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Abstract
The main purpose of the present study was to investigate the prevalence of anxiety
and depression symptoms among athletes, with an emphasis on distinguishing
between sport performance anxiety and general anxiety. Additionally, stigma and
help-seeking related to these mental disorders were examined. The participants of
the study were 184 Icelandic top league football players. Five questionnaires were
administered: (1) a background questionnaire containing questions concerning the
players’ age, gender, and national team experience, (2) the Sport Anxiety Scale-2
(SAS-2) to measure sport performance anxiety, (3) the Hospital Anxiety and
Depression Scale (HADS) to measure symptoms of general anxiety and depression,
(4) the Depression Stigma Scale (DSS) to measure personal and perceived stigma,
(5) a questionnaire including questions related to help-seeking. Our findings
showed a strong positive correlation between symptoms of sport performance
anxiety and general anxiety. A significant gender difference was found on SAS-2
and HADS anxiety subscale, with female players scoring significantly higher, but
no such difference was found regarding depression. Results indicated no significant
difference in scores on either of the HADS subscales, between injured and non-
injured players. Interpretation of anxiety symptoms was not found to be more
facilitative among players who had played for the national team, as opposed to
players who had not played for the national team. Perceived stigma scores were
significantly higher than personal stigma scores. Regarding how difficult
participants would find seeking help if experiencing symptoms of anxiety or
depression, no gender difference was found. On the basis of the results of this
research, it can be concluded that a distinction between sport performance anxiety
and general anxiety has to be made when investigating anxiety among athletes.

This supports the view that a distinction is essential in order to avoid overdiagnosis.
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Recently, there has been an increased attention regarding the mental health of athletes, with the
most common mental disorders known to be depression and anxiety (Gulliver, Griffiths,
Mackinnon, Batterham, & Stanimirovic, 2015; Schaal etal., 2011). In particular, the prevalence
and severity of anxiety have been in the discussion. Concurrent with the increased attention,
studies have shown a high prevalence of general anxiety among athletes (Gouttebarge, Frings-
Dresen, & Sluiter, 2015; Gulliver et al., 2015; Schaal et al., 2011). A possible reason for these
findings could be that previous studies have not controlled for sport performance anxiety when
examining general anxiety, possibly resulting in an overdiagnosis. Furthermore, some athletes
are known to perceive anxiety symptoms as beneficial to performance (Jones, Hanton, &
Swain, 1994; Jones, Swain, & Hardy, 1993; Perry & Williams, 1998). Therefore, it is important

to be cautious about medicalizing anxiety in sports.

Depression

Depression has become the leading cause of disability in the world, and contributes largely to
the overall global burden of disease (World Health Organization, 2012). Depression is
characterized by sadness, decreased energy, changes in sleep and appetite, and loss of
confidence and self-esteem. Other symptoms include irritability, thoughts of death and suicide,
decreased concentration, and feelings of guilt or low self-worth for no apparent reason (Nolen-
Hoeksema, 2014; World Health Organization, 2001).

Depressive episodes are categorized as mild, moderate or severe based on the number
and severity of symptoms. A mild depressive episode will have some debilitating effect on
everyday life whereas a severe depressive episode will most likely result in complete
impairment in social or occupational areas of functioning (World Health Organization, 2012).

Depressed people appear to spend much of their time at least moderately depressed and
in the course of a year spend an average of 16 weeks with significant symptoms of depression
(Kessler et al., 2003). Moreover, the risk of relapse is high and research indicates that about 75
percent of people who recover from one episode of depression will experience further episodes
(Kessing, Hansen, & Andersen, 2004). However, people who seek help and undergo treatment
for depression greatly reduce their risk of relapse and tend to recover much faster. Nonetheless,
many people do not seek care or wait for years before seeking treatment, especially those with
mild episodes (Kessler et al., 2003) . One reason is that they believe the symptoms are only a
temporary phase (Nolen-Hoeksema, 2014).

It is estimated that depression affects around 350 million people worldwide (World

Health Organization, 2012) with women about twice as likely as men to experience depressive
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symptoms (Nolen-Hoeksema, Fredrickson, & Loftus, 2009; Nolen-Hoeksema & Hilt, 2013;
World Health Organization, 2008). Lifetime prevalence of depression varies widely across
countries, but the majority is in the range of 8% to 12% (Andrade et al., 2003). Lifetime
prevalence of depression in Iceland is 13% and 12-month prevalence is 2.6% (Stefansson &
Lindal, 2009).

Anxiety

It is common to have more than one mental diagnosis (Kessler, Chiu, Demler, Merikangas, &
Walters, 2005; Merikangas et al., 2010; Stefansson & Lindal, 2009). For example, roughly 30
to 40% of people suffering from depression also report symptoms of anxiety (Wittchen &
Jacobi, 2005).

Anxiety is defined as a negative emotional state that is characterized by uncertainty,
nervousness, constant worries and apprehension associated with physical arousal (Weinberg &
Gould, 2015). Anxiety takes place when the individual doubts his or her ability to deal with the
situation that is behind the stress (Hardy, Jones, & Gould, 1996).

It is important to make a distinction between cognitive and somatic anxiety. Cognitive
anxiety may occur as frustration, restlessness, irritability, lack of attention, and negative self-
talk (Weinberg & Gould, 2015). In addition to those factors the individuals may experience
fear, negative expectations, and worries regarding him- or herself, the situation, and possible
consequences (Morris, Davis, & Hutchings, 1981). Thus, cognitive anxiety is the psychological
symptoms of anxiety. Somatic anxiety on the other hand refers to the physiological symptoms
and can be defined as the individual’s perception of the constantly changing arousal in the body
(Weinberg & Gould, 2015). The physical symptoms can be various. The muscles tense and
blood pressure increase as well as heart and breathing rate (Nolen-Hoeksema, 2014).

Another important distinction that has to be made when it comes to anxiety is the
separation between state anxiety and trait anxiety. State anxiety refers to the constantly
changing individual’s emotional state described by the perceived unpleasant feelings of
apprehension and tension, associated with his or her own perception on physical symptoms
while coping with threatening or dangerous situations (Spielberger, 1972). Trait anxiety differs
from state anxiety in the way it is relatively stable over time and is a part of an individual’s
personality (Weinberg & Gould, 2015). People with a higher level of trait anxiety are more
likely to notice information related to state anxiety and to feel more threats in situations than

people with lower level of trait anxiety (Hardy et al., 1996).



A direct, although not perfect, relationship exists between trait and state anxiety
(Weinberg & Gould, 2015). Martens et al.’s (1990) study supports this conclusion with their
findings that people with higher trait anxiety score tend to have higher state anxiety score (see
Mellalieu, Hanton, & Fletcher, 2009).

Anxiety disorders can be separated into seven classes according to DSM-V, that is
separation anxiety, selective mutism, specific phobia, social anxiety disorder, panic disorder,
agoraphobia, and generalized anxiety disorder (American Psychiatric Association, 2013). In
this research the main focus is on generalized anxiety disorder (GAD). People diagnosed with
GAD have experienced excessive anxiety and worry almost all the time, over many different
situations, for at least six months (American Psychiatric Association, 2013). They are anxious
and worry about their performance, whether it is regarding work, family or health. In addition
they may worry a lot about many things at the same time instead of focusing on only one thing
(Nolen-Hoeksema, 2014). Because of this, people with GAD spend a lot of time to prepare for
situations they fear, or they simply avoid them. They are also indecisive and more often than
not looking for acceptance from others (American Psychiatric Association, 2013).

The physical symptoms for GAD are muscle tension, sleep disturbance, and
restlessness. Other symptoms are concentration difficulties, being easily fatigued, and
irritability. Three of these six symptoms are required to be diagnosed with GAD, alongside
with anxiety and worry, and it must inhibit the individual in his everyday life (American
Psychiatric Association, 2013).

Anxiety disorders rank as the most frequent group of mental disorders in the general
population (Kessler et al., 2005; Wittchen & Jacobi, 2005; Wittchen et al., 2011). Lifetime
prevalence of anxiety varies across countries but according to World Health Organization
(WHO) lifetime prevalence of any anxiety disorder averaging about 16% and one-year
prevalence averaging about 11% (Kessler et al., 2009). In Europe the lifetime prevalence of
anxiety disorders is 14% (Wittchen et al., 2011) and one-year prevalence is 12% (Wittchen &
Jacobi, 2005). Iceland is comparable to other European countries where the lifetime prevalence
of any anxiety disorder is 14.4%. The one-year prevalence is slightly lower than in Europe
though, or 5.5%. (Stefansson & Lindal, 2009). The most frequent anxiety disorder is GAD with
the one-year prevalence estimated to be from 1.9% to 5.1% in the general population (Wittchen,
2002). The European one-year prevalence for GAD is 1.7% (Wittchen & Jacobi, 2005). Also,
studies on gender difference have shown that anxiety disorders are more prevalent among
women (Steel et al., 2014; Stefansson & Lindal, 2009) with them being twice as likely as men

to be diagnosed with GAD (American Psychiatric Association, 2013).

8



Prevalence of mental disorders in sport

Empirical data on mental disorder in sports is limited and the representative prevalence rate of
mental disorders among elite athletes is not very well known in detail (Nixdorf, Frank,
Hautzinger, & Beckmann, 2013). Most of the studies exploring the prevalence rate of mental
disorders in athletes have been implemented with college athletes. The findings of these studies
seem to be inconsistent.

Yang et al. (2007) examined the prevalence of depression in 257 collegiate student
athletes and found that 21% of the athletes reported symptoms of depression. Athletes
experienced depression at approximately the same rate as that of a comparison group of non-
athletes who participated in the study. In addition, significant association with depression
symptoms and higher state and trait anxiety scores were found. However, studies on college
athletes have also reported lower prevalence rate of depression in athletes compared to non-
athletes (Armstrong & Oomen-Early, 2009; Proctor & Boan-Lenzo, 2010).

When it comes to mental disorders among elite athletes, the prevalence rate seems to
be similar or higher than the prevalence rate in the general population, with anxiety disorders
and depression as the most frequent mental disorders reported (Gouttebarge et al., 2015;
Gulliver et al., 2015; Schaal et al., 2011). Gouttebarge et al. (2015) examined prevalence rate
of depression and anxiety disorders in both currently playing professional football players and
retired ones. The prevalence rate for the players that were still playing were 26% and retired
ones 39%. The results of this study indicate that the prevalence rate of anxiety disorders and
depression is significantly higher than in the general population. However, questions can be
raised about the reliability and validity of these results since only four questions were used to
measure the prevalence of anxiety and depression.

Research on the prevalence rate of mental disorders, which included French elite
athletes playing at top level, showed that 17% of athletes are diagnosed with some kind of
mental disorder, with lifetime prevalence of 25%. GAD had the highest prevalence rate, with
6% of the athletes indicated currently suffering from the disorder, and the lifetime prevalence
reported to be 8%. Meanwhile, approximately 4% of athletes reported symptoms of depression,
with lifetime prevalence rate of 11% (Schaal et al., 2011). Study of similar matter on Australian
elite athletes found that 46% of all participants reported symptoms of at least one mental
disorder. Depression had the highest prevalence rate, or 27%, and GAD in fifth place with 7%
(Gulliver et al., 2015). However, in neither study was sport performance anxiety measured.

Further on, a study on German elite athletes found that the prevalence rate for depression is



15% (Nixdorf et al., 2013). Based on these results, it seems that the prevalence rate for
depression in elite athletes is comparable to the general population.

