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Ethics in sports medicine is very much a gray area. There are limited resources to consult, and, often, no “correct” answers. Nevertheless, this is a fundamental part of being a team physician. Dr Stephen Thompson has taken on the challenge of providing some much needed guidance on ethical issues in this issue of Clinics in Sports Medicine. Steve has summarized this issue in a well-written preface, so there is no need to rehash that here. Suffice it to say that there are some important pearls here that we all need to learn. Thank-you, Dr Thompson, and all the authors, for an excellent issue of Clinics in Sports Medicine.









Preface

Ethics and the Sports Medicine Physician



Stephen R. Thompson, MD, MEd, FRCSC
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It is clear that whoever is a physician must be altogether a philosopher.


—Galen





The practice of sports medicine enables many unique opportunities to the physician but also results in several unique challenges. One particular challenge is practicing in an ethical fashion. There are multiple scenarios that occur in the office, in the training room, and on the field that result in ethical dilemmas. Navigating these issues is not always easy, and, often, there is no clear direction to take.


The purpose of this issue is to provide the basic ethical framework to the sports medicine physician to enable them to tackle these challenges head on. We have been fortunate to have contributions from a wide array of authors. Several are physicians who practice at the highest levels of professional sports, while others are philosophers, ethicists, and attorneys.


To begin, Dr Devit lays the groundwork in his article on “Fundamental Ethical Principles in Sports Medicine.” Next, Dr Malcolm provides guidance on how to handle patient confidentiality in a sports medicine practice in his article on “Confidentiality in Sports Medicine.” Invariably, caring for athletes results in a conflict of interest owing to the “patient-physician-team” triad. Dr Tucker leans on his many years of professional team medical coverage on how to handle these conflicts in his article on “Conflicts of Interest in Sports Medicine.”


Similarly, within the professional environment, the physician can experience the unique challenges associated with analgesic use to mask pain and improve performance. Dr Matava, also a professional team physician, outlines the different regulations and best practices in his article, “Ethical Considerations for Analgesic Use in Sports Medicine.”


Ethics and the law often coexist, and Professor Koller provides a comprehensive review of important ethical and legal aspects as they relate to the practice of sports medicine in her article, “Team Physicians, Sports Medicine, and the Law: An Update.” Following this, Professor McNamee, Professor Partridge, and Professor Anderson detail their thinking of ethics surrounding concussion care in their very seminal article, “Concussion Ethics and Sports Medicine.”


Closely related to this are issues of standards of care in professional athletes who are often willing to have “substandard” care for better short-term performance but to the detriment of their long-term health. Drs Poma, Sherman, Spence, Brenner, and Bal use their combined medical and legal experience to propose a series of guidelines to define a standard of care in their article, “Rethinking the Standard of Care in Treating Professional Athletes.”


Finally, there is a set of very unique ethical issues within sports medicine that warrants further discussion. Drs Tan, Calitri, Bloodworth, and McNamee discuss the ethics surrounding eating disorders in gymnasts in their article, “Understanding Eating Disorders in Elite Gymnastics: Ethical and Conceptual Challenges.” Professor Camporesi then provides a thought provoking article on the ethics of concussion management in her article, “Ethics of Regulating Competition for Women with Hyperandrogenism.” Last, we would never advance without research into our practice, and Drs Steward and Reider detail the important ethical principles of research in the article, “The Ethics of Sports Medicine Research.”


I am indebted to this outstanding multidisciplinary group of individuals, who have provided insightful and clear discussion on this frequently encountered but rarely taught subject. As Galen wrote, “…that the best physician is also a philosopher.”









Fundamental Ethical Principles in Sports Medicine

Brian M. Devitt, MD, FRSC,    OrthoSport Victoria, Level 5 Epworth Hospital, 89 Bridge Road, Melbourne, Victoria 3121, Australia, E-mail: bdevitt@hotmail.com




In sports medicine, the practice of ethics presents many unique challenges because of the unusual clinical environment of caring for players within the context of a team whose primary goal is to win. Ethical issues frequently arise because a doctor-patient-team triad often replaces the traditional doctor-patient relationship. Conflict may exist when the team’s priority clashes with or even replaces the doctor’s obligation to player well-being. Customary ethical norms that govern most forms of clinical practice, such as autonomy and confidentiality, are not easily translated to sports medicine. Ethical principles and examples of how they relate to sports medicine are discussed.

