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Dr Richard Freeman was Head of Medicine at Bolton Wanderers Football Club in the English Premiership, before moving on to become Team Doctor at British Cycling and Team Sky between 2009 and 2017.

Dr Freeman’s patients in professional cycling have inspired a generation and are now household names: Sir Chris Hoy, Sir Bradley Wiggins, Mark Cavendish, Chris Froome, Geraint Thomas, Ed Clancy, Victoria Pendleton, to name just a few. His experience in cycling ranges from many world championships to the London 2012 and Rio 2016 Olympics, from the Tour de France to the Giro d’Italia, and much more.

Dr Freeman is now enjoying a quieter life, returning to family medicine and spending time with his four grandchildren.



Praise for Richard Freeman


‘Dr Freeman is a man of great integrity and kindness. His care has helped me through the good times and the hardships of competing in the highest level of sport’ – Sir Bradley Wiggins, Olympic champion and Tour de France winner


‘Dr Freeman kept me performing at my best throughout my journey to become an Olympic champion’ – Victoria Pendleton, Olympic champion


‘BMX is a war of attrition. Without Dr Freeman, my career would have been shorter and less successful . . . Dr Freeman was there through it all, always with my health his priority’ – Liam Phillips, BMX World Champion


‘I have always found Richard to be incredibly kind hearted, caring and deeply compassionate’ – Mark Cavendish, Road World Champion and Tour de France multi-stage sprint champion


‘Dr Freeman is a compassionate doctor who is fully committed to a patient-centred focus’ – Dr Steve Peters, author of The Chimp Paradox and team psychologist at Team Sky


‘Dr Freeman is one of the foremost sports doctors with a true compassion and care for the people he works with. The ability to treat the person whilst prioritising their performance needs is a rare skill he possesses’ – Paul Manning, Olympic team pursuit champion and Olympic women’s team pursuit coach


‘Dr Freeman has been a source of unwavering support through all the ups, downs, illnesses and injuries that I encountered through my career’ – Jo Rowsell-Shand, Olympic team pursuit champion


‘Doctor Freeman is a pioneer in medical performance services in recovery and preparation for world class sports teams and athletes. In my opinion number one in his field’ – Mark Taylor, Performance Director 


‘Not only is he a brilliant doctor who I loved working with, Dr Freeman was also just a great person to talk to, always understanding the human side of what can sometimes be a fickle sport’ – Richie Porte, ProTour cyclist




‘Dr Rich’s calm, professional and rational attitude gives everyone around him the confidence that all has been done for the athlete in order to be 100% able to focus on the job’ Heiko Salzwedel, Olympic men’s team pursuit coach



For my patients in general practice and elite sport.
 It’s been a privilege being your doctor.



foreword


I can’t promise that you’ll be a better sportsperson as a result of reading this book. However, knowing Dr Richard Freeman as I do, I can promise you this: you’ll be a much better prepared and informed sportsperson as a result of reading this book. And you can’t say fairer than that.


He and I met a while back when I took him on as club doctor at Bolton Wanderers, and we hit it off at once. Put it this way, if there’s such a thing as a chance meeting, and such a thing as a meeting of minds, our connection was what you might call a chance meeting of minds.


Like everybody else I called him Doc, same as I would with any other club medic. But where this ‘Doc’ differed from his predecessors was his background in what was then an emerging discipline – sports and exercise medicine – which meant that he came armed with a readiness to explore new ways of thinking that, while commonplace now, were new to football at the time. He and my trusted physiotherapist, Mark Taylor, who also had a degree in sports science, formed a great partnership.


The application of science, both in sports and in coaching, was very much my own area of interest. Whether it was on the field, preparing for the match, or refueling and recovering afterwards, I was always looking for new ways of finding the edge over the competition, always interrogating every aspect of what we were doing and asking, Could we do that better? 


So as you can imagine, I needed someone to share my vision. And in Doc I found that someone. He didn’t roll his eyes whenever I suggested something new; he came up with plenty of ideas of his own and he was a great club doctor to boot. From the everyday muscle strains and torn ligaments suffered by your average Premiership footballer, to his superlative handling of Khalilou Fadiga (about whom you can read in this book), Doc was never less than supremely competent and professional, a credit to medicine and to Bolton. Premiership football can appear to be a glamorous environment. It’s easy to get your head turned, but he was never like that. To him, they were always patients before they were star players.