In relations to gender difference of mental disorders in athletes, women seem to
experience more symptoms of mental disorders than men. Most findings suggest that there is
higher proportion of women diagnosed with some kind of mental disorders. For instance, in
Schaal et al.’s (2011) study 20% of women were diagnosed with some mental disorder,
compared to only 15% of men. Gulliver et al. (2015) also found higher rates for women, with
53% of women and 39% of men reporting for symptoms of one or more disorders. One reason
for these findings may be that women are more willing to report their feelings, especially the
negative ones, than men (Jones, 1990). Studies also seem to indicate that women are prone to

report higher levels of both state and trait anxiety (Jones & Cale, 1989; Martens et al., 1990).

Sources of stress in sport

Stress has been defined by McGrath (1970) as an imbalance between demand and response
ability, where failure to meet that demand has significant consequences (see Weinberg &
Gould, 2015). When it comes to athletes and the sport environment the term competitive stress
is often used. There is a similar process going on between the individual and the environmental
demands as in general stress, however, it is directly linked with competitive performance. In
this context, these environmental demands are called competitive stressors and they are as well
associated directly with competitive performance (Mellalieu et al., 2009).

Athletes are exposed to enormous amount of psychological stress on a daily basis. The
sources of stress among athletes are, therefore, various with the likes of competitive concerns
and pressure to perform (Mckay, Lavallee, Niven, & White, 2008). Fear of getting older,
quitting the sport, injury, and competitive failure are all major stressors for athletes. In the end,
these competitive stressors can lead to symptoms of depression and anxiety (Hughes & Leavey,
2012; Leddy, Lambert, & Ogles, 1994).

One of the main sources of stress in athletes is injury. In Nicholls, Holt, Polman, and
Bloomfield (2006) injury was the most frequently cited source of stress among professional
rugby players. Additionally, it has been found that when athletes get treatment for an injury,
80% of the time they also discuss psychological issues related to the injury (Mann, Grana,
Indelicato, O'Neill, & George, 2007).

Brewer and Petrie (1995) compared depression symptoms between 916 college football
players who had experienced injuries and those who had not. They found that athletes who had

experienced an injury reported significantly higher depression symptom scores than those
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reported by non-injured athletes. Leddy et al. (1994) study on 343 male collegiate athletes also
found that injured athletes experienced more symptoms of both depression and anxiety than
athletes who had not experienced injuries. Study by Kolt and Kirkby (1994) on gymnasts found
that there is a difference depending on how serious the injury is. The gymnasts who were
dealing with more severe injuries reported higher cognitive anxiety and were also more tired

and anxious.

The anxiety-performance relationship

For elite athletes, the ability to handle pressure and anxiety is crucial (Hardy et al., 1996; Orlick
& Partington, 1988). Thus, a great deal of research has been devoted to examine the effect
anxiety has on sports performance (Humara, 1999) and this relationship has been a central
concern to sport psychology researchers and practitioners (Mellalieu et al., 2009).

When trying to determine the anxiety-performance relationship, initial attempts were
through arousal-based explanations (Mellalieu et al., 2009). Arousal is defined as a person’s
physiological and psychological activation at a certain moment (Weinberg & Gould, 2015).
The possible effects of arousal on performance varies depending on its intensity. Low levels of
arousal or anxiety can cause the mind to wander, slow movements, and lack of enthusiasm. On
the other hand, high levels can cause increased muscle tension, fatigue, and attentional
difficulties (Janelle, 2002; Pijpers, Oudejans, Holsheimer, & Bakker, 2003).

Drive theory (Spence & Spence, 1966) was one of those initial attempts. According to
the theory, an increase in drive or arousal is associated with a linear increase in performance.
This means that high arousal situations bring out the performer’s dominant response, and the
quality of performance should increase. This is not always the case as the dominant response
1s sometimes incorrect. If the performer’s skill level is too low, increased arousal may lead to
a decline in performance (Weinberg & Gould, 2015). The theory lacks empirical support and
has been criticized for being simplistic (Mellalieu et al., 2009; Neiss, 1988). It also fails to
explain why nervousness and choking occurs for elite performers in high-pressure situations
(Weinberg & Gould, 2015).

Sport psychologists were dissatisfied with the drive theory and the approach was
succeeded by another arousal-based approach, the inverted-U hypothesis (Landers & Arent,
2010; Oxendine, 1970). According to this view, the relationship between arousal and
performance is in the shape of an inverted U. Thus, as arousal increases so does performance,
up to an optimal point, beyond which arousal is too high and performance starts to decline

(Mellalieu et al., 2009). Despite the theory’s appeal it has some apparent issues. For example,
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the same physiological state might be interpreted differently by individuals (Apter, 1984). High
arousal might be interpreted as anxiety by someone, whereas another might interpret it as
excitement. Another issue is that it fails to examine how and why anxiety influences
performance (Landers, 1980).

The Catastrophe Model attempts to explain the interactive effects arousal and cognitive
anxiety have on performance (Hardy, 1990, 1996; Hardy & Fazey, 1987). At low levels of
cognitive anxiety, a change in arousal is related to performance in an inverted-U. While the
cognitive anxiety remains low, an increase in arousal is beneficial to performance. Increases in
arousal will continue to have positive effects on performance under conditions of high
cognitive anxiety, but only until it reaches a certain point, just beyond the optimal arousal level.
Any increases in arousal beyond that threshold result in a catastrophic drop in performance.
The model also predicts that an athlete’s best and worst performances occur under high
cognitive anxiety conditions (Hardy, 1996). Given that the arousal level does not go too high,
some anxiety can actually give the athlete an advantage over other competitors (Weinberg &
Gould, 2015). Despite having some empirical support (Hardy & Parfitt, 1991; Hardy, Parfitt,
& Pates, 1994) the model has been criticized for being complicated and difficult to test (Cohen,
Pargman, & Tenenbaum, 2003; Gill, 1994; Hardy, 1996).

Another theory, Individualized Zones of Optimal Functioning (IZOF), stated that
optimal arousal levels differ between individuals (Hanin, 1980, 1986). The theory proposes
that every individual has an optimal pre-performance anxiety zone within which their best
performance occurs. An anxiety level either above or below the optimal zone results in a poor
performance. It is, therefore, dependent upon individuals where their optimal zone lies. Some
individuals prefer low levels of pre-performance anxiety, some moderate levels, and others
high levels. This approach recognizes that other emotions than anxiety, both positive and
negative, influence performance (Gould & Udry, 1994; Hanin, 2000, 2007). If channelled
positively, unpleasant emotions (e.g. frustration) can enhance performance. Likewise, pleasant
emotions (e.g., confidence) can also have debilitating effects on performance (Hanin, 2007).
IZOF has considerable research support (Gould & Tuffey, 1996; Robazza, Pellizzari, & Hanin,
2004; Salminen, Liukkonen, Hanin, & Hyvoénen, 1995; Thelwell & Maynard, 1998; Woodman,
Albinson, & Hardy, 1997) and is considered to better predict performance than the inverted-U
theory (Raglin & Turner, 1993).

Reversal theory (Apter, 1982, 1984; Kerr, 1985, 1997) suggests that an individual’s
interpretation of his arousal level affects his performance. For top performance, an athlete must

see his arousal as helpful rather than unhelpful. For example, an athlete who experiences high
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arousal as anticipation, rather than as an unpleasant anxiety, is more likely to perform better.
An athlete who experiences low arousal as relaxing, rather than boring, is also more likely to
perform better (Weinberg & Gould, 2015). Additionally, athletes can suddenly reverse from
interpreting high arousal as anticipation one minute, to anxiety the next minute (Apter & Batler,
1996; Kerr, 1997). Although reversal theory offers an interesting view on the effects arousal
and anxiety have on performance, it lacks empirical support as few have tested the theory’s

predictions (Mellalieu et al., 2009; Weinberg & Gould, 2015).

Anxiety direction and intensity

Since anxiety is considered a negative emotion, most researchers have focused on the negative
influence it has on performance (Mellalieu et al., 2009), where the focal point has been on
examining the intensity of anxiety an athlete feels before and during competition. It appears,
however, that an athlete’s interpretation of anxiety is key in understanding the effects it has on
performance (Jones, 1995; Jones et al., 1994; Woodman & Hardy, 2001).

The interpretation of anxiety symptoms is known as the direction of anxiety. These
directional interpretations can be either positive or negative (facilitative or debilitative) in
relation to performance (Jones, 1991; Jones & Swain, 1992; Jones et al., 1993). For example,
an athlete might be anxious about an upcoming game, resulting in a panic, which debilitates
his performance. Another athlete, who might also be anxious before a game, sees his symptoms
as a signal of the importance of the game, resulting in a motivated and facilitative performance
(Jones, 1995).

In an attempt to explain the direction of anxiety concept, Jones (1995) suggested that
perception of control along with trait anxiety, self-esteem, and other individual factors would
determine whether an athlete perceives anxiety as facilitative or debilitative. According to
Jones’ model, stressors occur in the environment, such as playing in a cup final, that lead to
anxiety symptoms. If an athlete feels he is in control of the situation and believes he has the
ability to achieve his goals, facilitative anxiety will result. In comparison, if an athlete feels he
is not in control and there is no way he can cope with the pressure, debilitative anxiety will
result.

Several studies suggest that skill level is the best predictor of whether anxiety is
interpreted as facilitative or debilitative. It appears that there are no differences in the intensity
of both cognitive and somatic anxiety between elite and non-elite athletes. Elite performers,
however, report both anxiety states as being more facilitative for performance. For example,

Jones et al. (1993) reported that there were no differences in the intensity of anxiety states
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between good and bad performers on the balance beam, but the good performers reported their
cognitive anxiety as more facilitating than the bad performers. Jones et al. (1994) also found
differences in interpretation of both anxiety states between elite and non-elite swimmers, one
hour before an important competition, where the elite group considered their symptoms as
being more facilitative to performance. Furthermore, Perry and Williams (1998) reported
similar findings when comparing advanced, intermediate, and novice tennis players. Only
players in the advanced group reported perceiving anxiety symptoms as beneficial to
performance.

In summary, these and other similar findings regarding skill level (Eubank, Smith, &
Smethhurst, 1995; Hanton & Connaughton, 2002; Hanton, Evans, & Neil, 2003; Jones &
Swain, 1995) suggest that the difference between elite and non-elite performers lies in the
direction of anxiety, rather than the intensity. Elite performers appear to have a more positive
perception of these symptoms in regard of their consequences for performance (Jones & Swain,
1995).

Stigma of mental health

For those suffering from mental disorders like depression and anxiety, stigma is a major
problem. A definition of stigma has been made by Link and Phelan (2001) that when aspects
of stereotyping, status loss, labelling, separation, and discrimination take place together in a
setting that allows them, stigma occurs. A distinction may then be proposed between personal
and perceived stigma. Personal stigma indicates the individual’s personal negative attitudes,
beliefs, and thoughts, while perceived stigma on the other hand refers to the individual’s
perception on other people’s attitudes, beliefs, and thoughts (Griffiths et al., 2006; Latalova,
Kamaradova, & Prasko, 2014).