Keywords

Ethics; Sports medicine; Deontology; Utilitarianism; Autonomy; Virtuous practice

Key points



• The practice of ethics in sports medicine is challenging because a doctor-patient-team triad often replaces the traditional doctor-patient relationship.

• For many ethical dilemmas, there are no right answers, but knowledge of the principles and exposure to the practice of ethics are helpful in making sound decisions.

• The value of an athlete is never merely instrumental, and athletes should be regarded as ends in themselves, not means.

• Medical personnel may have passion for a sport but must show dispassion in the execution of their medical duties and always demonstrate professional conduct.

• Player autonomy is crucial in sports medicine: “do not abdicate your responsibility to the individual player.”





Introduction

Ethics at its simplest is the study of what makes a particular action in a particular circumstance the right thing to do. In sports medicine, the practice of ethics presents many unique challenges because of the unusual clinical environment of caring for players within the context of a team whose primary goal is to win.1 Consequently, the traditional doctor-patient relationship is often distorted or absent. A doctor-patient-team triad frequently exists, which creates a scenario in which the team’s priority can conflict with or even supplant the doctor’s primary obligation to player well-being.2 As such, the customary ethical norms that govern most forms of clinical practice, such as patient confidentiality and autonomy, are not easily translated into sports medicine.


Sports doctors are frequently under intense pressure to keep athletes on the field of play and improve performance. This burden, whether implicit or explicit, from management, coaches, trainers, and agents, may compel medical personnel to opt for short-term solutions to injury rather than consider the long-term sequelae of such decisions.3 A variety of ethical dilemmas may be encountered, and for many of these dilemmas, there are no unique right answers. Several ethical approaches have been proposed to deal with the wide range of complex and challenging ethical problems faced in Medicine; these may be broadly classified into the following areas:




Deontology


Utilitarianism


Principles Approach


Virtuous Practice





No single approach provides the solution to every ethical issue, and quite often these ethical standpoints conflict with each other. A detailed understanding of each of these ethical philosophies is probably not necessary in most cases. However, an awareness of the core concepts is extremely useful in sports medicine to provide a framework for decision-making and ethical practice.


In this article, these ethical approaches and how they relate to sports medicine are discussed. In doing so, a comparison is made between some of the more contrasting ethical standpoints. Also, several clinical vignettes are included to illustrate certain ethical dilemmas. To conclude, a list of guidelines has been drawn up to offer some support to doctors facing an ethical quandary. The most important guideline is “do not abdicate your responsibility to the individual player.”

Sport and the history of ethics in sports medicine

Sport plays an integral role in society and naturally serves as a vehicle for education, health, leadership, and fair play. One of the core principles of sport is fairness, which can be used as a metaphor for behavior in everyday life. The true ethos of sport is epitomized in an informal motto of the Olympic games: “The most important thing is not to win but to take part!” However, whether this ethos is adhered to depends on how the sport is managed, taught, and practiced.


Sport has clearly become a global enterprise as well as a recreation for billions.4 Nowadays, athletes can demand lucrative sponsorship contracts and appearance fees. Recently, Floyd Mayweather topped the Forbes list of the highest paid athletes in sport, earning $US300 million in a single year, more than double the previous high for an athlete.5 As the commercialization of sport increases, the value of victory in monetary terms has never been greater. Accordingly, the pressure on athletes to win has increased considerably as have the demands on sports-medicine doctors to facilitate this success by whatever means.


There has long been an adversarial relationship between sporting performance and patient welfare, which stretches back to early Greek and Roman civilization. Aelius Galenus, regarded as one of the forefathers of sports medicine, served as a physician to the gladiators in Pergamum in AD 157. He argued vehemently against the immoderate lifestyle of athletes and their obsession with victory, which he believed was unhealthy and potentially dangerous behavior.6 He saw himself as both a physician and a philosopher, and he believed the 2 were integrally linked, which he outlined in a small treatise he wrote called, “That the Best Physician Is Also a Philosopher.”7 His theories have dominated and influenced Western medical science for well over a millennium.

