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ABSTRACT
Purpose/Background: Ultimate Frisbee (Ultimate) is a limited-contact team sport growing in popularity, 
particularly as a collegiate club sport. In 2011, over 947,000 people played Ultimate. Sex, age, skill level, and 
physical demands of the sport place each player at risk for injury, yet there is limited information on the 
number of injuries with regard to clinical research. The purpose of this study is to identify injury reporting 
trends in Ultimate Frisbee against other collegiate club sports and examine correlation with sex, body 
region, and medical recommendations and to discuss associated risk of injury.

Methods: Athletes who sustained an injury related to participation in their respective club sport attended 
a physical therapy sports clinic, underwent screening, and were provided direction for injury manage-
ment. Data was collected on various elements of each case with descriptive statistical analysis performed 
to catalog injury characteristics. Chi-square analyses were performed to compare proportions between 
sports, sex, and body region.

Results: Ultimate accounted for 143 (31.0%) of the 461 reported injury cases collected from all club sports. 
Female injuries represented 101 (70.6%) of the 143 Ultimate cases, whereas men totaled 42 (29.4%) 
(p<0.001). Women had significantly more foot/ankle (26) than men (4) (p<.001) and more lumbar/flank 
(9) injuries than men (2) (p=.022).

Conclusions: Ultimate accounted for one of the highest number of reported injuries among all club sports. 
Women reported injuries more than twice as frequently as men. The majority of reported Ultimate injuries 
involved the lower extremity. Injury trends observed are similar to those previously reported in several 
NCAA Intercollegiate sports.

Level of Evidence: IV
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INTRODUCTION
Ultimate Frisbee (Ultimate) is a fast paced, limited-
contact, mixed team sport played with a flying disc, 
which combines features of other sports such as 
American football, soccer, and basketball, into a sim-
ple yet demanding game. Two teams of seven athletes 
compete on a 70 by 40 yard playing field (with 25 yard 
deep end zones) with the aim of scoring goals, which 
is achieved when a player catches the disc in the end 
zone. The disc is advanced only by being thrown 
through the air as players are not allowed to run with 
it (United States Ultimate 11th edition Rules).1

As an alternative or lifestyle sport,2 Ultimate is one 
of the fastest growing sports in the United States 
(US). USA Ultimate is the association that serves as 
the national governing body of the sport of Ultimate 
in the US. By the end of 2009, the association had 
grown to over 30,000 members. In 2011, USA Ulti-
mate reported 947,000 people played Ultimate fre-
quently (>25 times/year) in the US alone.3 Ultimate 
has grown in popularity as a collegiate club sport; 
with teams playing in various tournaments through-
out the country. 

Players run, cut, guard, jump, throw, catch, and dive 
in a fully outstretched position in order to catch the 
disc and advance to score a goal. Frequent cutting, 
physical contact, and jumping amidst other players 
have all been described as possible risk factors for 
injury in Ultimate.1, 4 Incidental contact is common 
during gameplay. Ultimate athletes are subject to 
considerable biomechanical stresses. Incidental con-
tact and various impact forces expose each player 
to considerable risk for injury. Constant running, 
with athletes moving unrestricted throughout the 
entire playing field (similar to soccer or lacrosse), 
also places them at risk for overuse injuries. Inju-
ries sustained during Ultimate are similar to those 
in occurring during NCAA field sports, such as soc-
cer. Data from the NCAA Injury Surveillance System 
(ISS), (which monitors injuries that occur across 15 
NCAA sanctioned sports between 1988-1989 to 2003-
2004) demonstrated that more than half the injuries 
sustained were to the lower extremities.5 This is a 
trend also observed in Ultimate.1, 4 Contact during 
gameplay in Ultimate (between athletes or with 
the ground) results in a significant number of the 
reported injuries, similar to soccer or basketball, 