So I was not at all surprised that he went on to achieve such great success with British Cycling and Team Sky. However it’s unfortunate that he has never received full credit for his part in the cycling team’s success. 


I hope that his book will see that minor injustice addressed. More importantly, I’m happy that he’s chosen to share some of his wisdom and skills within these pages, so that everyone, not just elite athletes, can benefit from what is a truly unique and original approach to the business of medicine and sport.


Sam Allardyce, May 2018




Prologue


July 8 2011, the seventh stage of the Tour de France
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Crash, stage 3, 2015 Tour de France.

 

 

THE TOUR RACE RADIO CRACKLED.

‘Chute, chute!’

Always in French. No emotion. ‘Chute, chute!’

Meaning ‘crash’.

Right away the atmosphere in the car changed. We held our breath, waiting to hear who was involved. Was it our . . .?

‘Team Sky. Team Sky.’

It was.

With me in the car was the directeur sportif, Sean Yates, and a mechanic, Diego Costa. Yates was driving, his hand jammed on the horn as the Jaguar surged forward, towards the scene of the crash. Diego and I gathered our stuff. We knew what to do; we’d been in this situation enough times for it to be routine. 

In the pre-stage team talk on the Team Sky bus – the ‘Death Star’ – Yates had highlighted this section of the race as a ‘heads up’ moment, when, after a long flat straight, the road turned acutely and narrowed. It was a perfect place for a rival to launch an attack as the peloton – that’s the main group of cyclists, each one a centimetre from his neighbour – slowed and backed up. 

The potential for a crash was huge. 

Sure enough . . .

The Jag screamed to a halt and we bundled out like troops deploying from an army helicopter: me clutching my trauma bag; Diego with a front and rear bike wheel, the two of us sprinting along a sun-dappled road in search of our fallen comrades. 

The road was dry and there were plenty of skid marks, which was encouraging. It meant there had been time to brake, slow down and lose momentum before the big bang. 

And there he was, Bradley Wiggins, sitting with his head down – a good sign, in that he was conscious and breathing – amid a scene of general carnage, riders and bikes everywhere. 

But everyone was moving. 

It’s when they’re not moving. That’s when it’s bad. That’s when you really worry. 

I looked into Wiggins’s eyes. The lights were on. My first duty after establishing that the patient is breathing, his heart is beating and he’s not bleeding profusely (and Wiggins was conscious, cursing, and there was no pool of blood) is to clear the neck. Cervical spine trauma can damage the spinal cord and can mean permanent paralysis. All good there. 

Next, no overt concussion. 

Now my hands swept gently over his clavicle. For a cyclist fracturing the clavicle is the most common injury. I knew what I was going to find.

It was broken. 

He tried to get up. I told him to stay down. 

He got up anyway. Diego offered him a spare bike and he tried to take hold of it, failed and let fly with a fresh torrent of swear words.

Meanwhile, the rest of the team were waiting, waiting to assist Wiggins back into the race, which had disappeared over the horizon. I yelled at them that he was out and slowly, reluctantly, they drifted off, back to the peloton.

Moments later, the Team Sky Jaguar pushed past, and they instinctively regrouped, adjusting to a new set of priorities, Yates giving me a short nod as he passed. There’s little room for sentiment on the Tour de France. Besides, Yates had prepared all season for this, his twenty-first Tour. 

Not for the first time I was left behind with an injured rider, and I helped him to the waiting ambulance, the wailing siren clearing a route through the crowds of spectators, cars and motorhomes.

The rest was routine. A visit to the hospital. Examination. His road rash cleaned and dressed. I did it myself with the help of a nurse, the casualty doctor observing and asking about the race – a fan, as it turned out.

We left as soon as we could, trading a Team Sky racing jersey for a disc of X-ray images and stepping out into the car park. A TV reporter was waiting, and Wiggins started talking, his tongue loosened by morphine, a string of unbroadcastable bad language. 

The long and the short of it was that he was out of that year’s Tour de France. 

I’d already spoken to the orthopaedic surgeon. Surgery was scheduled for the next day. Wiggins, meanwhile, would have to deal with his disappointment and concentrate on the following year’s Tour de France. 

Perhaps 2012 would be his year.

