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ABSTRACT 
Research has suggested that elite athletes display a proneness to 
psychopathology, as well as increased likelihoods of engaging in 
risky behaviors, compared to the general population.  This review 
addresses a gap in the literature pertaining to the 
pharmacotherapeutic and psychotherapeutic modalities in sports 
settings, resulting in either monotherapy or combination therapy.  
We advocate for a risk-benefit assessment to guide this process, 
with an aim to implement the least invasive, pragmatic option for 
intervention. This assessment is informed by weighing potential 
barriers to psychotherapy with elite athletes, (e.g. stigma, time 
constraints, altered expectations of outcomes, and personality 
factors) against the benefits and barriers of pharmacotherapy 
(e.g., side effects that may impact performance). We recommend 
evidence-based practices that align with a balance of both the 
athlete’s and the organization’s goals; ultimately, preserving the 
well-being and rights of the athlete. Finally, treatment must be 
tailored to address variables that are relevant to elite athletes 
(e.g., side effects impacting performance, altered expectations, 
doping regulations). We suggest the notion of “flexibility within 
fidelity” in our stepwise guide, in that there can be fluidity and 
movement across the assessment stages to adjust recommendations 
as needed for the sake of optimizing the athlete’s care and goals. 
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Introduction 
Literature from the last several decades has 
identified a heightened risk for clinical 
symptomatology and clinical disorders in elite 
athletes, some even categorizing such athletes as a 
vulnerable population.1,2 Reports of these concerns 
include elite athletes demonstrating a propensity 
for death by suicide, problematic gambling 
behaviors, and binge drinking.3-5 Glick et al6 
demonstrated the scope of this issue by identifying 
a 60% prevalence rate for eating disorders in 
female athletes, particularly to maintain or attain 
physiques that would optimize athletic 
performance. Elite athletes are often subject to 
injuries which may impact their ability to perform 
that subsequently affects their livelihoods. Thus, 
injuries have been shown to augment their risk for 
pathology. In particular, Leddy et al7 reported 
higher rates of anxiety, depression, and low self-
esteem in injured or recovering athletes compared 
to a group of healthy athletes. In the case of elite 
athletes, their circumstances are unique - clinical 
syndromes, disorders, and/or isolated symptoms 
can have a detrimental impact on athletic 
performance which, in turn, can have resulting 
psychiatric consequences. Thus, prior literature has 
advocated for disrupting this problematic cycle via 
various methods.2  
 
Prior literature has provided a review and 
theoretical structure for understanding the different 
treatment options available to integrative 
treatment teams when engaging in psychiatric work 
with elite athletes.2 Such include pharmacotherapy, 
psychotherapy, or combination therapy. The 
foundations and implications of such interventions 
are well-documented.8-11 However, the nature of 
this work is often preventive, educating treatment 
providers of the costs and benefits to the isolated 
modalities or combined approach. For example, 
prior work solidifies the effectiveness of 
psychotherapy for individuals, families, and groups, 
but the question remains whether these findings 
apply to elite athletes as a unique population.12,13 

There is scarce literature, some of which is 
anecdotal, that investigates psychotherapy as a 
sole mode of intervention for elite athletes. Some of 
such work demonstrates cognitive-behavioral 
interventions to be efficacious.9,14,15 Additionally, 
pharmacological interventions are quite effective in 
isolation, but utilization is cautionary given their side 
effects.8,10,11 
 

Rationale for Combination Therapy 
The nuanced nature of navigating the psychiatric 
treatment process with elite athletes requires sports 
psychologists to be flexible when considering 

treatment options and implementing treatment. To 
be clear, there is repeated evidence that 
pharmacotherapy alone, psychotherapy alone, and 
combination therapy are all effective. Thus, we 
advocate for the recommendation of Glick et al1 to 
utilize all pharmacological and psychotherapeutic 
interventions that are at the disposal of the provider 
and to add, subtract, and/or modify aspects of such 
via risk-benefit assessment.1,2 Ideally, this 
assessment is conducted by an integrative team that 
includes synergy and expertise of trainers, sports 
psychologists, sports psychiatrists, physicians, etc., 
who are all aligned with the ultimate goal of 
improving the athlete’s personal functioning and 
effectively addressing their athletic concerns (e.g., 
performance-based metrics).  
 
When any intervention is implemented, three 
outcomes are possible: no effect, negative effects, 
and positive effects; however, such are uniquely 
modified in their characterization in the context of 
combination therapy. Specifically, when no effect 
results from a combination approach, it may still 
mean that the monotherapies yield some positive 
effects in isolation that are simply not potentiated 
when paired with another monotherapy. Although 
less common, similar mechanisms may be at play 
when a negative effect is yielded, in that either 
monotherapy could have a combination modulate 
their individual effects. Regardless, negative effects 
would indicate that the intervention was harmful to 
the elite athlete because their symptoms were 
exacerbated by treatment.  
 