where contact occurred in 60% to 80% of injuries.4 

Despite its growing popularity, increasing number 
of participants, and injury risk, there is a paucity 
of published literature characterizing the rates and 
types of injuries specific to this sport. Defined as a 
limited contact sport, it has received very little atten-
tion with regard to prospective injury epidemiology 
or injury prevention and management research.4 
Very few teams have professional medical coverage 
for games or tournaments (unlike counterparts such 
as soccer or basketball), and most games are self-
refereed. USA Ultimate has different requirements 
depending on age for gameplay and tournament 
staffing. With respect to the college-age subjects 
represented in this study, USA Ultimate requires a 
non-participating First Responder only when the 
number of participants is between 250 and 500 peo-
ple. An onsite certified athletic trainer (ATC) is only 
required if the event size is greater than 501 partici-
pants, and less than 999.

Two retrospective studies explored injuries that 
occurred during participation in Ultimate.1, 4 Reyn-
olds & Halsmer1 evaluated the injuries associated 
with Ultimate using a retrospective, self-reported sur-
vey of 135 adult athletes at a Midwestern Ultimate 
tournament. Of the respondents, 88% had missed 
Ultimate activity due to injury, and 71% sought med-
ical care for Ultimate related injuries. Yen and col-
leagues4 conducted a cross-sectional study at the 2007 
Ultimate Players Association College Championships 
in Columbus, Ohio. They quantified and character-
ized the injuries incurred by Ultimate players using 
an interview of athletes who called an injury timeout. 
They identified potential activities associated with 
risk for injury, including laying out (while catching 
the disc), covering cutters (athlete cutting to gain posi-
tion to receive a pass), cutting, jumping, running, and 
catching. They proposed that the “limited contact” 
sport classification for Ultimate was inappropriate. 
Additionally, contact between players and with the 
ground (e.g. during a layout) resulted in over 50% of 
the injuries reported. Reynolds & Halsmer1 reported 
that the majority of Ultimate athletes in their sample 
experienced some injury with many going on to pur-
sue medical care. Subsequently, the authors of the 
current study sought to educate health care profes-
sionals on the particular profile of injuries sustained 
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among collegiate Ultimate athletes. This is the first 
study to follow one specific Ultimate club consisting 
of two teams (men’s team and women’s team) in a 
collegiate setting, comparing their injury rate to other 
club sports and performing arts activities. Where pre-
vious studies represented data collected at a single 
game or tournament, this longitudinal study follows 
the collegiate Ultimate teams (men and women) at a 
University with over 20,000 undergraduate and grad-
uate students. The purpose of this study is to identify 
injury reporting trends in Ultimate Frisbee against 
other collegiate club sports and examine correlation 
with sex, regional distribution, and medical recom-
mendations and to discuss associated risk of injury.

METHODS
This is a retrospective analysis of data collected dur-
ing a twelve-year period from 2000 to 2012. Injured 
collegiate club athletes (including Rugby, Ultimate, 
Soccer, and Basketball) and performing arts mem-
bers (e.g. figure skating, marching band, theatre) 
attended a weekly Club Sports & Performing Arts 
Injury Clinic (Sports Clinic) where they could be 
screened and offered direction for management of 
their injuries. All participants were eligible for inclu-
sion. A licensed physical therapist verified injury and 
diagnosis for data to be recorded and included in the 
study. Athletes who sustained injuries not related to 
participation in their club sports were excluded. 

Procedure
Each Sports Clinic was conducted by one to three 
licensed physical therapists: One Orthopaedic or 
Sports Clinical Specialist and two physical therapy 
residents. During Sports Clinic, the physical therapist 
would complete a screen, record the athlete’s sub-
jective history, and perform tests and measures in 
order to determine whether the individual required 
urgent medical attention, referral to student health 
services, referral to an orthopedic surgeon, or rec-
ommendation for skilled physical therapy. Whereas 
a formal physical evaluation might be performed in 
order to determine specific problems, impairments, 
and limitations for each athlete to direct treatment, 
these screens were intended to triage and provide 
direction for each athlete. If an individual’s injury 
was such that they did not require additional profes-
sional medical attention, then he/she was educated 

on methods to reduce his/her impairments and facil-
itate safe return to play/activity. This process was 
completed weekly at the Sports Clinic over a 12 year 
period. Data regarding complaints, the results of clin-
ical examination, which body region was injured, the 
clinical impression of diagnosis, and recommenda-
tions for management of injury were recorded. Injury 
was defined as any condition for which an athlete 
sought medical attention at the Sports Clinic. Each 
injury/condition was recorded only once. Athletes 
who returned for follow-up for the same condition 
were not counted as a separate case. While multiple 
personnel were involved during the 12-year period 
during which data was collected, standardized pro-
cedures and criteria for data collection were main-
tained throughout the study.