Negative affect on the individual may result from both personal and perceived stigma,
in the sense for prevention in help seeking and treatment continuum for a mental disorder
(Barney, Griffiths, Jorm, & Christensen, 2006; Corrigan, 2004; Griffiths, Christensen, & Jorm,
2008). Additionally, perceived stigma can increase symptoms of depression and anxiety (Britt
et al., 2008; Link & Phelan, 1999; Sirey et al., 2001). On average, the report rate for perceived
stigma is greater than the report rate for personal stigma by the general public (Pedersen &
Paves, 2014).

Fortunately, ways to reduce stigma towards people suffering from mental disorders

exists. Education and contact for instance have been shown to have a positive effect on
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decreasing stigma for both adults and adolescents (Corrigan, Morris, Michaels, Rafacz, &
Rusch, 2012).

Exercise is also known to have a positive and protective effect on mental disorders
(Cooney et al., 2013; Paluska & Schwenk, 2000). Despite that, athletes are susceptible to
mental illness, and are perhaps more likely to be underdiagnosed than the general population.
There is stigma towards mental disorders among athletes and a common response to disorders
is that they represent a personal breakdown, a lack of willpower, and character weakness
(Schwenk, 2000). For example, athletes playing in physical contact sports (e.g., American
football players, wrestlers) often develop the belief that pain, distress, and injuries are part of
the sport (Nixon, 1996). Therefore, they accept the pain silently in order to “be a man”, and
show more resistance in seeking help (see Martin, Lavallee, Kellmann, & Page, 2004). Several
studies have shown that women are more likely than men to seek help when suffering from
mental disorders (Oliver, Pearson, Coe, & Gunnell, 2005; Parslow & Jorm, 2000).

There are limited studies on stigma among elite athletes, but a study of elite athletes’
attitudes toward seeking help suggested that athletes may have less positive attitudes toward
help-seeking than their non-athlete counterparts (Watson, 2005). In a study on young elite
athletes, Gulliver, Griffiths, and Christensen (2012) found that stigma is an important barrier
in seeking help for elite athletes. According to their findings, athletes showed high levels of
perceived stigma, and were concerned that people connected to their sport would see help-
seeking as a sign of frailty or inability to cope. Stigma may well have more influence on athletes

than others due to their perceived attitudes of the media and the public.

The purpose of the study

It is common for athletes to experience anxiety before a competition. They perhaps worry about
how they are going to perform, or feel tense in their stomach. These anxiety symptoms can be
almost identical to the ones listed in general anxiety questionnaires. However, for many athletes
these anxiety symptoms often only relate to performance in sports settings, known as sport
performance anxiety. Consequently, a distinction has to be made between general anxiety and
sport performance anxiety when administering anxiety questionnaires to athletes. To prevent
inflation of scores, it is crucial to ask the athletes to exclude their sport related anxiety when
answering questions regarding general anxiety. Previous studies (Gouttebarge et al., 2015;
Gulliver et al., 2015; Schaal et al., 2011) on the prevalence of anxiety among athletes have not
made this distinction sufficiently. As a result, athletes may have been overdiagnosed in terms
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of anxiety symptoms. If this distinction is made, however, it can be speculated that athletes
would have similar prevalence of anxiety symptoms as the general public.

The purpose of the current study is to evaluate mental health among football players in
the top league in Iceland. The main focus is on anxiety and depression symptoms among the
players with an emphasis on distinguishing between general anxiety and sport performance
anxiety. Assessing their attitudes towards these mental disorders is also the purpose of this
study. Six hypotheses are presented.

The first hypothesis proposes that there is a positive correlation between sport
performance anxiety and general anxiety, and also between sport performance anxiety and
depression. That is, individuals who score high on sport performance anxiety are expected to
report more symptoms of general anxiety and depression. People who suffer from GAD
experience anxiety in many different situations (American Psychiatric Association, 2013), and
would, therefore, be assumed to do so in sport related settings.

The second hypothesis is that female players will report more symptoms of sport
performance anxiety, general anxiety and depression. Numerous studies on the general public
have shown that anxiety disorders are more prevalent among women (Steel et al., 2014;
Stefansson & Lindal, 2009). They are also twice as likely as men to experience depressive
symptoms (Nolen-Hoeksema et al., 2009; Nolen-Hoeksema & Hilt, 2013; World Health
Organization, 2008) and to be diagnosed with GAD (American Psychiatric Association, 2013).
In addition, studies on athletes have shown that women experience more symptoms of mental
disorders than men (Gulliver et al., 2015; Schaal et al., 2011).

The third hypothesis proposes that players who have been out with injury the week
before the data collection took place will report more symptoms of both anxiety and depression
than players who have not experienced any injury. Studies have shown that athletes who
experience injury report more symptoms of anxiety and depression than non-injured athletes
(Brewer & Petrie, 1995; Leddy et al., 1994). It is also proposed that players who have missed
more trainings due to injuries will report more symptoms of anxiety and depression. A study
has shown that athletes dealing with more severe injuries report higher cognitive anxiety and
are also more tired and anxious (Kolt & Kirkby, 1994).

The fourth hypothesis is that players who have played for the national team will report
anxiety as more facilitating and have a more positive perception of these symptoms than
players who have not played for the national team. Studies have shown that higher skilled
players are more likely to perceive anxiety symptoms as beneficial to performance (Jones et
al., 1994; Jones et al., 1993; Perry & Williams, 1998).
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The fifth hypothesis that is put forth is that the athletes will report higher perceived
stigma than personal stigma. A study has found that the report rate for perceived stigma is
greater than the report rate for personal stigma by the general public (Pedersen & Paves, 2014).
It has also been shown that athletes show high levels of perceived stigma (Gulliver et al., 2012).

The sixth hypothesis proposes that male players would find it harder to seek help if they
were experiencing symptoms of anxiety or depression than female players. Studies have shown

that women are more likely to seek help than men (Oliver et al., 2005; Parslow & Jorm, 2000).
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Method
Participants
A total of 184 football players playing in the top league of Iceland participated in the study.
Out of the 184 participants, 105 were men (57.1%) and 79 were women (42.9%). The mean
age for both genders was 24 years, with an age range of 18 to 41 years for men, and 18 to 34
years for women. Both foreign players and players under 18 years of age were excluded from
the study.

A convenience sample was used to recruit participants where teams located in
Reykjavik and nearby areas were contacted. The athletes were not rewarded for their
participation. The top football leagues in Iceland have 22 teams, 12 in the male league and ten
in the female league. Out of these, six women’s team and seven men’s team participated in the

study.

Instruments and measures
Participants in the study answered five questionnaires containing 76 questions in total. The
questionnaires can be found in Appendix 2 to 6.

The first questionnaire (see Appendix 2) contained questions about the players’ age,
gender, and national team experience. They were also asked if they had been out with injuries
or not the week before, and if so, how many trainings they had missed because of their injury.
In addition, the questionnaire included questions about the effects of anxiety on the players, if
they felt that anxiety had facilitative effects on their competition performance and whether they
use any methods to reduce or increase anxiety before competition. The questions were
answered by the players on a 7-point scale: 1 = never, 2 = very rarely, 3 = rarely, 4 = neutral,
5 = often, 6 = very often, 7 = always.

Sport anxiety

The second questionnaire used in the study was the Sport Anxiety Scale-2, or SAS-2 (Smith,
Smoll, Cumming, & Grossbard, 2006), that measures both cognitive and somatic trait anxiety
in sport performance settings (see Appendix 3). The scale is a further development of the
original scale, Sport Anxiety Scale (SAS; Smith, Smoll, & Schutz, 1990). The main reason for
the development of a more advanced scale was that even though SAS was found to be a reliable
and a valid measure for both cognitive and somatic sport performance anxiety, the scale was

not consistent enough when it came to examining sport performance anxiety in children. The
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SAS-2 on the other hand is found to be a reliable and a valid instrument to measure sport
performance anxiety in both children and adult athletes (Smith et al., 2006).

The SAS-2 measures individual differences of athletes’ somatic anxiety, worry and
concentration disruption. The scale includes 15 statements, with five statements for each of the
three components, where the athletes answer on a 4-point scale: 1 = not at all, 2 = a little bit,
3 = pretty much, 4 = very much. For example, a statement associated with the somatic anxiety
is “I feel tense in my stomach”, for the worry factor “I worry that I will let others down” and
with concentration disruption “I lose focus on the game”. The lowest possible score athletes
can get is 15 and the highest is 60. Athletes with lower scores are less likely to have sport
performance anxiety than those with higher scores (Smith et al., 2006).

For the translation of the SAS-2 from English to Icelandic a direct translation (Mckay
et al., 1996) and committee translation method (Harkness & Schoua-Glusberg, 1998) was

applied. The translation was then assessed by three experts in psychology.

Anxiety and depression

The third questionnaire used in the study was the Hospital Anxiety and Depression Scale
(HADS; Zigmond & Snaith, 1983), which measures both symptoms of anxiety and depression
(see Appendix 4).

Before answering the questionnaire participants were asked to mark the option that best
fitted with their last week’s wellbeing, but exclude their wellbeing associated with sport
performance on game day and during competition. The questionnaire consisted of 14 items,
with seven of the items related to HADS subscale for anxiety, and seven to HADS subscale for
depression. The items that were related to the anxiety subscale were for example: “I feel tense
or wound up” and “Worrying thoughts go through my mind”. The items that were related to
the depression subscale were for instance: “I can laugh and see the funny things of life” and “I
feel cheerful”. All of the statements were answered on a 4-point scale where participants could
get a score from zero to three points for each statement. The highest total score on each subscale
could therefore be 21, and the lowest zero. The score indicated whether the participant suffered
from anxiety or depression. A total score below eight indicated that the participant did not
suffer from anxiety or depression, but a total score from eight to ten was classified as borderline
abnormal. Scores from 11 and up to 21 were classified as abnormal and indicated that the
participant possibly suffered from anxiety disorder or depression (Zigmond & Snaith, 1983).
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The HADS has been translated from English to Icelandic (Schaaber, Smari, &
Oskarsson, 1990) and has shown good reliability and validity (Magnusson, Axelsson, Karlsson,
& Oskarsson, 2000).

Stigma

The fourth questionnaire used in the study was the Depression Stigma Scale (DSS; Griffiths,
Christensen, Jorm, Evans, & Groves, 2004). The DSS (see Appendix 5) measures stigma
associated with depression using 18-item scale divided into two subscales, the personal stigma
subscale and the perceived stigma subscale, with half of the items belonging to each one.
Personal stigma refers to the individual’s own attitudes, beliefs, and thoughts towards
depression. Participants were asked to specify how strongly they personally agree or disagree
with nine statements about depression. Examples of statements about personal stigma are:
“People with depression could snap out of it if they wanted” and “If I had depression I would
not tell anyone”. Perceived stigma, on the other hand, refers to the individual’s perception about
other people’s attitudes, beliefs, and thoughts towards depression. Participants were therefore
required to answer the same nine statements about what they thought the attitude and belief of
most other people towards depression is. Examples of statements about perceived stigma are:
“Most people believe that people with depression could snap out of it if they wanted” and “If
they had depression, most people would not tell anyone”. The ratings on each of the 18
statements were on a five-point scale: 0 = strongly disagree, 1 = disagree, 2 = neither agree
nor disagree, 3 = agree, 4 = strongly agree. For each subscale participants can get a score
from 0-36, with higher scores indicating greater stigma towards depression (Griffiths et al.,
2004).

To examine players stigma related to the sport, the wordings of two questions were
modified. The questions from the DSS “I would not employ someone if I knew they had been
depressed” and “I would not vote for a politician if I knew they had been depressed” were
replaced with “I would not want to play with someone that I knew had depression” and “I
would not want to have a coach who I knew had depression”.

