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What are the new findings?

 ► Division I cross-country and track and field coaches 
significantly underestimate the rate of student-ath-
lete depression. They generally understand depres-
sion but struggle to put knowledge into practice.

 ► 77% of coaches indicate a ‘strong interest’ in receiv-
ing  continuing education in topics including injury 
prevention,  nutrition, sport psychology and mental 
health. 

 ► Coaches indicated they would most prefer to receive 
the education via face-to-face  instruction or video 
modules.

How might it impact on clinical practice in the near 
future?

 ► There  is a need for additional education among 
coaches. The topics and  delivery methods for this 
education were specified by coaches within  the 
study. 

 ► Additional education may address the issues 
with  underestimation of depression and facili-
tate collaboration/communication between coaches, 
student-athletes and medical staff. 

AbsTrACT
background The rate of depression among collegiate 
athletes ranges from 16% to 23%, with particularly high 
findings of prevalence in track and field athletes (34%). 
Collegiate athletes have also been found to underuse 
mental health resources. Given this high prevalence of 
depression and demonstrated reluctance to seek help, it is 
important to explore the awareness and understanding of 
depression among the individuals who work most closely 
with this population.
Objective To assess coaches’ knowledge and awareness 
of depression among their athletes and describe their level 
of interest in receiving continuing education.
Method All National Collegiate Athletic 
Association Division I cross-country and track and field 
coaches were invited to participate in an online survey. 
The sample consisted of 253 participants, of whom 56 
(25%) identified themselves as female and 170 (75%) 
as male with 14 (±10.4) years of coaching experience. 
Respondents completed the Adolescent Depression 
Awareness Program (ADAP) questionnaire and related 
questions. Differences in depression knowledge and 
interest in continuing education were calculated by 
gender, event specialty, length of coaching experience 
and certification history using analysis of variance and χ2 
analysis.
results The mean score on the ADAP depression 
questionnaire was 83%. Significant differences were 
not observed by gender, length of coaching experience, 
coaching title or certification history. Distance coaches 
scored significantly higher on the test than sprints 
coaches. Coaches estimated that 11% of their former and 
current student-athletes have struggled with depression. 
77% of coaches indicated a ‘strong interest’ in receiving 
continuing education.
Conclusions The findings of this study indicate 
the participating coaches have a good knowledge of 
depression for individuals without formal education on the 
topic but may lack depression awareness. This hypothesis 
is supported by the finding that coaches in the sample 
found out an athlete was suffering from depression most 
often by the athlete self-reporting.

InTrOduCTIOn
The well-being of athletes has become an 
important topic among the governing bodies 
of numerous sports. This includes the National 
Collegiate Athletic Association (NCAA), 

which has stated a commitment to protecting 
the well-being of its college-age athletes1 and 
has even admonished future leaders that 
‘nothing… is more important than ensuring 
the well-being of the athletes’.2 A key aspect 
of well-being is mental health, which has also 
become a national point of concern among 
college-age individuals in recent years. Several 
studies have shown that mental health distur-
bances are increasing among students.3–5 
Furthermore, the risk of depression and 
anxiety among college athletes appears to be 
just as high as in the non-athlete population.6 7 
Worldwide, researchers are finding depres-
sion and other mental disturbances to afflict 
athletes as much or more than their non-ath-
lete peers.6 8–11 Major depression episodes 
are most common in those ages 18–25 years, 
including the college student demographic.12 
Specifically, the rates of reported symptoms 
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of depression among athletes have ranged from 15.6% to 
23.7%.13–15 Wolanin et al14  found track and field athletes 
in particular to be at an even higher risk of depression, 
displaying clinically relevant symptoms of depression at a 
rate as high as 34%.

Athletes experience unique pressures, some of which 
may put them at risk of developing mental health issues 
such as depression.16 17 One such risk factor is a pres-
sure to perform18; having one’s identity defined by sport 
performance,19 20 which can be threatened by choking8 
and completion of athletic career21 22; demanding 
schedule15; and injury.23–25 Not only are injured athletes 
at greater risk of depression, depressed athletes are at 
greater risk of injury.26–28 Coaches play a role in either 
easing or exacerbating these risk factors.18 29

Despite the fact that athletes suffer mental health 
difficulties at a rate similar to regular college students, 
research has shown that athletes historically do not use 
their university mental health services.30–32 A recent 
survey of 19 733 athletes and 171 601 non-athletes showed 
that this trend has not changed.33 This supports the find-
ings of Eisenberg and Lipson34 , who found that only 10% 
of athletes suffering from serious symptoms of anxiety or 
depression used mental health services, compared with 
30% of general students.34

One reason posited as to why athletes underuse the 
resources available to them is that athletic staff are 
not well educated on signs of mental and psycholog-
ical issues. Mentink35 found that coaches struggled to 
recognise when their players displayed signs of depres-
sion. Another potential explanation is that athletic staff 
and/or athletes themselves consider mental distress 
a sign of weakness and are resistant to revealing the 
perceived weakness to the appropriate resources.36 For 
athletes who do not realise what is wrong, or who do not 
feel comfortable seeking treatment on their own, failure 
of coaches and athletic trainers to recognise the athlete’s 
need may result in the athlete continuing to suffer indef-
initely.

