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Summary

In recent years there has been an increased use of football as an intervention for
individuals with mental health challenges. The ‘Kickstart to Recovery’ programme is an
Irish football-based mental health service intervention. It is a collaboration between HSE
mental health occupational therapy and the Football Association of Ireland, which
provides a community-based programme aimed to provide both social and physical
activity opportunities.

The aim of this study was to investigate if participants of the ‘Kickstart to Recovery’
programme experienced a change after participating in the football programme.

In order to achieve this aim, a pre-post study design with quantitative analysis was used.
The study objectives were drawn from a combination of a literature review and
examination of the current study aims. An appropriate standardised assessment was
sourced to measure change for each objective.

Study Obijectives:

1. To measure change in the quality of life of mental health service users who participate
in the ‘Kickstart to Recovery’ programme. This is measured by the Short Form 36 (SF-
36) (Ware & Sherbourne, 1992)

2. To measure change in self-reported mental health recovery of mental health service
users who participate in the ‘Kickstart to Recovery’ programme. This is measured by the
Recovery Assessment Scale — Domain and Stages (RAS-DS) (Hancock et al., 2015).
3. To measure if participants experience change in the personal meaning of football
after participating in the ‘Kickstart to Recovery’ programme. This is measured by the
Engagement in Meaningful Activities Survey (EMAS), adapted with permission for
football (Goldberg, Britnell & Goldberg, 2002).

4. To measure if participants experience social gains after participating in the ‘Kickstart
to Recovery’ programme. In order to increase the accessibility of the questionnaire and
reduce repetition, social gains are measured by isolating the domains of ‘Social
Functioning’ of the SF-36 and ‘Connecting and Belonging’ of the RAS-DS.

This study obtained ethical approval from three HSE Research Ethics Committee Boards
(HSE North-East, HSE South-East and U.L. Hospital Groups) and from Trinity College
Dublin Research Ethics Committee Board. Data collection was conducted in seven
different sites with a considerable geographical variance. From these sites, 40
participants were recruited at pre-test stage, with 27 of these completing the post-test
guestionnaire.

Descriptive statistics and inferential statistics were carried out on the data set using
SPSS.



Two statistically significant improved results emerged from pre-test/ post-test
comparison. These included the SF-36 domain of ‘Energy/Fatigue’ for the total sample
and RAS-DS domain of ‘Mastering My lliness’ for the participants who completed the
programme for the first time. Domains of ‘Emotional Well-being’ and ‘Social Functioning’
of the SF-36 also found statistically significant differences in comparing post-test scores
for groups that had a social aspect imbedded in the session, to those that did not.

As it was not possible to implement a control in the study design, it is acknowledged that
the ‘Kickstart to Recovery’ programme may only be attributed as a factor that contributed
to the outcomes.

These results, however, provide valuable indications of the programme’s benefits. Key
findings include improved energy levels throughout participation in the football
programme, the development of mental health symptom management in the early stage
of joining the programme and improvements in social functioning and emotional well-

being when a social aspect is included in the session’s structure.

Results that did not have statistically significance also provide valuable information. The
high scoring and lack of significant change for the EMAS indicates that participants value
football prior to entering the programme and perhaps is the reason for joining. Other
areas that showed no significant changes after participation in the programme indicate
areas that require more attention and support. These include the development of hope,
an important element of recovery, domains of quality of life, including both mental and
physical health aspects, and social gains, for both the maintenance of current social
functioning and development of new connections.

In addition to these results, this research focused on the structural aspects of the
‘Kickstart to Recovery’ programme and through review of the current literature, identified
areas that may improve the outcomes for service users. Community integration, gender
focus and recovery stage were elements identified as requiring more emphasis and
structural reform.

Limitations of this study, in addition to the absence of a control group, a small sample
size, unequal distribution of the sample among different sites and challenges in
conducting research in ‘real-life’ settings. This study concludes with recommendations

to advance current practice and areas that would benefit from further research.
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Chapter One: Introduction

1.1. Introduction

Mental health services in Ireland have undergone dramatic reform. With a history of large
mental health hospitals and asylums, by the 1950s Ireland held the record for the highest
use of psychiatric inpatient beds per head of population internationally (Brendan, 2014).
Numbers in inpatient settings decreased by 82% from 1963 to 2003, following drastic
changes in the domains of social, economic and human rights in Ireland and

internationally (Kelly, 2007).

This change shaped our current mental health services. 90% of mental health problems
are supported at primary care level and less than 10% in community mental health
centres. Those remaining, at less than 1%, who require higher levels of support avail of
inpatient mental health services (HSE, 2018). Within this new mental health service
landscape, there is an emphasis on using existing resources based in the community, in
line with the Recovery Movement (Mental Health Reform, 2015). This, however, will

require new initiatives and evidence-based practice to meet the needs of service users.

1.2. Physical Activity and Mental Health

There is growing evidence in the field of mental health supporting physical activity for
mental health service users, emphasised at government level through policies and
frameworks. This includes ‘Healthy Ireland’ (Department of Health, 2013), which aims to
promote physical activity for vulnerable populations, ‘A Vision for Change’ (Government
of Ireland, 2006) which acknowledges the benefits of team or sports memberships and

a number of other policy changes.

Recent research by Matthews and colleagues (2018) found that 72% of individuals with
mental health challenges in Ireland did not meet recommended physical activity
guidelines. The population of mental health service users also experience a significantly
reduced life expectancy of approximately 15 years (Chang, et al.,, 2011; Lawrence,
Hancock, Kisely, 2013), with cardiovascular issues presenting as one of the primary
causes of these premature deaths (Vancampfort et al., 2017). Additionally,
cardiovascular risk factors, including obesity, hypertriglyceridaemia, hypertension,

glucose dysregulation such as diabetes, are common amongst people with mental health
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illness (Gardner-Sood et al., 2015). The prevalence of these risk factors and higher
mortality rates are closely associated with sedentary lifestyles (Gardner-Sood et al.,
2015).

Physical activity is shown not only to counteract the risks of a sedentary lifestyle, but also
brings additional benefits. For people with mental health challenges these benefits
include improvements in cognitive functioning (Firth et al.,, 2017), management of
positive and negative symptoms associated with psychotic spectrum disorder (Firth,
Cotter, Elliott, French & Yung, 2015), mood, concentration and sleep patterns
(Alexandratos, Barnett & Thomas, 2012). Sport, a specific form of physical activity that
often includes interactions with others, can provide recovery-oriented benefits, such as

social interaction and building a sense of self (Carless & Douglas, 2008).

Overcoming barriers, such as motivation and lack of time for participation in physical
activity can be challenging for the general population (Taylor, 2017). For those with
mental health difficulties additional barriers of low mood, stress and lack of support add
to these pre-existing challenges (Firth et al., 2016). For people with mental health
challenges, the primary motivators for engagement in physical activity have been found
to be improvement in fitness and having an interest or enjoyment in the activity (Rebar
& Taylor, 2017).

1.2.1. Occupational Therapy and Physical Activity

The national mental health policy, ‘A Vision for Change; Report of the Expert Group on
Mental Health Policy’ recommends that each mental health team should have input from
occupational therapy (Mental Health Reform, 2015). Occupational therapists on mental
health teams are recognised as providing a unique perspective of service users as
occupational beings and having the skills to facilitate personal goal setting with service

users (Brangan, 2009).

In Ireland, there is currently no mental health professional within the multidisciplinary
team responsible for the promotion and delivery of physical activity interventions
(Matthews, Cowman & Denieffe, 2018). Occupational therapists are suitably positioned
in mental health services to bridge this gap and promote physical activity promotion, not
only from understanding the health benefits highlighted above but also from an

occupational approach to participation and engagement (Cole, 2014).


https://journals.sagepub.com/action/doSearch?target=default&ContribAuthorStored=Alexandratos%2C+Kristy

Occupational therapy’s understanding of the difference between ‘participating in’ an
activity and ‘engaging in’ an occupation has the potential to influence how physical
activity interventions are approached in mental health services. Participating in an activity
does not necessarily hold significant meaning for a person, as it may be valued or
expected in society (Cole, 2014). Engagement, however, requires meaning and value in
the action for it to be classified as an occupation (Creek, 2014). A critical aspect to client-
centred practice is understanding the meaning one attributes to and takes from their
involvement in physical activity, which an occupational therapy approach aims to obtain
(Cole, 2014).