Upon completion of each athlete’s subjective inter-
view and physical screen, the evaluating physical 
therapist made recommendations to each partici-
pant based on the clinical impression of the indi-
vidual’s diagnosis and immediate needs. A second 
therapist and board certified specialist in sports 
and/or orthopedic physical therapy verified diagno-
sis to minimize bias and support appropriate medi-
cal recommendations. 

STATISTICAL METHODS
Descriptive statistical analysis was performed to cat-
alogue injury types and rates for injuries reported 
by participants in various sports/activities seen at 
Sports Clinic. Injuries per body part among reported 
Ultimate injuries were totaled and reported as per-
centages of the total number of injuries. Assessment 
of further medical utilization for Ultimate injuries 
was also performed based on recommendations for 
injury management. Chi-square analyses were per-
formed to compare proportions between sex and 
regional distribution of injuries. Calculations were 
performed using a Microsoft ExcelTM spreadsheet. 
Statistical significance was set at p < 0.05.

RESULTS

Participants
Participants in thirty-two club sports and performing 
arts activities were followed over a 12-year span from 
2000 to 2012. The men’s and women’s Ultimate teams 
at the University were comprised of at least 28 play-
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ers, divided into A and B teams of at least 14 each. 
This allows for a full squad of 7 players with reserves. 
At the time of last data collection, the women’s team 
had 37 players and the men’s team had 60 players. 
The teams play year round, but the main competi-
tive season is 13 weeks long, occurring in the spring. 
Teams practice four times per week, and typically 
play in two-day weekend tournaments at a rate of 3-5 
tournaments per semester, with additional tourna-
ment play if teams qualify for regionals or nationals. 

Injury Rate
A total of 461 injuries were reported and screened 
among those presenting at the Sports Clinic over a 
twelve-year period. Ultimate (men’s and women’s) 
accounted for 143 (31%) cases, exceeded only by 
Rugby (men’s and women’s) with 156 cases (33.8%) 
(p<0.45). Ninety-four (94) different Ultimate athletes 
reported to Sports Clinic, representing 143 distinct 
cases (Table 1). Sixty-four Ultimate athletes reported 
to Sports Clinic for only one case, 18 reported for two 

Table 1. Number of injuries for each club sport/activity

Club Sport/Activity Number of Injuries Percentage of total 
Ultimate (M) 42 9.1%
Ultimate (W) 101 21.9%
Rugby (M) 120 26.0%
Rugby (W) 36 7.8%
Soccer (M) 18 3.9%
Soccer (W) 27 5.9%
Lacrosse (M) 4 0.9%
Lacrosse (W) 2 0.4%
Baseball (M) 5 1.1%
Softball (W) 5 1.1%
Wrestling (U) 5 1.1%
Volleyball (M) 11 2.4%
Volleyball (W) 9 2.0%
Basketball (M) 0 0.0%
Basketball (W) 5 1.1%
Tennis (M) 0 0.0%
Tennis (W) 1 0.2%
Track/Field/XC (M) 10 2.2%
Track/Field/XC (W) 0 0.0%
Crew/Rowing (M) 20 4.3%
Crew/Rowing (W) 1 0.2%
Equestrian (W) 4 0.9%
Synchronized Skating (W) 1 0.2%
Figure Skating (W) 6 1.3%
Roller Hockey (M) 2 0.4%
Ice Hockey (M) 1 0.2%
Ice Hockey (W) 4 0.9%
Field Hockey (W) 2 0.4%
Climbing (U) 1 0.2%
Acting—Professional Theatre Training Program 
(U) 5 1.1%