One key group of individuals who directly influ-
ence athlete well-being is coaches. The importance of 
the coach–athlete relationship has long been docu-
mented.37–39 Coaches have been identified as very 
important to their athlete’s risk and management of 
depression.40 41 Despite this high level of influence, there 
are currently no minimum standards of education or 
training for collegiate coaches. Hence, coaches may have 
never received any type of education regarding athlete 
mental health.

Given the important role of coaches and the preva-
lence of depression among athletes, this study aimed 
to examine coaches’ awareness of depression and their 
attitudes towards receiving continuing education. The 
study had two primary objectives. The first was to deter-
mine how well NCAA Division I cross-country and track 
and field coaches understand depression in the context 
of their sport, in order to determine whether there is a 
need for further coaching education. The second was to 

explore prevalent coaching attitudes towards continuing 
education and the overall topic of athlete well-being.

MeTHOds
Participants
All current Division I cross-country and track and field 
coaches with valid email addresses were invited to partic-
ipate in this survey study. Email addresses were obtained 
through the National Association of Collegiate Direc-
tors of Athletic Directory. Once email addresses were 
collected, a link to the survey was emailed to each coach 
using Qualtrics Survey Software. One thousand three 
hundred and fifty-three valid email addresses were sent 
links to the survey. Coaches were given 8 days to complete 
the survey before a follow-up email was sent to coaches 
who had not completed the survey. Data collection was 
concluded 21 days following the initial email invitation to 
participate, at which point the survey was closed and no 
longer accessible to email recipients. Coaches provided 
consent by participating in the survey. Responses were 
kept anonymous, and no incentives to participate were 
given. The response rate was approximately 18% (n=253), 
which is typical for this difficult-to-reach demographic. 
The sample was fairly representative of the population 
(discussed within results), providing support for the 
ability for the sample to satisfactorily represent the popu-
lation.

survey methods
An adapted version of the Adolescent Depression Knowl-
edge Questionnaire (ADKQ) was used to determine 
basic knowledge of depression. The ADKQ was chosen 
because it has demonstrated reliability in measuring the 
knowledge of depression at a level expected of individ-
uals without formal training or education. The ADKQ 
consists of 13 true-or-false statements, 8 of which were 
included directly in this survey. The remaining five state-
ments were replaced or altered with statements more 
relevant to the college athlete population. Specifically, a 
true or false statement about the prevalence of depres-
sion among teenagers was replaced with a statement on 
the prevalence of depression among athletes; two state-
ments regarding bipolar disorder were replaced with 
statements regarding depression and injury risk; and a 
statement saying that all adolescents whose parents go 
through divorce will develop depression was replaced 
with a statement comparing the likelihood of athletes and 
non-athletes to seek help for depression. Participating 
coaches were asked to list symptoms of depression. In 
addition, coaches were asked to describe how they dealt 
with a depressed athlete most recently and to estimate 
the percentage of the athletes they have coached who 
have struggled with depression.

In order to determine coaches’ level of interest in 
continuing education, a 4-point Likert scale ranging 
from ‘no interest’ to ‘strong interest’ was used. Coaches 
were also asked to indicate the two methods they would 
most prefer for receiving education. Lastly, demographic 
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Table 1 Demographic information of participating coaches

% n

Sex

  Male 74 170

  Female 26 59

Age (year)

  20–29 21 45

  30–39 35 76

  40–49 26 58

  50–59 18 40

Race

  American Indian/Alaskan Native 1 3

  Asian 1 3

  Black, non-Hispanic 15 35

  Hispanic/Latino 3 7

  White, non-Hispanic 78 179

  Native Hawaiian/Pacific Islander 1 2

  Other 3 6

Former cross-country or track 
participation?

  Yes 99 251

  No 1 2

Former college student-athlete

  Yes 91 230

  No 9 23

Coaching title

  Head coach 33 82

  Assistant coach 53 134

  Other 14 35

Event specialty

  Cross-country/mid-distance/distance 44.5 110

  Jumps 16 39

  Sprints/hurdles 25.5 63

  Throws 14 35

Years of college coaching experience

  0–5 22 54

  6–10 24 59

  11–19 29 73

  20+ 25 63

Mean years coaching=14, SD=10.4.

information was collected, including gender and race/
ethnicity, length of coaching experience, event specialty 
and certification completion. The complete instrument 
is available in online supplementary appendix A.

data analysis
One-way analyses of variance were performed using 
SPSS V.23 to determine whether differences on mean 
depression questionnaire scores existed between event 
specialties, gender, coaching title (head vs assistant), 
certification completion and length of coaching career. 
An alpha level of 0.05 was used to determine significance.

