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At the time of going to press we have all just witnessed the astonishing headlines that a League One 
club is set to sue their former doctor for around £13 million. Whilst it is not appropriate to comment 
on any details of this case, there is no doubt that this will have sent shockwaves through medicine 
and performance teams working in the professional game. 

Discussions among our members are no doubt revolving around the extent of their own professional 
indemnity cover and departments will inevitably be reflecting on their own practices. I am confident 
that the vast majority of these will be in good order. Our members are professional and practise at the 
highest level of the game and while there are immense pressures on staff at times, such pressures 
are mitigated by the high standards that are held, conducted and operated by the medicine and 
performance teams. 

Working as a part of a multidisciplinary team, good communication is paramount in order to 
avert certain potential risks. A cohesive and unified approach reduces the lack of understanding 
that can occur between colleagues, ensuring that best outcomes can be achieved and maintained. 
Underpinning medical and performance teams throughout the UK   is the support of the FMPA which, 
over the past 10 years, has gathered a team of experienced and knowledgeable experts covering the 
legal minefield of employment law and fitness to practise as well as industry insurers who advise 
on the complex arena of Indemnity provision. The fact that the FMPA engages in and understands 
these and other key issues is vital in supporting the needs of our members and we will continue to 
remain at the forefront within these fields as well as challenging those areas of concern to us.

If you should have any questions regarding your insurance cover, the FMPA can clarify these for you 
and don’t forget that as a Member, the FMPA provides a free evaluation service conducted by our 
lawyers, to ensure you have a robust and appropriate contract in place.

Magazine Landmark
Unbelievably this is the 30th edition of our magazine. I recall the very first edition we distributed 
and clearly remember at that time worrying about where we would get the content to keep the 
magazine rolling. Articles did emerge however and indeed many authors were very grateful to have 
a publication through which to showcase their work. We have subsequently witnessed the evolution 
over the past few years of what is now a key component of membership providing news, views and 
importantly a scientific platform for cpd. It is also a terrific medium through which our commercial 
partners can reach their audience.

We are now entering a new chapter of course with the appointment of a new editor. Together we 
will be looking to develop forthcoming editions in terms of content, style and format, ensuring that 
this unique publication continues to evolve and perhaps even reach a more international audience.
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It gives me great pleasure to welcome you to this special edition of the 
FMPA magazine which is dedicated to mental health. Thankfully the 
subject is receiving much greater attention in football, and this is perhaps 
perfectly highlighted by The FA’s recent Heads Up Campaign.  

However, while greater awareness is needed, it is not without some 
caution. On BBC 5 Live a few years ago, Clarke Carlisle and his wife reflected 
on the potential downside of raising mental health awareness. As more 
people tuned into their mental well-being, and sought help, the services 
grew overwhelmed. It became clear that the support people needed was 
hard to come by.

Hopefully that’s beginning to change. Football, in particular, can play an 
instrumental role in promoting mental health awareness, and as you’ll 
read in Dr Alan Pringle’s article in this edition, it can play a key role in 
treating mental health issues too. 

As practitioners within the game - sport scientists, physiotherapists, 
doctors and the entire MDT - we are ideally placed to recognise and 
support players who are suffering. I hope the content in this edition will 
provide you with some of the knowledge to be able to do so. 

But it’s not just footballers who are at risk, we must also look out for our 
colleagues. The recent challenges at Bury and Bolton demonstrate the 
fragility of our industry, and support staff are perhaps more vulnerable in 
times of adversity than players. 

I hope you enjoy this edition, and if ever you would like to contribute to the 
magazine or provide feedback, don’t hesitate to get in touch.

EDITORIAL
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FMPA UPDATES

“I would like to thank the 
FMPA, and especially Eamonn 
[FMPA CEO] and Martin 
[FMPA Lawyer] for their 
invaluable legal advice and 
support during this incredibly 
challenging period.”  

Matt Barrass 
Head Physiotherapist,  
Bolton Wanderers FC

After the conclusion to the 
problems at Bolton Wanderers 
I would like to thank the 
FMPA for their support during 
what was an extremely 
difficult time.  They were 
available at all times and their 
advice and assistance were 
invaluable.  As a Medical and 
Performance practitioner I 
was totally unprepared for the 
situation I found myself in and 
the staff and lawyers at the 
FMPA provided the guidance 
I needed to cope with an 
unprecedented situation.”  

Nick Allamby 
Head of Sports Science 
Bolton Wanderers FC

updates

8 www.fmpa.co.uk

CONTINUAL FMPA SUPPORT THROUGHOUT

Mental Health
The change of format for this edition of 
Football Medicine and Performance has 
enabled us to have a specific focus on a 
topic. This issue concentrates on mental 
health care. This magazine therefore 
follows neatly on from our mental health 
symposium held last season, and indeed 
some of the video presentations from 
this event are now being loaded on to our 
website for open access to  all practitioners 
throughout the game. These include talks 
by Dr Phil Hopley, Consultant Psychiatrist 
at Cognacity, Colin Bland, CEO of Sporting 
Chance and Professor Andy Smith, Prof. 
Sport and Physical Activity from Edge 
Hill University. These videos will serve to 
complement the articles in this edition.

The FMPA is also in the process of 
producing a position statement on mental 
health in football with a focus on the 
staff as well as players. This is being led 
by Dr Subashis Basu at Sheffield United 
and is being co-authored by some of the 
aforementioned presenters.

Reflecting on the Instability and 
Uncertainty within Football
The FMPA was established in order to 
provide support and assistance to members 
in their time of need. The situation at 
both Bury FC and Bolton Wanderers FC in 
recent months has, without doubt, been 
difficult for all concerned and not least our 
Members.

The FMPA have been in constant 
dialogue with Members via the Heads of 
Departments at both Clubs and have also 
facilitated direct contact with our lawyers 
who were able to offer expert guidance and 
advice throughout this time.

In a time of grave uncertainty members 
were able to seek all the confidential 
support they needed from the FMPA.

Sports Scientists Stable
The FMPA have seen a change in trend 
recently in terms of job security for its 
members. In particular Sports Scientists 
appear to have enjoyed relative stability 
during this past close season and in the 
early part of this campaign, which has 
been reflected in the lower incidents of 
job posts on our website. Likewise, while 
there has been some movement in terms of 
physiotherapy posts becoming vacant, the 
trend here has been for clubs to promote 
from within and then attempt to recruit 
at academy level. Hence the huge number 
of academy positions advertised of late. 
Whether this is simply an anomaly or the 
beginning of a new approach by clubs, only 
time will tell, but it is clearly one which we 
will monitor.

“The recent situation at Bury 
FC meant this was a difficult 
working environment for staff 
as well as players with added 
financial struggle. Personally, I 
was extremely grateful for the 
support and guidance offered 
by the FMPA throughout 
this period, especially from 
the help of Martin Price 
[FMPA Lawyer].  In such 
circumstances it is vital to 
have somewhere to turn to 
and the FMPA did everything 
they could to help me during 
this time.”  

Tom Walsh 
Sports Therapist, 
formerly Bury FC

FMPA UPDATES
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ENHANCED EXIT 
STRATEGY

BJSM/JSSM UPDATED SWIMEX 
CONTACT 
INFORMATION

SONLEVO ON BOARD 
AS BUSINESS 
PARTNERS 

Looking after our members is a priority for 
the FMPA. On exiting a club, full members* 
can benefit from expert legal guidance and 
advice in tackling the immediate issues 
surrounding their departure. We place a 
clear emphasis on keeping our members 
profile current and supporting them in 
their endeavours to return to the game 
or develop a private practice/consultancy. 
Our register of practitioners does not just 
host a profile picture. The FMPA have two 
full-time staff who promote Members on 
a regular basis through a raft of mediums 
to professional clubs, colleagues and the 
non-league and grassroots game.

Here is how we can support and assist 
members who find themselves out of 
work. This will include:

•	 Immediate advice and guidance from 
the FMPA on all matters leading up to 
a settlement offer.

•	 The very best legal support on a one 
to one basis from our expert Lawyers 
who have handled over 200 successful 
claims on behalf of the FMPA.

•	 Automatic change of membership to 
Affiliate with cost savings as a result.

•	 Opportunity to place members in 
touch with a colleague who has gone 
through the same process.

•	 The offer to post a statement on our 
website.

•	 Opportunity to submit an article 
for the FMPA Magazine, which will 
highlight your expertise and bio 
keeping your profile current

•	 Free listing on the FMPA Register for 
minimum12 months*

•	 Full support and assistance with your 
Register profile

•	 Active social media promotion 
showcasing your experience and 
expertise

Contact admin@FMPA.co.uk for full 
details

The FMPA are delighted to have concluded 
negotiations with both the BJSM and the 
JSSM to officially give direct access to all 
members to both journals via our website 
and as part of our membership. This forms 
part of our educational provision, sits neatly 
alongside other articles/videos, and is a 
terrific service to offer members giving full 
access to these prestigious publications.

Please note the change of contact for our 
Business Partner, Swimex.

This is an amendment to the details on the 
current wall planner.

www.swimex.com

Info@aquathermae.co.uk

01989 770909

Sonlevo, a new British mattress brand, have 
joined the FMPA as a Business Partner in 
what is seen to be a long-term strategy for 
the company.

Sonlevo is proudly British and dedicated 
to providing supremely comfortable, 
cool sleep; all Sonlevo mattresses are 
manufactured in Oxfordshire using 
components sourced through UK companies 
ensuring complete control over quality. 
Affiliate partnership status has already 
been secured with the Professional Football 
Association (PFA) and Football Medicine 
and Performance Association (FMPA) 
recognising that there is no substitute for 
a good night’s sleep, especially for elite 
sportspeople 
“We are delighted to have secured an 
exclusive partnership with Sonleivo 
knowing that they are an innovative 
and forward thinking company. There is 
certainly keen interest among our members 
in relation to ‘sleep’ and we look forward 
to working with the company for many 
seasons to come,” said Eamonn Salmon, 
CEO of FMPA.



•	 The term injury prevention focuses 
attention on numbers of injuries; 
however, the severity of injuries also 
contributes to the total injury burden. 
The correct term should therefore be 
injury mitigation; otherwise research will 
only address half the problem.

•	 Injury causation models describe 
relationships between risk factors and 
injury; injury mitigation models describe 
the management processes used to 
reduce injury burden. 

The following sections discuss injury 
mitigation models.

Measurement Loop (ML)
ML7,8 was designed to evaluate health 
interventions aimed at reducing morbidity 
and mortality in the community. ML is a 
7-stage process – Stage-1: determines 
levels of morbidity and mortality; Stage-2: 
determines aetiology and causation of 
morbidity and mortality; Stage-3: assesses 
programme effectiveness in terms of 
efficacy, screening accuracy, provider 
compliance, patient compliance, uptake 
of intervention; Stage-4: determines 
programme efficiency; Stage-5: assesses 
feasibility of implementing the programme 
in the community; Stage-6: monitors the 
programme; Stage-7: assesses residual 

illness burden. ML underpins most current 
sports injury mitigation models.

Public Health Approach (PHA)
PHA9 is a 4-stage process – Stage-1: 
defines the problem through health 
surveillance; Stage-2: characterises 
risk factors; Stage-3: develops and 
evaluates the prevention programme; 
Stage-4: implements effective prevention 
programmes. PHA retains four of the seven 
ML stages. PHA has also been combined 
with Haddon’s matrix to provide a 
3-dimensional model covering programme 
content and implementation timescales10. 
The World Health Organisation advocates 
using PHA for developing community-
based injury and illness mitigation 
programmes11.

