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ABSTRACT

Although there is empirical and anecdotal evidence for the efficacy of athletic
performance enhancement interventions, a relatively small percentage of athletes take
advantage of sport psychology services. It is likely that athletes perceive potential gains
and losses in pursuing mental skills training, and the latter may adversely impact athletes’
motivations and behaviors regarding consulting a sport psychologist. In order to increase
the number of athletes who can benefit from mental skills training, athletes’ motivations
and behaviors regarding sport psychology consultation must be addressed.

The Transtheoretical model of change focuses on the related issues of motivation
and behavior change through the constructs of the Stages of Change, Processes of
Change, Decisional Balance, and Self-Efficacy. Although the Transtheoretical model has
been applied to a variety of behaviors, it has not been applied theoretically or empirically
to the area of sport psychology consultation.

In an attempt to apply the Transtheoretical Model to this area, questionnaires
assessing Stage of Change, Decisional Balance, and Self-Efficacy were developed and
cross-validated on two samples (total N = 308) of NCAA Division I Intercollegiate
Athletes. The measures showed good internal reliability, with all but one subscale yielding
an alpha coefficient of .79 or above, and good construct validity, exhibiting hypothesized
relationships among each other and with relevant outcome variables. Finally, the Stage of
Change measure exhibited a strong relationship with sport psychology consultations
initiated by athletes during the 12 months following questionnaire administration. Of

those athletes in the Precontemplation stage, 21% initiated an individual sport psychology
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consultation in the following year, compared with 39% of those in the Contemplation
stage and 63% of those in the Action stage. Based on these results, it appears that the
Stage of Change measure developed in the present research may prove to be a useful tool
in predicting subsequent initiation of individual sport psychology consultation.

Several potentially useful lines of research flow from this study, including
continued development of assessment tools, and experiments designed to assess the
efficacy of stage-based sport psychology interventions in moving athletes to later stages of

change and to greater levels of participation in sport psychology consultation.
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APPLICATION OF THE TRANSTHEORETICAL MODEL OF CHANGE

TO PSYCHOLOGICAL SKILLS TRAINING IN INTERCOLLEGIATE ATHLETES

INTRODUCTION

Although there is empirical and anecdotal evidence for the efficacy of athletic
performance enhancement interventions, many athletes do not choose to consult a sport
psychologist even when the services are available free of charge (Feldman, 1991). Bob
Rotella, a sport psychologist from the University of Virginia, states “We don’t need any
more techniques in sport psychology. We need more ways to get athletes to use the
techniques we have.” (Singer & Rotella, 1996). There are many possible reasons for
athletes not taking advantage of sport psychology services. It is likely that some athletes
have outstanding mental skills, and legitimately believe that they do not require assistance
with the psychological aspects of athletic performance. Also, some athletes may be
content with their current level of performance, and even if they do recognize the potential
benefits of sport psychology consultation, may legitimately choose not to pursue it. For
an athlete in either of these situations, consulting a sport psychologist would not lead to
any valued benefit and therefore would not be a priority.

There are likely other, less legitimate reasons, however, for which athletes choose
not to consult a sport psychologist. There are undoubtedly some athletes who are
unaware of the potential benefits of sport psychology consultation, and for this reason do

not become involved in mental skills training.
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In addition, there is evidence that shows that athletes and members of the public
perceive sport psychologists as being closely related to mental health professionals. While
there is some overlap among these professions, sport psychologists usually have particular
expertise in the athletic performance domain, and in general focus interventions
accordingly. Perhaps an erroneous perception of sport psychologists as “head-shrinkers”
prevents some athletes from making a sport psychology consultation.

A related area of research has shown that hypothetical male athletes who have
consulted a sport psychologist are stigmatized and derogated by male members of the
public. Though it is unknown whether an athlete who consulted a sport psychologist
would actually be stigmatized and derogated by friends, teammates, coaches, or family
members, the fear of such stigmatization/derogation might prevent some sport psychology
consultations.

Thus, athletes may perceive potential gains and losses in pursuing mental skills
training, and the latter may adversely impact athletes’ motivations and behaviors regarding
consulting a sport psychologist. Despite some athletes’ misgivings, however, it is likely
that the potential benefits of sport psychology consultation outweigh the potential losses.
There are data which indicate that sport psychology interventions are effective in
improving athletic performance. It is also reasonable to assume that athletes involved in
sport psychology consultation may be more likely to be referred to other needed services
(e.g. counseling, vocational guidance) for non-sport issues. In order to increase the
number of athletes who can benefit from mental skills training, athletes’ motivations and

behaviors regarding sport psychology consultation must be addressed.
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The transtheoretical model of change has examined the related issues of motivation
and behavior change across a variety of areas using the construct of the stages of change.
Both cross-sectional and longitudinal research has shown the stages of change to be
related to outcome measures in areas such as smoking cessation, mammography
screening, exercise acquisition, condom use, and sunscreen use. In addition, there is
evidence which indicates that individually-tailored interventions based on the
transtheoretical model outperform traditional interventions in terms of generating behavior
change in smokers and physically inactive adults.

Although the transtheoretical model has been applied to a variety of behaviors, it
has not been applied theoretically or empirically to the area of sport psychology
consultation. If the transtheoretical model can successfully be applied to this area, greater
percentages of athletes will be open to initiating and continuing in sport psychology
consultation. This, in combination with continuing research on how to make sport
psychology interventions more effective, can be beneficial to athletes, coaches, and the
entire field of sport psychology.

Another potential benefit of applying the transtheoretical model to this area is that
the domain of sport psychology consultation differs from other domains to which the
transtheoretical model has been applied in that it is not clearly related to physical or mental
health. In virtually every previous transtheoretical study, the behavior targeted for change
has the potential to lead directly to clinical problems if it remains unchanged. Such is not
the case with sport psychology consultation. An athlete who does not consult a sport

psychologist and/or work on mental skills on his/her own may only be “at risk” for not
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reaching his/her potential as an athlete. This, of course, might lead to other serious
consequences, such as being cut from a team or not obtaining a college scholarship, but
these are not “clinical” outcomes per se.