With regard to positive outcomes associated with 
combination therapy, there are three conceptual 
models that encapsulate their mechanistic qualities: 
additive, facilitative, and synergistic.2 In additive 
models, the two monotherapies have a summed 
therapeutic effect, their respective benefits that 
occur in isolation are preserved, and the benefits of 
each can be clearly delineated. When the positive 
outcome is facilitative, one therapeutic modality is 
likely superior to the other, and the combination of 
the modalities results in a net increase in therapeutic 
effect. The modality that is inferior in yielded 
benefits compared to the seemingly stronger 
modality appears to “unlock” therapeutic gains that 
would otherwise not be possible. Glick et al16 
describes an example of the facilitative model, in 
which clinical practice for treating schizophrenia-
like presentations often utilizes pharmacotherapy to 
address positive symptoms (e.g., hallucinations, 
delusions) in order to permit a state for the client to 
be amenable to psychotherapeutic intervention. 
Finally, synergistic outcomes resulting from 
combination therapy are characterized by 
achieved therapeutic benefits that exceed the 
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individual capacity of either monotherapy, even 
further than what would have been achieved should 
their efficacy have been summed. Altogether, the 
neutral, negative, and positive outcomes that may 
be yielded from the implementation of combination 
therapy demonstrates the importance of the 
aforementioned risk-benefit assessment to 
determine if either monotherapy (i.e., 
pharmacotherapy, psychotherapy) or combination 
therapy is warranted. Thereafter, if combination 
therapy is warranted, investigating whether 
pathophysiology could be a key factor should be 
considered to elicit target treatment outcomes.2,17 
These considerations highlight the value of having 
multiple therapeutic modalities at one’s disposal 
and the utility of having an integrative team to 
conduct a risk-benefit assessment of these 
modalities. 
 

The Stepwise Guide 
Previously, we noted 1) that the athlete population 
is one subject to psychiatric vulnerability, 2) the 
implications for treatment modes (i.e., 
pharmacotherapy, psychotherapy, or combined 
treatment) are nuanced and even unclear at times, 
and 3) combination therapy provides unique 
opportunities for therapeutic outcomes, but should 
not be applied dogmatically given 
recommendations for intervention to be 
parsimonious, effective, and beneficial. It appears 
that there are a multitude of variables for clinicians 
to consider when engaging in clinical work with elite 
athletes. Yet, there is a lack of literature that 
directly provides a coherent guide for sports 
psychologists and the integrative team to abide by 
when assessing treatment options for psychiatric 
conditions. Thus, the purpose of the current review is 
to address the relevant need to develop a stepwise 
guide that treatment providers, especially those 
navigating integrative teams, may refer to in an 
aim to provide elite athletes access to optimal 
treatment that integrates consideration for their 
unique limitations (e.g., awareness of interventions 
that would impact athletic performance). 
Consequently, the scope of the current guide is to 
describe 1) a flow for variables of consideration for 
both pharmacotherapy and psychotherapy, 2) a 
guide for selecting whether a monotherapy or 
combination approach is indicated, and 3) a 
general blueprint for the execution of the selected 
model. 

 
STEP 1: PHARMACOTHERAPY 
In alignment with our aim to utilize the least invasive, 
parsimonious, yet clinically effective intervention 
option, medication should be considered first and 
ruled out only if appropriate before assessing other 
modalities. The reason for beginning with 

medication options is rooted in the difficulties that 
commonly arise with regard to the utilization of 
psychotherapy with the elite athlete population. 
First, stigma associated with psychotherapy often 
deters athletes from considering its use due to 
sentiments (on societal and individual levels) that the 
athlete is weak, untrustworthy, or even crazy.1,6 
There have been recommendations to mitigate these 
perceptions, including 1) indicating to the athlete 
that the focus of the therapeutic work can be on 
athlete-specific concerns as well as normalizing the 
intervention mode to friends, family, teammates, 
and their coaches and 2) reframing individual 
psychotherapy as “performance help” that targets 
symptoms that would inhibit their athletic 
performance.18 Second, athletes may come to 
expect “special treatment” during the course of 
their athletic careers, which may reduce their 
willingness to engage in the necessary behaviors to 
fulfill their role as “client” in the therapeutic 
relationship. For example, they may expect 
assistants and agents to handle communications with 
therapists, may have reduced flexibility in terms of 
when and where therapy sessions occur, and may 
demonstrate inconsistency in payment for their 
services if they are external to their respective 
organization.1,6,19 Thirdly, personality factors have 
proven to be a variable with implications for 
psychotherapy with elite athletes, particularly 
narcissism and aggression.18 These traits are likely 
to diminish the likelihood that the athlete will seek 
services at the outset and even if services are 
sought, their expectations regarding the course of 
treatment outcomes may be problematic (e.g., 
timeline for therapeutic change).6 Further 
consequences of narcissistic and aggression 
tendencies may include grandiosity, as well as 
altered empathy and a propensity towards anger 
in psychotherapeutic work.11,18 
 
The aforementioned variables that are often 
implicated in the utilization of psychotherapy with 
elite athletes inform a standpoint in which 
psychiatric medication will be the primary point in 
our decision tree. However, the inherent risks of 
using medication for the treatment of elite athletes 
will need to be assessed. We would like to clearly 
state that we do not necessarily advocate for 
medication as first-line treatment but assert that 
pharmacotherapy-based options should be 
considered first.  
 
