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Abstract 

Background: Swimming is a popular and accessible recreational activity and competitive sport 

in New Zealand.  It is also the foundation of many other recreational activities and sports based 

in, on, and around water. Due to the high level of training that competitive swimmers partake in, 

the current literature discusses the injuries that may occur from swimming including swimmers’ 

shoulder, swimmers’ knee, and back pain. Rehabilitation of swimming injuries is paramount to 

helping swimmers returning to full training and competing capabilities.   

Aim: To investigate the perception of swimming coaches regarding swimming injuries and their 

self-reported actions towards injury management in swimming. 

Method: Five swim coaches from New Zealand were recruited to take part in a series of one-to-

one interviews.  These interviews were then recorded and transcribed. The qualitative approach 

of interpretive description was used to analyse the data and find key themes from the data. 

 Results: Three key themes were identified from this study 1) coaches’ perceptions of injuries, 2) 

self -reported actions, 3) communication with health care providers. The participants perception 

of injuries in swimming mainly focused on an event occurring out of the water, that would then 

be further aggravated and cause issue for the swimmer when training.  There was little 

perception of injuries occurring directly because of swimming.  The participants discussed good 

management strategies that are in line with guidelines to managing injured athletes.  Their 

actions reported decreasing the frequency and intensity of training sessions, while monitoring the 

strength and fitness of a swimmer returning to full training. The coaches did not communicate 

with health care providers directly very often and were more often informed of injuries and 

rehabilitation progress through the swimmer. 

Keywords: Swimming, overuse injury, Swimming injury, coaches’ perception, coach – athlete 

relationship, injury management. 
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Chapter One 

Introduction 

This thesis investigates the perceptions of swimming coaches regarding injuries in swimming 

and their self-reported actions when injuries occur in their athletes. A unique aspect of being an 

athlete is that musculoskeletal pain can be a sign of adaptation where the body is becoming fitter 

and stronger, or it could be a sign of injury. The coaches’ perceptions of injuries and how they 

manage injuries is the focus of this study.  

Sports medicine has evolved into a multidisciplinary field where the study, diagnosis, and 

management of injuries can include doctors and manual therapists.   Health care practitioners 

who have an interest in sporting injuries can all play a role in the prevention, treatment, and 

management of athletic injuries and help facilitate an athlete to return to competition 

performance after injury. (Magee, Quillen, & Zachazewski, 1996) 

Chapter one introduces the project aim and the sport of swimming. It examines why swimming is 

a popular sport in New Zealand and covers aspects of competitive swimming, including the 

governing bodies for both New Zealand and international competitions. This information is 

discussed to give the reader an understanding of the principal features of competitive swimming.  

Project aim 

The aim of this study was to investigate: 

 The perceptions of swimming coaches on injuries in swimming, and their self-reported

actions towards injury management and prevention.
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Background 

This section investigates the swimming culture in New Zealand and how this leads to it being a 

popular sport both recreationally and competitively.  It discusses the organisation and structure 

of competitive swimming and introduces the levels of coaches and swimmers as defined by 

Swimming New Zealand.  

Swimming culture in New Zealand 

Geographically, the most ‘inland’ place in New Zealand is 128km from the coastline.  Therefore, 

New Zealanders can conveniently reach a swimmable body of water within two hours travel and 

this geography affords an affinity with the water for many New Zealanders. This drives 

participation in aquatic sports and underlines why swimming is a popular recreational activity 

and competitive sport in New Zealand. 

Popular aquatic activities include surfing, surf lifesaving, sailing, and kayaking, all of which are 

sports where New Zealand has performed highly in both national and international events. 

Competitively, New Zealand has a long history of international success in competitive 

swimming including World Championships, Commonwealth Games, and the Olympic Games.  

Overall, New Zealand holds 7 Olympic swimming medals and 84 commonwealth swimming 

medals. (NZ Olympic organisation, 2018). 

The crucial skill involved in all aquatic activities and sports is the ability to ‘swim’. Swimming 

has been defined as the coordinated movement of all four limbs (in varying disciplines/co-

ordinations) to produce propulsion of the body through water (Britannica, 2020).  Competitive 

swimming events take place in both controlled pool environments, and as ‘outdoor’ events such 

as open-water swimming events (Swimming New Zealand, 2020)  
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Swimming New Zealand (organisation) 

Swimming New Zealand is the national sports organisation for competitive swimming for both 

pool and open water disciplines.  Swimming New Zealand is an affiliate of both Fina 

Internationale de Natation (FINA – international swimming body) and the New Zealand Olympic 

Committee.   

Competitive swimmers and coaches must register with a swim club associated with Swimming 

New Zealand and register with Swimming New Zealand themselves to be eligible to compete in 

Swimming New Zealand endorsed events.  There are currently 164 Swimming New Zealand 

clubs nationwide.  The common progression of New Zealand swimmers is to compete in local 

club competitions, then regionals, then nationals, depending on qualifying times.  

This study referred to the grades of coaches and the level of swimmers they coach as set by 

Swimming New Zealand.  Below are the definitions of New Zealand swimming coaches, and 

two categories of swimmer levels that define a competitive swimmer in New Zealand. 

Table 1:  Swimming New Zealand definitions – coaches and competitive swimmers 

(Swimming New Zealand, 2020). 

Premium Coach Coaches who coach clubs or coach Swimming NZ members, Premium Coaches 

receive membership to New Zealand Swim Teachers and Coaches Association are 

police vetted and will have access to poolside at all Swimming New Zealand 

National Events. 

Associate Coach Coaches who coach clubs or coach Swimming NZ members, Associate Coaches 

receive membership to New Zealand Swim Teachers and Coaches Association are 

police vetted and will have access to poolside at selected Swimming New Zealand 

Events. 

Competitive swimmer Swimmers who wish to compete for a club at all swim meets including Swimming 

New Zealand National Events or Regional Championships. 

Club Swimmer Swimmers who wish to compete for a club at an Inter-Club Meet, Club 

Championship, club night, Time Trial or School Championship. (This would also 

include master’s swimmers)  
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Competitive swimming 

Federation Internationale De Natation (FINA) is the world governing body that is responsible for 

organizing and setting the rules for international swimming events. 

There are four disciplines (known as swim strokes) in competitive swimming. 

● Freestyle – also known as the front crawl, this swim is performed in the prone position,

with alternating overarm strokes and a continuous up-and-down (flutter) kick.

● Butterfly – is performed in the prone position where both arms are lifted simultaneously

out of the water and pushed forward, in combination with the dolphin kick.

● Backstroke – is performed with the swimmer in a supine position with armstrokes

rotating backwards and a continuous up-and-down (flutter) kick.

● Breaststroke – is performed in the prone position in which both hands are

simultaneously pushed forward, outward, then back together (in a large circular motion)

in front of the chest.  The legs perform the frog kick.

(FINA, 2017) 

FINA recognizes 17 individual pool swimming events, these are: freestyle (50m, 100m, 200m, 

400m, 800m, 1500m), backstroke (50m, 100m, 200m), breaststroke (50m, 100m, 200), and 

butterfly (50m, 100m, 200m)  

There is a fifth race called the individual medley where the swimmer will perform each 

discipline, for the same distance (e.g. 200m medley will be 50m of each swim style). The 

individual medley event will always be swum in this order - butterfly, backstroke, breaststroke, 

freestyle.  There are also team relay events, where 4 swimmers from the same club (or country) 

swim the same distance and swim stroke. 

Competitions can occur as a short course event where the pool is 25metres in length or a long 

course event where the pool is 50metres in length.  Olympic events are always held at a 50metre 

pool venue. The aim of a competitive swimmer is to move through the water as efficiently and as 

fast as possible.  Each of the four swimming competitive strokes (freestyle, backstroke, 

breaststroke, and butterfly) requires well timed movement of the arms and legs to move 

efficiently through the water.   
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Why study the perception of coaches? 

It is of interest what communication coaches have with health care providers and to explore their 

perceptions of injuries and how they manage injuries in swimming. There is currently little 

investigation into the attitudes and beliefs of sports coaches to the rehabilitation of athletes.  As 

coaches spend a lot of time with athletes, they will have a key role in helping and managing 

injuries their athletes have. This gives weight to the importance of this study and possible future 

studies to gain a better understanding of coaches’ perceptions for athlete rehabilitation and the 

effectiveness of communication between the three key parties: the athlete, the coach, and the 

practitioner. 

Rationale for the study 

The popularity of swimming as a competitive sport, and its links to other recreational aquatic 

activities in New Zealand makes swimming related injuries a valuable line of investigation for 

health and sports medicine practitioners who may consult with swimming athletes.   

Time away from training could hinder an athlete’s performance or return to sport and there is a 

significant cost for the treatment and rehabilitation of sports injures. In New Zealand injuries are 

covered by Accident Compensation Corporation (ACC). Their statistics show that between 2018 

and 2019 there were 8,986 new swimming related injuries registered and the cost of swimming 

related claims was $27,362,439 (Appendix E). This is a substantial amount of money spent on 

the rehabilitation and treatment of swimming injuries in New Zealand. With the popularity and 

accessibility of swimming in New Zealand and the high cost of injury rehabilitation, it is a 

worthwhile line of investigation to explore the relationships between the multiple parties who 

have a role in the recovery process. The core relationships explored in this study are those 

between the coach, athlete, and the health care practitioner.  
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Summary  

This research aims to explore and understand the perceptions of coaches on injuries in swimming 

and gain insight of their self-reported actions towards injury management and prevention. An 

improved understanding of coaches’ attitudes and beliefs to injury prevention and management 

may help in the development of strategies to improve collaboration between rehabilitation 

providers, athletes, and coaches.   
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Chapter two 

Literature review 

Chapter overview 

This literature review is presented in three parts.  Part one introduces the definition of a sports 

injury and describes common swimming injuries, part two discusses sports training concepts that 

are essential for coaches when measuring progression in their athletes. The third part discusses 

the role of the coach in sports training and why communication with coaches is vital for the 

athlete in times of recovery. 

Part one: Athletic injury 

Defining athletic injury 

There are currently multiple definitions of injury in sports medicine research, and these may 

differ depending on what code of sport is being studied. Due to the variations in sport injury 

definitions, it can make comparison between studies difficult and lead to inconsistencies in sports 

injury research. Therefore, the first task for this chapter is to explore - what is an athletic injury? 