The DSS has shown good reliability for both personal and perceived stigma (Griffiths
et al., 2008; Griffiths et al., 2004). A direct translation (Mckay et al., 1996) and committee
translation method (Harkness & Schoua-Glusberg, 1998) was used to translate the DSS from
English to Icelandic. To measure stigma towards anxiety the word depression was replaced

with the word anxiety.
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To study attitudes towards anxiety disorder and depression further, four questions were
added in relations to stigma and help-seeking (see Appendix 6). Participants were asked how
easy or difficult they would find seeking help if they were experiencing symptoms of anxiety
or depression. The questions were answered on a 5-point scale: 1 = very difficult, 2 = difficult,
3 = neither easy nor difficult, 4 = easy, 5 = very easy. Additionally, participants were asked
where they would most likely seek help if they were experiencing symptoms of anxiety or
depression. Participants answered with ratings ranging from 1 to 7, with the most likely option
rated 7, the second most likely option rated 6, and so on. Participants were only allowed to use
each number once. The options of where they would most likely seek help were for example:

“Family or a friend”, “Sport psychologist”, and “Teammate”.

Procedure

The study was approved by the National Bioethics Committee. Coaches or chairmen of the
clubs were directly contacted via e-mail, with information about the procedure and purpose
regarding the study alongside with requested permission of involvement of the players in the
study, and approached by phone if needed. Followed by the coaches’ permission on behalf of
the club and the players, the time and place to submit the questionnaires (see Appendix 2-6)
was decided. It was made sure that the questionnaires were not administered before a game or
on game day, to minimize the risk that sports performance anxiety would affect the scores
regarding the general anxiety. Data collection took place during the preseason, between four
and eight weeks prior to the beginning of the season.

The front page of the questionnaires was an information sheet (see Appendix 1) that
players were kindly asked to read carefully, stating the purpose and the involvement of
participation in the study. Verbal instructions were also given by the researchers about how to
answer the HADS to further emphasize that the players answered the questionnaire in terms of
how they felt on days which they did not have a game. In addition, players were informed that
participation in the study was anonymous and untraceable, and withdrawal from the study was
in order at any time without any explanation required. After giving informed consent the five
questionnaires were administered. The questionnaires consisted of 76 items which took the

players around 12 to 15 minutes to complete.

Design and data analysis
The design of the study was survey research design. Three types of independent variables were

used in the study, gender, injury and national team experience. The dependent variables were
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scores on the SAS-2 and the HADS anxiety and depression subscales, as well as scores on help-
seeking. Additionally, scores on stigma for both anxiety and depression were used to compare
personal stigma of the players with their perceived stigma. All the analysis was conducted with
IBM SPSS Statistics 20.

The data was analysed by using Cronbach’s alpha («) to look at internal consistency. All
the scales had considerably high Cronbach’s alpha (.71-.92) suggesting high levels of internal
consistency. Prevalence of participants with anxiety and depression symptoms was computed.
Pearson correlation was then used to assess associations between the scores on the SAS-2 and
scores on the HADS anxiety and depression subscales. To evaluate scores between genders on
the SAS-2 and the HADS subscales, an independent samples t-test was conducted. An
independent samples t-test was further used to compare scores on the HADS subscales between
injured and non-injured players, along with comparing facilitative anxiety scores from players
who had either played for the national team or had not. In order to see differences between
number of trainings missed due to injury and HADS anxiety and depression scores, a one-way
ANOVA was conducted. Furthermore, personal and perceived stigma towards anxiety and
depression estimated by DSS was compared by using a paired samples t-test. Finally, an

independent samples t-test was computed to compare help-seeking scores between genders.
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Results
The 15 item Sport Anxiety Scale-2 was highly reliable with a Cronbach’s alpha of .92. The
Cronbach’s alphas for the 7 item HADS anxiety and the 7 item HADS depression subscales
were .82 and .71 respectively. All of the DSS subscales were found to be relatively reliable.
Alpha for the Personal Stigma subscale for depression was .72 and .87 for the Perceived Stigma
subscale. The Personal Stigma subscale for anxiety (a = .80) and the Perceived Stigma subscale
for anxiety (o = .89) indicated high internal consistency. Data from all of the 184 participants
was used in this study for HADS, but data from three participants was missing for DSS and

from four participants in SAS-2.

Prevalence of anxiety and depression symptoms
The mean score on the SAS-2 was 26.12 (SD = 7.6) with a minimum score of 16 and a
maximum score of 51. The mean score on the HADS anxiety subscale was 4.59 (SD = 3.4), the
highest was 14 and the lowest was zero. The HADS depression subscale had a mean score of
2.46 (SD = 2.6) with a maximum score of 12 and a minimum score of zero.

Prevalence of participants with anxiety and depression symptoms scores is shown in
Figure 1. Fourteen participants (7.6%) had anxiety scores within the abnormal range while

three participants (1.6%) scored within the abnormal range for depression.
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Figure 1. Prevalence of anxiety and depression among the athletes.
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The correlation between anxiety and depression and sport performance anxiety

To assess the relationship between scores on the SAS-2 and scores on the HADS anxiety and
depression subscales a Pearson product-moment correlation coefficient was computed. The
results indicated a strong positive correlation between scores on the SAS-2 and the HADS
anxiety subscale, r(180) = .71, p < .001 (see Figure 2). The correlation between scores on the
SAS-2 and the HADS depression subscales was moderate, r(180) = .43, p < .001 (see Figure
3).
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Figure 2. The correlation between total scores on SAS-2 and HADS anxiety subscale.
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Figure 3. The correlation between total scores on SAS-2 and HADS depression subscale.
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Gender difference

Scores on the SAS-2 and the HADS subscales can be seen in Table 1. The mean scores on sport
performance anxiety, general anxiety and depression were higher among female players than
male players. An independent samples t-test was computed to compare scores between genders
on SAS-2 and the HADS subscales. There was a significant gender difference in scores on the
SAS-2, t(178) = -5.88, p < .001. The difference in scores on the HADS anxiety subscale was
also significant, t(182) = -3.32, p < .001. For the HADS depression subscale, the gender
difference was not significant, t(182) = -.88, p = 3.81.

Table 1. Scores on the SAS-2 and the HADS anxiety and depression subscales by gender.

Male Female
n M SD  Min Max n M SD Min Max
Sport Performance
Anxiety 103 2348 581 16 42 77 2965 8.19 16 51
Anxiety 105 389 322 0 14 79 552 342 O 14
Depression 105 231 264 O 12 79 266 261 O 12

Anxiety and depression symptoms for injured and non-injured players

Table 2 demonstrates scores on the HADS anxiety and depression subscales for injured and
non-injured players. Forty-one players (22%) had suffered from injury the week before the
administration of the questionnaires. An independent samples t-test was computed to compare
HADS anxiety and depression scores between injured and non-injured players. Results
indicated no significant difference in scores on neither the anxiety subscale, t(182) = .15, p =

.88, nor the depression subscale, t(182) = .41, p = .68, for injured and non-injured players.
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Table 2. Scores on the HADS anxiety and depression subscales for injured and non-injured

players.
Anxiety Depression

n M SD M SD
Non-injured 143 4.57 3.28 2.42 2.69
Injured 41 4.66 3.83 2.61 2.40
1-2 trainings missed 24 4.33 341 2.21 2.40
3-4 trainings missed 10 5.00 4.97 3.30 2.31
5+ trainings missed 7 5.29 3.86 3.00 2.58

To examine if the numbers of trainings missed had an impact on anxiety and depression
scores, a one-way ANOVA was computed. The results suggested that the number of trainings
missed did not have a significant effect on anxiety scores, F(2, 38) =.21, p =.81. The results
further suggested no significant differences in depression scores in terms of the number of
trainings missed, F(2, 38) = .84, p = .44.

Facilitative anxiety

An independent samples t-test was used to compare scores between players who had played
for the national team and players who had not played for the national team for the statement:
“Anxiety can have positive effects on my performance in games”. Results indicated no
significant differences between players who had at some point played for the national team and
those who had not, t(180) = -.31, p =.76. There were 37 players (20%) who had played for the
national team on any occasion (M = 3.49, SD = 1.54) and 145 players (80%) who had never
played for the national team (M = 3.57, SD = 1.53).

Comparing personal and perceived stigma

Table 3 displays personal and perceived stigma scores on the DSS for depression and anxiety.
Players had a higher mean score on the perceived stigma scale for anxiety and depression than
on the personal stigma scale. A paired samples t-test was computed to compare personal and
perceived stigma DSS scores for depression and anxiety. Results indicated a significant
difference in scores on personal stigma compared to perceived stigma for depression, t(180) =
-12.1, p < .001, and anxiety, t(180) = -14.97, p <.001.
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Table 3. Scores on the personal stigma scale and the perceived stigma scale for anxiety and

depression on the DSS.

Anxiety Depression
M SD M SD
Personal stigma 6.04 5.07 6.79 4.77
Perceived stigma 12.36 7 14.45 6.58

Help-seeking

Table 4 shows the mean score for help-seeking by gender. An independent samples t-test was
computed to compare scores between genders on how hard or easy they would find seeking
help if they suffered from anxiety or depression. Results showed no significant differences in
help-seeking by gender if suffering from anxiety, t(163) = .28, p = .78, or depression, t(160) =
54, p=.59.

Table 4. Scores on help-seeking if suffering from anxiety or depression by gender.

Anxiety Depression
n M SD n M SD
Male 87 3.1 1.21 85 3.05 1.19
Female 78 3.05 1.15 77 2.95 1.16

Participants were further asked where they would most likely seek help if they suffered
from anxiety or depression. Figure 4 shows that athletes would most likely turn to family or a

friend if they suffered from anxiety (M = 6.39) or depression symptoms (M = 6.45).
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Figure 4. The mean score for the question: “If you were experiencing symptoms of

anxiety/depression, where would you most likely seek help?”” The rating range was from 1 to

7, with the most likely option rated 7.
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Discussion
The primary purpose of the current study was to investigate mental health among football
players in Iceland. The focus was on examining the prevalence of anxiety and depression
symptoms among the players with an emphasis on distinguishing between sport performance
anxiety and general anxiety. To make that distinction, the SAS-2 questionnaire was submitted
alongside with the HADS questionnaire, which is the main difference between the present
study and other similar studies. The purpose of using the SAS-2 was to prevent that sport
performance anxiety would inflate the score on measurements for general anxiety.
Additionally, evaluating the players’ attitudes towards these mental disorders was investigated.

The prevalence of anxiety symptoms among football players was approximately 8%
and the prevalence of depression symptoms was around 2% in this study. Our findings suggest
that the prevalence of anxiety symptoms is higher among Icelandic football players than in the
Icelandic general population, where the prevalence is estimated to be 5.5% (Stefansson &
Lindal, 2009). However, our findings indicated that the prevalence of depression symptoms is
lower among football players than in the Icelandic general population, where the prevalence is
2.6% (Stefansson & Lindal, 2009).

