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Abstract 
Because there is currently no uniform system for 

establishing, operating, or evaluating a sports medicine 
practice, a total perspective of sports medicine health 
care delivery has not been identified. The purpose of this 
study was to describe selected aspects of the operations 
of sports medicine centers and to examine their ap
proaches to sports medicine care. Data were gathered 
through a self-reporting questionnaire which examined 
specifically the classification of sports medicine centers, 
profiles of clients seeking care, types and ranges of 
programs and services being provided, general operating 
procedures, and staffing. One hundred fifty sports 
medicine centers were selected randomly from the 
Sports Medicine Directory and were sent a questionnaire 
packet; 63 (42%) responded. This study yielded a total of 
sixteen conclusions, including the following: the largest 
number of sports medicine centers are Sports and 
Exercise Injury Centers; nearly one-half of the clientele 
do not come because of an injury; clients are most often 
adult, recreation/ fitness enthusiasts who consult a 
sports medicine center for a clinical service; the majority 
of programs at sports medicine centers are fitness / condi
tioning programs with very little commitment to weU
ness/ health promotion, education programming, special 
injury prevention, or management services; initial 
appointments are usually made through physician 
referral; physical therapists have an overwhelming 
majority of total involvement at sports medicine centers 
(appointment times, qualifications, functions). Sports 
medicine centers appear to be traditional medical care 
facilities which emphasize sports medicine care, are 
capable of serving other populations as well, and lend 
little support to the wellness/ health promotion move
ment. 

I t would be difficult not to notice the rapid evolution 
of sports medicine centers into the health care 
market. This growth may stem largely from the 

interests of the current wellness-oriented population. 
Rodgers (6) reported that over 50% of all Americans say 
they regularly take part in some form of physical 
exercise; memberships in athletic clubs and fitnes:s 
classes are increasing rapidly, and many executive 
groups and corporations are implementing exercise and 
fitness programs. Fitness-oriented people are experienc
ing new levels of concern for health maintenance and 
promotion and are showing a new dimension of interest 
in their medical care. Consequently, there has been a 
steady decline in the market share of what physicians 
are known for - clinical medicine (6). Because of this 
de-emphasis of traditional clinical medicine, physicians 
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find that they are in a highly competitive situation; 
some look for ways to differentiate their services by 
getting into wellness and health promotion (5). Fitness 
and exercise, integral parts of any sports medicine 
practice, may have economic implications for primary 
care physicians who may be able to use sports medicine 
as their approach to the health care competition (6). This 
situation seems to be reflected in the approximate 300% 
increase since 1980 in the number of sports medicine 
treatment centers as listed in an annual directory (7). 

There is currently no uniform system for establishing, 
operating, or evaluating a sports medicine practice. 
Since sports medicine is multidisciplinary and is not 
regarded as a medical specialty, there are no guidelines 
for the services or personnel a center should provide (3). 
A center is a sports medicine center if the director says it 
is. Likewise, there is currently little published literature 
concerning the sports medicine health care delivery 
industry as a whole. As yet, a total perspective of sports 
medicine health care delivery has not been identified. 

The purpose of this study was to describe selected 
aspects of the operation of sports medicine centers 
(SMC's) and to examine their approaches to sports 
medicine care. Specifically, the study examined: 

1. classifications of SMC's; 
2. profiles of those clients seeking care; 
3. types and ranges of programs and services being 

provided; 
4. general operating procedures; 
5. staffing. 

General Research Plan 
Data were gathered through a self-reporting question

naire designed specifically for the purpose of the study. 
The areas investigated and the general items listed on 
the questionnaire were developed through a review of 
the literature and expert opinions. 

A random sample of 150 centers listed in the Sports 
Medicine Directory (7) received a questionnaire packet 
containing the following items: a cover letter explaining 
the purpose of the study; a letter, endorsing the study, by 
a leader in the sports medicine field and past president 
of the American College of Sports Medicine; a question
naire; and a stamped return envelope. Addressees were 
those listed in the Sports Medicine Directory (7) as the 
contact person for that center. Follow-up to all non
responding centers was conducted five working days 
after the specified return date through a letter of inquiry. 

