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Abstract

Objective. This descriptive study was undertaken to document
the nature of medical and injury consultations of the athletes and
officials of the South African Team at the 2004 Olympic Games,
and to provide data for planning future events.

Setting. South African medical facility, 2004 Olympic Games,
Athens, Greece.

Methods. Total number of consultations and diagnoses were as-
certained from medical logs and patient files which were com-
pleted daily by the members of the medical team. A retrospec-
tive clinical audit of medical records was then undertaken and
the data were then compared with similar data collected during
the Sydney 2000 Olympic Games. Acute and chronic-soft tissue
(muscle strain, ligament sprain, tendon injury, contusion or lac-
eration) and bony injury were analysed in terms of nature of injury,
grading of severity and anatomical region injured.

Main outcome measures. Number of consultations due to medi-
cal complaints or injuries among athletes and officials.

Results. A total of 180 medical consultations were logged during
the time in Athens while 348 consultations were logged in Syd-
ney. The daily consultation rate was 6 per day in Athens com-
pared with 13 per day in Sydney. In Athens, 84% of consultations
were with athletes and the remainder (16%) with officials — this
was similar to Sydney. The most common medical complaints in
Athens were dermatological (16%), ENT (13%), and respiratory
(8%) in nature, which contrasts with the profile of consultations
in Sydney (ENT 18%; neurological system 16% and respiratory
16%). Acute injury and chronic injury accounted for 26% and 14%
of consultations respectively. In Athens, the most common acute
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and chronic injuries were soft-tissue injuries. The most common
acute injury regions were the foot and ankle (25%), upper leg
(17%) and knee (17%). A total 77% of acute injuries were grade
I, 17% grade Il and 6% grade lll in severity. The most common
chronic injury regions were foot and ankle (32%), lumbar spine
(32%), and shoulder (11%). These injury profiles were similar to
those documented in Sydney 2000.

Conclusions. Injury and illness complaints of the South African
team were fewer in Athens 2004 compared with those docu-
mented during Sydney 2000. This can be attributed to local en-
vironmental conditions and travel across time zones. These data
should be useful for planning medical services for future multi-
coded events. The analysis of the nature of consultations sug-
gests that it should be a prerequisite for physicians travelling
with a multi-coded events team to have broad knowledge of both
medical and injury management of athletes. Specifically, a sound
knowledge of the management of soft-tissue injury is an impor-
tant prerequisite for the personnel of the medical team.

Introduction

The 2004 summer Olympic Games in Athens represented the 4th
Olympic Games to which the South Africa sent an Olympic team
since readmission to Olympic competition in 1992. In accordance
with the number of athletes in the team and in keeping with Inter-
national Olympic Committee (IOC) allocations and previous experi-
ence and recommendations, the medical team was assembled.1’2 As
spaces on the medical team are very limited, the correct balance of
medical service provision remains a difficult endeavour.

In total, the medical team comprised 11 members including 4
sports physicians, 6 physiotherapists and a sport psychologist.
In contrast to Sydney 2000, none of the large teams in the South
African squad were competing in remote cities and therefore all
medical services were centralised.

This report describes the nature and profiles of the consultations
for both the athletes and officials. The objectives of this report are
therefore to examine the delivery of medical services and compare
the profile of medical consultations over the last two Olympic Games,
as well as provide data for planning of medical support to future
multi-coded sports events of similar nature.

Methods

The medical records and histories of athletes were obtained through
clinical evaluation opportunities during the work-up in the Operation
Excellence programme (the preparation programme of the National
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Olympic committee of South Africa) and at preparation camps in the
build-up to the Olympic Games. At each opportunity a hard-copy
medical record was completed and the data transferred to an elec-
tronic database. This medical database was taken to Athens.

Athletes were defined as the members of the team engaged in
competition and officials were defined as team or athlete coaches,
team managers, team technical staff, administration officials, medical
staff and National Olympic Committee members.

We used data from patient files and medical encounter forms to
determine the use of the medical services. Data were collected over
30 days, starting when the team arrived in Athens (1 Sept) until the
end of the Olympic Games (30 Sept). The nature of injury, medical
complaint, or treatment was recorded on a specifically designed
medical encounter form at the time of examination or treatment
by the examining physician. The datasheets were collected and
retrospective clinical audit of the encounter forms and patient files
was performed.

The term ‘injury’ was defined as any complaint that required
medical diagnosis and management. Acute injury was defined as
any new injury that required medical or physiotherapy intervention
and was subsequently graded I, Il or lll. Grade | injuries required
on-field intervention but the athlete was able to continue competition
or training, grade Il injuries required that the athlete was removed
from participation or training for less than 48 hours, and with grade 1lI
injures, the athlete was unable to participate in training or competition
for more than 48 hours. Chronic injuries were defined as either pre-
existing injury or acute injury that subsequently required ongoing
medical evaluation and management.