It remains to be seen if the transtheoretical model can be applied in a non-clinical
domain in which change may not seem to be as urgent, and individuals’ motivation to
change may be lower compared to those addressing clinical issues. If the transtheoretical
model can be successfully applied in the area of sport psychology consultation, efforts may
then be directed at applying the transtheoretical model to other non-clinical problems such
as poor study habits, procrastination, or any other domain of “personal growth”. If the
transtheoretical model cannot be successfully applied in the domain of sport psychology, it
will suggest that perhaps the transtheoretical model is only applicable in areas in which
serious clinical consequences can result when change does not occur.

Before reporting on the present attempt to apply the transtheoretical model to the
area of sport psychology consultation, and in order to lend further support to such an
attempt, literature on the efficacy of sport psychology interventions will be discussed.
Following this, literature examining the stigmatization of athletes who consult a sport
psychologist will be reviewed, as will studies of attitudes toward sport psychologists.
Finally, the development of the transtheoretical model will be outlined, and

transtheoretical research from other domains will be reviewed.

Efficacy of Sport Psychology Interventions

Arousal Management
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Surveys of both junior (Gould, Horn, & Spreeman, 1983) and senior (Mahoney &
Avener, 1977) elite athletes indicate that athletes in a wide range of sports experience
changes in arousal before and during competition. Although the potentially facilitative
effects of arousal have been well documented, most athletic performance enhancement
interventions in this domain focus on reducing arousal (Meyers, Whelan, & Murphy,
1996). Techniques such as progressive muscle relaxation, diaphragmatic breathing,
autogenic training, and meditation are used to assist athletes in learning to reduce
cognitive and somatic arousal (Harris & Williams, 1993). Investigations employing
relaxation techniques have been shown to improve athletic performance in a variety of
sports, including shot-putting (Nideffer & Deckner, 1970), gymnastics (Mace, Eastman, &
Carroll, 1987), football (DeWitt, 1980), and handball (Costa, Bonaccorsi, & Scrimali,
1984).

Studies investigating the efficacy of techniques designed to increase arousal have
been shown to be effective in improving performance on strength tasks (Shelton &
Mahoney, 1978; Tynes & McFatter, 1987) and on muscular endurance tasks (Caudill &
Weinberg, 1983). Skills involving speed or balance, however, apparently are not
improved following an arousal increasing intervention (Weinberg, Gould, & Jackson,
1980; Whelan, Epkins, & Meyers, 1990). A significant weakness in this literature is the
fact that no study has shown that strategies to increase arousal actually do so according to
physiological measures (Meyers, et al., 1996).

Current thought and research in this area is focused on the idea that there are
mediating variables in the relationship between arousal and performance. Athletes’
previous experience with changes in arousal, their amount of experience with the athletic

event, their perceived ability to cope with anxiety, and the presence or absence of
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observers have all been hypothesized as potential mediating variables (Meyers, et al.,
1996).
Cognitive Restructuring

In their review of the performance enhancement literature in which athletes in
competitive situations were studied, Greenspan and Feltz (1989) found that all 11
cognitive restructuring interventions produced performance improvements. It should be
noted, however, that many of these 11 interventions also involved some type of relaxation
component. The efficacy of relaxation-based interventions is reviewed in a separate
section, though, and so for the purposes of this paper a more strict definition of cognitive
interventions is used. Examples of strictly cognitive interventions in athletic performance
enhancement include attempts to modify self-talk, self-monitoring, and self-instruction.

Self-talk refers to thoughts (verbalized or internal) that either direct attention or
have a self-evaluative component. Several surveys have yielded results indicating that
successful athletes tend to use more positive self-talk than less successful athletes (Gould,
Eklund, & Jackson, 1992; Highlen & Bennett, 1983; Orlick & Partington, 1988). Ina
study of junior tennis players (Van Raalte, Brewer, Rivera, & Petitpas, 1994), observable
negative self-talk was related to poorer performance, but observable positive self-talk was
not shown to be related to superior performance. An experiment conducted with cross
country skiers revealed that training in three different types of positive self-talk led to
performance differences relative to a group instructed to use their normal self-talk
(Rushall, Hall, Roux, Sasserville, & Rushall, 1988). Training in positive self-talk has also
been shown to be superior to negative self-talk in a study of dart-throwing performance
(Van Raalte, Brewer, Lewis, Linder, Wildman, & Kozimor, 1996).

Two studies comparing positive and negative self-monitoring have been

conducted. Beginning and experienced bowlers were trained in either positive or negative
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self-monitoring (Kirschenbaum, Ordman, Tomarken, & Holtzbauer, 1982). Results
indicated that after five weeks, only beginning bowlers in the positive self-monitoring
group demonstrated improved performance. The efficacy of positive self-monitoring in
improving performance was replicated in a study of moderately skilled golfers (Johnston-
O’Conner & Kirschenbaum, 1986).

Two experiments have tested the effects of traditional self-instruction on the
development of athletic skills (Meyers, Cooke, Cullen, & Liles, 1979). Grammar school
students were taught to use a verbal script to aid them in learning gymnastics skills, but
neither positive self-instruction nor negative self-instruction led to performance
enhancement.