It is emphasised that occupational therapists should focus on evidence-based practice
in mental health services in order to bring to the forefront the effectiveness of
interventions (Lloyd & Williams, 2009). While occupational therapists have the potential
to develop the evidence-based practice of physical activity in mental health services in
their own domain, the drive for developing collaborations between mental health services
and community resources at national policy level allows for a different, more community-
based approach to be adopted (Mental Health Reform, 2015). Football may be an

opportunity to further develop this.

1.3. Football in Ireland, the FAI and Football for All

A recent international survey conducted by Nielsen Sports found that 43% of the general
population had an interest in football (The Nielsen Company, 2018). This popularity is
emphasised further by Hulteen and colleagues (2017) who found football to be the most
popular team sport to engage in as a physical and leisure activity among adults

internationally.

In Ireland, football strongly competes with other national sports for popularity, such as
hurling and Gaelic football, however it remains the country's most popular team sport
(Sports Ireland, 2017). With the strong representation of both Irish men’s and women’s
football teams in international competition and the important infrastructure, such as the
Aviva stadium, football provides a symbol of national identity in the Republic of Ireland
(Holmens, 2007). At a local level, 450,000 people are involved in football, with the

majority of these at a volunteer or amateur level (Football Association of Ireland, 2016).

As lIreland’s governing body for football, The Football Association of Ireland (FAI)

provides support and resources that aid in fostering this popularity. Established in Dublin
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in 1921 and joining the international football community in 1923 following FIFA
membership acceptance (Football Association of Ireland, 2009), the FAI has strived to
provide opportunities for persons of all ages and abilities in the sport. This is
demonstrated through their mission statement;
‘to enable every lIrish person to participate in our game, to allow all involved in
the game to reach their full potential, whatever level that might be, and to inspire
the nation through international success at the highest level’ (FAI, 2016, p.12).

Football’'s popularity supports it as an important medium for tackling social issues. In
2002, Jurgen Griesbeck formed ‘Street Football World’, which uses football as a catalyst
to connect and empower communities. Within this, ‘Common Goal’ emerged, which asks
professional footballers to donate 1% of their salary to support societal change initiatives
(Common Goal, n.d.). Discussing the role of football in societal change Griesbeck
states;
“Football speaks to many people, it’s sort of a universal language. Young people
are attracted to it and motivated to participate regularly and long enough to build
a trust base and work on behavior change. It’s only a tool, but it’s a very powerful
tool.” (Poulsen, 2018, p.2)

The FAI recognise the powerful 'tool' that is football, and in 2002 set about developing
a societal initiative of their own- 'Football for All'. This initiative provides opportunities
for participation and engagement in football for those who experience challenges in doing
s0. An innovative first step in Irish sporting culture, steered by a National Development
Coordinator appointed to grow pathways to these programmes. Since its establishment
in 2002, ‘Football for All' has expanded to incorporate a variety of new programmes,
including but not limited to football programmes for those with visual impairments,

wheelchair users and those with amputations (Football Association of Ireland, n.d.).

While a broad spectrum of opportunities were provided for individuals from physical
disability sectors, the FAI had not yet found a pathway to support opportunities for mental
health. That was until 2011, when the ‘Kickstart to Recovery’ programme was formed by
the FAI and HSE.

1.4. ‘Kickstart to Recovery’ Programme

Mental health support initiatives were highlighted as an area of development by both the

FAlI and HSE. HSE mental health services required community-based practice that
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supported recovery and physical activity, while the FAI sought to expand their ‘Football
for All’ initiative to further populations experiencing disability, including those with mental
health challenges. To meet both needs, a collaboration was formed between
occupational therapy and the FAI National Development Coordinator. This new
relationship led to the development of the ‘Kickstart to Recovery’ programme, under the
original name ‘Kickstarting Recovery’.

In 2011, the first pilot ‘Kickstart to Recovery’ programme was run for four weeks in a
single site in Dublin for 8 participants. The success of the pilot led to the expansion of
the programme to all North Dublin City Mental Health Services in 2013 (Johnston,
Moloney & Jordan, personal communication, 2015). As of 2017, there are 15
programmes running nationally (Football Association of Ireland, 2017).

The ‘Kickstart to Recovery’ programme structure is outlined in the Louth/Meath Mental
Health Service ‘Kickstart to Recovery’ booklet (Louth/Meath Mental Health Service,
personal communication, 2017). This booklet aims to provide a framework for those
facilitating the sessions to plan, structure and review the programme. It was formulated
using data collected from an internal service audit and is available for consultation by
request from the author, Occupational Therapist, Jenny Johnston of the Louth/Meath
Mental Health Service. Conducting research on an intervention requires detailed
description of the expected format, which in turn provides intervention fidelity, improves
reproducibility and ensure that translation into evidence-based practice can be achieved
(Slaughter, Hill & Snelgrove-Clarke, 2015; Keen & Otter, 2014; Lloyd & Williams, 2009).

A FAI coach is assigned to a ‘Kickstart to Recovery’ programme by the National
Development Coordinator. Prior to commencing the programme block, the occupational
therapist and the FAI coach facilitating the sessions are advised to meet in order to
discuss the objectives of the programme, any relevant medical conditions of service
users, the importance of confidentiality, structure of the sessions and goals set out by
service users (Louth/Meath Mental Health Service, personal communications, 2018).

There are two pathways into the ‘Kickstart to Recovery’ programme. An individual can
self-refer to the programme or be referred by a health care professional from their
service. Inclusion is not limited to mental health diagnosis, however to be eligible to
partake in the programme, the service user must satisfy the Physical Activity Readiness
Questionnaire (PAR-Q) and be given medical clearance from their General Practitioner
(GP). Prior to commencing the programme, it is advised that the occupational therapist
meet with all participants individually, to discuss their expectations for the programme

and to develop goals, using the Goal Attainment Scale (GAS). At the end of the session
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block, it is advised that the occupational therapist meets again with each participant to
review these goals (Louth/Meath Mental Health Service, personal communications,
2018).

The programme runs for an average of 6 to 8 weeks per block, once a week for one hour.
An average of 4 or 5 blocks are completed annually (Johnston, Moloney & Jordan,
personal communication, 2015). Each group uses a community-based facility external to
the HSE-site, which varies from indoor halls to outdoor pitches and all-weather facilities
(Johnston, personal communication, 2018). The sessions are structured on a football
framework, which is incorporated in the FAI's coach training outlined in the Coach
Training Pathway (FAI, 2017). The sessions may vary with coaches’ style of training and
service user’s needs, however will commonly include a warm up, skill building drills,

teambuilding drills, a short match and a cool down.

An emphasis is placed on the active involvement of the occupational therapist in the
sessions (Johnston, personal communication, 2018). The occupational therapist’s
involvement can create co-occupation experiences for service users by providing
opportunities for social engagement (Pierce, 2003). From a structural perspective, the
occupational therapist’s role is also stated to adapt and grade the sessions and activities

as appropriate (Moloney & Rohde, 2017).

The ‘Kickstart to Recovery’ programme booklet outlined the aims of the ‘Kickstart to
Recovery’ programme (Louth/Meath Mental Health Service, personal communication,
2017). These were summarised as follows;

e To promote social gains, such as community integration, reduced social
isolation and enhanced social skills through participation in a leisure activity,
namely football.

e To promote the benefits of physical activity.

e To promote mental health recovery and improve the quality of life of service
users.

e To promote fun and enjoyment in a supportive environment.

To date, one qualitative study by Moloney and Rohde (2017) has been conducted on the
‘Kickstart to Recovery’ programme. This research, which will be discussed in detail in
the following chapter, provides the foundation for the current programme structure and

requires additional evidence to support and develop this intervention.