Deontology (Greek: deon = duty)

Patients must be able to trust doctors with their lives and health. To justify that trust, doctors must show respect for human life and ensure their practice meets the standards expected by the public and medical governing bodies.8 Deontology is known as duty-based ethics. This approach, the best-known proponent of which was the philosopher Immanuel Kant (1724–1804), is based on the premise of what distinguishes mankind from other animals is their ability to reason and to use this reason to determine what actions are right.9,10 It follows that all humans have universal rational duties to one another and, most importantly, must respect one another’s humanity. Kant maintained that all humans must be seen as inherently worthy of respect and dignity. Moreover, he contended that all morality must stem from such duties. Put simply, the primary tenet of this ethical principle is to do the right thing because it is the right thing to do.


Kant determined that there were certain general obligations to consider when deciding on an action, which he referred to as the categorical imperatives. The first categorical imperative instructs to “act only by that maxim by which you can, at the same time, will that it be a universal law.” In other words, when considering what you should do in a certain situation, you must ask yourself “would it be acceptable if everyone took this type of action?”




CLINICAL VIGNETTE: CONCUSSION


There are numerous examples of how this imperative may be applied in a sporting context. Consider the topical example of managing a player with a concussion: Therefore, if one day it would be beneficial to let your star athlete play on in a game with concussion, you should ask yourself, “would it be acceptable if every player with concussion played on?” Clearly the answer is no, because to do so would put the athletes under your care at an unacceptable risk and be morally wrong.





Players as Ends Not Means

The second categorical imperative states: “So act as to treat humanity, whether in your own person or in that of any other, in every case as an end in itself, never as a means only.” This principle does not always fit easily with the ethos of many sports teams. In changing rooms before games, players are often told to “put your body on the line” for the cause of the team. Although this saying is intended to promote selflessness not recklessness, it does highlight that the professional obligations of the medical staff are not always aligned with the motivations of the management and coaching staff. The success of the team must never supersede the welfare of individual players. Of course, individual players may be integral to the success of the team, but they must always be treated with all the respect due to a person. Therefore, the value of a person is never merely instrumental, and players should be regarded as ends in themselves, not means.


Although the principle of duty-based ethics is appealing, applying it in the context of a sporting environment is not always so straightforward. One of the core teachings of deontology is that people have a duty to do the right thing, regardless of the good or bad consequences that may be produced.10 As a result, an action cannot be justified by showing that it produced good consequences, or condemned if it produces bad consequences, which is why it is sometimes called non-Consequentialist. This approach is in stark contrast to principles of utilitarianism, which promote Consequentialism.


Utilitarianism

“There is no ‘I’ in team”

This cliché is a frequent exhortation in prematch talks. It advocates the concept of putting the team before the individual, which forms the basis of utilitarianism. As a system of ethics, utilitarianism directs that the rightness or wrongness of an action should be judged by its consequences. The goal of utilitarian ethics is to promote the greatest happiness for the greatest number of individuals, which in a sporting context represents the team. To those solely focused on the success of the team alone, this approach is attractive because it seems to provide an empirical solution to ethical dilemmas. It provides a method of weighing up the potential benefits and harms of an action, so that a balanced judgment can be made on the proportionate benefit that can be achieved. The greater the excess of benefit over potential or actual harm, then the more likely it is that the action can be justified. In essence, sporting organizations want to do what is the right for the good of the sporting organization.


However, the primary role of the team doctor is not simply to ensure the success of the team or the sporting organization. The problem with this approach is that it denigrates the interests of individual players in favor of the team’s interest. Put another way, certain parties may justify jeopardizing the welfare of one or more players in the pursuit of success for the team. This stance must never be that of the team doctor.


CLINICAL VIGNETTE: THE TOURING TEAM


Nevertheless, there are certain situations in a team environment in which a utilitarian approach is appropriate. Consider the example of dealing with an injured player while on tour: The doctor is charged with the responsibility of ensuring the well-being of the entire player group. If the time and resources necessary to treat and rehabilitate an individual player and allow them to remain on tour are so demanding as to potentially have a negative impact on the medical services available for the rest of the group, a decision might be made to send the player home for further treatment.




Consequentialism Versus Non-Consequentialism

It is obvious that utilitarianism and deontology offer rather contrasting ethical standpoints on what are the right actions to take. Therefore, how does one decide which approach to adopt? Consequentialists start by considering what a good outcome is and identify right actions as the ones that produce the maximum of those good outcomes.11 However, one of the arguments to favor a duty-based rather than consequence-based approach is that, despite a person’s best efforts, the future is uncertain and cannot be controlled. Therefore, a person should be praised or blamed for the actions within their control, and that includes willing and not achieving.


