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will be sought at interview. These include (a) emotional maturity,
the presence of which will often swing the balance in favour of a
less academically well-qualified candidate or a pre-A-level
candidate over a post-A-level applicant; (b) vocational motiva-
tion, which may be lacking in the candidate who sees a sure job
and a salary more certain in medicine than in natural science;
(c) sound judgment and innate kindness; (d) a genuine sense of
obligation to the community to stay the course that it is funding.

After the interviews the selector should possess the necessary
information to pick as the most desirable candidates those who
have the academic ability and determination to finish the course.
It is hard to insure against possible wastage after qualification,
but this is less likely to occur if the above criteria are met. Some
medical schools attempt to forecast wastage by applying
psychological tests at interview, but so far no conclusive evidence
has emerged from them.
By now, Scrutator, you may feel that I have been rather

discouraging about your remarks, particularly those on A level

passes, and about similar remarks in letters to the press about
rejections from medical schools and the numerous personal
critisms every selector has to face. But I would beg you and
parents and the schools to put A level passes in their proper
perspective. High grades at A level do not necessarily equate
with passes in professional examinations later, and they certainly
do not equate with higher grades in these examinations. Much
more information on candidates is needed, and I hope I have
given you some indication of what one selector at any rate hopes
to receive.
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Many of today's top-level sportsmen are students. There are
obvious advantages in living on the campus with good facilities
in a sympathetic environment and without the worries attaching
to employment. There are, however, problems specifically
affecting students, and the management of these may be
important in the management of their particular sports medical
problems.
Nobody can pretend any longer that it is possible to combine

intensive study or a responsible job with international sport.
The realist will adjust his life style so as to reach a reasonable
level in both sport and work or, if he is outstanding, may favour
one and deliberately adjust the other from time to time according
to circumstances. For example, examinations make an enormous
demand on one's reserves of concentration and mental energy,
and nobody can cope with flat-out sport at the same time.
Failure to recognise this leads to failure in exams, or sport, or
suboptimal achievement in both. The mature student will plan
his season of sport together with all his other commitments so
as to cope mentally and physically. Unfortunately, coaches often
fail to understand this, and their interpretation of "mens sana
in corpore sano" implies flat-out effort in both.
The student has logistic problems if he is to reach the highest

levels in sport. Training two or even three times a day makes
the trivia of washing and drying kit burdensome, especially in
bad weather or in poor accommodation. Details such as transport
to and from sports facilities and fitting in with lectures may
become a preoccupation. The necessary diet of up to 5000
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calories a day may impose a financial burden, especially on a
student grant.
The sum of all these problems may easily enhance the chronic

anxiety state that most athletes endure. This simply triggers the
vicious circle of anxiety, leading to loss of sleep and concentra-
tion and a further deterioration in performance. So it is essential
that the problems of the student sportsman should be recognised
for what they are by his tutors and medical officers. Possibly
the student's athletic staleness, recognisable as mild depression,
may lead to poor examination results, and the answer is not
antidepressant treatment but adjusting the sporting programme.

I have to mention these points because some students present
with symptoms related to sport and respond disappointingly to
routine physical treatment. It is only when the doctor elucidates
the underlying psychological stresses that they make progress.

Sports injuries

I do not propose to discuss serious trauma or fractures as
these are usually adequately dealt with along first-aid and
casualty lines. Most sports injuries affect the soft tissues, and in
serious sportsmen overuse injuries may predominate.

In this context, the doctor should be aware of the demands of
modem training. Many sportsmen use heavy-weight training
and this carries a considerable risk of injury, usually due to
careless techniques or mishaps. While top runners may train
over 160 km a week, a surprising number of college runners
exceed 65 or 80 km and, while they may think little of this
achievement, the doctor should remember that this exceeds the
norm for world record holders merely a generation ago, and
provides considerable scope for overuse injuries. The same
pattern is seen in all other sports-for instance, playing squash
or badminton for three or four hours at a time; practising 30 or
40 high-jump take-offs in one session; or swimming for up to
five or even six hours a day.
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Overuse injuries

Highly trained muscle shows increased tone, and the patient
may complain of occasional aching, especially after particularly
heavy sessions. The combination of extreme physical exertion
and anxiety leads to great difficulty in relaxing properly, and
insomnia may be a presenting feature. While tranquillisers may
be one therapeutic answer to this problem, a sounder approach
is surely to modify the student's life style so as to use social
relaxation to balance training stress. A "night on the beer" has
great therapeutic value, despite the traditional taboos on such
conduct.

Tendon injuries

Tendon injuries may follow unaccustomed or excessive exercise
and usually include tenosynovitis. This almost invariably responds to
a few days of rest, and little more than a crepe bandage is usually
necessary. More serious tendon injuries concern the Achilles and
patellar tendons, which may, as a result of repeated high training
loads, develop peritendinitis or internal lesions leading to chronic
pain. It is beyond the scope of this review to discuss these in detail,
but developments in managing major tendon lesions should mean that
no sportsman has to abandon his hobby because of pain in the
patellar or Achilles tendon. Soft-tissue surgery in these lesions is
becoming established. While cautious infiltration of steroids may be
helpful in some cases of peritendinitis, direct injection into the
substance of a tendon is contraindicated because of the enhanced
possibility of rupture later.