Sequence of Prevention (SoP)
SoP12 is a scaled-down version of ML 
and a replication of PHA. SoP is a 
4-stage process – Stage-1: determines 
incidence and severity of injuries; 
Stage-2: determines aetiology and 
mechanism of injuries; Stage-3: introduces 
intervention programme; Stage-4: 
measures effectiveness of programme. 
SoP was described in 2015 as13: “the 
model of choice in the evaluation of injury 
prevention strategies over the past two 

decades”. This statement raises concerns 
because there are inherent weaknesses 
within the SoP model. Stage-1 does 
not explain the importance of ranking 
risks by injury burden2, so that high-risk 
injuries are prioritised. Stage-2 does 
not address the context within which 
injuries are sustained14; an issue that was 
acknowledged in 201815: “In the past 25 
years, the ‘sequence of prevention’ of 
sports injuries has been mostly applied 
to produce context-free evidence, i.e. 
describing the problem and following the 
steps in controlled environments that 
did not consider the context as part of 
the problem from the outset”. Examining 
mitigation programmes within controlled 
environments and expecting them to 
behave similarly in real-life situations 
is naïve and bound for failure. Stage-3 
does not provide standards against 
which to assess mitigation programmes. 
Stage-4 does not provide criteria against 
which to judge whether an intervention 
can be deemed successful. Researchers 
following SoP generally use simple post-
hoc binary outcome measures of whether 
the programme produced statistically 
significant changes in the incidence of 
injury. The relevance and acceptance of 
mitigation programmes by team coaches, 
medical staff and players and guidance on 
how programmes might be incorporated 
within a team’s existing training schedule, 

FEATURE / COLIN W. FULLER – COLIN FULLER CONSULTANCY

INJURY MITIGATION IN TEAM SPORTS. 
PART-1: A REVIEW OF CURRENT DOGMA

Introduction
Professional sports are businesses; as such, 
they should adopt management practices 
that minimise risk levels and increase the 
prospect of long-term survival within the 
sport entertainment market. Businesses 
measure performance using a range of 
indicators1, such as production rates, product 
quality, customer satisfaction and return 
on investment: professional sports use 
similar indicators, such as win/loss ratios, 
promotion/relegation, spectator satisfaction 
and financial stability. Because performance 
indicators are invariably linked to injuries 
sustained within the working environment, 
injury mitigation is an important issue for all 
businesses1.

Injury burden2 in professional football is 
three orders of magnitude greater than that 
experienced in most workplaces3. While the 
risk of lost-time injuries within the general 
workplace has decreased by ~50% over the 

Colin W. Fuller

Colin Fuller 
Consultancy Ltd
Main Street,
Sutton Bonington,
LE12 5PE
UK

past 25 years4, injury risk in professional 
football has remained largely unchanged5. 
The failure to reduce injury burden in 
football and other team sports prompts 
questions, such as: “Are current injury 
mitigation practices appropriate?” and “Why 
have researchers not investigated injury 
mitigation strategies employed in successful 
businesses?” This three-part review provides: 
a critical examination of current approaches 
to injury mitigation in team sports (Part-
1); an assessment of risk management in 
sport (Part-2); ways to improve sports injury 
mitigation research (Part-3).

Injury Mitigation Models
Effective models should provide evidence-
based systems that guide practitioners 
through each stage of the injury mitigation 
process6.  Before discussing current models, 
it is important to clarify two points:

This paper is based on the 
author’s Keynote lecture presented 
at the 6th Football Medicine 
& Performance Association 
Conference on 17 May 2019.

feature
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THE ROLE OF FOOTBALL CLUBS IN 
SUPPORTING COMMUNITY MENTAL 
HEALTH INITIATIVES

FEATURE / DR ALAN PRINGLE

In recent years football clubs across the 
UK have begun to develop and deliver a 
range of programmes and projects aimed 
at mental health promotion and mental 
health interventions. Applying mental 
health interventions through football 
is effective as it can act as a “hook” 
to empower people to discuss mental 
health issues1. Components of the club 
infrastructure and identity, such as the 
ground or the badge can be important for 
engaging supporters, especially men2, and 
can help reduce the stigma attached to 
exploring mental health issues.

Using football grounds as a venue, 
applying the language of football as a 
metaphor, and utilising the sport itself 
as a tool for engagement has meant that 
some football clubs have begun to have a 
very positive impact on the mental health 
of their local communities. While the clubs 
lend their brand to these initiatives, the 
majority of the mental health work carried 

out is by the “Football in the Community” 
(FITC) branches of the clubs. Often, the 
delivery of these programmes is carried 
out by football coaches rather than 
mental health professionals, and most of 
the mental health interventions offered 
seek to complement rather than replace 
“standard” or conventional treatment3.

Football is Medicine – the 
use of football to treat mental 
health conditions
Many of the programmes designed to 
support those with mental health problems 
involve playing the game itself. The 
physical benefits of playing are matched 
by the fact that engaging in exercise has 
positive benefits on mental wellbeing 
and psychological functioning in adults4, 
children and young people5.  It is well 
known that engaging in exercise can lead to 
improvements in mood, sleep6 and impacts 
positively on psychological stress7. 

Dr Alan Pringle

Assistant Professor
University of Nottingham
School of Health Sciences
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while issues of paramount importance, 
are not included within SoP and are rarely 
considered pre-intervention. Too often, 
reasons for the lack of uptake and low 
compliance of programmes have focused 
on players’ and coaches’ attitude and 
motivation towards injury mitigation, 
rather than questioning the structure, time 
commitment and return on investment 
provided by the mitigation programmes 
proposed.

Variations to the Sequence of Prevention
Inherent weaknesses with SoP have 
resulted in attempts to improve the model. 
The 6-stage TRIPP model was designed 
to address lack of context and poor 
compliance16. Stage-4 of SoP was redefined 
as an evaluation under ideal conditions, with 
Stage-5 defining the intervention context 
and Stage-6 providing an evaluation of the 
programme within real-world context. In 
2008, it was suggested that SoP should be 
expanded back to seven stages17 by making 
Stage-4 a measure of programme efficacy, 
Stage-5 a measure of efficiency, Stage-6 
a measure of participants’ compliance 
and risk-taking behaviour, and Stage-7 an 
assessment of effectiveness. A proposal 
in 2018, introduced the 3-stage TIP cycle18 
consisting of Stage-1: (Re)Evaluation; 
Stage-2: Identification; Stage-3: Intervene.

The first two variations reintroduced 
stages that had previously been omitted 
from the ML model while the third 
proposal reduced the loop-size in the 
model by presenting Stage-4 as a re-run 
of Stage-1. Although each proposal 
improved the model to some extent, 
none address the inherent weaknesses 
of SoP.

Conclusions
Current approaches to sports injury 
mitigation based on SoP have three 
major weaknesses: they focus on 
reducing the number of injuries 
rather than injury burden; they ignore 
associated injury management issues; 
and they are not developed in real-world 
situations. A review on complexity, 
leadership and management in 
healthcare organisations commented19: 
“Best practices are often frustratingly 
slow to spread in health systems. 
Current thinking attributes this largely 
to the phenomenon of resistance 
to change”. This view reflects the 
unshakeable belief of most sports 
injury researchers that one day SoP 
will provide meaningful reductions in 
sports injury burden. In Part-2 of this 
series the alternative risk management 
approach is examined.
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avid Cotterill is coming up to 6 
months sober when we speak. 
After each month of sobriety he 

collects a chip to mark the achievement; 
“To Thine Own Self Be True” it reads. 
Sharing this with his thousands of 
followers on social media motivates him, 
but perhaps more importantly, it serves 
as inspiration for those who continue to 
suffer in silence. 

Cotterill’s road to recovery has known 
more turbulent times. His career in 
football has taken him the length and 
breadth of the country. Spells with Bristol 
City, Wigan and Sheffield United preceded 
a move to Doncaster in 2012 where his 
destructive relationship with alcohol 
gathered momentum; “I was drinking 
three or four bottles of wine, and then 
going out to train. I was basically trying to 
fill a void”. Ironically, Cotterill admits he 
was playing well despite this dependence 
on alcohol, but the addiction had begun to 
hurt other aspects of his life including his 
relationships. 

During his time playing for Sheffield 
United, Cotterill gained an invaluable 
mentor. Gary Speed would drive the pair 
back and forth from Manchester, where 
they both lived, for training and Cotterill 
recalls those days fondly; “He was a huge 

influence on me, an amazing person to 
be around and an exceptional friend. 
We would have long talks in the car, 
about what it means to be a professional 
footballer – as a young footballer, those 
conversations kept me grounded”. 

Gary Speed’s untimely death rocked 
football to its core, and shone a light on 
the hidden mental health crisis within 
the game. Clarke Carlisle, Danny Rose, 
Marvin Sordell, Aaron Lennon – more came 
forward to share their struggles, showing 
that mental illness does not discriminate 
based on career, wealth or status. In recent 
times, Cotterill has become a champion for 
mental health, encouraging young men to 
discuss their feelings, and to seek help for 
their addictions. These efforts have led to 
Cotterill establishing the David Cotterill 
Foundation, whose stated mission is “to 
help everyone realise that it’s braver to talk 
than to suffer in silence”. 

Life has changed for Cotterill as he seems 
to have found a renewed sense of purpose, 
but it could have been much different. It 
was at a time of his greatest professional 
success that he felt the lowest, in 2016, 
when Wales reached the semi-finals of 
the European Championships. During 
this tournament, he felt “really lonely, 
like there was nobody I could talk to”. 

He expresses empathy for support staff; 
“Their job is to get players to perform 
on the pitch, they’re not thinking 
about potential mental health issues”. 
Nevertheless, he felt isolated; “.. the best 
thing I could do was to keep quiet, and 
not jeopardise my place”. At other times 
of crisis, suicide haunted his thoughts, 
and this led to attempts on his own life. 
He considers this as a turning point, as 
the moment that allowed him to turn his 
energies towards helping those who face 
similar struggles to those he has overcome. 

Should football do more to support the 
mental health of its players? Cotterill 
believes so, and he is particularly concerned 
about young players who fall out of the 
game who may not have the financial 
security of established professionals; 
“There needs to be better support in place 
for younger players, clubs can do more to 
help that transition”. He also echoes the 
calls for there to be a better recognition of 
how injuries may impact on mental health 
as much as physical health. 

The road ahead of Cotterill is long, and 
filled with uncertainty. His impact on 
others to date is extraordinary. However, 
as with recovery from any addiction, he 
knows that challenging days lie ahead, but 
for now, he’ll keep collecting those chips.

DAVID 
COTTERILL’S  
ROAD TO 
RECOVERY
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In some specific mental health conditions, 
like schizophrenia, research suggests 
football can have a marked impact. 
Programmes for people with psychosis 
have had a positive impact on the mental 
health of participants, and participation 
provides a distraction from illness, leads 
to improvements in concentration and 
alertness, and improvements in self-
esteem8. Further studies have found that, 
overall, physical activity has a beneficial 
effect in helping contain the symptoms of 
schizophrenia9,10.

Within the field of mental health, the most 
extensively researched condition to benefit 
from football and other forms of exercise 
is depression where the impact has been 
very positive11,12.  In a 2013 Cochrane 
review examining the effect of exercise on 
depression, it was found that the inclusion 
of an exercise component typically 
enhanced the efficacy of treatment 
programmes13. 

Developing Mental Health Initiatives 
within Football Clubs
The idea of using football environments 
as a venue for mental health interventions 
has become more common in recent years. 
The positive impact of using such venues 
has been seen in evaluations of several 
programmes1,3 as has the delivery of 
mental health interventions by football 
coaches14. The fact that the venues are 
a non-clinical environment is felt to be 
important for some people who say that 
they can feel  intimidated by hospital 
settings or are afraid that people will see 
them accessing a mental health unit1,14.

The development of mental health 
expertise in some organisations has seen 

some football clubs delivering a whole 
portfolio of mental health programmes 
from within the club. For example Everton 
in the Community offer programmes like 
Tackling the Blues for school age children, 
Imagine Your Goals for men, Pass on the 
Memories for older people with dementia, 
and Blue Belles a project that offers 
advice and support of mothers who have 
children with conditions such as autism 
and ADHD. Similarly, clubs like Notts 
County have mental health groups for 
men, women, school age children, and for 
prisoners with mental health complaints.

One of the developing strengths in the 
football and mental health world is the 
consolidation of relationships between 
football clubs and other organisations 
that can help in the delivery of these 
projects.  Everton in the Community have 
been working closely with Mersey Care 
NHS Trust since 2007 and have built a 
very strong relationship between the two 
organisations. Similarly, Notts County 
Football in the Community have developed 
strong relationships with Nottinghamshire 
Healthcare NHS Trust and have senior 
staff from the organisation on their 
strategic steering group.