1.5. Outline of this Study

The need for this research was identified by the stakeholders of the ‘Kickstart to
Recovery’ programme, which included the occupational therapists of the HSE and FAI
National Development Coordinator, as a lack of evidence for football interventions in Irish
mental health services was available to guide their practice.

Furthermore, the use of physical activity and sport as a means of supporting recovery in
mental health is a recently developed concept (Faulkner & Taylor, 2005). Additionally,
the use of collaboratively designed and facilitated, occupation-focused programmes
within the community are emerging as important resources for mental health services,

requiring evidence to support their use and design.

An external researcher to the FAlI and HSE was sought through the Occupational
Therapy Department in Trinity College Dublin in order to provide a non-biased,

academically supported research.

1.5.1. Aim and Objectives of the Study

The aim of this study is to investigate if change occurs for community mental health
service users after participation in the ‘Kickstart to Recovery’ football programme. The
specific changes that are investigated are outlined in the objectives of the study.

The objectives of this study emerged from a combination of a review of relevant literature,
examining current aims of the programme and drawing from current national policies and

frameworks influencing the mental health sector.

An extensive review of literature focusing on football as an intervention for mental health
service users was conducted. In addition to identifying gaps in the literature, this review
also highlighted the importance of policy documents and frameworks in shaping mental

health services.

The current aims of the ‘Kickstart to Recovery’ programme, outlined above, were
examined and critiqued. It is important to justify these aims to support evidence-based
practice. For this reason, these aims set the foundation for the objectives of the study,
which were refined and added to by the literature review findings. These factors that

influenced the formation of the research aims are illustrated in Figure 1 below.



Gaps in literature
related to football
programmes for

mental health service " "
Present aims of the Users National policy and

'Kickstart to Recovery' frameworks influencing
programme reviewed mental health services

Objectives
of the
study

Figure 1 Forming the objectives of the Study

From this process emerged the specific changes that are being measured, outlined as
the following objectives of this study;

1. To measure change in the quality of life of mental health service users who participate
in the ‘Kickstart to Recovery’ programme.

2. To measure change in self-reported mental health recovery of mental health service
users who participate in the ‘Kickstart to Recovery’ programme.

3. To measure if participants experience change in the personal meaning of the football
after participating in the ‘Kickstart to Recovery’ programme.

4. To measure if participants experience social gains after participating in the ‘Kickstart

to Recovery’ programme.

1.5.2. Research Methods

This study utilised quantitative methods to achieve the research aim and objectives. In
order to measure if the objectives of the programme are achieved, a pre-post research
design was used (DePoy & Gitlin, 2011).

The questionnaire contained the following outcome measures; Short Form 36 (SF-
36)(Ware & Sherbourne, 1992), which measured quality of life, Recovery Assessment
Survey — Domains and Scales (RAS-DS)(Hancock et al.,, 2015) which measured
recovery-oriented change and the Engagement in Meaningful Activities Survey (EMAS)
adapted for football (Goldberg, Britnell & Goldberg, 2002), which measured the meaning
of football for the participant. To avoid repetition, social gains was measured by isolating
the social domains of the SF-36 and RAS-DS.

Data was analysed using descriptive statistics and statistical analysis was conducted

using non-parametric tests (Pallant, 2016).
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1.5.3 Limitations at the Outset of the Study

Prior to commencing this study, it was acknowledged that conducting research in
community environments, outside clinically controlled settings, would present challenges
to the study. This was a result of possible external factors influencing the participants
and/or their environments, which may impact the data they provide in the study.

It was also acknowledged that, despite numerous efforts, it was not possible to include
a control in this study. Throughout this study, it is clearly outlined that the limitation of
this on the study's results is well understood, particularly when attributing change to
the "Kickstart to Recovery" programme. This is discussed further with other limitations
of the study in more detail in Chapter 3.

1.5.4. Operational Terms

‘Kickstart to Recovery’ programme: The ‘Kickstart to Recovery’ programme, also
referred to in early stages of development as ‘Kickstarting Recovery’, is a football
intervention for mental health services in the Republic of Ireland. It is the product of a
collaboration between the FAI and the HSE.

Football: Defined as a sport played by two teams, with an aim to score goals by kicking
the ball into a large net (Collins, 2018). It is also known as ‘association football’ or
‘soccer’. As is the term used by the sport’s Irish governing body, the FAI, it will be referred
to as ‘football’ in this study.

FAIl coach: For the purpose of this study, FAI coach is the coach facilitating the ‘Kickstart
to Recovery’ programme.

Service user: For the purpose of this study, a service user refers to an individual who
currently avails of a mental health service.

Mental Health Challenge/Problem/lliness: Mental health challenges, problems and
illness will be used interchangeably throughout this study. The terms cover the broad
range of difficulties that has a significant impact on daily living one may experience with
their mental health. Mental health is defined by the WHO as ‘a state of well-being in
which an individual realises his or her own abilities, can cope with the normal stresses
of life, can work productively and is able to make a contribution to his or her community’
(World Health Organisation, 2018)

Recovery: As there is no one definition of recovery, the definition used in the ‘National
Framework for Recovery in Mental Health 2018-2020’ will be also used for the purpose
of this study; “Recovery is a deeply personal unique of changing one’s attitudes, values,
feelings, goals, skills and/or roles. It is a way of living a satisfying, hopeful, and

contributing life even with the limitations caused by illness. Recovery involves the
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development of new meaning and purpose in one’s life as one grows beyond the
catastrophic effects of mental illness” (Anthony, 1993, p. 527).

Quality of Life: As there is no one definition for quality of life, that adopted by the WHO
is used for the purpose of this study, as it captures the concept’s multiple aspects and
different dimensions of health; “an individual's perception of their position in life in the
context of the culture and value systems in which they live and in relation to their goals,
expectations, standards and concerns. It is a broad ranging concept affected in a
complex way by the person's physical health, psychological state, personal beliefs, social
relationships and their relationship to salient features of their environment” (WHO; The
WHOQOL Group, 1995, p. 1405)

1.5.5. Abbreviations Used

HSE — Health Service Executive

FAI — Football Association of Ireland

NHS — National Health Service

WHO — World Health Organisation

SF-36 — 36-item Short Form Survey

RAS-DS — Recovery Assessment Survey; Domains and Scales

EMAS — Engagement in Meaningful Activities Survey

1.6. Conclusion

This chapter has introduced the study and outlined the need for and justification of its
completion. The context and background of the ‘Kickstart to Recovery’ programme was
presented and a brief outline of the research process is given. The following chapters
detail a literature review, followed by a description of the methodology used, analysis of
results attained by the research, discussion of the information gained and completed with

a conclusion drawn.
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Chapter Two: Literature Review

2.1 Introduction
The purpose of this chapter is to review the literature in relation to the practice and

studies completed on this intervention.

This chapter also examines the cultural context of mental health in Ireland, including the
policies and strategies that are currently impacting mental health in Ireland. The concepts
of recovery and community integration will be discussed in depth, as they lay the
foundation for the objectives of mental health services and how occupation can be used
as an enabler in recovery and inclusion. The use of football as an occupation and
intervention will be discussed and critiqued, highlighting the gaps in the body of research
and providing justification for this research study on the ‘Kickstart to Recovery’

programme.

2.2. Search strategy
This search was conducted using humerous databases and sources both internal and

external to the university. Trinity College Dublin libraries were utilised to search for books
and journals relevant to the topic. Databases including AMED, CINAHL, PubMed,
PsycINFO, PsycARTICLES, OT Search, OT Seeker, Cochrane Library, MEDLINE and
EBCOHOST. In addition, due to the relevance of its target market to the topic, the Journal
of Physical Activity and Mental Health was searched for relevant studies, as well as
relevant Irish policies, frameworks and strategies in order to determine the context in

which this research takes place.