Then again, the problem with deontology is that it yields only absolutes. Actions are considered right or wrong with no allowances for gray areas. By strictly adhering to the rigid moral laws, there is no room for even a white lie or gamesmanship, for example, in comforting a player coming off the field or giving a slightly overoptimistic prognosis to improve a player’s morale. Moral dilemmas are created when duties come in conflict, and there is no mechanism for solving them. With Utilitarianism, if a set of alternatives has the same expected utility, they are all equally good. The problem here, though, is that predicting future outcomes is a very inexact science.


Principles ethics

Principles ethics is one of the most well-known and perhaps the most useful ethical approaches in practical terms. Generally regarded as the most appropriate method for approaching medical ethical dilemmas, it is based on the four pillars of autonomy, beneficence, nonmaleficence, and justice.2

Autonomy

Respect for a patient’s autonomy is considered a fundamental ethical principle. Autonomy denotes the capacity of a rational individual to make an informed, uncoerced decision. This belief is central to the premise of the concept of informed consent. The principle of confidentiality is also essential in patient autonomy. A player must give informed consent for confidential information to be divulged to the management team.


This area is of particular relevance to sports medicine personnel when dealing with an injured player who is faced with a treatment choice. The sports doctor must ensure the player not only understands the injury but also understands the risks and benefits of all possible treatment options, and the future prognosis.


CLINICAL VIGNETTE: MENISCAL INJURY IN SEASON


The commonly used clinical example to illustrate this dilemma is the young, professional football player who tears his medial meniscus midway through the season. The tear is reparable but the player is faced with two choices: he can undergo an arthroscopic meniscectomy and return to play relatively quickly or undergo a meniscal repair and be out for the rest of the season. The result of each procedure may have short-term and long-term consequences. In the short term, the player who chooses to have the meniscectomy may return to play more quickly, whereas the player who opts for a meniscal repair faces a longer period of rehabilitation and will miss more game time. In the long term, the player who opts for a meniscectomy substantially increases his chances of developing degenerative arthritis in his knee in the future, whereas the player who chooses a meniscal repair has the chance of pain-free function in the longer term and probable avoidance of articular degeneration.12,13





Informed consent in clinical sports medicine takes on a greater level of importance than in normal clinical circumstance because of all the added pressures and influences. The consequences of the player’s decision extend further than his own well-being and have an effect on his team and coach. The consent process may be compromised by the fact that different parties in the triad of relationships may have different values and priorities, and therefore, might choose different options.6 This case highlights several important questions. In what ways can the sports-medicine doctor recognize that the team has a legitimate stake in the outcome and yet remain loyal to the player? Should the physician seek consensus with all the parties involved?2 Although these are all very relevant and salient questions, the answer is simple. The primary obligation of the sports-medicine doctor is to the patient. Patient autonomy always supplants the doctor’s partiality.6 Although the paymaster in professional sport is the team, sports-medicine doctors cannot abdicate their responsibility to the individual player. The burden of obligation to the team should be removed from the team doctor, thereby rejecting the utilitarian doctrine. It is the player’s right to determine what is in his best interest. Nonetheless, as a patient advocate, the doctor must be acutely aware that the player is often under external pressure from teammates, coaches, and agents as well as internal drives and goals that may influence treatment decisions.2 In fact, there is a responsibility of the team doctor to tease out the extent of influence on a player to make a certain decision in the process of informed consent.3


The International Federation of Sports Medicine guidelines also prove useful in such a scenario: “Never impose your authority in a way that impinges on the individual right of the athlete to make his/her own decisions” and “A basic ethical principle in healthcare is that of respect for autonomy. An essential component of autonomy is knowledge. Failure to obtain informed consent is to undermine the athlete’s autonomy.”14

Beneficence

The second principle, beneficence, directs that health care professionals should aim to “do good” and promote the interest of their patients. It is one of the core values of health care ethics and is important in elucidating the nature and goals of medicine as a social practice. Edmund Pelligrino15 argues that beneficence is the only fundamental principle of medical ethics, that healing should be the sole purpose of medicine, and that endeavors like cosmetic surgery and contraception fall beyond its remit.