Str-ess fractures

Stress fractures are often difficult to diagnose, and a detailed
clinical history is the best pointer to their existence. The typical
"crescendo" history of pain related to exercise, always constant in
site, and gradually appearing earlier in each exercise session and
persisting longer afterwaids should alert the clinician and call for
x-ray examination. The initial x-ray pictures are often normal, and in
cases of doubt is is always safer to rest for two to three weeks and then
repeat the x-ray examination before any resumption of training.

Second films may show the tell-tale callus formation at the fracture
site, and this would call for further rest. The doctor need not
immobilise stress fractures but simply tell the student to avoid the
provocative stress. The sportsman may have to stop running, for
instance, but can and should keep his general fitness by alternative
activities such as weight training for the other parts of the body,
swimming, and so on.

Shin soreness

Diagnostic confusion is common in conditions such as shin soreness,
where there is acute or often chronic musculoperiosteal inflammation,
and the surrounding periosteum and tibial shaft may be tender enough
to raise a suspicion of a stress fracture. If there is a clear gap between
the bone and the characteristic knot of tender tissue the latter may
confidently be regarded as a soft-tissue lesion, but if there is doubt
about this it is safer to regard it as a potential stress fracture and
manage it accordingly.

Musculoperiosteal and tendoperiosteal strains

Musculoperiosteal and tendoperiosteal strains are frequent and tend
easily to become chronically disabling. Examples include medial and
lateral epicondylitis ("golfers"' and "tennis" elbow). Here the problem
is that rest initially relieves symptoms satisfactorily but recurrence
follows any attempt to resume the causal activity. The pattern of
rest-relief-recurrence is established and finally calls for intensive
physiotherapy or a steroid injection, or both.

Joint and ligament sprains

Joint and ligament sprains are common. While severe lesions find
their way to casualty departments, subtler strains associated with
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chronic repetitive activity should be recognised. In particular, tarsal
pain in the midfoot, lateral ligament pain at the ankle, and "runner's
knee" are all common problems associated with running, which forms
the basis for most training programmes.

In treating the sportsman, the sports environment should always
be considered carefully. It is not sufficient to look at the foot: the
training shoe and the surface should also be examined. Poor footwear
with insufficient heal padding or sole resilience may provoke chronic
foot pain, and the habit of running long distances on very hard
surfaces may bring injury at a much lower level of performance than
might be found in training on softer surfaces. Many sports shoes are
of faulty design and may directly predispose to sports injuries. A good
example of this is the firm built-up heel tab in many training shoes.
This rubs directly on the Achilles tendon a couple of centimetres
above its calcaneal insertion and at its area of least vasculature.

Muscle tears

Muscle tears are relatively straightforward in that the patient
presents with his own diagnosis. A serious muscle tear may cause
major rupture of the muscle-for instance, rectus femoris-and
surgical repair may have to be considered. In subtotal ruptures,
however, conservative measures are indicated. Muscle tears may
cause haematoma formation within the muscle bundle, in which case
pain and disability persist without obvious external sign. On the other
hand, the haematoma may be on the periphery of a bundle and may
thus drain freely from the moment of injury. In these cases, there may
be florid bruising but relatively little disability and recovery is quicker.
The principle underlying the treatment of muscle tears is to prevent

healing leading to scar formation and contracture. Thus, from the
outset, it is essential to encourage a full range of movement of the
affected part and as pain subsides to apply increasing resistance until
the muscle is brought back to full range and strength. Only then is
sports training resumed in earnest, and, provided that the sportsman
does not attempt a premature return to heavy training, there should
be no great risk of recurrence. There is no indication for passive
treatments such as massage, and it should be emphasised throughout
that active muscle exercise is the only way in which the muscle will
be restored to satisfactory function. A pulled muscle should not keep
a sportsman away from his activities for more than about three weeks
in most cases.

Conclusion

There is no sports medical problem unique to the student.
Even so, he is in a privileged position in society and is, in effect,
most eligible for participation in highest intensity sport and
hence in its medical problems. Conversely, the student health
medical officer is superbly placed to gain interest and experience
in the practical management of sports medical problems. The
mystique that surrounds the injured athlete is unwarranted, and
the student health service is ideally placed to combine its
environmental with its medical knowledge in dealing with the
injured student sportsman.

ONE HUNDRED YEARS AGO An extraordinary scene was
witnessed a short time since on the public road near the village of
Carrington, a few miles from Edinburgh. An old woman had died
suddenly at that village at the beginning of the week, and a post
mortem examination had been ordered by the parish authorities.
According to instruction, a medical man, accompanied by his assistant
and a sheriff's officer, went to the house of the deceased for the
purpose of making the examination. To their surprise, they were
told, on arrival, that the corpse was on its way to be buried; upon
which they hurried after the funeral party and caught them up before
the graveyard was reached. Their proposition that the body should
be taken back to the house for the intended examination was resisted
by the people in charge of the funeral; and the sheriff's officer had
to stop the coffin, which was being carried country fashion, and
placed it upon a roadside heap. The doctor had the coffin opened,
and there and then made his examination of the corpse. This over,
the coffin-lid was refastened and the funeral duly proceeded with.
(British Medical Journal, 1877.)
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