Wiggins was our GC, which means the general classification rider – our top man, in other words. The team had pinned its hopes on him winning the Tour de France, and it was up to me as the team’s doctor to make sure he was in the right shape to do so.

It was the same with every athlete on our riding staff. While it was up to the coaches to train the riders, it was my responsibility – and that of the doctors in my charge – to ensure they were in the right shape to be trained, to help them stay in that condition and then patch them up if and when things went wrong.

This book is all about that process. It’s about how I took a background in sports science, honed in professional football, and applied it to cycling, where it helped power success in the 2012 London Olympics and the Tour de France in the same year – to name but two of many sporting triumphs. It’s about the medical issues particular to cyclists and what we do about them; it’s about the mindset of the rider and how that feeds into the physical side of what they do.

Needless to say, we’ll go behind the scenes at British Cycling and Team Sky in order to touch upon the issues unique to those teams, where the pressure on riders and coaches to perform meant that I often found myself performing a delicate balancing act whilst protecting athlete welfare (because the fact is that sport isn’t always healthy, and there are risks associated with athletes needing to train when ill or injured). I’ll talk about the difficulty of trying to find the balance between medicine and sport, the watchfulness required to ensure that sport is not in thrall to medicine, and that it’s never a case of allowing the tail to wag the dog. And we’ll discuss the business of risk-managing patients both in the short and long term, and how these two remits can so often come into conflict. 

In addition to all of that I hope there’s plenty in here that will prove informative, helpful, even inspirational for the amateur cyclist, because while the focus is on my work with the likes of Bradley Wiggins, Chris Hoy, Victoria Pendleton et al, it’s also about the issues relevant to all cyclists; and how you as an enthusiast can improve your overall health, not just in cycling but in your day-to-day life.

Moreover, it’s about the line. The start. The finish. Finding it. Making others aware of it. Going up to it.

But never crossing it. 
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A Day in the Life (part one)

The beginning of a typical day with Team Sky, from waking up to breakfast time, meeting the team and learning how sports medicine plays a vital part in what we do . . .

WHETHER AT TRAINING CAMP or on tour, a rider’s day is structured similarly and always starts with a pee into a pot. If they’re lucky they might be able to do it without someone else watching. For a rider, that’s a good day.

Training or tour, breakfast is usually around 8am, but most people in the camp will have been up since around six, apart from the mechanics, who often work through the night and so tend to rise a little later. The team principal, Dave Brailsford, and the coaches all go for a group ride before breakfast on their state-of-the-art, race-prepared Pinarellos – two hours’ cycling, without fail (Sean Yates would do a six-hour stint). Whether we’re at camp or on tour, they always do it. 

If it’s a race day, the soigneurs get up at the crack of dawn. The soigneurs are the assistants who are first and foremost soft-tissue masseurs but also work as general gofers (‘soigneur’ translates as ‘the one who provides care’), and it’s their job to prepare the in-race food and drinks filled with electrolytes and carbohydrates. Everybody on a race team works hard. None more so than the soigneurs – or ‘swannies’ as they tend to be called. 

Meanwhile, the riders get up moments before breakfast, savouring every last minute of rest before shuffling slowly to my room, which is converted into a makeshift medical quarters for the duration of our stay. When I say ‘shuffle’, I mean it, because whenever a rider is not on a bike he or she is conserving energy. They never stand when they can sit; they never take the stairs if there’s a lift available; they never sit if they can lie down; they never carry anything if there’s a soigneur to carry it for them. Our British Cycling riders were absent from the Grand Opening of the 2012 Olympics. Why? Because we were a performance-driven team and Brailsford wasn’t going to have people standing around for three hours when they could be on their bed resting. 

So anyway, that’s start of my morning. A stream of bleary-eyed riders. They come for urine-concentration testing, weight testing, and to get the third degree from me.

‘How are you feeling?’

‘All right. Yeah. Good. Great.’ 

‘How did you sleep?’

‘Head on the pillow. Usual way, Doc, you know.’

Wiggins is a great mimic, and with me being from Lancashire he takes enormous delight in impersonating my accent. It’s one of the ways I can tell if he’s all right or not, which is generally the point of the morning inquisition: how do you feel it went yesterday? Any excessive fatigue? Do you have any significant muscle soreness? How’s the saddle sore, the road rash? Geraint Thomas would usually promise me some of his mother’s Welsh cakes for the race car. If he didn’t, I knew to ask more questions.

