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Abstract 22 

This case study outlines the use of Acceptance and Commitment Therapy (ACT; Hayes et al., 23 

1999) with a client struggling with uncomfortable thoughts and emotions concerning his 24 

injury, impacting adherence to his rehabilitation plan. The aims were to increase 25 

psychological flexibility and decrease cognitive fusion to allow for greater adherence to his 26 

rehabilitation plan and support wellbeing. The client engaged in a series of one-on-one 27 

sessions, discussing the tri-flex within ACT through the strategy of “recognise, release, 28 

refocus” (Hansen & Haberl, 2019). The intervention included practice engaging with the 29 

present moment, exploring defusion techniques, clarifying values, and committing to 30 

subsequent values-driven behaviours. The effectiveness of the intervention was assessed by 31 

monitoring psychological flexibility (Bond et al., 2011), cognitive fusion (Gillanders et al., 32 

2014), and feedback from the client’s physiotherapists. The trainee sport and exercise 33 

psychologist then provides reflections on the case.  34 

Keywords: football, injury, acceptance and commitment therapy, psychological flexibility   35 
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Context 43 

Academy football within the UK is highly competitive and middle adolescents have 44 

reported experiencing salient stressors comprising of making errors, team performance, 45 

coaches, selection, contractual stressors, and playing at a higher level (Reeves et al., 2007). 46 

There is therefore potential for an injury to increase the impact of these stressors. One reason 47 

for increased stress could be due to time loss during an injury, with U18 players experiencing 48 

the worst injury burden of all age groups over four years (Materne et al., 2021).  49 

The client, James, was a 17-year-old male and a first-year scholar at a category 1 50 

football academy. James was away from home for the first time and living in academy 51 

lodging sharing a room with one of his teammates. He was training four times a week with 52 

league matches every Saturday. My consulting relationship with James had been developing 53 

for six months before the current case. Our work initially began as a result of coaches and 54 

support staff sharing concerns with me such as “he’s an overthinker”, “he asks too many 55 

questions”, “he takes too long to make decisions on the ball”. I then approached James to ask 56 

if he would be open to sitting down and having a chat one day, to which he agreed. This 57 

conversation led to an initial one-on-one with James, in which he confirmed he would like to 58 

have more psychology sessions. The one-on-one provided James a space to talk through his 59 

thoughts and concerns about life in and out of the academy in line with Acceptance and 60 

Commitment Therapy (ACT; Hayes et al., 1999).  61 

The Practitioner 62 

At the time of the current case, I was in the second year of my Professional Doctorate 63 

training and had been working at a category 1 football academy within the UK for six 64 

months. The aim of my work as a practitioner is to bring individuals closer to their true 65 

selves, in and out of their performance environments, allowing them to live and perform in 66 
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line with what is important to them. The values that guide my work are curiosity, self-67 

awareness, acceptance, and collaboration. I believe the culture and environment I work 68 

within can shape and support psychological change, meaning I work closely with staff 69 

members to embed psychology. I use a holistic approach as I do not believe the person and 70 

performer can be separated. Therefore, I will support individuals across all aspects of their 71 

life if my competencies allow. Finally, I believe thoughts are mental events that should not be 72 

changed or removed. Instead, I take the perspective that it is part of the human condition to 73 

experience uncomfortable thoughts and feelings. Acceptance of uncomfortable mental events 74 

in pursuit of a fulfilling life, and engaging with values-driven behaviours, reflects the third 75 

wave approach ACT (Hayes et al., 1999).  ACT takes me towards a certainist approach, 76 

meaning interventions are prescribed to support the presenting problem (Keegan, 2015) with 77 

an emphasis on theory and evidence-based practice (Eubank, 2016). However, I shift along 78 

the certainist and construalist continuum depending on the client’s needs, believing that work 79 

should be collaborative. 80 

The Case 81 

As James was breaking into the starting line-up, he began to experience pain in his 82 

lower back. The pain would reduce with rest but remerge on return to sport. This fluctuation 83 

in pain meant the injury went undiagnosed for some time and James was in and out of 84 

training depending on his perceived level of pain. James believed the pain was problematic 85 

and he became increasingly frustrated with a lack of diagnosis. In time, James was able to get 86 

an MRI scan to diagnose a partial pars stress fracture in his lower back due to overuse. With 87 

this specific injury, pain is typically worse when active and subsides during rest, potentially 88 

slowing down the diagnosis process.  89 

The Practitioner-Athlete Relationship 90 
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The work James and I had done previously supported this intervention and the 91 

therapeutic relationship as we had built rapport and trust over six months. Research shows the 92 

therapeutic relationship to be integral to the success of an intervention. Sharp et al. (2015) 93 

indicated that rapport, respect, trust, partnership, and a positive impact on the client are key 94 

ingredients to a successful consulting relationship. Due to our previous consultancy 95 

relationship, James was open to continuing one-on-one support to focus on his injury 96 

rehabilitation. James was keen to continue working with his thoughts and emotions using an 97 