Step 1a. First, the clinician must assess whether the 
presenting concerns of the athlete are expected to 
be transient - their symptoms are normative given a 
particular event (e.g., grief). Depending on the 
course of their clinical presentation, it is 
recommended that the integrative team consider 
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whether it would be warranted to continue to 
explore pharmacotherapy or to skip to 
psychotherapy-based options (e.g., whether their 
grief-related symptoms exceed expected timelines 
and are causing clinically significant distress). 
 
Step 1b. Second, there should be careful 
consideration of the athlete's family history, 
psychiatric history, and medication history to assess 
for risks of employing any one medication regimen. 
Such concerns that arise from this assessment could 
include, but are not limited to: allergies, a personal 
or family history of harmful response to the 
medication of interest, and/or inherent risk of using 
certain medications given a diagnosis or target 
symptom (e.g., misdiagnosis). For example, cautions 
against the utilization of antidepressants to treat 
bipolar depression, rather than unipolar 
depression, due to risk for a treatment emergent 
affective switch.20,21 
 
Step 1c. Thus far, the factors that we have 
recommended be ruled out before employing 
pharmacotherapy with elite athletes are relevant to 
nearly all populations seeking services. Some 
factors, however, are unique to athletes, including 
whether a specific medication and/or class of 
medications may negatively impact their 
performance. Conversely, medications may 
augment their performance which would put them at 
risk for violating doping regulations.10 We refer 
those interested in the nuance of such implications to 
Reardon and Factor10 who put forth an 
encompassing review of psychiatric medications 
used in the elite athlete context.  
 
Some specific examples of pharmacotherapeutic 
factors include antidepressant class drugs like 
paroxetine and fluoxetine that have been shown to 
have no impact on athletic performance. However, 
their relative bupropion has shown some 
effectiveness in augmenting one’s endurance in heat 
related to its modification of perceived effort in 
such environments, though it is worthy of note that 
there is inconsistency in these reported findings.22-24 
There is additional variability in research 
investigating which pharmacodynamic mechanisms 
of these antidepressants enhance performance, but 
most report their dopaminergic action to be the 
culprit.24,25 
 
Mood stabilizers also present their own concerning 
properties, especially lithium and valproic acid. 
When lithium is prescribed to an athlete, it is 
recommended that dosing be discontinued ahead of 
any physical exertion, and caution is expressed due 
to unfavorable side effects that are likely to impact 
athletic performance (i.e., weight gain, tremors, 

dehydration).26, 27 The variables of concern 
regarding using medication with the elite athlete 
population are demonstrated by reported 
preferences of sports psychiatrists across the 
literature: 1) 63% preferred fluoxetine to other 
antidepressants since weight gain is not an 
expected side effect,26 2) 58% preferred valproic 
acid to other mood stabilizers since weight gain, 
tremors, sedation, and dehydration are not 
expected side effects,28 3) avoidance of beta-
blockers as an anxiolytic since such have been 
correlated with reduced muscle strength,28 and 4) 
avoidance of sedative hypnotics (for either sleep 
and/or anxiety) since such have been associated 
with reduced output impacting athletic 
performance.29 Separately, pharmacotherapy-
based options could result in performance 
enhancement, which could place the athlete at risk 
for violating anti-doping policies. Some such issues 
could include beta-blockers and stimulants 
(especially for athletes with ADHD), which have 
been correlated with elevated fine motor control 
and increases in strength, endurance, and heart 
rate, respectively.26,30,31 Altogether, the integrative 
team must consider the range of aforementioned 
variables when selecting or ruling out medication 
options. 
 
Step 1d. In the final assessment point for Step 1, we 
recommend that the integrative team consider 
variables that can serve as a transition to assessing 
psychotherapy (Step 2). This may include 
circumstances in which pharmacotherapy and 
psychotherapy are used in tandem and the 
projected timeline for observing therapeutic effects 
of medications may not coincide efficiently with the 
treatment plan. For example, selective serotonin 
reuptake inhibitors (SSRIs) have been shown to take 
at least six weeks to begin manifesting therapeutic 
effects.32 If the criteria for psychotherapy are met 
(discussed further in Step 2), we recommend 
beginning psychotherapeutic intervention strategies 
in concert with the selected medication(s), while 
minimum drug concentration reaches therapeutic 
levels. 
 
Finally, with target timelines for therapeutic change 
set, the integrative team can use this transition point 
to assess whether the athlete themselves are 
satisfied with a tentative approach before 
assessing psychotherapeutic options. Regardless, 
we recommend presenting at least some education 
regarding details and potential benefits of 
psychotherapy to the athlete in either scenario. In 
other words, flexibility to meet athlete preferences 
will be vital throughout the course of treatment 
selection. 
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STEP 2: PSYCHOTHERAPY 
As the integrative team moves to consider 
psychotherapy, the team may have selected a 
pharmacotherapeutic intervention or opted to 
consider psychotherapy as a potential isolated 
approach for addressing the athlete’s presenting 
concerns. In justifying the assessment of medication 
options as the starting point for the treatment of 
certain clinical presentations for elite athletes, Step 
1: Pharmacotherapy conveniently highlighted some 
of the relevant factors when working with the 
population of interest (e.g., personality factors, 
stigma, altered expectations for services). Specifics 
regarding options for psychotherapy will not be 
reviewed here, but we refer those interested to 
Glick et al1 for an overview of modalities at the 
disposal of the clinician. 
 