As their doctor I’m trying to find out if they’re over-exerting, over-stressing or under-recovering. In short, I need to know if they’re on it or off it. The questions, they are what they are. The replies might be truthful, considered or flippant. It doesn’t really matter. Most of the time I can tell just by looking in their eyes. 

Off they go, leaving me alone to analyse their urine and cross-reference their weight stats.

Now, if we’re on tour, we might be subject to a dawn raid from the anti-doping people, who will knock on my door, give me a list of two to four riders they want to see, and I’ll have to go and wake the riders up. 

‘Don’t have a pee, testers are here,’ I’d tell the riders.

That’s crucial, the not-having-a-pee. If they have a pee then they’re waiting maybe two hours to get enough urine into their bladder in order to give a 90ml sample, and you ain’t going nowhere until you’ve given that sample, because if you don’t provide a sample then it’s an anti-doping rule violation, a strike, and you only get three of those in twelve months before a one to two-year sanction. It’s not the strike we worry about so much as the reputation damage. So, if a rider can’t provide his urine in the morning and the bus is leaving at nine o’clock, they get left behind until they can.

So, not exactly an ideal way for an athlete to start his day, but I will say this: not once was any rider unpleasant or rude to the doping control staff, no matter how tired they were, or how early it was. To them, it’s just part of the job. The company most often sent by the UCI (the Union Cycliste Internationale – the world governing body of the sport) to test us was Clearidium. Wiggins called them ‘chlamydia’ and the name stuck.

A chaperone goes into the toilet with the rider who must be naked from the nipples to the knees – full exposure, in other words, to prevent someone using a bag and tube catheter to give another person’s urine. The chaperone will watch the rider peeing – he must be able to see the end of the urethra – into the sterile collection pot. The rider – always the rider – then divides it into an ‘A’ sample, which is analysed at an accredited laboratory, usually within days, and a ‘B’ sample, which is sent off and frozen. If there’s an adverse analytical finding in the A sample, potentially a drug infringement, something banned under the WADA (World Anti-Doping Agency) code, the team is allowed to have the B sample analysed and a team doctor witness it, to ensure it’s a proper analysis. Thankfully, this never happened on my watch.

Athletes are invited to list their medications, although it’s not compulsory. Some list them in minute detail. One British Cycling rider used to ask for a supplementary piece of paper for her list of drugs, medications, supplements and homeopathic remedies.

But anyway, if the testers don’t come then the riders can pee how and when they like – so long as I get my sample. While I’m in my room surrounded by their urine, they will take the lift to the dining room, where pride of place at the centre of each table is a large dispenser of hand sanitiser.

The hand sanitiser represents what Team Sky, and ‘marginal gains’, is all about. 

Planning for the Tour de France starts in October, when the following year’s route is announced. But in a way, we’re always preparing for the Tour de France for the simple reason that it’s cycling’s biggest race, has the greatest prestige and is the prize that our team principal, Brailsford, sets his sights on winning. 

The concept of ‘marginal gains’ is key to Brailsford’s strategy. It’s a concept widely thought to be his brainchild, although I believe that the origins of these practices can be seen in other arenas (which we’ll come to). Either way, it was Brailsford who perfected it. No doubt he named it, too.

The principle of marginal gains means making small improvements in all aspects of the team process in order to create one overall performance advantage. It involves looking at every single thing we do, from coaching to catering to my own speciality, sports medicine, and asking how we can refine and improve it: what small, incremental adjustments can we make that, while tiny themselves, will give us the edge?

Hence the fact that wherever we are in the world, whatever the competition, whatever we’re doing at any given time, pride of place at the centre of the table is always a large bottle of hand sanitiser. Minimising the spread of infection falls squarely within the remit of marginal gains.

I’d come from Bolton Wanderers, where we weren’t as obsessive about the risk of minor infections, partly because staying infection free isn’t as crucial to a football player as it is to a rider, and partly because football’s a team sport. There are places to hide. You can be below your best and still function as part of a winning team.

Not so for riders. In cycling, athletes are at the peak of aerobic and anaerobic performance. They have to be almost one hundred per cent fit all of the time, otherwise they’ll get left behind. ‘Dropped’, in cycling parlance. 