Boundaries were set in order to source the most relevant resources. Search words were
identified by using key words from the research questions. These were then broken down
into similar or interchangeable words, such as football and soccer, which were sourced
through examining key words of articles found in these areas. Table 1 states the search
terms identified. Different combinations of these terms were used during the search and
the universal suffix was applied to ensure variations of a word were not excluded

(example sport or sports). This is identified by a * symbol.
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Table 1 Search Terms

Football/Sport Mental Health

¢ Football e Mental Health e [ntervention
® Soccer e Mental lliness e Community
* Sport* e Mentall Ill Health intervention*
e Team sport* e Mental Health ® Programme*
* Exercise Disorder* * Program

e Physical Exercise e Psychiatric Disorder* * Group*

¢ Physical Activity * Project*

e Community Service*
e Community

e Community-based
project*
e Community group*

While it is acknowledged that there is a body of research focusing on the impact sport
and football can have in preventing mental health challenges emerging (Heun & Pringle,
2018; Wood, Harrison & Kucharskaa, 2017), this literature review and research will focus

on the impact of football for service users with pre-existing mental health challenges.

As the use of football as an intervention for mental health service users is a growing area
of research with a large body of new research, the searches were restricted to the last
ten years, in order to produce the most relevant findings to current practice. If, however,
an older study that met the inclusion criteria of the search was identified through

reference lists in more recent journals, it was included in the analysis.

A limitation in the research search strategy was the lack of peer-reviewed literature on
the ‘Kickstart to Recovery’ programme. Grey literature are forms of documentation not
controlled by commercial publishing, for example presentations, unpublished reports or
audits (Farrah & Mierzwinski-Urban, 2019). As there is limited published research on the
football programme, when discussing the development and structure of the ‘Kickstart to
Recovery’ programme much of the resources will falls under the category of grey
literature and is cited as ‘personal communications’ (American Psychological
Association, 2010)
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2.3. Ireland’s Current Mental Health Culture
De-institutionalisation is a positive step in demonstrating the reform of the mental health

services in Ireland (Kelly, 2017). In our current political and societal environments mental
health has been gaining attention. In 2010 the ‘See Change’ campaign, Ireland’s national
mental health reduction partnership was launched. It aims to reduce mental health
stigma and discrimination in Ireland by increasing awareness of mental health difficulties
and how they are viewed as part of the human experience (Coyle, Lowry & Saunders,
2016). In 2017 research conducted by Kantar Millward Brown on the ‘See Change’
campaign indicated that 3 out of 4 individuals are now talking about mental health in their
everyday lives (See Change, 2017, p. 6).

2.3.1. Policies and Strategies that are Shaping Mental Health in

Ireland

Policies can have a profound impact on the everyday lives of individuals as they influence
the resources one has access to and shapes the environment that they are in (O’'Toole,
2011). Within the mental health sector there are a number of influential policies published

in the early 2000’s that now shape our service delivery.

In 2006, the national mental health policy in Ireland, ‘A Vision for Change; Report of the
Expert Group on Mental Health Policy’ was launched (Government of Ireland, 2006). It
was developed in response to shortcomings of the ‘Planning for the Future’ policy which
was published twenty-two years previously. The original document suggested that
mental health services be community-based and that a multidisciplinary approach should
be adopted (Study Group on the Development of the Psychiatric Services, 1984). A
Vision for Change’adopted these suggestions, which was welcomed by stakeholders of
mental health services, including service user groups (Johnston, 2014; Kelly, 2017). The
policy brought forward recommendations of a population-based approach to service
delivery. This included community and primary care resources being made available,
service user driven services as well as family, carers and support networks (Government
of Ireland, 2006; Kelly, 2017). As such, the interventions recommended in the policy aim
to maximise recovery in mental iliness by using service user’s social networks and local
resources to achieve meaningful community integration and participation (Mental Health
Reform, 2019).

Although A Vision for Change’ policy had the potential to achieve a progressive and

recovery-oriented mental health services in Ireland, its shortcomings in implementation

to date have led to it being viewed as a policy with “all vision but no change” (Johnston,
13
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2014, title). A Vision for Change Nine Years On: A coalition analysis of progress
highlighted social inclusion as an area of the policy with the most significant
shortcomings, with stigma and discrimination remining an issue for those with severe
mental illness (Mental Health Reform, 2015). The ‘Evidence Review to Inform the
Parameters for a Refresh of ‘A Vision for Change’ further emphasises this shortcoming
with recommendations of expansion of peer support initiatives in mental health (Cullen
& McDaid, 2017).

Despite this, ‘Vision for Change’has placed a spotlight on the importance of a recovery-
oriented approach for mental health services, providing guidance and direction for mental
health policy makers and professionals. This is evident in the ‘Best Practice Guidance
for Mental Health Services’ document (HSE; Mental Health Services, 2017a), that
endeavours to provide professionals with the tools to deliver optimal services. A strong
element of this guidance document is the empowerment of service users to be active
agents in both decisions involving their care and the service itself. The understanding of
the service user’s lived experience as being a valuable resource in developing and
delivering mental health services is acknowledged and promoted in a number of service
documents, including the ‘A National Framework for Recovery in Mental Health 2018-
2020’ (HSE; Mental Health Services, 2017b). This framework emphasises the benefits
of utilising the lived experience of mental health service users, including fostering hope,

increasing empowerment and improving the value placed on the services.

The National Service Plan 2019’ (HSE, 2018) endorses the implementation of both
strategies put forward in the ‘Best Practice Guidance for Mental Health Services’ (HSE;
Mental Health Services, 2017a) and ‘A National Framework for Recovery in Mental
Health 2018-2020’ (HSE; Mental Health Services, 2017b). This service plan outlines the
means of providing quality service with the funding allocations for 2019. It outlines the
aim for the majority of mental health services to be provided at a primary care level, with

less than 10% requiring referral to specialist mental health services.

Another important framework that takes a population approach to health and wellbeing
is the ‘Healthy Ireland’ framework (Department of Health, 2013). This framework focuses
both on the physical and mental health of Irish citizens, with all sectors of the Government
and all groups in society included in its goal to improve people’s quality of life. It promotes
the development of programmes that encourage physical health, including as a means

of promoting positive mental health.
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‘Healthy Ireland’is the foundation for a number of other guidelines and action plans which
focus on particular aspects of the framework. One such guideline is the ‘Let’s Get Active
Guidelines’, which provides information on how mental health professionals can support
service users with mental health challenges to become physically active (HSE; Mental
Health Services, 2018). This document demonstrates the shift in attitude towards mental
health and physical health, emphasising the significant connection between the two and
how one can benefit from the other.

Also stemming from the ‘Healthy Ireland’ framework is the ‘National Men’s Health Action
Plan Healthy Ireland 2017-2021° (HSE, 2016). This action plan strives to achieve the
goal of ‘Healthy Ireland’ to reduce health inequalities in Ireland. It is supported by
previous policy documents related to the topic of men’s health, such as ‘Equal but
Different’ (National Women’s Council of Ireland, 2012), which outlines the need to focus
on inequalities in health between men and women in Ireland and ‘Getting Inside Men’s
Health’ (Richardson, 2004), which calls for an understanding of what it is like to be a man
in Ireland today and how this impacts health behaviours. These documents act as guides

to tackling the issue of under-detection of men’s mental health challenges.

2.4. Recovery

At the heart of most policies, frameworks and guidance documents for mental health
services is the concept of recovery and promoting recovery-oriented approaches to

practice.

The Recovery Movement changed the approach to mental health services by placing
value on the expertise of those who embody the lived experience of having a mental
health challenge (Read & Stoffel, 2019). Stemming from a civil rights movement,
recovery in mental illness does not focus on the alleviation of symptoms, but instead
focuses on how an individual can maintain or regain their rights and responsibilities as
citizens, especially in the areas of social inclusion and self-determination (Davidson &
Roe, 2007).