Step 2a. Similar to Step 1b, the clinician should 
consider factors that are expected to have 
relevance for psychotherapy. Again, this includes 
family and personal psychiatric history, history of 
psychotherapeutic treatment, as well as potential 
barriers to treatment. Answers to these questions 
will help elucidate aspects of treatment that are 
expected to work or be counterproductive.  
 
Step 2b. The integrative team should revisit the 
nature of the presenting concern. For example, 
whether there are family-related variables at play 
(e.g., personal conflicts within the family unit), as 
well as some athlete-specific concerns that may 
include performance anxiety as a core factor, or 
whether there are teammate cohesion or coach-
player relationship concerns.  
 
This step of the decision-making tree is perhaps the 
most sensitive to role-related misunderstandings 
within the integrative team. It must be clarified 
whether a psychiatric symptom or disorder of 
clinical threshold contributes to the issue at hand. For 
example, teammates may experience cohesion 
concerns when they are competing for starting roles, 
which could be rooted in significant performance 
anxiety or normative competitiveness. 
Understanding the complexity of athletes’ 
presenting concerns is imperative to selecting 
treatment options and understanding whether either 
modality is ultimately appropriate. Usefully, many 
subthreshold concerns can be addressed with 
psychotherapeutic techniques in the short-term 
within the context of working with elite athletes 
(e.g., solution-focused strategies, cognitive 
restructuring, motivational interviewing). 
 
Step 2c. The next and final step of psychotherapy 
is the integrative team’s collaboration with the elite 
athlete, coaches, and/or other members of the 

organization to understand treatment goals. Of 
note, this can be a nuanced process given the need 
to protect athlete confidentiality when working with 
certain presenting concerns or referral reasons. 
Specifically, it should be clearly understood 
whether the goal of the intervention is to address 
symptoms that interfere with athletic performance, 
personal functioning, teammate cohesion, coach-
player relationships, etc. However, a unique 
responsibility of the sports psychologist will be 
balancing the agreed-upon goals with the ethical 
codes of the American Psychological Association.33 
Understanding each party's treatment goals will 
guide whether psychotherapy is necessary or 
whether the issues of concern can be addressed with 
less formal methods (e.g., a “sit down” with two 
players or a player and coach). 
 
STEP 3: SELECTION 
Thus far, we have reviewed the range of variables 
that are at play when navigating interventions for 
elite athletes, some of which have applicability 
when working with clinical populations broadly and, 
some, idiosyncratic and athlete-specific. We now 
aim to provide guidance for the sports psychologist 
and integrative team when selecting an intervention 
model (i.e., pharmacotherapy, psychotherapy, or 
combination therapy), though the following are 
through the lens of the sports psychologist. We 
encourage each professional to consult with their 
colleagues for expertise in other implicated areas 
(e.g., sports psychiatrist, physicians, physical 
therapists). We further recommend that this process 
be applied with flexibility to achieve target 
outcomes while simultaneously preserving the 
athlete’s interests. 
 
Step 3a. Here, the integrative team may conclude 
impressions of psychiatric symptom(s) and/or 
disorders in light of the presenting concerns. 
Concluding clinical impressions presents another 
unique challenge for professionals working with 
elite athletes due to issues with the heterogeneity 
between clinically significant symptoms and 
normative behavior of athletes.1 Some such 
examples would include an athlete presenting with 
symptoms of fatigue, decreased cognitive 
efficiency, weight change, as well as reduced 
appetite and motivation. The aforementioned 
symptoms characterize both over-training syndrome 
(OT) and depression which share some diagnostic 
criteria.34 Athletes commonly engage in ritualistic 
behaviors that could alert a clinician to the 
possibility of obsessive-compulsive disorder (OCD); 
however, such are differentiated from OCD-related 
repetitive behaviors. Particularly, these behaviors 
are likely restricted to a limited range of settings 
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(e.g., locker room, playing field) and do not impact 
overall life functioning.10,35 
 
Step 3b. With diagnostic impressions collected, the 
sports psychologist can initiate the process of 
examining what constitutes evidence-based 
practice for the target psychiatric symptoms (refer 
to guidelines outlined by the APA Presidential Task 
Force for Evidence-based Practice for further 
information).36 The APA Society of Clinical 
Psychology (Division 12) offers resources for 
practitioners to refer to regarding evidence-based 
treatments for clinical presentations. Yet, this 
information must be considered in light of the 
aforementioned limiting athlete-specific factors. For 
example, although utilizing SSRIs and cognitive-
behavioral psychotherapy is aligned with evidence-
based practice, using SSRIs may be modified given 
risks that could be associated with impacting athlete 
performance. More concisely, regardless of what 
constitutes best practice for the athlete’s clinical 
presentation, selection and modification of such will 
be informed by the assessment of factors outlined 
in Steps 1 and 2.  
 