So in cycling there is no such thing as a minor infection. A footballer, even if not operating at their personal best, can still turn a game with that long ball. A golfer with a sore throat is capable of a jaw-dropping putt. But there is no such thing as a great rider below peak fitness. Their talent is so closely linked to their fitness as to be indiscernible from it. 

They’re odd people. Obsessed by numbers, power output, the miles they’ve done, the metres they’ve climbed, their pedalling cadence (pedal rotation speed), their heart rate, their weight, the bike’s weight, their gear ratios, and any other numbers you care to put in front of them. In the Premiership, a player will do anything to get out of training, but just try keeping a rider off their bike. Even during the off season they’ll go out every day, just to do what they call ‘spinning their legs’. They like their own company, they love pushing themselves – I believe they might actually enjoy suffering – and they train and train and train in order to extract the best performance from their body.

I’ll give you an example of just how deep their dedication is. After that crash in 2011, Wiggins had surgery on his clavicle. 
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Bradley Wiggins fractures his left collar bone, stage 7, 2011 Tour de France.

Now, normally if you fracture your clavicle and get it fixed on the NHS, they won’t plate it because it’s expensive and will heal fine in a sling. Is the result as good? No. I know an orthopaedic surgeon. He broke his clavicle. What did he do? He had it plated. But that’s another story.

So we flew Bradley Wiggins back from France and the clavicle was plated in Manchester. But the plating doesn’t provide any strength in the clavicle, it just puts the two ends together and immobilises it so that they can heal as rapidly possible and in the correct alignment needed for athletic performance. Ultimately the plate does nothing for strength, it’s the bone-to-bone healing that’s important, and the bone won’t be strong for up to twelve weeks.

But Wiggins was back training for the Vuelta a España, the grand tour of Spain, three days after the op.

Riders use an indoor cycling simulator called a turbo trainer. They slot their bikes into it and it allows them to train stationary. They love it because when it’s pouring down with rain or icy outside they can put on their headphones and ride a bike in their garage for hours on end. 

I’ve seen injured riders training at the velodrome bring in their bike and set up a turbo in the gym. I’d go away, forget about them and then realise it had been four hours since I’d seen them; I’d go back in and they’d still be there, whirring away. 

Wiggins was back in his turbo trainer three days after his operation, totally dedicated. Absolutely on it.

We also had a horse treadmill at the velodrome, which allows a rider to alter the speed and gradient of the climb while being supported by a harness so if he fell off he didn’t crash and get swept back by the treadmill. He was soon on that, too. 

And if this is an example of how committed – if occasionally almost masochistic – riders are, it also works as an example of the way that we practised performance health management in professional sports at Team Sky. I like to think of it as ‘performance medicine’. He was on morphine, which affects a patient’s psychomotor coordination; he would have been a danger if we’d let him out on the road, as another fall this early would almost certainly break the plated clavicle again. 

In this situation, the two disciplines – medicine and sport – worked together, tailored to help maintain his fitness as well playing an important psychological role. 

Medicine taps into the cyclist’s need for control over their training programme, which is closely linked to their fear of the random variable. It’s why medicine has come to play such an important part in sport over recent years, because it can help control the uncontrollable. 

Can it, though? Can it really? It doesn’t matter. The important thing is that medicine is perceived to help control the uncontrollable, and that in itself creates a huge psychological advantage. During this book we’ll talk about ‘the placebo effect’, where a treatment of some kind – and it doesn’t have to be a drug, it could be a supplement or support bandage, anything – produces a beneficial effect which has nothing to do with the treatment itself and everything to do with the patient’s belief in the treatment; we’ll talk about the doctor-as-talisman: to what extent the benefits of my presence and the treatment I administered were in fact wrapped up in the psychology of an athlete. But that doesn’t mean it’s all snake oil, far from it. The fact is, a doctor can help – or as I say, be perceived to help, which amounts to the same thing – in controlling the uncontrollable, alleviating the rider’s fear of the random. 

All of which brings us back to the hand sanitiser. Because there’s nothing more random than an infection. 

To you and me an upper respiratory tract infection is a sniffle, a cold. You’re blowing your nose and feeling a bit under the weather. To a rider it’s the difference between tenth place and first. 

Gastroenteritis to you and me means the trots and making sure you’re never too far from a toilet. To a rider it means they’re not absorbing nutrients efficiently, they’re losing electrolytes. Or, worse, they’re becoming dehydrated. All of which is crippling for an athlete’s performance. 