The below definition was proposed by Fuller (2006) and accepted by the International Football 

Federation consensus statement in 2006.  It is currently accepted and used by the international 

organizations of Rugby Union, Rugby League, and the Olympic games (Fuller et al, 2006) 

“Any physical complaint (caused by a transfer of energy that exceeds the body’s ability 

to maintain its structural and/or functional integrity) sustained by an athlete during 

competition or training directly related to the sport or exercise activity investigated, 

irrespective of the need for medical attention or time loss from athletic activity.” 
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Fuller discusses that this definition is for physical injuries and does not include medical events 

that can be caused or occur from sports (for example hypothermia) or psychological conditions 

that could impact on an athlete’s health. 

Brukner and Khan (2014) categorise sports injuries as either acute injuries or overuse injuries, 

dependent on the mechanism of injury and the onset of symptoms.  Acute injuries are also 

known as macro-trauma injuries. They occur from sudden direct trauma and cause noticeable 

immediate injury (e.g. sprain, fracture, dislocation, abrasion). Windt and Gabbett (2017) describe 

a sudden and direct trauma as a certain inciting event occurring, wherein the stress of the event 

exceeds the tolerance of the athlete’s tissues and injury ensues.   

Overuse injuries are also known as micro-trauma injuries. They are defined as chronic, long 

standing, or recurrent musculoskeletal problems that are not initiated by an acute injury (Windt 

& Gabbett, 2017) Olivios and Tate (2016) describe an overuse injury as an injury caused by 

repeated micro trauma without a single, identifiable event responsible for the injury.  The 

majority of swimming injuries that occur in competitive swimmers are associated with overuse 

injuries rather than acute injuries, due to the high volume of repetitive movement they do with 

certain muscle groups and joints.  This is discussed in more detail in the section below covering 

swimming injuries. 

Aetiology of sporting injuries 

Aetiology is the investigation of the possible causes of medical diseases, conditions, and injuries 

(Oxford medical dictionary, 2010). Where the definitions above are specific to describing the 

physical and biomechanical changes on the body’s tissues (bones, ligaments, tendons, muscles), 

aetiology is focused on investigating the environment surrounding the athlete that can lead to 

injury (for example, sporting equipment or other athletes, that may cause injury.) 
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The classic research on this is shown in the Meeuwisse’s multifactorial model of athletic injuries. 

Figure 1, Multi-factorial model of athletic injuries, Meeuwisse 2007 (Taken from Windt & 

Gabbett article, 2016) 

Meeuwisse’s model (figure 1) describes internal and external risk factors that leave an athlete 

susceptible to injury. The internal risk factors consider an athlete’s skill level and body 

composition which may predispose the athlete to possible injury.  The external risk factors 

consider the sporting environment and equipment that an athlete may use in training and their 

sport. More detailed examples of internal and external factors are identified in figure 1.  The 

third branch gives examples of inciting events that can lead to injury. 

The aetiology model and sports injury definitions given above (by both Brukner & Khan and 

Windt & Gabbett) describe the multi-causal situations needed for injury to occur.  It shows there 

could be sudden trauma which tends to cause an acute event, or an overload of the body’s tissues 

causing a chronic overuse injury.   Defining the term ‘athletic injury’ highlights the importance 

of understanding the mechanism of injury as either acute or overuse.  An inciting event would be 
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more recognizable in an acute sports injury but may not be as easily recognisable in the onset of 

an overuse injury, due to the aggravation of repeated micro trauma seen in chronic injuries. 

Common swimming injuries 

The section below gives a brief overview of the most common musculoskeletal issues that 

swimmers experience.  The three most common areas of complaints of injury and discomfort 

reported by swimmers are swimmers shoulder, swimmers knee, and back pain (Adiele & 

Morgan, 2018)  

Swimmer’s shoulder:  

There is some debate over the current term ‘Swimmer’s shoulder’.  Bak (2010) suggests that 

swimmer’s shoulder is an umbrella term for any pain or discomfort experienced by the 

swimming athlete in the shoulder region.  Generalised shoulder discomfort is a common 

complaint for swimmers and neighboring anatomical sites can contribute to their pain, such as 

the scapula, cervical & thoracic spine, pectoral muscles, and upper extremity muscles such as the 

deltoid. The joints of the shoulder (gleno-humeral joint, acromio-clavicular joint, sterno-

clavicular joint) can also be aggravated to cause shoulder pain (Brukner & Khan, 2014.) 

However, it is worth noting that swimmer’s shoulder is more often being presented as a specific 

condition that differentiates itself from ‘general shoulder pain’. This emphasises the importance 

of understanding the mechanism of injury and biomechanics of swimming. 

De Martino and Rodeo (2018) discuss the four key factors seen in the onset of swimmers 

shoulder.   

1) Inflammation and irritation:  Of the supraspinatus tendon, long head bicep tendon, and

sub-acromial bursa.  This is caused by the shoulder impingement syndrome.

2) Ligament laxity: Swimmers tend to have increased ligament laxity due to both adaptation

from the high repetition of shoulder rotations, and inherent ligament laxity.  This leads to

increased instability and altered position of the gleno-humeral joint.  The altered position
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of the gleno-humeral head is usually found to be more anterior and superior which 

encroaches on the sub-acromial space. 

3) Muscular imbalances and fatigue: Swimmers tend to strengthen and develop the adductor

and internal rotator muscle groups during swim strokes and engaging muscles for

propulsion.  Therefore, the external rotator and scapula stabiliser muscle groups become

weaker in comparison as they are not engaged as much in the propulsion or ‘pull’ phase

of swimming strokes.

4) Training errors:  Such as overloading, or poor technique are considered to be contributing

factors.

The cumulative effect of muscle imbalance, ligament laxity, and inappropriate load of training 

can lead to swimmers shoulder.  

Swimmers knee: 

Rodeo (1999) states that the knee is the second most reported site of injury among swimmers. 

Knee pain can occur from swimming due to the frequent flexion and extension motion performed 

during kicking.  This is a subtle/passive movement at the knee joint, as swimmers are trained to 

not ‘actively’ bend the knee – but rather generate the movement from their hips and ankles.  This 

motion is further enhanced from the constant ‘push & pull’ hydrodynamic forces created in the 

water from kicking.  This causes the knee to develop increased flexibility/mobility and cause 

hyperextension of the knee joints and laxity of the knee ligaments. 

The term “Swimmers Knee” is more likely used to describe injury to the medial collateral 

ligament caused breaststroke kick.  Breaststrokers are up to 5 times more likely to report knee 

pain than any of the other swimming disciplines (Hefzollesan et al 2014). 

Wanivenhaus et al (2012) further state that quantifying the prevalence of swimmer’s knee is 

more difficult than swimmer’s shoulder, as on MRI of breaststroke swimmers reporting knee 

pain, there is a higher chance of infrapatellar fat pad edema (53.8%), prefemoral fat pad edema 

(19%), and joint effusion (15.3%) to appear, when compared to an age-and-gender matched 

control group that does not regularly practice any impact sports. 
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Breaststroke kick starts with the knee in full flexion, the hip externally rotated, the ankle in 

flexion, and the foot everted.  This causes a stretching tension over the medial aspect of the knee 

joint, stressing the medial collateral ligaments (partnered with a ‘compression or pinching’ 

occurring at the lateral collateral ligament). The swimmer will quickly extend the knees, 

internally rotate the hips, and abduct the legs together to complete the breaststroke kick phase 

(Brukner & Khan, 2014).  Increased varus and valgus loads also occur in the knee in addition to 

rapid knee extension. The frequent change of tension and ‘whip’ like forces put through the knee 

during breaststroke kick causes irritation and discomfort for swimmers at the medial aspect and 

anterior of the knee. 

Lower back pain: 

Lower back pain is another common site for pain Pollard and Fernandez, M. (2004). They 

reported that lower back pain is more frequently reported by butterfly and breaststroke 

swimmers. This is related to the extension through the back required to perform these swimming 

strokes. 

Wanivenhaus et al (2012) discuss the biomechanical position of the spine, stating that all 

swimming strokes maintain hyperextension of the lower back to achieve a streamlined position. 

This position is exaggerated in the “undulating” (extension) style of breathing in breaststroke and 

butterfly. The high frequency and repetitiveness of these strokes load the posterior structures of 

the lumbar spine (facet joints and erector spinae muscles), which can result in pain.  Therefore, 

the lumbar spine is compromised due to the repeated hyperextension required for the breathing 

technique in breaststroke and butterfly disciplines.  Nyska et el (2000) also discuss the additional 

risk factors for the development of low back pain in competitive swimmers are training devices 

such as fins, kick boards, or pull buoys as these produce additional hyperextension of the lumbar 

spine.  It is important to note that maintaining hyperextension during the streamline position can 

also affect the thoracic spine, which can cause a ‘flattening’ of the kyphotic curve, causing 

swimmers to have an appearance of a ‘flat back’, or in adolescent swimmers, the potential 

appearance of Scheuermann's spine, where the kyphosis is maintained lower in the thoracic 

spine, Nyska et el (2000). 
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During freestyle and backstroke, it is necessary for swimmers to perform a ‘body roll’ motion.  

This describes the consistent switch to the left and right side, required to help complete long 

controlled swim strokes and to help the swimmer move through the water in a more dynamic 

position.  Both the increase in spinal extension and the frequent rotational movement through the 

spine which is most reported as thoracic spine discomfort by swimmers (Vila Dieguez & Barden, 

2020). 

Part two: Training concepts  

This section discusses key training concepts used by coaches to help monitor the intensity and 

frequency of training.  These include Periodization of sport, training workloads and overtraining, 

and treatment and management protocols. These are important considerations for this study as 

these are all factors that may be impacted if an athlete is injured.  Recovery and rehabilitation 

time may impact how a coach implements these protocols.  

Periodization in sport 

Periodization is strategic planning that can be described as the intentional peaking of an athlete’s 

performance for matches or events of priority throughout a competitive season. This consists of 

the management of training volumes and intensities over distinct time periods to optimize 

athletes’ preparedness for upcoming events. Periodization is said to be a useful tool in managing 

the travel schedules, fatigue and injuries that often go along with competitive sport (Dick, 2014). 

Dick (2014) discusses that the organization of the periodization strategy should have three 

objectives in focus: 

● To prepare the athlete for the achievement of an optimal improvement in their

performance.

● To prepare the athlete for a definite climax to the competition season (e.g. major

competition such as a national championships event)

● To prepare the athlete for the main competitions in the build up to that major event
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Bompa & Buzzichelli (2015) discusses the two circumstances where periodization is applied.  

