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Sports Medicine:

Douglas B. McKeag, MD

East Lansing, Michigan

Consider the following “picture-perfect” scene:

It is a brisk, clear fall night in a small mid-
western town. Two high school football
teams battle each other for “bragging rights”
in an annual rivalry that is more than a half-
century old. The team physician (also the
practicing family physician in town) stands
stoically on the sideline until a player goes
down with an obviously painful injury. The
physician runs to the aid of the injured ath-
lete, determines a diagnosis, coordinates safe
removal of the player from the field, and
provides appropriate care. The player docs
not return to the game, but he does return to
play again later in the season, after rehabilita-
tion.

What is wrong with this image? Absolutely nothing. It
hes been repeated time and time again throughout our
country in every small town in America. The competent
medical care provided by team physicians is exemplary.
But as Dylan said, “the times they are a-changin’.” It is no
longer sufficient to simply stand on a Friday night side-
lire providing episodic care to the injured athletes in
competition. The “model” team physician now is ex-
pected to deliver ongoing care consistent with that es-
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poused for all family practicc/primary care patients: com-
prehensive, continuing, competent, and accessible. Let’s
pick up the story again, the next afternoon.

The team physician, this time as speaker, qui-
etly and patiently breaks down complicated
medical jargon while speaking to a group of
parents and volunteer coaches. He explains to
them about the physiological and psycholog-
ical stresses for adolescents participating in
competitive athletics.

In this scenario, the physician is practicing both commu-
nity-oriented primary care and preventive anticipator)'
medicine.

The following Monday, intermixed among
many others are a number of patients referred
to the physician by colleagues because of his
or her special area of interest.

This physician is not only acommunity resource, but also
a resource for other physicians. What is most interesting
about this physician is that he or she may be only 1 year
into practice, 2 years out of family practice residency, and
1 year past completion of a primary care sports medicine
fellowship.

The article by Nattiv and Puffer (NattivA, Puffer]C.
Lifestyles and health risks ofcollegiate athletes.J] Fam Pract
1991; 33:585-590) represents a sports medicine fellow
and her mentor applying family medicine principles and
philosophy to an athletic population. The paper con-
cludes that athletes have a significantly higher rate of
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“risky” lifestyle behavior patterns compared with nonath-
letes. Methodologically speaking, this paper is limited by
its sampling methods. It does represent, however, an
infusion of family practice principles into a “sports med-
icine” population, and therefore it has served its purpose
well. It is representative of the research now being done
by fellows in the growing network of primary care sports
medicine training programs across the country. Using
skills developed in family practice, coupled with an in-
terest in sports medicine, these fellowships facilitate
study of important questions about behavior, lifestyle
changes, and preventive techniques as they relate to ath-
letes.

Discovering that college-age athletes exhibit more
risk-taking behavior than a nonathletic population raises
a number of additional questions: “What about other
athlete populations such as high school athletes?” “Is it
possible to accurately and prospectively define endpoints
of risk-taking behavior (eg, trauma, injury, or even
death)?” “Why do athletes take more risks?” “Is such
behavior inherent to participation in sports?” “Is the
psychological makeup of athletes different from that of
nonathletes?” and “How can this information be of ben-
efit in caring for the general population?” Nattiv and
Puffer have taken a very important first step.

There has been considerable debate about which
medical discipline can best care for the athlete-patient. |
maintain that sports medicine is simply medicine in mo-
tion. It cannot be confined to medical specialties defined
by organ systems or age groups. Because of the compre-
hensiveness of their training, family physicians should be
the specialists who provide primary care to athletes.
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Family medicine can be considered a rather large
protective umbrella under which a vast array of knowl-
edge resides. The core content of family medicine be-
comes clearer with the help of such focused interest areas
as sports medicine. It is as if family medicine is being
defined from within. There is focus in sports medicine.

Family physician involvement in sports medicine
offers three very important advantages to the discipline:
(1) sports medicine integrates family medicine principles
with other disciplines and health professions (eg, cardi-
ology, orthopedics, physical medicine, and rehabilita-
tion); dialogue with these other specialties allows us to
further promote the principles of our discipline; (2)
involvement in sports medicine stimulates the interest of
medical students in choosing family medicine as their
specialty; and (3) sports medicine assures family physi-
cians an instant patient population and a practice that hes
a community orientation.

Should we, as a discipline, be involved in sports
medicine and its delivery? Ask any of the 50% of the
United States population who regularly exercise. Ask the
medical student trying to decide which specialty is best to
choose. Ask the third-year family practice resident con-
templating setting up practice in a community. You do
not need to know the difference between a basketball and
a football to deliver quality sports medicine. All you must
do is respond to your patients’ interests.

Our discipline has seized the moment. We are trans-
forming sports medicine from a narrow focus on joints or
muscles to a comprehensive view of the athlete, his or her
family, and the community. The times ... they need to
change.

See article onpage 585
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