We cut down on infections such as these once we introduced the hand sanitiser. And it wasn’t all in the minds of the riders. We really did, because you’re just as likely to get an upper respiratory tract infection or gastroenteritis from shaking hands with somebody who’s infected, as being sneezed on or eating food prepared by them. We also attempted to introduce a no-hand-shaking rule, as we had done at Bolton, where Sam Allardyce discouraged the morning ritual of shaking literally everyone’s hand on arrival at the players’ and staff lounge at the training ground. Whenever I saw anybody who looked even slightly unwell, they were either asked to stay away or I gave them one of the small travel-sized bottles of hand sanitiser I used to carry around with me specifically for that purpose. 

We also introduced a policy of always closing the toilet lid whenever anyone flushed the toilet. If there’s infection in the toilet, which is highly likely, and you flush it with the lid open, you create an aerosol effect, and even if you’ve exited the bathroom or cubicle by the time that happens, you risk getting it on your toothbrush, say, so the next time you brush your teeth you can pick up the infection.

We made ourselves unpopular sometimes. Myself and the team nutritionist, Nigel Mitchell, would inspect hotel kitchens, and if we didn’t like the standard of hygiene then changes would have to be made. On one occasion we even moved hotel. Later we’d take our own chef on tour, and ultimately we had our own catering truck in order to have complete control over the hygiene of what the athletes ate.

Back to my room, then, and one of the key reasons I’m in there analysing the riders’ urine and weight. Twice daily, weight is studied to learn how much fluid has been lost, rather than trying to assess loss of muscle mass. Changes in urine concentration are also used to determine hydration status. Armed with the facts I join the riders at breakfast, going from table to table with the results: yes, it’s good; no, it’s bad, you need to drink more. With effective on-bike feeding and refuelling before and after racing we hoped to maintain the rider’s weight throughout a Grand Tour, and usually managed it, saving the rider’s body from searching for missing calories by metabolising their own muscles for energy. 

It’s an uphill battle getting them to drink their two litres of fruit juice and water mixture before training or on their way to the race, but I stick with it. The idea is that they’re almost over-hydrated by the time they get to the start line, because hydration is hugely important to what we do. We’ve performed sweat analysis in order to tailor rehydration to the individual but it proved logistically impossible to do whilst racing. So it’s plain water, or water with electrolytes, sometimes with carbohydrate. Whatever mixture we use, it’s always fluid taken orally. Historically, cycling has used intravenous fluids to rehydrate athletes but that’s unnecessary unless you’re ill, suffering from something like gastroenteritis, in which case you’d be in a clinic, not racing. Besides, you have eighteen hours before racing starts again. That’s eighteen hours to orally rehydrate an athlete, which is more than ample. 

Breakfast is the most important meal of the day and they use it to load up on protein and carbohydrates. For protein it’s eggs, scrambled or an omelette, however they like it, and a lot of eggs, too, as well as yoghurt – another good protein source – with fruit. For carbohydrates it’s typically porridge with agave syrup. There’s always a lot of coffee.

It’s a chatty, social time, unlike the evening meals, when athletes are tired and mulling over the day’s work, and they’ll be talking about whatever riders talk about, which is cycling. Riders are absolutely consumed with cycling. For most of them it’s the way they engage with the world. Meanwhile, the coaches and management are discussing strategies, confirming which are the key climbs, which riders and teams are threats, how the race will be controlled. It really is a team sport, something I had not truly grasped as a Tour de France armchair viewer.

The race programme for the Grand Tour GC contender is chosen carefully. Particular races have more importance for sponsors and the team will target those more aggressively than others. There are well-known preparation races – the Critérium du Dauphiné, the Tour de Romandie – which not only give a comparative test to GC competitors but assess form for the Tour de France, which again is key, because sport is all about form. You can be as well prepared as possible, but unless you have that magical thing called form – and it doesn’t matter whether you’re playing football, golf or cycling – you’re lost. 

Still, none of this is really my domain. I love sports, I love medicine, and I really love sports medicine, but my primary philosophy is one of ‘do no harm’. I’m particularly keen to discourage the ‘winning at all costs’ mentality that has a habit of creeping into professional sport. 