The results showed a strong positive correlation between symptoms of sport
performance anxiety and general anxiety. This is in line with the first hypothesis proposed
which stated that players with high sport performance anxiety were more likely to have high
general anxiety. Despite a strong positive correlation, the relationship was not perfect, which
implies that the players who experience symptoms of sport performance anxiety do not
necessarily suffer from general anxiety. Therefore, some players could have high sport
performance anxiety but low general anxiety. In addition, the results showed a positive
correlation between symptoms of sport performance anxiety and depression. However, the
correlation between those two variables was not strong but moderate. These findings suggest
that to avoid inflated scores and overdiagnosis, a distinction between sport performance anxiety
and general anxiety has to be made. Thus, when measuring prevalence of general anxiety
symptoms among athletes, it is essential to find ways to exclude the symptoms that only relate
to sport settings and competitions.

In our study, a higher prevalence of sport performance anxiety symptoms and general
anxiety symptoms was found among female players, suggesting a significant gender difference.
This is in accordance with our second hypothesis, which proposed that female players would
report more symptoms of sport performance anxiety and general anxiety. Other studies on

gender difference have shown that anxiety disorders are more prevalent among women (Steel
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et al., 2014; Stefansson & Lindal, 2009). Regardless of previous studies, a possible reason for
these findings may be that women are more willing to report their feelings, particularly the
negative ones, than men (Jones, 1990). Additionally, it was hypothesized that female players
would have higher depression scores, but for depression the gender difference was not
significant. This is not in line with other studies, which have shown that women are about twice
as likely as men to experience depressive symptoms (Nolen-Hoeksema et al., 2009; Nolen-
Hoeksema & Hilt, 2013; World Health Organization, 2008). Moreover, in relations to gender
difference of mental disorders in athletes, findings suggest that female athletes are more likely
to experience symptoms of depression than male athletes (Gulliver et al., 2015; Schaal et al.,
2011). A possible explanation for our findings could be that women are more likely to use
social support (Shumaker & Hill, 1991) which could prevent the onset of depression.

Contrary to the third hypothesis, regarding how injuries affect players, results indicated
no significant difference in scores on neither the anxiety subscale, nor the depression subscale,
for injured and non-injured players. Thus, injuries did not seem to affect anxiety or depression
scores. This is in contrast with other studies which have found that injured athletes report more
symptoms of both depression and anxiety than athletes who have not experienced injuries
(Brewer & Petrie, 1995; Leddy et al., 1994). When examining further the results from the
injured players, the findings suggested that the number of trainings missed did not have a
significant difference on the anxiety or depression scores. This is surprising since it is
speculated that there is a difference depending on how serious the injury is (Kolt & Kirkby,
1994). A possible reason for this outcome might be that players who have been injured for a
while were not present during the administration of the questionnaires. It is not uncommon for
injured players to not be a part of team training sessions, often due to them seeing a
physiotherapist to work on their injuries, and would therefore not be in this study’s sample.

In the fourth hypothesis it was predicted that players who had played for the national
team would report anxiety as more facilitating and would have a more positive perception of
these symptoms than players who had not played for the national team. The results of this study
indicated no significant differences between these players. This contradicts other studies that
have shown that higher skilled players are more likely to perceive anxiety symptoms as
beneficial to performance (Jones et al., 1994; Jones et al., 1993; Perry & Williams, 1998).
However, there is a chance that the players who have played for the national team have only
done so on very few occasions, and perhaps only friendly games. In this study, those players

would be categorized as elite, when the difference between them and other players may only
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be a couple of national team games. This could explain the lack of variation between the two
groups regarding facilitative anxiety.

Perceived stigma was found to be higher than personal stigma for both anxiety and
depression. This is consistent with the fifth hypothesis proposed and previous studies on stigma
(Pedersen & Paves, 2014). Perceived stigma has also been specified to be an important barrier
in seeking help for athletes, as they believe people connected to their sport would see help-
seeking as a sign of character weakness (Gulliver et al., 2012). In addition, perceived stigma
can increase symptoms of anxiety and depression (Britt et al., 2008; Link & Phelan, 1999;
Sirey et al., 2001). Luckily, there are ways to reduce stigma. Education, for instance, has been
shown to help decrease stigma among adults and adolescents (Corrigan et al., 2012).
Consequently, it is important to educate both coaches and players about the influence stigma
can have on individuals suffering from mental disorders.

The sixth hypothesis predicted that female players would find it easier to seek help if
they were experiencing symptoms of anxiety or depression than male players. Surprisingly, the
results indicated no significant differences in help-seeking by gender. This is not in accordance
with previous studies which have reported that women are more likely to seek help than men
(Oliver et al., 2005; Parslow & Jorm, 2000). A possible limitation concerning the help-seeking
question was that a forced choice format was not used. This may have resulted in central
tendency bias, where participants are hesitant to take a stance and avoid using the extreme
answers, by rather being neutral.

The players were then asked where they would most likely seek help if they were
experiencing symptoms of anxiety or depression. The most likely group was found to be family
or a friend. There were almost no differences between anxiety and depression, but some
variation seemed to be between the help seeking groups.

A few limitations to the current study should be considered. One limitation of our study
is that it uses questionnaires that measure only symptoms of anxiety and depression, not
structured diagnostic questionnaires. It does, therefore, not guarantee that a person is struggling
with anxiety or depression, and is not a diagnosis of those mental disorders. It should also be
noted that the Icelandic versions of SAS-2 and DSS have not been applied before, so further
psychometric analysis is required. Finally, participants all came from the same sport which
results in a lack of diversity in the sample. This prevents us from making generalisations about
athletes in general.

A practical application of this study is that it emphasizes the importance of controlling

for sport performance anxiety when examining general anxiety. Our findings support the notion
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that when this is done, inflated scores and overdiagnosis of anxiety symptoms in sports are
prevented.

As mentioned above, the current study only measures symptoms of anxiety and
depression. Future researches could possibly use structured diagnostic questionnaires to
diagnose mental disorders to find reliable prevalence estimates of mental disorders among
athletes. Moreover, it is necessary for future studies to find ways to distinguish between sport
performance anxiety and general anxiety. It is an important factor in order to get a clearer

picture of anxiety in sports.

32



References

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5™ ed.). Washington, DC: American Psychiatric Association.

Andrade, L., Caraveo-Anduaga, J. J., Berglund, P., Bijl, R. V., DeGraaf, R., Volbergh, W., . .
. Wittchen, H. U. (2003). The epidemiology of major depressive episodes: Results from
the International Consortium of Psychiatric Epidemiology (ICPE) surveys.
International Journal of Methods in Psychiatric Research, 12, 3-21.

Apter, M. J. (1982). The experience of motivation: The theory of psychological reversals. New
York: Academic Press.

Apter, M. J. (1984). Reversal theory and personality: A review. Journal of Research in
Personality, 18, 265-288.

Apter, M. J., & Batler, R. (1996). Gratuitous risk: A study of parachuting. In S. Svebak & M.
J. Apter (Eds.), Stress and health: A reversal theory perspective. Washington, DC:
Taylor & Francis.

Armstrong, S., & Oomen-Early, J. (2009). Social connectedness, self-esteem, and depression
symptomatology among collegiate athletes versus nonathletes. Journal of American
college health, 57(5), 521-526.

Barney, L. J., Griffiths, K. M., Jorm, A. F., & Christensen, H. (2006). Stigma about depression
and its impact on help-seeking intentions. Aust N Z J Psychiatry, 40(1), 51-54.
Brewer, B. W., & Petrie, T. A. (1995). A comparison between injured and uninjured football

players on selected psychosocial variables. Academic Athletic Journal, 10, 11-18.

Britt, T. W., Greene-Shortridge, T. M., Brink, S., Nguyen, Q. B., Rath, J., Cox, A. L., . ..
Castro, C. A. (2008). Perceived Stigma and Barriers to Care for Psychological
Treatment: Implications for Reactions to Stressors in Different Contexts. Journal of
Social and Clinical Psychology, 27(4), 317-335.

Cohen, A., Pargman, D., & Tenenbaum, G. (2003). Critical elaboration and empirical
investigation of the Cusp catastrophe model. Journal of Applied Sport Psychology, 15,
144-159.

Cooney, G. M., Dawn, K., Greig, C. A,, Lawlor, D. A., Rimer, J., Waugh, F. R., . . . Mead, G.
E. (2013). Exercise for depression (Review). Cochrane Database of Systematic
Reviews, 9, 1-123.

Corrigan, P. W. (2004). How stigma interferes with mental health care. Am Psychol, 59(7),
614-625.

33



Corrigan, P. W., Morris, S. B., Michaels, P. J., Rafacz, J. D., & Rusch, N. (2012). Challenging
the public stigma of mental illness: a meta-analysis of outcome studies. Psychiatric
Services, 63(10), 963-973.

Eubank, M. R., Smith, N. C., & Smethhurst, C. J. (1995). Intensity and direction of
multidimensional competitive state anxiety: Relationships to performance in racket
sports. Journal of Sports Sciences, 13, 30-35.

Gill, D. L. (1994). A sport and exercise psychology perspective on stress. Quest, 46, 20-27.

Gould, D., & Tuffey, S. (1996). Zones of optimal functioning research: A review and critique.
Anxiety, Stress, and Coping, 9, 53-68.

Gould, D., & Udry, E. (1994). Psychological skills for enhancing performance: Arousal
regulation strategies. Medicine and Science in Sports and Exercise, 26, 478-485.

Gouttebarge, V., Frings-Dresen, M. H., & Sluiter, J. K. (2015). Mental and psychosocial health
among current and former professional footballers. Occupational Medicine, 65(3), 190-
196.

Griffiths, K. M., Christensen, H., & Jorm, A. F. (2008). Predictors of depression stigma. BMC
Psychiatry, 8, 25.

Griffiths, K. M., Christensen, H., Jorm, A. F., Evans, K., & Groves, C. (2004). Effect of web-
based depression literacy and cognitive—behavioural therapy interventions on
stigmatising attitudes to depression. The British Journal of Psychiatry, 185(4), 342-
349.

Griffiths, K. M., Nakane, Y., Christensen, H., Yoshioka, K., Jorm, A. F., & Nakane, H. (2006).
Stigma in response to mental disorders: A comparison of Australia and Japan. BMC
Psychiatry, 6, 21.

Gulliver, A., Griffiths, K. M., & Christensen, H. (2012). Barriers and facilitators to mental
health help-seeking for young elite athletes: A qualitative study. BMC Psychiatry, 12,
157.

Gulliver, A., Griffiths, K. M., Mackinnon, A., Batterham, P. J., & Stanimirovic, R. (2015). The
mental health of Australian elite athletes. Journal of science and medicine in sport,
18(3), 255-261.

Hanin, Y. L. (1980). A study of anxiety in sports. In W. F. Straub (Ed.), Sport psychology: An
analysis of athlete behavior (pp. 236-249). Ithaca, NY: Mouvement.

Hanin, Y. L. (1986). State and trait anxiety research on sports in the USSR. In C. D. Spielberger
& R. Diaz-Guerreo (Eds.), Cross-cultural anxiety (\VVol. 3, pp. 45-64). Washington, DC:

Hemisphere.

34



Hanin, Y. L. (2000). Emotions in sport. Champaign, IL: Human Kinetics.

Hanin, Y. L. (2007). Emotions in sport: Current issues and perspectives. In G. Tenenbaum &
R. C. Eklund (Eds.), Handbook of sport psychology (3" ed., pp. 31-58). Hoboken, NJ:
Wiley.

Hanton, S., & Connaughton, D. (2002). Perceived control of anxiety and its relationship to self-
confidence and performance. Research Quarterly for Exercise and Sport, 73, 87-97.