χ2 tests of independence were run in order to deter-
mine whether a relationship exists between the level 
of interest in continuing education and coach gender, 
length of college coaching experience, event specialty, 
coaching title (head vs assistant) and certification owner-
ship. Alpha level was set to 0.05 a priori. Responses to an 
open-ended question asking coaches how they responded 
to an athlete with depression were coded, and themes 
were identified and organised into emergent categories. 
On initial independent analysis, the comparison revealed 
a per cent agreement of 97.4% and an adjusted Scott’s Pi 
of 0.936, which is above the generally accepted level for 
intercoder reliability.

resulTs
demographics
The sample consisted of 253 participants, of whom 56 
(25%) identified themselves as female and 170 (75%) 
as male. All participants were current cross-country 
and/or track coaches at an NCAA Division I university. 
With regard to ethnicity, 179 (78%) (n=179) self-identi-
fied as white, 35 (15%) as black and 7 (3%) as Hispanic 
or Latino. The remaining 4% of respondents fell into 
another category of race and ethnicity. Four individuals 
selected one or more races. These sample demographics 
are fairly representative of the population, as each of 
the sample percentages fall within 10% of the Division I 
track coach gender and race statistics for women’s teams 
and within 15% for men’s teams.42 For complete demo-
graphic information of respondents, see table 1.

The mean percentage of correct answers on the 
depression questionnaire portion of the survey was 83% 
(see table 2). The lowest score was 50%, while the highest 
score (achieved by 24 (10%) of the coaches) was 100%. 
The majority (>50%) of coaches answered 10 of the 12 
statements correctly. Two of the statements—‘the preva-
lence of depression is equal among men and women’ and 
‘Major Depression is a curable medical illness’—were 
correctly identified as false by less than 45% of respon-
dents.

Common themes identified in how coaches have 
responded to an athlete struggling with depression 
are included in table 3. These themes include meeting 
one-on-one with the athlete (39%) and referring the 
athlete to campus resources (33%). Only 4% (n=9) 
mentioned adapting their athletes’ training plan. 

Coaches estimated that 11% of the athletes they currently 
coach or have coached in the past have suffered from 
depression, which falls below reported rates in previous 
research.

The vast majority of coaches (98%) indicated slight to 
moderate interest in receiving continuing education on 
at least one topic, and 64% indicated a strong interest in 
continuing education on at least one topic (see table 4). 

https://dx.doi.org/10.1136/bmjsem-2018-000339
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Table 2  Coach performance on depression questionnaire

% n % n

Correct Incorrect

As many as 1 in 4 collegiate 
student-athletes suffers from 
depression during college. (T)

91 217 9 21

Depression runs in some 
families. (T)

97 232 3 8

Depression can be controlled 
through willpower. (F)

86 203 15 34

The prevalence of depression is 
equal among men and women. (F)

45 107 55 130

A change in behaviour is a 
symptom of depression. (T)

78 185 22 52

Injury increases a student-
athlete’s risk of depression. (T)

98 234 2 4

Major depression is a treatable 
medical illness. (T)

92 218 8 19

A person with depression always 
feels sad. (F)

99 236 1 3

The abuse of drugs and alcohol 
can be a sign of depression. (T)

98 234 2 4

Major depression is a curable 
medical illness. (F)

42 98 58 137

Depression increases a student-
athlete's risk of injury. (T)

92 219 8 19

Student-athletes are less likely 
than their non-athlete peers to 
seek help for depression. (T)

79 187 21 49

Coaches answered a mean of ~10 of 12 questions correctly.
T, true; F, false.

Table 3  Coaches’ response to student-athletes suffering 
from depression

n %

Meet/talk one-on-one 82 39

Provide information about campus resources 69 33

Encourage student-athlete to seek help 50 24

Alert member of medical staff (sports 
medicine, sports psychologist and athletic 
trainer) 43 21

Show support (gave my support, be there for 
him, here to talk and so on) 31 15

Listen 17 8

Follow-up or monitor 16 8

Alert other staff (faculty advisor, athletic 
dept. staff, head coach and so on) 13 6

Flexibility with student-athlete's training 
schedule 9 4

Share from personal experience 7 3

Remove stigma, normalise 7 3

Ask if they want to talk 6 3

n=209.

The topics that received the greatest interest were injury 
prevention (60% strong interest) and nutrition (59% 
strong interest). Just over half of coaches (52%) indicated 
strong interest in mental health education. Coaches indi-
cated they would most prefer to receive the education via 
face-to-face instruction (27%) or video modules (24%) as 
listed in table 5.

No significant differences in mean score on the depres-
sion questionnaire were observed between coaches of 
different genders, ages, years of coaching experience or 
certification history.

