more positive affect over time, although not significant,
showed much oscillation between individual time phases. The absence of a significant

main effect for group, and group by time interaction, however, was not anticipated,
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and is not consistent with other findings in the current study. Neither is it consistent
with the differences between adherents and non-adherents on self-motivation/apathy
reported by Fields, Murphey, Horodyski, and Stopka (1995). In the context of the
current study the motivational effects of goal-setting were expected to have a
significant effect on the GS group. Locke and Latham's (1990) suggestion that the
exact mechanism underlying the effects of goal-setting on performance is not fully
understood may form the basis of an alternative interpretation of the effects of goal-
setting in the present study. Although goal-setting is considered to primarily operate
through a motivational mechanism, it is possible that it had a greater direct effect on
participants' level of sclf-efficacy. Bandura (1986, 1988) provides support for the
cffects of goal-sctting on self-perceptions of efficacy, and the other findings that have
cmerged from the present study would certainly not preclude this as a possible
cxplanation for the differences between the GS group and SSC and TC group.

The results for isolation although not significant, require some comment.
Social support has been identified as a predictor of adherence behaviours in a number
of studics of injury rchabilitation (Byerly et al., 1994; Duda et al., 1989) Perceptions
of isolation have been reported in a number of recent qualitative injury response
studies (Gould, Udry, Bridges, & Beck, 1997b; Johnston & Carroll, 1998). Although
athletes in the GS and SSC group implicitly received a type of social support during
their meetings with the author, the intention of the intervention was not to provide
social support, and the support provided was limited in terms of its form. Having
said this, obscrvation of the cell means for the GS group, and to a lesser extent the
SSC group, showed a trend in mean values toward becoming less isolated over the
duration of the study. This trend in cell means was not present for the TC group.
While this is to some extent only speculative, it does suggest the role of social
support within the context of injury rchabilitation warrants further exploration.

The current study had a number of strengths and limitations. The matching
protocol adopted of matching participants across six variables and then randomly
assigning them to one of the three groups, was an obvious strength. However, as
Kerlinger (1979) has suggested, the major limitation of matching across such a large
number of variables is the inevitable effect of reduced sample size. While the
inclusion of two control groups further exacerbated the problem of sample size,

controlling for the possible effects of social support was an important feature of the



study. Although the possibility existed that participants in the SSC group and TC
group engaged in goal-setting during their involvement in the study, since the purpose
was to examine the effects of a goal-setting intervention, this was not considered a
major concern. In retrospect it may have been useful to have obtained information as
to the extent participants engaged in goal-setting from all participants following their
involvement in the study. The inclusion of psychological and emotional response
variables within the framework of injury rehabilitation adherence, was another
important feature of the current study.

In summary, the present study examined the effects of goal-setting on
rchabilitation adherence, self-efficacy, treatment efficacy, and psychological
responses (as assessed by the PRSII) of injured athletes. The results of the study
provided support for the efficacy of goal-setting upon participants' self-report injury
rchabilitation adherence, and make a significant contribution to existing research in
this arca. However the results relating to self-efficacy, and the psychological
response variables of reorganisation and dispirited, in particular, do raise questions as
to the mechanism underlying the effects of goal-setting on the injured athletes in the
current study. Morcover, although the research literature provides some support for
the type of goal-sctting strategy employed (Burton, 1989; Kingston & Hardy, 1994;
Hardy et al,, 1996; Heil, 1993), the effectiveness of proximal as opposed distal,
process and performance (outcome) goals, might need to be examined more closely in
the context of injury rchabilitation. In addition, the effects of this type of
intervention may necd to be examined over a longer period of time than the five week
period adopted here. Studies that adopt a multiple base line design may be worthy of
particular consideration in examining the effects of specific psychological strategies
with injured performers. In relation to intervention studies of this nature, amongst
other things, the current study has highlighted the importance of controlling for the

possible confounding effects of social support.
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Chapter 5

Injury Rehabilitation: A Qualitative Follow-up Study
(Study 3)

Introduction

In the last few years sport psychologists have begun to embrace the use of
qualitative research methodologies as a means of pursuing research questions (Hardy,
Jones, & Gould, 1996). The goal of qualitative research is to "obtain rich, in-depth,
and dctailed information from an 'insider's’ view - one that stresses the perspective of
the participant (subject) and strives to understand the context or situation in which
the expericnce takes place” (Hardy et al., 1996; p. 256). Qualitative methodologies
have been employed within sport psychology research to examine individual and
highly personal experiences such as flow states, pre-competitive cognition and affect,
sport enjoyment and stress, and burnout (Gould, Eklund, & Jackson, 1992; Gould,
Tuffey, Udry, & Lochr, 1996a, 1996b; Jackson, 1992; Scanlan, Ravizza, & Stein,
1989). An area to which qualitative methodologies lend themselves particularly well,
but which has not been pursued in the sport psychology research, is in examining
more closcly the effects of interventions (Locke, 1989).

Within the research literature there has been a growing acknowledgment, that
complex social and psychological phenomena can be more usefully understood by
looking at them both quantitatively and qualitatively, adopting a multi or mixed
mcthod approach (Brannen, 1992; Rossman & Wilson, 1994). Although few
cxamples exist within the sport psychology research literature, Gould and his
collcagucs have undertaken a number of large scale projects that adopt different forms
of multi and mixed method approaches (e.g., Gould et al., 1996a, 1996b).

Despite the concern voiced by purists on a paradigmatic level, of mixing
methods (e.g., Leininger, 1992), Rossman and Wilson (1985) outlined three functions
for mixed methodologies: (a) corroboration, as in establishing convergence (usually

equated to triangulation); (b) elaboration, as in providing rich detail and lending
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strength to an argument, or providing alternative perspectives; and (c) initiation,
which "prompts new interpretations, suggests areas for further exploration, or
recasts the entire research question" (p. 637). Greene, Caracelli, and Graham (1989)
expanded on Rossman and Wilson's (1985) conceptualisation, and proposed five
purposes for mixed method designs: (a) triangulation - convergence and corroboration
of results to increase validity; (b) complementarity - elaboration, enhancement,
illustration, and clarification of results to increase interpretability and
meaningfulness; (c) development - results from one method help develop or inform
the other method to increase validity; (d) initiation - to increase breadth and depth, to
discover paradox and contradiction, new perspectives of frameworks, and recast
questions or results from the other method; and (€) expansion - to extend the breadth
and range of enquiry by using differing methods for differing inquiry components.
Depending on the specific focus of the research, mixed or multi method approaches
can use qualitative and quantitative techniques either sequentially or concurrently
(Stange, Miller, Crabtree, O'Connor, & Zyzanski, 1994).

In health care, evaluation research has recently paid particular attention to
complementarity as a basis for mixed method designs (Morgan, 1998). The key goal
of complementarity is "to measure overlapping but also different facets of a
phenomenon, yielding an enriched, elaborated understanding of that phenomenon” (p.
258). In using qualitative and quantitative methods for different, but well coordinated
purposcs within the same overall research project, basic paradigmatic assumptions
nced not be violated (Morgan, 1998). Morse's (1991) Priority Sequence Model
provides a conceptual framework for complementarity combinations of qualitative
research. Although initially conceived as involving a principal and supplementary
method, both methods can also be given equal weighting.

Principal Method: Quantitative

(2) Qualitative preliminary; qualitative study helps guide the data collection in

a quantitative study.

(b) Qualitative follow-up; qualitative study helps provide interpretations for

the results of a quantitative study.

Principal Method: Qualitative

(c) Quantitative preliminary; preliminary results guide data collection in a

qualitative study.
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(d) Quantitative follow-up; quantitative study helps evaluate and interpret

results from a qualitative study.

Mixed method approaches within health care research have usually involved
qualitative follow-up studies to complement an initial quantitative study. Within
intervention research such approaches have been utilised to assess adherence
behaviours (Omstein et al, 1993), to investigate results of an unsuccessful
intervention programme (Omstein et al., 1993), and explain ambiguous, misleading, or
inconsistent findings (Stange et al., 1994; Weinholtz, Kacer, & Rocklin, 1995).

The present qualitative follow-up study was pursued according to Greene et
al.'s (1989) conceptualisation, on the basis of complementarity, initiation, and
cxpansion of the findings that emerged from an earlier quantitative goal-setting
intervention study. Specifically, it was instigated to enhance interpretability,
mcaningfulness and depth of inquiry by adopting a different perspective, method,
and paradigm (Greene et al., 1989; Morgan, 1998; Rossman & Wilson, 1994). To this
end nine interviews were conducted (with three participants from each group) to
explore in-depth their injury rehabilitation experiences. Interviews were conducted
using an interview guide that focused on injury rehabilitation adherence, and
psychological and emotional responses. Interviews were subsequently inductively
analyscd. As a result of the two phase nature of the intervention study and
qualitative follow-up study, this research overcame paradigmatic concerns of mixing

paradigms within a single study (Leininger, 1992).

Method
Sample

A purposeful sample of nine participants took part in this follow-up study.
Purposcful sampling involves the selection of information rich cases for study in-
depth (Patton, 1990). Of the nine participants, three represented the experimental
goal-setting group, three had been in the social support control group, and a further
three, the traditional control group. The selection procedure was criterion based to:
(a) enable an equal sample size from each intervention group, and (b) gain a sample of

participants who had either only recently returned to full participation or were in the
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final stages of rehabilitation. This latter criterion was to established to minimise the
effect of inaccuracy of recall. Thereafter, critical case sampling was adopted to permit
maximum application of information to other cases (Lincoln & Guba, 1985). At the
time of the interview, four participants had fully recovered from their injuries, and
returned to sport. The other five were in the final stages of their rehabilitation, and
their full return to sport was imminent. All nine had participated in the intervention
study in the preceding five month period. Participants ranged in age from 19 to 39
(mean = 27.22, SD = +6.96). Two of the participants were female, the remaining
seven, male. Participants main sports were rugby union, association football, and
tennis. The injuries sustained were dislocated shoulders (n = 2), and ruptured / torn
anterior cruciate ligament of the knee (n = 7). At the time of interview, participants
were still blind to the true purpose of the goal-setting intervention study in which
they had participated. Demographic and participant injury information is contained
in Table 7.
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Interview Guide

A semi-structured interview guide was designed for the purpose of the study
(Appendix S). This approach was adopted to ensure that participants were asked the
same questions, in the same way, and in the same order (Patton, 1990). A priori
probing rules were established to obtain responses that were as consistent as
possible in terms of depth and complexity (Patton, 1990). The interview guide
focused on key areas of the intervention study. Specifically, rehabilitation adherence,
psychological and emotional responses, and social support. A final section invited
participants to reflect on their overall injury experience. A demographic section was
also included in the guide to verify, and supplement, some of the background
information previously obtained. Once developed, the guide was scrutinised by three
independent researchers experienced in qualitative interviewing techniques. One of
the rescarchers had extensive knowledge of the subject matter, and two had first hand
experience of being injured. The guide was scrutinised in relation to content, structure
and the wording of questions. Two pilot interviews were conducted prior to the main
study. The first was conducted with one of the independent researchers who had
previously been injured. As a result of feedback, a number of questions were re-
worded. A sccond pilot interview was conducted with one of the participants in the
intervention study. This interview was recorded, transcribed verbatim and
subsequently scrutinised by two of the independent researchers. Based on feedback,
only minimal changes were made to the guide and interview technique. As a result,
this interview was included in the final sample. The process of peer debriefing (with
independent researchers) described was used at each stage of the study; design,
implementation, and analysis (Lincoln & Guba, 1985). Peer debriefing serves a
number of functions: (a) it enhances credibility; (b) it provides an opportunity to test
working hypotheses; (c) it helps develop and test next steps in the emerging
mcthodological design; and (d) it provides the researcher with the opportunity to
clear the mind of emotions and feelings that may cloud good judgement (Lincoln &
Guba, 1985).
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Procedure

Participants were contacted by phone by the first author to elicit agreement to take
part in the study. During this telephone conversation, the purpose of the study and
the structure of the interview were fully explained. All participants contacted, agreed
to take part in the study. As a result, a convenient time and place to conduct the
interview was agreed. Participants were asked to reflect on their injury experience,
prior to the interview, in relation to areas that had been outlined to them, and that the
interview would be focusing on. Five of the interviews were conducted in the
participants’ homes, two at the interviewer's home, and two at an office on a
university campus. All interviews were conducted by the author and lasted between
50 and 105 minutes. The interviews were tape recorded, and later transcribed
verbatim. All individual transcripts were checked for accuracy of transcription.
Interview transcripts were inductively analysed and case profiles derived.
Idiographic or inductive analysis is the preferred approach in capturing rich, in-
depth, and detailed information (Bryman, 1988; Lincoln & Guba, 1985). Case reports
cnabled the unique features of participants to be reported within the specific context
of each case (participant; Stake, 1998). Each case report was subsequently sent to
the respective participant. The participants were asked to assess the case reports for
accuracy and adequacy. Participants all confirmed that the reports accurately
reflected their rehabilitation experience and declined the offer to add, omit, or change
the report in any way. All participants consented to the report being published in its
current form. At this stage, for reasons of confidentiality, participants names were
changed to pscudo names (although interestingly none of the participants felt this
was necessary). This process of member checking, or participant response
verification, was critical in the context of the current study. Lincoln and Guba (1985)
suggest this is important for establishing credibility (internal validity). Amongst
other things, this process helps to ensure the adequacy of the information, and
protects against potential misinterpretations and researcher subjectivity (Lincoln &
Guba, 1985). Although closeness to data is an essential feature of qualitative
rescarch, as Richards (1998) suggests, getting close to data "is much less often a
problem for researchers than getting distance" (p. 322). One of the reasons for this is

the very nature of the methods employed (Richards, 1998). This can also mean,
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particularly with certain types of research involving particular population groups,
the researcher takes on multiple roles, for example, researcher, friend, counselor
(Cartwright & Limandri, 1997; Richards, 1998). The current study is a case in point.
During the process of the intervention study, largely because of the emotive nature of
the participants' experiences, and the prolonged period of engagement, the researcher
developed a closeness with many of the participants. This closeness went beyond
the bounds of a researcher-participant relationship, both with participants in the
goal-setting intervention group, and the social support control group, and to a lesser
cxtent even with participants in the traditional control group. This closeness has the
potential to be particularly problematic in the data analysis stage of qualitative
rescarch, when the researcher needs to achieve distance from participants (Patton,
1990, Richards, 1998). The process of member checking, or participant response
venfication, employed within the current study confirmed that the researcher had
been able to achieve the pre-requisite distance during data analysis. Although as
alrcady identified, prolonged engagement posed a potential problem in the current
study, it also contributed to the researcher's credibility, and as a result, the
trustworthiness of the data (Lincoln & Guba, 1985). Peer debriefing also helped to
ensure adequate distance and objectivity during the analytical stages of inquiry.
Following the construction of individual case profiles, cross case summaries
were produced for the three participants comprising each of the original intervention
study groups. These summaries were inductively derived to highlight similarities and
differcnces in participants' injury experiences within a group context (Stake, 1998;
Yin, 1984). According to Stake (1998), comparison conducted in this way, is "a
powerful conceptual mechanism, fixing attention upon the few attributes being
compared, obscuring other knowledge about the case” (p. 97). This process of
comparison contrasts, but also compliments, the thick description contained within
the individual case reports. Results derived from the case profiles and cross case
summarics were then discussed in light of the findings of the goal-setting intervention

study.
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Case Profiles

Goal-Setting Intervention Group

Case Profile 1: Lesley. Lesley is a chartered physiotherapist who

sustained a knce injury while skiing. When the injury occurred "I knew exactly what
injury I'd done straight away ... I knew which ligament it was, ... and I knew it was a
complete rupture, ... and because I knew what it was I wasn't frightened, or anxious".
In fact Lesley recalled "a tinge of relief that I wasn't going to be skiing again". This
was as a result of being with a group of very experienced skiers who were
encouraging her to do far more than her ability allowed. As a result, she explained,
she did not experience the frustration that she would normally associate with being
injured. The next stage, Lesley described, was going to see the consultant, on her
return from holiday. Although fully aware that she would need an operation, "at the
back of my mind I thought he's going to say wow, you've done really well here, you
don't need an operation”. Lesley described it as quite a shock when she was told she
nceded an operation, and was a little frightened and apprehensive about it. However,
during this period she was working on her masters dissertation, and admitted
(following the operation), "I felt very glad that I had a reason to be at home" despite
an "horrendous guilt complex about being off work". Throughout the rehabilitation
Lesley described her emotions as fairly consistent, with the exception of two specific
situations which aggravated the knee, when she described herself as hitting "those
peaks of emotional reactions”. During one of these she recalls experiencing "all the
cmotions that I would normally have expected to experience as a result of the injury".
Lesley put her ability to cope with the injury "much better than I would ever have
anticipated”, down to 3 things: (a) "I had fantastic support from friends and family";
(b) "I was kecn to have the time to get on with my dissertation work, and this
provided the perfect opportunity"; and (c) "I could actually picture what was going
on inside my knee joint the whole time". The two most frustrating features of the
injury for Lesley were the initial restriction it imposed, which meant that early in the
rchabilitation she was on her own a lot (particularly when she was unable to drive),
and then later, not being able to do any aerobic exercise. Lesley recalled her
impatience to be able to run. Being able to run again, she described, as being a really

significant point; "when I actually got to jogging on the treadmill I really felt I was
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making headway then". A significant feature of her rehabilitation motivation was the
desire "to do better than anybody else who'd had the same operation", purely and
simply because she "felt duty bound to her profession”. Later she suggested, "It was
important that other people could see that I could deal with the injury, it was some
sort of professional statement, I think". This, along with her use of short-term goals
were, Lesley considered, significant factors in her adherence to her rehabilitation

programme. Of short-term goals Lesley said,

they are important, ... you need to feel you are achieving something.
If my goal initially had been to get back on a tennis court and play
match tennis, I think I would have been knocked back so many times,
because it's such a long term goal.

As a result of closcly monitoring her progress, she adjusted her goals to suit her
condition. She described the support she received throughout her rehabilitation as
more than adequate, and considered herself really lucky in this regard, although she
suggested it would have been nice once or twice to have had "a good old moan to
someone”. One important aspect of the injury that she became increasingly aware of,
was what she described as "an ageing effect”. Although not conscious of her age
before, she suddenly found herself aware of a "vulnerability”. She recalled, "it had
quite an impact on me suddenly realising I'm getting older". Lesley has recently

rcturncd to playing tennis, although has not fully recovered as yet.

Case Profile 2: Bnian. Brian sustained a shoulder injury while playing

rugby, but did not realise how serious it was until as a result of constant discomfort,
he was referred to an orthopaedic surgeon. During this time he continued to play
rugby with the shoulder strapped up, as he approached "the biggest games I'd ever
played in my life". A few weeks prior to seeing the surgeon he received an invitation
to an under 19 national trial. When told by the surgeon he required an operation and
he would be unable to play rugby for 12 months, he was devastated, "I cried the
wholc way home in the car, I was just so distressed". Later that week, he received his
exam results which determined he would have to go away to university; a prospect
he did not relish. He recalled, "it was one thing on top of another, they all seemed to
pile on together". He described the two month period after the operation, waiting to
g0 away to university, as terrible; "I couldn't do anything, I couldn't train, I could feel

myself putting on weight ... I was really depressed, without rugby I didn't have any
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direction in my life, I was just lost". During this time although his girlfriend and
parents tried to be supportive he reflected, "no-one really understood what 1 was
going through, unless you've been through it I don't think you can understand”. The
first three months at university, "I had a really tough time, ... being a sports college
everything revolved around sport, you were just surrounded by it. Every second you
could hear people congratulating people who were doing well, it was terrible". This
was quite alien to Brian, who from a small community, was used to being one of
those being acknowledged for his sporting achievements. Brian's lifeline at this time
was volunteering for a research project that involved cycling. He recalled, "I found
that brilliant because I started losing weight, and it really lifted me, that was a life
saver, just to be involved in exercising." At home for Christmas he found out a
number of his friends had got into "squads”, and was really down; "you know, that
should have been me as well”. By now he was out of his sling, and was really looking
forward to starting his rchabilitation. Brian had high expectations of how quickly the
shoulder would improve, but these were soon dashed as he started to realise how
slow his progress was going to be; "I was really frustrated, there'd be times where
there was some relicf, but then frustration again when you'd be going backwards, ...
when the shoulder would twinge and ache". Bnan explained, "I'm a person that
always neceds to see progress, if I can't see any progress I get really down". As a
result, Brian found himself questioning whether his shoulder would ever be right.
Bran reflected, "I didn't cope at all well, ... mentally I found it very hard to cope,
without having anything just to focus my mind". Eventually as Brian was able to
spend more time in the gym, training and rchabilitating, "I got into a training regime,
and that became my means of coping ... it filled a gap, and stopped me from getting
so upsct”. Once he started to see progress, Brian started to feel much better. He
explained, "the diary made a big difference, ... it gave me confidence, ... I could look
back and sece the improvement and that would be a big confidence boost". Another
boost to Brian was other people commenting on how much better the shoulder
looked. As long as Brian was able to regularly change his rehabilitation programme he
found he was able to "stick at it fairly well". But Brian suggested his level of
adherence was "based around my emotions, and how I was feeling". These reflected
how he felt about his shoulder. Brian set himself medium-term targets during his

rchabilitation, which reflected phases of his rehabilitation. The diary he maintained
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was key to monitoring his improvement as he worked towards these targets. He
preferred medium-term targets to short-term targets, because if "I'd set short-term
goals and didn't reach them I'd feel awful". The long-term target had been set by the
surgeon. He reflected, it would have been very helpful if the physiotherapist had
been able to spend time with him to assist in the process of setting these targets.
Going away to University, Brian considered made coping with his injury much more
difficult; "being away from home and friends is a big part of it". Brian found that
because he didn't know anyone, he didn't feel able to talk about how he was feeling.

Bnan reflected,

I don't think anyone knew how I was feeling, you know, the hurt

I was fecling, ... and once the sling came off I'm sure they all thought,
well he's alright again now, ... yes, sure, physically I might have been
grand, but emotionally, mentally, I was still all messed up.

Brian described the injury as having a significant effect on his self-esteem. Brian is

now fully fit and looking forward to the new season.

Case Profile 3: Carl. Carl sustained a knee injury while playing

rugby football four months into the season with a new club. He recalled,

when I actually did get injured it was a bit of a disappointment more
than anything clse because I was playing really well at the time. But
I wasn't devastated because I didn't know the extent of the injury ...
and I was led to believe in the beginning it was just cartilage.

Once he leamnt the extent of the injury, it took a while to sink in. While awaiting the
operation he described himself as "a lot moodier and more depressed than usual ... a
mixture of depression and anger, a bit of both". He attributed this to, "you couldn't
do anything, you couldn't go for a run, you couldn't go for a walk, you couldn't do
anything really". After the operation he says, "I felt really good, because it was done,
and I was told there was only a 1% rejection rate”. During the early stages of
rchabilitation he described being a little depressed on days when the leg was swollen,
and when he watched his team and saw someone else playing in his position. When
the leg became swollen, he found himself questioning whether the knee was all right,
whether he had done too much, or whether the physiotherapist had told him to do
too much. On these days, he recalled, "you just didn't want to be around anyone".

Any initial doubts were exacerbated when he sustained a bad fall some three weeks
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post-operation, which forced the knee into a fully flexed position. He reflected,
"agony would be an understatement for the pain". The subsequent consultation with
his surgeon, while offering some reassurance that the replacement ligament was
intact, also left him in some doubt. This fueled his questioning of the stability of his
knee, a feature which persisted throughout his rehabilitation. The predominant
emotion, particularly during the early stages of his rehabilitation was frustration.
This was in part because of the frequency with which the leg would sometimes swell,
which meant having to rest it, and in part because of the nature of the rehabilitation

activities. Carl described these as "so tedious, really, really tedious". He admitted,

initially I just couldn't get my head around them, just stepping off a
step ... You know I've been playing rugby and physical contact sports
for so long. ... So I started to try my own thing instead, I think everyone
does if they're honest. But when you can't do what you want to be

doing, you just have to get your head around doing what you've been
told to do, and get on with it.

Because of this, "the first quarter of the rehab programme is the hardest to adhere
to". He continued, "having tried to do things my way, and it wasn't working, ... being
able to successfully complete the exercises [by the physiotherapist]* and seeing the
progress was really encouraging and just built confidence”. The biggest problem then,
Carl recalled, was "holding myself back". Carl found the desire to "train normally”,
and in particular, to go running, very difficult to contend with. Carl suggested,
"there's nothing worse, I was just dying to go out for a run, all the time knowing I
shouldn't ... just wanting to go out for a run, all the time".

Carl recalled a strong desire to rehabilitate quickly;

I wanted to make the end of the season ... I was desperate to play a
few more games ... to make an impact again because it was a new club
for me, and I'd had a good first half year. I wanted to leave on a good
note, not 'oh we forgot about him, he finished at Christmas'. So I was
trying my utmost to play a game or two before the end of the season.

Another factor that contributed to his desire to rehabilitate quickly was his age. He
suddenly became aware of the fact that he was getting older, and only had a few
seasons left in him to play at his current level. Although after a couple of months it

became obvious that this was not realistic, for him the desire was still there. This was

* Additions, explanations, and amedments to quotations (to protect anonymity) are indicated by
italicised text placed within brackets, for example [the physio].
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his long-term goal throughout his rehabilitation. He didn't describe goals as being set
as part of his treatment. In relation to short-term goals set during the study, he
suggested he found these very hard because "it's really difficult to direct your input
into just jumping, or hopping or stepping from the step. But long term it was a lot
easicr". He also suggested that it's difficult to set goals when "the leg is still swelling
up, because if that happens and you've set goals, it sort of knocks your rehabilitation
sideways".