Conclusion
There is overwhelming evidence that 
football may be highly beneficial in 
the management of mental health 
conditions. This gives hope to the 
relationship between football and 
mental health provision developing 
further, and perhaps in the future 
one of the first places someone 
might go for help, support, or advice 
about a mental health issue might 
indeed be their local football club.
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FEATURE / GARY BLOOM

THE ROLE OF A PSYCHOTHERAPIST 
IN A FOOTBALL LEAGUE CLUB 

A 13 year old boy sat opposite me – his 
head bowed in the small counselling 
room. His said. 

“I’m gonna do it an’ all – I mean it – I’ve 
written the note to Mum saying goodbye 
and I’ve got the tablets – you won’t see 
me again after today.”

Before working in a football club I’ve 
worked as a psychotherapist embedded 
within state schools in the south of 
England. My job there was to work 
with under achieving pupils both 
behaviourally and academically.

Tommy (not his real name), was 
quite typical of the students I was 
working with. Very bright although 
underachieving, and eeking out a living 
selling soft drugs locally, but found 
himself in the impossibly traumatizing 
situation of being caught in the crossfire 
of the messy divorce between his Mum 
and Dad.

Dad was a heavy user of drugs himself and 
yet the pair were close. Tommy‘s Mum, 
hoping to protect her son, banned all 
contact between son and dad, and Tommy 
was having to deal with life without Dad, 
and finding it hard.

Tommy’s suicide intentions were real 
enough, and with help from the school and 
social services we stopped a deteriorating 
situation getting worse. Last I heard 
Tommy was doing okay.

So when a football manager contacted 
me at the start of last season to see if I 
could help him (they were firmly planted 
at the bottom of the league) I wondered 
if the same philosophies I brought to 
the state school (prevention before cure) 
could work.

But whereas the school students 
have been politely requested by their 
Headteacher to engage with me, how 
would a group of pro footballers react 

when a psychotherapist came through the 
gates of the training ground.

A colleague of mine had warned me that 
I would encounter the ‘one third rule’  – 
a third of the squad would buy into my 
work, a third would be polite but have 
minimum engagement and a third would 
ignore me. That colleague was right but, 
just like my work within the schools, this 
article is about the way an embedded 
psychotherapeutic influence can make 
positive change possible.

I visited the training ground every 
Thursday morning when the first team 
manager would check in with me about 
his stress and also shared with me his 
concerns about which players were on his 
mind – or disturbing his sleep, as he used 
to put it.

The first match I attended the team lost 
at home and with the home fans chanting 
“you’re getting sacked in the morning“ 
and the managers PA in tears, I knew I 
had a job and a half to do.

The manager had a reputation for 
disputing every decision with the fourth 
official and gesticulating wildly, which 
wasn’t going down well with the keyboard 
warriors on social media. 

Post-match interviews were often a 
rant against the officials who had given 
a marginal decision against his team, 
or blaming the players for their lack of 
performance  - much like Yosemite Sam 
firing bullets anywhere and everywhere. 

This was the area I worked on first. I 
urged him (one of the most modern 
thinking managers in terms of tactics 
in the game today) to praise the fans 
more, accept the highs and lows of the 
game, and leave the fourth official alone. 
Basically, to reign in his emotions and 
present a more measured front.

Progress was slow but the team began 
to pick up points. I worked on the 
inter-personal relationships within and 
across the club, dealing with issues 
such as bullying and sexism, and aiming 
to improve the cohesiveness amongst 
players and staff. 

Working closely with four first team 
players who were struggling with 
their form, we addressed standard 
psychotherapeutic issues such as 
relationships, depression and anxiety, 
along with issues that might normally 
fall within the ‘sport psychology’ 
category such as focus and concentration, 

visualisation techniques,  and goal 
setting – both literal and metaphorical.

Some players were dealing with personal 
problems that once resolved resulted in 
a quick upturn in their form.

One player went from first-team 
outcast to regular starter and with his 
performances catching the eye, got a 
new loan deal at the seasons end.

It wasn’t just the first team who were 
interested in my work. I offered support 
to the first team coaching staff who 
were struggling with personal issues 
and then extended my services to the 
academy - working with players from 9 
to 23 years old. 

I held seminars with all the academy 
coaches, players and parents, gently 
educating them about the psychological 
impact of criticism and praise, and how 
to use both more effectively, and how to 
best support and nurture the adolescent 
talents. 

I’d love to report that I got 100% buy in 
from the get go, but that would not be 
true. Initially there were many sceptics, 
one match day when the team had been 
narrowly beaten, an associate director 
commented to me; “Blimey! I thought 
you were here to help.”

I often felt in an impossible position 
- lose and it was my fault – win and it 
had nothing to do with me. Yet over 
the course of the season, as trust and 
respect grew, more and more players 
confided in me and I found myself 
working closely with the 4 first-team 
regulars who’s improving form helped 
guide the club to safety by the season’s 
end.

My end of season report detailed the 
player survey results at the start and 
end of the season measuring their 
relationship with the football club, 
utilised the strength and conditioning 
stats to illustrate improvements of the 
4 players I worked most closely with, 
and used theoretical transfer values to 
put actual monetary figures on their 
enhanced performance.

I was trying to assess what is 
notoriously difficult to measure – the 
impact of a psychotherapist on the 
football club. I proudly submitted my 
glossy report full of data and shiny 
graphics, statistics and charts and sent 
it off to the board of directors and 
waited eagerly for a response. 

There was none. Nothing. Nada.

But it must have had an impact, as four 
months later and I have been invited back 
to begin a new season of work that I hope 
will go deeper and wider in all its aspects.

If you’re wondering what the results are 
of my data here it is.

Gary Bloom

Sports psychotherapist Gary 
Bloom works for a football 
league club. Here he explains 
what the benefits are of having 
a sports psychotherapist on 
the payroll.

I think it fair to say not every person at 
the club will be rushing to see me next 
season – I know that. 

But I take comfort that the member of 
staff most sceptical of psychotherapeutic 
services approached me at the season’s 
end last May and whispered;

“Look - it’s not for me this stuff, but I’ve 
seen the difference you’ve made.“

High praise indeed. 

To contact Gary Bloom email  
g.bloom@cognacity.co.uk

The ‘4’s‘ theoretical transfer 
value went up by 400%

Their strength and 
conditioning statistics improve 
by a third.

Results improve to a point 
where the club ended up in 
mid-table.

The tactical awareness of 
the “4“ showed marked 
improvement.

Coaching staff and players 
connectivity with the club and 
each other improved based 
on the survey results.

The Results
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FEATURE / VINCENT GOUTTEBARGE & GINO KERKHOFFS

MENTAL HEALTH SYMPTOMS IN 
PROFESSIONAL FOOTBALL

In professional football, most of 
the epidemiological studies have 
been directed towards the physical 
health of players, principally towards 
the occurrence of musculoskeletal 
injuries and more recently their 
prevention. By contrast, scientific 
information about the prevalence 
of mental health symptoms among 
active or former professional 
footballers remains limited. This 
is surprising because (i) anecdotal 
reports of active or former 
professional footballers with mental 
health symptoms have been released 
in the media for many years, and 
(ii) professional footballers are 
(cumulatively) exposed during and 
after their career to specific and 
non-specific stressors that might 
lead to mental health symptoms. 

Mental health symptoms versus mental 
health disorders
Mental health disorders are typically 
defined as conditions causing clinically 
significant distress or impairment that 
meet certain diagnostic criteria such as 
in the Diagnostic and Statistical Manual 
of Mental Disorders 5 or the International 
Classification of Diseases.1 Mental health 
symptoms refer to self-reported adverse 
or abnormal thoughts, feelings and/
or behavior that do not meet specific 
diagnostic criteria and do not necessarily 
cause significant distress or functional 
impairment.1 In professional football, 
nearly all epidemiological evidence 
available is directed towards mental 
health symptoms. Examples of mental 
health symptoms are related to distress, 
burnout, anxiety, depression, sleep 
disturbance or adverse alcohol use.

Prevalence of mental health symptoms 
in professional football
In recent years, several studies have been 
conducted about the prevalence of mental 
health symptoms among active professional 
footballers. In 2013, a preliminary study 
was conducted in a sample of 149 male 
professional footballers (mean age of 27 
years; mean career duration of 9 years; 60% 
playing in the highest professional league) 
from Australia, Ireland, The Netherlands, 
New Zealand, Scotland and United States.2 
In this cross-sectional study, the 4-week 
prevalence of mental health symptoms 
was 10% for distress, 26% for anxiety/
depression and 19% for adverse alcohol use.2 

Subsequently to this preliminary study, a 
twelve-month prospective cohort study was 
conducted among 607 male professional 
players (mean age of 27 years; mean career 
duration of 8 years; 55% playing in the 
highest professional league) recruited in 11 
countries.3 In that study, the same scales 
for measuring mental health symptoms 
were used as in the preliminary study. 
The 4-week prevalence of mental health 
symptoms found at baseline was 15% for 
distress, 38% for anxiety/depression, 23% 
for sleep disturbance and 9% for adverse 
alcohol use.3 A sub-analysis of these baseline 
data showed that the prevalence rates of 
mental health symptoms were quite similar 
across five European countries, ranging from 
6% in Sweden for adverse alcohol use to 
43% in Norway for anxiety/depression.4 A 

study among 471 top-level football players 
from Switzerland found a prevalence of 8% 
for mild to moderate depression, 3% for 
major depression, and around 1% for an at 
least moderate anxiety disorder.5 In that 
study (using different scales for measuring 
depression and anxiety than those used the 
studies aforementioned), male players had a 
lower prevalence of depression and anxiety 
than female players.5

In the preliminary and cohort study 
aforementioned, the prevalence of mental 
health symptoms among retired professional 
footballers was also explored. In a sample 
of 104 male professional footballers (mean 
age of 36 years; mean career duration of 12 
years; mean retirement duration of 5 years), 
the 4-week prevalence of mental health 
symptoms was 18% for distress, 39% for 
anxiety/depression and 32% for adverse 
alcohol use.2 The subsequent cohort study 
conducted among 219 male professional 
players (mean age of 35 years; mean career 
duration of 12 years; mean retirement 
duration of 4 years) showed similar 
prevalence rates, namely 18% for distress, 
35% for anxiety/depression and 25% for 
adverse alcohol use.3

Stressors for mental health symptoms 
in professional football
In professional footballers as in elite 
athletes from other sports, the occurrence 
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Amsterdam, Department of 
Orthopaedic Surgery, Amsterdam 
Movement Sciences, Meibergdreef 
9, Amsterdam, the Netherlands
 
2. FIFPRO (Football Players 
Worldwide), Hoofddorp, the 
Netherlands

of mental health symptoms is usually 
multi-factorial rather than caused by 
a single stressor. The complex and 
dynamic interaction between biological 
(genetic, biochemical, etc), psychological 
(mood, personality, behaviour, etc.) and 
social (cultural, familial, socioeconomic, 
medical, etc.) stressors play a role in the 
occurrence of mental health symptoms 
(as well as physical health problems).6 
This interaction can create a potential 
predisposition and/or vulnerability, which 
can be strengthened by adverse life 
events or sport-specific stressors. 