A significant difference in mean score between 
coaches specialising in distance/mid-distance/cross-
country events and coaches of sprints/hurdles events (F 
(3,221)=3.54, p=0.009) was observed. Distance/mid-dis-
tance/cross-country coaches scored, on average, about 
six percentage points higher on the ADKQ than sprints/
hurdles coaches. Interestingly, a significant difference χ2 
(18, N=235)=48.71, p<0.001 was observed in the mean 
scores of coaches based on how well they estimated they 
understand depression. Percentage of coaches who felt 
they understand depression only moderately well still 
achieved a perfect score on the depression questionnaire.

No significant differences in interest in continuing 
education topics or methods were observed based on age, 
gender, years of coaching experience or event specialty. 
However, a significant difference χ2 (3, N=257)=13.07, 
p=0.004 was observed between coaches with differing 
numbers of certifications. Coaches with no certifica-
tions were significantly less likely to express interest in 
continuing education.

dIsCussIOn
Given the important role of coaches and the prevalence of 
depression among athletes, this study aimed to examine 
coaches’ awareness of depression and their attitudes 
towards receiving continuing education. The study had 
two primary objectives. The first was to determine how 
well NCAA Division I cross-country and track and field 
coaches understand depression in the context of their 
sport. The second was to explore prevalent coaching atti-
tudes towards continuing education and the overall topic 
of athlete well-being.

understanding of depression
The findings of this study indicate the participating 
coaches have a good knowledge of depression for indi-
viduals without formal education on the topic. The 
average score on the ADKQ was 83%, which demon-
strates ‘depression literacy’ as defined by the Adolescent 
Depression Awareness Program.43 This performance 
demonstrates these coaches have adequate knowledge of 
the symptoms and characteristics of depression.

When looking at the individual statements, the 
majority (>50%) of coaches identified 10 of the 12 true 
or false statements correctly. There were two statements 
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Table 4  Interest level in continuing education topics

None Slight Moderate Strong

% n % n % n % n

Injury prevention 3 6 5 12 32 74 60 140

Nutrition 3 7 7 16 31 72 59 137

Strength and conditioning 4 9 10 22 32 74 55 127

Legal considerations of coaching 9 20 25 57 39 89 28 65

Business/fundraising/entrepreneurship 
for athletics 18 41 29 68 29 68 23 54

Sports psychology 3 7 6 14 33 76 58 135

Mental health 3 6 12 27 34 79 52 120

Other 52 12 13 3 13 3 22 5

Other topics of interest included coaching/leadership (n=3), depression-related information (n=2), technique (n=1) and motor learning (n=1).

Table 5  Preferred methods of receiving information

Preferred methods

% n % n

First choice Second choice

Video modules 29 67 25 57

Face-to-face instruction 29 67 16 37

Printed manual/book 14 33 30 67

Electronic manual/book 23 53 27 61

Other 4 8 1  3

Video modules were selected most for either first or second most 
preferred method.

that were answered correctly only by the minority of 
coaches. Fifty-eight per cent of coaches identified the 
statement ‘Major Depression is a curable medical illness’ 
as true, when in fact it is false. According to ADAP, major 
depression is treatable, not curable.44 Although the 
difference in wording is slight, it is an important one; it 
is important to understand that an athlete with depres-
sion may struggle with the illness for the rest of his or 
her life, if not given the proper treatment and attention 
to minimise the condition, or that it may ‘flare up’ when 
life circumstances change. Similarly, 55% of coaches 
incorrectly identified the statement that the prevalence 
of depression is equal between men and women as true, 
when it is false; studies in multiple countries all over the 
world have found women to be at a higher risk of depres-
sion than men.14 45–49It may be important, especially for 
coaches who work with both men’s and women’s teams, 
to know that their female athletes are more susceptible 
to depression.

Distance/cross-country coaches performed signifi-
cantly better on the depression questionnaire than 
sprints/hurdles coaches. One possible explanation for 
this is that distance coaches have more previous expe-
rience with depressed athletes than sprints coaches, 
although there was not a significant difference in sprints 
coaches’ and distance coaches’ estimates of depression 
among their athletes. However, it could be that distance 
athletes are at a greater risk of depression than their 

sprinter teammates. It is known that athletes who partic-
ipate in sports that emphasise leanness are at a greater 
risk of developing an eating disorder,50–52 which are often 
accompanied by depression.53 54 While being lean is an 
advantage in both the sprint and distance events, there 
may be a greater emphasis on being light among distance 
athletes given that endurance is more important than 
explosive power in their events. Another potential reason 
distance athletes may be at a higher risk of depression 
is the racial/ethnic breakdown of those participating: 
a much greater percentage of collegiate cross-country 
runners (who often participate in distance track events) 
are white than are African-American, whereas the discrep-
ancy between the two races is much smaller in track and 
field.38 This is significant because whites have been found 
to be at a higher risk of depression than African-Ameri-
cans.55 If this explanation is in fact true, distance coaches 
may have had to deal with depression in their athletes 
more frequently than sprints coaches, which could help 
explain why distance coaches demonstrated significantly 
better scores on the depression questionnaire. Another 
explanation is that the culture of the sprinting events is 
different than that of distance events. Perhaps, ‘being 
tough’ (and thus failing recognise depression as more 
than mental weakness) is embraced to a greater degree 
among sprinters and their coaches or conversely that 
mental disease is less taboo among distance runners and 
their coaches. Each of these potential explanations for 
the findings warrant future study.