Results
Olympic preparation programme

Medical and scientific preparation of the team began in 2002 with
some members of the potential Olympic squad joining Operation
Excellence. Athletes underwent medical and scientific evaluations
both regionally (between 2002 and 2004) and at two camps: the first
in Pretoria in January and the second in Pretoria in August 2004,
before departure for Athens.
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Fig. 1. Average daily consultation rate and relative
percentage of total consultations for athletes and offi-
cials during the Sydney 2000 and Athens 2004 Olympic
Games.

A total of 137 pre-participation medical assessments were
conducted at these camps. The pre-participation programme included
not only medical but also dietary, physiological, psychological and
dental evaluations.
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Fig. 2. Percentage of consultations due to injury or vari-
ous medical complaints during the Sydney 2000 and
Athens 2004 Olympic Games.

Consultations and treatments during the Olympic Games

In total 159 team members travelled to Athens. The team comprised
107 athletes from 18 sports codes and 52 officials; 180 formal medi-
cal consultations were conducted in the 30-day period. Of these con-
sultations 84% (152 consultations) involved athletes and 16% (28
consultations) involved officials. The rate of formal consultations
averaged 6 per day. This figure does not include informal consulta-
tions by the sports physicians in the physiotherapy rooms, patients
consulted at field-side, at pool-side, at the track or any other venue.
The daily rate of consultations and relative distribution of consulta-
tions between athletes and officials for both Sydney 2000 and Athens
2004 is shown in Fig. 1. Relatively more consultations were conduct-
ed on a daily basis during Sydney 2000 compared with Athens 2004.
The relative distribution of medical consultations between athletes
and officials in Athens was similar to that documented in Sydney.

Of the consultations conducted with officials, 36% were due to
injury mostly sustained through training with the athletes and 64% of
consultations with officials were due to medical-related problems.

The nature of the main complaint requiring medical consultation
with respect to the athletes is displayed in Fig. 2. In Athens 2004, 60%
of all consultations resulted from a medical (non-injury) complaint
while 40% of all consultations were due to injury. This distribution of
consultations was similar to that reported after Sydney 2000 (69%
non-injury related; 31% injury related). The main medical complaints
noted during Athens 2004 were dermatological (16%), ear, nose and
throat (ENT) related (13%); and respiratory related (8%). These data
contrast somewhat to those reported after Sydney 2000, where the
main complaints were respiratory (16%), neurological (16%) and
ENT (18%) in nature.

Acute and chronic injury during Athens 2004 accounted for 26%
and 14% of consultations respectively, which contrasts slightly with
injury data from Sydney 2000, where 14% and 17% of consultations
were due to acute and chronic injury respectively. Data from
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TABLE I. Acute injury by anatomical region during Athens 2004 Olympic Games

Muscle strain Ligament sprain Tendon injury

Head & neck 0 0 0
Lumbar spine 3 0 0
Hip & pelvis 1 0 0
Shoulder 1 0 0
Upper limb 0 0 0
Wrist & hand 0 0 0
Upper leg 4 0 0
Lower leg 1 0 0
Knee 0 4 0
Foot & ankle 0 5 0

Total 10 9 0

% 29 26 0

Contusion Laceration Abrasion Total %
0 2 0 2 6
0 0 0 3 9
0 0 0 1 3
0 0 0 1 3
1 1 1 8 9
2 0 0 2 6
2 0 0 6 17
0 1 0 2 6
2 0 0 6 17
3 1 0 9 25
10 5 1 35
29 14 8

TABLE Il. Chronic injury by anatomical region sustained during the Athens 2004 Olympic Games

Muscle injury Ligament injury Tendon injury Bony injury Total %

Head & neck 0 0 0 0 0 0
Lumbar spine 3 3 0 0 6 32
Hip & pelvis 1 0 0 0 1 5
Shoulder 0 0 2 0 2 11
Upper limb 1 0 0 0 1 5
Wrist & hand 0 0 0 0 0 0
Upper leg 1 0 0 0 1 5
Lower leg 0 0 0 1 1 5
Knee 0 0 1 0 1 5
Foot & ankle 0 4 0 2 6 32

Total 6 7 3 3 19

% 32 37 16 16

Athens 2004, detailing acute and chronic injury and the anatomical Discussion

distr bution of the complaint are listed in Tables | and Il. The detailed
data for these injuries from Sydney 2000 have been published in a
previous edition of this journal.2

Skeletal muscle strain injuries and ligamentous sprain injuries
accounted for 29% and 26% of all acute injuries, while contusion
injuries constituted 29% of all acute injuries (Table I). Lacerations
and abrasion injuries accounted for the remainder of the acute
injuries. The most common anatomical areas injured acutely were
foot and ankle (25%), knee (17%) and upper leg (17%). Lumbar
spine injuries and upper limb injuries constituted 9% of acute injuries
each. Altogether 77% of the acute injuries were classified as grade |
injuries, 17% grade Il and 6% were grade Il injuries.