Recently, the scientific literature has 
shown that professional footballers 
as well as competitive athletes might 
be confronted with up to 640 distinct 
sport-specific stressors that could induce 
mental health symptoms.7 Especially 
injuries that lead to a long layoff period 
can be considered as a major stressor for 
most players. The total number of severe 
time-loss (28 days or more) injuries 
during a football career was shown to 
be positively correlated with distress, 
anxiety and sleeping disturbance, 
revealing that professional footballers 
who had sustained one or more severe 
time-loss injuries during their career were 
2-4 times more likely to report mental 
health symptoms than those who had not 
suffered from severe time-loss injuries.8,9

In professional footballers 
as in elite athletes from 
other sports, the occurence 
of mental health symptoms 
is usually multi-factorial 
rather than caused by a 
single stressor.”
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Special attention to transitioning out of 
professional football
Transitioning out of elite sport such as 
professional football is a difficult period: 
the epidemiological evidence suggests 
that elite athletes transitioning out of 
sport are likely to develop mental health 
symptoms.1 Especially undesired and 
involuntary retirement from sport, for 
instance as a consequence of a severe 
injury, is associated with an increased risk 
of mental health symptoms among retired 
athletes.10 Other stressors such as high 
levels of sport identity, lack of retirement 
planning and lower educational level are 
associated with long-term mental health 
symptoms.1 Therefore, FIFPRO and the 
Amsterdam University Medical Centers 
developed the After Career Consultation 
in order to empower the physical, mental 
and social health of retiring professional 
footballers.11 This support measure 
focusses on several health domains that 
are particularly relevant once retired from 
professional football, among which the 
promotion of a healthy lifestyle and the 
prevention of mental and cognitive health 
problems.10 Based on awareness raising, a 
thorough medical examination and follow-
up counseling if necessary, the After 
Career Consultation or any similar ‘exit 
health examination’ should be supported 
and implemented by all stakeholders 
within professional football in order to 
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Figure 1 
After Career Consultation: information for 
retired professional footballers.

protect and promote the long-term 
health of transitioning professional 
footballers.12

The IOC consensus statement
Mental health symptoms are common 
in professional football but also in 
other elite sports.13 Therefore, the 
International Olympic Committee (IOC) 
selected an international expert panel in 
order to thoroughly review the available 
scientific literature, which led to the 
IOC consensus statement on mental 
health in elite athletes.1 This consensus 
statement addresses all relevant facets 
related to mental health symptoms 
(and disorders) in elite athletes, from 
diagnostic to treatment.1 Subsequently, 
the IOC developed a screening 
assessment and recognition tool for 
the early identification of elite athletes 
potentially at risk for experiencing 
mental health symptoms and disorders 
(intended to be published in the 
British Journal of Sports Medicine). 
This screening tool should be used in 
professional football (ideally embedded 
within the pre-competition medical 
assessment) in order to facilitate timely 
referral of those players in need to 
adequate support and/or treatment, 
as well as to allow the prospective 
monitoring of mental health symptoms 
among players. 
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HIDDEN IN PLAIN SIGHT – 
MENTAL HEALTH CHALLENGES 
IN FOOTBALL CLUBS 

Recently, mental health and player 
wellbeing has been more openly discussed 
with an acknowledgement that clubs need 
to take responsibility for player welfare. 
Indeed, it has been well documented that 
footballers are at risk of experiencing 
a range of mental health problems1,2. 
Research has identified that up to 26% 
of current and 42% of former footballers 
reported suffering from disordered eating 
and eating disorders3,4, and approximately 
26% of current and 39% of former 
players have experienced anxiety and 
depression3,5. However, eating disorders 
can easily be missed and are difficult 
to diagnose within football, as their 

distinguishing features are often too 
readily accepted as a normal part of an 
elite athletic lifestyle. 

Injury presents a particular risk to players’ 
mental health. There is considerable 
evidence that injury escalates the 
incidence of depression, anxiety, 
addiction, eating disorders, generalised 
anxiety, PTSD and suicidality5-7. The lack 
of appropriate psychological support 
throughout rehabilitation means that 
common harmful coping strategies are 
being used. These include the misuse of 
alcohol and prescription drugs, particularly 
in long-term injured athletes. 

Football clubs often fail to identify the 
incidence and implication of mental 
health problems in their athletes8 which 
is a cause for concern. For instance, 
depression is often misdiagnosed as 
over-training as the latter is perceived to 
be more acceptable and less threatening. 
Consequently, incidences of depression 
might be considerably higher than what 
is currently reported. An unintended 
result of this is the perpetuated stigma 
surrounding mental health difficulties, 
particularly within male dominated sports. 
These factors create a problematic system 
that leaves athletes without sufficient 
support to address their symptoms, 

resulting in the crucial window of early 
intervention being missed. Additionally, 
footballers are less likely to engage 
in help seeking behaviours due to the 
stigma that is attached to mental health 
problems.   

The evidence presents a compelling 
need to address mental health in 
players. Improving mental health 
literacy is paramount given research 
has highlighted that poor mental health 
literacy is a key obstacle to engaging 
in help-seeking behaviours9. Indeed, it 
has been demonstrated that mental 
health literacy programmes improve 
understanding and awareness and create 
behavioural change in football contexts10 
. It has been recognised that other 
individuals working in sport (e.g coaches 
and officials) are also at risk of stress 
and burnout, and also require emotional 
support11. However, currently there is no 
research  that has addressed this from 
the perspective of staff working within 
football. 

Given that the sole focus is on players, 
this highlights the limited approach that 
has been taken to address mental health 
issues in football clubs. Supporting the 
mental health of coaches and improving 
their mental health literacy may improve 
the emotional climate of the club and 

Players/Staff

Lack of Basic 
Safety and Trust

Increased Feelings 
of Uncertainty

Loss of Emotional 
Management

Impaired
Communication

Disempowerment

Impaired 
Judgement/
Thinking and 

Decision Making

Football clubs 
often fail to identify 
the incidence 
and implication 
of mental health 
problems in their 
athletes which is a 
cause for concern.”

improve performance and relationships11. 
However, there are few mental health 
literacy programmes that have been 
adapted for everyone. This disregards 
evidence highlighting the harmful attitude 
in football of praising mental toughness 
and discouraging disclosure of perceived 
weaknesses12. Indeed, the normalisation 
of the “man-up” culture has meant that 
football has been slow to acknowledge an 
inherent culture that may be contributing 
to mental health problems. 

Due to the high stakes involved in the 
industry, football clubs can be described 
as ‘front line’ organisations with constant 
threat to both players and staff13. These 
threats include: periods of transition and 
instability (e.g. on loan, moving clubs, 
injury, managerial change deselection, 
poor performance, losses), public scrutiny 
and high turnover of staff. In first team 
football living with crisis becomes 
the norm. This has an impact on the 
functioning of the club and everyone 
working within it. Research has shown 
that there are consequences when threat 
is not acknowledged14. Such organisations 
are structured around unhealthy systems 
and patterns of behaviour, which can 
compromise the performance, and 
wellbeing of everyone in it.  Below are 
some of the ways in which individuals are 
affected (adapted)14:
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While these would not be considered as 
mental health problems per se, they are 
indicative of impaired mental functioning 
and can be the precursors to more severe 
issues. When there is constant threat this 
creates uncertainty, therefore, there is an 
increased presence of fear, worry, anxiety, 
perceptions of vulnerability, avoidance 
of decision-making and reduction in help 
seeking behaviours. This creates a culture 
where people feel like temporary assets 
and are unsure of their futures. This feeds 
into their vulnerability and diminished 
sense of belonging. The outcome of this 
is that people and the organisation stop 
functioning optimally. 

The Way forward
So, whilst recognition of the challenge 
of working in football is being brought 
to the fore it is important that action 
is now taken to implement solutions 
to create a safe space for all, where 
awareness of difficulties and asking for 
help are accepted as the norm.  In order 
to create cultural transformations within 
football, that firmly puts the wellbeing of 
everybody on the agenda, change must 
happen across every level of the club. 
It is only through proactive resourced 
prevention supported by committed 
management that cultural shift can occur. 
It is recommended that clubs implement 
an active mental health strategy that 
includes the following elements:
 
•	 Improve mental health literacy 

across the organisation, facilitated 
by appropriately qualified and skilled 
individuals, as this is the cornerstone of 
change. Develop strategies of proactive 

For those that have played golf, there is 
always a shot each time we play that allows 
us to puff out our chest, and feel like the 
game is easy. There will also be the missed 
putt or topped drive that can have us raging. 

But what of the science?  Our research 
published in BJSM (Murray et al 2017- 
Scoping Review), and BMJ Open (Luscombe 
et al 2017) shows golf can provide health 
enhancing physical activity, and thus can be 
expected to have physical health, longevity 
and mental health benefits. Studies specific 
to golf highlight golf will on average increase 
self-confidence, self worth, and has a 
positive impact in groups with conditions 
including PTSD. Additionally, golfers describe 
well-being benefits including fresh air, green 
space and social connections.  Anecdoctally, 
premiership footballers describe it as 
providing a hobby away from football of low 
injury risk, that gets the competitive juices 
flowing. 

At the top end of the sport, the mental 
demands are considerable. These include 
30 weeks per year away from friends and 
family, a complete responsibility for results 
(as opposed to having team-mates), and 
the nature of the sport- for example players 
do not get paid if they are injured. The 
European Tour provides sports and exercise 

G
O
LF

THE ULTIMATE 
MIND GAME? 

medicine doctors on a weekly basis to support 
the players, as well as a confidential helpline.  
The players often have their own network, 
including psychology input. We continue to 
work to the best practice recommendations 
from the IOC Consensus on mental health in 
elite athletes. 

Overall, perhaps similarly to football, golf 
played recreationally has considerable 
mental well-being benefits, while for the 
professionals a strong network to support 
what is a sport with enormous scrutiny and 
psychological load is of huge importance.  

Dr Andrew Murray
Lead Researcher- Golf and Health Project. 
World Golf Foundation
Chief Medical Officer- European Tour, 
European Tour Performance Institute and 
Ryder Cup Europe

prevention including enhancing 
resilience through focused education. 

•	 Appropriate support and supervision 
should be available for staff as well 
as players when needed.  Improved 
awareness of self and others leads 
to early interventions and enhanced 
empathy and understanding. This also 
reduces stigma surrounding mental 
health problems, encouraging open 
communication and increasing help-
seeking behaviours. 

•	 Designate a team of mental health 
first aiders, preferably psychologists, 
who will be responsible for managing 
a number of functions including the 
education of primary stakeholders to 
help increase mental health literacy 
and being the main point of contact for 
staff and athletes where mental health 
issues are concerned15.

•	 Develop a ‘whole’ system approach to 
consider the organisational as well as 
individual response to threat. Inherent 
in this is embedding a robust reflective 
system that closely monitors the impact 
of the strategy at every level of the 
organisation.

If these recommendations are put into 
practice, the impact on wellbeing and 
performance is likely to be enhanced. 
However, it is not enough to just focus the 
mental health agenda on players, ignoring 
the staff and the organisation. To do this 
will only serve as a temporary plaster and old 
problems will inevitably resurface.
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Introduction
Professional footballers are increasingly 
vulnerable to stress and may develop 
addictive behaviours including a reliance 
on substances and/or a gambling 
addiction.  Although in recent times 
a number of high profile professional 
footballers have shared their personal 
experiences of addiction publicly, 
there are undoubtedly many more 
who inevitably continue to suffer 
in silence. The demands within the 
professional game are huge and there is 
a relentless pressure on players to deliver 
performance. Footballers are constantly 
battling for their place in the team or for a 
new contract, which can create doubt and 
uncertainty. Regrettably, some players 
may resort to gambling or substance 
misuse as a way of coping with these 
overwhelming pressures. 

Substance abuse
Substance abuse and addiction is a cause 
for concern in professional football. 
Over the last twenty years, innovations 
in sport science have supported players 
performance through better nutrition 
and recovery strategies. The reports of 
drinking cultures amongst elite clubs have 
diminished, however anecdotal reports 
in the media suggest the problem has 
not been completely eradicated. Current 
and former players continue to access 
the help and support of the Sporting 
Chance Clinic in order to address their 
addiction problems. There are a variety 
of factors that may impact on a player’s 
risk of substance abuse, including injury. 
Injury is the most significant risk factor 
for psychological distress amongst 
professional footballers1, and the overall 
level of injury for a professional footballer 
has been reported to be about 1000 times 
higher than that of a high-risk industrial 

worker2. Injuries can occur during either 
training or during a competitive match 
and they can be debilitating both 
physically and mentally. Professional 
footballers who had experienced two 
severe injuries in their career were nearly 
three and a half times more likely to 
report adverse alcohol consumption 
compared to players who had not 
experienced injury3. Life events and career 
dissatisfaction can also be associated 
with adverse alcohol consumption4. 