An unexpected noteworthy finding from the study 
was the discrepancy between coaches’ estimated rate of 
athlete depression and athlete reported rates found in 
previous studies. Across all sports, studies have found 
rates between 15.6% and 23.7%.13–15 Wolanin et al14 
reported the rate of depression among track and field to 
be as high as 34%, three times higher than the 11% rate 
reported by coaches in this study. A potential hypothesis 
for this discrepancy between participants’ estimates and 
previous research is that coaches may not realise how 
much their athletes are struggling with depression symp-
toms. If this is the case, then the problem may not be a 
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lack of depression knowledge among coaches but rather 
a lack of depression awareness. It is likely much easier to 
take a 13-question test, with only two answer choices (and 
thus a 50% chance of being correct), than to actually 
identify symptoms in a living, breathing human being. 
This is supported by Mentink,35 who found that coaches 
struggle to recognise when their players displayed signs 
of depression.

This hypothesis is supported by the finding that 
coaches in the sample found out an athlete was suffering 
from depression most often by the athlete self-reporting. 
Athletes may be reluctant to share symptoms with their 
coach because they are worried it will be perceived 
as mental weakness,36 it will disrupt the relationship 
dynamic they have with their coach38 or it will affect their 
training and/or athletic performance. Because of this, 
athletes may suffer in silence or turn to the department’s 
sport psychologist, on campus counselling service, or 
their athletic trainer, each of whom may be obligated to 
keep their conversations confidential.

A lack of coach knowledge about their athlete’s 
depression symptoms has important consequences. 
Athletes suffering from depression are at a greater risk 
of injury26–28 because some of the chief symptoms of 
depression include fatigue, difficulty sleeping and loss 
of appetite, none of which provide athletes with a good 
foundation for intense training. Furthermore, athletes 
may be less likely to disclose their depression during peak 
competition periods, the time that they need help the 
most, as these parts of the season are often accompanied 
by stress over the pressure to perform.

In addition, it may also be beneficial for a coach to 
know his or her athlete has depression because it may 
change the way they need to relate to the athlete. For 
example, feelings of guilt and worthlessness are associ-
ated with depression.56 Coaches who are aware of their 
athlete’s depression may tailor their feedback after a 
training session to make sure it is not hypercritical, so 
that they are not unintentionally adding to the athlete’s 
perceived lack of worth. Thus, it is important to work 
with both athletes and coaches to reduce the discomfort 
and stigma surrounding mental illness that is prevalent 
in our society.57

Continuing education
Coaches indicated a strong interest in continuing educa-
tion. Seventy-seven per cent specified a strong interest 
in at least one topic, with the two highest preferred 
methods of receiving education being video modules 
(27%) and face-to-face instruction (24%) with topics 
with the highest degree of strong interest being injury 
prevention (60%), nutrition (59%) and sport psychology 
(58%). A lack of opportunity for education was implied 
by the results: 16% of coaches said they had no training 
regarding depression, yet 98% of coaches expressed a 
slight interest or greater in mental health and 52% of 
coaches expressed a strong interest in receiving educa-
tion on mental health. Considering that 74% of coaches 

already hold or are currently pursuing certification, it 
does not seem likely that the discrepancy between desire 
for education and actually receiving education is due to 
lack of coaches’ ambition or follow-through. This discrep-
ancy indicates that there may not be enough opportunity 
for education or there may be barriers preventing them 
from taking advantage of educational opportunities. 
Future research should explore what barriers for educa-
tional opportunities exist.

COnClusIOn
The survey revealed the prevalence of depression 
reported by coaches was below that expected based on 
previous research; therefore, coaches may need assistance 
in recognising the signs and symptoms of depression 
in their athletes. Supporting this conclusion, a strong, 
unmet interest in receiving continuing education in 
topics such as mental health was uncovered through 
the study. The significant underestimation of athlete 
depression given by coaches highlights a need for more 
collaboration and communication between coaches and 
athletic department medical staff and between coaches 
and athletes—and perhaps a culture change—in order to 
best keep athletes healthy and safe.

Contributors Each author participated in the formulation of research questions, 
methodology design and literature review. Only the first and second authors 
contributed to the data collection and analysis.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.

Patient consent Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Open access This is an Open Access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited and the use is non-commercial. See: http:// creativecommons. org/ 
licenses/ by- nc/ 4. 0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2018. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

reFerenCes
 1. 2013-14 NCAA Division I manual. Indianapolis, IN: The National 

Collegiate Athletic Association, 2013.
 2.  NCAA. org. Student-athlete well-being: so you want to be an AD. 

http://www. ncaa. org/ governance/ student- athlete- well- being (cited 
20 Sep 2016).