Step 3c. Once a proposed therapeutic approach is 
selected, the integrative team must view the 
selected methods within the context of the elite 
athlete, specifically, what is feasible and practical 
given any relevant factor. This could include time-
related availability, personality factors, and level 
of impairment.1 The clinician will aim to extract the 
most therapeutic benefit from the least degree of 
intervention. When working with the elite athlete 
population, the sports psychologist must, at times, 
forgo the aspiration to achieve the highest degree 
of therapeutic change in an effort to align with the 
minimally invasive yet clinically effective method. 
Nonetheless, attaining the goals of the athlete, 
coaches, and/or organization should remain at the 
forefront of therapy selection. 
 
Step 3d. Next, we recommend that when the 
proposed treatment model (informed by Steps 3a-
3c) is characterized by a combination approach 
(both pharmacotherapy and psychotherapy), the 
model should be viewed through the lens of the 
previously outlined conceptual models (i.e., 
additive, facilitate, synergistic). This lens will 
support the integrative team in understanding 
projected timelines and/or expected change that 
will be yielded when a combination approach is 
utilized. For example, a team of professionals may 
prescribe an SSRI class drug in combination with 
cognitive-behavioral psychotherapy. The team may 
hypothesize, depending on athlete-specific factors, 
that the interaction between the 
pharmacotherapeutic and psychotherapeutic arms 

of the intervention will lead to synergistic gains (i.e., 
the combination will lead to positive change that 
exceeds what either could have achieved 
independently). Conversely, the team could predict 
the relationship to be facilitative (i.e., a 
monotherapy unlocks the capacity for another 
monotherapy to have superior therapeutic effects). 
In this case, the cognitive-behavioral 
psychotherapeutic aspect will facilitate adherence 
to the SSRI class medication, which will permit the 
pharmacotherapeutic arm to engage its full 
expected effect. Assessing the proposed treatment 
model from a conceptual perspective will elucidate 
the intervention element expected to be most 
dependent on the other therapeutic form (e.g., an 
aim to have psychotherapy aid the effectiveness of 
an SSRI). This may provide information on expected 
timelines, especially when change is expected to be 
contingent on a specific, well-researched 
medication.  
 
Step 3e. Finally, we invite the sports psychologist to 
encourage their team to reassert that all selected 
practices have been 1) screened through the 
recommended risk-benefit analysis informed by all 
information elaborated on in Steps 1-3, 2) is 
agreed upon by the athlete, coaches, and/or 
organization, and 3) the confidentiality, safety, and 
well-being of the athlete is prioritized, which should 
be clearly communicated to all parties involved, 
including any agreed upon limitations to 
confidentiality. We emphasize that we do not 
advocate for any one monotherapy or for 
combination therapy, but instead recommend that 
all practice be evidence-based, with the 
aforementioned adjustments being implemented 
where appropriate. 

 

Execution 
We have thus far outlined a stepwise guide for 
assessing the myriad of variables a sports 
psychologist and/or integrative team should be 
attune to as treatment plans are developed for elite 
athletes. When clinicians work with integrative 
teams, challenges may arise, including ascertaining 
clear communications between team members and 
team members demonstrating an understanding of 
each professional’s roles. The sports psychologist 
may face unique challenges in such teams, 
especially within sports organizations. Adversities 
may include navigating hierarchies within the team, 
advocating for the player as the consumer of care 
within an environment in which the athlete is 
expected to “perform” at an elite level, and 
addressing discrepancies in expectations between 
players and the organization’s other personnel.37  
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When executing the final, agreed-upon treatment 
approach, we advocate for consistent and regular 
consultation between the integrative team members 
which should be informed by progress monitoring 
relevant to the elite athlete’s concerns. However, 
barriers may arise when implementing such an 
approach which has been discussed in prior 
literature, particularly in the context of 
organizational settings.38,39 Nonetheless, the elite 
athlete’s athletic performance will regularly be a 
relevant factor in the context of sports 
organizations, which will likely lead to 
performance-related metrics being an inevitable 
dimension to integrate into treatment team 
discussions. When the integrative team’s client is the 
elite athlete, the licensed psychologist’s core 
responsibilities do not change, despite one of their 
main roles serving the interests of the relevant sports 
organization. As we alluded to before, a balance 
will need to be achieved and maintained 
throughout therapeutic work with the elite athlete 
and organization to protect any confidentiality, 
expectations, modalities, or roles that were agreed 
upon prior to the initiation of the intervention. 
Regardless, we emphasize the instruction of Kendall 
et al40 regarding “flexibility within fidelity” with 
adjustments to fit within the treatment protocols for 
elite athletes. Specifically, the clinician adheres to 
evidence-based practice that is feasible within the 
relevant sports setting and is simultaneously willing 
to adjust such practices as necessary to optimize 
“fit” for the client. For example, within the context 
of the pharmacotherapy arm of athlete-specific 
interventions, although lithium may be initially 
indicated as best-fit for the client experiencing 
mood concerns, their role as an elite athlete would 
demand flexibility for opting for an alternative 
(e.g., valproic acid) to avoid the expected side 
effects of lithium (i.e., weight gain, tremors, 
dehydration) that may impede their ability to 
perform on the playing field.10,26-28 We suggest 
extending the notion of “flexibility within fidelity” to 
all steps in our stepwise guide, in that there can be 
fluidity and movement across the assessment stages 
to adjust recommendations as needed for the sake 
of optimizing the athlete’s care and goals. For 
extension of “flexibility within fidelity”, see 
discussion regarding its implementation into 
evidence-based practice.41 
 