ACT approach. The academy and practitioner used an open confidentiality agreement in this 98 

case. Meaning I always asked James whether there was anything he wanted to remain 99 

confidential. 100 

Needs Analysis & Case Formulation 101 

The needs analysis for the current presenting problem utilised several means: formal 102 

and informal conversations with James, informal conversations with physiotherapists and 103 

coaches, drawing on past knowledge from my work with James in the previous months, and 104 

psychometric assessments. After James’ diagnosis, I had multiple informal conversations 105 

with staff members. I asked questions such as “how has James seemed lately?” and “how has 106 

he been managing?”. Physiotherapists disclosed concerns that James had not experienced any 107 

serious injuries before, only taking a few weeks out in the past due to an ankle injury. They 108 

were highly cognisant of how James would respond to this injury and the potential for 109 

prolonged time off the pitch. They knew, however, that James was very hardworking and 110 

would buy in to the rehabilitation programme. Despite these characteristics, later 111 

conversations highlighted James was struggling to adhere to his rehabilitation plan, 112 

potentially due to his pain reducing with rest and meant he was overtraining in the gym. 113 
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The triangulation process was integral here, as James’ support system had the most 114 

contact time with him, with my role at the academy being part-time. Moreover, this process 115 

helped me to gather multiple viewpoints and opinions from staff observations on the pitch, in 116 

the gym, and around the academy day-to-day. Arguably, providing a more complete picture 117 

of James’ situation (Thelwell & Maynard, 2002). After triangulating with James’ support 118 

system (such as his coaches, physiotherapists, and strength and conditioning coaches) and 119 

discussing the case with my supervisor, I arranged a one-on-one with James. 120 

In this one-on-one, James expressed he was keen to engage with sport psychology 121 

support for his injury. Suggesting James was either at the contemplation or preparation stage 122 

in terms of his readiness to change (Prochaska, 1995). As our work changed from 123 

performance enhancement to injury management, a reanalysis of the consultancy work 124 

occurred. James said his initial reaction to the injury was difficult as he entered the unknown 125 

with no clear diagnosis. James was concerned that he only had two years to prove himself on 126 

his scholarship to gain a professional contract. A late diagnosis was losing him precious time 127 

as his peers progressed towards the hopes of a contract and he did not. Late diagnosis led to 128 

frustration for James and a lack of trust in the physiotherapy team as it took a month to 129 

diagnose the injury. This experience is common for athletes experiencing an injury, who 130 

report having thoughts that question the rehabilitation process and experience feelings of 131 

frustration as part of their reaction to rehabilitation (Clement et al., 2015). As rest meant the 132 

pain subsided, James would reengage with exercise without the physiotherapist’s permission. 133 

James was therefore doing more than he was capable of at the time of the injury despite the 134 

reduction in pain (reported by the physiotherapy staff), jeopardising his rehabilitation 135 

programme. When I discussed potential overtraining with James in a one-on-one session, he 136 

said he would do more than stated in his rehabilitation programme due to “boredom” and not 137 
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wanting to fall behind his teammates. From my previous work with James, I was aware of his 138 

rigidity towards thoughts of wanting to be the best and working harder than everyone else. 139 

As this case was my first time creating an intervention for an injured athlete, I took time 140 

to understand how my philosophy and experience would support James’ needs. Here I 141 

explored research on the use of ACT and the impact of increased psychological flexibility on 142 

injury cases (e.g., DeGaetano et al., 2016; Mahoney et al., 2011) to understand how an ACT 143 

approach could support James’ needs. Further, I reflected on how I could implement aspects 144 

from a client-led approach (e.g., exploring James’ perspective, allowing James to have his 145 

say on the intervention) whilst applying techniques in a more practitioner-led manner (e.g., 146 

suggesting defusion techniques and approaches to mindfulness). After discussing the 147 

presenting problem with James and gaining views of those working closely with him (e.g., 148 

physiotherapist, coaches) to gather information for the needs analysis, I was able to build a 149 

hypothesis for the case (Bickley et al., 2016). In a similar manner to Bickley et al. (2016), I 150 

hypothesised that James was fused with a control agenda that he must “work the hardest to be 151 

the best.” This causal relational frame may be leading to unworkable behaviours, such as 152 

doubling the number of repetitions indicated on the rehabilitation plan, making his injury 153 

worse. Deviation from his rehabilitation programme was amplified by his lack of trust 154 

towards the physiotherapy staff with thoughts of “what if they’re not right?” and feelings of 155 

boredom due to not training. 156 

Psychometric Assessments 157 

To assess the appropriateness of ACT, psychological flexibility was measured using the 158 