My concern is for the athletes. They’re patients first, riders second. 
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A Sports Medic is Born

The beginnings of my medical life, embracing the ‘new’ discipline of sports science en route to British Cycling and Team Sky, and gaining an understanding of some of the issues at play

I WAS RAISED IN GATLEY, MANCHESTER. My dad was a vet, my mum was a radiographer, my uncle was a doctor and, subsequently, my younger brother became a doctor, too. 

It was hardly a surprise, then, that I went from Manchester Grammar School to Cambridge University and then on to Manchester Medical School. 

I loved medical school. I enjoyed student lifestyle free of financial responsibility, but most of all I loved studying, learning. I was like a sponge, and in many ways I’ve never really stopped being a sponge. It’s one of the reasons that medicine has never lost its fascination for me. There’s always something new to learn about.

As for what I’d do after medical school? Well, for a short period I quite liked the idea of anaesthetics. But then I went off the idea when somebody warned me that I’d spend most of my time monitoring an anaesthetised patient’s vital signs. And your patients can’t talk. In other words, it could be very dull indeed. 

Instead I found myself looking in the direction of general practice and after leaving hospital training I joined a practice in Whalley, Lancashire, as a trainee, and then was invited to stay on as a partner. There, we looked after a local maternity hospital and a local cottage hospital, and we had our own pharmacy as well. It was great, not just because I loved and still do love Whalley, in the glorious Ribble Valley, but also because it was the days of proper, personal doctoring, which suited me down to the ground. If I had entered medicine with a fascination for learning, then I stayed because of a fascination for people. And while some GPs can be very abrupt – ‘Here’s what’s wrong with you, here’s what to take. Next!’ – I found myself taking a more holistic approach, really listening and doing my best to get to the root of the underlying, often hidden, problem.

As you might imagine, there’s a time cost involved; I was always a doctor to run late in surgery, while at the same time I started to attract those who needed my sort of approach, the type of patient whose problems had emotional and psychological elements – family disharmony and the like. So not only was it time-consuming but it was emotionally demanding as well.

I was already married by then. I’d met Frankie when I was sixteen. I became a medical student and she chose nursing and we married in 1982. I qualified in 1984. We already had four kids under five by the time I ended up in Whalley, so it was hard work for us both. Rewarding. But hard. Hard enough that, in 1990, after six years, feeling emotionally drained and exhausted and wanting to do something different, I found myself on a two-day residential course in sports medicine at Lilleshall, run by the British Association of Sport and Exercise Medicine – the first course of its kind. It was a combination of my two great interests, sport and medicine, a new discipline to learn. I was instantly smitten.

Around the same time I met a guy who had been a GP then trained as an osteopath, and had become what was known as a musculoskeletal physician. Talking to him I found that I liked the idea of osteopathy, with its emphasis on musculoskeletal symptoms. Traditional doctors tend to rely a lot more on imaging and medication, whereas osteopaths assess and treat the tissues with their hands, and I saw this as potentially an additional way of making my musculoskeletal diagnoses. 

Next I took leave to study for an MSc in Musculoskeletal Medicine, which included a year at an osteopathic college in London, and meant leaving full-time general practice in Whalley and job sharing with a colleague from medical school at a practice down the road in Clitheroe. At the same time, I started a clinic in the practice for musculoskeletal problems, running it alongside studying for my diploma in sports medicine.

Part-time jobs in sport followed. For a while I was doctor on the European Golf Tour, the highlight being when the European Team won the Ryder Cup at the Belfry in 2002. I also worked as an assistant at Burnley football club, after which I was paid to get involved with the FA, who wanted a medical presence on their inaugural doping control programme. I provided medical cover at a World Rally Championship, and went to Cyprus with the Ford Motor Sport team. 

At the same time, I founded an NHS musculoskeletal medicine service in East Lancashire where we employed physiotherapists and other doctors to treat patients with musculoskeletal conditions that didn’t require surgery. What sort of conditions? Say, for example, a patient presented with tennis elbow that had been unresponsive to the usual treatment of rest, massage and ibuprofen, we’d start with eccentric strengthening exercises, which work by exercising the muscles the wrong way round so they lengthen during contraction when they usually shorten. It seems wrong and it’s painful and patients need to be given the confidence and reassurance to do it. Some would need injection therapy.

At the musculoskeletal medicine service, we invested £60,000 on a diagnostic ultrasound machine which used sound waves to create an image of inside the body. It was a revelation, helping with diagnosis and also to guide injections accurately and safely. 