Conclusion 
A range of research has suggested that elite 
athletes display a proneness to some pathology, as 
well as increased likelihoods of engaging in risky 
behaviors, compared to the general population.3-7 
There has been substantial work conducted to 
understand what therapeutic tools are at the 
disposal of clinicians working to address such 

concerns as well as to elucidate how these 
therapeutic tools can be used most optimally.1,2,10,11 
In our review, we sought to address a void in the 
literature that integrates knowledge from the body 
of work pertaining to the proper, systematic 
assessment of pharmacotherapeutic and 
psychotherapeutic modalities available to 
integrative teams working in sports settings, which 
can result in the utilization of either a monotherapy 
or combination therapy. We advocate for a risk-
benefit assessment to guide the selection process.1 
 
In Step 1: Pharmacotherapy, we provided a 
rationale for beginning this assessment with 
consideration of medication-based intervention 
options so as to provide an opportunity for what is 
potentially the least invasive, pragmatic option for 
intervention. Other concerns arise when medication 
is used in the context of elite athletes, which includes 
concerns for side effects (positive or negative) and 
caution for violating doping regulations.26-29 In Step 
2: Psychotherapy, we reiterated concerns 
regarding the implementation of psychotherapy 
with elite athletes, including stigma, time constraints, 
altered expectations of outcomes, and personality 
factors.1,6,19 Once limiting factors were assessed, we 
directed consumers of our guide to Step 3: 
Selection, which echoed the core animus of 
providing therapeutic interventions to elite athletes. 
This involves engaging in evidence-based practice 
that aligns with a balance of both the athlete’s and 
the organization’s goals, with the added caveat 
that the clinician is ultimately held to the standards 
of the American Psychological Association33 for 
preserving the well-being and rights of the athlete. 
Step 3: Selection also emphasized the importance 
of synthesizing the information gathering conducted 
in Steps 1 and 2 to project expected outcomes and 
timeline via additive, facilitative and synergistic 
conceptual models when combination therapy is 
utilized.2 Finally, Step 4: Execution, asserted the 
need for the integrative team to work in synergy to 
flexibly pursue the common goal of addressing the 
elite athlete’s presenting concerns and to achieve 
whatever goals are set collaboratively between the 
athlete, coaches, and other organization personnel. 
 
We advocated for the recommendation of Kendall 
et al40 to embrace “flexibility within fidelity” when 
utilizing the current stepwise guide. In this case, such 
is aimed at acknowledging that although a clinician 
and/or integrative team can aim to have their work 
guided by evidence-based practice, intervention in 
the elite athlete context must be tailored to address 
variables that are relevant to elite athletes (e.g., 
side effects impacting performance, altered 
expectations, doping regulations). Additionally, 
when utilizing our guide, we suggested extending 
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the ideas of Kendall et al40 to have professionals 
embrace a willingness to fluidly explore the various 
steps in our guide, including revisiting steps that had 
been addressed priorly. Such a suggestion is aimed 
at augmenting opportunities for providing the elite 
athlete with the most efficient, least invasive, 
pragmatic, and simultaneously therapeutic 
intervention model. Although research is limited with 
regard to controlled clinical trials that would 
ascertain best practice when working with elite 
athletes, we hope that our review may contribute to 

the menu of literature that works on developing 
theoretical and conceptual models to implement 
care for elite athletes.42 Regardless of what guide 
or models are utilized to dictate therapeutic 
interventions, we defend the elite athlete’s needs 
and functioning as primary to any goals that are 
outlined at the outset of treatment. 
 

Conflict of Interest Statement 
The authors have no conflicts of interest to declare. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://esmed.org/MRA/index.php/mra/article/view/5275


  

 

 
Medical Research Archives |https://esmed.org/MRA/index.php/mra/article/view/5275  9 

Psychiatric Treatment with Elite Athletes: A Stepwise Approach to Mitigate Risk 

References 
1. Glick ID, Stillman MA, McDuff D. Update on 

integrative treatment of psychiatric symptoms 
and disorders in athletes. Phys Sportsmed. 
2020;48(4):385–91. Doi: 10.1080/ 
00913847.2020.1757370 

2. Stillman MA, Manocchio AM, Glick ID. 
Combining pharmacotherapy with 
psychotherapeutic management for the 
treatment of psychiatric disorders among 
athletes. Sports Psychiatry. 2023; Doi: 
10.1024/2674-0052/a000056 

3. Ford JA. Alcohol use among college students: A 
comparison of athletes and nonathletes. Subst 
Use Misuse. 2007;42(9): 1367–77. Doi: 
10.1080/10826080701212402 

4. Lindqvist A, Moberg T, Ehrnborg C, Eriksson BO, 
Fahlke C, Rosén T. Increased mortality rate and 
suicide in Swedish former elite male athletes in 
power sports. Scand J Med Sci Sports. 
2014;24(6):1000–5. Doi: 
10.1111/sms.12122 

