
UNDERSTANDING THE PSYCHOLOGY OF SPORT INJURY 

 

JOHN HElL 
 
Part 1: THE AFFECTIVE CYCLE OF INJURY & THE GRIEF-LOSS 

EXPERIENCE 

 
To the athlete, injury results in the loss of the opportunity to participate in a high valued activity 

and is a threat to continued success at sports. This is most problematic where injury is severe, or 

the process of rehabilitation is long or complicated. Serious injury can mean instant death to an 

athletic career cultivated by years of hard work. Even relatively mild injury may have a 

significant impact on the athlete when its timing is such that is undermines competitive success, 

for example, if it occurs immediately prior to a key competition.  

 

GRIEF - LOSS THEORY OF EMOTIONAL RESPONSE 

 

Personal reaction to the experience of trauma including athletic injury may be viewed as a grief 

loss process. Kubler-Ross (1969) in On Death and Dying provided seminal thinking on this 

process of adaptation to loss. Drawing on her work with terminally ill patients, she described a 

series of stages that patients typically face: disbelief, denial, and isolation; anger; bargaining; 

depression; and acceptance and resignation. Her model provides a simple yet intuitively 

meaningful strategy for conceptualizing a complex set of emotional responses without the 

assumption of underlying pathology. The model constitutes a strong statement for the dynamic 

nature of affective response and is sensitive to the sometimes puzzling concurrent existence 

of contradictory emotions and to the transformation of emotional experience. Given the obvious 

and important differences between terminally ill patients and injured athletes, work on 

understanding emotional response to injury needs continued development. 

 

THE AFFECTIVE CYCLE OF INJURY 

 

An alternative to a stage theory is the affective cycle of injury; the fundamental assumption of 

which is that movement through stages is not a one-time linear process but is a cycle that may 

repeat itself. This model retains three important ideas from the initial work of Kubler-Ross 

(1969), the dynamic transformational nature of emotional experience, the patient's active "work 

of recovery", and the importance of denial. The affective cycle of injury includes three elements, 

distress, denial, and determined coping. 

 

Distress recognizes the inherently disrupting and disorganizing impact of injury on emotional 

equilibrium. It includes shock, anger, bargaining, anxiety, depression, isolation, guilt, 

humiliation, preoccupation, and helplessness. The psychologists (or other member of the sports 

medicine team) should assess the magnitude of this distress and how appropriate it is relative to 

the severity of the injury. Denial includes a sense of disbelief (as well as varying degrees) of 

outright failure to accept the severity of injury. Denial may be reflected in the athlete's rather 

transparent assurances to health providers, teammates, and others about plans to quickly return to 

top form. It can range on a continuum from mild to profound and vary across time or 



circumstances. Given the specifics of its manifestation, it may serve an adaptive purpose or may 

interfere with rehabilitation progress. Determined coping implies acceptance (to varying degrees) 

of the severity of injury and its impact on the athlete's short-term and long-term goals. It is 

characterized by the purposeful use of coping resources in working through the process of 

recovery. In the early stages of injury, distress and denial will tend to be at their peak. There is 

a general trend toward determined coping as rehabilitation proceeds. However, shifts in 

emotional response from denial to distress to determined coping can occur at any time. This 

is not a random process but is tied to specific experiences or events. One element will tend 

to dominate at a given stage in the rehabilitation process; however, any given element will 

seldom dominate 24 hours a day. Even during a period primarily characterized by determined 

coping, denial or distress may resurface for varying periods of time and with varying 

degrees of impact. Something as simple as a review of game films that show any injury can 

elicit this. Setbacks during the treatment process and pain flare-ups are the most likely 

triggers of a shift from determined coping to distress or denial. To the extent that these 

situations make the athlete feel that he or she is making no progress, they will tend to be a 

problem. Difficulties may also occur at natural transitions in the rehabilitation process. 

Generally, an athlete's emotional well-being will vary predictably with her or his subjective 

sense of progress through rehabilitation. 