These are periodization of the annual plan and periodization of biomotor abilities.  Periodization 

of the annual plan breaks the training plan into sections to help the coach manage and organize 

the training and adaptation process of the athlete and ensures these are programmed to line up 

with key competitive events. Biomotor abilities include strength, speed, and endurance. 

Periodization of the biomotor abilities helps coaches to develop the athletes’ optimal 

performance by planning on when to program training to improve these skills. 

Periodization will have an influence on when coaches schedule changes in a training program, 

such as the intensity, duration, and frequency of training schedules.  Implementing these cycles 

incorrectly or rushing an athlete through these cycles to quickly can lead to injury as depicted 

above in the workload-injury model.  

Training workloads and overtraining 

Workloads quantify the demands imposed on an athlete during matches and training sessions. 

Workloads are defined as the accumulation from multiple training demands placed on an athlete 

through training sessions and competitive events over a period (Windt & Gabbett, 2016). It 

encompasses the frequency of training sessions, the intensity of sessions, and the increase in load 

leading up to events that occurs in preparation for important events. The workload of an athlete 

is determined by the competitive demands of the sport.  With swim training, the goal is to 

improve the swimmer’s ability to move through the water as quickly as possible. This is 

achieved by increasing the volume and intensity of training leading up to competitive events. 

Therefore, doing performance time trials throughout the training season is the most attainable 

way to gauge if swimmers are adapting to increasing workloads (Havriluk, 2013).  

In swimming, the training load is the combination of volume, intensity, and frequency. For elite 

swimmers, they will be swimming a volume of 10- 20 kilometres daily over two sessions 

(Chartard & Stewart, 2011). Age group swimmers will be swimming between 1-4 kilometres 

during training sessions (Pyne, 2001)  

Intensity is measured by monitoring heart rate, oxygen uptake, and the swimming pace the 
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swimmer is maintaining.  Frequency is determined by the number of sessions swimmers attend 

over the week.  There are usually four phases of periodization in swimming. These are 1) 

Obtaining baseline fitness 2) Accelerating the training load 3) High training load 4) Tapering -

reducing training load.  (Chartard & Stewart, 2011) 

It is important to get the right balance of training frequency and intensity to improve athlete 

adaptation and performance whilst limiting the onset of injuries.  Whilst there are elements of 

risk factors (intrinsic and extrinsic) and inciting events that can cause injury, overuse injuries are 

sustained while athletes are incorrectly exposed to training and competition workloads (Windt & 

Gabbett 2016).   

Treatment and management protocols 

Treatment and management protocols are outlined below as these are the suggested steps when 

managing the rehabilitation of an injury. Brukner and Kahn (2014) suggest the treatment of 

sporting injuries usually require the four aspects below to be considered and addressed: 

1. Addressing the cause, if known. (Example: a certain technique drill, or length of practice

session.)

2. Activity modification. (have the athlete temporarily stop the aggravating movements,

lessening training intensity or frequency)

3. Specific exercises for tissue repair (the clinician may prescribe certain stretches or muscle

activation exercises)

4. Manual therapy and pharmacologic treatment. (This could also include other therapies

such as compression, hot/cold treatment, electrotherapies etc.)

(Brukner & Khan, 2014) 

O’Connor et al (1997) described five steps for managing injures and this study specifically 

looked at overuse (micro-trauma) injuries.  They describe overuse injuries are the result of 

repetitive micro-traumas which leads to inflammation and local tissue damage. They also discuss 
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contributing factors such as changing the intensity and duration of training without adequate 

recovery time can lead to overloading tissues in the body and create injury.  This concurs with 

the workload-injury model discussed above. As overuse injuries are more likely to occur in 

swimming injuries, the steps outlined below would be more suitable when managing a 

swimming injury.  Some of the advice outlined in these steps suggests changes to training which 

could impact the coaches planning of training programs for injured athletes. 

Five steps for injury management of an overuse injury are: 

1. Make a pathoanatomic diagnosis.

An accurate diagnosis of overuse injury has been given from a physician or manual therapist. 

2. Control inflammation

This encompasses a wide scope of interventions including the RICE (rest, ice, compression, 

elevation) protocol, through to receiving corticosteroid injections. For athletes, complete rest and 

halting all training may be counter intuitive as they may lose overall fitness. This protocol 

suggests relative rest by decreasing training duration and/or intensity or decreasing the workload 

of possible injured muscle groups while they recover. 

3. Promote healing.

As inflammation causes pain, once an athlete has inflammation under control, this may see them 

return to full training prematurely as it can be misinterpreted that lessened or no pain means the 

injured tissues have recovered.  This is where promoting healing is vital. This is when it is 

essential to complete a full rehabilitation program that is prescribed by a practitioner. 

4. Increase fitness.

When an athlete is pain free and completed their full rehabilitation program the focus can return 

to regaining competition fitness and strength.  
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5. Control tissue overload.

This step involves controlling the tissue overload that occurred in the first place.  This may 

include modifying incorrect technique and assessing when to increase training loads (intensity 

and duration) more scrupulously.  These changes may need to be put in place long term, even for 

the remainder of the athlete’s competitive career. 

While the above protocols describe the changes that could be made to training, such as 

decreasing duration and intensity and correcting technique, the role of the coach implementing 

these changes is not made clear.  This study aims to explore not only coaches’ perceptions of 

injuries in swimming, but what their self-reported actions are when managing injuries.  It is of 

interest for this study to see if these self-reported actions align to the rehabilitation steps outlined 

by O’Connor et al (1997) above. It is hypothesized that given the modifications to training 

suggested are crucial for an athletes’ return to training and high-performance competition, that 

there could be a difference in opinion among coaches about prescribed exercises, or modification 

of the athlete’s workload that are prescribed by manual therapists.  

Part three: The role of the coach 

This section looks at the role of the coach, looking what their key tasks are and why the coach-

athlete relationship is important. By understanding this relationship, it will show how valuable 

the coach is to an athlete’s rehabilitation plan. 

What is the role of the coach? 

Coaching is an occupation that is very complex to define or describe as many people will have 

differing views on what defines a coach but will innately understand the role of a coach. 

Dick (2014) suggests the two main objectives for coaches should be: 

a) To create independent and capable athletes.
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b) To create more skilled performances and ultimately personal best performances when it

counts (major competitive events).

A coach must be proficient at a range of tasks.  They must be not only be focused on enhancing 

their athlete’s performance but be organised and punctual when planning and running training 

sessions.  They need to be critical thinkers and problem solvers to tackle various issues (such as 

injuries) that may arise. This means they also need to be flexible and adaptable with their tactics 

and training strategies. (Denison & Avner, 2011) 

Coaches need to be good communicators in many different situations.  Fundamentally they need 

to give clear technical instructions to help improve the athlete’s performance and technique, and 

co-ordinate and plan appropriate training programs to develop athletes’ skills and knowledge. 

They must also be able to communicate with a range of people to manage their athletes and 

teams when organising training timetables leading up to important competitive events (Short, 

2005) 

Current coaching approaches 

There are two main styles of coaching practices; these are coach-centred coaching and athlete-

centred coaching (Mitchell, 2013).  A way to consider these approaches is to see that they are on 

two ends of a coaching spectrum.  The approach a coach uses the more may influence their 

communication style with athletes. 

Figure 2, Coaching style spectrum (Mitchell, 2013) 

Coach-centred coaching is a leadership style and is considered prescriptive where direct 

instructions are given. This style of coaching is most likely used in situations where the coach is 
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introducing new drills or working on technique where precise movements from athletes must be 

learned.  The drawback of this approach is that the athlete has a limited input and coaches 

traditionally using this approach are driven by results and winning as a sign of success. This 

raises the concern if the coaching attitude becomes “winning at all costs” (Headley-Cooper, 

2010). 

On the opposite end of the spectrum Kidman (2005) states that the athlete-centred approach is a 

leadership style that caters to athletes’ needs and understandings where athletes are enabled to 

learn and have control of their participation in sport.” An athlete-centred approach acknowledges 

that an athlete’s performance is enhanced and improves when there is holistic overall 

development of the athlete. (Kerr et al, 2018). In this approach the coach is not just a leader in 

the traditional sense but a facilitator and empowers an athlete to achieve both their performance 

best and personal best.  At the core of this approach is a strong partnership built through clear 

communication and a strong coach-athlete relationship (Headley-Cooper, 2010). 

  Athlete-centred coaches acknowledge that progression and improvement in sport does not 

always happen consistently.  The examples they give are when athletes hit a plateau in training, 

working on breaking bad habits, or things getting worse before they get better when exploring 

things such as changing technique and skills.   

It may be necessary for a coach to be able to move along this spectrum and have times where 

they utilize a more coach centred approach or athlete centred approach. These two coaching 

approaches are of interest to this study, as looking at Mitchells spectrum (Figure 2), the coach-

centred athlete will be told what to do, where an athlete-centred coach will collaborate with an 

athlete with what they may want to do.  It is of interest to see if these styles influence the way 

coaches communicate with their athletes regarding injury management.  
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Coach-athlete relationship: 

Brukner and Kahn (2014), acknowledge the importance of the relationship and understanding 

between the athlete, coach, and clinician. A high level of trust and confidence in each person is 

critical for the athlete’s sports performance and recovery if injury occurs.  As the coach is 

directly responsible for setting the frequency, intensity, and training load of the athlete, as well as 

the technique development of the athlete, it is imperative that they are considered in the clinical 

decision making regarding the athletes’ health.  Brukner & Kahn (2014) also comment that 

coaches can have a distrust of clinicians, as there can be a difference in opinions of maximising 

athletic performance (coach’s focus) and maximising the health of the athlete (clinicians focus). 

It has also been discussed that the coach’s involvement and understanding of the clinicians’ plan 

is essential and can improve the athlete’s adherence of the recovery & management plan. The 

coach’s involvement is also very important to establish any possible technique-related cause for 

injury. Figure 3 below highlights the concerns raised about the communication between these 

three key parties. 

Figure 3. flow of communication between coach, athlete, and clinician. (Created by researcher 

with information from Brukner & Kahn, 2014) 
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‐ The black line shows the ideal and equal flow of communication between all parties. 

‐ The Red Arrows show the ‘common’ or usual flow of communication where the 

athlete is in the ‘middle’ and relaying information between the coach and clinician. 

‐ The Blue Arrow shows the communication line that is the focus of this study.  By 

interviewing coaches on their understanding of injury prevention and management, 

and by asking their opinions on the role of manual therapy (in the interview process) 

we aim to gain insight to the strength of this relationship and how it can be improved. 