Hanton, S., Evans, L., & Neil, R. (2003). Hardiness and the competitive trait anxiety response.
Anxiety, Stress, and Coping, 16, 167-184.

Hardy, L. (1990). A catastrophe model of performance in sport. In G. Jones & L. Hardy (Eds.),
Stress and performance in sport (pp. 81-106). Chichester, UK: Wiley.

Hardy, L. (1996). Testing the predictions of the cusp catastrophe model of anxiety and
performance. The Sport Psychologist, 10, 140-156.

Hardy, L., & Fazey, J. A. (1987). The inverted-U hypothesis: A catastrophe for sport
psychology? Paper presented at the Annual Conference of the North American Society
for the Psychology of Sport and Physical Activity, Vancouver, Canada.

Hardy, L., Jones, G., & Gould, D. (1996). Understanding Psychological Preparation for Sport:
Theory and Practice of Elite Performers. Chichester, UK: Wiley.

Hardy, L., & Parfitt, C. G. (1991). A catastrophe model of anxiety and performance. British
Journal of Psychology, 82, 163-178.

Hardy, L., Parfitt, C. G., & Pates, J. (1994). Performance catastrophes in sport: A test of the
hysteresis hypothesis. Journal of Sports Sciences, 12, 327-334.

Harkness, J. A., & Schoua-Glusberg, A. (1998). Questionnaires in translation. ZUMA-
Nachrichten Spezial, 3(1), 87-127.

Hughes, L., & Leavey, G. (2012). Setting the bar: athletes and vulnerability to mental illness.
The British Journal of Psychiatry, 200(2), 95-96.

Humara, M. (1999). The relationship between anxiety and performance: A cognitive-
behavioral perspective. Athletic Insight, 1(2), 1-14.

Janelle, C. M. (2002). Anxiety, arousal and visual attention: A mechanistic account of
performance variability. Journal of Sports Sciences, 20, 237-251.

Jones, G. (1990). A cognitive perspective on the processes underlying the relationship between
stress and performance in sport. In G. Jones & L. Hardy (Eds.), Stress and performance
in sport (pp. 171-201). Chichester, England: Wiley.

Jones, G. (1991). Recent developments and current issues in competitive state anxiety research.
The Psychologist, 4, 152-155.

35



Jones, G. (1995). More than just a game: Research developments and issues in competitive
anxiety in sport. British Journal of Psychology, 86, 449-478.

Jones, G., & Cale, A. (1989). Relationships between multidimensional competitive state
anxiety and cognitive and motor subcomponents of performance. Journal of Sports
Sciences, 7(3), 229-240.

Jones, G., Hanton, S., & Swain, A. (1994). Intensity and interpretation of anxiety symptoms in
elite and non-elite sports performers. Personality and Individual Differences, 17(5),
657-663.

Jones, G., & Swain, A. (1992). Intensity and direction dimensions of competitive state anxiety
and relationships with competitiveness. Perceptual and Motor Skills, 74, 467-472.

Jones, G., & Swain, A. (1995). Predispositions to experience facilitating and debilitating
anxiety in elite and non-elite performers. The Sport Psychologist, 9, 201-211.

Jones, G., Swain, A., & Hardy, L. (1993). Intensity and direction dimensions of competitive
state anxiety and relationships with performance. Journal of Sports Sciences, 11, 533-
542.

Kerr, J. H. (1985). The experience of arousal: A new basis for studying arousal effects in sport.
Journal of Sport Sciences, 3, 169-179.

Kerr, J. H. (1997). Motivation and emotion in sport: Reversal theory. East Sussex, UK:
Psychology Press.

Kessing, L. V., Hansen, M. G., & Andersen, P. K. (2004). Course of illness in depressive and
bipolar disorders: Naturalistic study, 1994-1999. British Journal of Psychiatry, 185,
372-377.

Kessler, R. C., Aguilar-Gaxiola, S., Alonso, J., Chatterji, S., Lee, S., Ormel, J., . . . Wang, P.
S. (2009). The global burden of mental disorders: An update from the WHO World
Mental Health (WMH) Surveys. Epidemiologia e psichiatria sociale, 18(1), 23-33.

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas, K. R., . . . Wang, P.
S. (2003). The epidemiology of major depressive disorder: Results from the national
comorbidity survey replication (NCS-R). Journal of the American Medical Association,
289, 3095-3105.

Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters, E. E. (2005).
Prevalence, severity, and comorbidity of 12-month DSM-1V disorders in the National
Comorbidity Survey Replication. Archives of general psychiatr, 62(6), 617-627.

Kolt, G. S., & Kirkby, R. J. (1994). Injury, anxiety, and mood in competitive gymnasts.
Perceptual and Motor Skills, 78(3), 955-962.

36



Landers, D. M. (1980). The arousal-performance relationship revisited. Research Quarterly for
Exercise and Sport, 51, 77-90.

Landers, D. M., & Arent, S. M. (2010). Arousal-performance relationships. In J. M. Williams
(Ed.), Applied sport psychology: Personal growth to peak performance (6" ed., pp.
221-246). Dubuque, IA: McGraw-Hill.

Latalova, K., Kamaradova, D., & Prasko, J. (2014). Perspectives on perceived stigma and self-
stigma in adult male patients with depression. Neuropsychiatric Disease and
Treatment, 10, 1399-1405.

Leddy, M. H., Lambert, M. J., & Ogles, B. M. (1994). Psychological Consequences of Athletic
Injury among High-Level Competitors. Research Quarterly for Exercise and Sport,
65(4), 347-354.

Link, B. G., & Phelan, J. C. (1999). Labeling and Stigma. In C. S. Aneshensel & J. C. Phelan
(Eds.), Handbook of the Sociology of Mental Health (pp. 481-494). Boston, MA:
Springer US.

Link, B. G., & Phelan, J. C. (2001). Conceptualizing Stigma. Annual Review of Sociology,
27(1), 363-385.

Magnusson, A., Axelsson, J., Karlsson, M. M., & Oskarsson, H. (2000). Lack of seasonal mood
change in the Icelandic population: results of a cross-sectional study. Am J Psychiatry,
157(2), 234-238.

Mann, B. J., Grana, W. A., Indelicato, P. A., O'Neill, D. F., & George, S. Z. (2007). A survey
of sports medicine physicians regarding psychological issues in patient-athletes. Am J
Sports Med, 35(12), 2140-2147.

Martens, R., Burton, D., Vealey, R. S., Bump, L., & Smith, D. E. (1990). Development and
validation of the Competitive State Anxiety Inventory-2 (CSAI-2). In R. Martens & D.
Burton (Eds.), Competitive anxiety in sport (pp. 117-213). Champaign, IL: Human
Kinetics.

Martin, S. B., Lavallee, D., Kellmann, M., & Page, S. (2004). Attitudes toward sport
psychology consulting of adult athletes from the United States, United Kingdom, and
Germany. International Journal of Sport and Exercise Psychology, 2, 146-160.

McGrath, J. E. (1970). Social and psychological factors in stress. New York: Holt, Rinehart &
Winston.

Mckay, J., Lavallee, D., Niven, A. G., & White, A. (2008). Sources of Strain Among Elite UK
Track Athletes. The Sport Psychologist, 22, 143-163.

37



McKay, R. B., Breslow, M. J., Sangster, R. L., Gabbard, S. M., Reynolds, R. W., Nakamoto,
J. M., & Tarnai, J. (1996). Translating survey questionnaires: Lessons learned. New
Directions for Evaluation, 1996(70), 93-104.

Mellalieu, S. D., Hanton, S., & Fletcher, D. (2009). A competitive anxiety review: Recent
directions in sport psychology research. New York: Nova Science Publishers.
Merikangas, K. R., He, J. P., Burstein, M., Swanson, S. A., Avenevoli, S., Cui, L., . . .
Swendsen, J. (2010). Lifetime prevalence of mental disorders in U.S. adolescents:
results from the National Comorbidity Survey Replication--Adolescent Supplement

(NCS-A). J Am Acad Child Adolesc Psychiatry, 49(10), 980-989.

Morris, L. W., Davis, M. A., & Hutchings, C. H. (1981). Cognitive and emotional components
of anxiety: Literature review and a revised worry emotionality scale. Journal of
Educational Psychology, 73, 541-555.

Neiss, R. (1988). Reconceptualizing arousal: Psychological states in motor performance.
Psychological Bulletin, 103, 345-366.

Nicholls, A. R., Holt, N. L., Polman, R. C. J., & Bloomfield, J. (2006). Stressors, Coping, and
Coping Effectiveness Among Professional Rugby Union Players. The Sport
Psychologist, 20, 314-329.

Nixdorf, 1., Frank, R., Hautzinger, M., & Beckmann, J. (2013). Prevalence of Depressive
Symptoms and Correlating Variables Among German Elite Athletes. Journal of
Clinical Sport Psychology, 7, 313 — 326.

Nixon, H. L. (1996). Explaining pain and injury attitudes and experiences in sport in terms of
gender, race, and sports status factors. Journal of Sport and Social Issues, 20, 33-44.

Nolen-Hoeksema, S. (2014). Abnormal Psychology (6. ed.). New York: McGraw-Hill
education.

Nolen-Hoeksema, S., Fredrickson, B., & Loftus, G. R. (2009). Atkinson and Hilgard's
introduction to psychology (15" ed. / Susan Nolen-Hoeksema, Barbara Fredrickson &
Geoffrey Loftus. ed.). Andover: Cengage Learning.

Nolen-Hoeksema, S., & Hilt, L. M. (2013). Handbook of depression in adolescents. London:
Routledge.

Oliver, M. 1., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behaviour in men and
women with common mental health problems: cross-sectional study. The British
Journal of Psychiatry, 186(4), 297-301.

Orlick, T., & Partington, J. (1988). Mental links to excellence. The Sport Psychologist, 2, 105-
130.

38



Oxendine, J. P. (1970). Emotional arousal and motor performance. Quest, 13, 23-32.

Paluska, S., & Schwenk, T. (2000). Physical activity and mental health: Current concepts.
Sports Med, 29(3), 167-180.

Parslow, R. A., & Jorm, A. F. (2000). Who uses mental health services in Australia? An
analysis of data from the National Survey of Mental Health and Wellbeing. Aust N Z J
Psychiatry, 34(6), 997-1008.

Pedersen, E. R., & Paves, A. P. (2014). Comparing perceived public stigma and personal
stigma of mental health treatment seeking in a young adult sample. Psychiatry Res,
219(1), 143-150.

Perry, J. D., & Williams, J. M. (1998). Relationship of intensity and direction of competitive
trait anxiety to skill level and gender in tennis. The Sport Psychologist, 12, 169-179.

Pijpers, J. R., Oudejans, R. R. D., Holsheimer, F., & Bakker, F. C. (2003). Anxiety-
performance relationships in climbing: A process-oriented approach. Psychology of
Sport and Exercise, 4, 283-304.

Proctor, S. L., & Boan-Lenzo, C. (2010). Prevalence of Depressive Symptoms in Male
Intercollegiate Student-Athletes and Nonathletes. Journal of Clinical Sport Psychology,
4, 204-220.

Raglin, J. S., & Turner, P. E. (1993). Anxiety and performance in track and field athletes: A
comparison of the inverted-U hypothesis with zone of optimal function theory.
Personality and Individual Differences, 14(1), 163-171.

Robazza, C., Pellizzari, M., & Hanin, Y. L. (2004). Emotion self-regulation and athletic
performance: An application of the IZOF model. Psychology of Sport and Exercise, 5,
379-404.