An important point in the rehabilitation was when the knee stopped swelling
up after training. For Carl this was important because it meant he could decide when
to have a rest day and not train, and not be dictated to by the knee; "I could
determine when I wanted to go then, not my leg. I was in control of the decision".
Carl considered himself fortunate that medical insurance had covered the full cost of
his treatment, and his employers had given him seven weeks off work on full pay. In
the first weck or so following the operation, his wife and children "fetched and
carriecd everything” he nceded. After this he considered himself to be quite self-
sufficient. He described himself as not the sort of person who turns to other people
for support or help, and because "I've always liked to train by myself" rehabilitating
on his own was not a problem. The only support he felt he needed during his
rchabilitation was advice with regard to the injury and rehabilitation programme,
which he received from the physiotherapist. He continued to socialise at the rugby
club on a Friday night, and in that way kept contact with some of the players. He
also trained at the club during his rehabilitation. Carl is participating in pre-season
training with his club and looking forward to a full return to playing at the start of the

ncw scason.

Cross Case Summary. When the injuries occurred, Brian and Carl were

unaware of the nature and extent of their injuries. Lesley was relieved, because she
knew exactly what she'd done, and it meant she had a reason to discontinue her
involvement in a situation in which she was extremely uncomfortable. When the exact
nature of their injuriecs were confirmed, Brian and Carl experienced shock,
devastation, depression, and apprehension. Brian described, "I cried the whole way
home in the car, I was just so distressed". In the period post operation, depression

was the most common response, and largely reflected the imposed restriction.



99

Participants' responses reflected their individual circumstances. Lesley, who was glad
to have a reason to be at home, described her emotions as fairly consistent
throughout her rehabilitation. This meant that Lesley had a very different injury
experience to Brian and Carl. For Carl, a set-back during rehabilitation exacerbated his
doubts about the success of the operation, and as a result, he described himself
"questioning" throughout his rehabilitation. Brian and Carl found it particularly
difficult watching others competing in their position in the team / or generally doing
well in sport.

As rchabilitation progressed frustration was interspersed with relief when
progress was made. Frustration represented the inability to "train normally”, or make
fast enough progress. Brian's frustration of not being able to train was heightened by
his perceived weight gain. Lesley expressed frustration at not being able to do aerobic
excrcise or run. Carl also described a strong desire to be able to go out for a run. Both
Carl and Bnan expressed a need to "train normally”.

Motives to rchabilitate and adhere to their rehabilitation programmes varied.
Leslcy wanted to do better than anyone else in order to make a professional
statement (she was a chartered physiotherapist), Carl was desperate to get back in
time to play one or two games before the end of the season. Only Lesley considered
the use of short-term goals a significant factor in terms of adherence. Brian expressed
a preference for medium-term goals, and Carl, for long-term goals. Both Brian and
Carl felt that there was too great a risk in setting short-term goals of not attaining
them, and as a result experiencing a set-back in the rehabilitation. Brian found that
completing the diary enabled him to monitor his progress which in turn, increased his
confidence. For Brian, adherence was based around how he was feeling (about his
shoulder). Both Carl and Brian felt that being able to see progress was important.
Two points appeared significant in the rehabilitation process which represented
progress; the reduced frequency of swelling and aching, and the ability to exercise
acrobically. For Carl, this signified an increased sense of personal control.

Lesley and Carl were quite happy with the support they received while
injured, however, this was not the case for Brian. Moving away to university was a
factor in this, and he felt that once the injury was no longer visible people assumed
he was alright again. The extent to which participants were able to cope with their

injury was determined by factors such as support, the ability to keep occupied and



100

keep their mind off the injury, and progress. For Lesley, the ability to picture exactly
what was going on inside the knee was also an important factor. Age was a factor for
both Carl and Lesley. This was associated with the importance of rehabilitating
quickly for Carl. It represented a vulnerability or fragility for Lesley. Carl suggested
that adherence had been a problem, particularly in the early stages, because of the

tedious nature of the rchabilitation exercises.

Social Support Control Group

Case Profile 4: John. John was a professional rugby football player

who sustained his injury five minutes before the end of a match which resulted in his
tcam avoiding relegation. John recalled, "I knew I'd done something quite bad, ... but
in all the emotion of the occasion, my injury went quite unnoticed". A week later
when told his previously "repaired ACL had become un-repaired ... I was devastated,
... the hard struggle that I'd been through to get my knee right, and it was pretty good,
and to have to go through that again was devastating really". The situation was not
helped by the complete lack of interest shown by the club; "no-one really
appreciated what I'd done, or was interested in what I'd done”. This lack of interest

and concern continucd throughout John's rehabilitation;

they were only asking me when I was going to be fit, rather than how
my rchabilitation was going, ... and this was a bit soul destroying at
times, ... and because it was my job as well, that put increased pressure
on me.

Although this, and the prospect of not playing for eight months depressed John a bit,
he did not recall fecling any other emotions. He explained, "well I just shut off, I
didn't really fecl anything, ... and I was pretty much the same all the way through".
Although he described having good days and bad days, he viewed these as just "par
for the course, just like life is really”. He attributed his response to: (a) being
dctermined to get back ("you want to prove that you can get back, not only to
yoursclf, but to other people. But to yourself more ... I wanted to prove to myself
that I could do it again, get back"); (b) being an optimistic, easy going person who
doesn't get frustrated easily; and (c) having had the same injury before ("I knew what

to expect, knew what it entailed, and how important the rehab was").
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Although John considered his progress during his rehabilitation to have been
good, he didn't feel his rehabilitation was well managed. This specifically related to a
lack of feedback on his progress, and a lack of encouragement; "I think if the physio
is enthusiastic and encouraging, I think that can be so beneficial to the person".
Although John was not set any rehabilitation goals, he considered he stuck to his
rchabilitation programme "pretty rigidly”. He attributed this to wanting "to get
back", and the enjoyment he got from training. While John had set a long-term goal
for playing, he considered that short-term goals would have helped his motivation
generally, and particularly on "your bad days". John was not so much concerned
with rchabilitating quickly, as properly, and "having confidence in my knee". As a
result the emphasis throughout his rehabilitation was on doing things "properly and
thoroughly”. He reflected, "there are no short cuts to a good rehab., ... not if you
want it to withstand the forces that will eventually be placed on it when you return
to playing”. During his rehabilitation John received a lot of encouragement and
support from his girlfriend, parents and friends. However, John felt quite strongly
that for someone involved in sport, as he was, the support should have come from
within the sport, and in this regard, considered his injury to have been "very badly
handled". He reflected,

But I think sport is totally different [from normal life], especially a
tcam sport. I mean that's why you're playing isn't it, to be part of a
tcam. And I think when you are part of a team, it's important that you
fecl part of a tcam, and that means supporting each other. If you don't
fecl part of the team, then you're very much on your own, and left out in
the cold, which doesn't bode well really.

Following a successful recovery from injury, and a return to playing, John left the

club, and is no longer a professional rugby player (this occurred after the interview).

Case Profile S: Kevin. A competitive football player, Kevin was

initially unaware of the severity of his injury when he sustained it. After a number of
attempts at resting his leg and then trying to play on it, he eventually sought medical
advice from his general practitioner (GP). Although the GP diagnosed it as requiring
an operation, a protracted period of two years ensued waiting for one referral after
another. Kevin vividly recollects the frustration of this period of "waiting"; "the
frustration almost makes you feel like crying ... you get so far, and suddenly a light
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appears, and then it's bloody gone again". During this two year wait Kevin described
feelings of frustration, hope, expectation, disappointment, and depression.
Eventually, at the prospect of the operation, these were replaced with apprehension
and uncertainty. He recalled at that time, thoughts such as, "what if it's not
successful, I've been through all this, what if it's all for nothing"; "mixed feelings", as
he described them. Significant for Kevin was the understanding and support
demonstrated by his employers giving him fully paid leave for three months. He
described this three month period as "very boring at times, ups and downs, real
frustration at times, things weren't progressing fast enough". During this time "a good
day" was when his leg felt good and his rehabilitation was progressing, a bad day
would be "back where I started". During these bad days or downs, Kevin recalled,
“I'd get really depressed, really depressed” and "I wasn't responsive ... I'd be really
quict and miscrable, ... and I just really wouldn't be able to lift myself out of it at all".
This he considcred was a lot to do with "the restriction, and being in the house on my
own". This was despite trying to occupy himself as best he could. The support he
received from his wife, he described as "brilliant”. However, although family and
friends were supportive, he felt increasingly isolated from his football friends and
tcam matecs. When able to do his rehabilitation exercises, and he could see the leg
improving he "felt great”. The physiotherapy treatment was a real plus, "it was great,
I made real progress”. Of the physiotherapist he said, "I trusted, I had a lot of
confidence in ...". Of his own commitment to the rehabilitation programme, Kevin
cxpressed disappointment; "the rchab that has been down to myself hasn't gone as
well as I'd planned it to go really". Overall, he considered his progress "has not been
anywhecre near as quick as I would have liked". Since his return to work, this has
dcteriorated further, and he described his adherence to his rehabilitation as "very

much fits and starts, as and when". In part, he attributed this to,

a little bit of fear I suppose that it might never get back to what it was,
and then I would have to admit to myself that perhaps you're never
going to play football again, you know you're finished really.

This despite being what he described as "a determined person". Kevin reflected, that
during his rchabilitation, "I would have liked to be able to chat to someone who'd
been through what I've been through, understood what I've been feeling, and
understood, and possibly shared my goals ... someone who could have given me

advice". Although happy with the treatment, Kevin expressed some disappointment
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at the lack of follow-up advice, which he feels he really needed. At first Kevin set
what he described as "little goals", as opposed to long-term goals. During the initial
three month period the physiotherapist also set him some goals. The goals Kevin set
very much depended on how he felt the rehabilitation was going and "the rehab really
affected the goals, rather than the goals affecting the rehab". Setting goals to work
towards "and then not achieving them would have really depressed me". Kevin
considered the goals he set to have had very little effect on his rehabilitation. He
reflected that his approach to setting goals reflected his personality, and the fact that
"I've never pushed myself at anything". He also suggested that "there's a bit of an age
thing at the back of my head, as well. So that stopped me pushing myself as well".

Kevin reflected that his injury has been a really negative experience,

I've missed two, ncarly three years when I could have been playing
sport, I've put weight on, lumps and bumps in places I've never had
them ... I've lost the sort of comfort of contact, if you like, with
football friends, ... I haven't been able to play football, ... it's just all
been so negative.

Now, at the start of the football season, Kevin's phone has started to ring with
rcquests to play, this he finds is really motivating him. Between now and his return

1s the prospect of a lot more rehabilitation work in the gym.

Case Profile 6: Isaac. Isaac tore the anterior cruciate ligament in his

knce in the off-season, at a national rugby football development course. Having
reccived physiotherapy treatment he was passed fit to play. Unaware of the extent
of the injury, about five wecks later during training, he realised the knee was far from
being right. Getting access to medical support via the rugby union who had run the
course was very protracted, and Isaac became increasingly frustrated; "I'd just had
cnough by the time I even got to have the scan". When told that he required an
operation and would be out of rugby for eight months; "I was in bits by the time 1
got out of the hospital, ... it just freaked me out that I was going to be out for that
long". In total it was seven months before he had the operation, by which time he
was six months into his undergraduate studies on a sports science course. Although
happy at the prospect of having the operation, the day after the operation Isaac
described being quite distraught; "I was convinced I'd never play rugby again ... I was

so wound up ... so angry, ... no, it was like absolute rage ... my pent-up frustration
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was directed against everybody, and everything". Following his first two
physiotherapy sessions Isaac recalled a significant change in the way he felt about
the injury. He attributed this to the physiotherapist calming him down. For the next
six weeks "I could see big gains all the time, so that really helped me ... and I started
to believe maybe it's going to be all right". But as progress became slower "I started
to get really frustrated ... I just wanted to get back, to make faster progress". As a
result, Isaac admitted, "there was a point when I became physio myself ... but when I
woke up the next day and could hardly move, I thought, oh well, better listen to the
boss". How Isaac felt emotionally depended on "what happened at the physio, and
what [the physio] said at the end of the session". Isaac described his rehabilitation as
a "a hell of a lot of highs and a hell of a lot of lows". He added, "I was completely
drained by the end of it. By the time I came back to playing, emotionally, I was
absolutely knackered ... basically it was six months of hell". Despite this Isaac
considered he adhered "pretty well” to the rehabilitation programme he was given. In
rclation to rehabilitation goals, a long-term goal had been agreed for his return to
playing rugby, and at the beginning of his rehabilitation, a short-term goal was set for
getting him off crutches. He recalled, "I got so frustrated and wound up at not
rcaching the goal”, that no other goals were set. Looking back, Isaac sees the long-
term goal as central to his successful rchabilitation, without it he suggested, "I
wouldn't have put the effort that I did into the rehab programme”. Short-term goals,
he considered, would only have been useful if he had always been able to achieve
them. He reflected that this would have been unlikely if he had been involved in
sctting them; "knowing me I would have probably set targets that 1 was totally
incapable of reaching, and as a result would have probably done things which would
have made things worse". Isaac was not only desperate to get back to rugby, but not
to have to repecat his first year at university, a suggestion which had been made
because he had missed so much of the practical side of the course. Although for Isaac,
family, friends and his physiotherapist, were important sources of support
throughout, "once the crutches disappeared people seemed to assume I no longer
neceded support”. The lack of support Isaac received from the rugby union was an
enormous disappointment and frustration. Isaac has subsequently made a successful

recovery, and is once again playing competitive rugby football.
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Cross Case Summary, The participants in this group had very

different injury experiences. Kevin and Isaac were initially unaware of the extent of
their injuries. A protracted period of seven months for Isaac, and two years for
Kevin, ensued prior to their operations. During this period they described feelings of
frustration, hope, expectation, disappointment and depression. Questioning was a
feature for Kevin pre-operation, and for Isaac, post-operation. Post-operation, Isaac
described himself as distraught, also present was anger and rage. John's injury was
diagnosed and operated on fairly soon after he sustained it. He described himself as
being a bit depressed. All found the initial incapacitation difficult to cope with. Kevin
also identificd the restriction (confinement) imposed by his injury problematic. John
was able to cope reasonably well with his injury experience because: (a) he was
dctermined to prove to himself he could 'get back’; (b) he was an optimistic, easy
going person who didn't get frustrated easily; and (c) he knew what to expect, and
what the opcration and rehabilitation entailed (he had sustained the same injury
before).

In contrast to Kevin and Isaac, John perceived a lack of feedback and
cncouragement during his physiotherapy treatment. Kevin and Isaac gained in
confidence as a result of the physiotherapy treatment they received. Although there
were differences in their initial progress, and for Kevin some real ups and downs and
frustrations, both Kevin and Isaac experienced enormous frustration as their
rchabilitation progress slowed. For Isaac this resulted in deviating from his prescribed
programme and pursing his own programme, for Kevin, reduced adherence to any
rchabilitation exercises. Although overall the participants reported adequate support,
Kevin felt increasingly isolated from his football friends and team mates. Frustration
resulted for John because of a complete lack of interest on the part of the club, who
were also his employers, and for Isaac, disappointment at the lack of support from
the rugby football union. Isaac attributed his emotions, to what happened during his
physiotherapy session, and what was said by the physiotherapist at the end of the
scssion. Rechabilitation, for Kevin and Isaac, was described as comprising a lot of
highs and a lot of lows. Isaac described being completely emotionally drained by the
end of it, and considered his injury rehabilitation to have been six months of hell.

Rehabilitation adherence varied. Poor adherence was attributed by Kevin to a

fear that he might never get back to playing football, and an ageing factor. John
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attributed his adherence to enjoying training, and wanting to get back to full fitness.
All participants had got a long-term goal for returning to sport, in most cases this had
been set by the surgeon. None had set short-term goals. Kevin and Isaac felt that
short-term goals would not have been helpful because of the negative effects they
associated with not achicving them, something they viewed as quite probable. Isaac
had been set a short-term goal early on in his rehabilitation, and having failed to
achieve it, got extremely frustrated. John felt that short-term goals would have helped
his motivation, particularly on bad days. Interestingly, John described himself as
more concerned with rehabilitating properly and thoroughly, than quickly. Both
Kevin and Isaac feclt that once the visible signs of their injury were gone, people
assumed that they no longer needed support, despite the fact that they would have
rcally benefited from it.

Traditional Control Group

Casc Profile 7: Hayley. Initially when the injury occurred, Hayley

recalled, "I was kind of in denial, I just thought, oh it's just another injury. I'll be all
right in a few weceks". When her knee didn't improve and she was advised of the need
for an opcration she got extremely upset, "down", and started questioning whether
her knee would ever be right again. Fear, was caused by the fact that "I didn't really
know what was going on, I didn't know what was happening". Following the
opcration Hayley was quite depressed, because as she recalled, "I just couldn't do
anything". Hayley recollected, "I got really jealous of other people being able to go
out running, train, and do sport". She described this as very frustrating. At this time
"I went really negative about it". In the beginning her rehabilitation went very slowly,
which she found "really frustrating, ... I just couldn't seem to do any of the exercises,
so my progress was much slower than I expected it to be". Her "lack of confidence"
compounded the situation further, and she needed a lot of encouragement from her
parents and boyfriend to complete her rehabilitation exercises. Determined to
overcome this initial lack of progress, on her return to University (four weeks later),
she started to regularly see a physiotherapist. This new physiotherapist set Hayley
clear targets, and as Hayley became more confident, she'd "stick to the rehabilitation

programme more and more". This coincided with Hayley setting herself short-term
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goals; "I'd work towards bending it another five degrees, say every week, or every
two weeks". She recalled, "I'd set short-term realistic goals, rather than goals that are
going to be achieved in a couple of months, goals that could be achieved by the end of
the week so I had something to work for". She commented that she found this
motivated and encouraged her. During her rehabilitation Hayley described having
good days and bad days, as her mood fluctuated from one day to another. Early in
her rehabilitation her mood would be determined by how well she could occupy
herself to keep her mind off the injury. Later on it would be determined by "how well
the knee was coming, and how good I felt about myself". As her rehabilitation
progresscd Hayley recalled "a shift from being really negative to being much more
positive". Throughout the period of her injury Hayley's boyfriend was a particularly
important source of support, not least because "he's been injured, so he knows what
it's like, how it fecls, he could understand how 1 felt". Her parents and friends were
also supportive, but weren't able to relate to it in quite the same way. Hayley is

currently in the latter stage of rchabilitation.

Case Profile 8: Simon. Having injured his knee when playing rugby

football, Simon was "gutted" when told "you may never play rugby again".
Following his operation, however, he was told he would only be out of rugby for
ninc months. Initially, having to depend on other people to drive him everywhere, he
got a bit frustrated at his loss of independence; "but that frustration only lasted until
I got my indcpendence back". Simon described his resentment towards the club;
"once I was injured they didn't want to know me, and they even tried to get out of
paying me the money that contractually they had to pay me" (Simon was a semi-
professional player). Having only played three games himself, the lowest point for
Simon was when his tcam won the league cup and gained promotion. He recalled,
“I've never felt so low in my life to be honest, ... that was the lowest point I've ever
hit". Also difficult for Simon was watching the team play on a Saturday, watching
somcone else playing in his position. Despite having what he described as some ups

and downs, Simon was "mostly up". He took a very philosophical view of his injury;

As long as I could get out, I considered myself not to be injured ... okay
you can't play rugby, but there's more to life than that ... I had five
months off work, I was down the gym everyday, ... it was great, ... I
thought, I'm injured, make the most of it.
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Simon attributed his attitude toward his injury to the fact that he'd been playing
rugby for nearly 20 years, and this was the first time he'd ever had a break from it,
and "as a person I'm pretty laid back". The break from rugby, Simon viewed as an
opportunity to have a break from his normal routine, and to do other things he'd been
unable to spend time doing. As an independent person, Simon said of support from
other people;

I didn't look for support, so I didn't get it, ... it was nice other people
were interested, ... and offered a reassuring word, but I didn't need
support, ... at the end of the day there's nothing anyone else can do,
it's down to you, it's you who's injured.

Of his rehabilitation Simon said, "I thought it was great, I came on leaps and bounds".
Having done weight training for years, weight training formed an important part of
Simon's training and rehabilitation. Of his adherence to his prescribed rehabilitation
he said, "in the beginning I did more or less everything I was told to do, but as the leg
was getting better I'd do less of what they wanted me to do, and more of what 1
wanted to do". Important in this was the confidence the physiotherapist gave him.
Simon had just one long-term goal which had been set by the surgeon for his return to
playing rugby. Simon described himself as happy with just having that goal to aim
for, and did not consider that short-term goals would have been helpful to his
rchabilitation; "if you sct short-term targets and you don't get there you're going to
feel bad, you're better off with just one far away target, so you've got plenty of time
to make sure you get to it". In the absence of short-term targets Simon attributed his
adherence to his rchabilitation as "I was enjoying it". Simon has recovered from his

injury and is back to full pre-season training with his club.

Casc Profile 9: Andy. Andy is a physical education teacher who

sustained an injury to his shoulder while playing rugby football. Andy associates
thrce distinct phases with his injury, pre-operation, post-operation and
incapacitated, and post-operation and rehabilitating. Immediately following the
injury, although Andy knew the shoulder "was not right", he was told "you just need
to get a bit of confidence back, keep playing through it, we'll tape it up". During this
time, Andy recalled a complcte lack of confidence and motivation. One month later,
while receiving physiotherapy on the shoulder, "the shoulder popped out", "so I was

playing, training, when I knew there was something wrong, but being convinced it
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was OK". As a result, "a big sigh of relief when they said I had to go and have an
operation, it was like a weight had been lifted". Immediately after the operation
Andy described;

well I was distraught ... because I didn't realise what they were going
to do, and what it was going to be like ... I decided there and then that
that was it, I wasn't going to take part in sport again, I'd had enough,
you know, I'd had a guttsful.

Andy explained;

I was really down in the dumps for a month while the shoulder was
strapped and elevated in this stabiliser contraption ... I was getting

fat, my motivation to do anything was nil, because I wasn't able to

do anything. I wasn't able to run, I wasn't able to go for a long walk, I
started to put on weight where I didn't want to put on weight, where I
hadn't put on weight before. And people were noticing that I was keen
to go out in the night because I was on my own in the day, so I wanted
to go out and have a drink in the night, and I was putting on more
weight, eating more.

During this time Andy recalled being extremely frustrated and angry. These
responscs reflected an inter-play of the injury itself, the club's refusal to meet the
cost of the opcration, and the club's complete lack of interest in his well-being. Andy
cxplained, "I completely resented the fact that they didn't take any interest in me, felt
rcally let down". Andy also described the frustration of not being able "to do the
sorts of things you take for granted, and you feel stupid, really stupid". In addition,
"Not being able to drive killed me, and not being able to write as well was a killer".
Andy's way of dcaling with his incapacitation, loss of independence and emotions,
was to try and keep himsclf occupied, to get out and see people, and as far as
possible to have a normal day. During this period the biggest thing that affected how
he felt was the weather, which determined if he would be confined to the house; "if I
got up in the moming and it was raining, nightmare, absolute nightmare". Boredom
would be broken by the phone ringing and people calling round. At this stage "still
asking yourself if it's all worth it", and "would it ever be okay again". The support he
received from his fiancé, parents, and friends was extremely important in his attempt
to cope.

Andy was off work for three months. During rehabilitation, Andy described
himself as "a good patient, ... if the physio said 15 pulls on my elastic band, I did 15,

I didn't do one more, or one less". The overwhelming influence in this was that "I'd
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had to spend so much money on the operation, my own money, I was determined to
get it right, ... so I did exactly what I was told". He described his emotions after the
first physiotherapy session as being similar to coming out of hospital, and thereafter,
"peaking and troughing" quite a lot. As rchabilitation progressed, frustration was
replaced by greater confidence, motivation, and drive; "because I was being
successful, I was getting enthusiastic”. "Once you can see you're getting better, and
getting stronger, that's brilliant, and you don't need as much physio". Andy
considered his rehabilitation was a team approach, with the physiotherapist and
surgeon as key players; "there was three people at the starting line, and we all
wanted to get to the finish line". The physiotherapist set goals in conjunction with
Andy and the surgeon, and these were monitored and adjusted as progress was made.
Andy explained, "I've got the utmost respect for the two people who were looking
after me because of the way they went about it. I was really happy with the
trcatment I was getting”. And the physiotherapist, "said exactly the right things at
the right time". Behind his desire to rehabilitate quickly, was his desire to get back to
work; "I was frustrated because I wasn't allowed to go back to work. Getting back to
playing sport was secondary". Andy's biggest disappointment was the lack of
support he received from his club. Not only financial, but their general lack of
interest in his well-being and welfare, as an individual, and as a player. Andy has now
fully recovered from his injury, but has not yet returned to playing rugby. When he

does return to playing, he suggested it wouldn't be with the same club.

Cross Case Summary. Both Andy and Hayley were initially unaware

of the extent of the injury, Hayley identified this as a case of denial. When advised of
the need for an operation, Andy described relief, Hayley described herself as down,
questioning, and frightened of the unknown. Following the operation, Andy
expericnced depression and frustration as a result of his incapacitation, Simon
described frustration at his loss of independence, although this didn't last very long.
Andy described being distraught, not having fully appreciated the implications of the
surgery. Andy found the first month much more difficult to cope with than Hayley
and Simon. Andy vividly recalled his frustration at his incapacitation, restriction, and
loss of indcpendence. Putting weight on and not being able to do normal everyday

things became real issues for him. This was further exacerbated by his anger at the
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club because of their lack of interest, and refusal to meet his medical costs. Although
Simon admitted to getting frustrated when watching his team play, and someone else
playing in his position, his lowest point was when his team won the league cup and
gained promotion. Simon expressed resentment towards the club for their lack of
interest in him once he was injured, but generally looked at the positive aspects of
being injured. Simon viewed being injured as an opportunity to have a break from
rugby, and his normal routine. He also attributed being able to cope with being
injured to being a laid back sort of person. All participants placed great importance
on kecping themselves occupied, and keeping their mind off their injury, as a means
of coping. For Andy and Hayley, the support they received from other people was
also important in order for them to be able to cope.