Acceptance and Action Questionnaire-2 (AAQ-II; Bond et al., 2011) and the Cognitive 159 

Fusion Questionnaire (CFQ; Gillanders et al., 2014). Psychological flexibility can be defined 160 

as “the ability to contact the present moment more fully as a conscious human being, and to 161 
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change or persist in behaviour such that one continues to behave in a way that is consistent 162 

with their pre-established and identified values.” (Hayes et al., 1996). Both the AAQ-II 163 

(DeGaetano & McCarthy, 2014) and CFQ (Kowalski & Crocker, 2001) have been used 164 

within an injury context in sport, providing relevance for their use within this case. Further, 165 

the level of psychological flexibility as reported by the AAQ-II has significantly predicted 166 

engagement and adherence to a rehabilitation model (DeGaetano & McCarthy, 2014). 167 

Importantly, this approach was congruent with the practitioner’s philosophy of practice. 168 

On the AAQ-II James scored 20 out of a possible 49, with a score of 0 indicating low 169 

experiential avoidance and high psychological flexibility, and a score of 49 indicating high 170 

experiential avoidance and low psychological flexibility. A statement James marked as 171 

frequently true on the questionnaire was “Worries get in the way of my success.” The AAQ-172 

II was not developed as a tool to identify clinical disorders, however, cut off points associated 173 

with certain disorders have been identified, with scores around 24 and 28 associated with 174 

depression and anxiety (Bond et al., 2011). Though outside of the practitioner’s scope of 175 

competency, these scores may mean James was not experiencing ill mental health and was 176 

not a case for referral, but the score may be high enough for work on psychological flexibility 177 

to be beneficial.  178 

James scored 27 out of a possible 49 on the CFQ, with a score of 0 indicating low 179 

cognitive fusion and a score of 49 indicating high cognitive fusion. When testing the CFQ, 180 

research showed a decrease in CFQ scoring from 28.10 to 24.98 after an ACT intervention 181 

(Gillanders et al., 2014). As the initial score was similar to James’, targeting defusion 182 

techniques could benefit his current struggles with thoughts and emotions relating to his 183 

injury.  Additionally, Gillanders et al. (2014) reported a mean score of 22.28 on the CFQ for 184 

the work stress sample and a score of 34.31 for the mixed mental health sample. These scores 185 
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may suggest that James was not experiencing clinical issues but may have been experiencing 186 

some struggles with cognitive fusion.  187 

It is important to note, the trainee sport psychologist was mentored by the head sport 188 

psychologist at the academy in question throughout the case. Based on our observations, 189 

triangulation, and assessment measures the case was not deemed in need of referral. On 190 

reflection, the input from a clinical psychologist could have been a valuable learning 191 

experience for the trainee sport psychologist to explore the potential use of a clinical 192 

psychologist where symptoms of a clinical case may be present (Brown & Cogan, 2006).  193 

Case Formulation 194 

From the findings throughout my needs analysis, I planned to increase psychological 195 

flexibility through an ACT approach due to James’ unworkable behaviours (i.e., lack of 196 

adherence to his rehabilitation plan) and cognitive fusion. James also stated he was keen to 197 

continue using ACT, which we had used in previous consultations.  198 

ACT is a heavily behavioural approach but is based on the analysis of human cognition 199 

using Relational Frame Theory (Hayes et al., 2001). Simplistically, Relational Frame Theory 200 

posits that human language and cognition are dependent on relational frames. For example, a 201 

child may have a relational frame for a bird (i.e., flying animals with feathers, wings, and 202 

beaks) and may see a bird they have never seen before but still be able to identify it as a bird 203 

due to their relational frame. Humans can create abstract relational frames by relating various 204 

objects or events in arbitrary ways which do not necessarily relate formally (Hayes, 2004). 205 

The language that we use, based on our relational frames, can at times become unworkable. 206 

For example, an athlete who has grown up with a coach that shouts at them when they make a 207 

mistake may lead to the athlete feeling they are to blame for the shouting and then believe 208 

they are “bad” or “not good enough”. Patterns of thoughts and behaviours can then develop 209 
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based on the relational frames we build (e.g., “I’m never going to get a contract, I’m not good 210 

enough”). As we develop these relational frames, we begin to see the world through them and 211 

can struggle to see thoughts as separate to our self. ACT and RFT and not trying to find 212 

objective truth, but instead to recognise that we are not our thoughts and beliefs.  213 