 3. Mojtabai R, Olfson M, Han B. National trends in the prevalence and 
treatment of depression in adolescents and young adults. Pediatrics 
2016;138:e20161878.

 4. Guthman JC, Locin L, Konstas DD. Increase in severity of mental 
illness among clinical college students: a 12-year comparison. 
american psychological association 118 th annual convention. San 
Diego, CA, 2010.

 5. Prince JP. University student counseling and mental health in 
the United States: Trends and challenges. Ment Health Prev 
2015;3:5–10.

 6. Gorczynski PF, Coyle M, Gibson K. Depressive symptoms in 
high-performance athletes and non-athletes: a comparative meta-
analysis. Br J Sports Med 2017;51:1348–54.

 7. Rice SM, Purcell R, De Silva S, et al. The mental health of 
elite athletes: a narrative systematic review. Sports Med 
2016;46:1333–53.

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://www.ncaa.org/governance/student-athlete-well-being
http://dx.doi.org/10.1542/peds.2016-1878
http://dx.doi.org/10.1016/j.mhp.2015.03.001
http://dx.doi.org/10.1136/bjsports-2016-096455
http://dx.doi.org/10.1007/s40279-016-0492-2


7Hegarty EM, et al. BMJ Open Sport Exerc Med 2018;4:e000339. doi:10.1136/bmjsem-2018-000339

Open access

 8. Hammond T, Gialloreto C, Kubas H, et al. The prevalence of 
failure-based depression among elite athletes. Clin J Sport Med 
2013;23:273–7.

 9. Gulliver A, Griffiths KM, Mackinnon A, et al. The mental health of 
Australian elite athletes. J Sci Med Sport 2015;18:255–61.

 10. Nixdorf I, Frank R, Hautzinger M, et al. Prevalence of depressive 
symptoms and correlating variables among german elite athletes.  
J Clin Sport Psychol 2013;7:313–26.

 11. Schaal K, Tafflet M, Nassif H, et al. Psychological balance in high 
level athletes: gender-based differences and sport-specific patterns. 
PLoS One 2011;6:e19007.

 12. Bose J, Hedden S, Lipari R, et al. Key substance use and mental 
health indicators in the United States: results from the 2015 national 
survey on drug use and health. Substance abuse and mental health 
services administration. 2016. https://www. samhsa. gov/ data/ sites/ 
default/ files/ NSDUH- FFR1- 2015/ NSDUH- FFR1- 2015/ NSDUH- FFR1- 
2015. pdf

 13. Proctor SL, Boan-Lenzo C. Prevalence of depressive symptoms in 
male intercollegiate student-athletes and nonathletes. J Clin Sport 
Psychol 2010;4:204–20.

 14. Wolanin A, Hong E, Marks D, et al. Prevalence of clinically elevated 
depressive symptoms in college athletes and differences by gender 
and sport. Br J Sports Med 2016;50:167–71.

 15. Yang J, Peek-Asa C, Corlette JD, et al. Prevalence of and risk factors 
associated with symptoms of depression in competitive collegiate 
student athletes. Clin J Sport Med 2007;17:481–7.

 16. Hughes L, Leavey G. Setting the bar: athletes and vulnerability to 
mental illness. Br J Psychiatry 2012;200:95–6.

 17. Reardon CL, Factor RM, Psychiatry S. Sport psychiatry: a 
systematic review of diagnosis and medical treatment of mental 
illness in athletes. Sports Med 2010;40:961–80.

 18. Williams T. Harassment and discrimination – ethnic minorities. Mind, 
body and sport: understanding and supporting student-athlete 
mental wellness. Indianapolis, IN: NCAA Publishing, 2014:76–7.

 19. Carless D, Douglas K. ‘We haven’t got a seat on the bus for 
you’ or ‘all the seats are mine’: narratives and career transition 
in professional golf. Qualitative Research in Sport and Exercise 
2009;1:51–66.

 20. Warriner K, Lavallee D. The retirement experiences of elite female 
gymnasts: self identity and the physical self. J Appl Sport Psychol 
2008;20:301–17.

 21. Wippert P-M, Wippert J. Perceived stress and prevalence of 
traumatic stress symptoms following athletic career termination.  
J Clin Sport Psychol 2008;2:1–16.

 22. Wippert P-M, Wippert J. The effects of involuntary athletic career 
termination on psychological distress. J Clin Sport Psychol 
2010;4:133–49.

 23. Brewer BW. Psychology of sport injury rehabilitation. Handbook of 
sport psychology. New Jersey, United States: John Wiley & Sons, 
Inc, 2001:404–24.

 24. Petrie TA, Brewer BW, Buntrock C. A comparison between injured 
and uninjured NCAA division I male and female athletes on selected 
psychosocial variables. J Of Applied Sport Psychol 1997;9:S144.