Goal Setting

When sport psychologists assist an athlete in setting goals, typical
recommendations include setting specific and measurable goals, setting goals for practice
and competition, setting short and long-term goals, setting positive rather than negative
goals, setting challenging but realistic goals, and setting process rather than outcome goals
(Gould, 1993). Sport psychology research on goal setting has focused on two main
questions. First, several studies have compared groups setting specific, realistic, and
difficult goals with groups setting nonspecific, easy, or no goals. Across studies, the
results have been very inconsistent, with some showing “proper” goal setting to lead to
improved performance (Barnett & Stanicek, 1979; Hall, Weinberg, & Jackson, 1987) and
others yielding no relationship between goal setting and performance (Weinberg, Bruya,
Garland, & Jackson, 1990; Weinberg, Bruya, Jackson, & Garland, 1987). As a group,
these studies provide very limited support for the efficacy of goal-setting in improving

athletic performance.
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The other main focus of goal setting research has been a comparison of process
and outcome goal setting strategies. One study (Wraith & Biddle, 1989) found that
setting process goals led to improved performance in ball throwing distance for children,
but no other studies have shown performance differences. Other investigations, however,
have shown that setting process goals leads to increased confidence and satisfaction
(Miller & McAuley, 1987; Burton, 1989). It has been hypothesized that these outcomes
would lead to increased motivation and persistence, and thus indirectly lead to
improvements in athletic performance (Meyers, et al., 1996).

Imagery

Reviews of the literature on the capacity of imagery to enhance motor skills (not
necessarily athletic skills) have yielded positive conclusions (Feltz & Landers, 1983;
Weinberg, 1982). Further, surveys of elite athletes have indicated that many use imagery
before and during athletic performance and that they believe it is helpful as a performance
enhancement tool (Mahoney & Avener, 1977). In order to facilitate athletic performance,
sport psychologists recommend that athletes develop basic imagery skills which employ as
many senses as possible and that they use mental rehearsal of particular athletic skills on a
regular basis (Vealey & Walter, 1993).

Though some studies have not shown imagery to be effective in enhancing sport
performance (Epstein, 1980; Mumford & Hall, 1985), many investigations have shown its
effectiveness in improving performance across a variety of athletic events (Suinn, 1972;
Meyers, Schleser, & Okwumabua, 1982; Woolfolk, Parrish, & Murphy, 1985; White,
Ashton, & Lewis, 1979). Research attempting to discern whether an internal or external
imagery perspective, another supposed key to the successful use of imagery (Vealey &
Walter, 1993), is most effective has produced mixed resuits. It has been shown that more

successful athletes tend to use an internal perspective while less successful athletes tend to
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use an external perspective (Mahoney & Avener, 1977). This survey finding, however,
has not translated into experimental findings of performance differences based on imagery
perspective.

Other suggestions for the use imagery in athletic performance enhancement have
good face validity, but stem from only minimal empirical evidence. These include the
recommendations that imagery be as vivid as possible (Smith, D., 1989), that it is best
practiced in conjunction with relaxation skills (Lanning & Hisanga, 1983), and that
personally meaningful images be used (Lee, 1990). One consistent finding is that imaging
positive outcomes is beneficial, while imaging negative outcomes can lead to poorer
performance (White, et al., 1979; Woolfolk, Murphy, Gottesfeld, & Aitken, 1985).
Multi-component Interventions

When sport psychologists consult with athletes in an applied setting, it has been
recommended that they employ multiple types of interventions in their effort to improve
athletic performance (Weinberg & Williams, 1993). Only one multi-component
intervention package has been subjected to systematic evaluation.

Visuo-motor behavior rehearsal (VMBR) (Suinn, 1972) initially combines training
in imagery and arousal management. Following this, athletes are trained in using cognitive
strategies to cope with performance errors. Two studies (Weinberg, Seabourne, &
Jackson, 1981; Weinberg, Seabourne, & Jackson, 1982) have shown VMBR to be
effective in reducing state, but not trait, anxiety. Other investigations have shown VMBR
to be effective in improving performance in basketball free-throw shooting (Hall &
Erffimeyer, 1983), higher skill tennis players (Noel, 1980), golf putting (Meacci & Price,
1985), and karate (Weinberg, et al., 1981, 1982). The recommendations of experienced

sport psychologists, fairly broad experimental results supporting the use of VMBR, and
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common sense indicates that combining performance enhancement interventions is a useful
strategy for improving athletic performance.
Meta-Analysis of Sport Psychology Interventions

Although they concluded from their own qualitative review of the literature that
interventions designed to enhance athletic performance have been largely supported,
Meyers and his colleagues (1996) also conducted a meta-analysis of the published
literature. Studies included in this meta-analysis were conducted in both laboratory and
field settings, had as dependent variables either a sport performance or a component of a
sport performance (e.g. basketball free-throw shooting), and at the very least included a
no-treatment control group (i.e. pre-post studies were not included). Fifty-six studies
were included in the meta-analysis.

Across all studies a mean effect size of .62 was obtained, indicating a moderate to
large effect of performance enhancement techniques (Cohen, 1988). The authors also
reported that the 95 percent confidence interval for this effect size ranged from .40 to .84.
Table 1 indicates the mean effect size and 95 percent confidence intervals for different

types of interventions.
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Type of Intervention N of studies Effect Size 95% C.I.
Goal Setting 3 0.54** 0.44 to 0.56
Imagery 28 0.57** 0.29 to 0.85
Relaxation 25 0.73** 0.07 to 1.39
Arousal Increase 5 1.23** 0.52to 1.94
Attentional Focus 7 1.21 -0.07 to 2.49
Self-Instruction 6 0.76 -0.26t0 1.78
Self-Monitoring 3 0.66** 0.38 to 0.94
Cognitive Restructuring 4 0.79%* 0.38to0 1.10
Multi-Component 9 1.01*** 0.56 to 1.46

** p<.ol
*** p<.001

Additional analyses showed that effect size varied depending on type of dependent

measure, with studies employing observer ratings yielding significantly lower effect sizes

than those employing objective, self-report, or physiological measuring techniques. Even

studies using observer ratings, however, yielded an effect size (.29) significantly different

from zero. Also, comparisons based on type of control group (no treatment, attention,

placebo, negative alternative treatment, and positive alternative treatment) showed that

effect size did not vary depending on type of control group.