Results 
After the follow-up to non-respondents, a total of 63 

(42.0%) of the SMC's had properly completed the entire 
questionnaire. Respondents were asked to indicate 
which SMC function categories received primary service 



Table 1 
Distribution of Services Given Within Selected 

Categories of Sports Medicine Centers 
(Parentheses contain frequency counts; N=61) 

Service Emphasis 
Category Primary Secondary None 

Sports and Exercise Injury 68.85% 11.48% 19.67% 
Center (42) (7) (12) 

Special Exercise or 
Sports Activity 36.67 20.00 43.33 
Sports Medicine Center (22) (12) (27) 

Primary Care Sports Medicine 32.79 18.03 49.18 
Center (20) (11) (30) 

Physical Fitness Center 26.23 31.15 42.62 
(16) (19) (26) 

Sports Medicine Research 9.84 37.71 52.46 
Center (6) (23) (32) 

Medical Center 5.84 22.95 67.21 
(6) (14) (41) 

Other 10.00 1.67 88.33 
(6) (1) (53) 

Note: Vertical totals add to more than 100% because 
respondents were free to check more than one category 
as primary service emphasis. 

Table 2 
Classification/Description of 

Sports Medicine Centers 
Classification 

Physical fitness center 

Sports and exercise injury 
center 

Medical center 

Primary care sports 
medicine center 

Special exercise or sport 
activity sports medicine 
center 

Sports medicine research 
center 

Description 

Conduct fitness evaluations, 
prepare exercise prescriptions, 
and offer lifestyle counseling 

Diagnose, treat, and 
rehabilitate acute injuries 

Rehabilitate cardiac, 
pulmonary, diabetic, and 
asthmatic patients 

Diagnose and treat medical 
problems that are related in 
some way to sport or exercise 
participation 

Diagnose, treat, and 
rehabilitate conditions 
prevalent in a particular 
activity-e.g., dancing, 
running 

Generate knowledge 
concerning the response, 
adaptations, and clinical 
aspects of exercise and sport 
activities 

effort and which secondary service effort (see Table 1). 
Most (88.3%) were able to match their center with one or 
more of the categories listed. The largest number (80.3%) 
of SMC's were Sports and Exercise Injury Centers. 
Special Exercise or Sports Activity SMC's ranked 
second. 

Several aspects concerning the profile of the clients 
who use SMC' s were examined. Nearly one-half ( 45. 7%) 
of the SMC clientele did not actually come to the center 
with an injury or other related concern. Among six age 
ranges and eight activity levels, the typical SMC client 
was an adult (37.2%) recreation/ fitness enthusiast 

Table 3 
Distribution of Client Injury Diagnosis and 

Management Protocols at 
Sports Medicine Centers 

Reported at Center 

Protocol Frequency Percentage 

Physician Diagnosis/ Supervision 
of all injuries 27 47.37% 

Physical Therapist triage 
under Physician 25 42.86 

Athletic Trainer triage 
under Physician 21 36.84 

Physical Therapist triage -
no supervision 14 24.56 

Athletic Trainer triage under 
Physical Therapist 13 21.05 

Athletic Trainer triage -
no supervision 11 19.30 

Physical Therapist triage 
under Athletic Trainer 6 10.53 

Nurse triage under Physician 2 3.51 

Nurse triage-no supervision 2 3.51 

Other 3 5.26 

Note: Most centers reported more than one protocol, so 
there were a total 124 protocols reported by 57 centers. 

(28.11 %). Young adult scholastic athletes ranked second. 
Gender was fairly evenly distributed (males 57.4%, 
females 42.6%). 

Respondents were asked to estimate the percentage of 
overall programming effort given to four selected 
categories and to indicate the services offered within 
each. The largest portion (41.6%) of the programming at 
SM C's consisted of fitness/ conditioning programs, and 
among fourteen program types weightlifting/ muscle 
strengthening or medically supervised exercise (62.3%) 
were the most typical. Of the small service commitment 
(21.0%) to wellness/ health promotion programming, 
special injury education (61.1 %), exercise and weight 
control (59.3%), nutrition and weight control (53.7%), 
and nutrition and fitness (53.7%) were the most typical 
among ten program types. There was a very small 
service commitment (10.1%) to education programming 
at SMC's among ten program types (e.g., continuing 
education programs, fitness/ conditioning education, 
educational cassettes and public service films). Interest
ingly, there was a small commitment (27.3%) to special 
athletic injury prevention or management services, of 
which taping and strapping (61.5%) were the most 
typical services among the nine service categories (see 
Table 2). 

Responses were solicited regarding initial appoint
ment criteria, frequency of appointments for injury 
rehabilitation/ care (if offered), client injury diagnosis 
and management protocols (if necessary) , and client 
reimbursement for services. Among nine criteria, the 
largest majority (95.2%) of SMC's obtained their clients 
by physician referral and/ or self-referral (71.4%). Among 
six appointment frequency categories, the majority 
(73.2%) of the clients at SMC's were seen two or more 
times weekly . Daily visits ranked second. Of ten 
categories (see Table 3), an at-large injury diagnosis and 
management protocol does not exist among SMC's as 
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noted by a fairly even distribution of client care among 
physicians (47.4%), physical therapists (42.9%), and 
athletic trainers (36.9%). And among eight reimburse
ment modes, the most common at SMC's were private 
payment (95.2%) and insurance (87.1 %). 