Recovery is both a process and an outcome for the individual (Torrey, Rapp, van Tosh,
McNabb & Ralph, 2005). Strong themes that emerged from the literature on the process
of recovery are hope, empowerment and meaningful life activity (Torrey, Rapp, van Tosh,
McNabb & Ralph, 2005). In discussing recovery as a process, Davidson and Roe’s

(2007) concept of recovering in mental iliness, instead of from mental iliness, is brought
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to the forefront. This concept captures the importance of prompting recovery and the
themes above, even in the presence of active mental health symptoms. As recovery
moves to an outcome, learning to manage mental health symptoms becomes the
important aspect to consider for the person (Torrey, Rapp, van Tosh, McNabb & Ralph,
2005).

Recovery is rooted in the lived experience of the person with the mental health
challenges (Repper & Perkins, 2003). This core belief is present as a key component in
many of the mental health policies discussed above, as Irish services strive to provide
recovery-oriented services. While emphasis is placed on the individual’'s ownership of
their recovery journey (Davidson, Tondora, Pavlo & Stanhop, 2017), support of mental
health services can aid in this process. Services adopting a recovery-oriented approach
have a responsibility to support individuals to manage and pursue their life in the manner
they wish, even in the presence of mental health challenges. This support must facilitate
recovery by removing barriers, adapting environments and providing community
support. (Davidson & Roe, 2007). Although a uniquely individual process for each
service user the underlying principles of hope, empowerment, choice and self-
determination aid to develop, structure and evaluate recovery-oriented approach of

mental health services and resources (Tondora, Miller, Slade & Davidson, 2014).

2.5. Community-Based and Community Integration
One of the main focuses of recovery and the reform of mental health services has been

to move mental health services into community-based settings and to promote
community integration for users of these services.

Communities are groups of social networks, that share common interests, concerns or
identities, which provide support and friendship to one another. (WHO, 2009; Read &
Stoffel, 2019). These groups may or may not be connected in proximity, however in
delivery of community-based mental health services, proximity is an important aspect to

consider.

European countries, including Ireland, committed by means of the ‘Mental Health
Declaration for Europe’ (WHO, 2005), to developing community-based mental health
services and to integrate these into primary health care. This development over the past
decade is evident within our policies, especially in ‘A Vision for Change’, as the focus
shifted from institutionalisation to community mental health services (Department of
Health, 2006).
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For community-oriented mental healthcare, it is fundamental that community-based
services are close to where service users live and can be accessed with ease
(Thorincroft et al.,, 2011). Restricted accessibility can be created both by a lack of
transportation availability and the burden of financial costs to use available transport.
These factors may hinder the service user’s ability to attend services, which potentially
will impact the justification to continue service provision in certain areas due to the

apparent lack of need (Creek, 2014).

A sense of community and belonging has been shown to positively impact both physical
and mental health, in addition to creating a resilience to difficult life situations (Harding,
2019). Although proximity is important to promote participation, an individual’s physical
presence in a community does not correlate to their belonging in the community (Repper
& Perkins, 2003). Community integration requires valued acceptance by others, a sense
of purpose and incorporates how one engages, participates and gives back to the
community (Read & Stoffel, 2019). As noted above, communities may not be connected
by physical proximity but by factors individuals have in common, which exposes a

significant difference between community-based and community integration.

2.6. Occupation as a Support for Recovery and Community

Integration
There is growing evidence to support the use of enjoying valued, community-based

activities as an effective means in promoting recovery and social inclusion (Fenton et al.,
2016; Parkinsons, 2014). Occupations, these valued activities within temporal, physical
and sociocultural context (Kielhofner, 2008), are essential aspects of well-being and

positively contribute to one’s quality of life (Wilcock, 1999).

Human nature has an innate desire to ‘do’, which is the essence of occupation
(Kielhofner, 2008). People with mental health difficulties often disconnect from roles
and lose meaning in valued activities. Finding meaning is, therefore, a core element
of many people's recovery journeys’ (Repper & Perkins, 2003). Personal meaning does
not necessarily come from occupational participation, as social or cultural values and
expectations may influence the importance placed on doing (Hitch, Pepin & Stagnitti,
2014a). Occupational engagement does however require personal meaning, including
elements of emotional connections, commitment and an experience of pleasure while
doing (Pepin, 2017).
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The internal reward for occupational engagement is the sense of “flow” (Wright, 2004, p.
66). Occupational flow refers to the immersion in an activity, that provides goal-oriented
focus, concentration on the activity, a sense of control, reduced self-consciousness and
alteration of the experience of time (Csikszentmihalyi, 2002). The experience of flow
comes from such a deep immersion in doing that the person forgets everything except
what they are doing (Csikszentmihalyi & Rathunde, 1992). This is the optimal experience

from occupational engagement.

The impact, experience and degree of meaning obtained from occupational engagement
is determined by the context in which it is performed (Creek, 2014). As humans are never
isolated from their environment, we are constantly being shaped by our experiences
within it (Pizur-Barnekow & Davel Pickens, 2019). Occupation provides the bridge
between the person and their environment (Polatajko et al., 2007). To support a person's
recovery journey, it is ideal if the environment within which people experience
occupation is in their community, to enable community integration and social

connectedness.

In forming social connections, individuals develop a sense of belonging (Cordingley &
Pell, 2014; Reberio, Day, Semeniuk, O’'Brien & Wilson, 2001). Achieving a sense of
belonging is a journey, where occupation supports one to move from simply doing, to
becoming part of something and to then belonging (Hitch, Pepin & Stagnitti, 2014b).
Belonging supports the reciprocity of connections, in that both the elements of giving and
receiving are present in the relationship (Hitch, Pepin & Stagnitti, 2014b). The
Development of social connections is a self-identifiable indication of recovery.
(Jacobson, 2001). Occupation, therefore, can act as a means of empowering the
individual as they embark on their recovery journey and provides opportunities for

community integration to occur.

2.6.1. The Occupation of Football

As explained by Creek (2014), an action of doing may be classified as either a task,
activity or occupation depending on the context and how the individual experiences it.
For many people, football would be considered an occupation, as it is meaningful, in
addition to providing other aspects, such as enjoyment, sense of belonging, an identity

and social connections.

Football can be an occupation at many levels, from a player, who depends on their
performance capacity of their skills and fitness to perform well (Kielhofner, 2008) to
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supporters, who view football as part of their self-identity (Heun & Pringle, 2018). It is
also a valued sport in many communities, which entices individuals to participate and

gain that experience of belonging and meaning (Repper & Perkins, 2003).

2.7. Football and Mental Health
In recent years, football has become a popular means of providing mental health

interventions in a non-clinical setting. It has been used in multiple mediums, such as
watching matches, using football as a metaphor to discuss mental health issues and
participation in the physical activity of playing football (Pringle, 2009). The focus of this
review will be on football as a physical activity.

2.7.1. Football Programmes for Mental Health Service Users

The use of football as an intervention is not a new concept, with different programmes
being run in various countries. The following section will describe studies found through
the search strategy described in Section 2.2. The studies reviewed each describe
research conducted on at least one football programme specifically designed for
individuals experiencing mental health challenges. Nineteen studies were identified, with
nineteen football programmes in total discussed, nine of which are named programmes.
As ten of these programmes are not named, it cannot be definitively stated they are a
different programme to those with names provided. The studies are outlined in Appendix

1, stating each study’s authors, title, research methods used and the programme’s name.

Football is not only England’s most popular sport, but it has also been used as a medium
to tackle social issues, such as racism through the ‘Kick Racism out of Football
campaign. It is therefore unsurprising that England produced the most research on
football programmes for those with mental health difficulties, with fourteen studies
identified including eight named programmes (Mason & Holt, 2012; Friedrich & Mason,
2017; Friedrich & Mason, 2018a; Friedrich & Mason, 2018b; Dyer & Mills, 2011;
Henderson, Mills, Thronicroft & Webber, 2014; Benkwitz & Healy, 2019; Brawn, Combes
& Ellis, 2015; Hynes, 2008; Darongkamas, Scott & Taylor, 2011; Oldknow & Grant, 2008;
Butterly, Adams, Brown & Golby, 2006; Hargreaves & Pringle, 2019; Magee, Spaaij &
Jeanes, 2015).