The very nature of sport is that it can occasionally harm and involves various degrees of risk, and thus, raises the question of how of a doctor can stand by idly and watch this happen without intervening. This question brings us back to the adversarial relationship between participation in sport and personal welfare. Players participate in sport of their own volition and need to be aware of the inherent risks they face. The principal motivation of the sports-medicine doctor is one of beneficence, and the primary aim is to do good for the patient by treating any injuries that may occur and prevent any further harm.

Nonmaleficence: Primum Non Nocere (First, Do No Harm)

The third principle requires that doctors should do no harm. Conflicts are evident between beneficence and nonmaleficence in almost any clinical situation. The dichotomy between the two principles is the foundation for risk/benefit analysis. The principles of beneficence and nonmaleficence should be considered together and aim at producing an excess of benefit over harm, in keeping with traditional Hippocratic moral obligation.16 The obligation to provide net benefit to patients requires that there is a clear or as clear as possible discernment of risk profiles when an assessment of harm and benefit is made.

Beneficence Versus Nonmaleficence

A difficult situation arises when players adopt a somewhat cavalier approach to their own careers and, more importantly, welfare. In such a scenario, the short-term glory a player stands to gain by playing with injury more than compensates for the risk of long-term disability. Players enter into sport knowing that injury and harm are an occupational hazard. However, the medical team must try their best to limit that risk or, at the very least, prevent further harm to the player when injured. There is no obligation on players to choose the recommended treatment plan put forward by the doctor, but at the very least they need to be aware of the risks and consequences of their decisions. Equally, medical staff must respect a player’s decision even if it is contrary to their own opinion. In such circumstances, the sporting governing body has an important overseeing role to provide guidelines on controversial treatment.


CLINICAL VIGNETTE: I NEED A SHOT, DOC!


The team doctor is approached by the coach at half-time asking him to give his star player a shot of local anesthetic into his knee to allow him finish out the game.


The administration of local anesthetic to allow a player to return to participation is a controversial issue and one that poses an import ethical dilemma. Although considered by some to be a performance-enhancing drug, the World Anti-Doping Agency does not list local anesthetic as a prohibited medication.17 In professional sport, the use of local anesthetic has been shown to permit athletes to return more quickly to participation and, when administered for minor injuries, has been found to be relatively safe.18,19 However, in certain cases, performance is not enhanced and injuries can be worsened, leading to long-term disability.19 In most circumstances, when faced with such a scenario, the doctor and player have a choice: accept the benefit of the short-term gain to play on but run the risk of further worsening an injury; or choose not to play on, permitting a more thorough assessment of the injury, but potentially lose out on an opportunity for sporting success. However, this is not the case in rugby. World Rugby, the sport’s governing body, dictates that, “A player may not receive local anaesthetics on Match Day unless it is for the suturing of bleeding wounds or for dental treatment administered by an appropriately qualified medical or dental practitioner.”20


In this circumstance, the position of the doctor is simpler, and the ethical quandary has been removed by virtue of the regulation. If the doctor were to acquiesce to the coach’s request, it would not only put the player at risk of potential injury but also expose them to sanction by both the sporting regulatory authority and possibly the doctor’s professional body. Admittedly, this type of regulation does not remove the frustration suffered by the player or diminish the doctor’s desire to help the patient, but it is protective for both parties.






Justice

The fourth principle is justice. Health care professionals should act fairly when the interests of different individuals or groups are in competition. The obligations of justice may be divided into three categories: fair distribution of scant resources (distributive justice), respect for people’s rights (rights-based justice), and respect for morally acceptable laws (legal justice).16 Distributive justice is relevant to sports medicine in the context of limited resources. If resources are scarce, they should be distributed equally based on need and not on the basis of star talent.


As regards rights-based justice, the team doctor should respect each individual’s right to treatment, should they require it. Failure to act because of personal bias or contrary beliefs would be unjust. Finally, the principle of legal justice holds that the team doctor must not willfully cause bodily harm to a player or do anything in contravention of morally acceptable laws.


Virtue ethics

Although the principle approach is very useful in most moral dilemmas in medicine, it does have limitations. When there are conflicting principles, it is not always easy to decide which principle should dominate. The principle’s framework does not take into account the emotional element of human experience. Another approach to bear in mind is the concept of virtue ethics, which emphasizes the character of the practitioner, or moral agent, as the key element of ethical thinking. This approach holds that morality stems from the identity or character of the individual, rather than being a reflection of the actions of the individual.