Finally, staffing characteristics of SMC's were ex
amined. Data were gathered on personnel appointments, 
and on their qualifications, experience, and knowled!te 
areas in sports medicine. Comparisons of full-time, part
time, and consultant appointments of SMC personnel 
can be seen in Table 4. Physical therapists had an 
overwhelming majority (98.2%) of the total involvement 
(full-time, part-time, consultant) at SMC's. Athletic 
trainers ranked second but considerably behind in fulll
time (43.6%) and part-time (14.6%) appointments and 
ahead in consultant appointments (9.1 %). Among ten 
personnel categories as related to four selected qualifica
tions, SMC's most typically had physical therapists on 
staff who hold memberships in associations/ organiz:a
tions related to sports medicine, regularly attend sports 
medicine workshops/ seminars, complete post-graduate 
courses in sports medicine, and complete sports medicine 
residency or fellowship programs. The first two person
nel qualifications were applicable to slightly fewer than 
half of the SM C's, the third to considerably fewer than 
half, and the last qualification was applicable to very 
few of the SM C's. Again, athletic trainers ranked second, 
but behind in all qualifications. 

Among the ten personnel categories examined for 
sports medicine experience (three years or more), SM C's 
most often (64.2%) had physical therapists on staff who 
had three or more years of sports medicine experience 
(see Table 5). Athletic trainers ranked second. Finally, of 
the personnel categories as related to twelve selected 

Table 4 
Distribution of Professional Staff at 

Sports Medicine Centers 
Appointment Times 

Personnel Full-Time Part-Time Consultant 

Physical Therapists 70.91% 25.45% 1.82% 
(39) (14) (1) 

Athletic Trainers 43.64 14.55 9.09 
(24) (8) (5) 

Physical Therapist/ 34.55 1.82 3.64 
Athletic Trainers (19) (1) (2) 

Exercise Physiologists 29.10 9.09 1.82 
(16) (5) (1) 

Allopaths 23.64 9.09 12.73 
(13) (5) (7) 

Health Educators 20.00 1.82 1.82 
(11) (1) (1) 

Nurses 18.18 9.09 0.00 
(10) (5) (0) 

Podiatrists 10.91 7.27 9.09 
(6) (4) (5) 

Osteopaths 5.46 0.00 3.64 
(3) (0) (2) 

Chiropractors 1.82 0.00 1.82 
(1) (0) (1) 

Other 23.64 14.55 1.82 
(13) (8) (1) 

Note:!} = 55; parentheses contain frequency counts 

24 Athletic Training• Spring 1988 

knowledge/ duty areas (large majority in injury care/ 
prevention), SMC's most often had physical therapists 
on staff who had primary responsibility for eleven of 
these twelve areas (see Table 6). Athletic trainers were 
generally reported the second most often. The following 
knowledges and duties were divided fairly evenly 
between the physical therapists and athletic trainers: 
taping and wrapping (physical therapists, 58.9%; athletic 
trainers, 57.1 %); fitness parameters for beginning compe
tition (physical therapists, 52.6%; athletic trainers, 
48.2%); emergency/ acute care of injuries (physical 
therapists, 60. 7%; athletic trainers, 53.4%); and nutrition 
for athletes (physical therapists, 35.3%; athletic trainers, 
33.9%). Fitting of protective equipment was the only 
function that athletic trainers were more involved with 
than physical therapists (athletic trainers, 58.9%; physi
cal therapists, 53.6%). 

Discussion 
With the results of this study, it is now possible to 

begin developing a perspective on SMC's. It appears 
that these centers are simply traditional medical care 
settings which emphasize sports medicine care. This 
contention is supported by both this study and one done 
by Kegerreis, et al., (4), revealing that approximately 
one-third to one-half of the clients who consult these 
centers do not have a sports medicine concern. The 
present study found that 38.6% of the SMC' s provide less 
than one-half of their service delivery to clients with 
sports medicine concerns, a result which appears to 
stem from the lack of formal standards used to establish 
an SMC. Thus, any medical setting can be called a 
sports medicine practice. Perhaps the only distinction 

Table 5 
Distribution of Experience Among 
Sports Medicine Centers Personnel 

Experience 
Personnel (3 Years or More 

in Sports Medicine) 

Physical Therapists 64.15% 
(34) 

Athletic Trainers 47.17 
(25) 