I was working there when I got the call to help out at Bolton Wanderers Football Club – mainly evening and weekend cover – while the usual doctor went off to do some cover at the Rugby Five Nations. There I got to meet a hugely important figure in my career: Bolton’s then-manager, Sam Allardyce.

[image: Image Missing]

Sam Allardyce, manager Bolton Wanderers FC; seated is Mark Taylor, his right-hand man.

‘One thing you’ve got to remember, Doc,’ he said to me. ‘All players are see-you-next-Tuesdays.’

It took me a second to work out what he meant, but I got there.

‘And as long as you don’t let them get between us we’ll be fine.’

The temporary position led to a permanent job as team doctor, my first full-time job in sports, and it was there at Bolton that I learnt what it was that I really loved about sports medicine. I was dealing with patients who were highly motivated, stretching their bodies to the limit, adapting and improving; anatomy, physiology and psychology; high performance not deterioration and death. 

Another thing, of course, was the resources. Back in those days there would have been an eighteen-month waiting list for an MR scan of a lumbar spine problem on the NHS. In sports medicine you requested a scan and two hours later the scan would be taking place. 

At Bolton we always had slots reserved at a private hospital for after a match so we could just phone up and the players would waltz in. The hospital had the prestige of being associated with the club – they’d get a signed shirt for reception – and as a result they went the extra mile for us. 

Later, at British Cycling and Team Sky, we had use of the MR scanner installed on the premises at the Manchester Institute of Health & Performance, a building funded by Manchester City Football Club in conjunction with the local council. Less than 500 metres as the crow flies. 

Speaking purely as a sports doctor, it was just about perfect. If you or I have a sore knee, we don’t get an MR scan that day. Or that month. But if you’re an athlete, you do. The immediacy of the process was incredibly attractive to me. 

Not only that, but scans were electronically transmitted from the hospital to me, so I could see the results seconds after they’d taken place. I could then send the results to anyone I wanted to read them, which was usually Dr Phil O’Connor, a consultant musculoskeletal radiologist from the Leeds Teaching Hospitals (who went on to run the imaging centre at London 2012), and the person to discuss an athlete’s scan with. 

Wherever in the world we went, if I did a scan, an X-ray, whatever, I’d send it electronically for his opinion. It became a thing for him: Friday night in his kitchen in Leeds, reading Doc Freeman’s scans.

And then there was Sam Allardyce. 

There’s a reason he’s called Big Sam. He’s big in physical appearance, big presence and big personality. Not only that, but he’s a very intelligent bloke. He could see things – he knew what was coming, what was just around the corner – and that’s why he was one of the first managers in the Premiership to embrace sports science. Things that sound simple now – I’m talking really basic stuff, like putting electrolytes in sports drinks – he adopted at a time when most teams were still serving their players tea from an urn.

He and I hit it off professionally for that reason. Previous doctors at Bolton had been jobbing GPs, doctors who liked sport, whose job was fire-fighting, patching up players when they got hurt. 

I brought something new to the table – sports medicine – which was all about being proactive, about preparing players and helping them to recover properly from exertion and injury. 

The physiotherapist at Bolton was an ex-professional footballer, Mark Taylor. When his career ended in injury he studied for a degree in sports science and then a degree in physiotherapy. He obviously knew his sport, the demands and the health issues that were important. He embraced prevention and innovation quite naturally. Between us, we practised a form of medicine known as ‘performance health management’ – by which I mean that we pledged to find the right ethical and operational balance between health management and optimising performance. We were adherents of sport-specific training, physiotherapy, strength and conditioning, nutrition, hydration and recovery. We emphasised the importance of core stability, strength and flexibility, which meant that instead of training for two hours and then going off to play golf, players had to spend time in the gym, working on their core. We were among the first, if not the first, to put theory into practice. 

Which brings me back to a point I made earlier, because I think it was Sam Allardyce who was in fact the innovator of what became known as marginal gains. Because although he may not have given it a title, or even adopted it as a formal philosophy, he certainly believed in it. It was just part of his management style. He was all about getting the basics right in order to make overall improvements.

It’s one of the reasons that during Sam’s time with Bolton the team punched above its weight. Another reason was that he could see that some players who had fallen off the conveyor belt, often due to psychological problems, sometimes for physical reasons, were hidden gems. And he brought them back, making them great players again.
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