Summary: 

To manage an injury in a swimmer it is important to recognize the onset of injury, which in 

swimming related injuries is most likely going to be a chronic over-use injury causing micro-

trauma of the body’s tissues.  This chapter also demonstrates the importance of the role of the 

coach, as they help set the workload for athlete, including duration, frequency, and intensity. If 

these factors are not managed well, or progression is rushed, this could be predisposing the 

athlete to injury. This gives weight the aim of this study and understand coaches’ perceptions of 

injury in swimming and how they manage injuries when present. 
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Chapter 3 

Methodology and Methods 

Chapter overview 

This chapter discusses the methodology chosen for this study and the methods that were utilised 

for data collection. The first part of this chapter is focused on methodology and introduces the 

qualitative approach of interpretive description and discusses why it is suitable for this study. 

This chapter will also outline authenticity, rigour, credibility, and researcher bias and why these 

are important to qualitative research. The second part of this chapter describes the methods used 

to collect and analyse the data, including sampling, data collection and data analysis methods. 

Methodology 

Qualitative research 

Qualitative research is a broad umbrella term which describes a variety of research processes 

which aim to analyze the observed data related to the phenomenon of interest. The phenomena of 

interest that are usually observed in qualitative research are relationships, activities, or situations. 

When conducting qualitative research, data is collected in the form of words or observation, 

rather than quantitative information. As Chesebro and Borisoff (2007) explain the natural setting 

in qualitative research can be established in two ways.  Firstly, if data collection employs the 

observation of participants in their everyday environment, all efforts must be taken to not 

interfere or change the environment.  Secondly, when data is collected in responses, for example, 

by interview, it is best to establish an environment where natural behaviors are not restricted.  

For example, if participants are required to complete written questionnaires, this data may tend to 

be more superficial, compared with an interview that flowed in conversation, and the interview 

derived data would typically be considered more in-depth because interviewing allows the 

participants to give more detail and potentially give new information than the restraints of a 

questionnaire.  A key feature of qualitative research is that this approach gives consideration to 

the meanings people give to certain phrases and words and how people’s beliefs and attitudes 

may be translated into actions.  Qualitative research tends to be analyzed inductively and aims to 



23 

show the perspectives of the participants involved in the phenomenon of interest (Krageloh, 

2008). 

Common to all forms of research, qualitative research is driven by a research question or line of 

investigation. The research question helps determine which research methodology is best suited 

to collect and analyse data. There are four common types of qualitative data collection.  These 

are conducting interviews, group discussions, surveys, and observation. These methods of data 

collection work well within qualitative research as the aim of qualitative research is to explore 

the experiences of people to the chosen phenomena (Carter & Henderson, 2005). This study used 

interviewing as the data collection method as the researcher would be able to get in depth 

information from the participants experiences.  

Once data collection is complete, the researcher can move to data analysis. The line of 

investigation for this thesis was to explore and analyze the attitudes and beliefs of swimming 

coaches regarding injuries in swimming and the management of these injuries. A thematic 

analysis approach was selected as being suitable. Thematic analysis is a form of data analysis 

used in qualitative research to identify patterns of meaning or themes to give understanding or an 

answer to the research question being addressed. This method is used in many research fields 

including education, nursing, psychology, and allied health sciences (Braun & Clarke, 2006). 

Themes are identified through a process of the researcher becoming familiar with the data, 

coding, and developing themes. There are many approaches to thematic analysis for analyzing 

qualitative data where the focus is on identifying themes and finding meaning from the 

experiences shared by the interviewed participants. The thematic analysis approach chosen for 

this study was interpretive description. 

Interpretive description 

Interpretive description is a thematic methodology that was first described by Thorne in 1997. 

Thorne and Kirkham (2004) notes that nursing and allied health researchers would utilize various 

tools from ‘traditional’ qualitative methodologies to conduct their studies, leaving these 

researchers with a generalized overview of a qualitative study, without having a constructive 

term or title, or definitive protocol to describe their research process.  The need for a recognized 
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qualitative methodology approach in nursing and health care is where the interpretive description 

framework was first developed.   

A crucial factor in utilizing interpretive description is that it uses an inductive approach to 

explore and filter information.  An inductive approach allows themes and findings to emerge 

from the data once it has been analyzed. Interpretive description is a flexible process allowing 

multiple topics and ideas to be presented during the interview process, which provides the 

researcher with the ability to identify findings relevant to the phenomenon of interest and is not 

constrained to answering one set question (Thompson-Burdine et al, 2021).  In specific relation 

to this project, interpretive description was appropriate because the research questions aimed to 

investigate the perceptions of coaches regarding injuries in their sport and how they are managed 

and explore the communication of multiple parties (coach-athlete and coach-practitioner) when 

the situation of an injured swimmer occurs. 

Authenticity and rigour in qualitative research 

Authenticity and rigour are important considerations in qualitative research because they 

establish that the researcher has implemented a thorough and transparent process to both data 

collection and data analysis (Thorne, 2004). Aiming to ensure authenticity and rigour in research 

reassures the reader that the research being conducted is valid and reliable.  Rigour is achieved 

through the steps a researcher implements to ensure a high standard in the protocols they are 

following. Having strong authenticity in a research project equates to trustworthiness for the 

readers of the study (Cypress, 2017).  

During the interview process, Thorne (2004) argues that authenticity and rigour may be 

compromised for two key reasons.  Firstly, the participants may not feel comfortable to ‘open 

up’ and express their true beliefs and opinions as they may feel ‘judged’ in their professional 

capacity and may lead to the participant withholding key information. Secondly, a participant 

may feel pressure to say what they feel the researcher wants to hear.   This could lead to 

disingenuous replies to questions and if this occurs it will bring the authenticity and rigour of the 

outcomes into question.  
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It is also important to address researcher bias that can occur during interviews.  When conducting 

semi-structured interviews, there are two key limitations the researcher may encounter that will 

impact researcher bias (Thorne, 2004). Firstly, by unintentionally implementing their own 

opinions and attitudes into the conversation that may challenge the participant, or pressure them 

into stating what they feel the researcher “wishes to hear” rather than their true statements and 

opinions. Secondly, the researcher may be influenced from previous interviews and 

unintentionally bring presented thoughts and opinions from previous interviews into other 

interviews and ask questions that were not previously thought of at the beginning of the data 

collection phase. 

Interviewing is a method used extensively in qualitative research. The purpose of interviewing is 

to find out what the views and opinions are of the individual participants are and compare these 

answers to the other responses to find any common views and perceptions (Brinkmann, 2013) 

The use of the semi structured interview format can help to overcome the above mentioned 

pressure participants may feel to answer in a way they think the interviewer wishes them too. 

Due to the nature of semi-structured interviews and the use of open-ended questions, there is 

flexibility for the interview to flow more ‘naturally’ as a conversation (Schmidt, 2004).  This 

helps ensure authenticity and rigour as participants are given opportunity to be more forthcoming 

with their perceptions and opinions while being uninterrupted or limited in the depth of the 

replies they can give. 

Clear audit trail 

A clear audit trail can be achieved by giving a clear and transparent description of the methods 

and steps taken throughout the data collection and analysis phases of a study (Carcary, 2020). 

This has been achieved in this study by describing in this chapter clearly how participants were 

recruited, how data was collected, and the analysis process undertaken by the researcher. By 

being as transparent and open as possible about the processes of data collection and data 

analysis, the researcher has aimed for a high level of trustworthiness and credibility for the 

reader.   
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Credibility 

Credibility aims to ensure that the researchers account is an accurate interpretation of the 

participants’ perceptions (Cypress, 2017). Credibility establishes whether the research findings 

are presented ‘truthfully’, and that plausible information is drawn from the participants’ original 

data and is an accurate and clear interpretation of the participants’ original views (Korstjens & 

Moser 2018). Credibility is enhanced when the researcher shows that an appropriate research 

methodology and process has been undertaken to provide valid and trustworthy information 

when answering the research question. (Thorne, 2016).   
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Methods 

This section describes the steps and processes conducted by the researcher to collect and analyse 

the data for this study.  It provides information on sampling, recruitment, sample size, data 

collection, data analysis and ethics. 

Sampling 

Purposive sampling was the sampling method used for this study. Etikan (2016) defines 

purposive sampling as the researcher deliberately choosing a participant group due to the 

qualities and knowledge they hold.  Purposive sampling involves inviting specific participants to 

take part in a research project because they are known to have a deep understanding or 

knowledge of the phenomenon being investigated.  The target group for this study were swim 

coaches working at clubs registered to swimming New Zealand due to the knowledge they have 

of competitive swimming and working with competitive athletes.  Convenience sampling was 

also used in this study due to the time restraints and project scope for a 90 credit Masters thesis. 

An example of this was suitable participants that were geographically closer to the researcher 

were contacted first to unsure the researchers time was not taken up through excessive travel 

time. 

Participant recruitment 

The first step in recruitment was to identify swimming clubs that were registered with Swimming 

New Zealand.  This was achieved by checking the Swimming New Zealand website 

(www.swimming.org.nz/) Each New Zealand geographical region has a webpage with contact 

information for swim clubs in their region. These clubs were identified, and contact emails 

collected. Initial contact was undertaken by the researcher emailing to introduce them self and 

the study along with an information sheet (Appendix A). Some contact email addresses listed on 

the regional websites were for generic contact rather than a specific individual. In these cases, 

the email request stated that it was an invite for the swim coaches of the club (Appendix B).  
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When coaches had replied to the initial email, an appropriate date and time were arranged where 

the interview could take place.  Interviews took place at swim coaches’ offices, swim club 

rooms, and a meeting room booked at a café.  These places were chosen as the interviews could 

be conducted with minimal interruption and with a view to maintaining privacy.  

Selection criteria 

Inclusion criteria 

 Must be considered a premium coach or assistant coach as defined by Swimming

New Zealand (Swimming New Zealand definitions are discussed in the literature

review)

 Must have been coaching for a minimum of 5 years. This helps ensure the

participants to have developed some individual experience and thoughts on

coaching.

 Can be coaching swimmers of any age.

 the swimmers they are training are competing at regional or national level.

Exclusion criteria: 

 Coaches who have retired for longer than 12 months at the time of participant

recruitment.