5. McDuff DR, Baron D. Substance use in athletics: 
A sports psychiatry perspective. Clin Sports 
Med. 2005;24(4):885–97. Doi: 
10.1016/j.csm.2005.06.004 

6. Glick ID, Stillman MA, Reardon CL, Ritvo EC. 
Managing psychiatric issues in elite athletes. J 
Clin Psychiatry. 2012;73(5): 640–4. Doi: 
10.4088/JCP.11r07381 

7. Leddy MH, Lambert MJ, Ogles BM. 
Psychological consequences of athletic injury 
among high-level competitors. Res Q Exerc 
Sport. 1994;65(4):347–54. Doi: 10.1080/ 
02701367.1994.10607639 

8. Blackburn IM, Bishop S, Glen AI, Whalley LJ, 
Christie JE. The efficacy of cognitive therapy in 
depression: A treatment trial using cognitive 
therapy and pharmacotherapy, each alone 
and in combination. Br J Psychiatry. 
1981;139:181–9. Doi: 
10.1192/bjp.139.3.181 

9. Hellstedt J. Invisible players: a family systems 
model. Clin Sports Med. 2005;24:899–928. 
Doi: 10.1016/j.csm. 2005.06.001 

10. Reardon CL, Factor RM. Sport psychiatry: A 
systematic review of diagnosis and medical 
treatment of mental illness in athletes. J Sports 
Med. 2010;40(11):961–80. Doi: 
10.2165/11536580-000000000-00000 

11. Stillman MA, Brown T, Ritvo EC, Glick ID. Sport 
psychiatry and psychotherapeutic intervention, 
circa 2016. Int Rev Psychiatry. 
2016;28(6):614–22. Doi: 
10.1080/09540261.2016. 1202812  

12. Beutler LE. Making science matter in clinical 
practice: redefining psychotherapy. Clin 

Psychol (New York). 2009;16:301–17. Doi: 
10.1111/j.1468-2850.2009.01168.x 

13. Chiles JA, Lambert MJ, Hatch AL. The impact of 
psychological interventions on medical cost 
offset: A meta-analytic review. Clin Psychol 
(New York). 1999;6(2):204. Doi: 
10.1093/clipsy.6.2.204 

14. Heird EB, Steinfeldt JA. An interpersonal 
psychotherapy approach to counseling student 
athletes: clinical implications of athletic identity. 
J Coll Couns. 2013;16:143–57. 
10.1002/j.2161-1882.2013.00033.x 

15. 1Pierce RA. Athletes in psychotherapy: how 
many, how come? J Am Coll Health. 
1969;17:244–9. 

16. Glick ID. Adding psychotherapy to 
pharmacotherapy: Data, benefits, and 
guidelines for integration. Am J Psychother. 
2004;58(2):186–208. Doi: 10.1176/appi. 
psychotherapy.2004.58.2.186 

17. Gorman JM. Combining psychodynamic 
psychotherapy and pharmacotherapy. 
Psychodyn Psychiatry. 2016;44(2):183– 209. 
Doi: 10.1521/pdps.2016.44.2.183 

18. Stillman MA, Ritvo EC, Glick ID. 
Psychotherapeutic treatment of athletes and 
their significant others. In: Baron D, Reardon CL, 
Baron SH, editors. Clinical Sports Psychiatry. 
John Wiley & Sons; 2013:115–23. Doi: 
10.1002/9781118404904. ch11 

19. Stillman MA, Glick ID, McDuff D, Reardon CL, 
Hitchcock ME, Fitch VM, et al. Psychotherapy for 
mental health symptoms and disorders in elite 
athletes: A narrative review. Br J Sports Med. 
2019;53(12):767–71. Doi: 
10.1136/bjsports2019-100654 

20. Gitlin MJ. Antidepressants in bipolar 
depression: an enduring controversy. Intrl J 
Bipolar Dsrds. 2018;6(1). Doi: 
10.1186/s40345-018-0133-9 

21. Tohen M, Frank E, Bowden CL, Colom F, Ghaemi 
NS, Yatham LN. The International Society of 
Bipolar Disorders (ISBD) task force on the 
nomenclature of course and outcome in bipolar 
disorders. J Affective Dsrds. 2010;122:S15. 
Doi: 10.1016/j.jad.2010.01.030 

22. Parise G, Bosman MJ, Boecker DR, Barry MJ, 
Tarnopolsky MA. Selective serotonin reuptake 
inhibitors: their effect on high intensity exercise 
performance. Arch Phys Med Rehabil. 
2001;82(7):867–71. Doi: 
10.1053/apmr.2001.23275 

23. Strachan AT, Leiper JB, Maughan RJ. 
Paroxetine administration to influence human 
exercise capacity, perceived effort or hormone 
responses during prolonged exercise in a warm 

https://esmed.org/MRA/index.php/mra/article/view/5275


  

 

 
Medical Research Archives |https://esmed.org/MRA/index.php/mra/article/view/5275  10 