To help people see past their relational frames and increase psychological flexibility, 214 

ACT moves through six key processes in any given order. These include contact the present 215 

moment, acceptance of difficult cognitive events, cognitive defusion, self as context, 216 

committed action, and values identification (Hayes et al., 2004). James’ belief that he has to 217 

“work the hardest to be the best” and that “everyone will get better” than him meaning he 218 

“might miss out on a contract” may indicate that he is seeing the world through certain 219 

relational frames which are becoming unworkable in the current context (i.e., adhering to his 220 

rehabilitation programme). An increase in psychological flexibility could create an 221 

acceptance of the injury and uncomfortable thoughts and emotions. Acceptance of these 222 

mental events could help James engage in workable, values-driven behaviours to support his 223 

recovery and wellbeing and suggests an ACT approach could be viable for this intervention. 224 

As mentioned previously, research shows higher levels of psychological flexibility to 225 

improve adherence and engagement to rehabilitation (DeGaetano et al., 2016). Further, 226 

research shows ACT-based interventions have the potential to educate injured athletes about 227 

how to face challenges during recovery and commit to their rehabilitation programmes 228 

(Mahoney et al., 2011), both of which are integral to the current case. Finally, research shows 229 

the use of mindfulness and acceptance approaches to reduce experiential avoidance of 230 

difficult states (Gallagher & Gardner, 2007). Another indicator that ACT could be suited for 231 

the intervention was James showing signs of experiential avoidance through overtraining, 232 

paradoxically hindering his rehabilitation. 233 
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Therefore, the goal that James and I identified was to find an acceptance of his injury 234 

and the rehabilitation process to allow him to struggle less with difficult thoughts and feelings 235 

(e.g., frustration, boredom, lack of trust), engage in other activities to enhance his wellbeing 236 

and performance, and adhere to his rehabilitation programme. At the end of the intervention, 237 

when the trainee sport psychologist, the client, and the physiotherapists saw signs of 238 

improvement, the CFQ and AAQ-II measurements were repeated. Additionally, progress 239 

throughout the intervention was monitored through adherence to values-driven behaviours 240 

and in-depth one-on-one discussions with the client and staff.  241 

Intervention Planning 242 

The intervention was planned to be flexible for James’ schedule, meaning we decided 243 

at the start of each week whether we would have a formal one-on-one or just an informal 244 

catch up in the treatment room or gym. At the beginning of James’ injury, we were meeting 245 

for a one-on-one once a week, with informal check-ins in between. As James became more 246 

confident in using the intervention activities formal one-on-ones became less frequent, and 247 

were arranged every two or three weeks based on how he was progressing. The decisions of 248 

when to meet were dictated by James, though I would provide suggestions from my 249 

experience about what would be likely to have the most impact (e.g., meeting regularly at the 250 

beginning of the intervention).  251 

The therapeutic relationship was collaborative and was outlined to James when we 252 

began working together six months prior. The collaborative nature meant that James was able 253 

to have the final say on aspects such as activities, the intervention direction, and when we 254 

met. I would provide suggestions about what might work if he did not know where to begin, 255 

but this was not the final say.  256 

Intervention Delivery 257 



ACT-ING ON INJURY 

Functional Analysis 258 

An adaptation of the ACT Matrix (Polk & Schoendorff, 2014) called The Sport Lifeline 259 

(Dahl et al., 2009) was used as a conceptual framework to guide both James and me through 260 

the rehabilitation process and support psychological flexibility (Figure 1). We completed the 261 

Sport Lifeline collaboratively to bring awareness and understanding to behavioural responses 262 

in specific situations, which has been suggested to facilitate behaviour change (Polk & 263 

Schoendorff, 2014).  Values-driven behaviours are developed through values identification 264 

and committed action. Here, behavioural goals were set in line with the client’s values and 265 

the acceptance that, in the pursuit of personal values, uncomfortable thoughts and feelings 266 

Figure 1  267 

The Sport Lifeline 268 

 269 
Note: Green boxes on the left relate to the values-driven path; red boxes on the bottom right relate to the 270 
avoidance driven path; black boxes in the top right provide context for the difficult situation, which is located at 271 
a “crossroads” where the client chooses what actions to engage with (values-driven or avoidance-driven).  272 

may arise. Prior to James’ injury, we identified his values using a values card sort. Here, he 273 

sorted his values into three piles: not important, somewhat important, and very important. His 274 
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core values were identified as integrity, learning, family, and fulfillment. These values were 275 

used within the Sport Lifeline and acted as his purpose for committed action throughout the 276 

consultancy and were drawn on for the creation of his gameplan. James’ gameplan was to: 277 