Exercise Physiologists 32.07 
(17) 

Orthopedic Surgeons 30.19 
(16) 

Allopaths 24.53 
(13) 

Health Educators 18.87 
(10) 

Podiatrists 16.98 
(9) 

Nurses 11.32 
(6) 

Osteopaths 5.66 
(3) 

Chiropractors 1.89 
(1) 

Respondents 53 

Note: Parentheses contain frequency counts 



between traditional medical care settings and some 
sports medicine care settings is that the latter have 
personnel who are familiar with sports medicine con
cepts, or who are simply trying to attract a new 
population of patients about whom they may have little 
expertise. It is also apparent that those who do bring 
sports medicine concerns are either adult recreational/ 
fitness enthusiasts or high school athletes who seek a 
clinical service for their musculoskeletal injuries (1, 2, 4). 
In addition, this study and one other (3) found that a 
majority of these clients made their initial appointment 
at the SMC through physician referral. Thus, these 
clients seem to be already engaged in the medical care 
system. Perhaps physician referrals outnumber self
referrals because the general population is not familiar 
with the concept of sports medicine care, due perhaps to 
poor marketing and lack of community involvement on 
the part of SMC's. However, this fact may reflect the 
ownership of SM C's, since many states require physician 
referral to receive any physical therapy services. 

It appears that SM C's merely support a certain aspect 
of the wellness/ health promotion movement rather 
than take an active place in it, as demonstrated by the 
very small service commitment to wellness/ health 
promotion programming at these centers. Since this 
study and another (2) show only the fitness area 
receiving any emphasis at all, athletic trainers would do 
well to develop their exercise science backgrounds and 
to become certified by the American College of Sports 
Medicine (ACSM) in fitness testing before seeking 
employment at an SMC. SM C's seem to be responding to 
the need of a certain population for musculoskeletal 
injury care, but are not filling in some of the non-clinical 
medicine gaps left open by the traditional medical care 
delivery system. Considering this statement, perhaps 
the health maintenance organization (HMO) and its 
health prevention concept would make a very good 
foundation for an SMC. By offering the same HMO 
services and activities (health screening examinations, 
health education), the sports medicine center/ health 
maintenance organization could capitalize on its clients' 
heightened health consciousness level, particularly that 
of adult fitness/ recreational enthusiasts. 

Sports medicine centers do not seem to be meeting the 
needs of many physically active or would-be physically 
active populations that could benefit from the services 
and activities of these centers. For instance, even though 
high school athletes are a primary group who consult 
SMC's, this study and one other (1) reveal that these 
centers are providing little on-site care at either high 
school practices or games. Offering injury care services 
during the activity would improve, among other things, 
the injury evaluation process, the injury care, and the 
overall safeguarding of the athletes' health. In addition, 
high school athletes and others are not receiving injury 
care at SMC's any more often than at other settings 
which provide physical therapy. Few services and 
activities (e.g., work hardening programs) are being 
offered for industrial workers, who as a group have a 
high incidence of musculoskeletal injury. Two other 
groups which could particularly benefit from medically 
supervised exercise programs offered through an SMC 
are the maternity and geriatric populations. Since this 
study and one by Kegerreis et al. ( 4) show that reimburse
ment for services at SMC's is made primarily through 
private payment or insurance, perhaps the above
mentioned groups and others would be more approach
able through business contracts and health maintenance 
organization or preferred provider organization plans. 

A final item of discussion for developing a perspective 
on SM C's is staffing. A clear line of authority regarding 
injury care does not seem to exist between athletic 
trainers and physical therapists in SM C's. It seems that 
at these centers the dispute between these two fields 
concerning professional domain has been resolved by 
peaceful co-existence. Frequently, animosity arises when 
physical therapists treat athletes independent of athletic 
trainers or when the latter do physical rehabilitation 
independent on the former. When both of these profes
sions work together, a mutual arrangement and under
standing generally develops. However, because so many 
injuries are being treated at SMC's, more athletic 
trainers should be involved. This seems especially true 
when considering that most of the SM C's have physical 
therapists performing duties that are generally more a 
part of the athletic trainer's traditional role (e.g., taping 

Table 6 
Duty /Knowledge Areas 

Fitness Fitness 
Parameters Parameters 

Mechanics Pathology Fitting of for Begin- Evaluation Emergency/ for Return Nutrition 
of Sports of Sports Taping and Condition- Protective Screening ningCompe- of Sports Treatment Acute Care to Compe- for 

Personnel Injuries Injuries Wrapping ing Equipment Techniques titian Injuries Techniques of Injuries titian Athletes 