Though not all types of interventions produced significant mean effect sizes, the

efficacy of athletic performance enhancement interventions was, in general, supported by

this quantitative review. These results combined with those generated by qualitative

literature reviews and correlational evidence based on the reports of athletes suggest that
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sport psychology interventions can be beneficial to athletes in terms of athletic
performance enhancement. Other potential benefits of consulting with a sport
psychologist are discussed in the following section.
Life Skills Development

Although the most visible role of the sport psychologist is that of enhancing the
athletic performance of elite or professional athletes, some sport psychologists focus on
developing non-sport skills in athletes. Though there is little empirical evidence for their
efficacy, programs have been developed to assist athletes in reducing drug use (Marcello,
Danish, & Stolberg, 1989), improve non-sport career knowledge (Wilkes, Davis, &
Dever, 1989), improve academic performance (Harney, Brigham, & Sanders, 1986), help
athletes recover from/cope with injury (Brewer, Jeffers, Petitpas, & Van Raalte, 1994),
and help athletes deal with retirement (Petitpas, Danish, McKelvain, & Murphy, 1992).

One might ask why a sport psychologist is necessary to implement such programs.
Indeed, there is certainly no empirical evidence to indicate that sport psychologists would
be any more effective than other types of professionals. One might speculate, however,
that it may be more acceptable to an athlete to consult a sport psychologist than to go to a
college counseling center, for example. Many sport psychology consultations evolve to
include non-sport and clinical issues (Taylor & Schneider, 1992). If an athlete first
consults a sport psychologist who is not qualified to address particular issues, it may lead
to a referral to other needed services (i.e. psychological counseling, academic guidance).
Hence, consulting a sport psychologist can help an athlete directly in improving her/his
athletic performance, and may help directly or indirectly in addressing non-sport issues.

Despite empirical and anecdotal evidence that sport psychology consultation has
some clear potential benefits, many athletes do not make use of sport psychology services

when they are available (Feldman, 1991). One reason for this might be a fear on the part



24

of athletes of being stigmatized for consulting a sport psychologist. Literature concerning

this possibility is reviewed in the following section.

The Stigmatization of Athletes Who Consult a Sport Psychologist

Previous research has demonstrated that people described as mental patients or ex-
mental patients are perceived by the public as socially undesirable and threatening
(Calicchia, 1981; Crumpton, Weinstein, Acker, & Annis, 1967). In addition, people
seeking counseling have been rated more negatively than a “typical” person (Goodyear &
Parish, 1978; Parish & Kappes, 1979). Similarly, college students rated a conversational
partner more negatively and behaved more negatively toward this partner when they were
led to believe that this person was seeking psychological therapy (Sibicky & Dovidio,
1986). The stigma and derogation attached to being a “mental patient” or seeking
psychological therapy clearly has the potential for keeping some individuals from
consulting a psychologist or other mental health professional.

Anecdotal evidence indicates that a similar stigma is associated with consulting a
sport psychologist, and this might prevent some athletes from making such a consultation.
Bruce Ogilvie has consulted with numerous professional, Olympic, and intercollegiate
athletes and coaches, and is regarded as a pioneer in applied sport psychology. He recalls
being taken to the training camp of a professional football team “in the dark of night, up
the back stairs” so that the media would not see him and subsequently “derogate
management, the coach, or the team” (Ogilvie, 1977). Similarly, Ken Ravizza, another
prominent applied sport psychologist, states that “the average athlete views a sport
psychologist with a degree of apprehension due to the perception that psychology is
associated with problems” (Ravizza, 1988) (p. 244). Sport psychologists themselves may
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contribute to this stigma by commonly advising athletes not to acknowledge consultations
when speaking to the media (Linder, Pillow, & Reno, 1989).

In addition to anecdotal evidence, several empirical investigations of a possible
stigma associated with consulting a sport psychologist have been carried out in the last
several years. Linder and his colleagues (Linder, et al., 1989) gave college undergraduates
a “scouting report” on a college quarterback, asked them to rate the quarterback on a
variety of characteristics, and asked them to give a recommendation to a professional
football team advising them whether or not to draft this quarterback. Half the scouting
reports said that the quarterback had consulted the coach to improve his consistency,
improve his concentration, or cope with stress, and half said that the quarterback had
consulted a sport psychologist regarding the same problems. The results showed a bias
against drafting the quarterback who had consulted the sport psychologist. The reasons
for this bias, based on the other ratings, were apparently that this quarterback would be
“less emotionally stable” and “less likely to fit well with management”.

Linder, Brewer, Van Raalte, and DeLange (1991) conducted a follow-up study
investigating whether male and female undergraduates differed in rating athletes who
consulted a coach, a sport psychologist, or a psychotherapist in order to improve athletic
performance. In this study the scouting reports were on a football player, a basketball
player, and a baseball player. Male subjects gave lower draft ratings, regardless of sport,
to athletes who consulted a sport psychologist or a psychotherapist compared with
athletes who consulted their coach. Female subjects did not give significantly different
ratings depending on type of consultant or sport.

Because males and females equally derogate “mental patients” (Jones et al., 1984),
the authors speculated that a different mediating process was occurring in the derogation

by males of athletes consulting a sport psychologist (i.e. male subjects were not equating
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athletes who consult a sport psychologist with “mental patients”). They hypothesized that
males may have a more clearly defined set of role expectations for male athletes than
females do, and that a male athlete who consults a sport psychologist may be seen more
clearly as a deviate by males than by females. Thus, an athlete who consults a sport
psychologist apparently is not equated with a “mental patient”, but may be seen by males
as a deviate.

In the same paper (Linder, et al., 1991), the authors report on a replication of this
study with a population of older males. The results showed that this group of subjects
gave lower draft ratings to athletes who consulted a sport psychologist or psychotherapist
compared to athletes who consulted their coach. There were no differences depending on
the sport that this hypothetical athlete participated in. These results lend support to the
authors’ hypothesis that the derogation of athletes who consult a sport psychologist stems
from a violation of athletic role expectations held by males.