 25. Smith AM, Scott SG, O'Fallon WM, et al. Emotional responses of 
athletes to injury. Mayo Clin Proc 1990;65:38–50.

 26. Galambos SA, Terry PC, Moyle GM, et al. Psychological predictors 
of injury among elite athletes. Br J Sports Med 2005;39:351–4.

 27. Patterson EL, Smith RE, Everett JJ. Psychosocial factors as 
predictors of ballet injuries: interactive effects of life stress and social 
support. J Sport Behav 1998;21:101–12.

 28. Maddison R, Prapavessis H. Preventing sport injuries: a case for 
psychology intervention. Psychological Bases of Sport Injuries. 
Morgantown, WV: Fitness Information Technology, 1993:25–38.

 29. Granito J, Vincent J. Athletic injury experience: A qualitative focus 
group approach. J Sport Behav 2001;24:63–82.

 30. Carmen LR, Zerman JL, Blaine GB. Use of the Harvard psychiatric 
service by athletes and non-athletes. Ment Hyg 1968;52:134.

 31. Gulliver A, Griffiths KM, Christensen H. Barriers and facilitators to 
mental health help-seeking for young elite athletes: a qualitative 
study. BMC Psychiatry 2012;12:157.

 32. Pinkerton RS, Hinz LD, Barrow JC. The college student-athlete: 
psychological considerations and interventions. J Am Coll Health 
1989;37:218–26.

 33. Davoren AK, Huang S. Depression and anxiety prevalence in 
student-athletes. Mind, body and sport: understanding and 
supporting student-athlete mental wellness. Indianapolis, IN: NCAA 
Publishing, 2014:38–9.

 34. Eisenberg D, Lipson SK. The healthy minds study: 2014 data report. 
Michigan: University of Michigan, 2014.

 35. Mentink JW. Major depression in collegiate student-athletes: case 
study research. Diss Abstr Int Sect Humanit Soc Sci Univ Microfilms 
Int;2697.

 36. Storch EA, Storch JB, Killiany EM. Self-reported psychopathology in 
athletes: a comparison of intercollegiate student-athletes and non-
athletes. J Sport Behav Mob 2005;28:86–98.

 37. Jowett S, Cockerill IM. Olympic medallists’ perspective of the 
althlete–coach relationship. Psychol Sport Exerc 2003;4:313–31.

 38. MacAuley D. Child abuse in sport. Br J Sports Med 1996;30:275–6.
 39. Williams J, Scherzer CB. Injury risk and rehabilitation: psychological 

considerations. Applied sport psychology : personal growth to peak 
performance. 5th ed. Boston: McGraw-Hill, 2006:565–94.

 40. Prinz B, Dvořák J, Junge A. Symptoms and risk factors of 
depression during and after the football career of elite female 
players. BMJ Open Sport Exerc Med 2016;2:e000124.

 41. Yang J, Cheng G, Zhang Y, et al. Influence of symptoms of 
depression and anxiety on injury hazard among collegiate American 
football players. Res Sports Med 2014;22:147–60.

 42. National Collegiate Athletic Association. Sport sponsorship, 
participation and demographics. http:// web1. ncaa. org/ rgdSearch/ 
exec/ instSearch (cited 10 Mar 2017).

 43. Adolescent Depression Awareness Program (ADAP). A decade 
of raising awareness one classroom at a time. 2009. http://www.
hopkins  medicine. org/ psychiatry/ specialty_ areas/ moods/ ADAP/ 
docs/ ADAP_ Program_ Summary

 44. Hess SG, Cox TS, Gonzales LC, et al. A survey of adolescents' 
knowledge about depression. Arch Psychiatr Nurs 2004;18:228–34.

 45. Alibrahim OA, Al-Sadat N, Elawad NA. Gender and risk of 
depression in Saudi Arabia, a systematic review and meta-analysis. 
J Public Health Afr 2010;1:e7.

 46. Fullagar S, Gattuso S. Rethinking gender, risk and depression 
in Australian mental health policy. Australian e-Journal for the 
Advancement of Mental Health 2002;1:145–57.

 47. Kessler RC. Epidemiology of women and depression. J Affect Disord 
2003;74:5–13.

 48. Nolen-Hoeksema S. Gender differences in depression. Curr Dir 
Psychol Sci 2001;10:173–6.

 49. Parker G, Brotchie H. Gender differences in depression. Int Rev 
Psychiatry 2010;22:429–36.

 50. Patel DR, Pratt HD, Greydanus DE. Treatment of adolescents with 
anorexia nervosa. J Adolesc Res 2003;18:244–60.

 51. Smolak L, Murnen SK, Ruble AE. Female athletes and eating 
problems: a meta-analysis. Int J Eat Disord 2000;27:371–80.

 52. Torstveit MK, Rosenvinge JH, Sundgot-Borgen J. Prevalence 
of eating disorders and the predictive power of risk models in 
female elite athletes: a controlled study. Scand J Med Sci Sports 
2008;18:108–18.