Four studies were conducted on the ‘Coping Through Football’ (CTF) project, which is
an east London mental health football programme (Mason & Holt, 2012; Friedrich &
Mason, 2018a; Friedrich & Mason, 2018b). The project aims to improve mental, physical

and social health of mental health service users. It was developed by multiple agencies
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such as local professional football clubs, local National Health Service (NHS) bodies and
other local charity organisations. This project provides an emphasises on exit routes to
community-based activities, which are discussed and supported by the occupational
therapists who attend and co-facilitate the sessions with the coaches from the football
club.

‘Imagine Your Goals’ (IYG) started as a casual kick-around, which evolved into a
structured programme, including a league with other English-based groups. It is a three-
year football programme running in multiple locations and includes elements of coaching
and refereeing, in addition to playing football. Two studies were conducted on this
programme (Dyer & Mills, 2011; Henderson, Mills, Thronicroft & Webber, 2014).

‘Think Football’ is the most recent programme identified, both in its development and to
produce research (Benkwitz & Healy, 2019). This programme began as a pilot in March
2017, promoting itself as a football group for personal and mental well-being. It
encourages self-referral of those in the community with low level mental health illnesses,
hence no mental health service referral was required to attend. Like the CTF and IYG,
this programme was developed through a collaboration of parties, such as local mental

health trusts, sporting organisations and universities.

With a different format from the previous programmes discussed, the ‘Mental Health and
Well-being Football League’ in north-west England operates a first and second division
league, with opportunities for teams to be relegated. This league was established and is
run by a service user lead charity and aims to widen social opportunities for its

participants.

A similar league based in London is the Positive Mental Attitude (PMA) Football League,
which was set up by an occupational therapist with the National Health Service (NHS),
who was also previously a professional footballer and Football Association (FA) trained
coach. No research was published on this project, but an article was published by Hynes
(2008) describing the league in detail, successes to date and future plans. Spanning two
years, twelve teams were registered to the league from six NHS mental health trusts,

which included 350 participants.

Park House United is another English football scheme established in 2007 for men with

mental health challenges. It was established as a voluntary group, aiming to empower
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service users to steward the groups facilitation. As of 2011, the group had 15 members
(Darongkamas, Scott & Taylor, 2011).

The REACT (Recreational Enterprise Assisted Client Training) Football Training
Academy is a forty-week programme, run by service users who are trained football
coaches, an occupational therapist technician and a support worker, that not only
focuses on developing football skills, but also other skills such as photography and first
aid and knowledge of healthy lifestyles and eating. On completing the programme,
different options are available to the participant, such as repeating the programme,
joining the training team or opportunities to access facilities, such as colleges, where
they can further their skills. The methods used in the evaluation of the programme

conducted by Oldknow and Grant (2008) are not clearly outlined.

MUSCSEL (Meeting Up for Social Contact, Sport, Exercise and Leisure) is a multi-
physical activity project for mental health service users based in Leeds, England. The
project includes a mixture of individual sporting activities (swimming and gym) and group
sports (walking group, tennis, gym group), with football being the most popular activity

with 32 participants.

Two studies were conducted on unnamed English football groups for people with mental
health difficulties. The most recent, by Hargreaves and Pringle (2019), describes a
weekly football mental health intervention delivered by the local professional football
club. The other research carried out in an English context was by Magee, Spaaij and
Jeanes (2015) on three unnamed football programmes (P1, P2, P3). The first programme
(P1) was funded by the NHS, with the other two programmes (P1 and P2) charity funded.
All had the same structure, run twice a week, in ten-week blocks over a three-year period.
Each programme had three elements; the Football Programme, Healthcare Treatment
Programme and Support Workshops Programme. The football element consisted of bi-
weekly football sessions, with participants who had greater football skills and ability
provided the option to participate in additional academy sessions. The first programme
(P1) was facilitated by a head coach and assistant coach and the second programme
(P2) by the Director, who was a qualified football coach. Both these groups also
participated in a league for competitive football for people with mental health illnesses.
The third programme (P3) was facilitated by local qualified football club coaches but did
not attend competitive leagues. The second element was a combination of formal,
informal and some group meetings with participants and medical staff (clinical

psychologist, clinical nurses, clinical psychiatrists). These were participant-led and were
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flexible around or during the football sessions. The final element of the programmes
involved external agencies providing workshops on a range of areas, including
employment, education and housing information, financial management, drugs, alcohol,

sexual awareness, diet and nutrition advice. These were run after the football sessions.

Adding to the English context literature, Lamont, Harris, McDonald, Kerin and Dickens
(2017) investigated four unnamed groups, two football (F1 & F2) and two walking football
(W1 & W2) based in Scotland. Three of these groups were facilitated in the community
and one in an inpatient setting. The weekly groups were organised collaboratively by
service users and mental health staff. The ‘football only’ groups were comprised of men

only and often participated in football matches against other services.

Boasting the most FIFA World Cup Titles, football is also Brazil’'s most popular sport.
Similar to Ireland, Brazil has undergone reform in its mental health service system in
order to reduce in-patient care and move supports into Psychosocial Care Centres
(PSCC) (Abib, Fraga, Wachs & de Paula Alves, 2010). As a result, initiatives to increase
social and community interactions are being promoted, such as the use of football as a
means of improving health and well-being. Abib, Fraga, Wachs and de Paula Alves’
(2010) research on an unnamed Brazilian based football workshop for mental health
service users is an example of this. Sessions ran for an hour and a half weekly on a

football field for hospital employees, with staff from the PSCC also attending.

Here in Ireland, the use of football as a means of mental health intervention has been
adopted by two programmes. The first, ‘Back of the Net’ (BTN), which has had two
research studies conducted on it (McArdle, McGale & Gaffney, 2012; McGale, McArdle
& Gaffney, 2011), uses a combination of Cognitive Behavioural Therapy (CBT)
techniques and the sport of football. The programme included twenty sessions over ten
weeks. A five-a-side match played at the end of every session, which during half-time, a
team talk on a different mental health theme, using cognitive behavioural techniques and
football language, was discussed. This programme included ‘homework’, which the
players would be given a task related to the themes discussed. The facilitator of the
group required a football coaching qualification, but only a minimal understanding of

CBT, as the sessions are outlined in the BTN manual.

The final programme with related research to be discussed is that of the ‘Kickstart to
Recovery’ programme itself. As discussed in Chapter One, ‘Kickstart to Recovery’ is an

Irish-based football programme, which is a collaboration of the HSE and the Football
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Association of Ireland (FAI). At the time of Moloney and Rohde’s (2017) research, the

programme was titled ‘Kickstarting Recovery’ and focused on men with psychosis.

2.7.2. Research on Current Football Programmes for Mental Health

Service Users
There is currently a strong body of literature investigating the use of football programmes
for mental health service users. In comparing these studies, both commonalities and

differences became apparent and are discussed further below.