These studies as a group support the idea that male members of the public
stigmatize male athletes who consult a sport psychologist. One important question that
these studies did not answer, however, was whether athletes themselves would stigmatize
an athlete who consults a sport psychologist. An attempt was made to answer this
question by asking 111 NCAA Division II football players to rate a quarterback who had
consulted either a sport psychologist, a psychotherapist, or a coach regarding improving
his consistency (Van Raalte, Brewer, Brewer, & Linder, 1992). The results revealed that
athletes gave significantly lower draft ratings to the quarterback who consulted a
psychotherapist instead of his coach, but did not give significantly lower ratings to the
quarterback who consulted a sport psychologist. These findings suggest that athletes, at
least Division II college football players, may have a different perception than male

members of the public of an athlete who consults a sport psychologist.
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This study improved upon the previous research in that it assessed the attitudes of
athletes themselves. The study has a significant weakness, however, in that athletes were
asked to make their ratings “as a member of the public”. A more important question
would be how they would perceive a teammate who consulted a sport psychologist, or
even better, how each athlete thinks he would be perceived by teammates, coaches, etc, if
he were to consult a sport psychologist. This question has not been addressed empirically,
but it is possible that athletes may not derogate a hypothetical athlete or teammate who
consults a sport psychologist, yet still believe that their teammates, coaches, friends, or
family would derogate them for the same behavior. Future research should establish
whether or not this fear exists and its extent. In light of the stigma attached to seeing any
mental health professional, however, it is not unreasonable to suspect that fear of
stigmatization/derogation might be enough to keep an athlete from a potentially helpful

consultation with a sport psychologist.

Perceptions of Sport Psychologists

A line of research related to the derogation of athletes who consult a sport
psychologist concerns the perceptions of sport psychologists held by various populations.
In the first study of this type, 200 college undergraduates were asked to rate the similarity
between all possible pairs of 12 sport-oriented professionals (Van Raalte, Brewer, Linder,
& DeLange, 1990). Results of a multidimensional scaling analysis revealed that a two-
dimensional solution provided the best fit. These two dimensions were labeled
sport/nonsport and mental/physical. Sport psychologists were located in the
nonsport/mental quadrant of the solution, and were perceived as being similar to mental
health professionals (i.e. clinical psychologist, psychiatrist, counselor). The authors

speculate that the word “psychologist” is the primary determinant of the public’s
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perceptions of sport psychologists, and that the word “sport” does not significantly alter
these perceptions.

A follow-up study using identical methods was conducted (Linder, et al., 1991)
with a second sample of college undergraduates. The results of this study were virtually
identical to those obtained in the first. Again, a two-dimensional solution (sport/nonsport
and physical/mental) provided the best fit, and sport psychologists were located in the
nonsport/mental quadrant along with other mental health professionals. Male and female
subjects had similar perceptions of the various sport-oriented professionals. These two
studies provide good evidence that college undergraduates do not differentiate sport
psychologists from other mental health professionals.

Subsequently, the perceptions of college athletes were investigated (Van Raalte, et
al., 1992) and similar results were obtained. Fifty-three NCAA Division II football players
submitted similarity ratings of 11 different sport-oriented professionals. Once again, sport
psychologists were perceived as being similar to mental health professionals (clinical
psychologist, psychiatrist, psychotherapist). In rank-ordering the various sport-oriented
professionals in terms of having sport-related knowledge, however, sport psychologists
were differentiated from mental health professionals. Of the 11 professionals rated, sport
psychologists ranked third (behind coaches and strength coaches) in sport-related
knowledge, while clinical psychologists, psychiatrists, and psychotherapists ranked eighth,
ninth, and tenth, respectively. It should be noted here that these rank-order data were not
collected from the undergraduate samples.

A study using almost identical methods and conducted with British university
athletes as subjects yielded comparable results (Van Raalte, Brewer, Matheson, Brewer,

1996). The British athletes viewed sport psychologists as being similar to mental health
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professionals, but also perceived them to be more similar to sport-related professionals
than other mental health workers were.

Thus, multidimensional scaling analyses indicate that college football players,
British university athletes, and college undergraduates perceive sport psychologists as
being similar to mental health professionals. The fact that college football players do not
derogate an athlete who consults a sport psychologist, while male undergraduates do
derogate such an athlete can be explained in two ways. First, despite the fact that
multidimensional scaling analysis reveals that college football players group sport
psychologists with mental health professionals, rank-ordering of different professionals
reveals that college football players view sport psychologists as having substantially more
sport-related knowledge than mental health practitioners. Second, it may be that,
compared to college undergraduates, college football players have a different set of role
expectations for male athletes. Perhaps consulting a sport psychologist does not violate
these expectations, and consequently the athlete who does so will not be derogated.

The main limitation of this line of research is that much of the data was collected
from non-athletes. The two athletic samples that were studied consisted of male NCAA
Division II college football players, and university athletes from Britain. It is unknown
whether the results obtained from these samples would be replicated across athletes
competing in different sports and at different levels. Hence, although the evidence
indicates that college undergraduates perceive sport psychologists as being similar to
mental health professionals, the question of how athletes perceive sport psychologists
remains open.

Though there have been no investigations of whether the perceptions of coaches
regarding sport psychologists can influence the perceptions held by players, it is possible

that they might have some effect. Two surveys have been conducted in which coaches’
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attitudes regarding sport psychology were assessed. The first of these questioned high
school and college coaches in the United States and results indicated that over 90% of
these coaches believed that sport psychology could be helpful with their athletes (Silva,
1984). A contradictory finding, however, was that 26% of the coaches surveyed indicated
“no interest” in working with a sport psychologist. The primary reason given for this lack
of interest was that the sport psychologist would hinder the coach’s program. Anecdotal
evidence suggests that coaches are sometimes concerned that a sport psychologist will
usurp part of the coach’s role and authority (May, 1986; Ogilvie, 1989). This would
explain why many coaches have no interest in having a sport psychologist work with their
team even though most believe it would help their athletes. It would also explain the
finding in this survey that coaches believed that sport psychologists could be more helpful
by consulting with the coaches instead of directly with the athletes.