Salminen, S., Liukkonen, J., Hanin, Y., & Hyvonen, A. (1995). Anxiety and athletic
performance of finnish athletes: Application of the zone of optimal functioning model.
Personality and Individual Differences, 19(5), 725-729.

Schaaber, U. L., Smari, J., & Oskarsson, H. (1990). Comparison of the Hospital Anxiety and
Depression Rating Scale (HAD) with other depression and anxiety rating scales.
Nordisk Psykiatrisk Tidsskrift, 44(5), 507-512.

Schaal, K., Tafflet, M., Nassif, H., Thibault, V., Pichard, C., Alcotte, M., . . . Toussaint, J.-F.
(2011). Psychological Balance in High Level Athletes: Gender-Based Differences and
Sport-Specific  Patterns. PLoS ONE, 6(5), €19007. Retrieved from
http://dx.doi.org/10.1371%2Fjournal.pone.0019007

39



Schwenk, T. (2000). The stigmatisation and denial of mental illness in athletes. British Journal
of Sports Medicine, 34(1), 4-5.

Shumaker, S. A., & Hill, D. R. (1991). Gender differences in social support and physical health.
Health Psychol, 10(2), 102-111.

Sirey, J. A., Bruce, M. L., Alexopoulos, G. S., Perlick, D. A., Friedman, S. J., & Meyers, B. S.
(2001). Stigma as a barrier to recovery: Perceived stigma and patient-rated severity of
illness as predictors of antidepressant drug adherence. Psychiatric Services, 52(12),
1615-1620.

Smith, R. E., Smoll, F. L., Cumming, S. P., & Grossbard, J. R. (2006). Measurement of
Multidimensional Sport Performance Anxiety in Children and Adults: The Sport
Anxiety Scale-2. Journal of Sport & Exercise Psychology, 28, 479-501.

Smith, R. E., Smoll, F. L., & Schutz, R. W. (1990). Measurement and correlates of sport-
specific cognitive and somatic trait anxiety: The Sport Anxiety Scale. Anxiety research,
2(4), 263-280.

Spence, J. T., & Spence, K. W. (1966). The motivational components of manifest anxiety:
Drive and drive stimuli. In C. D. Spielberger (Ed.), Anxiety and Behavior (pp. 291-
326). New York: Academic Press.

Spielberger, C. (1972). Needed Research on Stress and Anxiety. A Special Report of the
USOE-Sponsored Grant Study: Critical Appraisal of Research in the Personality-
Emotions-Motivation Domain. IBR Report No. 72-10.

Steel, Z., Marnane, C., Iranpour, C., Chey, T., Jackson, J. W., Patel, V., & Silove, D. (2014).
The global prevalence of common mental disorders: A systematic review and meta-
analysis 1980-2013. Int J Epidemiol, 43(2), 476-493.

Stefansson, J. G., & Lindal, E. (2009). Algengi gedraskana & Stdér-Reykjavikursveadinu.
Laeknabladid, 95, 559-564.

Thelwell, R. C., & Maynard, 1. W. (1998). Anxiety-performance relationships in cricketers:
Testing the zone of optimal functioning hypothesis. Perceptual and Motor Skills, 87,
675-689.

Watson, J. C. (2005). College student-athletes attitudes toward help-seeking behavior and
expectations of counseling services. Journal of College Student Development, 46(4),
442-449.

Weinberg, R. S., & Gould, D. (2015). Foundations of Sport and Exercise Psychology (6" ed.):

Human Kinetics.

40



Wittchen, H. U. (2002). Generalized anxiety disorder: prevalence, burden, and cost to society.
Depress Anxiety, 16(4), 162-171.

Wittchen, H. U., & Jacobi, F. (2005). Size and burden of mental disorders in Europe--a critical
review and appraisal of 27 studies. Eur Neuropsychopharmacol, 15(4), 357-376.

Wittchen, H. U., Jacobi, F., Rehm, J., Gustavsson, A., Svensson, M., Jonsson, B., . . .
Steinhausen, H. C. (2011). The size and burden of mental disorders and other disorders
of the brain in Europe 2010. Eur Neuropsychopharmacol, 21(9), 655-679.

Woodman, T., Albinson, J. G., & Hardy, L. (1997). An investigation of the zones of optimal
functioning hypothesis within a multidimensional framework. Journal of Sport and
Exercise Psychology, 19, 131-141.

Woodman, T., & Hardy, L. (2001). Stress and anxiety. In R. Singer, H. A. Hausenblas, & C.
M. Janelle (Eds.), Handbook of research on sport psychology (pp. 290-318). New York:
Wiley.

World Health Organization. (2001). The world health report 2001 - Mental health: new
understanding, new hope. Retrieved from
http://www.who.int/whr/2001/en/whr01_en.pdf

World Health Organization. (2008). The global burden of disease: 2004 update. Retrieved from
http://www.who.int/healthinfo/global _burden_disease/GBD_report_2004update_full.
pdf

World Health Organization. (2012, 29. februdar). Depression: A global public health concern.
Retrieved from
http://www.who.int/mental _health/management/depression/who_paper_depression_w
fmh_2012.pdf

Yang, J., Peek-Asa, C., Corlette, J. D., Cheng, G., Foster, D. T., & Albright, J. (2007).
Prevalence of and Risk Factors Associated With Symptoms of Depression in
Competitive Collegiate Student Athletes. Clinical Journal of Sport Medicine, 17(6),
481-487.

Zigmond, A. S., & Snaith, R. P. (1983). The hospital anxiety and depression scale. Acta
Psychiatr Scand, 67(6), 361-370.

41



Appendix 1 — Information sheet

HASKOLI iISLANDS

Heiti rannséknar

Kvidi og punglyndi hjé knattspyrnuménnum og vidhorf peirra til pessara gedraskana.
Keeri patttakandi!

Markmid rannsdknarinnar er ad meta kvida og punglyndi hja knattspyrnuménnum og
vidhorf peirra til kvidaréskunar og punglyndis. Rannsoknin er lokaverkefni Bjarka Bjérnssonar
og Gunnlaugs Bjarnars Baldurssonar til BS profs i salfreedi vid Haskola islands undir
handleidslu Halls Hallssonar, MS i ipréttasalfraedi og Ragnars P. Olafssonar, dosent i salfraedi
vid HI. Ragnar er jafnframt abyrgdarmadur rannsoknarinnar (télvupostur: ragnarpo@hi.is simi:
5254502).

patttaka i rannsokninni felst i ad fylla nafnlaust Gt spurningarlista um iprottakvida og
almennan kvida og punglyndi auk spurningalista um vidhorf til kvida og punglyndis. EKki er
naudsynlegt ad svara 6llum spurningum i spurningalistunum ef spurningar vekja vanlidan a
einhvern héatt eda Gvist er um svar. Pé er askilegt rannsdknarinnar vegna og vinnslu hennar ad
sem flestum spurningum sé svarad eins ndkveemlega og unnt er. Listarnir eru alls fjorir med
samtals 76 spurningum og tekur fyrirlédgnin um 12 til 15 minutur.

patttakendum er heimilt ad hatta patttoku hvenar sem er an atskyringa. patttakendur
burfa ekki ad skra neinar personuadgreinandi upplysingar og verdur pvi ekki haegt ad rekja svor
til einstakra patttakenda. Ef nidurstédur rannsdknarinnar verda birtar i timariti eda & radstefnu
verdur alltaf um Gpersénugreinanlegar nidurstodur ad reeda. Spurningalistar patttakenda verda
i vorslu Ragnars P. Olafssonar i husi Salfraedideildar i HI. Gognunum verdur eytt i sidasta lagi
fimm arum eftir ad rannsokn lykur.

Rannsdknin er unnin med sampykki Visindasidanefndar og hefur verid tilkynnt til
Personuverndar. Ef pa hefur spurningar um rétt pinn sem patttakandi i visindarannsokn eda vilt
heetta patttoku i rannsdkninni getur pa snaid pér til Visindasidanefndar, Hafnarh(sinu, 2. had,
Tryggvagotu 17, 101 Reykjavik. Simi: 551-7100, fax: 551-1444, t6lvupodstfang:
visindasidanefnd@vsn.stjr.is.

Med kvedju,

Bjarki Bjornsson og Gunnlaugur Bjarnar Baldursson
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Appendix 2 — Background questionnaire

Vinsamlegast fylltu ut eftirfarandi:

1. Kyn: Karl O Kona O

2. Hvada ar ertu faadd/ur?

3. Hefur pu spilad med yngra landslidi i knattspyrnu? Ja O Nei O

4. Hefur pu spilad med A-landslidi i knattspyrnu? Ja O Nei O

5. A) Hefur pu verid fra vegna meidsla sidustu viku? J4 OO Nei O

B) Ef pu svaradir ja vid spurningunni fyrir ofan pd mattu svara pessari spurningu.
Hversu margar afingar misstir pu af i sidustu viku vegna meidsla

1-2 xfingaro  3-4 zfingar o 5 eda fleiri afingar O

6. Merktu vid videigandi svarmoguleika fra 1 til 7 eftir pvi hversu mikilveeg dsteedan er.
Mikilvaegasta astaedan feer gildid 7, naest mikilvaegasta asteedan fzer gildid 6 og svo
framvegis (minnst mikilvaegasta astaedan fzer gildid 1). Vinsamlegast notadu hverja
tolu adeins einu sinni.

Af hverju efir pu knattspyrnu?

______Ad halda mér i formi (auka hreysti)
____ Fjarhagsastaedur

___ Skemmtilegt

_____Tilad nd arangri

Vil skara fram ar

_____brystingur fra 66rum

Annad
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Hér eru fyrir nedan eru prjar fullyrdingar, vinsamlegast lestu paer vel. Gerdu svo kross
vid pann svarmoguleika sem a best vid pig. bPad eru engin rétt eda rong svor. Svaradu
eins heidarlega og pu getur og ekki dvelja of lengi vid hverja spurningu.

Aldrei Mjog Sjaldan  Hlutlaus Oft Mjog oft  Alltaf

Sjaldan
Kvidi getur haft jakveed ahrif 1 2 3 4 5 6 7
a frammist6du mina i
leikjum
Eg nota adferdir til ad draga 1 2 3 4 5 6 7
ur kvida fyrir leiki
Eg nota adferdir til ad auka 1 2 3 4 5 6 7

kvida fyrir leiki
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Appendix 3 — Sport Anxiety Scale 2 in Icelandic

Margt ipréttafdlk verdur taugadstyrkt & undan eda 4 medan keppni stendur. betta 4 jafnvel
vid um atvinnumenn. Vinsamlegast lestu hverja spurningu vel. Geréu svo kross vid pann
svarmoguleika sem lysir pvi hvernig pér lidur YFIRLEITT fyrir eda @ medan pu ert ad keppa. bad
eru engin rétt eda rong svor. Svaradu eins heidarlega og pu getur og ekki dvelja of lengi vid
hverja spurningu.

10.