Chronic injuries evaluated during Athens 2004 are described
in Table Il. Muscle and ligamentous injuries accounted for 32%
and 37% of the chronic injuries respectively, with tendon and bony
injuries accounting for 15.5% of the injuries each. The most common
anatomical sites injured were foot and ankle (32%), lumbar spine
(32%) and shoulder (11%) while the other anatomical regions listed
accounted for the remaining 25% of injuries.

With the exception of South African athletes living and training over-
seas, the vast majority of the athletes who travelled to Athens for
the Olympic Games were examined during regional evaluations,
and at the two pre-Olympic camps by the travelling team physicians.
This allowed the team and the athletes to become familiar with each
other before leaving to compete internationally. This also provided
the South African athletes with opportunity for timeous medical in-
tervention and identification, diagnosis and rehabilitation of underly-
ing injury. Dietary and psychological evaluations as well as dental
evaluations (and interventions if necessary), were also provided for
the athletes as part of the preparation programme, particularly as
dental problems have been shown to be common in this group of
individuals.9 Medical records that were established during the prepa-
ration phase formed the base documentation records to be used in
the Team South Africa medical facility in Athens.

The first important finding of this study was that there were on
average 6 formal medical consultations per day during the Olympic
Games in Athens. This figure contrasts with that of Sydney 2000,
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where the consultation rate was 13 per day. Indeed, during Athens
2004 only 180 formal medical consultations were conducted
compared with 348 consultations over a similar period during
Sydney 2000. Although it is possible that there might have been
more ‘informal’ consultations that occurred field-side, pool-side
and track-side, it is not possible to keep accurate records of all of
these encounters. It is also possible that improved preparation and
recovery strategies adopted by the athletes or improved screening
and injury management might have accounted for the difference in
consultation rate.

Yet, it is also of interest to note the differences in the profile
of consultations depicted in Fig. 2. During Sydney 2000, many
more consultations were conducted due to respiratory and ENT
complaints, probably as a result of increased aero-allergens and
subsequent symptoms associated with allergy, during spring time
in Australia.?”5 Furthermore, during Sydney 2000 there were many
more consultations in the first week of travel due to vague neurological
complaints (symptoms of headache, malaise, insomnia), probably
due to jet lag as a result of travel across many time zones.7 Although
ENT-related complaints were among the most common encountered
in Athens, the number of consultations was lower compared with
Sydney 2000, due to different environmental conditions and improved
identification and preparation of susceptible athletes.3 Furthermore,
as travel to Athens did not involve crossing of many time zones,
the team did not experience jet lag, which possibly explains the
lower number of neurological complaints. The relative increase in
consultations due to dermatological complaints was due to infection
or allergic response secondary to ant and other insect bites, in
and around the Athens Olympic village and fungal skin infections,
probably as a result of the excessive heat and humidity that occurred
in Athens at that time.

The second important finding of this study is that, as was the case
in Sydney 2000, the majority of consultations were not due to injury.
Although 40% of all consultations were due to sports injury, there
were more consultations due to injuries in Athens than in Sydney.
Indeed, relatively more of the injuries sustained in Athens 2004 were
acute rather than chronic in nature, due to the fact that both men and
women’s hockey teams competed in Athens, while only the women'’s
team competed in Sydney 2000. The anatomical distribution of these
injuries at the two events was similar, and fortunately the vast majority
of these injuries were of minor severity. The profile of the injuries and
medical complaints described above is similar and comparable with

those reported by the medical teams of other countries.1’4’10

Assessment of the injury and medical statistics allows for good
future planning when considering the composition of a medical
team for a multi-coded sporting event. It is clear that environmental
conditions including airborne allergens, heat and humidity, travel
across time zones and even insects in the immediate environment
affect the profile of medical consultations during travel to sporting

competition. It will be of interest to note the profile of consultations
during the Olympic Games in Beijing 2008, where many of the above-
mentioned factors as well as high concentrations of air pollution were
experienced.e’8

Due to the profile of consultations depicted in Fig. 2, team
physicians should ideally have adequate experience with respect to
both injury diagnosis and management and general sports medicine.
Indeed, good skills with respect to ENT, respiratory, neurological
and dermatological aspects of sports medicine are important. With
respect to sports injuries, knowledge and skills in the management
of musculo-skeletal (mostly soft-tissue) injury, particularly of the foot
and ankle, lumbar spine and knee regions are important.

In conclusion, this study descr bes the medical care provided to
the athletes and officials of the South African team to the Olympic
Games in Athens 2004. Injury and illness complaints were fewer
compared with those documented during Sydney 2000, probably
due to local environmental conditions and travel across time zones.
The analysis of the nature of consultations suggests that it should be
a prerequisite for team physicians to have broad knowledge of both
medical and injury management of athletes in order to accompany
sports teams to multi-coded events. Furthermore, a sound knowledge
of the management of soft-tissue injury, particularly in the foot and
ankle, lumbar spine and knee regions, is an important prerequisite
for the personnel of the medical team.
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