 53. Blinder BJ, Cumella EJ, Sanathara VA. Psychiatric comorbidities 
of female inpatients with eating disorders. Psychosom Med 
2006;68:454–62.

 54. Bulik C. Anxiety, depression and eating disorders. Eating disorders 
and obesity: a comprehensive handbook. New York, NY: Guilford 
Press, 2002:193–7.

 55. Dunlop DD, Song J, Lyons JS, et al. Racial/ethnic differences in 
rates of depression among preretirement adults. Am J Public Health 
2003;93:1945–52.

 56. National Institute of Mental Health (NIMH). Depression. https://www. 
nimh. nih. gov/ health/ topics/ depression/ index. shtml

 57. Parcesepe AM, Cabassa LJ. Public stigma of mental illness in the 
United States: a systematic literature review. Adm Policy Ment 
Health 2013;40:384–99.

http://dx.doi.org/10.1097/JSM.0b013e318287b870
http://dx.doi.org/10.1016/j.jsams.2014.04.006
http://dx.doi.org/10.1123/jcsp.7.4.313
http://dx.doi.org/10.1123/jcsp.7.4.313
http://dx.doi.org/10.1371/journal.pone.0019007
https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2015/NSDUH-FFR1-2015/NSDUH-FFR1-2015.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2015/NSDUH-FFR1-2015/NSDUH-FFR1-2015.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUH-FFR1-2015/NSDUH-FFR1-2015/NSDUH-FFR1-2015.pdf
http://dx.doi.org/10.1123/jcsp.4.3.204
http://dx.doi.org/10.1123/jcsp.4.3.204
http://dx.doi.org/10.1136/bjsports-2015-095756
http://dx.doi.org/10.1097/JSM.0b013e31815aed6b
http://dx.doi.org/10.1192/bjp.bp.111.095976
http://dx.doi.org/10.2165/11536580-000000000-00000
http://dx.doi.org/10.1080/19398440802567949
http://dx.doi.org/10.1080/10413200801998564
http://dx.doi.org/10.1123/jcsp.2.1.1
http://dx.doi.org/10.1123/jcsp.2.1.1
http://dx.doi.org/10.1123/jcsp.4.2.133
http://dx.doi.org/10.1016/S0025-6196(12)62108-9
http://dx.doi.org/10.1136/bjsm.2005.018440
http://www.ncbi.nlm.nih.gov/pubmed/5636645
http://dx.doi.org/10.1186/1471-244X-12-157
http://dx.doi.org/10.1080/07448481.1989.9939063
http://dx.doi.org/10.1016/S1469-0292(02)00011-0
http://dx.doi.org/10.1136/bjsm.30.4.275-a
http://dx.doi.org/10.1136/bmjsem-2016-000124
http://dx.doi.org/10.1080/15438627.2014.881818
http://web1.ncaa.org/rgdSearch/exec/instSearch
http://web1.ncaa.org/rgdSearch/exec/instSearch
http://www.hopkins%20medicine.org/psychiatry/specialty_areas/moods/ADAP/docs/ADAP_Program_Summary
http://www.hopkins%20medicine.org/psychiatry/specialty_areas/moods/ADAP/docs/ADAP_Program_Summary
http://www.hopkins%20medicine.org/psychiatry/specialty_areas/moods/ADAP/docs/ADAP_Program_Summary
http://dx.doi.org/10.1016/j.apnu.2004.09.005
http://dx.doi.org/10.4081/jphia.2010.e7
http://dx.doi.org/10.5172/jamh.1.3.145
http://dx.doi.org/10.5172/jamh.1.3.145
http://dx.doi.org/10.1016/S0165-0327(02)00426-3
http://dx.doi.org/10.1111/1467-8721.00142
http://dx.doi.org/10.1111/1467-8721.00142
http://dx.doi.org/10.3109/09540261.2010.492391
http://dx.doi.org/10.3109/09540261.2010.492391
http://dx.doi.org/10.1177/0743558403018003004
http://dx.doi.org/10.1002/(SICI)1098-108X(200005)27:4<371::AID-EAT1>3.0.CO;2-Y
http://dx.doi.org/10.1111/j.1600-0838.2007.00657.x
http://dx.doi.org/10.1097/01.psy.0000221254.77675.f5
http://dx.doi.org/10.2105/AJPH.93.11.1945
https://www.nimh.nih.gov/health/topics/depression/index.shtml
https://www.nimh.nih.gov/health/topics/depression/index.shtml
http://dx.doi.org/10.1007/s10488-012-0430-z
http://dx.doi.org/10.1007/s10488-012-0430-z

	Who is coaching the coach? Knowledge of depression and attitudes toward continuing education in coaches
	Abstract
	Introduction
	Methods
	Participants
	Survey methods
	Data analysis

	Results
	Demographics

	Discussion
	Understanding of depression
	Continuing education

	Conclusion
	References