Physical 75.00% 57.14% 58.93% 69.64% 53.57% fi2.50% 52.57% 73.21% 76.78% 60.71% 66.07% 35.29% 
Therapists (42) (32) (33) (39) (30) (35) (30) (41) (43) (34) (37) (22) 

Athletic 46.43 33.93 57.14 50.00 58.93 f,0.00 48.21 57.14 57.14 53.57 53.57 33.93 
Trainers (26) (19) (32) (28) (33) (28) (27) (32) (32) (30) (30) (19) 

Exercise 10.71 10.71 3.57 25.00 5.36 16.07 21.43 10.71 8.93 12.50 19.64 23.21 
Physiologjsts (6) (6) (2) (1 4) (3) (9) (12) (6) (5) (7) (ll) (13) 

Orthopedic 33.93 30.36 14.26 21.43 17.85 80.36 21.43 32.73 32.14 35.71 30.36 16.07 
Surgeons (19) (17) (8) (12) (10) (17) (12) (18) (18) (20) (17) (9) 

Health 12.50 7.14 8.93 17.86 8.93 12.50 16.36 8.93 10.71 10.71 10.71 21.43 
Educators (7) (4) (5) (10) (5) (7) (9) (5) (6) (6) (6) (12) 

Allopaths 17.86 12.50 7.14 16.07 8.93 17.86 14.29 19.64 17.86 19.64 10.71 14.29 
(10) (7) (4) (9) (5) (10) (17) (11) (10) (ll) (6) (8) 

Podiatrists 23.31 16.07 16.07 12.50 12.50 16.07 12.50 16.07 16.07 19.64 12.50 3.57 
(13) (9) (9) (7) (7) (9) (7) (9) (9) (ll) (7) (2) 

Nurses 3.57 7.14 7.14 12.50 5.36 10.71 10.71 3.57 8.93 16.07 5.36 12.50 
(2) (4) (4) (7) (3) (6) (6) (2) (5) (9) (3) (7) 

Osteopaths 5.36 5.36 3.57 5.36 3.57 7.14 5.36 7.14 7.14 7.14 7.14 5.36 
(3) (3) (2) (3) (2) (4) (3) (4) (4) (4) (4) (3) 

Chiro- 1.79 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 
praetors (1) (0) (0) (0) (0) (0) (0) (0) (0) (0) (0) (0) 

Note: 56 respondents; parentheses contain frequency counts 
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and bracing, fitting of protective equipment). Unfortu
nately, in states without athletic trainer licensure, these 
professionals are considered to be no more qualified 
than physical therapy aides. Thus, state insurance laws 
do not permit reimbursement for services provided by 
athletic trainers. A licensed physical therapy assistant/ 
athletic trainer combination would seem a viable 
approach for gaining employment in an SMC. Often, 
SMC's are offering little more than traditional physical 
therapy settings; only some centers have physical 
therapists with sports medicine experience. Also, large 
discrepancies exist between the percentage of SMC''s 
which employ physical therapists and the percentage 
which have physical therapists who have selected 
qualifications or backgrounds in sports medicine. These 
discrepancies are small among the athletic trainers at 
SMC's. Further, a very small percentage of SM C's have 
physicians or orthopedic surgeons on staff who have 
completed a fellowship or residency program in sports 
medicine. Small percentages of all the staff within 
selected personnel categories at SMC's are taking 
post-graduate courses in sports medicine. As common 
experience for many people with musculoskeletal injmr
ies suggests and this study seems to confirm, nurses and 
physicians are often the least qualified in sports 
medicine, according to selected qualifications and 
backgrounds. 

Sports medicine centers offer employment opportunity 
for the certified athletic trainer and a chance to care for 
athletes and non-athletes alike. However, much still 
needs to be learned about such settings. A knowledge of 
the typical salaries of SMC personnel, particularly the 
athletic trainer, would be useful for those people who are 
deciding on a career in the SMC industry. Because an 
SMC is essentially a business venture, assessment of the 
typical financial management and success of these 
centers would indicate their potential for further growth 
and development. An investigation of what percentages 
of SMC's have education affiliations with colleges and 
universities may indicate how well-trained sports medi
cine personnel can be expected to be in the future. 
Determining the adequacy of insurance plans in cover
ing the expenses incurred when receiving sports medi
cine care would assist SMC management, accreditation 
associations, and the insurance industry to better plan 

for providing this type of specialized care for those who 
need it. Finally, the amount of marketing and overall 
community involvement that is characteristic of SMC's 
need to be determined in order to assess the degree of 
awareness that potential clients may have about the 
availability of the specialized type of care offered at 
SMC's. 
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