 Coaches who are not residing in, or training athletes in New Zealand

 Coaches that are not registered with Swimming New Zealand or meet their

definition of a premium or associate coach.
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Sample size 

The number of participants was informed by the concept of information power. The basis of 

information power is that “the more information a specific sample holds, relevant for the study, 

the lower the amount of participants are needed” (Malterud et al, 2015). It was decided, through 

discussion between the researcher and supervisors that for a study of this size and the availability 

of resources, an upper limit of 8-10 participants would likely be appropriate. Due to utilizing 

purposive sampling information power can be reached with less than upper limit of participants 

set (Malterud et al, 2015).  If this occurs, the researcher can stop conducting interviews before 

the ‘upper limit’ of participants is reached. For this study, five participants were recruited and 

interviewed. The researcher stopped at five interviews due to timeline restrictions for this 

project. 

Data Collection - Semi-structured interviews 

This study used aspects of both a semi-structured and informal interview style.  The researcher 

had an interview guide (Appendix C) with prompts and questions to help the interview stay on 

topic.  However, the questions and prompts could be used in any order and the informal, 

conversational approach was intended to permit coaches to bring up topics that had not been 

originally considered by the researcher.  This approach to allow conversation was key as part of 

the inductive description method as it can promote the collection of richer data from the natural 

flow of conversation or discourse between the researcher and participant. 

Recording and transcription 

The researcher used their password protected smartphone to record the interviews.  These were 

then stored on a password protected laptop that only the researcher had access to.  The researcher 

shared the recorded interviews with their supervisors via a shared drop box folder that only the 

researcher and supervisors had access to.  The recorded interviews were sent to a transcription 

service by the main supervisor, who then returned the transcripts to the researcher via the shared 

drop box folder.  The researcher sent all participants a copy of their transcripts as they had 10 

working days, from the day their transcript was sent, to read and let the researcher know if they 
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would like to change, clarify, or omit any of the information they had given at the time of the 

interview. This information was made available in both Appendix A, the information sheet and 

Appendix D, the participant consent form. 

Data analysis 

Phase one: Familiarisation with data 

The researcher read and listened to the interviews simultaneously. This was to help to researcher 

become familiar with the data and to check for any possible mistakes. This step was repeated on 

many occasions throughout the data analysis process. While repeating this process the researcher 

would make margin notes which was the start of identifying topics which were explored further 

in phase two. 

Phase two: Organization of data into Themes 

To start this phase the researcher reviewed the interview guideline and transcripts and identified 

six broad topics of interest.  From here the researcher created a colour-coded legend to orgranise 

the responses from the interviews into groups. This helped the researcher to gain understanding 

of the phenomenon studied.  Grouping the various attitudes and beliefs presented into themes 

allowed the researcher into deeper investigation in the other stages. 

Phase three: Data exploration 

The researcher further explored the identified Themes and organised these more in-depth into 

Categories.  This is also known as ‘coding’ where key words and sentences are identified and 

attached to the broader themes.  This gives the common themes a greater strength of recognition.  

This phase was further progressed from conversation between the researcher and supervisors.  

Talking through and explaining the emerging categories helped the researcher identify and refine 

emergent themes. 

Stage four: Interpretation and Presentation of the themes and categories: 

By identifying the themes which are strengthened by the key information categorised to them, 

the researcher is able to interpret and present the relevant and clinically important findings. The 
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findings of this study are presented in Chapter four, findings. The findings are backed up by 

quotes from the interviews that give weight to the researcher’s interpretation of the data. 

(Krageloh 2008) 

Ethics 

An ethics application for this paper was approved by the Unitec Research Ethics Committee on 

the 17th April 2019.  (UREC 2019-1012). The five interviews were conducted between October 

30th 2019 and the 11th February 2020. This ethics application addressed the following issues: 

informed consent, confidentiality, identifying conflicts of interest, and identifying researcher bias 

which are all briefly explained below. 

Informed consent 

All potential participants were provided with an Information Sheet (Appendix A) at the time of 

initial contact in order to make an informed decision about their participation in the study. Prior 

to commencing each interview, the researcher provided the participant with a consent form to 

formally acknowledge they had received, read, and understood the topic of the study, the 

interview process and record each participant’s informed consent to participate.  The information 

sheet also stated the withdrawal process which informed participants that they had 2 weeks to 

withdraw from the time of their interview, and that they had ten working days, on receiving a 

copy of their transcribed interview to clarify, change, or delete any comments, before being used 

in the data analysis phase.  The consent form also provided express permission for the researcher 

to undertake audio recording of the interviews (Appendix D). The participants were informed 

that any personal information that was required by the researcher was kept confidential. 

Confidentiality 

To maintain confidentiality the coaches and their swim clubs are not mentioned within the study. 

All individual or identifying data (name, age, years working in the industry, swim club location) 
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were anonymised.  When using transcript extracts the coaches were referred to as CX, where C 

represents ‘coach’ and X represents an identification number assigned in sequential order of 

participant recruitment.  

To keep the interview recordings and transcripts confidential, they were kept electronically on a 

password protected laptop and any printed copies, along with the signed consent forms were kept 

in a locked drawer which only the researcher had access to.  In keeping with the Unitec 

regulations for all postgraduate research projects, the data will be stored securely for five years.  

After this time all electronic files and transcripts will be deleted and the physical copies of the 

consent forms will be shredded.  

Identifying conflict of interest 

The researcher worked for 12 years in the aquatics industry in Auckland.  There was potential 

that previous employers and work colleagues would meet the inclusion criteria for this study and 

receive an invitation to participate. The process outlined within the ethics application was that if 

a conflict of interest became apparent (e.g. someone known to the researcher expressed interest 

in participating), any issues that may have arisen would be discussed openly with the participant 

and participation ceased if appropriate. Subsequently, no conflicts of interest occurred, as the 

researcher had not worked with or previously met any of the participants that agreed to take part 

in this study. 
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Identifying researcher bias 

To limit the interference of researcher bias, the researcher completed the following steps.  

Firstly, the researcher was interviewed by a colleague three months before the first interview 

with a participant took place.  This interview used the same interview guide the researcher 

developed for the interviews.  The answers of the researcher were recorded to highlight their 

existing opinions and attitudes they may hold.  This helped the researcher acknowledge and 

recognize their potential biases before conducting interviews with participants.  This allowed the 

researcher to be aware of their existing perceptions. This awareness meant the researcher would 

not discuss their viewpoints in the interviews. Secondly, during the interviewing process that 

took place over 3 months, the researcher took reflective notes after each interview which served 

two purposes. It allowed the researcher to start identifying key themes that were presented in the 

interview and allow reflection on the level of influence they had on the interview. 
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Chapter 4 

Findings 

Chapter overview 

This chapter presents the findings from the interviews and these are reflective of the perceptions 

of the five swimming coach participants who were interviewed for this study. These coaches 

were all located in the North Island of New Zealand. Four had gained swim coaching experience 

exclusively within New Zealand and one had also worked overseas. Four participants were male, 

and one female.  Their years working as swim coaches ranged from 5 years to 25 years. Two 

participants mentioned they had completed certificates or diplomas in sports and recreation. 

To organize the findings, they are presented in three main themes, along with the associated sub-

themes.  Theme one explores what the coaches’ perception of injury are. The sub-themes 

included are: Outside of the pool matters, Good technique, gains versus pain, and when do 

coaches intervene. The second theme explores the self-reported actions to managing and 

preventing injuries. The sub- themes that display these are: Program adaptation, self-

management advice, and referral. Theme three looks at the ways that coaches communicate with 

health care practitioners. These are: Indirectly through the swimmer;  Indirectly through the 

parent, and Directly through manual therapist. 



35 

Theme one: Coaches perceptions of injury

Figure 4: what are coaches perceptions to injuries in swimming. 

Subtheme 1a: Outside of the pool matters 

From the interviews there were many instances where coaches would give examples of injuries 

occurring out of the pool, which would then influence the swimmer in the pool.  This gave an 

insight that participants tend to think of injuries as events that happen away from the pool rather 

than occurring specifically from swimming. 

C1: “she plays for water polo and netball and she's one of those kids that always falls over, hurts 

herself and you can guarantee that if you're doing something outside the pool she's going to be the 

one that break her finger” 

C1: “I’ll ask "Got a sore shoulder? What were you doing?" "Nothing." "Did you fall over?" 

"Nah." And so you go through the list, and then they'll say, "Oh no but, um, I did 500 pushups 

yesterday." You know what I mean?” 

C4: “I have a ton of kids that are going through their growing. They always breaks bones, or fall 

over and hurt themselves.” 

Part 1: What are coaches perceptions to 
injuries in swimming

Out of the pool 
matters

Good technique
Gains versus 

pain

When do 
coaches 

intervene?
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Subtheme 1b: Good Technique 

There appears to be a view amongst participants that maintaining “good” and “correct technique” 

in the pool would decrease the chance of injuries directly caused by swimming.  This links to 

subtheme 1a where the participants perceive that injuries are less likely to happen in the pool 

when good technique is maintained. 

C3: “I definitely am a big believer in overuse, and with poor technique causes injuries. So, if we’re 

swimming with good technique, we don’t tend to have injuries” 

C1 “we can put you here [a different squad or group] and then just swim to get your technique right” this 

quote was given in the context of a swimmer returning to training after a break out of the water. 

C4 “Yeah, there's a better way to do something. It's basically what my job is. If people swam perfectly, then 

you wouldn't need a coach. That's the whole point. It's what I try to get through to the kids when we're 

doing technique. As long as it's a legal stroke, it's fine. But there are more efficient ways, and ways that are 

better for you.” 

C2: “It's just getting more people understanding the complexity of swimming, stuff like that, because a lot 

of people don't, I think, understand what swimming does to ah, like the little joints and the fact that its non-

weight bearing, the mileage that some swimmers can do, the repetition of some of what they do”. 

Subtheme 1c: Gains versus pain 

There was discussion about the difference between the terms ‘aches’ and ‘pains.  The word ache 

does not tend to be interpreted as injury but is interpreted as part of routine training at a 

competitive level which should be expected to a certain degree with high level training. The 

word pain however, was more likely to be interpreted as injury or something more severe 

happening to the swimmer than a training ache. Participants would differentiate this by adopting 

certain tools or phrases as a ‘rule of thumb’ to help their athletes express if they were 

experiencing training pain or symptoms of injury. It is to be noted that these tools and phrases 

may differ in use between coaches.  The two main examples were using a Verbal Rating Scale 

(VRS), and the use of Keywords. The VRS scale would be used by coaches to have the 

swimmers either assess the exertion or threshold of the training session or to rate their pain.  
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Regarding keywords, participants would place more emphasis on words or phrases the swimmers 

would use and this would indicate injury to them. Examples given were pain, sharp, or sore. 