Rehabilitation was characterised by Andy and Hayley as comprising peaks
and troughs, highs and lows. All described the physiotherapist as an important
source of self-confidence, particularly as their rehabilitation began to progress. Andy
and Hayley attributed adherence to this, and the setting of short-term goals; and in
Andy's case the cost to him personally of financing the operation and subsequent
physiotherapy treatment. Andy and Hayley both suggested that with rehabilitation
progress came a more positive attitude, confidence, and enthusiasm, which in turn
cnhanced their rchabilitation adherence. Simon had just one long term goal. He
considcred he was better off without short-term goals, which he suggested, would
Icad to disappointment when he failed to achieve them. Early in his rehabilitation
Simon described his adherence as very good, but as his progress became better and
better, he did less of what he was told to do, and more of what he wanted to do.
Simon attributed his adherence to training and rehabilitation to his enjoyment of it.
For Hayley the most significant feature of her support was that which she received
from her boyfriend, who having previously been injured himself, she felt, understood
what she was going through. For Andy and Simon, the most significant feature of
their rchabilitation experience appeared to be the lack of interest shown by their

rugby club.
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Discussion

Hardy et al. (1996) recently called for a diversification in the qualitative methods
employed within sport psychology research. Krane, Andersen and Strean (1997)
similarly proposed that researchers should be prepared to move away from
qualitative research that examines data by means of the development of higher order
themes. Indeed, as Krane et al. suggested, "in many cases, rare experiences are no less
meaningful, useful, or important than common ones" (p. 215). The current follow-up
study represents such a diversification in its approach to the use of qualitative
methodology. The purpose of the study has been to present case study profiles as a
means of enhancing the interpretability and meaningfulness of the findings emerging
from a goal-setting intervention study. To this end, the following discussion will
intcgrate results of the case profiles and cross case summaries, with the findings
derived from the previous intervention study.

Case profiles and cross case summaries highlighted the importance of
individual difference variables, and the interaction of person and situational variables
in participants' injury experiences. Such variables appeared to account, in part, for
the intensity of the emotional and psychological responses, rehabilitation adherence,
and the use of goal-setting. In general, following injury prognosis, emotional
responses were very similar across groups. Responses were characterised by shock,
dcpression, apprehension, and questioning. One participant in each of the goal-
sctting intervention group (GS group), the social support control group (SSC group)
and the traditional control group (TC group) appeared to experience a far greater
intensity in their emotional response as a result of the prognosis. One participant in
the SS group suggested; "it just freaked me out that I was going to be out for that
long". Post operation, a participant in the TC group described himself as being
"distraught". Another participant in the SSC group, reflecting on his injury
experience suggested; "I was completely drained by the end of it. By the time I came
back to playing, emotionally, I was absolutely knackered ... basically, it was six
months of hell".

Rehabilitation was characterised by depression, which changed to frustration,
over time. Initially, these responses reflected the imposed restriction, incapacitation,

and loss of independence. In the early stages of rehabilitation, for some participants,
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the inability to train, putting weight on, and a lack of interest by their club and team
mates were cited as contributory factors. With the exception of one participant in the
GS group and another in the SSC group, keeping their mind off the injury was the
coping strategy adopted. Although the means of coping with this initial
incapacitation appeared to be avoidance coping or distraction coping (Thoits, 1995;
Udry, 1997), Gould et al. (1997¢) recently identified a number of coping strategies
utilised by injured skiers which may have relevance to gaining a better insight into the
strategies adopted by participants in the present study. Coping strategies adopted in
Gould et al.'s study included; 'did things normally’, 'distracted self', 'sought and used
social resources', 'avoidance and isolation', and 'took note and drew upon injury
lessons'. Many of the participants across the three groups adopted one or more of
these strategies, to keep their mind off their injury. It may be that as a result of using
these strategies, their means of coping was more akin to problem-focused or
instrumental coping. Udry (1997) recently reported that instrumental coping was the
most used coping stratcgy amongst 25 injured athletes who had undergone knee
surgery, particularly in the early stages of rehabilitation.

In the mid phase of rehabilitation, frustration was associated with watching
others competing in their position, or generally seeing the team do well. This was
identified by participants in all three groups. One participant in the TC group
described his response to his tcam winning the league cup, and gaining promotion;

"I never felt so low in my life to be honest, ... that was the lowest point I've ever
hit". Another described his reaction to his friends being selected for representative
rugby squads; "you know that should have been me as well". This is consistent with
findings reported by McGowan, Pierce, Williams and Eastman (1994) who reported
reduced self-concept in injured athletes when their team won or did well. It is also
consistent with Gould et al.'s (1997b) conceptualisation of 'social comparison' as a
source of stress in elite injured skiers. Questioning was also a feature of this phase of
rchabilitation for participants in the three groups. Questioning was identified by
participants who sustained season ending injuries in a study conducted by Udry,
Gould, Bridges and Beck (1997a), however, in Udry et al.'s study, questioning was
related to injury occurrence. In the current study, questioning was related to

participants' doubts about their ability to fully recover from their injuries.
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Anger was described by one participant in each of the SSC and TC groups,
but was very situation specific. The antecedent of this anger appeared to be their
resentment for the disinterest shown by a rugby club in one instance, and the rugby
union, in the other. Resentment was also expressed by another participant in each of
the SSC group and TC group. In both cases this resulted from a lack of interest on
the part of the participant's rugby club. As one participant in the SSC group

asserted;

no-one really appreciated what I'd done, or was interested in what I'd
done. ... [later] they were only asking when I was going to be fit, rather
than how my rehabilitation was going, ... it was a bit soul destroying

at times.

Another said of the club; "once I was injured they didn't want to know me". No one
in the GS group described this as a feature of their injury experience, and it may be
that the lack of interest shown by club and coaches had a confounding effect on the
aforementioned participants' responses to their injury and rehabilitation; via reduced
sclf perceptions of efficacy.

Further into the rchabilitation, and across the groups, frustration was
interspersed with relief, with highs and lows being experienced as a function of
perceived rehabilitation progress and the desire to “"train normally"”. This latter
fcature was particularly prevalent amongst members of the GS group. Whether this
reflected an increased self-confidence, or exercise withdrawal is unclear. The latter
cmerged as a prominent theme in both Johnston and Carroll's (1998) qualitative
study of scriously injured athletes, and in Gould et al.'s (1997b) study of sources of
stress in injured skiers. Slowness of progress was something that participants in all
three groups found difficult to cope with. As one participant explained, "I was really
frustrated, there'd be times when there was some relief, but then frustration again
when you'd be going backwards, ... when the shoulder would twinge and ache."

The aforementioned change in emotional responses over time, described by
participants across groups, helps explain the findings of the PRSI (from the goal-
sctting intervention study) in relation to devastation and dispirited, in particular. The
responses described here support the decrease in these sub scales across time. With
regard to the intervention study findings for dispirited, however, the results were
somewhat surprising. Despite this sub scale containing items which reflected apathy

and motivation, no group differences were found. Interestingly, in the current study,
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very few of the participants identified motivation as a feature of their rehabilitation
experience, particularly in the context of goals (the later discussion of goals may help
provide some interpretation of the intervention study results for dispirited). The
increased confidence described by participants as rehabilitation progressed certainly
provides a context to the findings from the intervention study in relation to the sub
scale reorganisation. Increased positive affect over time has been identified in a
number of studies of athletes' emotional responses to injury (e.g., Quackenbush &
Crossman, 1994; Smith, Scott, O'Fallon, & Young, 1990a). The highs and lows
described across all three groups, also provides a context for the oscillation in
responses of injured performers across time observed in the intervention study
(albeit non-significant), and reported elsewhere (Pearson & Jones, 1992).

As rchabilitation progressed, participants in all three groups reported
increased confidence. However, sources of this confidence differed across groups.
The TC group, and to a lesser extent the SSC group, considered the physiotherapist
an important source of confidence. Of the physiotherapist, one participant suggested
"I trusted, I had a lot of confidence in ...", and another, "... said exactly the right
things at the right time".

Rehabilitation progress for the participants in the GS group was more related
to the ability to excrcisc aerobically, or train normally. Monitoring this progress in
the diary was considered important by one of these participants. Another monitored
progress via short-term goals. The desire to monitor progress through what
constituted normal training activities, by participants in the goal-setting group,
differed from the other two groups, and may have been important to their
rcorganisation and self-confidence. Attribution theory may shed some light on
whether the sources of confidence described here, help to explain the intervention
study findings in relation to reorganisation (e.g., Roberts, 1992; Weiner, 1979). It
may also provide some insight into the group differences reported in the intervention
study for self-efficacy. The fact that some participants may have attributed progress
to external uncontrollable factors, which may in turn have had an effect on emotional
responses and adhcrence, would appear plausible in the context of attribution
rescarch, As Maehr and Nicholls (1980) suggested, affective reactions to outcomes
do not necessarily reflect the outcomes themselves, but more ostensibly reflect the

perceived reasons for the outcomes. Although the extent to which the goal-setting



116

intervention may have impacted perceptions of controllability, the meaning
associated with rehabilitation progress, and outcome expectancy, is not clear in the
context of the current study, it may in part help explain the findings derived from the
intervention study. That the perception of meaning participants held for
rehabilitation progress and outcome affected levels of self-confidence, while
somewhat speculative, would certainly provide some insight into the group
differences reported in the intervention study for self-confidence. It may also help
explain the findings in relation to adherence reported in the intervention study. As
Meichenbaum and Turk (1987) have suggested, it is not the failure to adhere per se,
but the meaning they attribute to occasional set-backs that determines future patterns
of adherence.

The previous discussion may also be extended to the findings emanating from
the intcrvention study in relation to treatment efficacy. While participants in the TC
group appeared to have greater confidence, and place more importance on the
eflicacy of the treatment (than participants in the other groups), this may well reflect
a lack of confidence in their ability to take responsibility and control for their
rchabilitation progress and treatment outcome. If as has been suggested, the goal-
sctting intervention enhanced perceptions of control, these perceptions of control
may in turn have resulted in greater efficacy in the treatment. This would certainly
help explain the group differences reported at time 8 described in the intervention
study. Altemnatively, participants in the GS group may have simply generalised their
perceptions of self-efficacy to the treatment they were receiving.

The importance of social support was highlighted by all groups, although the
extent to which participants were happy with the support they received varied, and
reflected their personal needs and situations. One participant in the TC group, and
two in the SSC group suggested the need for the support provider to have
experienced injury personally, or (at least) understand the emotional effects of injury.
Two other participants suggested that once the visible signs of injury had gone, the
emotional support they needed was no longer available. As one participant in the
SSC group suggested, "once the crutches disappeared people seemed to assume I no
longer needed support". Udry et al. (1997b) recently suggested that visibility of
injury may contribute to mobilisation of social resources, which may explain the

depletion in social resources, once the visibility of the injury disappears as
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rehabilitation progresses. This would certainly appear to be consistent with what
participants reported in the present study.

Participants in the GS group appeared to have generally retained closer
contact with their sporting environment and team mates. This feature may provide
more insight into the findings for the isolation sub scale of the PRSII reported in the
intervention study than the provision of social support per se. Isolation was cited as
a source of stress by 66.6% of injured skiers in Gould et al's (1997b) recent
qualitative study. Gould et al. suggested that isolation might have been intensified
amongst their sample because of the nature and structure of skiing (injured skiers
return home). However, participants in the SSC group and TC group in the present
study, provide some support for the presence of isolation among injured team sport
participants. The importance of social support as a predictor of rehabilitation
adherence has been identified by a number of researchers (e.g., Duda, Smart, &
Tappe, 1989; Fisher, Domm, & Wuest, 1988). Having said this, Udry (1997)
recently identified the need for this support to be specifically related to
rchabilitation. The current study would certainly support Udry's suggestion, since
the lack of support from team mates, the club, and in one instance, the rugby union,
scecmed to be the cause of much resentment, anger and frustration for a number of
participants. Although speculative, this may have had a detrimental effect on feelings
of sclf-worth, sclf-confidence, and as a consequence, rehabilitation adherence.
McGowan et al's (1994) study provides some support for these effects on
perceptions of global sclf-worth and self-confidence.

Accepting that causality cannot be inferred from a qualitative study of this
nature, the case profiles presented here for the three participants in each group do
not provide direct evidence for the effects of goal-setting, particularly in relation to
the proposed motivational effects emanating from the intervention study. In the
majority of cases in the GS group and SSC group, there appeared to be a clear
preference for long-term rehabilitation goals. These participants appeared to
associate short-term goals with failure, in part, because of a perceived lack of
flexibility with this type of goal. Participants suggested, "... if I'd set short-term goals
and didn't reach them, I'd feel awful”, and "... if you set short-term targets and you
don't get there you're going to feel bad, you're better off with just one far away target,

so you've got plenty of time to make sure you get to it."
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Adherence was generally attributed to how participants were feeling and their
perceived progress. Only one participant in each of the three groups felt that short-
term goals had been, or would have been, beneficial, and enhanced rehabilitation
adherence, despite the fact that short-term goals (and medium-term goals, in one case)
had been employed with all participants in the intervention group, for the five week
duration of the study. In contrast, two of the participants in the TC group, in part,
attributed their rehabilitation adherence to the setting of short-term goals. In view of
the intervention study findings in relation to adherence, this is perhaps somewhat
surprising. While goal-setting is proposed to affect performance primarily through a
motivational mechanism, goals are also reported to enhance self perceptions of
efficacy (Bandura, 1986; Locke & Latham, 1990). The effects of process orientated
goals, in particular, on self-efficacy have been reported by Kingston and Hardy
(1997). Moreover, the effects of proximal, as opposed to distal goals on self-efficacy,
has been posited by Bandura (1988). In the context of the current study, and the
previous intcrvention study, it is possible that although participants in the goal-
setting group expressed a preference for long-term goals, they still engaged in the
process of short-term and long-term goal-setting to a greater extent than participants
in the other groups. In engaging in a process which encompassed long-term goal-
setting, and the short-term goal-setting process emphasised in the intervention study,
these participants appear to have benefited from the motivational effects that Hardy
ct al. (1996) have suggested may be associated with long-term outcome goals.
Additionally, these benefits may have been complimented by the attention directing,
controllability, and self-efficacy enhancing properties of proximal process orientated
goals. Locke et al. (1984) suggested that high levels of self-efficacy leads to more
difficult goals being selected, and greater commitment to those goals, once selected.
Bandura (1986) has further suggested that when negative discrepancies are
experienced between aspirations and actual level of achievement, performers with
high sclf-efficacy will increase their level of effort and persistence, whereas low self-
efficacy performers will give up. The desire expressed by performers, predominantly
in the GS group, to "train normally" may reflect their confidence to work towards
more difficult goals, and sustain their commitment to these goals in the face of set-
backs. Although somewhat speculative, it would not appear unreasonable to suggest

their enhanced level of self-efficacy resulted from the goal-setting intervention, which
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in turn resulted in a higher level of adherence. The fact that participants attributed
adherence to how they were feeling provides support for this interpretation of the
findings from the goal-setting intervention study. Further support for this
interpretation may be found in Bandura's suggestion that positive mood enhances
self-perceptions of efficacy. However, the importance that participants attached to
long-term goals, should not be overlooked. As Hardy et al. (1996) have recently
suggested, because of their motivational value, long-term outcome goals may be
particularly important during long periods of rehabilitation. The information
presented in the case profiles would certainly seem to support this.

The case profiles presented here, while providing a context for the findings
resulting from the intervention study in relation to adherence, raise some interesting
questions about the mechanisms underlying the reported effects. The present
qualitative follow-up study provided rich information which has contributed to the
mecaningfulness and interpretability of a quantitative goal-setting intervention study.
It has also helped illustrate, through what may represent typical and atypical
cxamples, what participants may experience as a result of injury. The approach
adopted in the current study will hopefully encourage a diversification in the

qualitative methodologies employed within the sport psychology research literature.
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Chapter 6

Intervention Strategies with Injured Athletes:
An Action Research Study
(Study 4)

Introduction

The need to embrace the use of qualitative research methods within the context of
sport psychology gencrally, and intervention and injury research specifically has
been identified by a number of researchers (Cupal, 1998; Hardy, Jones, & Gould,
1996; Krane, Andcrsen, & Strean, 1997; Vealey, 1994). Qualitative methods lend
themsclves particularly well to addressing a number of the issues which have recently
been identified within the injury research literature. These include the need for: (a)
longitudinal rescarch into athletes' responses to, and rehabilitation from, injury; (b)
rescarch that examines psychological progress through long-term rehabilitation; (c)
collaborative rescarch involving sports medicine personnel; (d) research that is
sensitive to the effects of rehabilitation outcome; and (e) research which explores the
cffects of various intervention strategics on the rehabilitation of injured athletes
(Brewer, 1998; Cupal, 1998; Flint, 1998).

In a recent review of issues in intervention research in sport psychology,
Vealcy (1994) identified the need for reflective research to be conducted by
practitioners in the ficld, in order "to clarify patterns of understanding that are
developed in practice” (p. S01). This reflective practice, that Vealey refers to,
underpins action research. Although action research emerged from America as a form
of rational social management through the work of Kurt Lewin, in its various forms,
it has been widely employed within educational practice and nursing, and as a means
of examining a number of social issues (Hart & Bond, 1996). Recently, it was
employed within a specialist sports injury clinic as a means of monitoring a goal-
sctting programme with injured athletes, in collaboration with physiotherapist
personnel (Gilbourne, Taylor, Downie, & Newton, 1996).
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Action research is "a form of self-reflective enquiry undertaken by
participants in social situations in order to improve the rationality and justice of their
own practices, their understanding of these practices, and the situations in which
these practices are carried out" (Carr & Kemmis, 1988; p. 162). It is concerned with
small scale interventions in real life situations, and a close examination of the effects
of such interventions (Castle, 1994). As a result, the emphasis is not so much on
obtaining generalisable scientific knowledge, as on precise knowledge about a given
situation, and for a given purpose (Cohen & Manion, 1994). According to Stringer
(1996), action research processes: (a) are rigorously empirical and reflective (or
interpretive); (b) engage people who have traditionally been called "subjects" as
active participants in the research process; and (c) result in some practical outcome
related to the lives or work of the participants. The two essential features of action
research are improvement and involvement (Carr & Kemmis, 1988).

An action research project, therefore, emerges from, and contributes to, the
solution of existing practical problems. It is located in the kind of reflective practice
which aims to enhance process values. As a form of enquiry and reflection, action
research is activated by a felt need on the part of practitioners to initiate change and
innovation (Elliott, 1991). Action research, therefore, is not distinguished by choice
of method, but rather by the way these methods are employed (Castle, 1994; Hult &
Lenning, 1980), and involves a cyclical process of planning, acting, observing and
reflecting, allowing for continual monitoring and evaluation (Carr & Kemmis, 1988).
This action-reflection cycle, or spiral, involves identifying a problem, implementing a
solution, observing effects, and evaluating outcomes in the process of promoting
change.

The purpose of the current study was to employ the process of action
research in a longitudinal psychological rehabilitation intervention with three injured
athletes. Although the psychological intervention was originally conceived as a goal-
sctting intervention, during the course of the study the intervention involved the use
of a number of other techniques. These included simulation training, visualisation,
and verbal persuasion. Social support, in the form of emotional support, emotional
challenge, listening, shared social reality, and task support, also became an integral
feature of the intervention process (cf., Rosenfeld, Richman, & Hardy, 1989). As
Hart and Bond (1996) suggest, although action research may be dominated by one
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type of approach at the beginning, over the course of time the approach adopted may
shift, even though it may not be what the researcher intended. This is, in essence,
because of the real life situations in which action research is located, and the need to
respond to the demands of any given situation. The need to respond to the specific
demands of a situation emerged as an important feature of the present study.

The present action research project was conceived during a goal-setting
intervention study (previously reported) with injured athletes. The purpose of that
study was to examine the effects of a five week goal-setting intervention on
rchabilitation adherence, self-efficacy, treatment efficacy and psychological
responses (as assessed by the Psychological Responses to Sport Injury Inventory
[PRSII]: Evans & Hardy, manuscript in preparation; Evans, Hardy, & Mullen, 1996)
of injured athletes. The current study evolved out of this intervention study in
response to the need for longitudinal interventions that occur in close collaboration
with other members of the sports medicine team, and within the rehabilitation setting
(Cupal, 1998). The three participants were identified through their involvement in
the previous study, and their continued participation was requested within the

framework of a more long-term action research project.

Method
Participants

The participants were three rugby players who had sustained serious injuries while
playing or training. Biographical information is presented below on each of the
participants. Participant sclection was based upon injury severity, sport, attending
physiotherapist, and willingness to take part in the study. The sample was
purposive, in that it involved the sclection of information rich cases for in-depth
study (Patton, 1990). One of the participants was in the first week of the five week
intervention study when he was invited to take part in the current action research
study, the second was in the third week, and the third was approached after
sustaining a second injury, 10 months after having participated in the earlier study.
All agreed to take part in the study. All participants completed a human consent
form that enabled access to confidential physiotherapist records, and that allowed the

researcher to discuss their rehabilitation progress with the physiotherapist.
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Participant 1 - Lyndon. Lyndon, a professional rugby player,

was 23 when he dislocated his shoulder six weeks into the competitive season. Six
months prior to this he had broken his ankle, in one of the last games of the season.
He had spent the off season and pre-season recovering from this, and a small knee
operation. Lyndon played first class rugby with a premier division rugby club. He
had been with the club seven years, since joining as a youth player. Lyndon had
represented his country at under 19 and under 21 level, and had received a senior 'A’
cap, as a replacement. Lyndon sustained his injury two weeks prior to participating
in the study. However, a week into the study, following a magnetic resonance
imaging (MRI) scan, the prognosis of his injury was revised. The initial
rccommendation of five weeks of rest and rehabilitation became one of surgery to his
shoulder and three months rehabilitation. Lyndon participated in the study for
almost five months. This period included a six week period during which he had

returned to full training and competition.

Participant 2 - Peter. Peter was 26 years of age when as a semi-

profcssional rugby player he sustained a fractured fibia and tibia, two weeks before
the end of the competitive season. Two and a half years prior to this a torn anterior
cruciate ligament in his knee had necessitated 10 months out of the game. He had also
previously sustained a fractured fibia which involved a six month recovery period. At
the time of the injury Peter played first class rugby with a premier division rugby
club. He had been with the club for six years. Peter had represented his country at
school and under 19 levels. Although Peter had had the most first team appearances
for his club during the season that his injury occurred, three weeks into the start of
the next scason, while injured, his playing contract with the club was terminated.
This coincided with Peter's third week participating in the study. Peter sustained his
injury 12 weeks prior to taking part in the study. Peter participated in the study for
eight months through to his full return to playing competitive rugby. The study
included the first six weeks of his full return to playing. Peter was in full-time

employment. He and his partner had a young son.
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Participant 3 - Howard. Howard was 26 when he tore the

anterior cruciate ligament in his left knee during pre-season training. He had only been
back to full training three weeks after recovering from a torn anterior cruciate ligament
in his right knee. This had occurred eight months previously. Howard experienced his
first of a catalogue of knee problems six years ago. These injuries included a torn
medial ligament and torn cartilage in his left knee which had required the left knee to
be put in plaster on one occasion, and on another, the cartilage in the same knee had
to be trimmed. Howard was advised following the latest operation that he may never
play rugby again. The orthopaedic surgeon subsequently advised him that he could
return to playing rugby, but that he would experience on-going problems with his
knces. At the time of the injury Howard was playing amateur rugby with a division
one rugby club, having previously played semi-professional rugby. Howard had
represented his country in rugby and track and field athletics at schools and under
20's level. He had also had a brief, but successful two year spell competing in power
lifting. For the last three years Howard had been employed as a physical education
tcacher. Prior to his involvement in the current study, during his previous injury
rchabilitation, Howard had participated in a five week goal-setting intervention
study. Howard was 12 weeks post operation when he began to take part in the
current study. He participated in the study for 12 months. Eight months into the
project Howard took on a coaching role with his local club. Howard has not returned

to playing rugby at present.

Physiotherapist

All participants in the study were being treated by the same chartered
physiotherapist employed within the private medical sector, and operating out of a
specialist sports medicine clinic. The physiotherapist had extensive experience of the
treatment and rehabilitation of sports injuries, particularly within the sport of rugby
football. The physiotherapist had been involved in treating all participants for prior

injuries, and as a result had known the participants some years.
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Researcher

The researcher was an accredited sport psychologist (British Association of Sport
and Exercise Science; BASES), who worked within a sports science department at a
British university. The researcher had had previous experience of working within
rugby football at an applied level, and specifically, with over 40 rugby players

rchabilitating from rugby related injuries.

Data Gathering

A number of techniques were adopted as a means of monitoring participants’

rchabilitation progress, and as the basis for negotiating action.