There have been a number of top-
level players who have struggled with 
substance addiction, David Cotterill 
is an example of this. He has spoken 
publicly about his issues around alcohol 
dependency and the impact upon his 
mental health and has since developed 
the David Cotterill Foundation to 
encourage others to talk about their 
mental health. It appears that retired 
players feel more comfortable discussing 
their personal issues within interviews 
and autobiographies however it would 
be fair to say that there are a number 
of current footballers that continue to 
suffer in silence. Current footballers may 
also be at risk of using recreational drugs. 
Frequently players are young, they can be 
highly paid, and may have easy access to 
drugs through their social circles. There is 
a suggestion that knowing an athlete who 
uses recreational drugs is a significant 
predictor of own use and top-level players 
are not immune to the risk5. Players such 
as Adrian Mutu and Mark Bosnich both 
tested positive for cocaine use and were 
subsequently sacked by their clubs at the 
time. Both players reportedly experienced 
personal issues away from football which 
may have been a factor in their use. 
Other substances such as permitted 
supplements, opiates, NSAIDs, and 
performing enhancing drugs may also 
be a concern. Later in his career Adrian 
Mutu’s abuse of substances continued as 
he served a nine-month suspension after 
testing positive for a banned appetite 
suppressant. During the 2010 World Cup 
71.7% of all players took medication and 
60.3% took painkillers at least once6. 

The apparent use of performing enhancing 
drugs in English football seems to be rare 
based on the number of positive drug 
tests, however recreational drugs seem to 
present more of an issue7. There is huge 
pressure within elite football, and players 
work, play and train under unrelenting 
stress. High standards are demanded, and 
footballers can be particularly self-critical. 
If a player is also experiencing personal 
stress on top of this, he may not feel 

that it is a supportive environment to 
share his anxieties and concerns and the 
risk of misusing substances as a form of 
escapism or as a coping mechanism may 
increase. Professional footballers can face 
a congested fixture list particular if they 
also play international football. To meet 
these increasing demands footballers 
may choose to rely on substances, either 
prescribed or recreational in order for 
the required level of performance to be 
repeatedly achieved8. 

Gambling
Addiction in football is not just limited 
to substance abuse, there has been an 
increase in addiction related to gambling. 
Professional athletes possess a range 
of factors that increase their risk of 
gambling9. Some of these factors are 
particularly relevant for professional 
football such as being male, being 
young, leaving the family home early to 
join a club and in some cases having a 
considerable income at a young age. In a 
study examining the gambling problems 
of British professional footballers, 
participants suggested that gambling 
within football is rife and also referred 
to an epidemic10. They reported that 
free time, high disposable incomes 
and signing-on fees from professional 
contracts helped increase gambling 
activities. A footballer with a gambling 
disorder will increasingly deny the 
extent of their gambling addiction and 
it may significantly impact upon their 
relationships and career opportunities. 
They may rely on others to provide 

High standards 
are demanded, 
and footballers 
can be particularly 
self-critical.”
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financial help to relieve desperate 
situations caused by their gambling11. In a 
sample of Danish and Swedish footballers 
it was found that the rate of at-risk 
gamblers in football was higher than the 
rate of gamblers from other sports and 
the general population12. 

The Professional Players’ Federation (PPF) 
found that athletes were three times 
more likely than the general public to be 
problem gamblers and they questioned 
whether there is a gambling culture in 
sport13. Their results suggested that 
some players were encouraged to gamble 
by team mates. There have been regular 
reports of card schools on the team 
bus over the years, however as wages 
in football have increased it could be 
argued that the stakes players bet with 
may have also increased. The PPF also 
suggest that gambling sponsorship has 
an impact upon problem gambling. It is 
therefore no surprise that footballers are 
tempted to gamble, as sponsorship and 
advertisements are highly visible across 
all aspects of the game. Elite players are 
not immune to gambling addictions, Keith 
Gillespie has spoken about losing up to 
£100,000 a day at one point, Dietmar 
Hamann stated that he lost over £200,000 
in one night and Joey Barton admitted 
that his gambling addiction is a constant 
battle. He has also suggested that 
gambling is culturally engrained within 
football. Former Premier League player 
Scott Davies has spoken publicly about 
his own gambling addiction and, since his 
recovery he has worked to support other 
players with problem gambling. 

Footballers need to be educated about 
the risks involved with gambling and 
the detrimental affect it can have on 
their mental health. These educational 
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efforts should be complimented by a 
cultural change in a sport where half of 
all Premier League clubs in the 2019/20 
season are sponsored by a gambling 
company and 17 out of 24 Championship 
clubs also have gambling partners. 
Footballers turn to gambling to either 
enhance their mood or alleviate stress 
because it is seen to be an accepted 
leisure pursuit amongst players10. It is 
evident that football has an issue with 
gambling and the governing bodies need 
to further develop and implement self-
awareness programs for professional 
footballers to understand the risks 
associated with gambling. 

Conclusion
It is noticeable that there is a paucity 
of literature examining both substance 
abuse and gambling within professional 
football. Clearly there are ongoing issues 
with footballers accessing prescribed 
and recreational substances, drinking 
to excess and struggling with gambling 
issues. This highlights the importance 
to undertake further research so that 
the issues surrounding addiction in 
football can be more clearly understood. 
It appears that some footballers struggle 
with addiction and there remains a view 
that players cannot admit when they are 
struggling and are worried that if they 
do, they may lose their place in the team. 
In professional football, there is a huge 
emphasis on results and performance. 
Emotional wellbeing, including addictive 
behaviour is currently not viewed as 
a priority.  There should be increased 
support across all professional football 
clubs to encourage footballers to talk 
about their mental health, understand 
the risks of addiction, and to look after 
their emotional wellbeing. 
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Elite sport demands results. For each 
new generation of athletes, the bar is 
set higher. They strive to run further 
and to jump higher to surpass the 
achievements of their heroes. Elite 
sport is competitive. Young athletes 
at the pinnacle of their development 
groups are exposed to training regimes, 
specialised coaching and organised 
competition from ever earlier ages. 
Athletes from as young as under-13 
age groups may be thrust into National 
and International competition1. These 
competitions often serve as “shop 
windows” for scouts and coaches 
to identify future stars, further piling 
pressure upon young athletes2. 
Evidently, young athletes can quickly 
find themselves within a cauldron of 
pressure and expectation. How does 
this impact upon their mental health  
and what can be done to help? 

The Problem 
Determining the burden of mental health 
issues in youth sport can be difficult. 
Historically, within sport there has been 
a culture of fear that the disclosure 
of mental health issues could lead to 
stigmatisation; and subsequently hinder 
their progression in a highly competitive 
environment. Numerous recent high-
profile sporting stars speaking out to the 
media about their struggles with mental 
health demonstrate considerable steps in 
the right direction.   

The multitude of physical and mental 
health benefits from regular physical 
activity are well reported3. However, 
literature underlines that intense 
physical training at the elite level may 
in fact compromise mental well-being 
by increasing symptoms of anxiety 
and depression as a consequence of 

overtraining, injury, and burnout4. 
Research among US college athletes 
reveals depression rates of between 
15-21%. Within this cohort, female 
athletes were more likely to experience 
symptoms of depression and anxiety 
than male athletes, as well as non-
athletic males and females5. This 
potentially highlights female elite 
athletes as a vulnerable cohort within 
an already at-risk group.  Additionally, 
research evaluating International 
swimmers at Canadian universities 
found that more than two-thirds of 
athletes fulfilled criteria for a major 
depressive episode6. Furthermore, within 
this swimming cohort, the prevalence 
of depression doubled among the top 
performing quarter of athletes assessed. 

Risk Factors 
Common risk factors for developing 
mental health problems can be broadly 
categorised as intrinsic or extrinsic. 
Some elite young athletes have an 
exclusively athletic identity of self-
worth, which is often dependent on their 
performance. If they perform below 
expectation, their perception of self-
worth and esteem can decrease and lead 
to mental health issues7. It is common 
for an elite young athlete to develop 
a perfectionist personality due to the 
constant pursuit of superior performance 
both at training and competition, which 
often leads to extra anxiety, stress, 
depression and fatigue8,9. Additionally, 
“optimum” levels of physical activity 
can improve mental health, however, 
at an elite level excessive activity can 
compromise mental health due to 
overtraining, injuries and excessive 
pressure on the athlete4.

To achieve their goals, young elite 
athletes are often guided by an expert 
coach, performance team and close 
family and friends10. This network is 
intended to be a support system in both 
a sporting and an emotional sense. 
However, at times it can contribute to 
a high level of expectation placed on 
the shoulders of young sports stars. 
Parents and coaches have a fundamental 
impact on a young athlete’s well-
being11. Dunn et al. concludes that 
parental pressure increased negative 
stress and decreased motivation for 
their child athlete12. Almost one-
third of parents were reported to give 
negative verbal comments to their 
young athletes, thus increasing the 
possibility of psychological stress and 

burnout13. Alexander et al. found that 
more than one third of young elite 
athletes reported emotional harm due 
to their coaches, from actions such as 
shouting, negative comments about 
their performance and attempts to 
intimidate14.

How can we help? 
If not identified and addressed early, 
emotions such as stress, anxiety and 
depression can spiral out of control 
and have significant impacts on a 
young athlete’s mental wellbeing. It 
is therefore the responsibility of all 
involved in sport, whether that be 
coaching staff, medical professionals 
or family and friends, to support young 
athletes to speak up and gain access to 
the support they need. 
Helping young athletes to develop 
mechanisms of coping with stress is 
fundamental self-regulatory factor15. 
Coping mechanisms can include 
thought control, relaxation, mental 
development and help seeking— all 
of which positively improve objective 
and subjective achievement, whilst 
decreasing the risk of mental health 
injury. Parents and coaches play a vital 
role in teaching elite young athletes 
about coping mechanisms16.  This 
may be through simple measures 
such as reminding them of different 
coping strategies or signposting them 
to healthcare professionals who can 
help. Parents and coaches close to the 
athlete can also play an important role 
by providing perspective and sharing 
their own experiences from within 
the sporting environment. Research 
highlights that elite young athletes 
prefer their coaches and parents 
to make comments on effort and 
attitude, rather than performance, 
as well as providing practical advice 
in a supportive manner17. Reports 
also reveals that parents showing an 
interest, listening and supporting the 
young athletes’ decisions can have 
positive influences on both motivation 
and performance18. 

In conclusion, elite young athletes 
are at risk of mental health issues. 
Maintaining an athlete’s “superhuman” 
identity as well as pressure from 
parents and coaches are all contributing 
factors. Steps for the future include 
ensuring that all young athletes have 
personalised coping mechanisms to 
deal with stress and feel confident and 
comfortable to ask for help.  
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PART 1: MONITORING TRAINING STATUS 
WITH PLAYER-TRACKING TECHNOLOGY

PART 1: TRADITIONAL PRACTICES 
AND NEW CONCEPTS

The assessment of the various training 
aspects that may help to gain an insight 
into athletes’ dose-response relationships 
to training has been the holy grail of coaches 
and sport scientists for decades1. The 
reasons for such interest lie in the need 
for individualised training to both improve 
performance and decrease injury risk. Given 
the high cost of injuries (~US$12.5 million 
annually per team in the top four football 
leagues2) and their strong association with 
team performance3, the interest in both 
practical and analytical methods that may 
reduce injuries is warranted.

The last 15 years have seen an incredibly 
rapid development of (micro)technology 
in the field4. Player tracking has become 
one of the most important components 
of load monitoring in team sports5. Most 
professional teams use GPS or alternative 
tracking systems on a regular basis (e.g. 

Prozone®, TRACAB®, Inmotio®). Training load 
reports are now generated within moments 
following each training session and have 
become a key element in programming both 
team and individual training sessions.
 
This manuscript is the first of a two-part 
article about training load monitoring in 
team sports. In this first part, we describe 
the current and ever-evolving challenges 
that practitioners face when monitoring their 
athletes’ training load and health status. 
We then offer some thoughts on building 
a framework that may improve current 
models in an applied setting. The second part 
provides some guidance on how to improve 
data visualisation and increase coaching staff 
‘buy-in’, which may, in turn, improve their 
ability to make informed decisions.