Marching Band (U) 4 0.9%
ROTC (U) 1 0.2%
Unknown Sport/Activity 8 1.7%
Total 461 100%
M= Men’s; W= Women’s; U = Unisex; XC = Cross Country 
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separate cases (36 total), seven reported for three 
cases (21 total), three reported four different injury 
cases (12 total), and two reported five separate inju-
ries (10 total). The remaining sports/activities that 
contributed to injury totals are reported in Table 1. 
Seventy-nine of the 143 injuries from Ultimate were 
reported by athletes who sustained more than one 
(separate, not repeat) injury during the twelve-year 
study period. Women outnumbered their male coun-
terparts in injury reporting for more than two sepa-
rate injuries during the study period, with up to five 
separate injuries reported by two female Ultimate 
athletes (Table 2). 

Relationship Between Ultimate Injuries, Sex, 
and Body Region
Injuries to females represented 101 (70.6%) of the 
reported cases from Ultimate, whereas injuries to 
men totaled 42 (29.4%) (p<0.001). Of the 143 inju-
ries associated with Ultimate, the body part most 
commonly affected was the knee, accounting for 50 
(35%) injuries, followed by foot/ankle at 33 injuries 
(23.1%), 11 (7.7%) each of lumbar/flank, hamstrings 

& shins/Achilles related injuries, 10 (7%) hip/groin 
injuries, 7 (4.9%) calf/leg injuries, 4 (2.8%) quad/
thigh injuries, and 3 (2.1%) each of shoulder & 
wrist/hand injuries (Table 3). 

Among injuries reported in Ultimate, women 
reported significantly more than men overall (Table 
3) (p<.001). For each defined body region, women 
reported more injuries than men with the excep-
tion of hip/groin for which men and women both 
reported five injuries (p= 1.00), and shoulder and 
wrist/hand with two men and one woman reported 
injuries (p= 1.00) for each. While women reported 
nearly twice as many knee injuries as men (32 vs. 
18, respectively), this difference was not statistically 
significant (p=.065). Despite the higher injuries 
among women overall within Ultimate, only foot/
ankle and lumbar/flank injuries demonstrated a 
significant difference. Twenty-six foot/ankle inju-
ries were reported among the women, whereas men 
reported only four (p< .001). Women reported nine 
lumbar/flank related cases, as opposed to two cases 
among the men (p= 0.022) (Table 3).

Table 2. Number of injuries for each club sport/activity

Table 3. Ultimate Frisbee Injury per Body Region

Number of Reported Ultimate Injuries Ultimate Athletes Cases
1 64 64
2 18 (77% female) 36
3 7 (100% female) 21
4 3 (67% female) 12
5 2 (100% female) 10

Ultimate
BODY REGION Men Women p-value 

Knee 18 32 .065
Foot/Ankle 4 26 <.001*
Shin(s)/Achilles 3 11 .057
Low back pain/Lumbar Spine/Flank 2 9 .022*

Hamstrings 4 7 1.00
Hip/Groin 5 5 1.00
Calf/Leg 1 6 .13
Quad/Thigh 1 3 .63
Shoulder 2 1 1.00
Wrist/Hand 2 1 1.00
TOTAL 42 101 <.001

*p<.05 between men and women 
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Further Medical Recommendations
Of the total 143 cases of Ultimate athletes, 50 were 
educated on independent management strategies, 
or required no follow-up. Forty-eight athletes were 
encouraged to initiate skilled Physical Therapy (PT) 
pending a trial of independent management (rang-
ing from one to three weeks) or a follow-up with a 
physician, whereas 40 were instructed to immedi-
ately initiate skilled PT, and nine were referred to an 
orthopaedic physician for consultation, imaging, or 
injections. Four female athletes who were referred 
to an orthopedic physician also went on to initiate 
PT (Table 4). 