Therefore, what specific virtues are morally praiseworthy, and how do they relate to the practice of sports medicine? Much of the teaching on virtue ethics is derived from the ancient Greek philosophers. Aristotle believed that a virtue lay at the center point between two divergent vices and referred to it as “the mean by reference to two vices: the one of excess and the other of deficiency.” Courage, for example, lies between foolhardiness and cowardice. Compassion lies between callousness and indulgence.21 Plato believed in the four cardinal virtues: wisdom, justice, fortitude, and temperance.22 Beauchamp and Childress23 considered there to be five virtues, which were applicable to the medical practitioner: trustworthiness, integrity, discernment, compassion, and conscientiousness. Nevertheless, there is no comprehensive list of virtues. The Scottish philosopher, MacIntyre,24 believed that any account of the virtues must indeed be generated out of the community in which those virtues are to be practiced.


His approach also seeks to demonstrate that good judgment emanates from good character. The application of virtue ethics to the sports medicine field may have some advantages over the principles approach. It considers the motivation of the team doctor (agent) to be of crucial importance. Ethical decision-making hinges on the characteristic virtuous disposition of the team doctor, who typically wants to behave well and in the best interest of the player. As there are no strict rules to be obeyed, it permits the adaptation of choices to the particulars of a situation and the people involved. This flexibility promotes creative thinking and problem solving to deal with complex dilemmas. In applying virtue ethics, it is important to be aware that tragic dilemmas can rarely be resolved to the complete satisfaction of all parties and may leave some remainder of pain and regret.21 Aristotle also believed the virtues could be taught and improved with practice.21

Discussion

Sport is conducted in a highly charged and emotional environment. Medical personnel who engage in sports medicine frequently become involved in sport because they too are passionate about the sport. However, this passion may conflict with their ability to be dispassionate about the outcome of the game, especially when dealing with injured players. It is important to accept that medical personnel, as individuals, are not infallible, and medical decisions may be influenced by the appeal of status, admiration, and gratitude.2 Such behavior is self-gratifying, compromises judgment, and detracts from the primary responsibility of the medical team, which is to preserve player welfare. In this article, a list of guidelines has been drawn up to offer some support to doctors facing an ethical quandary (Box 1).




Box 1


Guidelines for the sports medical personnel


Passion for the sport—passion for the player’s well-being

Dispassion in the execution of medical duties

Maintain a degree of professional distance from the management team

Informed consent is trickier in a highly charged game environment

Clear lines of reporting must be in place

Doctor first—team doctor second

Do not abdicate your responsibility to the individual player



From Devitt BM, McCarthy C. ‘I am in blood Stepp'd in so far…’: ethical dilemmas and the sports team doctor. Br J Sports Med 2010;44(3):177; with permission.



“Fail to prepare, prepare to fail”

Sports medical personnel must remember at all times the importance of ethical medical practice and professional conduct. Exposure to ethical dilemmas and the resultant practice one gets from dealing with these situations can be very helpful in making sound and considered ethical decisions. Indeed, the teaching of ethics should form an important part of the training programs in Sports Medicine. Before each game or session, medical personnel should remind themselves of the basic principles of virtuous practice and the paramount importance of player autonomy.


The team doctor is often a part of the management group and has an important role to ensure that ethical principles do not get overlooked in the pursuit of victory. It is imperative that a degree of professional distance is maintained in order to achieve this. Leaders in sports medicine have advocated securing the independence of health care professionals from the club and other sporting organizations that employ them. They have also promoted the establishment of a forum between health care professionals from different organizations to facilitate discourse on ethical and professional issues in a nonjudgmental setting.25 Within a sporting organization, it is important to have a clearly defined medical structure to enable the medical personnel to report to a clinical colleague outside the team-management structure.3 This clearly defined medical structure is protective not only for the player but also for the team management, the team doctor, and ultimately, the sporting organization, when ethical conflicts arise in the future.



Summary

“A fit player is better than an injured star”

Sport medicine is conducted in a highly charged environment where ethical decision-making can be extremely challenging. To be an effective advocate for the players, medical personnel must remember at all times the importance of ethical medical practice, virtuousness, and professional conduct. At the end of the game, the only result that really matters is that the player’s autonomy has been respected.
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