CURRENT PRACTICES AND 
ASSOCIATED CHALLENGES

Since the early 2000s there has been 
an exponential rise in research about 
training load monitoring6-10, allowing 
sport scientists to base their analyses on 

strong foundations. While it is not the 
aim of this paper to build a history of 
methods, refining current best practices 
is important to foresee the most relevant 
future directions.

GPS tracking with basic metrics
Results from a recent survey on the 
current practices of high-level football 
clubs to monitor training load showed 
that of 41 clubs surveyed, 40 collected 
heart rate and GPS data for every player 
during every field training session11. 
Among the top 10 variables used to 
quantify training load during practice, 
distance covered in different speed 
zones, accelerations, heart rate-related 
variables and accelerometer metrics 
(e.g. PlayerLoad™12) were the most 
frequently used. Referring to the Gray 
classification5 (Level 1: typical distances 
covered in different velocity zones; 
Level 2: all events related to changes in 
velocity – accelerations, decelerations, 
and changes of directions; Level 3: all 
events derived from the inertial sensors/
accelerometers), level 1 and 2 type of data 
are the most used in elite football. Since 
player activity patterns are more heavily 
influenced by contextual variables (e.g. 
rules, coaches’ interventions, scoreline, 
drills used) than players’ current fitness 
status13, locomotor-related variables 
(level 1 and 2) may not be the most 
appropriate to directly monitor players’ 
training status5. Additionally, given the 
diversity of soccer playing positions 
and/or player profiles that induce 
large between-player differences in 
locomotor activity, comparing locomotor 
performance between players is not very 
useful either. It therefore makes more 
sense to assess changes within individual 
players. One potential option, although 
limited, is the use of very standardised 
drills (such as D-1 game simulations, i.e. 
9 vs 9+GKs5 [D-1=1 day pre-game, D+1=1 
day post-game, etc.]) to assess changes 
in individual players’ movement strategies 
(relative to themselves) and gain insight 
into their training status. However, drill 
standardisation is not always feasible 
within the competitive context (e.g. 
some key players not available to train, 
congested fixtures minimising access 
to the drill of interest), which limits this 
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a history of methods, refining current best 
practices is important to foresee the most 
relevant future directions.

GPS tracking with basic metrics
Results from a recent survey on the 

current practices of high-level football 
clubs to monitor training load showed that 
of 41 clubs surveyed, 40 collected heart 
rate and GPS data for every player during 
every field training session11. Among the 
top 10 variables used to quantify training 
load during practice, distance covered in 
different speed zones, accelerations, heart 
rate-related variables and accelerometer 
metrics (e.g. PlayerLoad™12) were the most 
frequently used. Referring to the Gray 
classification5 (Level 1: typical distances 
covered in different velocity zones; Level 2: 
all events related to changes in velocity – 
accelerations, decelerations, and changes 

of directions; Level 3: all events derived 
from the inertial sensors/accelerometers), 
level 1 and 2 type of data are the most 
used in elite football. Since player activity 
patterns are more heavily influenced by 
contextual variables (e.g. rules, coaches’ 
interventions, scoreline, drills used) than 
players’ current fitness status13, locomotor-
related variables (level 1 and 2) may not be 
the most appropriate to directly monitor 
players’ training status5. Additionally, given 
the diversity of soccer playing positions 
and/or player profiles that induce large 
between-player differences in locomotor 
activity, comparing locomotor performance 
between players is not very useful either. 
It therefore makes more sense to assess 
changes within individual players. One 
potential option, although limited, is the use 
of very standardised drills (such as D-1 game 
simulations, i.e. 9 vs 9+GKs5 [D-1=1 day pre-

game, D+1=1 day post-game, etc.]) to assess 
changes in individual players’ movement 
strategies (relative to themselves) and gain 
insight into their training status. However, 
drill standardisation is not always feasible 
within the competitive context (e.g. some 
key players not available to train, congested 
fixtures minimising access to the drill of 
interest), which limits this first approach. To 
compensate for the limitations of level 1 or 
2 variables in the absence of standardised 
drills, sport scientists generally examine 
a player’s activity using two types of 
normalisation: 
1. Comparing one player’s data over 

multiples days, using historical data (i.e. 
intra-player trend).

2. Comparing a player’s data to the rest of 
the team, with their locomotor activity 
systematically examined relative to the 
team or a group of players.

Figure 1: Change in total distance (m) for an elite football player over 7 months. Acute (blue line) and chronic (red line) loads are calculated 
using 7- and 28-day periods (upper panel) and 4- and 18-day periods (lower panel). Light grey zones represent international breaks when 
workloads are estimated based on data obtained from national team sports science support. Total distance graphs: grey bars=training 
sessions; yellow bars=matches. Acute:Chronic ratio graphs: bars are coloured blue and red, with blue representing unloading (acute<chronic 
load) and red representing loading periods (acute>chronic load), the green zone represents the theoretical sweet spot (0.8 to 1.5). Created in 
Tableau (v10.4).
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first approach. To compensate for the 
limitations of level 1 or 2 variables in 
the absence of standardised drills, sport 
scientists generally examine a player’s 
activity using two types of normalisation:

1. Comparing one player’s data over 
multiples days, using historical data 
(i.e. intra-player trend).

2. Comparing a player’s data to the rest 
of the team, with their locomotor 
activity systematically examined 
relative to the team or a group of 
players.

Data analysis
Intra-player analyses
•	 Daily readiness: with this approach, 

practitioners monitor changes/trends 
in individual players’ activity in relation 
to their own historical data, to track 
signs of acute fatigue. Comparing 
activity on a given day with the range 
of intensity/volume of activity that has 
been recorded for similar training days 
(e.g. mean drills response ± standard 
deviations for this particular player for 
a D+3 and D-2 session) allows for direct 
estimations of players’ readiness to 
perform. However, since differences in 
the session content (e.g. coach added 
an extra finishing drill to the usual 
D-1 session) or context (i.e. playing a 
Champions League game vs playing 
the bottom team in the league the 
next day) may have a larger effect 
on players’ locomotor activity than 
changes in their fitness status per se, 
definitive conclusions remain difficult 
to draw.

Acute:chronic ratio: recently, the 
acute:chronic workload ratio (A/C) has 
been subject to growing interest as a way 
to  monitor injury risk14,15. This model is 
not aimed at comparing specific session 
locomotor responses to each other, but 
rather at tracking the respective changes 
in the so-called acute (5 to 7 days) and 
chronic loads (21 to 28 days), using 
internal and/or external measures of load. 
Although promising, several limitations 
prevent elite football clubs from fully 
utilising this model16:

1. First, club sport scientists need to:
•	 Collect enough data (at least 1 full 

year of training load and injury data) 
to build an in-house model for the 
club.

•	 Find the best A/C ratio split (e.g. 7:28 
vs 6:21 days) to fit their sport/club/
culture context17.

•	 Calculate the optimal ratios for 
each variable (i.e. sRPE, high-speed 
running, mechanical work), since 
there are likely variable-specific 
sweet spots for decreased injury risk.

2. Second and perhaps most importantly, 
there must be a way to deal with the 
frequent periods of international duties 
of players at elite clubs. For the top clubs 
in Europe, during international breaks, 
60 to 75% of the players are called up to 
their national teams (either senior or age-
group). With little or no data provided to 
clubs by national teams, club staff would 
need 21 to 28 days after players return to 
compute A/C ratios, by which time there 
may already be another international 
break (Figure 1). With an international 

Figure 2: Statistical process to assess changes 
in monitoring variables in individual players

break every month from September to 
mid-November, the use of A/C ratios is 
compromised during the first part of the 
season. While data can be estimated16, 
this requires a lot of work and whether 
it truly reflects players activity remains 
unclear. Figure 1 shows the data of an 
international player. During the first part 
of the season, the three international 
breaks require practitioners to estimate 
a significant amount of data (light grey 
areas), decreasing the confidence in the 
ratios calculated during this 3-month 
period. Also, the data can be interpreted 
differently depending on the windows 
used (7:28 vs 4:18, sweet spot vs 
increased injury risk) as seen in the data 
reported in this figure.

3. Finally, another limitation the authors 
have noted following 2 years using this 
method is the increasingly high number 
of false positives observed each day, 
especially using exponentially-weighted 
moving averages15 (i.e. the ratio is very 
high but players remain injury-free). This 
directly discredits sports scientists trying 
to warn coaches and medical staff of the 
potential risk of injury to these players. 
Conversely, the fact that injuries may still 
occur 1 to 3 weeks18 following a spike in 
load helps to offset this apparent error 
and to justify it as a reliable method for 
predicting injury. In fact, because of the 
recurrent spikes in load, once a player is 
injured it is often possible to find a spike 
retrospectively! (Figure 1).

These limitations require sport scientists to 
rely on other methods to analyse data and this 
is where normalisation of individual players’ 
locomotor activity relative to the team or a 
group of players may offer new perspectives.

 

Figure 1: Change in total distance (m) for an elite football player over 7 months. Acute (blue line) and chronic 
(red line) loads are calculated using 7- and 28-day periods (upper panel) and 4- and 18-day periods (lower 
panel). Light grey zones represent international breaks when workloads are estimated based on data obtained 
from national team sports science support. Total distance graphs: grey bars=training sessions; yellow 
bars=matches. Acute:Chronic ratio graphs: bars are coloured blue and red, with blue representing unloading 
(acute<chronic load) and red representing loading periods (acute>chronic load), the green zone represents the 
theoretical sweet spot (0.8 to 1.5). Created in Tableau (v10.4).
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Between-player normalisation
Player activity normalisation relative to 
the mean/median of the team or a group 
of specific players (same profile, same 
position) is another way to look at the 
data (see equation below). The main draw 
of this approach is that it is less likely 
to be affected by possible changes in 
session content for a given day (e.g. D+3, 
D-2 load), since all players complete the 
same session. Additionally, it can also 
be used immediately upon return from 
international break, since the metric does 
not rely on load data. Once historical 
data are available (e.g. previous season), 
insights into players’ fitness and/or early 
signs of fatigue can be gained while 
following the trends of these normalised 
data over several consecutive training 
days. Sport scientists can, in fact, use 
any variables (total distance, high-speed 
distance, accelerations, mechanical work-
related variables/minute) to construct 
similar models. One possibility is the 
creation of a standardised value for each 
player, based on the mean or median 
value of a drill on a given day and known 
standard deviation of this drill (see 
equation). For example, following the 
examination of the variability of most of 
our drills at PSG (unpublished data), we 
have chosen to use only game simulations 
including goalkeepers, possession-based 
games, and some tactical and technical 
drills. Warm-ups were removed due to 
excessive between-player variability 
and overall low activity volumes. For our 
model, as the number of players is highly 
variable and generally less than 20 for the 
majority of the drills, data is normalised 
against the median value rather than the 
mean because it better represents the 
central tendency in a small population19.

Individual player readiness = (Drill 
locomotor value (TD) – drill group median 
(TDmed)) / (standard deviation of the 
drill)

However, there are still some limitations 
with this methodology, especially when:
1. Training with a small group of players 

(top-up sessions, positional-specific 
sessions), since the variability of 
the metrics likely increases with the 
decreased number of players.

2. A player is returning to play after an 
injury; as the player trains alone, no 
comparison can be made (Figure 5, 
panel Mech W Readiness).

Importance of using the right statistics
The main aim of this paper is not to 
describe in detail all statistical methods 
available but to highlight the current 
best practices to assess changes in 
monitoring variables in individual players. 
For more information about the use of 
statistics in sports sciences, the reader is 
referred to the recent papers by Buchheit 
et al20,21. Figure 2 presents a practical 
framework for using statistics in applied 
sport science. In short, data analysis 
should start by assessing the typical 
error of measurement (TE) of each metric 
(or obtaining it from the literature) and 
defining the smallest worthwhile change 
(SWC, i.e. what is the smallest meaningful 
change). Once these two important 
variables are defined, magnitude-based 
inferences can be used to compare the 
change/difference in the variable of 
interest (±TE) with the SWC and, in turn, 
provide the staff with meaningful results 
expressed either in plain wording (e.g. 
possible small decrease) or simply used to 
highlight the right numbers.