Specifically, with respect to further medical recom-
mendations in response to injuries reported by men 
vs. those reported by women, 35 (34.65%) women 
sustained minor injuries (those incurring recom-
mendations for education on independent manage-
ment strategies) versus 15 (35.7%) male Ultimate 
cases. Thirty-five (34.65%) women reported mildly 
severe injuries (those where athlete was encouraged 
to initiate skilled PT pending a trial of independent 
management or follow-up with a physician), versus 
13 (31%) men. Truly severe injuries (those given 
recommendations to pursue an orthopaedic consult 
or immediately initiate skilled PT) accounted for 28 
(27.7%) of female Ultimate cases, versus 12 (28.6%) 
men. Seven (6.9%) women and two (4.7%) men 
were referred to an orthopaedic physician for con-
sults, imaging, or injections with four (3.9%) women 
also immediately initiating PT. There was no statisti-
cally significant difference between the proportion 
of men or women receiving each recommendation 
(Table 4).

DISCUSSION
This study represents the largest collection of inju-
ries associated with Ultimate participation in a single 
setting to date, and the results give an overview of 
injuries sustained in the sport. Among participants 
in the 32 club sports and performing arts activities 
who participated in the Sports Clinic during the 
twelve-year study period, Ultimate-related sports 
injuries accounted for the second highest number of 
reported cases surpassed only by Rugby.

Jumping and diving are frequently performed maneu-
vers that increase each athlete’s risk for injury.6-8 Yen 
et al4 reported that diving was one of the most com-
mon activities at time of injury timeout (29% and 
22% in men’s and women’s divisions, respectively) 
and accounted for all of the men’s closed head inju-
ries and two of the three women’s closed head inju-
ries. Additionally, continuous running in open field 
competition can contribute to athletes’ risk for over-
use injuries, particularly if associated with declining 
performance related to fatigue.9 

In this sample, many less skilled athletes may 
have tried out for Ultimate, or were unaware of the 
stresses athletic participation places on the body, 
therefore increasing their risk for injury. Peterson 
et al10 examined the association between age, skill 
level, and injury of 264 soccer players, and found a 
twofold increase in the incidence of injury among 
young players with a lower skill level compared to 
more skilled athletes. Chomiak et al11 reported simi-
lar findings in soccer players, with a twofold increase 
in severe injury incidence among lower skilled ath-
letes compared to those of higher skill level.

Table 4. Further Medical Recommendations

Type of Recommendation 
Men

(% of 42) 
Women

(% of 101) 
Total

(% of 143) 
Orthopaedic visit* 2 (4.7%) 7† (6.9%) 9† (6.3%) 
Immediate Skilled PT 12 (28.6%) 28† (27.7%) 40† (28%) 
PT Pending ‡ 13 (31%) 35 (34.65%) 48 (33.6%) 
No further professional services 15 (35.7%) 35 (34.65%) 50 (35%) 

* Orthopaedic physician visit:= consult, imaging, or injections 

‡ PT Pending:  PT pending trial of independent management (1-3 weeks) or pending physician
   follow-up 

† Four female athletes were instructed to pursue an Orthopaedic physician visit AND initiate
   physical therapy 
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Injuries identified in this study were similar with 
those reported by Reynolds & Halsmer1 where knee 
& ankle injuries accounted for the majority of inju-
ries reported at a Midwestern Ultimate tournament. 
Similarly, Yen et al4 found that the majority of injury 
time-outs were due to lower extremity injuries. Ulti-
mate injury patterns in the current study closely 
resembled those reported for 15 NCAA Intercolle-
giate sports over a sixteen year period.12 Over half 
of all injuries were lower extremity, with knee and 
ankle injuries accounting for the greatest number of 
the lower extremity injuries.12

Data from men’s and women’s Collegiate Soccer 
NCAA Injury Surveillance System revealed that 
lower extremity injuries accounted for almost three 
quarters of all game and practice injuries.5,13 In men’s 
soccer, ankle ligament sprains were the most com-
mon injury sustained during practices and games, 
and knee internal derangements were the most com-
mon “severe” injury during those exposures.5,14 Sim-
ilar findings were seen in women’s soccer athletes 
during games, with the addition of upper leg muscle-
tendon strains seen in practices.14 