“To complete my rehab plan with integrity. To accept my injury and the difficult experience 278 

that comes with it by using my helpers. To view my injury as time to pursue my values such 279 

as spending time with my family.”. The gameplan was then aligned with specific actions for 280 

the client to commit to. Including learning to use helpers to defuse difficult thoughts and 281 

feelings, adherence to the rehabilitation programme, and finding other areas to develop in 282 

(e.g., nutrition, analysis, education). These elements were to encourage the client to change 283 

their agenda from avoidance to one of defusion and acceptance. Additionally, understanding 284 

behavioural goals is integral for ACT as it is a behavioural therapy (Harris, 2018) and often 285 

clients can set emotional goals, focusing on the thoughts and feelings they want to avoid.  286 

The Sport Lifeline also outlined the thoughts and feelings James was experiencing as a 287 

result of being injured and entering the rehabilitation process. For example “I’m missing 288 

opportunities to play”, and “Everyone else will get better than me”, with feelings of boredom, 289 

frustration, and isolation. Values-driven and avoidance-driven paths were then explored 290 

further with James, which identified the short-term and long-term consequences associated 291 

with both. This process allowed him to see that, by engaging with values-driven behaviours, 292 

he could experience more beneficial long-term rewards such as a quicker rehabilitation 293 

process and connection with teammates.  294 

Creative Hopelessness 295 

ACT increases awareness of the emotional control agenda through creative 296 

hopelessness where the individual opens up to the reality that avoiding or controlling 297 

difficult, painful, or unpleasant internal events get in the way of living a fulfilling life (Hayes 298 



ACT-ING ON INJURY 

et al., 2001). Experiential avoidance is the attempt to escape or avoid, suppress, or replace 299 

private events (thoughts, feelings, physical sensations), even when doing so reduces 300 

psychological harm (Hayes et al., 1996). Experiential avoidance can lead to various 301 

psychopathologies, increased stress, and arousal, which can lead to more self-focused 302 

avoidance strategies (Hayes et al., 2004). Exploring experiential avoidance was necessary for 303 

James’ case as he was fused with his control agenda, that the harder he worked and the more 304 

rehab he did the quicker he would recover and thoughts of not progressing would lessen. I 305 

wanted to help him recognise that his attempts to escape difficult thoughts and feelings 306 

through experiential avoidance do not lead to better outcomes, but instead short-term rewards 307 

and long-term consequences as shown in the Sport Lifeline.  308 

To begin, I helped James to understand that trying to control his unwanted thoughts and 309 

emotions through experiential avoidance can lead to unworkable behaviours and poor long-310 

term consequences as indicated through the Sport Lifeline. I explained the control agenda to 311 

James using the quicksand metaphor. If we stop struggling against the quicksand, we set 312 

ourselves free. The more we struggle in the quicksand, the further we sink. The same can be 313 

said for our thoughts and feelings. If we stop the struggle, we gain more space to act in line 314 

with what is important to us. Discussing this metaphor allowed James to see he is doing 315 

something (e.g., overtraining) and it is not working (e.g., not recovering as quickly as 316 

intended, isolated from the team), increasing the client’s need for an alternative solution and 317 

to help their engagement with the consultancy process. To support James with the acceptance 318 

that avoiding difficult experiences can take him further away from his values and behavioural 319 

goals, we explored what technique would suit him best.  320 

Exploration of Techniques 321 
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There were a few weeks of back and forth with the client as we worked together to 322 

find a technique that worked for him. For example, we initially explored mindful meditation 323 

at the request of the client, however, he quickly found meditation was difficult to engage with 324 

whilst sharing a room with a teammate and requested to change the exercise. After 325 

discussions with James, we decided to replace mindful meditation with the 3R’s process 326 