Consultations with Participants. Regular consultations took place with

cach participant throughout the duration of their involvement in the project. These
consultations took the form of face-to-face consultations and telephone
consultations. Face-to-face consultations provided the primary method of monitoring
progress and ncgotiating action, and took place every one to two weeks, depending
on the individual participant’s needs at any given time. For two of the participants
these consultations usually took place at their homes, for the third, at a rugby club.
Occasionally consultations took place at the sports medicine clinic and involved the
physiotherapist. The consultations involved the participant reflecting on the period
since the last consultation in relation to adherence to their rehabilitation programme,
sct-backs that they may have experienced and the possible causes, how they felt
about therr progress, physical and psychological symptoms, and personal and
profcssional pressures that they may be experiencing and that may be impinging
upon their rchabilitation. Intermittent telephone consultations supplemented face-to-
face consultations and occurred in response to specific situations, for example, an

appointment with the orthopaedic surgeon, physiotherapist, or during a set-back.

Consultations with the Physiotherapist. Consultations  between the

physiotherapist and researcher took the same format as those between the researcher

and participants. In addition, on a number of occasions these also involved the
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participant. Although as participants progressed through their rehabilitation, the need
for participants to attend physiotherapy sessions became less, resulting in reduced
contact between the physiotherapist and participant, consultation between the
physiotherapist and the researcher was maintained throughout the duration of the
project. During these consultations the progress of participants was discussed on an
individual basis as a means of monitoring progress, discussing set-backs, and

validating actions / interventions (where appropriate).

Diaries. Participants maintained daily diaries for the duration of their
involvement in the project. They were requested to record all rehabilitation and
training activitics undertaken, together with any other information that they felt was
relevant to their rehabilitation progress. All participants recorded information relating
to on-going physical symptoms and how they felt about their injury, rehabilitation,

and progress.

Sports Injury Rehabilitation Beliefs Survey (SIRBS; Taylor & May, 1993,

1996).

SIRBS is a population specific measure of self-efficacy, treatment efficacy,
susceptibility (to re-injury), injury severity, and rehabilitation value. In the current
study, only the self-efficacy scale was utilised. SIRBS was originally derived using
principal components factor analysis, which supported a four factor structure
(Taylor & May, 1993). In the revised version, additional items were added to the
sclf-eflicacy scale, and a further item was constructed to assess the value of
satisfactory rchabilitation to the individual. For this revised version, Cronbach's
alpha for the internal consistency of the scales were as follows; self-efficacy (0.91),
trecatment efficacy (0.83), susceptibility to re-injury (0.84), and injury severity (0.91;
Taylor & May, 1996). The version of SIRBS utilised contained four items on self-
efficacy. Items were responded to on a seven point Likert scale, with responses
anchored at each of the seven points across a range of, very strongly disagree (1) to
very strongly agree (7). Participants completed the SIRBS every five days for the

duration of their involvement in the study.
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Psychological Responses to Sport Injury Inventory (PRSII; Evans & Hardy,

manuscript in preparation; Evans, Hardy, & Mullen, 1996).

Subjects' psychological responses to injury were assessed using the 20 item version
of the Psychological Responses to Sport Injury Inventory (PRSII; Evans & Hardy,
manuscript in preparation; Evans, Hardy, & Mullen, 1996). The five sub scales that
comprise the PRSII measure devastation, dispirited, attempts to rationalise, isolation
and reorganisation. The original five factor 25 item version of the PRSIl was
developed using exploratory factor analysis. Cronbach's alpha for the internal
consistency of the five sub scales were as follows; devastation (0.84), dispirited
(0.78), rcorganisation (0.75), attempts to rationalise (0.77), and isolation (0.87). A
study of athletes of differing injury severity supported the predictive validity of the
PRSII (Evans, Hardy, & Mullen, 1996). Subsequent confirmatory factor analysis of
the PRSII resulted in the removal of one item from each sub scale (Evans & Hardy,
manuscript in preparation). The PRSII contained a five point Likert response scale
that was anchored at strongly agree (5) and strongly disagree (1). Participants
complected the PRSII every five days for the duration of their involvement in the

study.

Completion Schedule. In order to facilitate completion of the SIRBS

and PRSIl every five days, each participant was provided with a completion
schedule. This schedule identified the day and date on which the inventories should
be completed. The schedule was based on a five week cycle. At the end of a five
wecek period a further schedule was provided along with the pre-requisite number of

inventories and diary forms.

Case Notes. Case notes recorded by the researcher took the form of
analytic memoranda. These reflected systematic thoughts particularly in relation to
set-backs or obstacles to progress that emerged during the project. Such memoranda
were only recorded periodically in response to specific situations that arose for a
participant. According to Elliott (1991), analytic memoranda enable the researcher to
rccord: (a) new ways of conceptualizing the situation under investigation; (b)
evidence to ‘ground' and examine emergent concepts and hypotheses; and (c)

statements that reflect emerging problems and issues that relate to future action.
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Interviews. Unstructured interviews were conducted with all
participants at the conclusion of their participation in the study. Interviews were
conducted using an interview guide which was adapted to reflect issues peculiar to
each participant. Unstructured interviews were considered the most appropriate
approach to interviewing because they are more suited to eliciting in-depth
information and promote greater equity between interviewer and interviewee in the
interview process (Lincoln & Guba, 1985). The conversational style which emerges
from this type of interview was deemed to be more in keeping with the ethos of
action research and the relationship that had evolved between researcher and
participants. The use of an interview guide ensured that key issues were covered
during the interview with each participant (Patton, 1990).

Two interviews were conducted with two of the participants, and only one,
with the third participant. The initial interviews ranged in duration from 1 hour and
20 minutes to 1 hour and 40 minutes. The two follow up interviews lasted between
20 to 30 minutes in duration. Three of the interviews were conducted in the
participants homes, the initial and follow-up interview with one participant at the
rugby club where all prior consultations had taken place. The interviews were tape
recorded, and later transcribed verbatim. All individual transcripts were checked for
accuracy of transcription. Interview transcripts were subsequently sent to the three
participants. Participants were asked to confirm the accuracy of the information. All
the participants confirmed the accuracy of the information and declined the offer to
amend or remove information contained within the transcript. All participants agreed
to the publication of the information contained within the interviews, and other

information that had resulted from the study.

Reflexive Critique

Early Phase of Rehabilitation

When the study started two of the participants had already commenced their
rchabilitation. Peter, although experiencing feelings of uncertainty over his position at
his rugby club, was highly motivated to get back to playing first class rugby within

the time-scale that had been agreed with the surgeon. Howard, while motivated, was a
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little more despondent. Howard welcomed the opportunity to take part in the study,
but was comparing his current progress to the rehabilitation progress of his other leg,
even though his current injury was more severe than the previous one, from which he
had recovered faster than anticipated. The situation with Lyndon was a little less
clear as he was due to have a scan on his shoulder some five days later.

Within the first two weeks of the study commencing Peter's worst fears were
realised, and as he recorded in his diary; "well the bombs finally dropped - I had a tap
on the shoulder and the magic words 'Can 1 have a quick chat Peter? Five minutes
later I'm released - what a surprise!!". Although because a number of other injured
players in the club had been relcased Peter had had his suspicions that he might be

rceleased, the impact was no less traumatic. As he recalled during the interview;

I was gutted, not just at being released, but the way in which it was
done, that really pissed me off more than anything, ... I'd been a first
class player for six years, and now you're not part of a team. ... They
also had contractual obligations, financial obligations, and they tried
to renege on them ... so being released opened up another set of
problems [financial] which I hadn't been anticipating.

No face-to-face consultations were held with Peter over the following two weeks at
his request, and he took two wecks out of his rehabilitation programme. At the
subscquent consultation Peter was clearly demoralised, and had lost some urgency
about his rchabilitation. As he confirmed during the interview; "before getting
rclcased I knew my contract would depend on how quickly I got back, and when 1
got rcleased I stepped off the gas ... the driving force in my rehab was really taken
away from me". As a result, the time-scale for his retumm to rugby was adjusted, and
his initial goals revised. Although part of this consultation was spent revisiting
Pcter's goals, what became particularly apparent during the consultation was the
support role I could fulfill as part of the psychological intervention. Much of the
consultation was spent discussing Peter's hopes and aspirations, and importantly in
providing a sounding board and willing ear; providing support. To some extent this
was confirmed by Peter's diary entry, "Felt much better after discussing my situation
with Lynne". The support took a number of forms: (a) listening support, as he
described the events surrounding his relecase, and the playing and financial
implications; (b) emotional support, as he expressed his feelings and frustrations, and

thwarted aspirations; (c) emotional challenge, as we discussed the obstacles and



130

challenges he faced in achieving his aspirations and revised long-term goal; and (d)
task support which involved long-term and short-term goal-setting. The goals set
during this consultation included both performance and process goals. A performance
goal was set for Peter's return to playing, and to regain his focus and motivation a
number of short-term goals were set for the following two week period. Process goals
were utilised to direct Peter's attention to processes he needed to engage in and focus
on during his rchabilitation, for example, the heel-toe foot plant action in walking and
jogging activities. Performance goals were considered more appropriate than outcome
goals because they do not involve the inter-personal comparison (implicit within
outcome goals), which may be inappropriate in a rehabilitation context. Performance
goals also possess important motivational properties (Burton, 1989). Meanwhile,
process goals are characterised by greater flexibility (than both performance and
outcome goals), and help focus attention. As a result, they lend themselves
particularly well to tasks where specific parts need to be emphasised (Hardy &
Nelson, 1988; Kingston & Hardy, 1994); a feature considered important because of
the unpredictability of rchabilitation progress. The importance of 'process’ features
of rchabilitation was emphasised by the physiotherapist, and as a result, process
goals formed an important part of the goal-setting programme, particularly during the
carly (and latter) stages of rchabilitation. The 'extended’ support role that became
apparent during this consultation continued throughout Peter's rehabilitation (it was
also a feature of the intervention with Lyndon), and embraced a number of personal
and professional aspects that directly and indirectly impinged upon his responses to,
and rchabilitation from, injury. This included professional aspirations and
commitments, parenting and child care responsibilities, financial concerns, and
playing aspirations. There is limited empirical research into the effects of social
support on athletes' responses to injury, particularly in relation to coping with set-
backs. A number of researchers have suggested that in the context of injury
rchabilitation, support for rehabilitation activities may be more significant in
predicting rehabilitation adherence than social support per se (Duda, Smart, &
Tappe, 1989; Fisher, Domm, & Wuest, 1988; Udry, 1997). Using a global measure of
social support, Udry (1997) recently found that social support failed to predict
rchabilitation adherence. Udry suggested a possible reason for this finding was that

athletes in the study had well-developed social networks that were resistant to
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additional injury related stresses. However, the importance of emotional support and
understanding, with injured athletes, during set-backs such as those described here is
supported by Udry, Gould, Bridges and Beck (1997a) in their qualitative study of
athletes experiencing season-ending injuries. Gould, Udry, Bridges and Beck (1997c)
have recently suggested the importance of identifying, and gaining a better
understanding, of conditions under which social support is mobilised or curtailed. In
the example just presented, following a period of coming to terms with the 'set-back’,
Peter appeared to utilise support to vent his disappointment and sense of loss, to
rationalise what he was experiencing, and to find a way to re-focus on the challenge
ahead of him. This problem solving approach formed the basis of reinvesting in the
task of rchabilitation. The sub scale scores for the PRSII (Table 8), would certainly
not preclude this interpretation. However, Peter's circumstances raised another issue,
which also emerged out of Howard's situation; the effect of outcome expectancy on
rchabilitation adherence.

Initially, Howard and I set about establishing a number of short-term
rchabilitation goals. This process had been extremely successful during his previous
injury rchabilitation and as a result he was keen to engage in this again. However,
sccond time around the situation was very different. A few weeks following his
opcration Howard had been advised by his surgeon of the possibility that he would
not be able to play rugby again, certainly not at the level he had previously played,
or indeed in the same playing position. Although we had discussed this, at the time it
was clearly something that Howard did not wish to address. Instead, we engaged in
the process of setting rchabilitation goals based on the fact that whether he returned
to playing or not, he needed to fully rehabilitate in order to effectively do his job.
That both Peter and Howard's original long-term rehabilitation outcome goal had in
effect been removed caused motivation problems that in Howard's case were never

fully resolved.



Table 8: Sub Scale Scores for the PRSII and SIRBS (Self-Efficacy).

PRSII SIRBS
Participant /
Completion Attempts
Devastation  Dispirited  Reorganis- Isolation  Self-
ation Rationalise efficacy
Lyndon
First 7 12 13 13 11 23
completion
After 8 11 14 14 13 24
operation
Back in 9 12 15 14 9 28
sling
Before first 6 12 16 12 8 28
full game
End of 6 10 17 11 6 28
study
Peter
First 16 12 12 9 15 20
completion
After release 18 16 14 11 14 21
After x-ray 15 15 15 10 18 21
First club 10 10 16 8 8 19
training
session
Before first 6 7 15 6 4 16
game
End of 4 7 17 4 4 22
study
Howard
First 4 5 16 4 7
completion
Afterminor 4 4 15 4 6
surgery
2 weeks 4 4 20 4 4 28
later & for

rest of study

PRSII scores range from a low of 4 and a high of 20. SIRBS self-efficacy scale
ranges from a low of 4 to a high of 28.

132
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A number of researchers have suggested the importance of long-term outcome
goals for maintaining motivation over protracted periods of rehabilitation (Fisher,
1990; Fisher & Hoisington, 1993; Hardy et al., 1996). Generally, short-term process
and performance goals have been hypothesised to have positive effects on
motivation, self-efficacy, and focusing attention (Hardy & Nelson, 1988; Locke &
Latham, 1990; Kingston and Hardy, 1994). However, the loss of Peter and Howard's
long-term goal (outcome expectancy) had a detrimental effect particularly on
motivation, and consequently, adherence. As Howard reflected of his motivation to
rchabilitate during the interview; "I haven't had anything to train for so I haven't
trained as much as perhaps I should have ... I've always trained for something, rugby
or athletics, and at the moment I don't feel as if I will play again". However, both
Pcter and Howard were keen to rehabilitate fully from their injuries, albeit for
different reasons, and so the intervention proceeded. It is also interesting to note that
both Pcter and Howard described a change in priorities in their lives over the
subscquent weeks. Peter's sentiments were similar to Howard's, who recalled during
the interview, "my priorities have changed a bit. I had promotion in work, I've taken
on more responsibilities with different teams coaching ... so I haven't got as much
time to train as I did have". One can at best speculate about the coincidence, but it
clearly detracted from the motivation to expedite rehabilitation. Brewer (1998) has
recently highlighted the nced to examine the relationship between rehabilitation
adherence and rehabilitation outcome. The cases reported here provide some evidence
to support the important moderating effect that outcome expectancy may have on
rchabilitation adherence. What Peter and Howard experienced represented a
significant 'loss' (cf., Gould et al., 1997b). Gould et al. (1997c) provides support for
the importance of action which focuses an athlete on setting and working towards
goals, and on rchabilitation / training (driving through') as a strategy to cope with
such a loss.

During this period, regular features in Howard's diary were, "left knee
clicking", "both knees very sore", "left knee won't straighten". As a direct result the
rchabilitation goals had to be very flexible, and even then invariably proved very
difficult to achieve. It became apparent very quickly that Howard's right knee had
not recovered sufficiently from the previous operation to provide the support he

now required from it, which in turn was causing him to put too much weight on the



134

recently operated left leg. As a result Howard was admitted into hospital four weeks
into the study to have fluid drained off the right knee and have the back of the left
patella shaved and the cartilage trimmed. Gilbourne and Taylor (1998) have recently
highlighted the importance of assessing rates of progress once goals are set as a basis
for evaluating when to alter the nature or difficulty of the goal. They suggest that
"this is particularly pertinent to injury rehabilitation as recovery is typified by an
unpredictable mix of rapid progress and disappointing setbacks” (pp. 134-135).
Although principles of effective goal-setting suggest the need for goals to be specific,
measurable, and realistic (e.g., Weinberg, 1992), the participants' commitment to such
goals leaves little flexibility in the goal. This can be particularly problematic within an
injury rehabilitation context, especially in the early stages of rehabilitation. A natural
rchabilitation set-back can be exacerbated if rehabilitation goals are not achieved. The
unpredictability in Howard's case, of swelling, soreness and pain, had the potential to
represent a sct-back in itself. Although goals were regularly adjusted, setting goals
that were sufficiently flexible and adhered to effective goal-setting principles in order
to cnsure he didn't experience further set-backs by not achieving goals, or by striving
to achicve them he didn't further aggravate the knee, was extremely difficult. In order
to overcome this, goals were sometimes set that only specified the process which
Howard had to cngage in and omitted an outcome. For example, goals such as one
minute on the trampette doing controlled proprioceptive altemate leg hops, were
replaced by use the trampette for controlled alternate leg hops when the knees 'are up
to it". Similarly 20 minutes in the swimming pool doing a prescribed number of leg
strengthening exercises, was replaced by go to the pool 2-3 times this week and 'do
what you can' of the leg exercises without aggravating the knee. This enabled Howard
to engage in rchabilitation activities, and by so doing, take positive action, without
incurring a negative reaction from trying to achieve a goal that would be detrimental
to the continucd progress of the knee. It may be that in a rehabilitation context,
particularly in the early stages of rehabilitation, which is characterised by frequent
swelling and soreness (minor set-backs), the flexibility offered by such an approach
may be helpful. While Howard was encouraged to adjust goals on a daily basis, both
Howard and Lyndon had a tendency to ignore discomfort, and aches and pain in the
injured limb, in an effort to achieve the specified outcome associated with a

previously agreed goal. As a result the self-evaluative nature of goals at times proved
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dysfunctional. This dysfunctional feature of performance (and outcome) goals has
been acknowledged in the goal-setting literature (e.g., Beggs, 1990).

Four days into the study, following an MRI scan on his shoulder, Lyndon
was advised he would require surgery and would be out for a minimum of three

months. As Lyndon recalled;

I was gutted, ... I felt like filling up when I was told, but I just couldn't
because [the physio] was next to me, and I thought, I'm not going to cry
in front of [the physio] ... and then on the way home in the car, ... all
could think about was my contract ... a couple of the boys with injuries
less serious than mine had been released from their contracts with the
club, ... and I haven't got any qualifications to do any other job, ... so

I was really up-tight about that.

Lyndon and I met a few days after his operation. Following the operation, Lyndon's
shoulder had been put in a sling and he had been told it had to stay in the sling for six
weeks. Lyndon found this prospect particularly frustrating. His diary entries during
the first weck of being in a sling read; "bored, really bored, and feel absolutely
uscless”, "I'm really frustrated”, "this is a nightmare". The PRSII sub scale scores
(Table 8) secmed to confirm that he was feeling isolated and dispirited. Being in a
sling meant he couldn't drive and so he was having to spend a lot of time in the house
on his own. This in turn was exacerbating his feelings of isolation. He was also really

concerned about putting weight on. As he recalled during the interview;

... the restriction, being in the house on my own, and knowing that I
love to eat ... I was thinking about it all the time, when can I eat next?
I can't because I'm not doing any exercise to bumn it off.

When asked during the interview what emotions he associated with this period of
time, his response was, "depression, weight gain, food". Because Lyndon had been
told he had to completely rest the shoulder for two weeks, the first meeting with
Lyndon post-operation was more about listening to his fears, frustrations, and
concerns, providing emotional support by empathising with what he was
experiencing both physically and psychologically. Shared social reality and emotional
challenge were provided as a means of rationalising the implications of the injury, and
helping him to maintain a positive attitude by viewing what he saw as barriers and
obstacles as challenges. Life-style management goals focused on structuring his days
such that the time he spent on his own was occupied with purposeful activities such

as going for a walk, reading, and getting people to visit; a strategy akin to emotion
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focused, and to a lesser extent, task focused coping. Later that day, because Lyndon
was not clear on what activities he could and couldn't do, I contacted the
physiotherapist. As a result we were able to incorporate activity on an exercise bike
into his schedule. Lyndon was delighted by this, and although I was not initially sure
that I had been able to provide sufficient tangible support for Lyndon, I was re-
assured by his diary entries that week which read; "feel much better after talking to

Lynne", "getting better every day", "weight still down, which is really good ... so glad
I can cycle", "went on bike, I've lost some weight!".

A long-term goal had been agreed between the surgeon and physiotherapist
for Lyndon's return to playing rugby, and the rugby club had reassured Lyndon that
they were quite happy with this. However, by the third week of being in a sling
Lyndon had become increasingly frustrated. This frustration reflected his perceived
lack of progress and the imposed restriction, because of his inability to drive. At our
consultation that week, during which we had agreed a number of rehabilitation goals,
he admitted to having taken his arm out of the sling in order to be able to drive and
get about. Adamant that the physiotherapist not be told, he assured me he would not
do anything else he was not supposed to do. Looking back over the diary for that
week it was clear that he increased the intensity of his training, and varied the training
activitics, beyond those agreed. Although 1 felt I had to honour his request for
confidentiality, I felt somewhat uncomfortable about it. Later that week Lyndon
started to experience pain in his shoulder and had to contact the physiotherapist
himself. Sufficiently panicked by the incident, his arm was put back into the sling
where it remained for a further two weeks. When asked about the incident during the

interview, Lyndon recalled;

I just thought it felt really good, and two other players who had had
the same op were saying 'we had it done and took it out early’, and
they both played months before they should have, and they were
okay, and I thought may be I'll be able to get back a bit quicker.

This desire to rehabilitate faster than both the surgeon and physiotherapist had
recommended, while ever present, did not result in any further set-backs, although
the management of it was challenging. Certainly the use of short-term goals was not
sufficient as a strategy in itself, and what approached rational emotive therapy was
bricfly utilised. This was used to deal with Lyndon's maladaptive cognitions about

the spced with which he felt he could expedite recovery. These cognitions were



137

incongruent with the time required for the healing process, prescribed by the surgeon.
To this end, principles of logic and rationalisation were used (cf., Harrell, Beiman, &
LaPointe, 1995). Once the sling was taken off and Lyndon could start to work on
strengthening his shoulder, and two weeks later start running, short-term process and
performance goals became the most essential feature of his rehabilitation.
Performance goals were used to set specific rehabilitation targets, and process goals
were used to focus on features of the activities, for example, range of movement and
control in shoulder strengthening exercises. During the interview, Lyndon reflected on

this period of his rehabilitation;

once I was out of the sling, although the shoulder was still sore, I knew
the exercises were worthwhile, and I knew I had to do them every
couple of hours, but I didn't really mind because I had my goals, and I
really stuck to them ... and once I could start running and I got a fitness
programme via you from /a fitness advisor who had previously been
with the club (it was checked by the physiotherapist)] ... I started drilling
mysclf into the ground, knowing that I had to put some fitness back

in the bank, and I really stuck to that as well.

Lyndon's responses during these early weeks raised a number of issues which
have been identified in previous research, and which may shed some light on the
‘action’ taken. Flint (1998), although acknowledging the lack of data to support the
premise, suggested that someone who is more dependent (e.g., on crutches), than
someone elsc who for example has a shoulder injury, would experience more
frustration and depression. This view is supported by Johnston and Carroll's (1998)
qualitative study. However, Lyndon's case suggests the importance of considering
the restriction imposed by the injury indcpendently of the site of injury. One of the
factors that contributed to Lyndon's initial reaction to his injury (and also identificd
by Peter), was his financial / contractual concems. Primarily applicable to
professional semi-professional athletes, Gould et al.'s (1997b) study is one of few
which have identificd this as a source of stress for injured athletes. In Gould et al.'s
study financial concerns was the fifth largest higher order dimension, with 28.6% of
the athlctes citing a theme within it. The sixth largest higher order dimension, cited by
23.8% of athletes, was career concerns. With the funding available to elite athletes
this may become an increasingly prevalent source of stress for injured athletes. In

Lyndon's case, in order to address his concerns, he sought reassurance from the club
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as to their contractual obligations and commitment. This proved sufficient to alleviate
his immediate concems.

As Lyndon suggested, his incapacitation and resulting isolation caused
enormous frustration for him. The potentially debilitating effects of such perceptions
have been highlighted in a number of qualitative studies (e.g., Gould et al., 1997b;
Johnston & Carroll, 1998; Udry et al,, 1997a). As a stress source in Gould et al.'s
study, isolation was cited by 66.6% of the injured athletes and stemmed from feeling
cut off from the sporting environment; coach, teammates and familiar routines.
Despite the stratcgies employed, it was quite difficult to address this feature of
Lyndon's injury experience because of the practical assistance required from other
people. The intensity of Lyndon's feelings of frustration associated with his isolation
led him to take his arm out of the sling in order to drive (to the club). This in turn,
introduced another variable into the equation. Gould et al. (1997¢) reported that
23.8% of injured athlctes identified having other athletes who had been injured act as
modecls or references as a facilitating factor. However, social comparison was cited as
a source of stress by one third of injured athletes in an earlier study (Gould et al.,
1997b). The use of such social comparison or models/references can have either a
beneficial or detrimental effect on injured athletes. Lyndon's use of models/references
was to validate actions that were dysfunctional to his own rehabilitation progress.
Fortunately for Lyndon, the set-back which resulted from this was relatively minor,
and served to reinforce the importance of adhering to the prescribed rehabilitation

programme.

Mid Phase of Rehabilitation

Four wecks after his initial set-back, and having had two weeks where he had been
able to exceed his rehabilitation goals, Peter experienced a further set-back. Following
his appointment with the surgeon, he recorded in his diary;

Very disappointed with my x-ray. Whereas the smaller bone seemed
completely healed, the larger bone seemed not to have changed since
my last x-ray. Although the consultant said I could gradually increase
my training I could see that he was disappointed with this, as he's
usually more encouraging. My next appointment is not until 19th
December [he had originally hoped to be playing by then], so it
doesn't look like I'll be playing this year.