Using VRS scale 

The VRS works by asking a person to rate an experience, such as pain on a scale of 0 to 10.  The 

limits of the scale are set as 0 meaning no pain at all to 10 being the worst pain imaginable. The 

VRS was used in two ways by coaches.  Firstly, it was used to measure the workload and 

intensity of the training session, so the coach can assess if the swimmer is meeting their objective 

for the swimming session they have set out. 

C5 “It’s trying to teach them now like what is an injury and what’s not an injury.” 

C5:  So, an intensity of the training session of how hard they felt the two hours was. So, in two hours out of 

ten how hard was that whole thing. This morning (training session) was probably around four or five for 

most of them… A four or five to me is still trainable.   

C1: “1 -10 scale, I more use the numbers one to 10 for like effort, and how they feel in terms of soreness. 

That's sort of overall at the end of training.” 

The VRS was also used by coaches as a way for the coaches to have their swimmers measure 

their pain. 

C2: Well, I would ask them on a scale of one to ten how sore it is.  “What number would you have to reach 

before you both decided?” “Six or seven” 

Key words 

Also fitting with the theme of differentiating training pain and injury coaches would put higher 

emphasis on key words to indicate injury. These key words or phrases would be picked up 

during conversation with the swimmers.  This gives insight into how coaches interpret the 

perceptions of their athletes and also help identify if they are training while injured. 
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C2 “That's why I use achy and sore, like achy or sharp. Because if they describe it as a sharp pain I know 

it's more serious than an achy pain because achy muscles is just a sign of them getting stronger “ “Also 

comes back to getting them to understand their body and like their pain tolerance.” 

C3 “we talk about sharp pain and dull pain a lot. And that's kind of our, our scale to know if something's 

serious or not.” 

C4 “If they're like "I've got such and such niggle." I say "Okay, is it sore or is it painful? Can you keep 

swimming or what do you think? Is it too painful to swim, or it's just sore but you're not doing anything 

wrong."  

Subtheme 1d: When do coaches intervene: 

There was two key instances when coaches would intervene or approach a swimmer to see if 

they were in pain or discomfort. This was through direct observation or when a swimmer would 

approach talk about the pain they were experiencing. 

Observation 

Some of the coaches mentioned that there are occasions where they observe a difference when 

the swimmers are in the water.  If they had noticed a difference in someone’s swimming 

technique or performance or if they were avoiding particular tasks, they would then start a 

conversation with the swimmer. 

C1 “Oh yeah, by body language, they're swimming slower than normal… why?” There's a few things that, 

yeah, when swimming that you can see they avoid maybe doing something or they're not pushing off the 

wall properly. "Why are you not doing a turn?" "Oh, I've got a sore back.” 

 C5: You see them so often you can pick up on it pretty quickly, you know? Or, you’ll just say to them, “Look, 

you need to make sure you’re retaining a little bit more through the hips and that line or actually a bit tighter 

through it. And, that’s usually when it’s, “I did but I was a bit sore.” It’s usually at that point that they feed 

back to me on that. And, okay well just feel what you’re doing to keep inside the range that it’s not sore. 
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When a swimmer talks to them 

The most common way that coaches would be informed of injuries occurring was when the 

swimmer told them directly.  As one coach good-humoredly summarized “first I tell them they 

need to communicate because I can't read minds!” There were many times throughout the interviews 

where the coaches would give examples of, “if they mention” or “if they say” when talking 

about swimmers informing them.  This gave the impression that the coaches felt the swimmers 

could approach them openly to discuss injuries or discomfort they were feeling. There was no 

formal process that the athletes had to go through, in order to discuss issues with the coaches.  

 C5: So, it’s usually just a verbal communication, usually before the session or if it’s not before the session 

it’s usually during the session if we’re doing something or like doesn’t quite feel right or this is a little bit 

sore at the time and they’ll stop. 

C1: but I'm not going to tell you off for coming to tell me that you're injured or sick. (This coach was 

talking in the context of the younger swimmers) 

Theme two: Self-reported actions 

There were three main self-reported actions reported by the coaches.  For this study, self-

reported actions were established as behaviors and actions coaches took when they had 

knowledge that one of their athletes were injured.  These three actions are program adaptation, 

giving management advice, or referring to a health care practitioner.  There is overlap of these 

three actions, where all three may occur simultaneously or there may be shift between these three 

actions, where coaches would re-visit one action more than once.  These actions are flexible and 

would be utilized in any order depending on the swimmer and the individual injury they were 

presenting with. 
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Figure 5: Self-reported actions 

Subtheme 2a: Program adaptation 

Program adaptation was the code given for the examples coaches gave where they changed the 

training session to match the abilities of the swimmer during a period of injury.  The main 

examples of program adaptation were adjusting the intensity and duration of training sessions.  

C1: "Look, do warm up," you know it might be 200 meters. Just see what happens. If it hurts, stop, if it 

doesn't hurt then figure out what does hurt and then we'll just avoid it for a wee while. Generally it turns 

into, if it's a shoulder, turns into kick with fins and drill or- or whatever until we can figure it out. 

C2: (example “sore shoulder”) If they say "sore" I just get them to do kicks. You know, streamline, and 

stretch out. Or just do one arm, do that sort of stuff. 

C4: Most of them will just adjust it. I've got one kid at the moment with a shoulder injury, who has no idea  

she did. If it's shoulder related we'll do kick, or with fins. Stuff to take the pressure off. …It's quite easy to 

manage a kid doing something slightly different. 

C2: “So just gradually so if they've had six weeks out, say, for a broken arm I’ll say maybe just do all the 

mornings that first week and then just progressively get them back in. The quicker you can get them back 

with monitoring the easier it is. And I also made sure that they keep doing exercise out of the pool to keep 

their fitness level up”  
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Subtheme 2b: Self-management advice 

This theme developed from the ‘rehabilitation and self-management’ suggestions and advice the 

coaches would give swimmers if they mentioned they were sore or injured. It appears that this 

advice comes from the ongoing learning and experience the coaches develop throughout their 

careers.  Participants appear to be reliant on their career experience when recommending 

exercises and stretches and will make suggestions of things the swimmers should be using or 

doing to either prevent or manage their pain.  The key examples of advice were stretching and 

making rehabilitation tools available for the athletes to use.   

Examples of exercise advice given by coaches: 

C2: I go straight into rehab, uh, rehab with therabands bands and stretching. Make sure they pre-empt 

rather than post-empt it.” ”And do you do that within your training sessions?” “Yeah. I also tell them to do 

it at home. Because yeah, the more you do it, the better.” 

For some of the coaches they expressed it was important for the swimmer to take accountability 

for incorporating the warm-up and stretching routines for both injury prevention and 

management. 

C4: We've got stretch bands, foam rollers, massage balls and stuff. They know they've got them, they just 

have to want to use them. We've spent the last year working on stretching routines to do before trainings. 

They don't do it, but they know that they have the options. The majority of them, especially in the 

afternoons, they turn up a good 20 minutes early. They know that they have the option. . They do need the 

encouragement.  

C3:  We try and put the accountability on the athlete to execute that plan…we want them to take 

responsibility and accountability and make sure that they are doing it- doing their piece- Um, and then if 

there's things we see, and patterns that we see that are causing those injuries, then we'll look at drills that 

can help fix that. Or equipment.  
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Subtheme 2c: Referral 

The subtheme of referral reflects when coaches highly recommend or suggest that one of their 

swimmers sees a health care provider. This step had a close relationship or link to subtheme 2b 

as it would be the ‘next step’ the coaches would take if the swimmers further mentioned they 

were not feeing improvement from suggested stretches or exercises the coaches had 

recommended.  The coaches interviewed for this study would suggest seeing manual therapist. A 

common finding was that the participants were more likely to suggest their swimmers see a 

manual therapist they have worked with before. The examples mentioned most frequently were 

Osteopaths and Physiotherapists.  

C2 “ I would ask them where it's sore, whether the pain is achy or sharp and then tell me if they've been 

doing their stretching, their thera-band, and then we give it twenty-four or forty-eight hours and then I 

refer to the physio.”  

C4: I'll have someone say, "My shoulder is a bit sore. Can you just look at what my technique is doing, and 

make sure I'm not doing anything wrong?" That's the first thing, and then I say "Are you doing any 

stretching or exercise or anything like that." And we do that. If it's not better then we're going to go to the 

physio. 

Theme three: Communication with Health care practitioners  

Before the interviewing process, it was decided that the researcher would use the term ‘manual 

therapist’ so the coaches could talk about their experiences with physiotherapists, chiropractors, 

massage therapists, and osteopaths. During the interviews, there were times where the coaches 

would talk about “specialists”.  Their use of the term specialist meant other health care providers 

their swimmers may have been referred to, from the involved manual therapist. Because the 

involvement of specialists was not originally considered by the researcher at the outset of the 

research, during the data analysis process it was decided the generic term ‘health care 

practitioners’ would be used to describe the participants’ experiences and perceptions of both 

specialists and manual therapists (i.e. physiotherapists, chiropractors, massage therapists, and 

osteopaths).  For this chapter the term specialist is used when quoted by the participants and 

specific practitioner types are named when they were used directly by the participant.  It was also 



43 

common that the participants used shortened titles to indicate certain health care practitioners, for 

example “Physio” means physiotherapist and “Osteo” means osteopath. 

Coaches were most likely to receive information from health care practitioners indirectly. This 

information is usually conveyed to the coach by the swimmer or their parents depending on the 

age of the athlete. There were occasions where coaches would talk directly with healthcare 

providers and they were more likely to interact with a health care provider they had worked with 

previously and built up a working relationship with.   

Figure 6: Communication with health care practitioners. 

Subtheme 3a: Indirectly, through the swimmer 

Communication is usually through the swimmer. Swimmers would talk with their coaches either 

before or during a training session regarding an injury, it was the same for passing on 

information from their health practitioners to the coaches.   

C3 “we'll make sure that there's a three-way kind of communication from the physio or the doctor or the 

osteo, whoever it is. Just the coach and the athlete, so we're all on the same page. Coz, um, there are some 
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athletes that will milk an injury a lot longer than they need to. But there's some athletes that will rush an 

injury faster than they need to. And if there's not that transparency of what the situation is, and what the 

recommendations is, it's kind of like, throwing darts in the dark. …Um, yeah, that communication's the first 

piece- what the plan is. And we just go off the plan. We try and put the accountability on the athlete to 

execute that plan.” 