2.7.2.1. Methodology

As different methodologies have different qualities, there is no ‘best’ choice of research
design (Katz, 2015). Most research questions are not answered by one means of
investigation, hence it is positive to find a diversity in methods used in investigating
football for mental health service users. Qualitative methodologies were the most
common form of study design in the identified literature (Benkwitza & Healy, 2019;
Hargreaves & Pringle, 2019; Moloney & Rohde, 2017; Mason & Holt, 2012; Abib, Fraga,
Wachs & de Paula Alves, 2012; Fredrich & Mason, 2018a; Friedrich & Mason, 2018b;
Brawn, Combes & Ellis, 2015; McArdle, McGale & Gaffney, 2012; Lamont, Harris,
McDonald, Kerin, Dickens, 2017; Magee, Spaaij & Jeanes, 2015). Qualitative methods
allow for service-user’s individual experiences in specific context to be captured, which
can gather information that would be difficult to quantify. As the focus of football
programmes is on individuals with mental health challenges, it is important to gain insight
into their experience when designing and evaluating programmes, both to create
recovery-oriented programmes and to gain an insight into the lived experience of
participation in such interventions. Qualitative methodology, however, is difficult to
generalise as it is solely based on the content provided by participants in a given
interview, hence is limited in its findings (Green & Thorogood, 2004). Abib, Fraga, Wachs
& de Paula Alves (2012) used ethnography methods a means of data collection, which
allows for the cultural patterns and experience of the football sessions to be observed
and documented (DePoy & Gitlin, 2011), along with documented statements from
participants during sessions. While the addition of field diaries provides a unique
perspective of the sessions, the service user's comments are brief, and as a result the
findings lack depth. This method in combination with the interview methods used in the

other studies, may have provided a richer dataset.
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Two of the nineteen studies were noted as ‘evaluations’ of the programmes, with poor
descriptions of the methods used. Oldknow and Grant (2008) describe comments made
by participants, but it is not clear if these are obtained through the use of quantitative or
gualitative methods. Hynes (2008) provides a detailed description of the PMA Football
League structure using anecdotal accounts of participants’ experiences, stating the
benefits of the programme, but does not discuss any research conducted to support this.
The value of this article is the description of the structure, but the lack of adherence to a
formal research method does not provide valid or reliable findings and hence will not be

discussed in this critique.

The remaining six studies used either mixed methods (Darongkamas, Scott and Taylor,
2011; Dyer & Mills, 2011; Butterly, Brown & Golby, 2006) or quantitative methods when
investigating the football interventions (Fredrich & Mason, 2017; McGale, McArdle &
Gaffney, 2011; Henderson, O’Hara, Thronicroft & Webber, 2014). The complementory
mixed methods approach can be advantageous in triangulating data (Hissong, Lape &
Bailey, 2015). In order to be effective, this approach requires the researcher to have both

gualitative and quantitative skills.

The use of quantitative methods in health-related research addresses aspects of
causality, generalisability and degrees of effect (Fetters, Curry & Creswell, 2013). This
methodology can produce high quality research, such as McGale, McArdle and Gaffney’s
(2011) randomised control trial (RCT) on the BTN programme, which is considered a
high level of evidence (Burns, Rohrich & Chung, 2011). However, there are limitations of
guantitative methodology noted in these studies that may impact results. This includes
the small sample sizes in comparison to the total programme’s population, which is noted
in all studies. Attrition rates are also noted in the studies using a pre-post study design,
such as Fredrick and Mason’s (2017) study, which reported dropping from 72 to 32
participants for the one year follow-up, McGale, McArdle and Gaffney’s (2011) sample
falling from 84 participants in total, to 69 at week 10 and dropping further to 33 at the 8
week follow-up and Henderson, O’Hara, Thornicroft and Webber's (2014) sample
dropping from 196 to 163 participants. Finally, the absence of a control, in all but McGale,
McArdle and Gaffney’s (2011) RCT can limit the impact of the results.

The guantitative measures in both the mixed methods and quantitative approaches vary
in the use of standardised measure and self-designed measures. Those that used
standardised outcome measures focused on areas such as well-being, social capital
(Henderson, O’Hara, Thronicroft & Webber, 2014), quality of life, self-esteem, physical

activity (Fredrich & Mason, 2017), mood and social relationships (McGale, McArdle &
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Gaffney, 2011). No two studies used the same outcome measure, however all had good
reliability and validity, which provides strong evidence-based results. Although self-
designed have the advantage of targeting questions relevant to the programme itself,
they are disadvantaged by the evidence to support their reliability and validity. All three
studies that used self-designed gquestionnaires conducted mixed methods research,
perhaps as a means of more closely comparing the qualitative findings (Darongkamas,
Scott and Taylor, 2011; Dyer & Mills, 2011; Butterly, Brown & Golby, 2006). The self-
designed measure utilised by Darongkamas, Scott and Taylor’'s (2011) posed questions
specific to football and participation in the programme, which provided justification for its
use in this context. The remaining two studies (Dyer & Mills, 2011; Butterly, Brown &
Golby, 2006), however, posed questions related to well-being, physical health, mental
health stigma and participation in sport, with no football specific questions asked. There
was a potential to investigate these areas using existing reliable and valid outcome

measures, which would have produced higher quality results.

2.7.2.2. Cultural Context

The cultural context is an important factor to consider when introducing sport as an
intervention. Sport brings with it a culture of its own; with an identity, routine, social
network, traditions and social horms (Jarvie, 2012). This is embedded and shaped by
other cultures at play, such as the country context and environment in which it is
executed. In the studies identified, English programmes dominate the body of literature
found (Mason & Holt, 2012; Friedrich & Mason, 2017; Friedrich & Mason, 2018a;
Friedrich & Mason, 2018b; Dyer & Mills, 2011; Henderson, Mills, Thronicroft & Webber,
2014; Benkwitz & Healy, 2019; Brawn, Combes & Ellis, 2015; Hynes, 2008;
Darongkamas, Scott & Taylor, 2011; Oldknow & Grant, 2008; Butterly, Adams, Brown &
Golby, 2006; Hargreaves & Pringle, 2019; Magee, Spaaij & Jeanes, 2015). This high
figure is no surprise with the huge popularity of the sport in the country, driven by
championships such as the Premier League (Premier League, 2019). This popularity is
also experienced in Scotland, at a different level, with famous sporting teams Celtic and
Rangers drawing a significant fanbase, as in Ireland as with significant football teams,
such as Dundalk F.C., Cork City F.C. and Shamrock Rovers F.C.. Although all similar
western cultures in close proximity, the intensity and popularity of football may vary
between these areas, creating different cultural norms for the sport (Jarvie, 2012). These
norms may be very different for other cultures, such as Brazil, which has a significantly
different cultural to that of the western countries, may impact the way football is perceived

and engaged in (Benson & Sinnott, 2007).
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The Irish context for football may also differ due to other dominant sports in the Irish
culture, such as the Gaelic Athletic Association (GAA), including hurling and Gaelic
football, which competes with football for the most popular team sports in Ireland (Irish
Sports Monitor, 2018). Football, in most cultural contexts, has the advantage of being a
globally played sport. As such, even in an Irish mental health service context, it is more
likely to appeal to different nationalities that may attend the service as opposed to
national sports, such as GAA.

2.7.2.3. Community-based Settings

With the exception of one inpatient group in Lamont and colleagues’ (2017) study, all
programmes above were run in community-based settings. By having football
programmes in a context external to a clinical setting, participants report having a
different meaning associated with mental interventions they are involved in, hence
reducing mental health stigma that would otherwise be associated with attending these
(McArdle, McGale & Gaffney, 2012). When introducing a mental health intervention in a
community-based setting, it is important that it is accessible for service users, so
proximity is not a barrier to participation. ‘Kickstarting Recovery’ (Moloney and Rohde,
2017) was stated to be based in an urban setting, therefore would have access to
facilities such as public transport, increasing accessibility and reducing barriers for
service users. None of the studies explored in this review were based in a rural setting,

therefore barriers this may present were not explored.

2.7.2.4. Gender

All studies in this review appeared to fall under one of two categories in regards to
gender; either the group was designed for male-only or were open for both genders to
attend but difficulties recruiting females was noted. Over a five-year period, Fredrich and
Mason (2018a) found only 20 out of 329 participants were females in the programme.
This is reflected in other studies, where those that attend the football groups are either
predominantly men (Dyer & Mills, 2011; Lamont, Harris, McDonald, Kerins & Dickens,
2017; Magee, Spaaij & Jeanes, 2015; Hargreaves & Pringle, 2019; Butterly, Adams,
Brown & Golby, 2006; Hynes, 2008; Benkwitz & Healy, 2019; Brawn, Combes & Ellis,
2015; Henderson, O’Hara, Thorincroft & Webber; Friedrich & Mason, 2018a) or did not
include females in the recruitment process to the programmes (McGale, McArdle &
Gaffney, 2011; McArdle, McGale & Gaffney, 2012; Moloney & Rohode, 2017,
Darongkamas, Scott & Taylor, 2011; ). Males are identified as a difficult to reach group.
Often their mental health problems are left unsupported or are brought to health

professionals’ attention at a later stage than females (WHO, 2018; Lee & Owens, 2002).
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Using interventions that are deemed as ‘acceptable’ to men was found by Pringle and
Sayer’s (2004) to be a means of improving engagement in services for men. Football
was found to be a socially acceptable and appealing sport for men to engage in (Friedrich
& Mason, 2018a) and non-threatening to their masculinity as there is no mental health
stigma associated with football (McArdle, McGale & Gaffney, 2012). Structural features
that reduced the competitive nature and increased co-operation, such as that of BTN,
was found to reduce pressures of masculinity such as competitiveness and power over
others (McArdle, McGale & Gaffney, 2012). Also, Magee, Spaaij and Jeanes (2015),
highlight that football is also used as a medium to re-integrate those who disconnected

from mental health services.