 

Part 2: MEDICAL STAGE THEORY & THE PSYCHOLOGICAL CHALLENGE OF 
RECOVERY 

 

CHRONOLOGY OF INJURY 

 

Orthopedic surgeon and sports medicine specialist, Richard Steadman, has described the medical 

process of injury and rehabilitation as a series of stages. Each stage presents a challenge to the 

athlete which elicits a distinct and intense psychological demand. These are listed below: 

 

1. Preinjury 

2. Immediate postinjury 

3. Treatment decision and implementation 

4. Early postoperative/rehabilitation 

5. Late postoperative/rehabilitation 

6. Specificity 

7. Return to play 

 

THE AFFECTIVE CYCLE AND MEDICAL RECOVERY INJURY INTEGRATED 

 

The immediate postinjury period is one of maximum emotional disorganization. In conjunction 

with injury, there may be a shock-like response. The athlete may make unrealistic statements 

about speed of recovery and return to play, and specific fears and generalized anxiety may be 

evident. Denial is most adaptive during this phase of injury and need not be challenged as long as 

it does not jeopardize the athlete's safety. This is also a time of uncertainty, especially if surgery 

is to follow. Establishing rapport and moving the athlete toward realistic expectations regarding 



recovery will prompt determined coping. The treatment decision and implementation period is a 

direct extension of the immediate postinjury period and is marked by a similar emotional profile. 

Because time has allowed the athlete to emotionally reorganize somewhat, reactive anxiety to 

injury may begin to resolve, but anticipatory anxiety regarding surgery may replace this. 

Determined coping rests on the athlete’s ability to shift from an emotionally reactive mind-set 

to one of careful, calculated decision making. It is important that denial not interfere with 

 

At the beginning of the early postoperative/rehabilitative period, the athlete is severely limited 

physically, which with a related sense of helplessness, can set up acute depression. The athlete 

may focus upon surgery as a quick cure, re-eliciting denial. Treatment complications following 

surgery may lead to renewed anxiety as well as questions of trust in treatment providers. The 

athlete will be prone to loneliness and isolation during this period, especially if away from 

his or her home environment. Presenting the athlete with achievable short-term goals will 

guide determined coping and facilitate emotional reorganization around productive activity. 

 

The late postoperative/rehabilitative period is an extension of the early ostoperative/rehabilitative 

period. Well on the road to recovery, the athlete may feel an enhanced sense of self control or 

may struggle to maintain emotional equilibrium. Treatment setbacks may elicit transitory anxiety 

or depression during this period as well as throughout the remainder of rehabilitation. The 

drudgery of rehabilitation may begin to take its toll, sapping motivation and setting up irritability 

and anger. If acting out behavior results in significant guilt or alienation from others, it may 

contribute to depression. Continued consistent support and encouragement are essential. 

 

By the time the athlete reaches the specificity period, success at rehabilitation should diminish 

depression, and an improving level of fitness should enhance vitality. As the athlete anticipates 

return to play, fear of failure or reinjury may arise, and self-confidence may be further threatened 

if confidence in the athlete is not expressed by significant others (e.g., the coach). A continuing 

goal orientation and emphasis on treatment gains cue determined coping. Return to play is a 

natural extension of the specificity period; participation replaces anticipation. Heightened 

anxiety and fear will resolve with success, but problems with return to play can re-elicit anxiety, 

depression, and irritability. If denial is still present, it will be challenged directly by the sport 

environment itself. By reinforcing success and by developing specific problem-solving strategies 

for difficulties that are encountered, treatment providers can guide the athlete in developing 

effective coping strategies. 

 

CONCLUSION 

 

The advantage of a grief process model of injury is that it helps the athlete and practitioner 

understand the process of change and the challenge of coping, without presuming 

psychopathology. This model normalizes emotional response and offers a rationale for 

intervention to reduce suffering, and facilitate speedy psychological recovery and readiness 

for return to play. 

 

Dr. John Heil is a sport psychologist with Psychological Health Roanoke and a member of 

the ISCA Sport Science Board. 

 



Additional content on sport psychology and swimming is available at: 

https://swimsportpsychology.com/ 

https://www.youtube.com/channel/UCa0ie-vTddjqf-XDOHpcWLg 

 

Versions of this article have appeared in the Psychology of Sport Injury and the Temple 

University Psychiatric Review  
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