(recognise, release, refocus; Hansen & Haberl, 2019). The 3R’s were instead a quick process 327 

he could use without drawing attention to himself in the academy lodging as the 3R’s do not 328 

require formally sitting down and practicing a guided meditation but can be done by going 329 

through the three steps internally. Moreover, he could utilise the 3R’s in his rehab sessions 330 

and in the gym to allow for better integration into his day-to-day life and when difficult 331 

situations may be most likely to arise (e.g., urges to deviate from his rehabilitation plan, 332 

concerns about not training like his teammates).   333 

Recognise, Release, Refocus 334 

The 3R’s process (Hansen & Haberl, 2019) was used with James throughout the 335 

intervention in various ways whilst linking back to the work of the Sport Lifeline. James had 336 

been introduced to ACT in our previous work together which was done using the paper 337 

exercise. Here the client is asked to write their uncomfortable thoughts down on a piece of 338 

paper and to hold that piece of paper close to their face. The client is then asked questions 339 

such as “what can you see?”, “could you play your best football like this?”, “could you hug 340 

your friend?”. The client realises all they can see is their unwanted thoughts and they are not 341 

able to engage with life as they wish to. The client is then asked to slowly lower the paper 342 

and place it on their knee before being asked the same questions. The client can then see the 343 

world more clearly and engage with their valued behaviours. It is important to recognise the 344 

thoughts and feelings are still there, they have not gone away, but now there is more space to 345 
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engage with life and values-driven behaviours. The paper exercise introduces the notion of 346 

acceptance, which crucially replaces experiential avoidance (Hayes & Wilson, 1994). 347 

Various metaphors were also used during this time to generate discussion about the 348 

ACT approach. For example, the blue sky metaphor was used. Here, the clouds in the sky are 349 

the thoughts and emotions and the blue sky is our mind. Clouds may be white and fluffy or 350 

black and stormy (e.g., “What if I don’t get a contract?”, “I’m not good enough”), but they 351 

will all come and go in their own time. Crucially, when there are lots of black clouds around, 352 

which represent unwanted thoughts and emotions, the blue sky is still there unchanging in the 353 

background. This metaphor lay the foundation for how thoughts and emotions can be viewed 354 

from a radically different point of view and simplified the concept of self-as-context, in that 355 

we are the surface on which thoughts and emotions arise. 356 

What was new for James here, was exploring the ACT model in an applicable, concise 357 

way using the 3R’s: ‘Recognise’, recognise any thoughts, feelings, and sensations accept 358 

these and observe them as they arise; ‘Release’ take a deep breath and name the thought or 359 

feeling, when you exhale release the thought and feeling with it; and ‘Refocus’, create contact 360 

with your values and gameplan, make a decision to move towards your values and accept the 361 

short term discomfort of the situation for the long-term rewards. This process is reflective of 362 

the ACT Triflex (be present, open up, do what matters; Harris, 2009) and allows the client to 363 

anchor themselves in the present moment, recognise any uncomfortable thoughts or 364 

emotions, and defuse from them before committing to their values-driven path.  365 

James decided to practice this process during his rehab in the gym and at home, 366 

recognising any uncomfortable thoughts that may arise. For example, in the gym when 367 

thoughts such as “I need to do more”, or “I’m not tired yet, I can keep going” arise, instead of 368 

pushing himself further he would engage with his values-driven actions such as adhering to 369 
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the rehabilitation plan or going to talk to a teammate. Outside of the gym, when James had a 370 

lot of free time he would recognise when he felt bored and commit to a values-driven 371 

behaviour such as going to the nutritionist for extra support or spending more time on 372 

education to support his values of learning and fulfillment.  373 

Reinforcing the Techniques 374 

I reinforced the 3R’s process and commitment to values-driven behaviours throughout 375 

the consultancy through various issues that arose for the client. Including feelings of 376 

uncertainty and lack of trust regarding the rehabilitation process, trouble sleeping, and issues 377 

with teammates.  378 

As the diagnosis of James’ injury took longer than expected, he experienced fusion 379 

with thoughts concerning the physiotherapists and his time off the pitch. To explore James’ 380 

fusion, he wrote his thoughts on separate post-it notes and laid them out on a table. Some of 381 

these thoughts included “everyone else will get better than me,” “what if I don’t fully 382 

recover?” “what if the rehab doesn’t work?”, “I was just starting to get picked for the team”. 383 

He also experienced feelings such as “loneliness” due to not being able to train and having a 384 

separate gym programme to his teammates, “boredom” due to the repetitiveness of his 385 

rehabilitation programme and having few other activities to engage with, and “frustration” as 386 

he was not able to engage with what he loves (e.g., football, working out in the gym). I then 387 

reinforced the 3R’s process in relation to James’ current situation, by bringing an awareness 388 

and acceptance to these thoughts and feelings. 389 

James was experiencing issues falling asleep due to nighttime tension caused by 390 

ruminating thoughts. James’ rumination was often related to his family members and a 391 

concern for their health during the initial outbreak of COVID-19. Due to the holistic nature of 392 

