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Context: The burden of injuries to college ultimate players
has never been fully described.

Objective: To quantify the injury rate in ultimate players and
describe the diagnoses, anatomic locations, and mechanisms of
injuries.

Design: Descriptive epidemiology study.
Setting: College ultimate teams in the United States during

the 2012 season.
Main Outcome Measure(s): Initial injury rate per 1000

athlete-exposures.
Results: The initial injury rate in college ultimate players

was 12.64 per 1000 athlete-exposures; the rate did not differ

between men and women (P ¼ .5). Bivariate analysis indicated
that injuries occurred twice as often during games as during
practices, men were more likely than women to be injured when
laying out for the disc, and men were more likely to incur strains
and sprains than women.

Conclusions: Injury patterns to college ultimate players
were similar to those for athletes in other National Collegiate
Athletic Association sports. This is the first study to systemat-
ically describe injuries to ultimate players.

Key Words: injury mechanisms, injury surveillance, athletic
injuries, Barell matrix

Key Points

� Injury patterns in college ultimate players were similar to those in athletes pursuing other National Collegiate Athletic
Association sports.

� Injury rates did not differ between male and female ultimate players; however, the injury patterns suggest the need
for sex-specific preventive strategies.

T
he sport of ultimate, often called Ultimate Frisbee,
was created in the late 1960s in Columbia, New
Jersey.1,2 According to USA Ultimate, the govern-

ing body of ultimate in the United States, an estimated 1.5
million adults and children played ultimate at least 13 times
in the United States in 2011.3 The sport can be described as
a cross between soccer and American football: the
offensive team passes the disc among themselves with the
intent of receiving a pass in the end zone for a goal, and the
defensive team seeks to intercept or force the offensive
team to drop the disc, at which time the defensive team
immediately becomes the offensive team.1 From both the
prior literature4 and our own experience in the sport, we
believe that soccer serves as the most appropriate
comparison sport.

The injury rate in ultimate players has never been
reported, and limited research has been conducted on the
burden of injuries in ultimate. In a small retrospective
survey5 of players participating in an informal tournament,
almost 90% had experienced at least 1 injury while playing
that had caused them to miss time playing ultimate. At the
2007 Ultimate Players Association College National
Championships, men were injured at a higher rate than
women, and laying out (ie, diving for the disc) and contact
with other players accounted for more than half of the

injuries.6 Competition in USA Ultimate is generally divided
into the Youth, College, and Club divisions.7 We chose to
examine the College division because its players are
generally within a narrow age range (ie, 18–24 years) and
because players on a given team would be located near one
another, thus reducing the reporting burden for the person
on each team responsible for data entry. College teams
consist of degree-seeking students, and the individuals who
participate are considered club, not intercollegiate, athletes.

Our goals were to establish injury rates in college
ultimate players, to describe the locations and diagnoses of
these injuries, and to understand the mechanisms causing
these injuries.

METHODS

Data Collection

A pilot study was conducted by the research team in
2011. This trial indicated the feasibility of collecting injury
data on ultimate players by using a Web-based data-entry
system. However, these data suffered many limitations,
such as a lack of consistent time intervals for data entry,
inconsistent injury definitions, and loss to follow-up.
Informed by the data collected from the pilot study and
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the challenges encountered, we designed a more systematic
online data-collection method.

We recruited college ultimate teams from the Women’s
and Open divisions participating in the 2012 USA Ultimate
college series; because all Open players we encountered
were men, we will refer to this group as the Men’s division.
Using team contact information publicly available from the
USA Ultimate Web site, we made e-mail contact with team
representatives from men’s and women’s teams nationwide.
With the goal of recruiting 50 teams from each division, we
sent recruitment e-mails to 229 teams. Some schools had
both an A and a B team (the A team being the more
competitive team), so our initial study population consisted
of 55 Women’s Division and 57 Men’s Division teams, a
49% response rate.