C4: “Generally speaking, it would be, I will tell the kid to go, and book in with the physio, and they go and 

see them… Generally the feedback comes through the swimmer.”  

Subtheme 3b: Indirectly, through the parents 

The youngest swimmers that coaches had in their clubs were 8 years old.  These swimmers would be in 

development squads.  Due to swimmers being under the age of 18 years they were considered to be 

minors and therefore the coaches would have conversations with their parents regarding their treatment 

with health care providers. 

C4: The swimmer will see the physio, either by them self or with the parent. Either the kid or the parent 

will come back to me and say this is what they've said.  

C3: (Will speak to the parent) “On pick up and drop off. …We see them, we're talking with them, and 

checking in, feedback. Where's it at? Are you feeling like you're improving? What's, what's going 

backwards? How's physio going? How's your exercises going? All that stuff, we're gonna communicate 

with them.” 

Subtheme 3c: Directly, with health care providers. 

There were occasions where the coaches would talk directly with health care practitioners.  The 

participant would ask for general advice or information when they may be concerned about a 

swimmer. The situations where this would occur was if there was a health care practitioner 

(typically a physiotherapist) based at their aquatic centre, or if they had a good working 

relationship with a local health care practitioner who was happy for them to call with general 

questions.  This links strongly to subthemes 1d observation and 2c referral, where coaches may 
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observe a swimmer moving differently, or if they felt it may be necessary for the swimmer to see 

a manual therapist. 

C4:  “I have a good relationship with one of the physios [locally] mainly because she's treated me for a lot 

of years. She's quite good. If I have any questions, she'll help me” 

C4: “In terms of if I was to talk to a physio, I'd say "I'm just a little bit worried about this swimmer. Can 

you just make sure we're on the same page and I know what's going on?” 

C2: “And do you refer to the same physio?” “The same, yeah. I try and get them to see the one that's 

started with me because I know she does it [treats] really well.” 

C1: “so I sent him to osteo and he helped him out with something that he had.” “so my advice [is] from the 

osteo, because I talk to him quite a bit.” 

Swimmers being referred to specialists.  

Some Participants expressed uncertainty about athletes being referred to specialists. Manual 

therapists may refer an athlete for medical imaging or to a specialist for further diagnostic 

investigations. As the coaches are not frequently in touch with the health care practitioners, they 

seemed unsure as to why some of the swimmers needed these further interventions. 

C1 “In the past mainly with older kids, specialists, and then next minute they're talking, um, injections and 

surgery and they're quite keen on that because they... you don't need that, you know.” 

C2 “And their sort of solution was just cortisone, cortisone, cortisone.” 

C2 “Half the time I hear people that have ultrasounds, they show the very bare minimum as opposed to a 

MRI … I've got one swimmer with a little niggly shoulder at the moment and the physio's got an ultrasound 

and before he went I said, "Oh, you'll have tendinitis or bursitis" and then he came back to me. "Oh, you 

were right”"  

C5: “Again, I think around different practitioners, I think you know, everyone has a different opinion on a 

different injury which is another area which becomes a little bit frustrating as a coach, because you don’t 

really know what it is.” 
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Chapter 5  

Discussion  

Chapter overview 

This chapter discusses the three themes identified in chapter four and considers how these 

findings link to the current research, with particular focus on topics outlined in the literature 

review. The themes are discussed in the same order as they are presented in chapter four. These 

are: coaches’ perceptions of injury, self-reported actions, and communication with health care 

providers. This chapter also discusses the implications, limitations, and potential further lines of 

research from this study. 

Coaches’ perceptions of injury 

The participants appear to perceive that there are multi-causal factors that lead to injury. Their 

perception of injury gave emphasis to unforeseen events that happened away from the pool such 

as spraining joints, breaking bones, or falls which were then further aggravated by swimming. 

This fits with the overarching definition of sporting injury where the tissues of the body are 

stressed beyond their structural and functional abilities (Fuller 2009). 

Looking at the three factors in Meeuwisse’s aetiology model (figure 1), the participants’ 

perception of injury also aligns with this model as they seem to consider that a swimmer may be 

more susceptible to experiencing symptoms when swimming if they have had a recent previous 

injury or trauma.  Brukner and Khan (2014) discuss sports injuries as being either acute injuries 

that happen quickly from direct trauma, or overuse injuries caused by repeated movement.  There 

is currently emerging recognition of swimming injuries which were outlined in the literature 

review as ‘swimmers shoulder’ and ‘swimmers knee’. 

Where the participants’ perception of injury differed from the current literature was that there 

was minimal mention of overuse injuries as a direct result of swimming. During the interviews it 

was discussed that swimming can continue to irritate an injured region of the body, however, 

there was little emphasis on swimming and repetitive movements causing injury directly. 
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Self-reported actions 

The treatment and management protocols mention ‘activity modification’ as a key phase when 

managing an injury.  Coaches have a pivotal role in this stage of the management plan as they 

schedule and monitor training frequency and the intensity of the training sessions (Denison & 

Anver, 2011). From the interviews there were two key actions that the participants discussed that 

fit within this step of rehabilitation. The first key action is assessment of training thresholds and 

adapting the training program if necessary. The second is that they will utilize warm-up exercises 

and stretching to target regions that the swimmers report as symptomatic. 

An example from the findings was how the coaches had tools that they used to communicate 

with their swimmers to measure training thresholds. Training thresholds are important to monitor 

as it informs the coach and athlete when they are ready to increase training duration and intensity 

and if they are on track for their competition goals (Windt & Gabbett, 2016). Traditionally in 

swimming, coaches will measure improvement through achieving a set distance in a certain time. 

The coaches gave the following information that they would evaluate the times the swimmers 

were making at swim meets or practices and this would help them to assess their progression. 

The common example explored in this study was the VRS rating tool used between coach and 

athlete to communicate threshold perceptions during training sessions. This also gave the coach a 

gauge about whether the athletes’ perception of training threshold was matching the coach.  The 

VRS scale was also used by coaches as a way of communicating and interpreting if the 

swimmers were reporting general training discomfort, which was discussed as indicating body 

adaptation, compensation, and increased fitness. 

The participants for this study discussed that their swimming squads were given a warm-up and 

stretching plan to complete before entering the pool.  Racinais et al (2017) discuss that warming 

up the body before training can improve muscle length and range of motion while also raising 

the heart rate and ventilation. They also explain that this activation before training can prepare 

and stimulate the athlete to withstand training by enhancing their functional capacity. 

The general pattern for the participants in this study was to ensure that swimmers who mentioned 

they were sore were completing their warm-up and stretching activities and would advise or 

recommend the swimmer use certain stretches or movements from the warm-up routine more 
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frequently, for example at home and on non-training days.  If there was no reported improvement 

from the swimmer, they would then suggest seeing a manual therapist. 

Communication with health care providers 

The line of communication described by the participants between the coaches and health care 

providers strongly matched the example raised by Brukner and Khan (2014) as described in the 

literature review. Brukner and Khan’s description was that communication most likely came 

through the athlete. It appears to be uncommon for coaches and manual therapists to 

communicate directly, although there were occasions where a coach may organise a phone 

discussion or request an email with further information if it was necessary. 

An interesting point to come from the interviews is that the participants were more likely to 

recommend their swimmers see a manual therapist they have seen themselves for treatment or 

experienced good outcomes with their swimmers previously.  A positively established working 

rapport was important for the coaches. 

At the time of interviewing the researcher decided to use the term manual therapist so the 

coaches could discuss their experiences with physiotherapists, chiropractors, osteopaths and 

massage therapists. At the time of the interviews the researcher had not anticipated specialists 

and sports doctors would also be discussed within the interviews. However, some of the coaches 

discussed when their swimmers informed them that they had been referred to see a specialist, 

which lead to the use of the term ‘health care provider’ in this study, to also explore and include 

the partipants perception of specialists as well as manual therapists.  

It was interesting that although coaches had positive perceptions of manual therapists and their 

management advice to swimmers regarding injury, they did indicate some apprehension when 

recounting previous experiences when their swimmers had been referred to specialists. The 

researcher’s interpretation from the participants was that the coaches who expressed concern that 

swimmers were being referred to specialists too quickly before the athlete had time to heal and 

adapt to the current intervention. 
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Implications from this study 

This study provided insight into the perceptions of swimming coaches regarding swimming 

injuries and their perceptions of management and rehabilitation of injured swimmers.  It 

demonstrated that swim coaches associate injuries as events that are more likely to happen away 

from the pool but are likely to be further aggravated by swim training.  The participants in this 

study had a clear understanding of injury management and had developed protocols to change 

the volume and intensity of training to aid the swimmer with their rehabilitation.  Essentially, 

they would match training to their temporarily impaired training level. This study shows there is 

an emphasis placed on the nurturing of coach and athlete communication, but less on 

professional communication between coaches and health care practitioners. This research shows 

that there is potential for further professional development of swim coaches understanding of 

swimming related injuries and there is a capacity to enhance the sharing of information and 

communication between health care practitioners and coaches regarding the management and 

rehabilitation of swimming athletes. 

Further research 

There is potential to extend this study by interviewing other groups such as the swimmers or 

health care practitioners to explore their perceptions of swimming injuries and the management 

of these.  It would also be beneficial to compare these groups perceptions to see if they align or 

differ. 

From this study there are possibilities to further explore swimming coaches’ perceptions of 

injuries occurring directly from swimming as this was not fully explored in this study.  For 

example, one area to explore further would be swim coaches perceptions on specialists in 

contrast to manual therapists. 
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Limitations 

The sample of participants for this study was small and did not meet the initially set target of 8 to 

10 participants.  This came down to two key reasons. The first was a lack of responses to the 

invitation and the researcher had not anticipated the length of time it would take to get responses. 

The researcher sent a second follow-up email to coaches who had not responded to the first 

within two weeks, which helped generate replies.  The second reason was a lack of resources, 

essentially time, where it was unrealistic for the researcher to continue to collect responses 

within the necessary timeline of completing the thesis. 

Another limitation was the researcher’s lack of experience with interviewing. There were lost 

opportunities to explore more deeply for further information regarding when participants brought 

up topics the researcher did not initially have at the start of the project.  An example of this was 

not exploring further why swim coaches showed apprehension when a swimmer was referred to 

a specialist.  On self-reflection the researcher realised they had a strong reliance on the interview 

guideline and was not skilled enough to be more flexible and pick up quicker on these cues to 

explore the data further. 