ACT, the 3R’s process transferred to James’ struggle detaching from uncomfortable thoughts 393 
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and feelings relating to his family members. With time, James reported that he found the 394 

process beneficial and it helped him create space from his thoughts, allowing him to fall 395 

asleep more easily. Suggesting that nighttime tension was decreased for James after using the 396 

techniques provided.  397 

Another wellbeing issue arose, with James discussing feelings of loneliness and 398 

isolation from not being able to train alongside his teammates. We explored James’ 399 

experience using the 3R’s and discussed actions he could take that were in line with his 400 

values to help him feel more connected with his teammates (e.g., attending training sessions, 401 

socialising with his teammates in the academy lodging). Furthermore, James felt he was 402 

being treated differently by some of his teammates, and felt because of his goodhearted 403 

nature he was being taken advantage of by some of his teammates who were making him do 404 

extra jobs. We carried out a control circle exercise to explore what James had control over 405 

and what were uncontrollable external events. In this exercise, I drew one central circle 406 

labelled “within my control” and another larger circle surrounding it labelled “outside of my 407 

control”. James then categorised the issues above into these circles. For example, the way 408 

others treated him was largely outside of his control, whereas his engagement with his friends 409 

at the academy and attendance of training sessions was within his control. Clarifying it is not 410 

within his control to change the behaviours of others, but he does have full control of how he 411 

behaves and responds to difficult situations. James had some annoyances when confronting 412 

his lack of control, as he saw being treated poorly by others as “unfair”. Since integrity was 413 

one of his core values, this was particularly pertinent for James. We discussed the acceptance 414 

of these difficult situations in pursuit of his values, which allowed him to let go of struggling 415 

against what he could not change. We then outlined actions he could take that did not 416 

contradict his values rather than fighting back against his teammates. 417 
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These experiences may suggest that teachings from ACT can  support athletes in and 418 

out of their performance environment for a variety of wellbeing issues (e.g., sleep, injury 419 

rehabilitation, relationships). Additionally, if this process is repeated with the athlete they 420 

may start to understand how to apply it independently, an important indicator of success in 421 

sport psychology practice (Sharp et al., 2014).  422 

On reflection, potential depressive symptoms (i.e., loneliness, trouble sleeping) were 423 

present. I discussed these situations with the head of sport psychology at the academy and 424 

was supported in the decision that a referral was not necessary, however, it would have been 425 

beneficial to discuss the case further with a clinical psychologist. This is a critical reflection 426 

and learning, as further evaluation should occur if symptoms are present (Brown & Cogan, 427 

2006). Moving forward, this has been an integral learning that I have taken into my practice.   428 

Recognising Progress  429 

James began to find a place of acceptance with the diagnosis and was able to create 430 

space using the 3R’s which allowed him to engage with what was important to him. When he 431 

reported he was feeling a change in his thinking, supported by informal corridor discussions 432 

with the physiotherapists about his adherence to the rehabilitation plan, I decided to revisit 433 

the psychometric assessments completed at the beginning of the consultancy.  434 

Monitoring of Work  435 

Psychometrics  436 

For the AAIQ (Bond et al., 2011), James saw a reduction from 20 to 12 out of 49, 437 

suggesting a positive increase in psychological flexibility. Furthermore, James’ CFQ reduced 438 

from 26 to 18 suggesting a successful reduction in cognitive fusion. As stated previously, 439 

when assessing the CFQ, research showed a decrease in CFQ scoring from 28.10 to 24.98 440 
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after an ACT intervention (Gillanders et al., 2014), providing support for the success of the 441 

current intervention.  442 

Values-Driven Behaviours  443 

Values-driven behaviours were tracked informally through updates from the client, 444 

physiotherapists, and other support staff at the academy. The client indicated he was 445 

engaging with extra work from education. For example, reading, which I often saw him doing 446 

in the rehab room, and engaging with a refined nutrition plan. The physiotherapists indicated 447 

James adherence to his rehabilitation plan had improved, particularly during the four-week 448 

shutdown from exercise. Furthermore, James’ coaches said he had been to see them more 449 

regularly to discuss clips and individual learning objectives. 450 

Evaluation & Reflections 451 

Impact of Intervention 452 

The goal of this intervention was to increase the client’s adherence to his rehabilitation 453 

plan by reducing cognitive fusion and increasing psychological flexibility. An increase in 454 

psychological flexibility was evident through psychometric assessments to measure cognitive 455 

fusion and psychological flexibility, as well as feedback from the client and academy staff 456 

about James’ adherence to rehabilitation and other values-driven behaviours. The 457 

intervention indicated transference of the 3R’s applied for rehabilitation adherence to other 458 

holistic and wellbeing issues in and out of sport.  459 

End of Work During COVID-19  460 

After James’ first six weeks of the injury and minimal exercise, he got rescanned. 461 