139

The contact that Peter had with his surgeon was the only medical support he
continued to receive. The physiotherapy had been arranged through medical
insurance with the rugby club, and although he knew the physiotherapist well, he
only had contact with her twice over the phone throughout the remaining period of
his rehabilitation. This meant that although I maintained contact and sought advice,
collaboration, as it had originally been conceived did not take place. Initially this
caused me some concern, but 1 gradually came to terms with it, as it was Peter's
choice. Gilbourne et al. (1996) reported a decrease in injured athletes adherence to a
goal-setting programme when they spent protracted periods away from the clinical
environment. They suggested this resulted from the athletes' inability to interpret
feedback from the injury, which would interfere with the confidence with which they
could set rchabilitation goals. This did not appear the case for Peter. When I explored
Pcter's reasons for not secking physiotherapy support, during the interview, Peter
cxplained,;

I knew what rchab I had to do because [the physio] and [consultant] told

me what I would have to do in the beginning, so there didn't seem any

nced to go back ... I think I had confidence in the physio and knew

I could turn to [the physio], and if [the physio] thought there was a

problem [the physio] would say to me to come down and [the physio]
would have a look.

Later he elaborated;

I liked to have my independence ... I wanted to stand on my own two
feet ... I would rather go through the pain barrier and see if I could beat
it ... and I'd been through a lot of the stages before with my previous
injurics, and drew on those experiences, and knew I had to ride out

the troughs and just got on with it ... I suspect it reflects my stubborn
character, I'd rather sort my own problems out and not look to others
... I suppose if I've got a weakness, I'd don't want other people to know
about it.

Consultations continued with Peter, the focus of which were two-fold, providing
support and managing his rehabilitation (primarily by means of goal-setting). During
this period emotional support (and listening support), although provided to a lesser
extent, was still a feature of the intervention, when Peter would describe his
frustrations at his lack of motivation, and the conflict he was experiencing in trying to
mect the demands of his job, family and rehabilitation. The uncertainty about where

he would be playing rugby and at what level (outcome expectancy), was an ever
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present feature, Task support focused on setting goals in relation to the management
of his rchabilitation as well as setting rehabilitation goals per se. Gilbourne et al.
(1996) also identified the importance of managing rehabilitation by ordering the week
and ensuring that other 'life demands' and rehabilitation requirements could be met.
The goals set during this period included training on targeted days of the week, and/or
completing a specified number of sessions per week. Process goals focused, for
example, on running form and technique (knee lift and stride pattern), and
performance goals, included running a specified number of laps of the rugby pitch, or
running continuously for a set period of time (e.g., 20 minutes). Also pertinent to
Peter's rchabilitation was that since he was no longer associated with a club, his
rchabilitation was undertaken on his own. Gilbourne and Taylor (1998) have drawn
attention to the potentially debilitative effect this may have on athletes emotionally.
In Peter's case, the debilitative effect was more to do with rehabilitation motivation.
The situation was further exacerbated, by Peter's financial concerns, which precluded
the regular use of indoor facilities because of the cost implications. For Peter, this
mecant rchabilitating outside during the winter months. However, it appeared that
Peter generally found our discussions about his rehabilitation, and the process of
managing his rchabilitation through goal-setting helpful; "Lynne visited again tonight.
Enjoyed our discussion and found it really helpful - I've found a definite benefit to
having another person's viewpoint on my training schedule and my recovery,
particularly the way we are able to structure it" (diary extract). Although motivation
proved to be an on-going problem, short-term goals helped to maintain Peter's
rchabilitation progress. Three months into the study an extract from Peter's diary
rcad;

Went for a run tonight. I completed 10 (!!) laps of the field without
stopping. No problem with my ankle or shins. I couldn't believe it
tonight. This is as far as I could run before I broke my leg. Over the
moon. This is definitcly the end of my rehab - obviously I'll still get
the odd ache and pain, but as far as I'm concemed the next big hurdle
is to prove to myself that I haven't lost any ability during the last
seven months. Considering waiting until the end of January to return
to playing, though I think as soon as I start back with the local team
I'll be itching to play.
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Ten days later;

Appointment today went really well. [Consultant] said that it would
be between 6-8 weeks before I could play again. I was glad to see that
the bones have now healed. He also said it would be okay for me to
start training with my local team. A good day.

Although Peter experienced a number of minor set-backs over the ensuing weeks, the
next hurdle for Peter and Lyndon was their return to competitive rugby.

Having had minor surgery on the one knee, and the other knee drained, two
wecks later, Howard attended an appointment with the orthopaedic surgeon. His
diary entry following that appointment read; "[consultant] very happy with both
knees". Over the ensuing eight weeks the diary entries were very similar from one
week to the next. "Knees sore" or "knees very sore" appeared frequently. Less
frequent was "knees feel good" or "knees feel better". Throughout this period
consultations took place on a regular basis, the focus of which was setting
rchabilitation goals based upon physiotherapist feedback, and the soreness Howard
was experiencing with the knees. Although Howard's motivation clearly diminished
over time, at his behest we continued to set goals. However, setting goals which
could account for the soreness Howard was experiencing, while also ensuring they
were specific and challenging, continued to be difficult. Howard clearly preferred to
work towards achieving performance goals that had some specified outcome, for
cxample, five minutes continuous jogging on the treadmill, but when soreness meant
this was no longer realistic, he would either get extremely frustrated and reduce his
commitment to all goals, or ignore the pain in order to achieve them. Occassionally he
would adjust the goal. However, sometimes striving to achieve the original goal would
result in increased soreness the following day, and as a result failure to achieve
subsequent goals. Despite this, Howard remained extremely positive. Almost five
months into the study Howard recorded in his diary; "knees very sore, but
confidence is beginning to build". Two weeks after introducing jogging into his
rchabilitation, his diary entry read, "Saw physio and consultant. Both pleased with
progress”. At this appointment the consultant advised him that although he would
always experience pain and soreness, if he wanted to, he would be able to play rugby
again. He added, however, that it would result in problems in later life. While it
became increasingly apparent that realistically Howard would not return to playing

rugby, he made it clear to me that he wouldn't or couldn't admit to this. When
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Howard told me what the consultant had said, he added, "but I'll never admit to the
fact that I'm not going to play rugby again even if I know I won't. I can't admit to
that".

Howard participated in this action research study for almost 12 months. At
the time of writing it is 15 months since the injury occurred. Although he feels he has
benefited from his involvement in the study, I have found the intervention
particularly difficult to manage, and throughout have questioned whether I could be
making a more significant contribution to his rehabilitation, particularly in relation to
his rehabilitation motivation. Throughout the period Howard has had an extremely
positive attitude. The results of the SIRBS and the PRSII seemed to support the fact
that Howard was coping well with his injury and rehabilitation. However, the results
of the SIRBS and the PRSII showed little change over this period for any of the sub
scale scores, which led me at one stage to question the results. They seemed
inconsistent with the slowness of progress, the lack of motivation (compared to his
previous injury rchabilitation), and the on-going problems Howard was experiencing.
During the interview a number of pertinent features emerged which, in the absence of
empirical research into career (sport) ending injuries might explain some of these

inconsistencies.

Over the last three months my training has been poor in all aspects
because I think I'm not pushing myself to play at the moment, and
perhaps you could say that realistically that I won't play again, but I
haven't thrown it out of the window. So I haven't really had anything

to train for ... but that little bit of hope can keep you going. To say right
I'm not going to play again, I'm finished, is a big decision to make, and
for me to say, right I'll never play rugby again. I don't think I'll ever do it
... I don't think I will ever make the decision that I won't play again. If

it happens, it'll just happen.

Of his motivation to train he suggested;

Some people train because they want to lose weight, granted that is a
reason, but I have always trained to compete, and I think that's what I
miss, | haven't got that competitive edge or a competitive feeling in
my training.
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In relation to his positive attitude toward his injury and rehabilitation Howard
suggested;

I've always focused on the positive side of things. In training I'd focus
on the positive aspects of my training rather than on my knees ... I've

been lucky over the last 2 years. I've been unlucky with my knees, but
I've been very lucky in my profession and other aspects of my life.

Two days before the interview Howard completed his first Sk run in a charity race.

Late Phase of Rehabilitation: Re-entry into Competitive Sport

In contrast to Howard, re-entry into competitive rugby was the final phase of
rchabilitation for Peter and Lyndon. While Lyndon eagerly awaited his return, and
two weeks prior to his return the exact game had been targeted, Peter initially reacted
with some hesitation and concem about the prospect of playing. Peter had brought
forward his final appointment with his consultant because he felt his rehabilitation
had been going really well. When subsequently given the "green light"” to start training

however, he was quite shocked,;

when I sat down and thought about what I would need to do to be
playing in the time-scale he suggested, all I could think of was having
to take a tackle [the injury occurred when he was being tackled], and
I realised, it came as a bit of a shock you know, that I'm not confident
to go into a tackle situation ... so even though he said you've got six
weeks I didn't think I was ready to play in that time-scale. Up until
that day I thought I was, but then when he said it I thought, well

I'm not going to be ready confidence wise.

Interestingly, Gould et al. (1997¢) found that patience, and taking it slow was cited
more by successful recoverers from injury than unsuccessful recoverers.
Unfortunately, it is unclear from Gould et al.'s study whether this comment related
to the whole rchabilitation period or distinct phases, such as re-entry.

During this phase the intervention focused on preparing both Peter and
Lyndon for their return to competitive rugby, and confidence became the major
component. All training was underpinned by goal-setting. Performance goals focused
on the intensity, duration and nature of training activities, process goals were utilised
to emphasise, for example, body position in contact situations, and correct angles of

running. Initially, confidence was derived from training at an appropriate intensity
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for game demands. Later the focus changed to ensuring confidence in the injured body
part to meet specific game situations, through simulation training and imagery. As
Peter’s first game approached, the intervention focused on mental preparation for the
game through the use of imagery, particularly in relation to specific situations (e.g.,
being tackled). Verbal persuasion information derived from performance success (i.e.,
goal achievements and successful experiences) was also used to enhance confidence.
These strategies were bascd on Bandura's (1982) sources of self-efficacy. Ten
months after the injury occurred Peter played his first competitive game of rugby.
His diary entry the moming of the game read; "I'm writing this before I play - I'll be
having a drink afterwards. I'm a bit nervous about today. I'm going to take my time
and not get too involved. Fingers crossed”. The following day he recorded in his
diary;

I survived!! Ended up playing for the second team. The first half went

well, I scored an early try and felt okay. However, my batteries ran

out big time in the second half - I know how far off match fitness I

am now. | took a few tackles and made a couple of 'hits'. I'm not

aching as much as I thought I would. At least this is under my belt -
glad to get it out of the way.

In the time running up to Lyndon's first game a similar intervention strategy
was employed to the one which had been employed with Peter. However, with less
success. Lyndon had not been able to fully simulate tackle situations to be
sufficiently confident to tackle players in the manner in which his injury had
occurrcd. Although the importance of simulating this specific tackle situation was
cmphasised by both the physiotherapist and myself, and goals had been set in
rclation to this, the lack of collaboration with the coaching staff became a limiting
factor in the effectiveness of the intervention. Gilbourne and Taylor (1998) suggested
the importance of coaching staff playing an increasingly dominant role in the final
phase of rchabilitation. Unfortunately, because of 'the prevailing political climate'
(which cannot be elaborated on for reasons of anonymity) collaboration with
coaching staff was not possible within the context of the current project. During the
interview Lyndon described himself as "80% confident" going into his first game. In
the discussion following his first game back he admitted to having a problem with
tackling, and to not having made a single tackle during the time he was playing (it had
been agreed he would only play the second half of the game). During the next two
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games, Lyndon continued to avoid tackling players with his injured shoulder, and
during the interview said; "if I could see someone coming towards me I'd change my
body angle and try and get into a position whereby I could tackle with my right
shoulder [non-injured shoulder]". Not only did this create a problem for his right
shoulder, but Lyndon exposed himself to potentially dangerous situations by placing
his head and neck in the wrong position. In reality the intervention was less than
successful in initially addressing and correcting this problem. Eventually, although
the problem was successfully addressed, it was largely as a result of the need to
tackle using his injured shoulder because of the pain he was experiencing in the right
shoulder.

It was agreed with both Peter and Lyndon that their participation in the
study would conclude once they had regained full confidence in their ability to play
rugby, and the injury was no longer interfering with their performance. Until this
time, the intervention continued to focus on them regaining confidence by reviewing
their previous performances, and setting goals for their next performance based on
the performance review. Imagery was used as part of both the performance review
and preparation strategy. It took about 6 weeks of playing competitive rugby before
Pcter and Lyndon considered they had regained confidence, and had very few injury

rclated cognitions while playing. As Peter suggested during his interview;

even then, although my focus during games was on my performance,
the odd thing would occur during a game when I would think about
my leg, but I think it'll be a very long time before that never happens.
I think I was as close to being fully recovered after 6 weeks as I could
be.

Both Lyndon and Peter have successfully returned to playing first class rugby with

premiership tcams.

Summary and Conclusions

The current paper has reported the implementation of a longitudinal action research
project involving three injured athletes. The reflexive critique provides an insight into
the intervention strategies employed in response to individual, situation specific
needs, over the course of the athletes' rehabilitation. This study responds to the need
for longitudinal collaborative research which takes place in the injury rehabilitation
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environment. A number of features emerged from the study which have relevance to
future research in this area.

The need for a multi-modal approach within intervention research has been
identified by a number of researchers (e.g., Cupal, 1998; Greenspan & Feltz, 1989;
Vealey, 1994). The present study has responded to this need, and supports the
importance of such an approach to the rehabilitation of injured athletes. It also
highlights the importance of accounting for the differing effects of various treatment
interventions according to individual and situation specific characteristics (Vealey,
1994).

The salience of social support emerged from the present study. The
importance of identifying, and gaining a better understanding, of conditions under
which social support is mobilised or curtailed has recently been suggested by Gould
ct al. (1997¢). The reflexive critique highlights the utility of different types of
support. Emotional support (embracing listening and emotional challenge) was a
fcature of consultations throughout the rehabilitation period, but appeared most
salient in situations where rchabilitation progress was slow, set-backs were
experienced, or other life demands were placing additional pressures on participants.
As a result it was a particularly prominent feature of the intervention in the earlier
stages of rchabilitation, and in the re-entry phase for one particular participant. Task
support was provided throughout the rehabilitation period, including re-entry into
sport. Task support primarily took the form of goal-setting, but implicit within this
was what Rosenfeld et al. (1989) term task challenge. The current study provided
support for the effect of a number of vanables during injury rehabilitation, such as
financial concerns, isolation, and social comparison. This is consistent with sources
of stress during injury rehabilitation, previously reported (Gould et al., 1997b).

With regard to the use of goal-setting as a rehabilitation intervention strategy,
a number of interesting features emerged, not least of which was the importance of
outcome expectancy. Brewer (1998) recently highlighted the need to examine the
rclationship between rehabilitation adherence and rehabilitation outcome, and the
present study provided some support for the moderating effect that outcome
expectancy can have on motivation. The present study provided some support for
the use of process and performance goals in an injury rehabilitation context. Process

goals were used to focus attention on specific aspects of a given task, and the
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processes that participants needed to engage in when working towards performance
goals. The importance of this was reinforced by the physiotherapist. Performance
goals were used to structure the content of the rehabilitation, providing specific
short-term and long-term targets. The present study highlighted the need for goals to
be flexible. While one participant in particular was encouraged to adjust goals on a
daily basis in response to physical symptoms, the existence of previously agreed
goals to some extent mitigated against this process. Two of the participants, on
occasions, ignored physical symptoms in a desire to achieve a specified goal. As a
result, the study highlighted the dysfunctional nature of the self-evaluative process
implicit within goal-setting. The use of both long-term and short-term goals was an
integral feature of the intervention, and the reflexive critique provides support for the
utility of this type of approach with injured athletes. In addition to the content of
the rechabilitation programme goal-setting underpinned the management of the
rchabilitation process within the context of other life demands. The accounts of the
three athletes’ rehabilitation experiences provide some evidence of the effects of goal-
sctting on motivation, self-confidence, and adherence, and makes a contribution to
existing rescarch in this area (e.g., Duda et al, 1989; Gilbourne et al., 1996;
Theodorakis, Malliou, Papaioannou, Beneca, & Filactakidou, 1996; Theodorakis,
Beneca, Malliou, & Goudas, 1997).

The need for collaboration between sports scientists and sports medicine
personnel in the treatment of injured athletes has become an increasingly prominent
fcature of the injury literature. The extent to which collaboration occurred varied
across the three cases. In this, situational and personal variables largely determined
the extent to which collaboration was possible. While intuitively, close collaboration
would scem to be beneficial, the implications of greater or less collaboration, would at
best be extremely speculative based on the present study. What did become apparent
as rehabilitation progressed, and as the need for physiotherapy treatment became
less, was that the role of the researcher (sport psychologist) became all
encompassing, embracing some of the functions that had previously been fulfilled by
the physiotherapist. In one case in particular, this appeared to occur throughout, and
reinforced the role that a sport psychologist may play in facilitating successful
rchabilitation (the physiotherapist was consulted on all matters requiring

physiotherapy expertise). One case in particular also highlighted the need for
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collaboration with coaching staff, and the need to educate coaches on their role when
working with injured athletes.

An important feature of the current study was the inclusion of the period of
re-entry into sport for two of the participants. There has been limited research
examining this re-entry phase following injury, and the current study offers an insight
into the problems that athletes might face during this critical phase of their
rehabilitation. Gaining confidence in the capability of the injured body part to meet
the demands of their sport, and confidence to be able to confront the situations in
which the injury occurred, were two important aspects of re-entry. Also important,
although less significant, was confidence in their overall level of fitness to meet the
demands of the game. Confidence was gained via simulation training in structured
practice, the use of imagery to prepare for specific game situations, particularly those
that approximated the situation in which the injury had occurred, and verbal
persuasion information gained from successful experiences. Goal-setting underpinned
this important phase of rchabilitation. One case, in particular, highlighted the risk of
re-injury that performers face if they return to sport having not regained confidence,
particularly in relation to situations in which the injury was sustained. The two
performers who returned to playing considered it took them six weeks of playing
before they were able to fully focus on their performance, have confidence in their
injurcd body part to meet the demands of the game situation, and not be distracted
by injury related cognitions. This has important implications for coaching and sports
scicnce personnel in the management of rehabilitating athletes generally, and their re-
entry into sport specifically.

Within an action research cycle, the psychological intervention strategies
implemented in this study were adopted in response to what were the perceived
needs of the particular individual in any given situation. A number of features
emerged as to the use of specific strategies during the course of the rehabilitation
period. In the early phase of rehabilitation, and in response to rehabilitation set-backs
emotional support emerged as an important strategy. It was also used in the latter
stage with one participant when he began to experience doubts about his readiness to
return to competitive sport. Task support was provided throughout, primarily
through goal-setting. Goal-setting was used particularly during the early and middle

phase of rehabilitation to enhance motivation, and adherence. In the mid to late
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phases it was used as a means of enhancing self-confidence. The goal-setting strategy
embraced the use of short-term and long-term goals, and both appeared to have an
important role in maintaining motivation and adherence. As participants reached the
latter stages of injury the emphasis changed from issues of motivation and adherence
to enhancing self-confidence for re-entry to sport. The strategies used included
simulation training through structured practice, imagery, and verbal persuasion
information. The use of these strategies continued over the six week period of their
return to sport. During this period, clear process and performance goals were set for
training and playing; with much less need for flexibility in the goals. The use of these
techniques was underpinned by the researcher’s knowledge of the relevant research
literature, but applied in response to individual, and situation specific needs.

The current collaborative action research study has addressed a number of
issues identificd within the injury literature. It embraced a multi-modal longitudinal
intervention approach to the rehabilitation of three injured athletes, within an action
research framework. Although it included the period of re-entry into sport, the study
would have benefited from the inclusion of the pre-injury period. Unfortunately, as
has been identified by a number of researchers, this is extremely difficult to achieve.
The current project has identified a number of issues which future research should
attempt to address. These include: (a) the moderating effect of rehabilitation outcome
expectancy on adherence; (b) the relative merits of different psychological
intervention strategies to address various features of rehabilitation from injury; (c)
the salience of different types of goal-setting strategies (e.g., long-term, short-term,
process, performance and outcome) to athletes psychological responses to, and
rehabilitation from, injury; (d) the importance of collaboration between sports
medicine, sports science, and coaching personnel, to the rehabilitation process; and

(e) the factors affecting successful re-entry into sport.
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Chapter 7

Summary and Concluding Comments
Introduction

The purpose of the final chapter of the thesis is to draw together this research
project. The chapter is divided into five sections, as follows: (1) Summary - this
scction provides a resume of the aims, and major findings of the research; (2)
Conceptual issues - this section examines the major conceptual issues emerging from
the project; (3) Practical implications - here the implications emanating from the
research are discussed; (4) Strengths and limitations - this section examines the
strengths and weaknesses of the research comprising this research project; and (5)
Future directions for research - this final section provides recommendations for

future research in the area.

Summary

The global aim of this research project was to examine the psychological responses of
injured athlctes as the basis for designing theoretically meaningful intervention
strategies. Early research into the psychological responses of injured athletes led to
the proposed application of the clinically derived grief response model, and the stress
based cognitive appraisal model. However, this research showed little regard for the
clinical grief litecrature. Indeed, a review of the clinical grief and injury literature
(chapter 2; Evans & Hardy, 1995) suggested that within the research, grief had been
poorly conceptualised, with much misrepresentation of one particular model
(Kiibler-Ross' model), and limited regard for other grief models. In addition, the
rescarch had lacked empirical rigor in assessing athletes' psychological responses to
injury, and the contribution of models of grief to enhancing our understanding of
injury response. A reliance on non-population specific measures was an inherent

limitation of much of the research (Evans & Hardy, 1995; Wiese-Bjornstal, Smith,
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Shaffer, & Morrey, 1998). The research had also over-looked the importance of
change (temporal dimension) implicit within models of psychological response.
Study 1 (chapter 3) attempted to address a number of these limitations by
developing a theoretically derived measure of athletes’ psychological responses to
sport injury. The Psychological Responses to Sport Injury Inventory (PRSII) was
initially developed using exploratory factor analysis, and was found to possess good
internal consistency and predictive validity. The twenty five item PRSII comprised
five sub scales: Devastation, Dispirited, Reorganisation, Attempts to Rationalise, and
Isolation. Subsequent confirmatory factor analysis with a separate sample of injured
athletes resulted in one item being removed from each of the sub scales. This resulted
in each sub scale containing four items. In its final form, the 20 item PRSIl was
considered to demonstrate acceptable psychometric integrity. Fundamental to the
development of the PRSII was the need to account for transience, or change, implicit
within models of psychological response (Aldwin, 1994). This had previously been
ignored by much of the empirical research, despite being acknowledged by a number
of rescarchers who had employed methodologies sensitive to this feature of athletes'
psychological responses to injury.

The need to account for this temporal feature of athletes responses to injury
was integral to the design and implementation of the intervention study reported in
chapter 4. The five week goal-setting intervention study examined the effects of goal-
sctting on athletes' rehabilitation adherence, self-efficacy, treatment efficacy and the
psychological response variables assessed by the PRSII. This study addressed the
nced for well controlled research which examines the effects of specific intervention
strategies on athletes' adherence to rehabilitation programmes, and psychological
responses. A number of variables have been reported to moderate athletes’ responses
to injury and adherence to rehabilitation programmes. The goal-setting intervention
study attempted to control for the potential confounding effect of a number of these
variables by matching participants across six such variables, and including a social
support control group (in addition to a traditional control group). The results
confirmed some of the hypothesised effects of the goal-setting intervention: (a)
athlete self-report of adherence showed the goal-setting group adhered significantly
more to the rehabilitation programme than the other two groups; (b) the goal-setting

intervention resulted in significantly higher levels of self-efficacy and treatment
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efficacy (at specific time phases); and (c) the goal-setting group were significantly
more reorganised (at time 8 and across time) than the other two groups. However,
not all the hypothesised effects were supported. In order to more fully understand
the findings from the intervention study a qualitative follow-up study was
conducted. This qualitative follow-up study was reported in chapter 5.

Although qualitative methods lend themselves particularly well to examining
more closely the effects of intervention studies, they have rarely been used for this
purpose within sport psychology research (Locke, 1989). The qualitative follow-up
study utilised semi-structured interviews with a sample of nine injured athletes (three
athletes representing each of the three intervention groups). The data derived from
these interviews was discussed via case studies and cross case summaries, and then
within an integrated framework that embraced the findings of the experimental goal-
sctting intervention study. The qualitative study highlighted the importance of
individual difference variables, and the interaction of person and situational variables
in participants' injury experiences. These included perceived support (from coaches
and club), inability to train, weight gain, social comparison, slowness of progress,
physiotherapist support and the importance to participants of long-term outcome
goals. Such varables appeared to account in part for the intensity of the
psychological responses, rehabilitation adherence, and the use of goal-setting. It also
highlighted the salicnce of different types of goals. As a result of the qualitative
follow-up study a number of possible mechanisms were posited for the observed
cffects of the goal-setting intervention. These included the effects of goal-setting on
sclf-efficacy, attributions, perceptions of control and attention.