Perhaps the most telling result in this survey was the finding that less than 8% of
coaches thought a sport psychologist should be a trained psychologist with an interest in
sport. Eighty-seven percent preferred a physical educator who specialized in psychology.
Many coaches in this latter group indicated their belief that a trained psychologist would
be more of an “outsider” (Silva, 1984).

A second survey of coaches (Sullivan & Hodge, 1991) examined the attitudes
toward sport psychology of national coaches in New Zealand. Although 95% of these
coaches indicated that they believed a qualified sport psychologist could improve their
athletes’ performance, only 6.5% actually had a sport psychologist consulting with their
team. In addition, 66% of these coaches reported that they felt comfortable in dealing
with the psychological needs of their athletes.

Together, these two surveys suggest that although the vast majority of coaches

believe there might be some benefit in consulting with a sport psychologist, beliefs that
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they can do the job on their own and perceptions of some psychologists as “outsiders”
may impede actual consultations.

Previous research shows that individuals who are seen in psychotherapy (“mental
patients”) are stigmatized and derogated. Anecdotal and empirical evidence indicates that
athletes who consult a sport psychologist may also be stigmatized and derogated, at least
by male members of the public. The evidence regarding how athletes themselves perceive
sport psychologists and whether or not they derogate athletes who consult a sport
psychologist is sparse, and firm conclusions cannot be reached. Similarly, there is no data
that addresses the question of whether coaches’ attitudes toward sport psychology affects
athletes’ attitudes and/or willingness to consult a sport psychologist. Based on anecdotal
evidence and indirect empirical evidence, however, it is reasonable to conclude that
athletes may sometimes avoid consulting a sport psychologist due to negative perceptions
of sport psychologists and/or fear of derogation by the public, their teammates, or their
coaches.

Thus, there are forces on both sides of the mental skills training/sport psychology
issue which pull athletes in different directions (i.e. to consult a sport psychologist or not
to consult a sport psychologist). There have been many well-publicized instances of
athletes working with a sport psychologist and attributing performance improvements to
that work. Undoubtedly, many athletes are aware of this, and may wonder if they too
might benefit from consulting a sport psychologist. On the other hand, fear of
stigmatization may deter athletes from pursuing this course of action. This situation
resembles others in which a particular behavior (e.g. smoking, drinking, exercise habits,
eating habits, adherence in psychotherapy, etc.) is targeted for change in that there are
pros and cons in making such a change. The transtheoretical model has been successfully

applied to all of the previously listed targets for behavioral change, but has not been
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applied theoretically or empirically to the issue of athletes seeking the help of a sport
psychologist. The following section will describe the development of the transtheoretical
model, outline its various components, and review the empirical literature applying this

model to a variety of problems.

The Transtheoretical Model

Many theories of psychotherapy have been developed that speculate on the
etiology of behavioral and/or emotional problems (e.g. traumatic events experienced in
childhood, irrational cognitions) and specify corresponding solutions to those problems
(e.g. understanding unconscious dynamics, cognitive restructuring). Psychotherapy
research has often been conducted as a “horse race” with different theories and therapies
being pitted against one another in an attempt to establish one or the other as more
efficacious for treating certain problems and/or certain populations. Some progress has
been made, but it has been slow (Prochaska, 1984). Due to dissatisfaction with this state
of affairs, an attempt was begun in the late 1970’s to develop a more comprehensive
theory of change (Prochaska, 1979). The transtheoretical model (Prochaska &
DiClemente, 1982) is the result of this effort, and it has been the focus of much research in
the past 15 years. As its name implies, the transtheoretical model is meant to apply across
theories and does not espouse any one system of psychotherapy. In fact, the
transtheoretical model applies not only to problems traditionally addressed in
psychotherapy, but to a wide variety of behaviors. In addition, the model seems to be
relevant to individuals who change with or without professional assistance.

The transtheoretical model as originally developed has three main components:
Stages of Change, Processes of Change, and Levels of Change. In the attempt to develop

as comprehensive a model of change as possible the developers of the transtheoretical
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model have added to the three original constructs, and have successfully assimilated from
other models of behavioral change the two constructs of decisional balance (Janis and
Mann, 1977) and self-efficacy (Bandura, 1977). Each of the three original constructs and
the added constructs of decisional balance and self-efficacy will now be discussed
separately, with particular attention given to assessment issues. Following this, research

integrating these constructs will be reviewed.

Stages of Change

The stages of change comprise the temporal and motivational aspects of change
(Prochaska & DiClemente, 1992). The basic ideas behind the stages of change are 1) that
there are several stages of readiness for change, ranging from the denial that any change is
necessary to the maintenance of the desired behavior over a long period of time, and 2)
that certain tasks need to be accomplished before an individual moves to the next stage of
change. The developers of the transtheoretical model maintain that some systems of
psychotherapy rely on the assumption that all clients are in the same stage of change, and
by doing so cannot adequately meet the needs of many clients (Prochaska & DiClemente,
1992).

The transtheoretical model includes five stages of change. Individuals can be
categorized into the stages by either a four-item discrete categorical measure (DiClemente,
et al.,, 1991) or a continuous measure which yields scores on four scales (McConnaughy,
Prochaska, & Velicer, 1983). The stages and their definitions according to the discrete
measure follow:

Precontemplation:  not intending to take action in the next six months

Contemplation: intending to take action within the next six months
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Preparation: intending to take action in the next month, and have unsuccessfully
taken action within the past year

Action: have maintained change at criterion for at least 24 hours

Maintenance: have maintained change at criterion for at least six months.

The use of the six-month time frame in the discrete categorization scale is based on
the finding that relapse survival curves tend to level off at six months in studies of smoking
cessation (Hunt & Bespalec, 1974). The discrete measure has been used to successfully
predict a variety of outcomes, and does have the advantage of being brief. It does not,
however, provide as much information as the continuous measure.