Adur en eda 4 medan ég keppi...

er erfitt ad einbeita sér ad leiknum
er likami minn uppspenntur

hef ég ahyggjur af pvi ad ég muni
ekki spila vel

er erfitt fyrir mig ad einblina 4 pad
sem ég a ad gera

hef ég ahyggjur af pvi ad bregdast
60rum

Adur en eda 4 medan ég keppi...

finn ég fyrir spennu i maganum
missi ég einbeitingu a leikinn

hef ég ahyggjur af pvi ad eiga ekki
minn besta leik

hef ég ahyggjur af pvi ad ég muni
spilailla

finnst mér védvarnir vera éstyrkir

Alls
ekki

1

1

Alls
ekki
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Adeins

Adeins

Frekar

mikio
3

3

Frekar
mikid

3

3

Mjog
mikio

4

4

Mjog
mikio

4

4



11.

12.

13.

14.

15.

Adur en eda 4 medan ég keppi...

hef ég ahyggjur af pvi ad ég muni
klidra i leiknum

finn ég fyrir 6lgu i maganum
get ég ekki hugsad skyrt

finnst mér vodvarnir stifir pvi ég er
taugaspennt/ur

a ég erfitt med ad einbeita mér ad
bvi sem pjalfarinn segir mér ad
gera

Alls
ekki

1

Adeins

Frekar
mikio

3

pyding: Hallur Hallsson og Hallur Skdlason
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Appendix 4 — Hospital Anxiety and Depression Scale in Icelandic

Vinsamlega krossadu vid pad svar sem best & vid pina lidan eins og hin var sidastlidna viku.

Ad undanskilinni lidan sem tengist frammistddu i keppni & keppnisdegi og a

medan pu keppir

Eg er uppspennt(ur) og taugatrekkt(ur):

() Neestum alltaf

() Oft

() ©8ru hvoru, stundum
() Alls ekki

Eg nyt pess enn, sem ég var vén/vanur ad gera:

() Abyggilega eins mikid
() Ekki alveg eins mikid
() Adeins ad litlu leyti

() Varla nokkud

Eg fa einhvers konar hradslutilfinningu eins og
eitthvad hreedilegt sé ad fara ad gerast:

() Alveg 6rugglega og oft sleema

() J4, en ekki svo slema

() Ad litlu leyti, en ég hef ekki ahyggjur af pvi
() Alls ekki

Eg get hlegid og séd pad skoplega f kringum mig:

() Eins mikid og &dur

() Ekki alveg eins mikid niina

() Abyggilega ekki eins mikid nina
() Alls ekki

Ahyggjur fara i gegnum hugann:

() Svo til stédugt

() Mjbg oft

() ©dru hvoru, en ekki svo oft
() Adeins stoku sinnum

Eg er kat(ur):

() Alls ekki
() Ekki oft
() Stundum
(') Svo til alltaf

Eg get setid rdleg(ur) og slappad af:

() Alltaf

() Yfirleitt
() EKKi oft
() Alls ekki
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8.

10.

11.

12.

13.

14.

Eg er seinni til hugsana og verka:

() Neestum alltaf
() Mjég oft
() Stundum
() Alls ekki

Eg finn til hreedslukenndar, fae 6réleikatilfinningu { magann:

() Alls ekki
(') Gdru hvoru
() Nokkud oft
() Mjég oft

Eg hef misst ahugann & pvi hvernig ég lit Gt:

() Alveg 6rugglega

() Eg hirdi ekki um mig eins og ég @tti ad gera

() Kannski hirdi ég ekki um mig eins og ég etti ad gera
() Eg hirdi jafn vel um mig og a4dur

Eg er droleg(ur), eins og ég purfi alltaf ad vera ad adhafast eitthvad:

() Mjog mikid

() b6 nokkud mikid
() Ekki svo mjog

() Alls ekki

Eg hlakka til pess sem framundan er:

() Eins mikid og adur

() Eitthvad minna en adur
() Orugglega minna en adur
() Eiginlega alls ekki

Eg fa skyndilega ofsahraedslukost:

() Mjog oft

() Nokkud oft
() Ekki mjog oft
() Alls ekki

Eg get notid godrar bokar eda skemmtilegs efnis i Gtvarpi eda
sjonvarpi:

()Oft

() Stundum

() Ekki oft

() Mjog sjaldan



Appendix 5 — Depression Stigma Scale for depression and anxiety in Icelandic

Spurningar 1 til 18 innihalda fullyrdingar um punglyndi. Vinsamlegast tilgreindu hversu sterklega pu

persénulega ert sammdla eda dsammdla hverri fullyrdingu.

Mjog
6sammala

Frekar
6sammala

Hvorki
sammala né
6sammala

Frekar
sammala

Mjog
sammala

1. Félk med punglyndi geeti rifid sig upp ur
bvi ef pad vildi

2. bunglyndi er merki um veikleika

3. bunglyndi er ekki raunverulegur
sjukdémur

4. Folk med punglyndi er haettulegt

5. Pad er best ad fordast félk med punglyndi
til ad verda ekki sjalf(ur) punglynd(ur)

6. Folk med punglyndi er éutreiknanlegt

7. Ef ég vaeri med punglyndi ba myndi ég ekki
segja nokkrum manni fra pvi

8. Eg myndi ekki vilja hafa einhvern i minu
lidi sem ég vissi ad hefdi verid punglynd(ur)

9. Eg myndi ekki vilja hafa pjalfara sem ég
vissi ad hefdi verid punglynd(ur)

tilgreindu hversu sammdla eda 6sammadla pu ert eftirfarandi fullyr@ingum.

N viljum vid fd ad vita hvernig pu heldur ad vidhorf flestra annarra til punglyndis sé. Vinsamlegast

Mjog
6sammala

Frekar
dsammala

Hvorki
sammala né
dsammala

Frekar
sammala

Mjog
sammala

10. Flestir halda ad félk med punglyndi geeti
rifid sig upp ur pvi ef pad vildi

11. Flestir halda ad punglyndi sé merki um
veikleika
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Mjog
6sammala

Frekar
6sammala

Hvorki
sammala né
6sammala

Frekar
sammala

Mjog
sammala

12. Flestir halda ad punglyndi sé ekki
raunverulegur sjukdémur

13. Flestir halda ad félk med punglyndi sé
haettulegt

14. Flestir halda ad pad sé best ad fordast
folk med punglyndi til ad verda ekki sjalf(ur)
punglynd(ur)

15. Flestir halda ad folk med punglyndi sé
Outreiknanlegt

16. Flestir myndu ekki segja fra ef peir vaeru
pbunglyndir

17. Flestir myndu ekki vilja hafa einhvern
sem peir vissu ad hefdi verid punglynd(ur) i
sinu ligi

18. Flestir myndu ekki vilja hafa pjalfara sem
pbeir vissu ad hefdi verid punglyndur

Spurningar 1 til 18 innihalda fullyrdingar um kvidaréskun. Vinsamlegast tilgreindu hversu sterklega
bu persénulega ert sammdla eda 6sammadala hverri fullyrdingu.

Mjog
6sammala

Frekar
6sammala

Hvorki
sammala né
6sammala

Frekar
sammala

Mjog
sammala

1. Félk med kvidaréskun geeti losad sig vid
hana ef pad vildi

2. Kvidaroskun er merki um veikleika

3. Kvidardskun er ekki raunverulegur
sjukdémur

4. Folk med kvidardskun getur verid
haettulegt
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Mjog
6sammala

Frekar
6sammala

Hvorki
sammala né
6sammala

Frekar
sammala

Mjog
sammala

5. bad er best ad fordast folk med
kvidaroskun til ad verda ekki sjalf(ur)
kvidin(n)

6. Folk med kvidardskun er dutreiknanlegt

7. Ef ég veeri med kvidaroskun myndi ég ekki
segja nokkrum manni fra pvi

8. Eg myndi ekki vilja spila med einhverjum
sem ég vissi ad hefdi kvidardskun

9. Eg myndi ekki vilja hafa pjalfara sem ég
vissi ad hefdi kvidaroskun

Nu viljum vid fa ad vita hvernig pu heldur ad vidhorf flestra annarra til kvidaréskunar sé. Vinsamlegast
tilgreindu hversu sammadla eda dsammadla pu ert eftirfarandi fullyrdingum

Mjog
6sammala

Frekar
dsammala

Hvorki
sammala né
dsammala

Frekar
sammala

Mjog
sammala

10. Flestir halda ad félk med kvidaréskun
geeti losad sig vid hana ef pad vildi

11. Flestir halda ad kvidaroskun sé merki um
veikleika

12. Flestir halda ad kvidaroskun sé ekki
raunverulegur sjukdémur

13. Flestir halda ad félk med kvidardskun
geti verid haettulegt

14. Flestir halda ad pad sé best ad fordast
folk med kvidardskun til ad verda ekki
sjalf(ur) kvidin(n)

15. Flestir halda ad félk med kvidardskun sé
Outreiknanlegt

16. Flestir myndur ekki segja fra ef peir vaeru
med kvidaroskun
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Mjog
6sammala

Frekar
6sammala

Hvorki
sammala né
6sammala

Frekar
sammala

Mjog
sammala

17. Flestir myndu ekki vilja hafa einhvern
sem peir vissu ad hefdi kvidaroskun i sinu lidi

18. Flestir myndu ekki vilja hafa pjalfara sem
peir vissu ad hefdi kvidaroskun

pyding: Hallur Hallsson og Ragnar P. Olafsson
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Appendix 6 — Questions related to help-seeking

1. Vinsamlegast lestu fullyrdinguna hér fyrir nedan vel. Gerdu svo kross vid pann
svarmoguleika sem 8 best vid pig. bad er ekkert rétt eda rangt svar. Svaradu eins
heidarlega og pu getur.

Mjog Erfitt Hvorki audvelt Audvelt Mjog
erfitt né erfitt audvelt

Hversu audvelt/erfitt paetti 1 2 3 4 5
bér ad leita adstodar ef pu
glimdir vid kvidavanda?

2. Merktu vid videigandi svarmoguleika fra 1 til 7 eftir pvi hversu liklegur moéguleikinn
er. Liklegasti moguleikinn fzer gildid 7, naest liklegasti moguleikinn faer gildid 6 og svo
framvegis (6liklegasti moguleikinn faer gildid 1). Vinsamlegast notadu hverja tolu
adeins einu sinni.

Ef pu glimdir vidé kvidavanda og myndir vilja leita pér adstodar, hvert myndir pu
liklegast leita?

_____ Fjolskyldu eda vinar
__ Heimilislaeknis
__ lIpréttasélfraedings
__ Lidsfélaga

__ Salfraedings

_____ bjalfara

Annad
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3. Vinsamlegast lestu fullyrdinguna hér fyrir nedan vel. Gerdu svo kross vid pann
svarmoguleika sem & best vid pig. Pad er ekkert rétt eda rangt svar. Svaradu eins
heidarlega og pu getur.

Mjog Erfitt Hvorki audvelt Audvelt Mjog
erfitt né erfitt audvelt

Hversu audvelt/erfitt peetti 1 2 3 4 5
bér ad leita adstodar ef pu
glimdir vid punglyndi?

4. Merktu vid videigandi svarmoguleika fra 1 til 7 eftir pvi hversu liklegur moéguleikinn
er. Liklegasti moguleikinn faer gildid 7, neaest liklegasti moguleikinn faer gildid 6 og svo
framvegis (6liklegasti moguleikinn faer gildid 1). Vinsamlegast notadu hverja télu
adeins einu sinni.

Ef pu glimdir vié punglyndi og myndir vilja leita pér adstodar, hvert myndir pu
liklegast leita?

__ Fjolskyldu eda vinar
__ Heimilislaeknis
__Ipréttasélfreedings
____Liosfélaga

_ Salfredings

_____ bjalfara

Annad
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