The final study reported in chapter 6, represented a further diversification in
the methods commonly employed within sport psychology research, and addressed
the need for longitudinal multi-modal intervention research. This collaborative action
research study employed a multi-modal intervention with three athletes rehabilitating
from injury. The study was conducted in the natural rehabilitation setting. The
efficacy of a number of intervention strategies emerged from the study including
social support, goal-setting, imagery, simulation training and verbal persuasion.
Emotional support (embracing listening and emotional challenge) emerged as
important in situations where rehabilitation progress was slow, set-backs were

experienced, or where other life demands were placing additional pressures on
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participants. Task support, including task challenge, primarily took the form of goal-
setting. Goal-setting was used throughout the rehabilitation period. In the early and
mid phases of rehabilitation goal-setting was used primarily to enhance motivation
and adherence. Toward the latter phase, and during re-entry into competitive sport, it
was used to enhance self-efficacy. The study provided support for the use of both
long-term and short-term goals, and process and performance goals. In particular,
process goals helped focus attention on specific features of a given task, and
performance goals provided structure and specific targets for participants'
rchabilitation. A number of features emerged as salient to athletes psychological
responses to, and rehabilitation from injury. These included the effect of outcome
expectancy, rehabilitation set-backs, financial concems, isolation, and social
comparison. The study also highlighted the importance of goal flexibility. In relation
to the re-entry phase of rehabilitation, confidence in the injured body part, and the
ability to meet game demands emerged as important to participants successful return
to competition. The use of goal-setting, imagery, simulation training and verbal

persuasion information were particularly salient in this.

Conceptual Implications

A number of conceptual issues have been addressed in this thesis, which are
fundamental to psychological response to injury research. These issues are discussed
as follows: modecls of injury response; measurement tools; temporal dimension; and,
modcrating and mediating variables. Although the implications are examined

scparately, there is much conceptual overlap.

Models of Psychological Response to Injury

Early rescarch into the psychological responses of injured athletes proposed the
application of the clinically derived grief response. However this literature showed
little regard for the clinical literature on grief. The review of the clinical grief literature
(chapter 2; Evans & Hardy, 1995), and its proposed application to the responses of
injured athletes served a number of very important functions: (a) it provided a

conceptualisation of grief in the context of loss through injury; (b) it drew attention
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to the misrepresentation in the injury literature of Kiibler-Ross' model of grief; (c) it
highlighted a number of measurement implications that needed to be addressed in
order to examine the application of models of loss to injury; (d) it demonstrated the
importance of accounting for a number of moderating and mediating variables (such as
the significance of the loss and self-esteem) in athletes psychological responses to
injury; (e) it illustrated the need to not view models of grief and appraisal as mutually
exclusive; and (f) it highlighted the limitations of much of the research in accurately
assessing the contribution of models of grief.

A number of features of injury response have been identified that have not
been examined previously by empirical research, for example, isolation, devastation
and reorganisation. The present research adds to the clinical loss and qualitative
research in providing support for these features as responses to loss. The current
rescarch also highlighted the importance of what grief models term determinants of
response, and cognitive appraisal models conceptualise as mediating and moderating
variables. The temporal feature, implicit within models of psychological response,
but neglected by much of the psychological response to injury research, underpinned
the current research project.

The qualitative research provides support for the intensity of psychological
responses that has been reported in the grief and clinical loss literature. However, the
quantitative data provides less support for the presence of a grief response amongst
the injured athletes included in the current research. A number of possible
explanations may be offered for the quantitative findings: (a) that injured athletes'
responses are not akin to a gricf response; (b) a number of variables may moderate
athletes' responses to injury, and the presence of a grief response (e.g., severity and
level of participation); and (c) in order to assess the presence of a grief-like response,
athlctes need to be assessed immediately post-injury occurrence. In the current
research, only the assessment of the predictive validity of the PRSII assessed
athletes immediately post-injury occurrence. The sample for this study comprised a
large number of recreational athletes. Athletes participating in the intervention study
(Study 2) were serious competitive athletes, which could have potentially controlled
for the moderating effect of level of participation on the intensity of athletes'

psychological responses. However, the assessment of athletes' psychological
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responses was made some time post injury occurrence (1 month to 18 months),

which may explain the absence of an intensity of distress which approached grief.

Measurement Tools

Issues of measurement have been integral to this research project. The use of non-
population specific measures that failed to account for many of the response
characteristics proposed by models of grief and appraisal provided the rationale for
the devclopment of a psychometrically derived, and theoretically meaningful,
measure of injury response (chapter 3). The Profile of Mood States (POMS) has
been used as the primary measure in much of the research into athletes psychological
responses to injury. Although the variables assessed by POMS may in part be
applicable to the population of injured athletes, POMS was not developed to
measure or predict variables derived from any psychological model of injury. The
development of the PRSII highlighted the importance of a number of response
characteristics that had not previously been accounted for in much of the empirical
resecarch. However, the clinical and qualitative injury research literature provided
support for the importance of the response characteristics assessed by the PRSII.
The need for a process oriented measure of psychological response underpinned the
development of the PRSII which was employed within much of the research reported
in this thesis. Other measures utilised for data collection purposes, also reflected the
importance of population specific measures (e.g., Sports Injury Rehabilitation Beliefs
Survey; SIRBS). The qualitative research conducted as part of this project provided
support for diversity in the use of qualitative methodologies in the assessment of

athletes’ psychological responses to injury.

Temporal Dimension

Change is an implicit feature of psychological and emotional responses. However,
empirical research has shown limited regard for this important feature of athletes'
psychological responses to injury. The current research project employed
methodologies which accounted for this temporal feature. An intraindividual process

oriented approach underpinned the development of the PRSII and thereafter the data
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collection procedures employed in subsequent studies. The data collection
procedures, in terms of frequency and duration, were intended to account (as far as
possible) for all possible response phases, and tap the change in responses over time.
In totality, the research conducted has embraced the whole continuum of the injury
period from 24 hours after injury occurrence to re-entry into sport. The research has
supported the change in athletes' psychological responses over time. Specifically, the
assessment of the predictive validity of the PRSIl showed a significant decrease
across time for devastation and isolation, and a significant increase in reorganisation.
Athletes attempted to rationalise their injury more in the mid phase of the injury
period than during the early or late phases.

The five weck intervention study demonstrated the effect that goal-setting
could have not only in enhancing adherence to rehabilitation programmes, but in
promoting perceptions of reorganisation, self-efficacy, and treatment efficacy. The
assessment of change was essential to examining the hypothesised effects. The
matched design of the study enabled a distinction to be made between naturally
occurring change, and that resulting from the intervention. The qualitative follow up
study (chapter 4) examined the process of change, from injury occurrence to return to
sport within the framework of the intervention study. This provided a context for
athletes' rehabilitation experience as well as examining the mechanisms for the effects
of the goal-setting intervention study in more detail. The longitudinal action research
project was able to explore some of the antecedents of athletes' psychological

responses, and the factors that precipitated a change in these responses over time.

Moderating and Mediating Variables

Within the context of the current research project a number of variables have emerged
as particularly salient. The significance of the loss was identified in the review of the
grief literature as a determinant of the nature and intensity of response to loss. The
anticipatory function of loss is acknowledged by models of grief and appraisal. In the
injury literature, severity of injury has been proposed to determine athletes'
psychological responses. The assessment of the predictive validity of the PRSII
confirmed the potential moderating effect of injury severity on athletes'

psychological responses to injury. More severely injured athletes (greater than three
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weeks) were found to be more isolated, and attempted to rationalise more than the
less severely injured athletes. However, despite the moderating effect that injury
severity has been suggested to have on athletes responses to injury, the
methodologies generally employed in the literature have persisted in paying limited
attention to this in their operational definition of injury. Commonly, injury has been
defined as one days loss of participation. Included within the same sample have been
athletes who's injuries have necessitated rehabilitation periods of 120 days (e.g.,
Brewer, Linder & Phelps, 1995a). This design flaw clearly has serious implications
not only for the observed responses to injury, but the assessment of the temporal
pattern of responses.

In subsequent research conducted as part of this research project, injury was
operationalised as necessitating at least five weeks loss of participation. In addition,
in order to control for the possible confounding effects of injury severity, severity
was included as a matching variable in the five week goal-setting intervention study.
Both the qualitative follow-up study and the longitudinal action research study
provided an insight into the effects that long-term injuries may have on athletes'
motivation, adherence, self-efficacy and general mental well-being.

The present research has highlighted the importance of two related variables,
isolation and social support. Social isolation has consistently been identified as a
modecrating variable in the clinical loss research, and is predicted to occur in response
to loss by models of grief and appraisal. In the present research, perceptions of
isolation were found to be greater for athletes sustaining severe injuries, and were also
associated with incapacitation during the early phase of injury. Isolation from team
mates, coaches and the sporting environment has emerged as a particularly important
factor in athletes' psychological responses to injury. The cases presented in the
action rescarch project provide some support for the effect of isolation on injury
rchabilitation. Although support for the importance of perceptions of isolation has
been reported in a number of qualitative studies, empirical research has not used
measures that account for this construct. The presence of a sub scale to assess
isolation in the PRSII may prove particularly useful for future research in this area.

As a moderating variable, social support is assigned a key role in both the
clinical loss literature and injury literature. There is some, but not complete, empirical

support for the moderating effect of social support on injury adherence and
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psychological responses. In controlling for the effects of social support, the five
week intervention study provided empirical support for the effect that social
support may have, in particular, on perceptions of self-efficacy. The qualitative
follow-up study provided a further insight into the need for the support providers to
have experienced injury or have an empathy for what injured athletes were
experiencing. It also highlighted the importance, for some participants, of support
from coaches, and the team. Gould, Udry, Bridges and Beck (1997¢) suggested the
importance of identifying, and gaining a better understanding, of conditions under
which social support is mobilised or curtailed. The cases reported in the action
rescarch project illustrate some of the situations under which social support may be
particularly important during rehabilitation. It also identified the salience of different
types of support at different phases of the injury period, and in response to specific
personal and situational antecedents.

The extinction of established, highly motivated and goal directed behaviour is
thought to underlic responses to loss. Intervention strategies are targeted at
addressing the loss of such goal directed behaviour, and providing the individual with
a means of coping or managing circumstances appraised as stressful (Lazarus &
Folkman, 1984). Models of cognitive appraisal consider intervention strategies as
potential mediators of psychological response. The efficacy of a number of
intervention strategies has been explored within the framework of the current
rescarch project. The five week intervention study provided support for the effects
of goal-sctting on sclf-report levels of adherence, and perceptions of self-efficacy,
trcatment efficacy and reorganisation. It also provided support for the effect of social
support on self-efficacy. There has been limited research which has explored the
mcdiating effects of goal-setting on rehabilitation adherence and psychological
responses. The intervention study and qualitative follow-up study proposed a
number of possible mechanisms underlying the effects of goal-setting. Although goal-
sctting is traditionally considered to operate through a motivational mechanism, the
present research provided support, in an injury rehabilitation context, for a number
of alternative mechanisms that have been proposed to underlie the effects of goal-
setting (e.g., Locke, 1990, Hardy & Nelson, 1988; Kingston & Hardy, 1997). These
included: (a) enhancing self-efficacy through self-evaluation of performance

accomplishments (which may have resulted in a greater commitment to goals, and
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possibly more difficult goals being set); (b) perceptions of control; and (c) directing
attention. The use of short-term process and performance goals in the goal-setting
intervention study was considered to compliment the long-term outcome goals
participants had set. The importance of long-term goals and outcome expectations
emerged as an important feature of rehabilitation. Indeed, the two qualitative studies,
highlighted the importance of outcome expectancy on participants’' motivation and
rehabilitation adherence. The action research study also provided support for the use
of process and performance goals in rehabilitation, but highlighted the need for goals
to be flexible in response to the unpredictability of rehabilitation progress.

A social support control group was included in the five week goal-setting
intcrvention study purely to control for the potential confounding effects of social
support, implicitly provided in the goal-setting intervention. The differences that
emerged between the social support control group and the traditional control group
on self-efficacy were somewhat surprising, particularly since the support provided
had been limited in terms of its form. However, it did provide evidence for the effect
of social support on injured athletes' psychological responses to injury. Since similar
intervention research has not controlled for the effects of social support, this is an
important finding, and suggests the potential moderating effect that social support
may have on athletes' psychological responses to injury.

The multi-modal intervention adopted in the action research study included
goal-setting, social support, imagery, verbal persuasion information, and simulation
training. Emotional support emerged as particularly important during the early stages
of rchabilitation, in response to set-backs, and in response to situations where other
life demands were impinging upon rehabilitation adherence and progress. The use of
imagery, verbal persuasion information, and simulation training appeared salient as a
means of enhancing confidence in the injured body part, and the ability to meet the

demands of the game situation in preparation for, and during, re-entry into sport.

Practical Implications

A number of practical implications emerged from this research which may be of
particular relevance to injured athletes, coaches, sports medicine personnel and sport

psychologists. Injury represents actual, potential, and symbolic loss for many, if not
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all, who experience it. Responses to injury will result from an interaction of person
and situational variables, and may be facilitative and debilitative. The period of
incapacitation following injury occurrence, or post operation, has been found to be
extremely frustrating, and to result in perceptions of isolation and loss of
independence. Perceptions of isolation appear to be increased by loss of contact
with teammates, coaches, and the sporting environment. Protracted periods of
rehabilitation can represent further frustration, loss of motivation to adhere to
rehabilitation programmes, and perceived loss of support. Loss of confidence can
make re-entry into sport difficult.

Particularly in the early stages of injury and rehabilitation, social support
may be particularly important. This may take a number of forms, including emotional
support, listening, and shared social reality. This type of support is also likely to be
very helpful during set-backs associated with rehabilitation. Practical support in
terms of providing assistance with normal day to day activities, and helping athletes
to get about may also prove extremely useful during early incapacitation. As
rchabilitation progresses, support for the task of rehabilitating may enhance
motivation, adherence, and self-efficacy. Task support in the form of goal-setting has
been seen to be extremely effective. Early in rehabilitation goal-setting may enhance
motivation and adherence, and later it may be particularly useful in enbancing self-
confidence. For many athletes returning to the sporting environment may prove
difficult, although this does not necessarily preclude maintaining contact with team
mates. Similarly, social comparison with athletes who have sustained similar injuries
might prove to be a double edged sword, providing a positive role model on the one
hand, but on the other hand, causing athletes to deviate from their agreed
rchabilitation programmes.

The effective management of rehabilitation programmes is essential, and
should take into consideration other life demands, and the athletes' personal
circumstances. Effective management includes regard for issues of scheduling, access
to facilities, and integrating the athlete into the sporting environment. Rehabilitation
is generally characterised as comprising highs and lows. It rarely appears to progress
smoothly without set-backs, however small. During lengthy periods of rehabilitation
it may prove difficult for athletes to sustain the high levels of motivation necessary

to maintain rehabilitation adherence. Goal-setting has been shown to enhance



161

rehabilitation adherence and self-efficacy, and should include the use of long-term and
short-term goals. Long-term outcome goals appear particularly important for
maintaining motivation over protracted periods of time. Short-term goals serve to
focus the athletes' attention on what they need to focus on and achieve in the ensuing
days and weeks, and provide for successful experiences as athletes work towards
long-term goals. Short-term goals, therefore, appear particularly important in
increasing an athlete's self-confidence. Outcome expectancy may moderate athletes'
motivation and rehabilitation adherence.

Process and performance goals provide a mechanism for enhancing self-
efficacy and treatment efficacy, and as a means of monitoring progress. Process goals
may be particularly useful in focusing attention on the processes in which athletes
need to engage while working towards performance goals, and may possess the
greater flexibility nceded during the early stages of rehabilitation. Performance goals
can provide an overall structure for the content of the rehabilitation, with specific
short-term and long-term targets. Goals need to be flexible in order to account for
muscle soreness and swelling, frequent characteristics of the early stages of
rchabilitation. A lack of flexibility may result in the self-evaluative process implicit
within goal-setting being detrimental to athletes' rehabilitation progress. Previous
injures can prove both a hindrance and a help. As such athletes should be encouraged
to view the potential benefits of their previous injury experiences as a means of
facilitating, and expediting their successful recovery from their current injury. In
some circumstances, this may prove challenging, particularly if the experience has
been recent, was extremely successful (comparison of like with unlike may prove
dctrimental), or if the cumulative effect of a number of injuries is a negative one. This
has been seen to effect levels of motivation.

Re-entry into sport may be characterised by low levels of confidence, and a
lack of mental readiness. Returning to sport too soon carries with it the potential for
further loss of confidence and re-injury. There should be a transition between full
rehabilitation and return to competitive sport that focuses on the athlete regaining
confidence in the injured body part, and in their ability to meet competitive demands.
A number of strategies may prove extremely beneficial in expediting this transition.
Clear goals should be set to ensure that the athlete has regained confidence in the

ability to execute skills and meet the demands of the competitive situation.
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Simulation training through physical training and practice, and imagery (as a means of
mentally rehearsing and preparing for specific situations) will also be useful in this.
The use of verbal persuasion can enhance self-confidence. Social support in the form
of emotional challenge and task support may also help to enhance confidence during
this phase. Sports medicine and coaching personnel have important parts to play in
this process.

Collaboration between sports medicine personnel, coaching personnel, and
the sport psychologist, will undoubtedly prove beneficial in the management of an
athletes rehabilitation from injury and subsequent return to competitive sport. The
present study has highlighted the debilitating psychological effect that a lack of
interest, and poor management on the part of coaches, can have on athletes
rchabilitating from injury. Effective management of injured athletes may expedite
their successful return to competitive sport. Although the involvement of a sport
psychologist in decaling with athletes rehabilitating from injuries appears to be a
recent occurrence, the present research suggests that they can make a valuable
contribution to the rehabilitation of injured athletes. Moreover, they may be able to
help educate coaches and sports medicine personnel in the important roles that they

play in injured athlctes’ rehabilitation and return to competitive sport.

Research Strengths

A major strength of this research project is the diversity of the methods employed to
address specific research questions. This has included a quasi-experimental, matched
group design, and reflective research in a naturalistic rehabilitation setting. In
addition, the research studies that comprise this research project have addressed a
large number of the limitations that have been identified by previous researchers.

These include the need for:

0)) Intraindividual process orientated research (Aldwin, 1994)
(2) A population specific measure of athletes' psychological responses to sport
injury (Wiese-Bjornstal, Smith, Shaffer, & Morrey, 1998).
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Research which accounts for the temporal dimension of injured athletes'
psychological responses (Johnston & Carroll, 1998).

Research that distinguishes between acute and chronic injuries in terms of
sample characteristics (Wiese-Bjornstal et al., 1998).

Homogenous samples based upon significant time loss (Flint, 1998).
Research that controls for the effects of injury severity (Wiese-Bjornstal et
al., 1998).

Interventions that minimise the negative effects of injury on self-perceptions
of efficacy (Wiese-Bjornstal et al., 1998).

Well controlled intervention studies that examine the effects of specific
psychological strategies on rehabilitation adherence in addition to athletes'
emotional responses (Brewer, 1998).

Research which examines the effects of multi-modal intervention strategies on
the rehabilitation of injured athletes (Cupal, 1998; Vealey, 1994).
Longitudinal research that examines athletes’ psychological responses, and
progress through long-term rehabilitation (Flint, 1998).

Collaborative research involving sports medicine personnel (Cupal, 1998;
Gilbourne, Taylor, Downie, & Newton, 1996).

The use of qualitative research methods within the context of sport
psychology generally, and intervention and injury research, specifically
(Cupal, 1998, Hardy, Jones, & Gould, 1996; Krane, Anderson, & Strean,
1997; Vealey, 1994).

Reflective research to be conducted in naturalistic settings (Vealey, 1994).
The use of qualitative methods to examine more closely the effects of

intervention studies (Locke, 1989).

The research conducted examined all phases of the injury period, from 24

hours within injury occurrence through to the fifth week of return to competitive

sport. Data collection procedures employed during rehabilitation was of a frequency

across studies that has not previously been reported. Multiple population specific

psychometric measures were adopted in the intervention research, along with daily

diaries, and interviews. The matching protocol employed in the goal-setting

intervention study, of matching across six variables, accounted for the potential
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confounding effects of a number of variables. In addition, the inclusion of a social
support control group accounted for the potential confounding effect of social
support. Data collection for this study took 22 months, and for the final action
research study, 12 months. This research project has demonstrated a methodological
rigor in many of the studies that has not previously been reported in research of its
kind.

Research Limitations

A number of limitations exist in the present research project. The major limitation,
and one which has been problematic at all stages of the research process, has been
sample size. Research in the area of injury has commonly pursued methodological
rigor via larger samples. This has resulted in researchers defining injury as the loss of
one days participation, relying on retrospective methodologies, and adopting single
data collection points for each athlete as a means of assessing athletes' psychological
and emotional responses. The current project, in an effort to maintain integrity in the
way in which it has pursued specific research questions, acknowledges that sample
size has been a limitation of some of the research.

The current research has embraced all phases of the injury period, pre-injury
data, however, would have provided further insight into the psychological effects of
injury. To date, prospective research into the psychological responses of injured
athletes has failed to examine athletes from pre-injury through to their return to
competitive sport. This represents an on-going challenge for researchers in this area.

The results of the exploratory factor analysis demonstrated the PRSII to have
adcquate levels of psychometric integrity. Confirmatory factor analysis provided
some, but not complete support, for the model. As a result of the confirmatory
factor analysis, further developmental research needs to be conducted, in particular,
to re-examine the sub scale construct, Attempts to Rationalise, and the inclusion of
the sub scale Reorganisation.

The diversity of the research methods employed in this research project, was
identified earlier as a strength. However, the absence of a completely randomised
design within the context of the intervention study, equally, must be acknowledged

as a limitation. In addition, while the longitudinal character of this research project
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was considered a strength, in hindsight the efficacy of the goal-setting intervention
would have been enhanced if the intervention period had been longer. This latter
study might have also benefited from a check on all participants' use of goal-setting.
Collaboration with physiotherapists occurred throughout this research
project. However, the research would have profited from similar collaboration with
coaching staff, particularly in the final study. The absence of such collaboration is

acknowledged as a limitation of the project.

Future Research Directions

As a result of this research project, a number of recommendations are considered
salient for future research. Models of psychological response provide an important
basis for understanding the psychological responses of injured athletes, and for the
design of theoretically meaningful intervention strategies. Models of response that
embrace grief responses within models of cognitive appraisal appear to have much
merit, and could provide testable predictions. The further development and
refinement of such models would make an important contribution to psychological
injury response research. Central to such models is the implicit role of change in
psychological responses. The PRSII offers a population specific measure with which
injured athletes' psychological responses can be assessed. Further validatory work
would confirm (or otherwise) the utility of the PRSII as a psychometrically derived
measure with which the predictions of models of injury response could be assessed.

A number of moderating and mediating variables have been proposed to affect
the psychological responses of injured athletes. It is vital that in order to advance our
knowledge and understanding of the effects of such variables that empirical studies
pursue greater methodological rigor. In this, the use of population specific measures
is essential. Equally important is that such research includes homogenous samples of
injured athletes (particularly in relation to injury severity), and accounts for the
temporal feature of athletes' psychological responses.

Two related variables have emerged from the present research as particularly
important to athletes' psychological responses to injury; isolation and social support.
Future research needs to examine the effects of isolation on athletes' responses to,

and rehabilitation from, injury. In addition, the importance of social support needs to
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be considered, with particular attention to the types of support that are most salient
at particular phases of rehabilitation in order to expedite successful recovery. The
antecedents that precipitate such needs are also important.

Self-efficacy and self-confidence appeared to play a very important role in
adherence to rehabilitation programmes and re-entry into sport. Future research
should more fully explore the effect of these variables on the recovery process, and
examine intervention strategies as a means of enhancing these effects. Another feature
which emerged from the present research was the importance of outcome
expectation. This may have implications, in particular, for severe and career ending
injuries. Future research should examine the potential moderating effects of outcome
expectancy, and explore the use of interventions to help athletes establish
appropriate outcome expectations.

The current research employed both a goal-setting and multi-modal
intervention strategy (social support was a feature of both interventions). At present
there is limited research which has examined the effects of intervention strategies
with injured athletes. In particular, the effects of different types of goal-setting
strategies (embracing long-term and short-term, process, performance, and outcome
goals) merits research attention in relation to adaptational responses to injury.
Intervention research that could examine the effects of specific interventions at
specific phases of the rehabilitation period, might be particularly useful for coaches
and sports medicine personnel working with injured athletes. Future research should
examine the cffects of single and multi-modal interventions with injured athletes. It
would also be useful to explore the prevalence of different coping strategies amongst
injured athletes with a view to identifying the basis for specific intervention
strategies.

Finally, qualitative methods have much to offer in the study of the
psychological responses of injured athletes. The use of such methods may be
particularly profitable as a means of exploring the antecedents of specific

psychological responses, and the role of individual and situational variables.



167

References

Aldwin, C. M. (1994). Str ing, and development: An integrative perspective.
New York: Guildford.

Anastasi, A. (1990). Psychological testing. New York: Macmillan.

Anderson, M. B., & Williams, J. M. (1988). A model of stress and athletic injury:
Prediction and prevention. Journal of Sport and Exercise Psychology, 10,
294-306.

Archer, J., & Rhodes, V. (1993). The grief process and job loss: A cross-sectional

study. British Journal of Psychology, 8, 4395-410.
Astle, S. J. (1986). The experience of loss in athletes. Journal of Sports Medicine

and Physical Fitness, 26, 279-284.

Averill, J. A. (1968). Grief: Its nature and significance. Psychological Bulletin, 70,
721-748.

Bandura, A. (1977). Toward a unifying theory of behavioral change. Psychological
Review, 84, 191-215.

Bandura, A. (1982). Self-efficacy mechanism in human agency. American
Psychologist, 37, 122-147.

Bandura, A. (1986). Social foundations of thought and action: A social cognitive

theory. Englewood Cliffs, NJ: Prentice-Hall.
Bandura, A. (1988). Self-regulation of motivation and action through goal systems.

In V. Hamilton, G. H. Bower, & N. H. Frijda (Eds.), Cognitive perspectives
on emotion and motivation (pp. 37-61). Dordrecht: Kluwer Academic
Publishers.