The continuous measure consists of 32 items, eight items each to operationally
represent the precontemplation, contemplation, action, and maintenance stages.
Individuals are categorized into the stage on which they have the highest scale score. An
individual can be classified as being in preparation if her/his highest scale scores are on the
contemplation and action scales. In the original sample the four scales all had Cronbach’s
coefficient alphas of at least .88 (McConnaughy, et al., 1983).

The continuous measure was originally developed for use with individuals entering
psychotherapy (McConnaughy, et al., 1983), but has been successfully translated for use
in studies addressing smoking cessation (DiClemente & Prochaska, 1982) and alcoholism
(DiClemente, Gordon, & Gibertini, 1983). The continuous measure yields more
information than the discrete measure, and has been used to develop more detailed profile
patterns of readiness to change (DiClemente & Hughes, 1990; McConnaughy, et al., 1983,
McConnaughy DiClemente, Prochaska, & Velicer, 1989;). Unfortunately, no studies have
been carried out in which both the continuous and discrete types of measure were

administered to the same sample.
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In a sample of 570 smokers, pre-treatment stage of change was found to be
directly related to the amount of success smokers reported over the next 18 months
(Prochaska & DiClemente, 1992). Nine percent of subjects who were initially in the
precontemplation stage had quit smoking at 18 months, compared with 16% of those who
were in the contemplation stage at the start of treatment, and 26% of those who began
treatment in the preparation stage. In addition, subjects who progressed one stage (i.e.
from precontemplation to contemplation or from contemplation to preparation) during the
first month of treatment more than doubled their chances of taking action (i.e. making a
quit attempt) during the first six months of treatment (Prochaska & DiClemente, 1992).
This suggests that treatment programs designed to progress subjects only one stage may
be effective and worthwhile even if the ultimate goal of participants (i.e. quitting smoking)
is not attained.

Pre-treatment stage of change has been found to be related to treatment success
across a variety of domains including smoking cessation (Prochaska & DiClemente, 1992;
Gottlieb, Galavotti, McCuan, & McAlister, 1990) psychotherapy outcome
(McConnaughy, et al., 1983), weight loss (Prochaska, Norcross, Fowler, Follick, &
Abrams, 1992), adherence in psychotherapy (Smith, Subich, & Kalodner, 1995), and
rehabilitation of head injury patients (Lam, McMahon, Priddy, & Gehred-Schultz, 1988).

Cross-sectional studies have shown stage of change to be positively associated
with eating more fruits and vegetables (Laforge, Greene, & Prochaska, 1994), engaging in
physical exercise (Marcus & Simkin, 1993; Barke & Nicholas, 1990), and using condoms
(Bowen & Trotter, 1995). These findings serve to concurrently validate the stage of
change measures used in these studies, and indicate that the construct of the stages of

change is meaningful across a variety of behaviors.
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Processes of Change
The processes of change represent the types of activities that individuals
experience or initiate in order to modify behavior, cognitions, or affect related to a
particular problem (Prochaska & DiClemente, 1992). The specific processes of change
included in the transtheoretical model were originally identified after a review of 18
systems of psychotherapy (Prochaska, 1979). From these discrepant theories 10 basic
processes of change were identified and, with only minor revisions, the existence and
centrality of these 10 processes have been supported in empirical investigations covering a
range of populations and behaviors (Prochaska & DiClemente, 1985). In the most recent
conceptualization of the transtheoretical model (Prochaska, DiClemente, & Norcross,
1992) the processes of change were listed, defined, and exemplified as follows:
Consciousness raising: Increasing information about self and problem:
observations, confrontations, interpretations, bibliotherapy
Self-reevaluation: Assessing how one feels and thinks about oneself with
respect to a problem: value clarification, imagery,
corrective emotional experience
Self-liberation: Choosing and commitment to act or belief in ability to
change: decision-making therapy, New Year’s resolutions,
logotherapy techniques, commitment enhancing techniques
Counterconditioning: Substituting alternatives for problem behaviors: relaxation,
desensitization, assertion, positive self-statements
Stimulus control- Avoiding or countering stimuli that elicit problem behaviors:
restructuring one’s environment (e.g., removing alcohol or

fattening foods), avoiding high risk cues, fading techniques
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Reinforcement management. Rewarding one’s self or being rewarded by others for
making changes: contingency contracts, overt and covert
reinforcement, self-reward

Helping relationships: Being open and trusting about problems with someone who
cares: therapeutic alliance, social support, self-help groups

Dramatic relief: Experiencing and expressing feelings about one’s problems
and solutions: psychodrama, grieving losses, role playing

Environmental reevaluation: Assessing how one’s problem affects physical environment:
empathy training, documentaries

Social liberation: Increasing alternatives for nonproblem behaviors available
in society: advocating for rights of repressed, empowering,
policy interventions.

These 10 processes have been reliably identified in transcriptions of therapy
sessions (O’Connell, 1989), but have typically been assessed with a 40-item self-report
instrument. This questionnaire was originally developed for use with smokers
(DiClemente, & Prochaska, 1982), but has been successfully translated to apply to the
problems of weight control, alcoholism, and psychological distress (Prochaska &
DiClemente, 1985). Each of the 10 processes is assessed with four items. Cronbach’s
coefficient alphas for the original smoking version range from .69 to .92, with only two
scales, Reinforcement Management and Social Liberation, yielding coefficients below .80
(Prochaska, Velicer, DiClemente, & Fava, 1988).