OPTIMISING THE MODEL

Every practitioner working in elite sport 
continually looks for improvements in the way 
they collect, analyse and report data to the 
coaching staff (Figure 3). To move forward, 
sport scientists could use a simple, yet effective 
framework for continual improvement looking 
at:

1. Adjustment of previously used variables 
based on contextual variables to decrease 
noise.

2. Relationships between existing variables.

3. Integration of new and useful variables 
to try to gain insight into players’ fitness, 
readiness to perform and/or fatigue  
(Figure 3).

Adjusting the metrics based on 
environmental conditions
For outdoor sports, weather and 
environmental conditions may add noise 
to measurements and act as additional 
confounding factors, which should be 
accounted for when interpreting the data. The 
following examples show how better insights 
can be gained using simple statistics.

Monitoring submaximal heart rate (HR) is 
common today in elite team sports clubs16,22. 
Many clubs use 4- to 5-minute steady state 
(~12 to 14 km/h) running-based monitoring 
on a weekly/monthly basis11 as an index of 
cardiovascular fitness. Since HR is closely 
related to oxygen uptake during continuous 
exercise, HR during exercise (when expressed 
as a percentage of maximal HR) provides a 
good marker of a player’s relative exercise 
intensity; the lower the HR, the fitter the 
player23,24. However, to accordingly assess 
players training status, practitioners must 
know both the error of the measurement 

(3%25) and the magnitude of the changes 
in HR that matters (Figure 2). Using simple 
linear relationships between training-induced 
changes in HR and high-intensity running 
performance, we previously suggested25 that 
changes in submaximal heart rate as small 
as 1% were likely associated with a small but 
substantial improvement in high-intensity 
running performance (i.e. SWC (1% for 
incremental test or 0.2ú between-athletes SD 
for the 30-15 Intermittent Fitness Test5).

However, because of the likely effect of heat 
on HR responses, adjustments must be made 
to ensure that the confounding influence 
of heat on HR is ruled out. One option is to 
perform the monitoring inside, where the 
environment can be controlled26. However, in 
the likelihood of limited available indoor space 
for running-based monitoring, testing players 
on exercise bikes is an alternative27, albeit far 
less engaging for running-based team sport 
players. On the field, football teams are more 
inclined to use running-based monitoring, 
meaning the temperature effect on HR for the 
given conditions must be known.

Preliminary data collected at PSG have shown 
that a 10°C increase in temperature leads 
roughly to a 1% increase in HR% during a 
4-minute monitoring run (Figure 4). There 
can be large temperature variations between 
summer training camps in hot conditions 
(temperature >35°C) and the cold winter in 
France (temperature <0°C). Such variation can 
lead to changes of up to +/-2% in HR%, which 

are higher than the SWC and thus meaningful. 
To avoid misinterpretation (i.e. players are 
assessed as unfit while the shift in HR% is due 
to hot temperature), it is necessary to adjust 
the HR values recorded based on outside 
temperature (Figure 4, lower panel).

Other changes in environmental conditions 
could have an impact on recorded metrics. 
Understanding the influence (or lack of) 
of the various contextual variables that 
can affect training load metrics is of great 
importance. With the recent utilisation of 
advanced metrics (described later in this 
paper, level 3 metrics), sport scientists can 
record contact time, flight time and/or 
leg stiffness (K)28,29 during running, which 
suggests that understanding the player-
pitch interaction is of interest. Yet little 
is known on how pitch surface (hardness, 
shear strength) can influence these metrics. 
While preliminary internal studies have 
shown that slight variation in pitch stiffness 
as measured with the Clegg hammer (~70 
to 85 kN) has no clear influence on metrics 
related to neuromuscular efficiency during 
running (K) (Figure 4), future research should 
examine potential factors that could influence 
accelerometer data. It is our responsibility as 
sport scientists to identify every contextual 
variable that could increase the noise of the 
model and, in turn, decrease the ability of 
staff to detect meaningful changes in players’ 
fitness or fatigue and/or to lead inaccurate 
interpretations.

Building relationships between 
existing variables
In football clubs around the world, compound 
metrics created by combining two or more 
variables are used, requiring appropriate internal 
validation. For example, the ratio between 
velocity load (or metres/min) and force load 
(or PlayerLoad™) can provide a representation 
of the amount of ‘force’ or ‘ground impulses’ 
required per unit of displacement. This metric 
can be used to assess neuromuscular/running 
efficiency (the greater the ratio, the better the 
efficiency) during standardised drills such as 
box-to-box runs or small-sided games29,30 (see 
next section). While this metric still requires 
proper validation, the concept in itself and the 
preliminary results are promising.

To assess locomotor/work efficiency and, in 
turn, infer potential fatigue and readiness to 
perform outside the laboratory, sport scientists 
may use internal-to-external load ratios. In 
other words, simple internal-to-external load 
ratios can provide insights into players’ training 
status and may be helpful when deciding 
whether to alter their training load. Using 
existing metrics to build relationships between 
internal and external training load variables is 
a simple way to assess internal load relative to 
external load as a cost/output relationship31. 
For example, an increase in internal load relative 
to a standardised external load (e.g. monitoring 
run) may infer player fatigue or decreased 
fitness, while a reduced internal load (e.g. a 
lower heart rate or perception of effort) during a 
standardised external load likely indicates that 

Figure 4: Upper panel: relationships 
between heart rate (HR) response during 
a 4-minute submaximal monitoring run 
and heat index (index that combines air 
temperature and relative humidity in 
an attempt to determine the human-
perceived equivalent temperature in 
°C) (left) and relationships between leg 
stiffness (K) and pitch hardness measured 
with a Clegg Hammer (kN) (right). 
Regression coefficients (r) are presented 
as mean [±90% confidence limits]. Lower 
panel: intra-player changes in HR response 
(unadjusted (blue) and adjusted based 
on heat index (red)) to the 4-minute 
submaximal monitoring run (grey area 
represents the season mean ±1%). During 
the 5th run, the unadjusted HR value 
suggests unclear variation in fitness while 
the adjusted HR based on the heat index 
(+24°C) suggests a possible improvement 
(decreased HR). During the 10th run, the 
temperature was -2°C; unadjusted data 
suggest likely increased fitness while the 
variation may in fact be unclear when 
considering adjusted HR. Created with 
Tableau 10.2.

Figure 3: Framework for continual 
optimisation of training load 
monitoring models.
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a player is gaining fitness and coping well with 
training32. Buchheit et al33 used a ratio between 
RPE and relative total distance (RPE:m/min) 
to assess the overall acclimatisation and 
fatigue trends during a training camp in a hot 
environment preceded by long-haul flight. 
In addition, Akubat et al34 observed that the 
ratio between total distance (TD) and iTRIMP 
(individualised training impulse, a compound 
measure based on HR35) – TD:iTRIMP – during 
a standardised football-specific exercise was 
related to measures of fitness (velocity at 
onset of blood lactate accumulation – vOBLA, 
velocity at lactate threshold – vLT), suggesting 
that such a ratio could be used as a measure 
of readiness to perform or running efficiency 
during official games36.

As recently shown in Australian rules football, 
measures of internal load (RPE) are related 
to various external load metrics, while 
being highly individual37. As such, individual 
relationships between internal- and external-
load-related metrics could be assessed during 
a pre-determined period to later be used as a 
prediction model. Then, external load metrics 
(e.g. GPS) could be used as independent 
variables to predict the dependent variable 
internal load (e.g. HR) after sessions. 
Predicted HR responses could, therefore, 
be compared to the real HR responses and 
a HRreal:HRpredicted ratio could, in theory, 
inform whether the athlete is gaining fitness 
and coping well with training or becoming 
fatigued (Figure 5, panel predicted vs real 
(%)). To sum up the pros and cons of the 
different methods, Figure 5 presents total 
distance covered by a player over 2 months, 
from the start of his rehabilitation post-
injury to his full return to play. The different 
panels present (from top to bottom), total 
distance covered, and three different options 
for monitoring injury risk or potential signs 
of fatigue: acute:chronic ratios, readiness 

index, and internal:external relationships with 
HRpredicted vs HRreal comparisons.

Possibility for new variables
With the ever-evolving advances in 
technology, a new batch of GPS devices will 
be soon available on the market (GPSport Evo, 
Statsport APEX, Catapult G5, to name a few) 
incorporating improved GPS chips (≥15 Hz) and 
accelerometers (≥400 Hz). Sport scientists will 
encounter new challenges and opportunities 
in terms of athlete monitoring. Level 3 
(accelerometer) data will be easily available and 
likely more accurate than in the past.

As previously described5, innovative and 
promising variables will be available for every 
session and in turn, fatigue monitoring could 
become much easier and more precise.

•	 Force load (fL)5: with the Athletic Data 
Innovation analyser (ADI), force load refers 
to the sum of estimated ground reaction 
forces during all foot impacts, assessed 
via the accelerometer-derived magnitude 
vector. fL reflects only locomotor-related 
impacts and provides better estimates of 
overall footwork and impulses than total 
distance or PlayerLoad™12, especially when 
the session includes static movements 
and low displacement (e.g. rondos, free 
kicks).

•	 During a standardised drill, an average 
velocity (vL) to force load ratio (vL:fL) 
can be used to assess neuromuscular/
running efficiency (the greater the ratio, 
the better the efficiency). Recently, 
the vL:fL ratio during box-to-box runs 
was shown to decrease following 
football-specific endurance and speed 
sessions, suggesting a loss of efficiency 
in horizontal force application capability 
(likely due to the fatiguing effect of large 

amounts of high-speed running or training 
volume on posterior chain function)29. 
Also, moderate-to-large increases in 
vL:fL were observed 2 days after the end 
of an intense training camp in the heat, 
suggesting an increase in neuromuscular 
efficiency, which likely related to a 
rebound in players’ neuromuscular 
freshness30.

•	 fL can be compared between right and left 
legs during any locomotive actions (e.g. 
specifically while accelerating vs running 
at high speed, which is likely related to the 
use and potential weaknesses of different 
muscle groups)28.

•	 Stride characteristics (contact and flight 
time calculated from accelerometer data): 
from these two variables, it is possible to 
calculate vertical stiffness (K), which has 
been shown to decrease substantially 
with neuromuscular fatigue38. While the 
typical error for K is slightly greater when 
calculated in the field (i.e. box-to-box runs) 
compared with standardised runs on an 
indoor treadmill (11±4.5% vs 6±1.5%28,29), 
it remains relatively small. The constant 
monitoring of stride characteristics during 
standardised running bouts in the field 
provides new perspectives for monitoring 
of neuromuscular status in ecological 
conditions.

Figure 6 shows how such variables can be 
used in practice. Panel A shows the symmetry 
calculated from the fL of all foot impacts when 
either running above 14.4 km/h, changing 
direction (CODs) or accelerating (>2 m/s/s) 
for all the sessions of a player suffering from 
a tibiofibular inferior ligament sprain (right 
ankle). Following his injury, there was a clear 
force deficit on the left side, which progressively 
returned to baseline as the return-to-play 

programme advanced. With these novel 
metrics, especially given that force-load 
imbalances can be locomotor-phase-specific (i.e. 
CODs vs accelerations vs high-speed running), 
detailed patterns can be identified for specific 
injuries. For example, in panel C, a player with a 
medial collateral (MCL) sprain in the right knee 
presented much greater strength-imbalances 
during CODs phases than during high-speed 
running and/or accelerations, which is likely 
due to the specificity of the strain associated 
with this injury (the MCL is mainly involved in 
protecting the knee against lateral force and 
less involved in anteroposterior movements). 
The diagnosis of strength imbalances is thus 
locomotion-dependent allowing sport scientists 
to complement/confirm the doctor or physio’s 
manual testing. This in turn allows the provision 
of a fully functional diagnosis of the sprain or 
imbalance.