Bandura, A., & Cervone, D. (1983). Self-evaluative and self-efficacy mechanisms
govemning the motivational effects of goal systems. Journal of Personality and

Social Psychology, 43, 1017-1028.
Beggs, A. (1990). Goal setting in sport. In G. Jones, & L. Hardy (Eds.), Stress and

performance in sport (pp.135-170). Chichester: Wiley
Ben-Sira, Z. (1983). Loss, stress and readjustment: The structure of coping with
bereavement and disability. Social Science and Medicine, 17, 1619-1632.

Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological
Bulletin, 107, 238-246.




168

Bentler, P. M., & Chou, C. P. (1987). Practical issues in structural modeling.
Sociological Methods and Research, 16, 78-117.

Bowlby, J. (1961). Process of mourning. International Journal of Psycho-analysis,
42, 315-340.

Bowlby, J. (1978). Attachment and loss: Attachment (Vol. 1). Middlesex: Penguin.

Bowlby, J. (1991). Attachment and loss: Loss, sadness and depression (Vol. 3).
Middlesex: Penguin.

Brannen, J. (1992). Combining qualitative and quantitative approaches: An overview.
In. J. Brannen, Mixing methods: Qualitative and quantitative (pp. 3- 39).
Avebury: Ashgate.

Brasted, W. S., & Callahan, E. J. (1984). A behavioral analysis of the grief process.
Behavior Therapy, 15, 529-543.

Brawley, L. R. (1993). The practicality of using social psychological theories for
exercise and health research and intervention. Journal of Applied Sport

Psychology, 3, 99-115.
Brewer, B. W. (1994). Review and critique of models of psychological

adjustment to athletic injury. Journal of Applied Sport Psychology, 6, 87-100.
Brewer, B. W. (1998). Adherence to sport injury rehabilitation programs. Journal of

Applied Sport Psychology, 10, 70-82.

Brewer, B. W, Daly, J. M., Van Raalte, J. L., Petitpas, A. J., & Sklar, J. H.
(1994a). A psychometric evaluation of the Rehabilitation Adherence
Questionnaire [Abstract]. Journal of Sport and Exercise Psychology, 16, S34.

Brewer, B. W., Jeffers, K. E., Petitpas, A. J., & Van Raalte, J. L. (1994b).
Perceptions of psychological interventions in the context of sport injury
rehabilitation. The Sport Psychologist, 8, 176-188.

Brewer, B. W, Linder, D. E., & Phelps, D. O. (1995a). Situational correlates of
emotional adjustment to athletic injury. Clinical Journal of Sports Medicine, 3,
241-245.

Brewer, B. W., Petitpas, A. J., Van Raalte, J. L., Sklar, J. H., & Ditmar, T. D.
(1995b). Prevalence of psychological distress among patients at a physical
therapy clinic specializing in sports medicine. Sports Medicine, Training, and
Rehabilitation, 6, 139-145.

Bryman, A. (1988). Quantity and quality in social research. London: Unwin Hyman.




169

Bugen, L. A. (1977). Human grief: A model for prediction and prevention.
American Journal of Orthopsychiatry, 47, 196-206.

Burton, D. (1989). Winning isn't everything: Examining the impact of performance
goals on collegiate swimmers' cognitions and performance. The Sport
Psychologist, 3, 105-132.

Byerly, P. N., Worrell, T., Gahimer, J., & Domholdt, E. (1994). Rehabilitation
compliance in an athletic training environment. Journal of Athletic Training,
29, 352-355.

Byme, B. M. (1989). A primer of Lisrel: Basic applications and programming for
confirmatory factor analytic models. New York: Springer-Verlag.

Byme, B. M. (1995). One application of structural equation modeling from two
perspectives: Exploring the EQS and LISREL strategies. In R. H. Hoyle
(Ed.), Structural equation modeling: Concepts, issues, and applications (pp.
138-157). Thousand Oaks, CA: Sage.

Carr, W., & Kemmis, S. (1988). Becoming critical. East Sussex: Falmer Press.

Cartwright, J., & Limandri, B. (1997). The challenge of multiple roles in the
qualitative clinician researcher-participant client relationship. Qualitative Health

Research, 7, 223-235.
Castle, A. (1994). Action research for developing professional practice. British

Journal of Therapy and Rehabilitation, 1, 155-157.
Cattell, R. B. (1971). Patterns of change: Measurement in relation to state dimension,

trait change, lability, and process concepts. In R. B. Cattell (Ed.), Handbook
of multivariate experimental psychology (pp. 355-402). Chicago: Rand
M°Nally.

Chan, C. S., & Grossman, H. Y. (1988). Psychological effects of running loss on

consistent runners. Perceptual and Motor Skills, 66, 875-883.

Cohen, L., & Manion, L. (1994). Research methods in education. London:
Routledge.

Cox, T., & Ferguson, E. (1991). Individual differences, stress and coping. In C. L.
Cooper, & R. Payne (Eds.), Personality and stress: Individual differences in
the stress process (pp. 7-30). Chichester: Wiley.

Cronbach, L. J. (1990). Essentials of psychological testing. New York: Harper-

Collins,



170

Crossman, J., Gluck, L., & Jamieson, J. (1995). The emotional responses of
injured athletes. New_Zealand Journal of Sports Medicine, 23, 1-2.

Crossman, J., & Jamieson, J. (1985). Differences in perceptions of seriousness and
disrupting effects of athletic injury as viewed by athletes and their trainer.
Perceptual and Motor Skills, 61, 1131-1134.

Cupal, D. D. (1998). Psychological interventions in sport injury prevention and
rehabilitation. Journal of Applied Sport Psychology, 10, 103-123.

Daly, J. M., Brewer, B. W., Van Raalte, J. L., Petitpas, A. J., & Sklar, J. H.
(1995). Cognitive appraisal, emotional adjustment, and adherence to
rehabilitation following knee surgery. Journal of Sport Rehabilitation, 4, 23-
30.

DePalma, M. T., & DePalma, B. (1989). The use of instruction and the behavioral
approach to facilitate injury rehabilitation. Athletic Training, 24, 217-219.

Dishman, R. (1986). Exercise adherence: A new view for public health. Physician
and Sports Medicine, 14, 127-145.

Duda, J. L., Smart, A. E., & Tappe, M. K. (1989). Predictors of adherence in
rehabilitation of athletic injuries. Journal of Sport and Exercise Psychology,
11, 367-381.

Elliott, J. (1991). Action research for educational change. Milton Keynes: Open

University.

Engel, G. L. (1961). Is grief a disease?: A challenge for medical research.
Psychosomatic Medicine, 23, 18-22.

Engel, G. L. (1964). Grief and grieving. American Journal of Nursing, 64(9), 93-
98.

Evans, L., & Hardy, L. (1995). Sport injury and grief responses: A review.

Journal of Sport and Exercise Psychology, 17, 227-245.
Evans, L., & Hardy, L. (in press). Psychological and emotional response to injury:

Theoretical and conceptual issues in measurement. In D. Pargman (Ed.),

Psychological bases of sport injuries (2nd ed.). Morgantown, WV: Fitness
Information Technology.
Evans, L., & Hardy, L. (manuscript in preparation). The measurement of

psychological responses to injury.



171

Evans, L., Hardy, L., & Mullen, R. (1996). The development of the Psychological
Responses to Injury Inventory [Abstract]. Journal of Sports Sciences, 14, 27-
28.

Fields, J., Murphey, M., Horodyski, M., & Stopka, C. (1995). Factors associated
with adherence to sport injury rehabilitation in college-age recreational athletes.

mal of Rehabilitation, 4, 172-180.

Fisher, A. C. (1990). Adherence to sport injury rehabilitation programmes. Sports
Medicine, 9, 151-158

Fisher, A. C., Domm, M. A., & Wuest, D. A. (1988). Adherence to sports-injury
rehabilitation programmes. The Physician and Sports Medicine, 16, 47-52.

Fisher, A. C., & Hoisington, L. L. (1993). Injured athletes' attitudes and judgments
toward rehabilitation adherence. Journal of Athletic Training, 28, 48-54.

Flint, F. A. (1998). Integrating sport psychology and sports medicine in research:
The dilemmas. Journal of Applied Sport Psychology, 10, 83-102.

Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R. J.
(1986). Dynamics of a stressful encounter: Cognitive appraisal, coping, and
encounter outcomes. Journal of Personality and Social Psychology, 50, 992-
1003.

Gilboure, D., & Taylor, A. (1998). From theory to practice: The integration of Goal

Perspective Theory and life development approaches within an injury-specific
goal-setting programme. Journal of Applied Sport Psychology, 10, 124-139.

Gilbourne, D., Taylor, A., Downie, G., & Newton, P. (1996). Goal-setting during
sports injury rehabilitation: A presentation of underlying theory, administration
procedure, and an athlete case study. Sports, Exercise and Injury, 2, 1-10.

Gordon, S., & Lindgren, S. (1990). Psycho-physical rehabilitation from a serious
sport injury: A case study of an elite fast bowler. The Australian Journal of
Science and Medicine in Sport, 22, 71-76.

Gordon, S., Milios, D., & Grove, R. J. (1991). Psychological aspects of the
recovery process from sport injury: The perspective of sport physiotherapists.
The Australian Journal of Science and Medicine in Sport, 23, 53-60.

Gordon, S., Milios, D., & Grove, R. J. (1992). Psychological adjustment to sport
injuries: Implications for therapists and trainers. Sport Health, 10(2), 13-15.



172

Gould, D., Eklund, R., & Jackson, S. A. (1992). 1988 U.S. Olympic wrestling
excellence: I. Mental preparation, precompetitive cognitions, and affect. The
Sport Psychologist, 6, 358-382.

Gould, D., Tuffey, S., Udry, E., & Loehr, J. (1996a). Burnout in competitive junior
tennis players: I. A quantitative psychological assessment. The Sport
Psychologist, 10, 322-340.

Gould, D., Tuffey, S., Udry, E., & Loehr, J. (1996b). Burnout in competitive
junior tennis players: II. Qualitative analysis. The Sport Psychologist, 10, 341-
366.

Gould, D., Tuffey, S., Udry, E., & Loehr, J. (1997a). Burnout in competitive junior
tennis players: IIlI. Individual differences in the burnout experience. The Sport
Psychologist, 11, 257-276.

Gould, D., Udry, E., Bridges, D., & Beck, L. (1997b). Stress sources encountered
when rehabilitating from season-ending ski injuries. The Sport Psychologist,
11, 361-378.

Gould, D., Udry, E., Bridges, D., & Beck, L. (1997¢c). Coping with season-ending
injuries. The Sport Psychologist, 11, 379-399.

Greenspan, M. J., & Feltz, D. L. (1989). Psychological interventions with athletes in

competitive situations: A review. The Sport Psychologist, 3, 219-236.

Greene, J. C., Caracelli, V.J., & Graham, W. F. (1989). Toward a conceptual
framework for mixed-method evaluation designs. Educational Evaluation and
Policy Analysis, 11, 255-274.

Hardy, C. J,, Richman, J. M., & Rosenfeld, L. B. (1991). The role of social
support in the life stress/injury relationship. The Sport Psychologist, 5, 128-
139.

Hardy, L. (1992). Psychological stress, performance, and injury in sport. British
Medical Bulletin, 48, 615-629.

Hardy, L., Jones, G., & Gould, D. (1996). Understanding psychological

preparation for sport: Theory and practice of elite performers. Chichester:
Wiley.
Hardy, L., & Nelson, D. (1988). Self control training in sport and work.

Ergonomics, 31,1573-1585.



173

Harrell, T. H., Beiman, I., & LaPointe, K. (1995). Didactic persuasion techniques in
cognitive restructuring, In W. Dryden (Ed.), Rational emotive behaviour
therapy (pp. 73-93). London: Sage.

Hart, E., & Bond, M. (1996). Making sense of action research through the use of a
typology. Journal of Advanced Nursing, 23, 152-159.

Heil, J. (1993). A comprehensive approach to injury management. InJ. Heil (Ed.),
Psychology of sport injury (pp. 137-149). Champaign, IL: Human Kinetics.

Henderson, J., & Carroll, W. (1993). The athletic trainer's role in preventing sport
injury and rehabilitating injured athletes: A psychological perspective. In D.
Pargman (Ed.), Psychological bases of sport injuries (pp. 15-33).
Morgantown, WV: Fitness Information Technology.

Hoyle, R. H., & Panter, A. T. (1995). Writing about structural equation models. In
R. H. Hoyle (Ed.), Structural equation modeling: Concepts, issues. and
applications (pp. 158-176). Thousand Oaks, CA: Sage.

Hu, L-T., & Bentler, P. M. (1995). Evaluating model fit. In R. H. Hoyle (Ed.),
Structural equation modeling: Concepts, issues, and applications (pp. 76-99).
Thousand Oaks, CA: Sage.

Hult, M., & Lennung, S-A. (1980). Towards a definition of action research: A note

and bibliography. Journal of Management Studies, 17, 241-250.
Ievleva, L., & Orlick, T. (1991). Mental links to enhanced healing. The Sport

Psychologist, 5, 25-40.

Jaccard, J., & Wan, C. K. (1996). Lisrel approaches to interaction effects in multiple

regression. Thousand Oaks, CA: Sage.

Jackson, S. A. (1992). Athletes in flow: A qualitative investigation of flow states in
elite figure skaters. Journal of Applied Sport Psychology, 4, 161-180.

Johnson, U. (1996). The multiply injured versus the first-time-injured athlete during
rehabilitation: A comparison of nonphysical characteristics. Journal of Sport.
Rehabilitation, 5, 293-304.

Johnston, L. H., & Carroll, D. (1998). The context of emotional responses to athletic
injury: A qualitative analysis. 1 of Rehabilitation, 7, 206-220.

Joreskog, K. G. (1993). Testing structural equation models. In A. Bollen, & J. S.
Long (Eds.), Testing structural equation models (pp. 294-316). Newbury
Park, CA: Sage.



174

Joreskog, K. G., & Sorbom, D. (1993). LISREL 8.03. Chicago: Scientific Software
International.

Kanfer, F. H. (1970). Self-monitoring: Methodological limitations and clinical
applications. Journal of Consulting and Clinical Psychology, 35, 148-152.

Karl, G. T. (1987). Janforum: A new look at grief. Journal of Advanced Nursing,
12, 641-645.

Kerlinger, F. N. (1979). Foundations of behavioral research (2nd ed.). London:
Holt, Rhinehart & Winston.

King, K. B,, Reis, H. T., Porter, L. A., & Norsen, L. H. (1993). Social support
and long-term recovery from coronary artery surgery: Effects on patients and

spouses. Health Psychology, 12, 56-63.

Kingston, K., & Hardy, L. (1994). Factors affecting the salience of outcome,
performance, and process goals in golf. In A. Cochran, & M. Farrally (Eds.),
Science and golf 2 (pp. 144-149). London: Chapman-Hill.

Kingston, K., & Hardy, L. (1997). Effects of different types of goals on processes
that support performance. The Sport Psychologist, 11, 277-293.

Klerman, G. L., & Izen, J. E. (1977). The effects of bereavement and grief on
physical health and general well-being. Advances of Psychosomatic Medicine,
9, 63-104.

Krane, V., Andersen, M. B,, & Strean, W. B. (1997). Issues of qualitative research
methods and presentation. Journal of Sport and Exercise Psychology, 19, 213-
218.

Kiibler-Ross, E. (1969). On death and dying. London: Tavistock.

Kiibler-Ross, E. (1975). Death; The final stage of growth. London: Prentice-Hall.

Lazarus, R. S. (1991). Emotion and adaptation. New York: Oxford Press.

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal and coping. New York:

Springer.

Leddy, M. H., Lambert, M. J., & Ogles, B. M. (1994). Psychological consequences
of athletic injury among high-level competitors. Research Quarterly for
Exercise and Sport, 65, 347-354.

Leininger, M. (1992). Current issues, problems, and trends to advance qualitative
paradigmatic research methods for the future. Qualitative Health Research, 2,
392-415.




175

Lerner, B. S., & Locke, E. A. (1995). The effects of goal setting, self-efficacy,
competition, and personal traits on the performance of an endurance task.
Journal of Sport and Exercise Psychology, 17, 138-152.

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Newbury Park, CA:
Sage.

Lindemann, E. (1944). Symptomatology and management of acute grief. American
Journal of Psychiatry, 101, 141-148.

Locke, L. F. (1989). Qualitative research as a form of scientific inquiry in sport and

physical education. Research Quarterly for Exercise and Sport, 60, 1-20.

Locke, E. A., Frederick, E., Bobko, P., & Lee, C. (1984). Effect of self efficacy,
goals and strategies on task performance. Journal of Applied Sport
Psychology, 69, 241-251.

Locke, E. A., & Latham, G. P. (1990). A theory of goal setting and task
performance. Englewood Cliffs, NJ: Prentice-Hall.

Loehlin, J. C. (1992). nt varigble models: An in ction to fac ath, and
structural models (2nd ed.). London: Methuen & Co.

Lorr, M., & McNair, D. M. (1988). Manual for the Profile of Mood States-Bipolar
form. San Diego, CA: Educational and Industrial Testing Service.

Maehr, M. L., & Nicholls, J. G. (1980). Culture and achievement motivation: A
second look. In N. Warren (Ed.), Studies in cross-cultural psychology (pp.
221-267). New York: Academic Press.

McDonald, S. A., & Hardy, C. J. (1990). Affective response patterns of the injured
athlete: An exploratory analysis. The Sport Psychologist, 4, 261-274.
McGowan, R. W., Pierce, E. F., Williams, N., & Eastman, N. W. (1994). Athletic

injury and self-diminution. The Journal of Sports Medicine and Physical
Fitness, 34, 299-304.
Mefferd, R. B. (1971). Structuring physiological correlates of mental processes and

states: The study of biological correlates of mental processes. In R. B. Cattell
(Ed.), Handbook of multivariate experimental psychology (pp. 684-710).
Chicago: Rand M°Nally.

Meichenbaum, D., & Turk, D. C. (1987). Facilitating treatment adherence: A
practitioner's guidebook. New York: Plenum.



176

Miller, J. T., & McAuley, E. (1987). Effects of a goal-setting training program on
basketball free-throw self-efficacy and performance. The Sport Psychologist,
1, 103-113.

Morgan, D. L. (1998). Practical strategies for combining qualitative and quantitative
methods: Applications for health research. Qualitative Health Research, 8, 362-
376.

Morse, J. M. (1991). Approaches to qualitative-quantitative methodological
triangulation. Nursing Research, 40, 120-123.

Munro, B. H., Visintainer, M. A., & Page, E. B. (1990). Statistical methods for
health care research. Philadelphia: Lippincott.

Nideffer, R. M. (1989). Psychologicsl aspects of sports injuries: Issues in prevention
and treatment. International Journal of Sport Psychology, 20, 241-255.

Oltjenbruns, K. A. (1991). Positive outcomes of adolescent's experience with grief.
Journal of Adolescent Research, 6, 43-53.

Ornstein, S. M., Musham, C., Reid, A., Jenkins, R. G., Zemp, L. D., & Garr, D.

R. (1993). Barriers to adherence to preventive service reminder letters: The

patient's perspective. Journal of Family Practice, 36, 195-200.

Parkes, C. M. (1975) Determinants of outcome following bereavement. Omega, 6,
303-323.

Parkes, C. M. (1985). Bereavement. British Journal of Psychiatry, 146, 11-17.

Parkes, C. M. (1991). Bereavement: Studies of grief in adult life (2nd ed.). London:
Penguin.

Patton, M. Q. (1990). Qualitative evaluation and research methods. Newbury Park,
CA: Sage.

Pearson, L., & Jones, G. (1992). Emotional effects of sports injuries: Implications

for physiotherapists. Physiotherapy, 78, 762-770.

Pederson, P. (1986). The grief response and injury: A special challenge for athletes
and athletic trainers. Athletic Training, 21, 312-314.

Peretz, D. (1970). Development, object-relationships and loss. In B. Schoenberg, A.
C. Carr, D. Peretz, & A. H. Kutscher (Eds.), Loss and grief: Psychological
management in medical practice (pp. 3-19). New York: Columbia University.

Quackenbush, N., & Crossman, J. (1994). Injured athletes: A study of emotional

responses. Journal of Sport Behaviour, 17, 178-187.




177

Ramsay, R. W., & Happee, J. A. (1977). The stress of bereavement: Components
and treatment. In C. D. Spielberger, & I. G. Sarason (Eds.), Stress and
anxiety (Vol. 4) (pp. 53-64). New York: Wiley.

Richards, L. (1998). Closeness to data: The changing goals of qualitative data
handling. Qualitative Health Research, 8, 319-328.

Roberts, G. C. (1992). Motivation in sport and exercise: Conceptual constraints and

covergence. In G. C. Roberts (Ed.), Motivation in sport and exercise (pp. 3-
29). Champaign, IL: Human Kinetics.

Rodgers, B. L., & Cowles, K. V. (1991). The concept of grief: An analysis of
classical and contemporary thought. Death Studies, 15, 443-458.

Rose, J., & Jevne, R. F. J. (1993). Psychosocial processes associated with athletic
injuries. The Sport Psychologist, 7, 309-328.

Rosenblatt, P. C. (1988). Grief: The social context of private feelings. Journal of
Social Issues, 44(3), 67-78.

Rosenfeld, L. B., Richman, J. M., & Hardy, C. J. (1989). Examining social

support networks among athletes: Description and relationship to stress. The
Sport Psychologist, 3, 23-33.

Rossman, G. B., & Wilson, B. L. (1985). Numbers and words: Combining
quantitative and qualitative methods in a single large scale evaluation.
Evaluation Review, 9, 627-643.

Rossman, G. B., & Wilson, B. L. (1994). Numbers and words revisited: Being
"shamelessly eclectic". Quality and Quantity, 28, 315-327.

Rotella, R. J. (1985). The psychological care of the injured athlete. In L. K. Bunker,

R.J. Rotella, & A. S. Reilly (Eds.), hology: Psychological

considerations in maximising sport performance (pp. 273-287). Ithaca, NY:
Mouvement.

Rotella, R. J., & Heyman, S. R. (1986). Stress, injury and the psychological
rehabilitation of athletes. In J. M. Williams (Ed.), Applied sport psychology:
From growth to peak performance (pp. 343-364). Palo Alto, CA: Mayfield.

Scanlan, T. K., Ravizza, K., & Stein, G. L. (1989). An in-depth study of former
elite figure skaters: I. Introduction to the project. Journal of Sport and
Exercise Psychology, 11, 54-64.




178

Shontz, F. C. (1975). The psychological effects of disability and physical illness and
disability. New York: Macmillan.

Singer, R. N., Murphey, M., & Tennant, L. K. (1993). Handbook of research on
sport psychology. New York: Macmillan.

Simos, B. G. (1977). Grief therapy to facilitate healthy restitution. Social Casework,
June, 337-342.

Smith, A. M. (1996). Psychological impact of injuries in athletes. Sports Medicine,
22, 391-405.

Smith, A. M., Scott, S. G., O'Fallon, W. M., & Young, M. L. (1990a). Emotional
responses of athletes to injury. Mayo Clinic Proceedings, 65, 38-50.

Smith, A. M,, Scott, S. G., & Wiese, D. M. (1990b). The psychological effects of
sports injuries: Coping. Sports Medicine, 9, 352-369.

Smith, A. M., Stuart, M. J., Wiese-Bjomstal, D. M., Milliner, E. K., O'Fallon, W.
J., & Crowson, C. S. (1993). Competitive athletes: Pre and post injury mood
state and self-esteem. Mayo Clini¢c Proceedings, 68, 939-947.

Sperryn, P. (1994). Sports medicine on the line? British Journal of Sports Medicine,
28, 3.

Stake, R. E. (1998). Case studies. In: N. K. Denzin, & Y. S. Lincoln (Eds.).
Strategies of qualitative inquiry (pp. 86-109). Thousand Oaks, CA: Sage.
Stange, K. C., Miller, W. L., Crabtree, B. F., O'Connor, P. J., & Zyzanski, S. J.

(1994). Multimethod research: Approaches to integrating qualitative and
quantitative methods. Journal of General Intemnal Medicine, 9, 278-284.

=9

Stevens, J. (1996). Applied multivariate statistics for the social sciences (3rd
ed.). Mahwah, NJ: Erlbaum.

Stringer, E. T. (1996). Action research: A handbook for practitioners. Thousand
Oaks, CA: Sage.

Taylor, A. H., & May, S. (1993). Development of a survey to assess athletes' sports

injury rehabilitation beliefs. In Proceedings of the Annual European Society for

Health Psychology Conference [Abstract], Brussels.
Taylor, A. H., & May, S. (1996). Threat and coping appraisal as determinants of
compliance to sports injury rehabilitation: An application of protection

motivation theory. Journal of Sports Sciences, 14, 471-482.



179

Theodorakis, Y., Beneca, A., Malliou, P., & Goudas, M. (1997). Examining
psychological factors during injury rehabilitation. Journal of Sport
Rehabilitation, 6, 335-363.

Theodorakis, Y., Malliou, P., Papaioannou, A., Beneca, A., & Filactakidou, A.
(1996). The effect of personal goals, self-efficacy, and self-satisfaction on
injury rehabilitation. 1of Rehabilitation, 5, 214-223.

Thoits, P. A. (1995). Stress, coping, and social support processes: Where are we ?

What next ? Journal of Health and Social Behavior, (extra issue), 53-79.

Udry, E. (1996). Social support: Exploring its role in the context of athletic injuries.

Journal of Sport Rehabilitation, 5, 151-163.

Udry, E. (1997). Coping and social support among injured athletes following

surgery. Journal of Sport and Exercise Psychology, 19, 71-90.

Udry, E., Gould, D., Bridges, D., & Beck, L. (1997a). Down but not out: Athlete
responses to season-ending injuries. Journal of Sport and Exercise
Psychology, 19, 229-248.