By themselves, the processes of change have been found to be good predictors of
outcome for weight control (Prochaska, Norcross, et al., 1992), premature termination of
psychotherapy (Smith, Subich, & Kalodner, 1995) and smoking cessation (Prochaska,
DiClemente, Velicer, Ginpil & Norcross, 1985; Wilcox, Prochaska, Velicer, and
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DiClemente, 1985). In general, individuals using more processes at the beginning of
treatment make more progress by the end of treatment. In addition, in the two studies
addressing smoking cessation, the processes of change outperformed a set of 17 static
variables (e.g. smoking history, withdrawal symptoms, etc) in predicting movement across
the stages of change (Prochaska, DiClemente, Velicer, Ginpil & Norcross, 1985; Wilcox,

et al,, 1985).

Levels of Change

The levels of change address the issue of the complexity of psychological
problems. Five levels of psychological problems are identified and arranged in a hierarchy
according to the depth and complexity of the problem. The five levels of change, in order
of increasing complexity, are:

1) Symptom/situational problems

2) Maladaptive cognitions

3) Current interpersonal conflicts

4) Family systems conflicts

5) Intrapersonal conflicts.
The developers of the transtheoretical model maintain that different systems of
psychotherapy focus on only one or two levels of change, and thus cannot address the full
range of human psychological problems. Though the levels of change are not viewed as
being completely isolated from one another, it is suggested that therapists initially
intervene at the most shallow level of change that clinical assessment and judgment can
justify (Prochaska & DiClemente, 1992). By doing so, it is hypothesized that change will
be brought about in the quickest manner possible, and that unnecessary delving into

“deeper” levels will be avoided. A therapist guided by the transtheoretical model,
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however, would ideally be competent in a variety of techniques designed, theoretically, to
address problems at each of the five levels of change.

The five levels of change are assessed by the Levels of Attribution and Change
Scale (LAC). The LAC is constructed so that it can assess the levels of change for an
individually generated problem or a problem designated by the researcher. This
questionnaire was originally validated on a sample of clients from a university psychology
clinic (Norcross, Prochaska, & Hambrecht, 1985), and subsequently validated on samples
of smokers and psychotherapists (Norcross, Prochaska, Guadagnoli, & DiClemente,
1984). The LAC consists of 60 items, six for each of ten subscales. Five of the subscales
represent the five levels of change originally posited by the developers of the
transtheoretical model (Prochaska & DiClemente, 1984). The other five subscales
represent non-psychosocial sources of problems including bad luck, spiritual determinism,
biological determinants, insufficient effort, and preferred lifestyle. A 5-point Likert scale
is used on which subjects indicate the extent to which they agree or disagree that their
problem is due to a particular source (e.g. “My problem is partly due to random
misfortunes”).

In the original validation studies (Norcross, Prochaska, & Hambrecht, 1985;
Norcross, Prochaska, Guadagnoli, & DiClemente, 1984) these ten subscales accounted for
between 63% and 68% of the total variance. Mean alpha coefficients for the three
samples used to develop and validate the LAC ranged from .84 to .87, with only one
subscale in one sample yielding an alpha coefficient below .70 (.68 for Insufficient Effort
in the sample of smokers). Subsequent studies have shown the LAC to be valid for the
problems of alcohol abuse (Begin, 1988) and cocaine abuse (Rosenbloom, 1991).

While much research has been conducted investigating the integration of the stages

and processes of change, along with the additional constructs of decisional balance and
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self-efficacy, there has been no published empirical work addressing the levels of change.
Hence, this component of the transtheoretical model will not be addressed further in this

paper.

Decisional Balance
In outlining their decision-making model, Janis and Mann (1977) posited eight
factors that need to be weighed when making decisions. These factors are:
1) Utilitarian gains for self
2) Utilitarian losses for self
3) Utilitarian gains for significant others
4) Utilitarian losses for significant others
5) Approval from significant others
6) Disapproval from significant others
7) Self-Approval
8) Self-Disapproval
A decisional “balance-sheet”, actually an interview, was developed to aid
individuals in carefully considering all of these factors while making important decisions
(Mann, 1972). Using this decisional balance-sheet has been found to lead to increased
coping skills when faced with negative feedback following a decision (Mann, 1972),
higher rates of attendance among women enrolled in an exercise class (Hoyt & Janis,
1975), and greater weight loss among women attending a diet clinic (Colten & Janis,
1982).
Because of the obvious relevance of decisional balance to modifying health-related
behaviors, the developers of the transtheoretical model have attempted to integrate this

construct with the transtheoretical model. The initial step was to develop an instrument
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designed to measure the decision-making process. Items were written to address each of
the eight factors listed above, and were administered to a sample of smokers. A Likert
format is used in which subjects indicate how important each item was to them in their
decision to smoke or not to smoke (e.g. “My cigarette smoke bothers other people”).
Principle components analysis led to a 20-item questionnaire that consisted of two 10-item
subscales, the pros of smoking and the cons of smoking (Velicer, DiClemente, Prochaska,
& Brandenburg, 1985). These two subscales accounted for 46% of the total variance.
Coefficient alphas for the Pro and Con subscales were .87 and .90, respectively. This two-
factor solution has been shown to be extremely robust, replicating in principle component
analyses in 12 separate samples, each with a different behavioral problem (Prochaska, et
al,, 1994). Across these 12 samples, the Pro and Con components accounted for 40% to
80% of the total variance, with alpha coefficients ranging from .75 to .95.

Early research using the decisional balance-sheet found relationships between
decisional balance and various outcome measures. In transtheoretical research, decisional
balance has been found to be related to outcome measures, but mainly through mediating

the stages of change. These studies will be discussed in a later section of this paper.

Self-Efficacy

Bandura’s original conception of self-efficacy theory states that an individual’s
confidence (efficacy expectations) of successfully performing a particular behavior is
strongly related to that individual’s actual ability to perform that behavior, and further, will
mediate future attempts to perform that behavior (Bandura, 1977). Perceived self-efficacy
has proven to be effective in predicting change across a variety of health-related behaviors,
including smoking cessation (Condiotte & Lichtenstein, 1981), weight loss (Bernier &

Avard, 1986), and exercise (Sallis, Haskell, Fortmann, Vranzian, Taylor, & Soloman,