In the collegiate setting used for the current inves-
tigation, women reported Ultimate-related injuries 
more than twice as frequently as their male coun-
terparts during the twelve-year study period despite 
the fact that the number of women playing Ultimate 
was likely smaller. Each year the squad size in this 
collegiate setting was at minimum of two teams of 
14 players each, with the current women’s team hav-
ing 37 players, and the men’s team having 60. Injury 
incidence has been shown to correlate strongly with 
the number of individuals registered to participate.15 
Although incidence rate was not calculated, it was 
likely higher in women than men. 

Interestingly, one of the most notable differences 
between male and female injury reporting is the 
number of athletes returning for separate injuries. 
Among Ultimate injuries reported, the majority of 
athletes reporting two or more injuries were women. 
Two women reported five separate injuries during the 
study period (Table 2). The higher number of injuries 
in women compared to men may indicate underly-
ing neuromuscular biomechanical deficits, in particu-
lar related to lower extremity injuries. Women have 
demonstrated the reduced ability to adequately absorb 

ground reaction forces, reduced knee flexion during 
landing and cutting, and limb-to-limb asymmetries dur-
ing task-specific activities.16-19 Seventy-nine of the 143 
reported Ultimate cases were associated with athletes 
who sustained multiple injuries during the 12-year 
study period. The majority of athletes who reported 
to Sports Clinic more than once were women. Women 
appear to be more likely to sustain multiple injuries 
during their careers than men. This may be related to 
the interaction between movement strategies, align-
ment, body composition, and physiology. Women gen-
erally have less lean body mass than men20, 21 with less 
developed musculature22-24 and greater laxity present 
in connective tissue,25, 26 further contributing to injury 
risk. 

While women globally reported significantly more 
injuries than men, the foot/ankle and lumbar/
flank were the only body regions for which a sta-
tistically significant difference was identified. Con-
troversy exists on the role of sex in sports related 
foot and ankle injuries.27, 28 Beynnon et al29 reported 
that ankle injuries per 1000 person-days of exposure 
were 1.6 for men and 2.2 for women. Though not 
significantly different, women who played soccer 
had a higher incidence of ankle injury than women 
who played field hockey or lacrosse.29

Significantly more women reported lumbar/flank 
injuries than men in the current study. Agel et al5 
and Dick et al14 reported similar numbers of low back 
injuries sustained in collegiate men’s (135 injuries) 
and women’s (162 injuries) soccer. Similar numbers 
of injuries were also seen in collegiate lacrosse.13 
While it is unclear why women in the current study 
reported more lumbar/flank injuries than men 
compared to other published reports, women have 
musculoskeletal risk factors that may increase their 
risk for injury. Springer et al30 reported significantly 
decreased transversus abdominis muscular thick-
ness in women as compared to men with a positive 
correlation between muscle thickness and body 
mass index. Norton et al31 reported that lumbar cur-
vature angle was significantly larger for women than 
for men, with a significant relationship between sex 
and different types of low-back pain. 

While the quantity of injuries reported by women 
was significantly higher than men, no statistically 
significant differences were reported in the num-
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ber of recommendations for Orthopedic physician 
follow-ups or recommendation for skilled PT. The 
severity of the injuries as measured by the medical 
recommendations rendered at the Sports Clinic was 
no different in proportion. The injuries sustained in 
Ultimate during the study period were largely mild 
in severity.

Actual follow-through for initiation of skilled PT was not 
recorded. Some attrition, therefore, may have occurred 
between athletes encouraged to initiate rehabilitation 
and their actual pursuit of skilled care. While each 
recorded case was a distinct injury, the same body part 
may have been involved, presenting a circumstance 
where such attrition may contribute to multiple cases. 
Athletes that do not pursue rehabilitation in spite of 
clinician recommendations are at considerable risk for 
sustaining another injury or worsening their condition. 
Incomplete or improper rehabilitation for specific inju-
ries has been shown to contribute to risk of reinjury.32,33 

Limitations and Future Directions
This study presents a retrospective analysis of inju-
ries from a sample of convenience of club sport ath-
letes and performing arts members in a collegiate 
setting. There are limitations to this study that are 
related to its design. As athletes were not followed 
from pre-injury to post-injury, common characteris-
tics of each injured athlete could not be assessed to 
determine how strong the correlation was between a 
given characteristic and actual injury onset. 