Udry, E., Gould, D., Bridges, D., & Tuffey, S. (1997b). People helping people?
Examining the social ties of athletes coping with burnout and injury stress.

Journal of Sport and Exercise Psychology, 19, 396-417.

Uemukai, K. (1993). Affective responses and the changes in athletes due to injury.
Proceedings of the Eighth World Sport Psychology Conference, Portugal (pp.
500-503). Lisbon: International Society of Sport Psychology.

Uitenbroek, D. (1996). Sports, exercise, and other causes of injuries: Results of a

population survey. Research Quarterly for Exercise and Sport, 67, 380-385.

Vealey, R. S. (1994). Current status and prominent issues in sport psychology

interventions. Medicine and Science in Sports and Exercise, 26, 495-502.

Vitaliano, P. P., DeWolfe, D. J., Maiuro, R. D., Russo, J., & Katon, W. (1990).
Appraised changeability of a stressor as a modifier of the relationship between
coping and depression: A test of the hypothesis of fit. Journal of Personality

and Social Psychology, 59(3), 582-592.
Weinberg, R. (1992). Goal-setting and motor performance: A review and critique. In

G. C. Roberts (Ed.), Motivation in sport and exercise (pp. 177-198).
Champaign, IL: Human Kinetics.



180

Weiner, B. (1979). A theory of motivation for some classroom experiences. Journal
of Educational Psychology, 71, 3-25.

Weinholtz, D., Kacer, B., & Rocklin, T. (1995). Salvaging quantitative research
with qualitative data. Qualitative Health Research, 5, 388-397.

Weiss, M. R., & Troxel, R. K. (1986). Psychology of the injured athlete. Athletic

I'raining, 21, 104-110.
Werner-Bland, J. A. (1980). Grief responses to long-term illness and disability.

Virginia: Reston.

Wiese, D. M., & Weiss, M. R. (1987). Psychological rehabilitation and the physical
injury: Implications for the sports medicine team. The Sport Psychologist, 1,
318-330.

Wiese-Bjornstal, D. M., & Smith, A. M. (1993). Counseling strategies for enhanced
recovery of injured athletes within a team approach. In D. Pargman (Ed.),

Psychological bases of sport injuries (pp. 149-183). Morgantown, WV:

Fitness Information Technology.
Wiese-Bjornstal, D. M., Smith, A. M., & LaMott, E. E. (1995). A model of

psychologic response to athletic injury and rehabilitation. Athletic Training:
Sports Health Care Perspectives, 1(1), 17-30.

Wiese-Bjornstal, D. M., Smith, A. M., Shaffer, S. M., & Morrey, M. A. (1998). An
integrated model of response to sport injury: Psychological and sociological
dynamics. Journal of Applied Sport Psychology, 10, 46-69.

Winer, B. J. (1971). Statistical principles in experimental design. New York:

McGraw Hill.

Worden, W. (1991). Grief counseling and grief therapy: A handbook for the mental

health practitioner (2nd ed.). London: Routledge.
Worrell, T. W. (1992). The use of behavioral and cognitive techniques to facilitate

achievement of rehabilitation goals. Jounal of Sport Rehabilitation, 1, 69-75.

Yin, R. K. (1984). Case study research: Design and methods. Beverly Hills, CA:
Sage.



181

v v nn n n n g}

s

AR - - S R <

<t

(22 T o 0 TR 3 2 T o & WY o 0 WY o 0} o

o

N N N AN AN (o]

(o]

e o e e e

*K31T81 YI1M 1JONO0] JO INO [99 |
TVINIA

‘9]doad 19y30 woly jueIsIp |99 [
‘ordoad

IS0 YIIm JoBIUOD pIoAe | d[qissod J[
*MOU 19391nb yonuw we |

"PIAIISII ST InOTARYdq AN
“UMBIPYIIM SU1099q SeY Inolaeyaq A\
‘Jede uojjey sey plom AW

‘Butuesut 1501 sey 9J1] AN

‘BuLundoo

Amfur a1 Jo saFewnr s9ouaLadxa |

‘A [ur oy Aq pajeIseAdp we [
‘pamfuy

A1peq s1y) 103 aAeY [ JBY) 9AD1[3q ), Ued |

‘J1asAw Lofud 03 sjqeun we |
-ouwt 10J Kol ou st 210y} juasaid 3y

9T

vy
<r

61

‘81
L1

o

N
VN N N B N
T T T T T T T T T

91

SI
3 JUBAS[ALI
vl Apwanxyg

T00d WA.LI

(2]

LaR I AR T o 0 T o ¢ T o o T o 0 WY o o Y o - WY o Y o Y

N N

N AN AN NN AN NN

‘$SOJ}SI 08 [99] |

‘sgurpunouns AW JO SNOIAI|QO W |
‘umo AW uo

Amfur oy yyim 29dod 03 9AeY [ Jey) [99) |

-onewnex) st Amnfur siyy Jo joedur sy
‘Ayyede Jo osuds [erouad € [99] |

"oJ1] WOl payIeidp [99) |

*a1doad 3umjeswn proAe |

‘Jorja1 105 syid Sunye) we |

"yois AqreorsAyd 199] [

"UOIEUIPIO-09 JIB[ O WIS |

"pooj 10} aadde Aw jsof aaey |

"TT3S 31S 03 o[qeun we |

‘ssauquInu

TeotsAyd jo uos e sououadxa |

AIITTISTA ANV XDOHS

JuBA2OY
Apwanxg

AYOLNIANI AUNLNI LYOdS OL ASNOISTY TVIIDOTOHIAS - [ XIpuaddy

>~ o0

N ot O



182

wvi i .\\n n

g}

<+ T

<

(oo T s o K o2 T o0

on

N N AN N

(g

— et e

"painfur 193 0} WS

19A5U oym s1oun10319d 10110 AAus |
‘Km[ur

Kui 10§ swrejq 03 a1e 9jdoad ured)
*K13ue A10A We |

*A11113s0Y JO 9SUSS € 99] |
"9AIsSa133e

st surpunowuns Aw 03 opmyme A
Ing Jo s3u1[d9) JO SNOIOSU0d we |
‘osned

[ea1 JnoyIm Furjeoms JjasAw pulj |

JAONV

‘umop 91doad 9] aAey | 199) [
‘sdiysuornje[ar mau Juruuoy soej jouued |
‘Buiumoup Ajjeuonowsd we |

‘op 0}

Sunpawos 10] Juiyoress jjasAw puyj |
‘s9oe]d urends 0y 3ulod proae |

"SI9Y10 pIlemo)

s3uijo9) Awr ssa1dxa 03 9|qeun we |

‘SI9Y10

K4S

s

0S
k)%

Sh

R 44

ty

87

oy

—

plemo) s3u1a9) Aw moys 0} d]qeun wWe |

"Xe[a1 0} 9]qeun we |
‘§s9[osn

Suraq jo Sureay oy 3y 03 aaey |
"pain(u

8u1aq £q pareayd usaq dAeY | Ji se [99) |
-ow 0y pauaddey 31 Aym uonsanb |
‘Knfur Aw yim pajeroosse sjdoad woy
Keme uonuaje AW SnO0J 0] d]qeun we |
"3uoiMm UM JBYM pUEISISpUN J UBD |
‘pauaddey

Lnfur Aw Aym 03 se pasnjuod we |
*Ainfur oY) 03 1oud sasueuuojiad pue
3uturen Aw Jo plepuejs oY) asijeapl |
‘pouaddey sey jeym Ausp o0y An |
‘Knfur Awr Jo s3dUBISWINDILD

oy} yiim pardnoooaid aze syydnoyy A
duwn) Jo yi8u9|

Aue 10J 91B1JUSOUOD 0} JNOIJIP )1 puyy |
"UONBNUIIUO0I 1nbax

snewoine Ajsnoiaaid a1om ey syse

6t

‘8¢

Pt
't

K43

¢
0t

8T

LT



183

vi v nn n 0N

U

i n n n

<+ <+ <+ T <

~t

T T < <

N N N N oM

(ap]

M M N o

NN NN

(o]

N N AN AN

et et e

1uaredde ou 10} soyoepesy 103 0) WS |

'po0y Au 18931 01 JNOYJIp 1 puy |
"u0 JyJrom ind saey |

"IYS1oMm 150] aAey [ Y3noy) se [99] |
"pPain 199 pue £319ud oe| 0) WS |
‘uoseal yusiedde

ou 10J pIsneyxd AqeorsAyd (99 [
‘ssounduws yo Suija9y e sououadxa |
‘Kinfur

AW 1nOQe JUly) [ USYM [euonowd 393 |

"UOISUD) JO S[OAS] PISELIOUI WO I9JJNS |

‘[ensn uey} 210w Su1k1d JjosAw puyy |
‘Ploysalyy

uted AW ur UOONPAL B PIJ1IOU dAEY |
D[IYMYIIOM

u53q sey Sururen ay) [Je J1 JOPUOM |
"S3UIMS poOu WO 19JJnS |

"pa123fop A]je103 199) |

'ssa1djoy 199) |

“Jomod

pue y3usys [ensn Aw yoe] 0) WIS |

JIvdsada

08
6L
‘8L

e

i i Vi N N NN VNN NN NN N N N NN N

<

A N S S R SR o RS S SRS S S - o

o

(o T 0 B o A TN o 0 TR o 0 TR 0 TN 2.0 Y o ¢ TN o ¢ T o o WY < o WY o 0 T o 0 T o o WY o o}

o

AN A A AN AN AN AN NN

Lo N o0 B o T o I B I B B I T s T e T ]

"sIouLiojrod

IOYI0 Ym Furxrwa o] [99) 3,UOP [
"JSBOINO U 91| [99] | A][e100S
‘pasnewdys 1995 |

aAanzoddns Buraq jou

aIe s1ou10y19d moj[a) pue spuauyj A
"9AneIddAY we [ sow 1y

‘pareiide pue 9jqejLLI We |

‘193ue ut s3ury) Surmony JjesAw puy |
TUSJOIA [39] |

‘198ue Aw ssaxddns jouues | sown 1y
‘a1doad 19y30 03 S|S0y wWe |
*9A15$0133e 210w S INO1ARYq A
"palusULIO) BUldq WIe [ JI Se [99] |
‘pauaddey sey jeym je paaou3de we |
"Snotj[eqa1 ja9j |

‘Bunensnyy os st pamfur Sutog

* psou [ poddns oYy Sured you ysnf w [
"1011q 199 Inq djaoy 3,ued |

"Pa1BaYd usdq aAey |

"INJIUISAI [99] |



184

" NN N

T T T T

e B e B e

NN NN NN

—

— v v v e ey

"UOTJBATIOW YOE'] |

‘eApEnIUl

umo Aw asn 0} JNOIYIp 31 puly |
"OAISIO9P 9q 03 JNOYJIP STII
"3AISIOdP 9q 03 J[NOYJIp ST

‘]oyodJe Jo

uondwnsuoo Aw paseardul daey |
‘pojIqIyut st Inotaeyaq AW
*9AIIONIISIP-J [0S

s1 InotAeyaq Aw sown 1y
‘A[sno1aa1d ueyy pastuesIosIp d10W We |
-ysindue [99) |

‘Aep 19yjoue

ySnouy) 31 aEW [[IM [ MOY I9pUOM |
*$SOUSNOAIOU doudLddXa |

‘Keme 03 01 Lan{ul sy 10j $jjo 2pey
pue suregieq 195J0 [ putut Aw U]
"snolxue A[jensnun we |

-Lnfur Kwt yym 3dod 0} djqeun we |
‘s1ySnoyy [euoneln dAey |
-1doou09-J1os Aw 150] 2AeY |
“JuswIows

0cl

611
8I1
LT

9l
ST

i41
el
Tl

TI
0r1

601
‘801
L0l
901
S01

Vo R Vo S Vo N Y NV o W Vo SV R Y 3L s 7o

]

T T T T T T T T <

~r

(32 T 52 T 22 T a2 T 32 T o T 2 a2 T2 o

o

N NN NN NN N

o

oy} 18 A[9A1199]39 UOLOUNy J UED isnl |
‘ssajodoy st uonemIs 9y,

*sso[gurueaw

os st SuryA1oas Juijady djoy 3,ued |
‘Kanfur Awt 0}

pajefosun s3ury) £q 19sdn Anpun 128 [
-passoidop Sui[ooy djay 3, ued |

"pa109JJe Udadq sey

oj11 Aw ur pey | K1oJes pue L3unods Ay,
SISLID JO ajels B Ul St 1] AW

-panfur we [ Sundaooe KnoyJIp ey |
-Knuapt Jeuosiad Aw 3s0] 3ABY |
‘paanfur we | Sundesoe AMOLJIp dAeY |
‘|01uo 15O dAEY | JI S [39) |
-paseaIdop sey 3u1aq-[jom Jo asuas AN
-asodind yoe| [

-uoyoLys-otued [99] [ SSWN 1Y
-saouonbasuos a[qrssod sy pue Ainful
ay3 1noqe Yury) [ udsym possaidap 99§ [
-11edsop JO 9suds € [39) [

*$SQUpES JO 9SUIS B [39] |

"uoseal

POl
€01

col

‘101
00T



185

vw \n i N N N

< T T T T T

(2o N o N o o NN o c NN o o TN o A TN 0 0 }

AN AN AN AN AN AN N

- e v e e e -

"9IN23s [99) [

‘Jods Aux ynoqe aAnsod 199) |

‘ow unaoddns a1e spudLy

"XE[91 0) 9]qe We |

*198u0n$ 10 B [99) | A]Jed1sAyd

“JosAW Ul 93UdPJU0d 2I0W Yonuw dAey |
‘Kanfur Aw jo

sousuadxa ayy noqe [eorydosoqyd (995 |
‘1ods Awr yim pajeroosse ojdoad

Sunoow uo uonuone Aui sndoj |

Lu4!
6t1
8t1
‘Lel
9t1
St

pel

el

o

[
[

‘9An03dsiad

ojut Lanfur Aw ind o3 9]qe we |
qi3uanys

Jeuonjowd 1suul Al pauiedal dAey |
‘1oguons yonw A[jejuowl [99J |

*9]qepoJuwooun

Su1o9y moynm Ainfur Aw jnoqe yje) ueod |

[
[

‘urege JjasAw ay1] [99J 03 Suruui3aq we |
‘[01u0d pauredal oAey |

‘spuary woyy poddns uiyoss we |

NOILVSINVOHOTY

‘Wl }59197ul 1S0]
9ARY 0) WIS SPUSLY PUE $3)BUI-WUES
"$9)0[Y)e MO]]9J/SjR-WED)

wIolj paIejos! pue JJo IND [99) |
“PoLIASOP [99) |

‘spuoLy Aq popIOAe [99] |

‘|[euoned st inolaeyaq AN

el

¢l
0¢l

6C1
81
XAl
9t

EYA!

vl
XA\
44!
1<l



Appendix 2

Model Testing Results - Parameter Estimates

186

PRSII Subscale Items Model 2 Model 3
St. 5  tvalues St 5  tvalues

Errors Errors
Devastation
I am devastated by the injury. 0.052 054 11.09 0.053 0.55 11.00
I experience a feeling of emptiness. 0.050 0.61 12,54 0.053 0.59 11.80
I have difficulty accepting I am injured. 0.060 0.34  6.83 0.061 033 6.31
My world has fallen apart. 0.053 051 1036 0.055 0.52 10.38
Dispirited
I am aggrieved at what has happened.  0.052 053 10.92 0.053 0.53 10.86
I feel a sense of apathy. 0.060 031 6.48 0.061 030 6.14
Ilack motivation. 0.055 0.47 9.79 0.055 047 9.59
Socially I feel like an outcast. 0.054 0.47 9.78 0.054 048 9.89
Reorganisation
I have much more confidence in -0.054 -0.50 -10.10
myself.
I am beginning to feel like myself -0.053 -0.54 -10.84
again.
I suffer from increased tension. 0.054 052 10.47
I am seeking support from friends. 0.063 0.24 4.76
Attempts to Rationalise
I can't help but feel bitter. 0.052 062 1241 0.052 0.63 1253
I cannot work out why my injury 0.063 022 4.25 0.063 023 4.29
happened.
I have been cheated. 0.057 043 842 0.057 043 8.45
I feel as if I have been cheated by 0.053 057 11.26 0.053 0.57 11.45
being injured.
Isolation
I am unable to enjoy myself. 0.050 059 1233 0.052 0.58 11.79
I am unable to relax. 0.049 0.62 13.12 0.049 064 1321
I don't feel like mixing with other 0.050 059 1225 0.051 059 12.09
performers.
I am unusually anxious. 0.050 0.58 12.09 0.052 058 11.71

Note: Since the standard error scores provided by Lisrel 8 are not completely standardised, the

values presented here have been re-scaled.
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Appendix 4

Psychological Responses to Sport Injury Inventory

Name; Date:

This inventory contains a number of statements about the experience of injury. Read each
statement and indicate by circling the relevant point on the scale, the extent to which the
statement reflects how you presently feel. There are no right or wrong answers, so please answer
honestly. The information will be treated in strictest confidence.

Strongly Strongly
Agree Disagree
1. Ican't help but feel bitter. 5 4 3 2 1
2. I cannot work out why my injury happened. 5 4 3 2 1
3. T'have been cheated. 5 4 3 2 1
4, 1 have much more confidence in myself. 5 4 3 2 1
5. lam aggrieved at what has happened. 5 4 3 2 1
6. 1am beginning to feel like myself again. 5 4 3 2 1
7. 1 am devastated by the injury. 5 4 3 2 1
8.  Ifecl asif I have been cheated by being injured. 5 4 3 2 1
9. 1 feecl a sense of apathy. 5 4 3 2 1
10. I'lack motivation. 5 4 3 2 1
11. I am unable to enjoy myself. 5 4 3 2 1
12. 1 am unable to rclax. 5 4 3 2 1
13. 1don't feel like mixing with other performers. 5 4 3 2 1
14. 1 am unusually anxious. 5 4 3 2 1
15.  Socially I feel like an outcast. 5 4 3 2 1
16. I experience a feeling of emptiness. 5 4 3 2 1
17. I suffer from increased tension. 5 4 3 2 1
18. I have difficulty accepting I am injured. 5 4 3 2 1
19. Iam secking support from friends. 5 4 3 2 1
20. My world has fallen apart. 5 4 3 2 1

Scoring (does not appear on inventory)

Sub-scale scores are calculated by adding the scores indicated on the inventory for the items
which comprise each sub-scale. Sub-scale scores should range from a low of 4 to a high of 20.

Devastation; items 7, 16, 18, 20 Dispirited; items S, 9, 10, 15
Reorganisation; items 4, 6, 17*, 19* Attempts to Rationalise; items 1, 2, 3, 8
Isolation; items 11, 12, 13, 14

* Denotes reversed item,
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Appendix 5

Injury Goal-Setting Intervention Study

Interview Guide

Introduction

Having already participated in the first study you will be aware that I have been
doing some research into psychological responses and rehabilitation adherence of
injured performers. As I said when I spoke to you on the phone, I am now
conducting a number of interviews with people who have taken part in the study to
more fully explore some of the information that I have obtained. If you like, to get a
better understanding of peoples injury experiences.

It is important that you know that the information gained from this study
will used to make people who work with injured performers more aware of the
psychological effects of injury. To this end the information gained from this study
will be communicated via academic journals, conferences, and lectures. I must
however emphasize that the data gained from the study will be completely
confidential and although direct quotes may be used from the interview, your identity
will remain anonymous.

As a possible interview participant it is also important that you are aware
that you have a number of rights. Firstly, your participation in this interview is
entirely voluntary, and you are free to refuse to answer any question at any time, or
curtail the interview at any stage. There are no right or wrong answers to the
questions, and the interview has been designed to try not to lead you or bias you in
terms of your responses. The purpose of the interview is to learn as much as
possible from your experiences. To this end, please take as much time as you want
in responding to any question. If you are uncertain about any question and wish me
to clarify what is being asked then please ask me to do so. If there are any questions
which you would prefer not to answer then just indicate "I'd rather not comment"
and I'll move on. It is important you do not attempt to second guess any questions.
By that I mean provide an answer that you may think I would like you to provide.
Please take as much time as you want in responding to any question.

If you have any questions at any stage of the interview please do not hesitate
to ask them. Do you have any questions about anything I've said so far? The
interview is structured into four sections, which focus on different aspects of your
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injury experience. There is an initial section on demographic / factual information, a
section on the psychological and emotional aspects of injury, a section specifically
related to your rehabilitation, a section on social support, and a final section to
explore any other important aspects of your injury. Okay then if I just reiterate the
focus of the interview we can get started. As I said earlier, I am interested in your

experiences during your recent injury, particularly, your responses to the injury and
throughout your rehabilitation. This includes factors which may have affected your

rchabilitation from injury, and your adherence to your rehabilitation programme.

Demographics

First of all just a few questions about your sporting involvement and your injury.

On average approximately how many hours per week did you spend prior to the

injury, training for, or participating in sport?

Has that changed since the injury? How? Why

How important is your participation / involvement in sport?

What is your current injury status? Do you have any on-going symptoms?
So have you fully not fully recovered from the injury?

Approximatcly how long was it between the injury occurring and your full return to

participation sport?

Psychological Emotional Responses to Injury

I'd like to ask you now about the types of psychological and emotional reactions you
experienced as a result of the injury, from the time it occurred, to your return to full

participation.

* Could you to describe for me the psychological and emotional responses you
experienced, in as much detail as possible? Take your time and try to think of how

you felt, the emotions you experienced, your mood.
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Probe: You might find it easiest to start at the point you got injured and move
through from there.

* How did these change over time / so these changed over time, how?

Probe: Was change in relation to the intensity? or did it involve different emotions,

moods etc.? Could you describe these? What caused these changes?

* Did you experience any major set-backs during your rehab.? / So you experienced
some major set-backs during your rehab. (if stated in response to previous
question).

* What emotions did you experience during these set-backs?

Probe: Were there any specific psychological aspects associated with these set-
backs? How did you feel, what were your moods like?

e What, if anything, dctermined how well you coped with the injury?

Probe: What did you do in order to deal with your experience / what you were
cxperiencing? Did you have some sort of strategy?

e And, with the set-backs, how did you cope with these?

During the period of your injury and rehabilitation, what sort of thing affected the
way you felt on a daily basis (how you felt, what you did, your mood)?

Probe: What sort of things do you associate with good days and bad days?
Describe a good day ... and a bad day?

* How would you describe to someone who was recently injured what they should
expect to experience as a result of being injured? Take your time.

Probe: How they'll feel. The difficulties they'll experience.
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Injury Rehabilitation

I'd now like to ask you now about specific features of your rehabilitation.
¢ Can you describe for me your rehabilitation?

Probe: You could start with the rehab. programme (exercises) itself.
Probe: How did you find this / these?

e How did you feel about your rehabilitation?

Probe: Your progress?

Probe: Who did you feel was in control of it?

Probe: To what extent did you adhere to the exercises / programme?

Probe: Can you tell me about some of the things that influenced your adherence to

the programme?
* What about the psychological and emotional responses you described earlier, what
effect did these have upon your rehabilitation? ... Or did your rehabilitation, and

how it was going determine how you felt? (if not stated in response to previous

question).
* What about rehabilitation goals / targets?

Probe: Did you have any?

Probe: And who set these, did you discuss them with anyone?

Probe: Can you describe them for me?

Probe: How did you feel about them?

Probe: Do you consider they - had any affect on your rehabilitation, on the way you

felt / would have had any affect on your rehabilitation, on the way you felt, on your

progress?
Probe: What type of affect?
Probe: How important do you consider them to be?

» To what extent was rehabilitating quickly and getting back to sport a priority?

Probe: What motivated you to get back?
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Probe: How did this affect your rehabilitation?

* Was there anything else in relation to your rehabilitation, that you think we
haven't discussed?

Probe: Either in terms of your adherence, your psychological and emotional
responses, or even your treatment?

» Just two further questions before we move onto the final section. Based on your
experiences, what advice would you have for other injured performers that might
help their rchabilitation? Take your time.

Probe: things that worked well for you, things you would advise against?

Similarly, based on your injury experience what advice would you give to doctors

and physiotherapists involved in the treatment and rehabilitation of injured

performers?

Social Support

I'm interested now in the help, or if you like, support you received from other people
during the time you were injured.

* What sort of help or support did people provide?
* Who provided this?
* How did you feel about the amount of help or support you received?

Probe: Did it differ from normal in any way?

e What type of help or support would you have found useful, but didn't get from

anyone?

Probe: Was this important? Did it affect you in any way?

* How much help or support would you normally get from other people?
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Probe: From friends, family, team mates. Do you normally look to other people for

support / help?

* Could you describe for me any other type of help / support you feel you would
have benefited from?

Probe: And, was it available?
Probe: Is this the type of support that you think other injured performers would

benefit from?

Overall Experience of Injury

I've just got a few general questions to conclude.

* Could you describe for me anything positive that you associate with your injury?

 Similarly, what are the negative features you associate with being injured?

* Finally, is there anything else I should know about, or I should ask you about, in
order to understand what you felt, thought, and did, while you were injured, and
rehabilitating?

Probe: E.g., what motivated you, what helped, what hindered etc.

Conclusion

Well, we've discussed a lot of things in relation to your injury, do you feel there is
anything we haven't discussed that would be relevant to the overall context of your
injury experience.

I will now go away and get the interview transcribed / typed. Once that has
been done I'll send you a copy of the interview and if you could read it, I'll give you a
ring to check that you're happy that it accurately reflects how you felt. At that stage
I can add anything you think needs to be added, or omitted.

In the meantime if anything comes to mind once I have gone, I would really

appreciate a call.

Thanks very much for sparing the time to assist my research. Its been invaluable.