CONCLUSION

The role of sport scientists is beginning to be 
well understood in elite clubs and the peak of 
inflated expectations has now passed. While 
many roads lead to Rome, we believe that 
sport scientists should have a clear vision of 
the framework required to develop/optimise/
improve the models used to analyse training 
loads. This will help them gain better insight 
into players’ fitness, readiness to perform and 
fatigue, and improve the quality and efficiency 
of their support to coaching staff. But, as we 
will see in the second part of this manuscript, 
this is only halfway to Rome and good data 
visualisation should help practitioners improve 
coaching staff ‘buy-in’ and, therefore, staff 
ability to make informed decisions.
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Figure 7: The road to Rome – a 
summary of the different training load 
monitoring practices.
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Figure 6: Examples of force load 
symmetries in three players before 
their injury and during the return 
to play period following (a) inferior 
tibiofibular ligament sprain – right 
ankle, (b) left foot sprain and (c) 
medial collateral ligament sprain 
– right knee. The symmetry is 
calculated from the force load of all 
foot impacts during (from top to 
bottom): accelerations, running phase 
above 14.4 km/h and changes of 
directions. Orange circles=right-leg 
force deficit >2%; red circles=left-
leg force deficit >2%; red dashed 
lines=injury date. Created in Tableau 
Software 10.2.



GETTING BACK IN THE DRIVING 
SEAT: TAKING CONTROL OF YOUR 
WORK, LIFE AND WELLBEING. 

Is too much of your day reactive?

Do you sometimes do things against 
your better judgement?

Do you lack the control that you need 
to do your job properly? 

In the high-pressure, often uncertain, and 
frequently changing world of football (and 
indeed, life), the above can become the norm as 
our options appear depleted and our decisions 
are influenced by external motives, pressures 
or social coercion. Making such externally-
motivated decisions often have benefits. They 
might enable us to get the job done faster 
and within budget. We might gain rewards or 
reduce threats, e.g., by helping us fit in or keep 
favour with the boss. It might enable us to avoid 
negative feelings of guilt, anxiety, or protect 
ours (or others) egos. But despite externally-
motivated actions appearing to be the best 
option available, they all have the potential, 
particularly if they dominate over time, to reduce 
our autonomy and wellbeing.

Autonomy is one of the three basic psychological 
needs that underpin our psychological wellbeing 
by improving our daily, positive emotions and 
our overall happiness, life satisfaction and ability 
to flourish and function optimally. It is held when 
you are able to; have control of available options, 
freely choose what you do, and make decisions 
that are guided by your internalised motives. 
Your internalised motives are those that fit in 
and reinforce your deep-rooted beliefs of who 
you are and the values that are important to 
you. Also, those things that you find intrinsically 
motivating, just rewarding in their own right, i.e., 
learning, having fun, mastery.  

Improving Autonomy
So what can you do to improve the ‘out-of-your-
control’ situation and your autonomy? 
The following pointers aim to help you increase 
your autonomy, functional ability and wellbeing 
by enabling you to:

•	 see more and better options of how to deal 
with a concern(s),

•	 make more internally-motivated decisions,

•	 make better in-the-moment and long-term 
strategic decisions, 

•	 invest your future time and energy 
efficiently.

Each point can be considered: individually or as 
a team; in relation to life/work in general; or to 
a specific issue/concern, e.g., improving your 
physical health, or at work, overcoming a lack of 
funds, inappropriate management expectations 
or behaviour.

1. Be Aware:
•	 Of your internalised motivations. 

Consider what makes you you. What 
values do you hold? What do you enjoy? 
It might help if you consider a time when 
you were at your best/most proud, or 
indeed, why you admire someone. 

•	 Of what motivates your decisions. Not 
everything you do will be motivated by 
internalised motives, but you should be 
aware of the overall balance between 
internalised or externally motivated 
actions and the implication of this on 
your wellbeing.

•	 Of habitual behaviours that you do 
with little conscious consideration, e.g., 
always saying yes, constantly checking 
emails, or crashing out on the sofa with a 
beer at the end of the day. 

•	 That there is always a choice.  That 
doing nothing to change a situation 
is the consequence of a choice to do 
nothing. You have accepted the status 
quo regardless of the personal impact.

•	 That having autonomy is not the same 
being independent. Instead, it is about 
having free choice as to when and how 
to engage with others. Indeed, as I’ve 
previously highlighted (Football Medicine 
and Performance, Issue 29: Summer 
2019), seeking social support is often 
instrumental to our ability to function 
optimally and to flourish.  

•	 Of others: Ensure that the effect of your 
decisions is in line with your personal 
belief of how others should be treated.

2. Take Control
Take time to systematically consider your 
chosen concern(s) by completing the Circle 
of Control exercise below (based on Stephen 
Covey). The aim is to reduce the current 
concern(s) by highlighting what you can 
proactively do.

a.  Make a comprehensive list of everything 
that matters within the concern, e.g., 
what causes it, how it impacts upon you 
or others. These issues are within your 
Circle of Concern. 

Looking at this list, consider:

b.  Everything that you can directly control, 
i.e., what you can do to manage 
yourself, your actions, thoughts, 
emotions, physiology, language. This is 
your Circle of Control and is indicated by 
“I/We can…”.

c.  Everything that you can have some 
influence over. This could be by 
developing a greater understanding of 
the situation/alternative courses of 
action, or of another’s perspective and 
pressures. Or through developing your 
skill base or using your skills to build 
relationships or a better social network. 
This is your Circle of Influence and is 
indicated by, “I/We could overcome/do 
this IF…”.

Those issues left in the Circle of Concern, 
should only be those that are genuinely 
beyond your control or influence.  The 
greater awareness of these should be used 
to promote acceptance (which is increasingly 
realised as positive for wellbeing), or at 
least to reduce wasted time and energy. 
The concern can, of course, be reconsidered 
should future opportunities for influence and 
control arise. 
 
d.  Explore the steps that you have 

identified to gain influence and 
control, and then develop an action 
plan with realistic time-lines of how 
best to prioritise and focus your time 
and energy to achieve greater control. 
Throughout this, be mindful of making 
decisions and actions that fit in with 
your internalised motives, thus giving 
a further boost to your autonomy and 
wellbeing. 

Remember: You can control more than you 
think. Be aware of your internal motives and use 
them to take control and to provide proactive 
focus and energy to make the meaningful 
difference to your own wellbeing and life, and to 
the lives and wellbeing of others.
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“MAD-UP PRO give the perfect pressure and adapt the pressure during 
the exercise, the players have been reported positive gains in terms 

of muscle mass and strength compared to a manual device.”

Chris Burton - Head of Physiotherapist
Norwich City Football Club

“I have worked with two particular players affected by patellar 
tendinopathy. I designed for them 2 session per week of 5min before 

and after training when the planning permitted it. In 3 weeks the 
pain completely disappeared, we tested the players with Isokinetic 

device and find a huge increase of strength and muscle power.”

Andrea Belli - Head of functional Rehab
Inter Milan Football Club

“The main positive thing for using MAD-UP PRO is the personalised level 
of occlusion pressure which is measured quickly and safely to ensure that 
we are working at the right pressure. We used to use manual device and it 
was hard to know what level of limb occlusion you are working at. It is very 
easy with MAD-UP PRO set up the perfect pressure and to reduce the level 

of occlusion down if the player is finding this to difficult to start off with.”

Daryl Carter - 1st Team Physiotherapist  
Leeds United Football Club

“ I feel the personalised method of the MAD-UP PRO create a better buy-in 
from the players i have worked with. Once they feel it calibrating to their own 

blood pressure, it gave them confidence and the sense that they are getting the 
most they could from the session. The MAD-UP PRO personalised approach 

and digital interface have made it much more efficient and convenient to 
use. Once a player has had their protocol set up and been shown how to use 

the device, they don’t require a great deal of supervision, which allows me 
to spend time with other players in the treatment room simultaneously.”

Mark Hoy - 1st Team Physiotherapist 
Rotherham United Football Club
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As the 2019/20 season gets underway we are delighted to welcome 
more new members to the FMPA Register. 

Our recent connection with the professional and semi-professional 
football clubs has seen a significant increase in traffic to the FMPA 
Register pages on the website and clubs have been directed to the FMPA 
Register to assist in the search for their next employee/consultant.

As we actively promote practitioners to their selected audience, may we 
ask that members log in and check that all details are kept up to date 
and accurate. Your profile is so important. First impressions count. It is 
your opportunity to highlight your skills, experience and expertise to your 
potential client/employer. Use the QR code at the bottom of the page to 
take you straight to your profile page.

If any of our members would like the opportunity to share their training 
tips/rehab videos to a wider audience, then please get in touch. The 
Medicine & Performance Hub is the ideal platform to further showcase 
your skills to grassroots players, professional clubs and colleagues. Posts 
will also be circulated out on our social media channels.

We are here to assist you, our members. Any questions or help needed 
then please feel free contact us.

Kind regards

Angela Walton 
Project Manager

Angela Walton

REGISTER

When your club is in need of a consultant, search an extensive list of experienced practitioners 
and contact them directly on the FMPA Register  www.fmpa.co.uk/fmpa-register

PC

PROFESSIONAL CONSULTANCY TO FOOTBALL CLUBS



46 info@fmpa.co.uk

medicine & performancefootballfeature

Providing members with the opportunity 
to showcase their skills, experience and 

expertise working in professional football.

PROFILE LISTING ONLY 

P

This category offers a great opportunity for members already in private practice or those 
just starting out in business, to highlight their experience, services and professional 
profile to potential clients. There is a specific section on the listing to highlight your 

private practice, which pulls through a location map.

PRIVATE PRACTICE CONSULTATIONS & APPOINTMENTS

PP

PP PPC

Direct Messaging
Contact anyone on 
the FMPA Register

Feature Coding
Choose your own 

coding to stand out 
to your audience

Filtered  
Search Option

Allows detailed search 
by job title, location or 

practitioner name

Unlimited  
People Browsing

View unlimited 
profiles from search 

results

Geographical 
Location Feature

Enables you to be located 
by customers/client

F M A  R E G I S T E R

CLICK HERE to search 
for elite practitioners

F M A  R E G I S T E R

RECRUITING FOR A NEW MEMBER OF STAFF?

Scan the QR code to search 
for practitioners

Visit www.fmpa.co.uk for further information or contact FMPA Project Manager Angela Walton 
T: 0333 456 7897   M. 0743 236 0789   E: angela.walton@fmpa.co.uk 

THE FMPA REGISTER

fmpa_register FMPARegisterFMPA_Register

www.fmpa.co.uk/fmpa-register

FIND A PRACTITIONER...

IS YOUR CLUB IN NEED OF A CONSULTANT?

…skilled and experienced from working in 
professional football

DO YOU NEED TEMPORARY STAFF COVER?



FMPA MEMBERSHIP
WHATS IN IT FOR YOU?
•	 Expert LEGAL representation in employment law, medico-

legal and Regulatory law AND full contract appraisal

•	 Full support on any issue from the FMPA 7 days a week

•	 Confidential access to clinical experts to discuss issues within your discipline

•	 Annual FMPA Conference & Awards with Member discounts & priority

•	 Priority MEMBER ONLY access to job listings on FMPA website

•	 Regular e-news/updates

•	 Education/CPD via quarterly edition of ”football medicine & performance” 
magazine delivered to your door plus on-line resources

•	 Member discounts on car leasing, insurance & more 

•	 Savings on courses and events for FMPA Members

•	 Eligibility to join the FMPA Register for members moving into private 
practice or offering consultancy to professional football clubs 

•	 Plus much more…….

”Thank you for helping me through my recent 
exit from my club.

Martin Price’s advice was exceptional. 
In a situation where an 'ordinary' person 
was in conflict with a large organisation 
Martin's knowledge and execution was 
empowering. Being represented by 
someone who clearly knew more than 
the opponents was really supportive. 

I would definitely recommend the FMPA legal 
team for Members going forward” 

Fitness Coach,  
Premier League Club

THE NETWORK FOR 
MEDICINE & PERFORMANCE 

PRACTITIONERS IN THE 
PROFESSIONAL GAME

JOIN NOW

www.fmpa.co.uk 
Tel: 0333 4567897