Another limitation of this study is the inability to 
report on injury prevalence specific to each sport 
due to incomplete recording of each club’s roster 
sizes over the twelve years. As such, the higher per-
centage of injuries reported in Ultimate might in 
fact be simply related to higher participation rates. 
Additionally, more detailed injury rates and risk 
levels could not be assessed as the specific number 
of athlete exposures was not monitored. Addition-
ally, clinical significance of the injury rate for this 
study may be limited by the fact that some athletes 
returned for injuries to multiple body parts. 

The Sports Clinic where athletes were screened 
represents a secondary “off-site” healthcare facility.
Ideally, screening/evaluation, treatment and rec-
ommendations would be provided on-site. On-site 

medical coverage would allow for more specific 
observation of injury trends, rules enforcement, and 
playing surfaces (natural grass, artificial turf, field 
conditions, etc). It is worth noting that a potential 
bias may exist where the current study captures 
data on individuals with increased likelihood to 
seek medical care/advice. Future research should 
include injury surveillance on-site at tournaments 
or within each Ultimate Club in order to capture all 
relevant data.

The severity of each injury was not independently 
measured for this study. Specific information on 
each athlete’s ability or time to return to play/time 
loss was not systematically recorded. This informa-
tion might provide one means of measuring the 
impact of each injury to the athlete and the team. 
Similarly, a systematic and consistent follow-up was 
not performed. Recommendations for further medi-
cal utilization were provided as appropriate to each 
athlete, but specific actions taken by each athlete 
were not recorded. This information would serve to 
describe the impact of the sustained injury on the 
athlete; as well as the community/health adminis-
tration impact. With such data, a true cost-analysis 
for medical utilization could be measured.

Regarding training habits, the expectations and cul-
ture surrounding training within sports like club 
soccer and lacrosse have mostly been adopted from 
their official intercollegiate counterparts. Ultimate 
is not (nor has ever been) a NCAA sponsored pro-
gram, and therefore does not have the history or 
background of athletes being formally instructed 
about proper training. For example, in the setting 
in which this study was conducted, there are no 
strength & conditioning coaches or athletic trainers 
assigned specifically to Ultimate clubs, in contrast 
to intercollegiate sports which have one or more of 
both. Subsequently, there is a considerable amount 
of variability in the training approaches used among 
different Ultimate Clubs. Future research should 
include injury surveillance within a club, where a 
specific club’s training practices are observed against 
injury trends.

This study highlights one means by which rehabili-
tation specialists can affect change in the health out-
comes of their community. Using the injury clinic 
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implemented in this study design as a starting point, 
one can make modifications to address aforemen-
tioned design limitations, along with continued 
adjustments, critical review, and retrospective anal-
ysis to continue to describe and analyze injury in 
sports like Ultimate. 

CONCLUSION
Ultimate has traditionally been characterized as a lim-
ited contact sport with subsequently marginal atten-
tion in literature, and an assumed minimal need for 
on-site professional medical coverage.4 The epidemi-
ological analysis of club sports athletes in this colle-
giate setting suggests that Ultimate athletes are at risk 
of sustaining injuries, supporting the need for further 
studies and perhaps even on-site sports medicine 
management. Given the number of athletic injuries 
that garnered recommendations for further medical 
utilization, additional investigation may be warranted 
regarding the cost benefit of on-site medical manage-
ment of Ultimate injuries, including acute injuries 
before they become chronic conditions. Furthermore, 
the information provided in studies like this are use-
ful in planning and preparation for medical coverage 
at Ultimate games & tournaments as well as establish-
ing injury prevention programs tailored to the sport’s 
specific injury profile.1,4,34
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