2.7.2.5. Duration of the Programmes

It is clear to see that there is a wide variance in the structures of the different football
programmes. One such variance is the duration of the programmes. Few studies outlined
the length of a programme they ran, with a number of programmes giving the impression
that they had no restriction on duration. The ‘Kickstarting Recovery’ programme
investigated by Moloney and Rohde (2017) only ran for four session, however it is
acknowledged this was a pilot programme. The three programmes in Magee, Spaaij and
Jeanes’ (2015) study ran twice a week for ten-week blocks, as did BTN (McArdle,
McGale & Gaffney, 2012). There is little discussion or investigation conducted on the
optimal duration of programmes or if the continuous framework is more beneficial.
McArdle, McGale and Gaffney (2012) did find participants wanted longer sessions (55
minutes) and longer programme length (10 weeks), however when the programme did
end, the group developed their own group to continue their involvement. While this is
acknowledged as a success of the programme, it must be acknowledged that the
participants in this programme were not attending a mental health service and were
recruited using posters in the community, hence their mental health challenges may not

be as significant as those in other programmes.

2.7.2.6. Exit Pathways from the Programme

This finding does highlight the issue of exit pathways and what structural elements are
available for participants to move from a service-based group to community-integrated
groups. In McArdle, McGale and Gaffney’s (2012) BTN, the participants self-designed a
group to continue their involvement in football, however this was a spontaneous effort of
the participants and was not a structural element of the programme. Exit pathways were
incorporated into the structure of a number of football interventions for mental health

services. A number of these included workshops from community resources such as
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employment or education advice (Magee, Spaaij & Jeanes, 2015; Benkwitz and Healy,
2019; Fredrich & Mason, 2018 a; Friedrich & Mason, 2018b; Mason & Holt, 2012). Others
used football as a means of building on other skills, such as coaching, refereeing or
photography, which enticed participants to continue into employment or education, thus
advancing skill attainment (Oldknow & Grant, 2008; Dwyer & Mills, 2011; Henderson,
O’Hara, Thronicroft & Webber, 2014). In CTF the occupational therapists discuss and
plan exit routes with participants throughout sessions (Friedrich & Mason, 2017). The
REACT programmes provides a very clear exit pathway with a number of options for
participants once they have completed the programme; they can access various
education centres to enhance the skills they have started to develop, they can join the
training committee or team if appropriate, or they can repeat the programme. This clear
exit plan prevents service users unnecessarily remaining in the programme as no
alternative avenues are provided. A participant of Lamont and colleagues’ (2017) study
makes a valid argument that the purpose of the groups differs for each service user, with
some requiring a programme that provides exit routes, while for others the programme
is “their main activity” which provides a resource to reduce hospital admissions and
improve weight loss. While this is acknowledged, participants may be reluctant to move
beyond the perceived safety of service provided groups into community groups (Lamont,
Harris, McDonald, Kerin & Dickens, 2017). This has been a difficult element to capture,
as the researcher often cannot collect data from those who have already left the
programme (Mason & Holt, 2012; Fredrich & Mason, 2018b).

2.7.2.7. Influence of Professionals Involved in the Programme

As is seen above the professionals involved in the football programme can play a
significant role. Professionals involved include the coaches, mental health staff and
volunteers, however, the role of each varies between programmes. In CTF, the
occupational therapists attend and facilitate the sessions, with a role of monitoring the
physical and mental well-being of participants, in addition to working on personal goals
and planning exist routes from the project and service (Friedrich & Mason, 2017). An
occupational therapist, who is also an ex-professional footballer facilitates the PMA
Football League (Hynes, 2008), providing expertise from both a football and mental
health perspective. In ‘Kickstarting Recovery’ (Moloney & Rohde, 2017) the occupational

therapist’s role was to grade and adapt the sessions.

Butterly, Adams, Brown and Golby (2006) found that a barrier to being active was a lack
of expert advice. In the majority of programmes, professional coaches were used, which

may help overcome this barrier. It was found that their presence not only enhanced the
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football skills education, but also enhanced the self-worth of the participants as they felt
they were important (Pringle & Hargreaves, 2019; McArdle, McGale & Gaffney, 2012).
Moloney and Rohde (2017) found that the professionalism of the Football Association of
Ireland (FAI) coaches provided support and facilitated participation. The BTN coach has
a professional coaching qualification but is only required to have a basic understanding
of CBT (McArdle, McGale & Gaffney, 2012). This role specification highlights the
importance placed on football skills over the mental health intervention.

2.7.2.8. Leagues and External Matches

Throughout the literature on football programmes for mental health services, there is a
conflict on opinion of the use of leagues and external matches against other teams.
Brawn, Combes and WIlis (2015) describe the benefits of the league format as being
motivating for participants to do more to improve their fitness, which they anticipated
would increase their potential of winning the league. Group goals developed for winning
matches can be instrumental to teamwork and a benefit of external matches (Hargreaves
& Pringle, 2019). Hargreaves and Pringle (2019) identified the need for the degree of
challenge to be measured and matched to the group, so that a ‘just right challenge’ was
provided. The need for appropriate intensity was for both the physical activity levels and
the level of competitiveness. When playing leagues with large numbers of people and
more difficult-to-control environments, it can be challenging to meet this ‘just right
challenge’ needs. Two of the three programmes in Magee, Spaaij and Jeanes (2015)
research attended competitive leagues against other football groups for people with
mental health difficulties. They found that the competitive nature of football can lead to
exacerbation of mental health challenges, which led to the decision to remove one of the
groups from the league as expectations of the programme changed and became more

tactics focused.

2.7.2.9. Additional Elements to the Programmes

In addition to the football element, a number of the programmes identified had an
additional element incorporated into the structure of the programme. BTN combined
Cognitive Behavioural Therapy with football (McGale, McArdle & Gaffney, 2011;
McArdle, McGale, Gaffney, 2012), while Imagine Your Goals (IYG) incorporated
coaching and refereeing, made connections with Starbucks for training programmes and
work placements and provided travel passes for the service users to attend the training
sessions, in addition to the football sessions (Dwyer & Mills, 2011; Henderson, O’Hara,
Thronicroft & Webber, 2014). REACT football training academy provide a 40-week basic

training programme including development of football skills, healthy lifestyle promotion,
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first aid and photography skills (Oldknow & Grant, 2008). CTF encourages its footballers
to engage in tournaments, social gatherings and healthy living workshops, in addition to
the weekly football training (Friedrich & Mason, 2017). ‘Think Football’ also incorporates
non-football related workshops such as healthy eating, team-building and information on
local services and supports. They also include an opportunity for informal conversations
about football in a relaxed environment with tea and biscuits after sessions, as did the
BTN programme (McGale, McArdle & Gaffney, 2011) and the ‘Kickstarting Recovery’
programme (Moloney & Rohde, 2017).

2.7.2.10. Social Benefits

The final element, the provision of an opportunity to socialise, supports the findings of a
beneficial social development which was noted in all studies. These social gains included
connecting with others, improving social confidence (Fredrich & Mason, 2018b; Butterly,
Adams, Brown and