Conclusion 

The participants’ perceptions of injuries are in line with current research as they demonstrated an 

understanding and perception of acute injuries being cause by an inciting trauma.  It was their 

perception that injuries occurred out of the pool and were brought into swim training and further 

aggravated from the repetitive nature of swimming. There was little perception or discussion of 

injuries occurring directly because of swimming as there was little mention of the possible 

chronic overloading of the body from the repetitive tasks performed in all disciplines of 

swimming.  This finding differs from current research which was discussed in the literature 

review.  The literature review outlined three common overuse injuries seen in swimming, 

swimmers shoulder, swimmers knee, and back pain, although there were no mention of these 

diagnoses in the interviews. There is a possibility that the participants have not had a swimmer 

specifically diagnosed with these swimming related injuries and this could explain why they 

were not discussed by the participants.   
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The participants discussed their actions for managing injured swimmers, including monitoring 

and adjusting, usually by decreasing the intensity, duration, frequency of training sessions while 

the athlete was injured. These participants would follow advice from manual therapists with the 

most common examples being halting certain tasks in a short-term capacity to let the swimmer 

heal and increasing the training workload when recommended by the health care practitioner. 

Their management strategies are in line with guidelines and have shown that coaches play a key 

role in activity modification required in rehabilitation plans. 

Communication between coaches and health care practitioners usually occurs through the 

swimmer.  The participants from this study tended to find this an appropriate way to receive 

information as there was emphasis on the swimmer taking accountability for their injury and 

recovery.  The coaches tended to agree with the recommendations made by health care providers 

and had the experience to incorporate them into their training plans.  
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Appendix A: Information sheet 

Information for participants 

Research Project Title 

Attitudes and beliefs of New Zealand swim coaches towards swimming related injury 

prevention, treatment and management. 

Synopsis of project 

This  project  is wanting  to  explore  the  attitudes  and  beliefs  of  swim  coaches  in New  Zealand  towards 

swimming related overuse injuries (more commonly known as ‘swimmer’s shoulder’ or ‘swimmer’s knee’) 

and what coaches do if their swimmers do have an overuse injury. 

This  information  is  important to health care practitioners, as  it can help with their understanding of the 

cause of  these  injuries and how  to put  together better prevention and  rehabilitation plans  if  they  treat 

injured swimmers. 

What we are doing 

‐ We  are  inviting  Swim  coaches who  are  associated  to  swimming New  Zealand  clubs  to  have  a 
conversation (interview) with the researcher of this project regarding swimming overuse injuries in 
competitive swimmers. 

‐ These interviews will be transcribed for the researcher, who is interested in identifying any common 
themes that can be drawn from the individual interviews. 
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‐ Once the researcher has analyzed the interviews, the results will be written up and published as a 
thesis paper, which is required for the Masters of Osteopathy.  

What it will mean for you 

By taking part  in this project, you will be asked to participate  in one  interview with the researcher.   The 

interview will last approximately 1hr. 

You will be given a copy of your transcribed  interview to read and you will then have the opportunity to 

clarify any statements you have made in the interview. 

If you agree to participate, you will be asked to sign a consent form. This does not stop you from changing 

your mind if you wish to withdraw from the project. However, because of our schedule, any withdrawals 

must be done within 2 weeks after we have interviewed you. 

Your name and  information  that may  identify you will be kept  completely  confidential. All  information 
collected  from  you will  be  stored on  a password  protected  file  and only  you,  the  researcher  and  two 
supervisors will have access to this information. 
Please contact us  if you need more  information about the project. At any time  if you have any concerns 

about the research project you can contact our supervisor: 

My supervisor is Rob Moran, phone 815‐4321 ext. ________ or email rmoran@unitec.ac.nz 

UREC REGISTRATION NUMBER: 2019‐1012 

This study has been approved by the UNITEC Research Ethics Committee from (17th April 2019) to (17th April 
2020).    If you have any complaints or  reservations about  the ethical  conduct of  this  research, you may 
contact the Committee through the UREC Secretary (ph: 09 815‐4321 ext 8551).  Any issues you raise will 
be treated in confidence and investigated fully, and you will be informed of the outcome. 
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Appendix B: Email invitation 

Hello, 

My name is Amy and I am an Osteopathy student at Unitec Auckland.  I am currently working on 
a thesis looking at injury prevention and management of swimmers.  I am interested in hearing 
from swim coaches on their beliefs and knowledge on this topic. 

I am inviting coaches from your competitive swim club to be interviewed, to discuss their beliefs 
and opinions of the current landscape of swimming injury management. (Please note this will be 
very informal, more of a good discussion or chat!) The interview will only take 1hour of your 
time. 

I have attached an information sheet which outlines my thesis project in more detail.  Thank you 
for taking the time to read this and I look forward to hearing from you soon. I do hope you take 
my invitation to discuss this topic for my thesis. 

Kind Regards, 

Amy Tinneny-Phillips 

(Masters of Osteopathy student.) 
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Appendix C: Interview Guide 

Introduction checklist: 

‐ Introduce myself. Thank participant for agreeing to take part in interview. 

‐ Set the scene:  This interview is part of my research project, as part of the Masters of 

Osteopathy programme at Unitec.  I am wanting to investigate the relationship between 

manual health practitioners and swim coaches. 

‐ Gain consent that the participant is happy and agrees to conversation being recorded. 

‐ Turn recorder on. 

‐ Confirm that participant has received and read (and understood) information sheet. 

‐ Sign consent form. (2 copies – 1 for them to keep, one for researcher.) 

‐ Outline the process: 

‐  I will be asking questions as I am interested in getting swim coaches views on the 

development of swimming injuries and how to manage them. 

‐ You are invited to answer these as openly as you wish, the more information the 

better. 

‐ We can pause the interview at any time, if you need too. 

‐ Your name and any identifying details will be kept confidential. 

‐ I may take some written notes as the interview goes on, so I can follow up on any 

points of interest. 

‐ Prompt interviewee: Can you think of one or two examples – maybe a swimmer going 

through or returning from injury. A swimmer you learnt a lot from? (we will get to this later 

in the interview) 
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Question prompts: 

Icebreaker questions: 

‐ How long have you been coaching for? 

‐ What got you into swim coaching? 

‐ Did you swim yourself?  | How long did you swim for?  | were you a competitive swimmer? 

‐ What age range do you coach? – may not be needed if we find ACC data for most reported 

age group for injury. 

‐ What competitive level do you coach? – may not be needed if we find ACC data for most 

reported age group for injury. 

Approach to coaching: 

‐ Could you describe your approach to coaching? 

‐ What are your core coaching values? 

‐ What influences your coaching? (A certain person or experiences?) 

‐ For the division or age group you coach, how many training sessions will they be doing? 

‐ Do you have a training season? (Periodisation?) 

‐ How do you structure your training season for the swimmers? (Aim for certain swim 

meets or events etc.?) 

‐ Can you give a quick overview of how you structure you training 

sessions/programmes? (Technique, time trials, distance, building intensity etc.?) 

‐ How do you progress your swimmers through the season? (What are the goals to 

“move up”?  What does it mean on your club to move up?) 

Approach to injuries: 

‐ Do the swimmers mention to you if they have any niggles or soreness? 

‐ What areas of the body do they mention? 

‐ How do your swimmers let you know they may be injured? (reporting injuries) 

‐ What do you expect to be normal “training” aches or soreness? 

‐ Are you able to pick up on the way the move or act, or things they say, that may indicate 

their discomfort is more than a training ache? (How do you know they are injured?) 
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‐ When problems arise, how do you and the swimmer deal/address these? 

‐ Does this become a problem for future training sessions? 

‐ Do you think there is a time during the training schedule that swimmers are more 

vulnerable to injury? 

‐ Training load throughout the season? 

‐ Certain age group? – may not be need to ask. 

‐ Specialising in a certain discipline? 

‐ If you could “write the recipe” for a swimming injury to happen – what would your key 

ingredients be? 

‐ Would you ever or have you suggested that a swimmer see a manual therapist for their 

discomfort? 

Impression/knowledge of manual therapy: 

‐ What forms of manual therapy do you know of? 

‐ Have you ever had any communication with a manual therapist about one of your 

swimmers? 

‐ Letter with advice for the swimmer? | Phonecall? | in-person conversation? 

‐ Would you like to hear from manual therapists about your swimmers? 

Managing injuries in swimmers: 

‐ How have you managed injuries in the past?  

‐ Are there any strategies or a ‘management plan’ that you, or the club have in place if a 

swimmer is injured? 

‐ How do coaches learn/gain knowledge about injuries in swimmers? | How to manage 

injuries? 

‐ Have you been offered any further education (professional development) about managing 

injuries?   

‐ Would you be interested in any opportunities to learn more about swimming 

injuries? 

‐ How do you introduce an injured swimmer back into training from injury? 
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‐ Is there a protocol (e.g: start with less training sessions/ shorter training sessions 

etc?) 

‐ Are you able to adjust training programmes on the day, for the week or month, for an 

injured swimmer? 

Case examples: 

‐ Can you think of an example of a swimmer you worked with, that you learnt about 

managing an injury through training? 

Conclusion: 

‐ Is there anything else you would like to add or discuss on any of the topics we have 

covered? 

 Thank participant for their time and stop and save recording.
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Appendix D: Participant consent form              

Participant Consent Form 

 Research Project Title: 

Attitudes and beliefs of New Zealand swim coaches on swimming related injury 

prevention, treatment and management. 

I have had the research project explained to me and I have read and understand the 
information sheet given to me.  

I understand that I don't have to be part of this research project should I chose not to participate 
and may withdraw at any time prior to the completion of the research project. 

I understand that everything I say is confidential and none of the information I give will identify me 
and that the only persons who will know what I have said will be the researchers and their 
supervisor. I also understand that all the information that I give will be stored securely on a computer 
at Unitec for a period of 10 years. 

I understand that my discussion with the researcher will be taped and transcribed. 

I understand that I can see the finished research document. 

I have had time to consider everything and I give my consent to be a part of this project. 

Participant Name: …………………………………………………………………….....  

Participant Signature: ………………………….. Date: …………………………… 
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Project Researcher: ……………………………. Date: …………………………… 

UREC REGISTRATION NUMBER: 2019-1012 

This study has been approved by the UNITEC Research Ethics Committee from 17/04/2019 to 
17/04/2020.  If you have any complaints or reservations about the ethical conduct of this research, 
you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any 
issues you raise will be treated in confidence and investigated fully, and you will be informed of the 
outcome.
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Appendix E:  ACC Statistic information 

This information was requested and received via email. 