Unfortunately, a full fracture was identified in his back which may never heal. Due to this, 462 

James was instructed to do no exercise and to allow it to rest for another six weeks. James 463 
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was given the option to stay home during this time, which he agreed to for one week to see 464 

how he progressed. With James staying at home, it was difficult for us to have contact time, 465 

but we agreed to meet up when he was next in the academy. More difficulty arose as the 466 

COVID-19 outbreak saw the academy close. As a furlough scheme was implemented I was 467 

not allowed any contact with James. I found this lack of contact very frustrating as the 468 

decision was not within my control. I was concerned about letting my clients at the academy 469 

down and leaving them with no support. With a regular meditation practice myself and 470 

engaging personally with teachings from ACT, I took time to sit with my uncomfortable 471 

thoughts and feelings before redirecting energy into what I could control in line with my 472 

values (e.g., kindness, flexibility, acceptance). 473 

Preparing for Furlough 474 

When I had accepted this situation, I explored how I could be flexible around the 475 

unknowns of COVID-19 and still support James without any contact. Before being placed on 476 

furlough, I provided James with his own values-driven behaviours worksheet to allow him to 477 

keep on track of his behaviours as it would be easy for him to revert to overworking himself, 478 

especially since he previously struggled with feelings of “boredom” and “frustration.” I did 479 

not refer James to another psychologist, though I ensured he knew he could gain support from 480 

the head of sport science who was one of the three staff members not placed on furlough. 481 

Additionally, all academy players received a document outlining how to manage their mental 482 

wellbeing during the lockdown. This document included strategies for managing mental and 483 

emotional wellbeing (e.g., avoid news that increases stress and anxiety, stay connected, 484 

establish a routine but with some variety, exercise when you can) and were pointed towards 485 

support available outside of the academy (e.g., mind mental health charity) and wellbeing 486 

apps (e.g., Headspace). 487 
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COVID-19’s Impact on Consultancy Termination 488 

Due to the previous success in reducing cognitive fusion and increasing psychological 489 

flexibility, I hope James will be able to continue to use the techniques we discussed 490 

independently away from the academy. If future work is necessary when returning after the 491 

pandemic, a focus may be on supporting James in his return to training and transferring the 492 

teachings of ACT onto the pitch. For example, discussing performance values and what 493 

behaviours James would like to commit to on the pitch. However, it is important to note that 494 

the pause caused by the pandemic may lead to changes in the case, such as lack of progress in 495 

rehabilitation and ACT skills. It will be important to review James’ case on return to the 496 

academy.   497 

Conclusions and Future Work 498 

Lessons learned during this process include the importance of collaboration with the 499 

physiotherapy staff. Within a multidisciplinary team, this allows for better information 500 

sharing to support the athlete during the consultancy process (Bickley et al., 2016). One 501 

weakness of the case is the disconnect between intervention and functional analysis 502 

movement changes. For example, regularly scoring James on his engagement with the values-503 

driven path, avoidance driven path, and use of helpers alongside his perceived level of 504 

adherence to his rehabilitation plan. A greater focus on functional change could have 505 

provided a stronger connection between the psychological intervention and the rehabilitation 506 

process and should be considered in future cases.  507 

Another lesson within my practice is to not be afraid to test a technique and change it if 508 

it does not suit the client. Careful monitoring and collaboration with the client could help to 509 

dictate the direction that the consultancy moves in and is a vital part of my philosophy. 510 

Highlighting that applied practice is not always linear. For example, changes in pre-existing 511 
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interventions due to a shift in context or an unsuccessful technique (e.g., mindfulness in 512 

action instead of meditation). The lack of a linear path may be due to me being a neophyte 513 

practitioner at the time of the case. However, some of these factors, such as a shift in context, 514 

will always be outside of the practitioner’s control. This lesson reinforces the importance of 515 

being a flexible practitioner (Fifer et al., 2008).  516 

Though I formulated using ACT, other approaches may have been impactful as there 517 

was resistance to the application of ACT at times. For example, when James expressed the 518 

challenge of accepting certain uncomfortable experiences an approach that changes thoughts 519 

and beliefs, such as rational emotive behaviour therapy (Morris et al., 2017), may have been 520 

impactful. If this was deemed suitable, the client would have required referral to a 521 

practitioner with such approaches in alignment with their philosophy. A person-centred 522 

humanistic approach (Szabo & Kennedy, 2021) may have also been suitable. In some of my 523 

one-to-ones with James, he said he “just wanted to talk”. I would create the space for James 524 

to talk, however a purer person-centred approach may have been effective in supporting 525 

James. 526 
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