Psychiatric Treatment with Elite Athletes: A Stepwise Approach to Mitigate Risk 

environment. Exp Physiol. 2004;89(6):657–64. 
Doi: 10.1113/expphysiol.2004.027839 

24.  Watson P, Hasegawa H, Roelands B, Piacentini 
MF, Looverie R, Meeusen R. Acute 
dopamine/noradrenaline reuptake inhibition 
enhances human exercise performance in warm, 
but not temperate conditions. J Physiol. 
2005;565(3):873–83. Doi: 
10.1113/jphysiol.2004.079202 

25. Piacentini MF, Meeusen R, Buyse L, De Schutter 
G, Kempenaers F, Van Nijvel J, et al. No effect 
of a noradrenergic reuptake inhibitor on 
performance in trained cyclists. Med Sci Sports 
Exerc. 2002;34(7):1189–93. Doi: 10.1097/ 
00005768-200207000-00021 

26. Baum AL. Psychopharmacology in athletes. In: 
Begel D, Burton RW, editors. Sport psychiatry. 
New York: WW Norton & Company, 2000; 
249–59. 

27. Macleod AD. Sport psychiatry. Aust N Z J 
Psychiatry. 1998;32 (6):860–6. Doi: 
10.3109/00048679809073876 

28. Wilmore JH. Exercise testing, training, and 
beta-adrenergic blockade. Phys Sportsmed. 
1988;16(12):46–51. Doi: 
10.1080/00913847.1988.11709662 

29. Atkinson G, Drust B, Reilly T, Waterhouse J. The 
relevance of melatonin to sports medicine and 
science. Sports Med. 2003;33:809–31. Doi: 
10.2165/00007256-200333110- 00003 

30. Chandler JV, Blair SN. The effect of 
amphetamines on selected physiological 
components related to athletic success. Med 
SciSports Exerc. 1980;12(1):65–9. Doi: 
10.1249/ 00005768-198021000-00013 

31.  Smith GM, Beecher HK. Amphetamine sulfate 
and athletic performance: I. Objective effects. 
JAMA. 1959;170(5): 542–57. 

32. Taylor MJ, Freemantle N, Geddes JR, 
Bhagwagar Z. Early Onset of Selective 
Serotonin Reuptake Inhibitor Antidepressant 
Action. Arch Gnrl Psych. 2006;63(11):1217. 
Doi: 10.1001/archpsyc.63.11.1217 

33. Ethical Principles of Psychologists and Code Of 
Conduct (2002, amended effective June 1, 
2010, and January 1, 2017). PsycEXTRA 

Dataset. American Psychological Association; 
2002. Doi: 10.1037/e305322003-001 

34. Bär KJ, Markser VZ. Sport specificity of mental 
disorders: The issue of sport psychiatry. Eur Arch 
Psychiatry Clin Neurosci. 2013;263(S2):205–
10. Doi: 10.1007/s00406-013- 0458-4 

35. Broch TB, Kristiansen E. “The margin for error”: 
Ritual coping with cultural pressures. Scand J 
Med Sci Sports. 2014;24(5): 837–45. Doi: 
10.1111/sms.12077 

36. Report of the 2005 Presidential Task Force on 
Evidence-Based Practice. PsycEXTRA Dataset. 
American Psychological Association; 2006. Doi: 
10.1037/e582372010-001 

37. Zaré A, Stull T. Integrating sports psychiatry in 
the interdisciplinary care of elite sports teams. 
Sports Psychiatry. 2023;2(4):157–62. Doi: 
10.1024/2674-0052/a000055 

38. Bleacher AA, Olin SS, Nadeem E, Pollock M, 
Ringle V, Bickman L, et al. Implementing a 
Measurement Feedback System in Community 
Mental Health Clinics: A Case Study of 
Multilevel Barriers and Facilitators. Admin Plcy 
Mntl Hlth Mntl Hlth Srvcs Rsrch. 
2015;43(3):426–40. Doi: 10.1007/s10488-
015-0642-0 

39. Jensen-Doss A, Haimes EMB, Smith AM, Lyon AR, 
Lewis CC, Stanick CF, et al. Monitoring 
Treatment Progress and Providing Feedback is 
Viewed Favorably but Rarely Used in Practice. 
Admin Plcy Mntl Hlth Mntl Hlth Srvcs Rsrch. 
2016;45(1):48–61. Doi: 10.1007/s10488-
016-0763-0 

40. Kendall PC, Gosch E, Furr JM, Sood E. Flexibility 
Within Fidelity. Journal of the Am Acdm Child 
Adol Psych. 2008;47(9):987–93. Doi: 
10.1097/chi.0b013e31817eed2f 

41. Kendall PC, Frank HE. Implementing evidence‐
based treatment protocols: Flexibility within 
fidelity. Cncl Psych: Scnce and Prct. 2018;25(4). 
Doi: 10.1111/cpsp.12271 

42. Rice SM, Purcell R, De Silva S, Mawren D, 
McGorry PD, Parker AG. The mental health of 
elite athletes: A narrative systematic review. 
Sports Med. 2016;46:1333–53. Doi: 
10.1007/s40279-016-0492-2 

 

https://esmed.org/MRA/index.php/mra/article/view/5275