Each team designated 1 team member as a study contact
to communicate with the research team and enter data for
his or her team. The study contacts were given a tutorial on
injury definitions and how to enter data. To ensure that
study contacts used consistent injury definitions and were
proficient with the survey instrument, a quiz was attached
to the tutorial requiring each contact to enter injury
situations using the data-entry system. In ultimate, an
injury time-out can be granted to any player requesting it.1

This is a universally recognized rule in ultimate and aided
our injury definition. In the weekly materials sent to each
team contact, we asked if any injuries took place that
required a player to miss part of a game or practice: ‘‘For
example, an injury time-out where the player leaves the
field.’’ Although the severity necessary to require an injury
time-out would vary from player to player, this provided a
standardized definition that would make injuries easily
recognizable. In this article, we will refer to the injury
determination in place of diagnosis because in most cases,
neither an athletic trainer nor other trained medical
personnel made a definitive diagnosis. Although team
contacts were trained in general injury definitions, we
cannot conclude that they were rendering medically
accurate diagnoses.

For consistency, study staff requested that only 1 contact
enter data for a given team. The data-collection instrument
was built using SurveyMonkey software (Palo Alto, CA).
Each week, study contacts were e-mailed a link for that
week’s data entry. The link would take the contact to the
instrument, where information on the past week’s practices,
games, player attendance, and unique injuries were entered.
Data collected on each injury included (1) anatomic
location of injury; (2) type of injury (eg, strain, sprain,
dislocation); (3) mechanism of injury (eg, noncontact while
running, laying out, collision while running); and (4)
whether the injury took place during a game or practice.8

This method allowed us to communicate directly with each
contact, assess which contacts had completed data entry for
a given week, and follow up with those who had not done
so. Data collection was initiated during the first week of
February 2012 and continued through the end of each
team’s season (the final data were entered at the end of
May).

Data were collected on initial injuries only.9 Because we
did not have trained medical professionals for each team,
we did not want to force team contacts to determine
whether a recurrent injury was due to a distinct event or
was simply a reinjury.10 Thus, we instructed team contacts

to enter an injury only on its first occurrence or if 3 months
had passed without subsequent reinjury to a previously
injured location. Because we were not collecting any
personalized data, the Stanford University Institutional
Review Board deemed this study not to be human subjects
research.

Data Analysis

We downloaded data from SurveyMonkey using Micro-
soft Excel (Microsoft Corp, Redmond, WA). The data were
cleaned and ordered using SPSS (version 19.0; IBM Corp,
Armonk, NY) and were analyzed in Stata (version 12.1;
StataCorp LP, College Station, TX).

Injury incidence rates (IRs) were calculated as injuries
per athlete-exposure (AE). One AE is equal to 1 player
participating in 1 practice or 1 game; this unit has been used
previously to analyze injury rates across practices and
games11,12 and to make comparisons across sports.13,14

Incidence rate ratios (IRRs) were used to compare Men’s
versus Women’s Divisions, practice injuries versus game
injuries, and practice injuries versus game injuries by sex.
We compiled data on mechanism of injury, injury location,
and determination and calculated IRs for the total
population, including all of the Men’s and Women’s
Divisions. The IRRs were calculated for men’s versus
women’s players for mechanism of injury, location, and
determination.

To further analyze injury incidence by body region, we
created a version of the Barell matrix.15 This tool was
developed to standardize the comparison of traumatic
injuries. Because we did not have International Classifica-
tion of Disease (ICD) codes, we could not create a Barell
matrix employing the usual method; however, we used this
2-dimensional body region–by–determination matrix to
compare injuries between men and women. Injuries that
are specific to 1 region (eg, concussion, shin splints) and
systemic injuries (eg, heat or cold injuries) were excluded
from the matrix to save space.

RESULTS

A total of 6 of the 112 teams (5%) were lost to follow-up.
The final sample consisted of 53 men’s teams and 53
women’s teams from 73 colleges and universities. There
were 1317 injuries across 104 193 AEs, for an IR of 12.64
per 1000 AEs. The injury IRs for men and women did not
differ (P ¼ .5), as shown in Table 1. The IR for injuries
occurring in games was 43% greater than that for practices.
Both men and women were more likely to be injured during
games than during practices.

The mechanism of injury, injury location, and determi-
nation are provided in Tables 2, 3, and 4, respectively. The
most common injury was muscle/tendon strain (IR ¼ 3.06
per 1000 AEs). The most common injury location was the
ankle (IR ¼ 2.54 per 1000 AEs). The most common
mechanisms of injury were running (IR ¼ 2.56 per 1000
AEs) and overuse/accumulation (IR¼ 2.51 per 1000 AEs).
All IRRs for men versus women are reported in Tables 2, 3,
and 4. Here we will discuss those IRRs that were
statistically significant at the a¼ .05 level. For mechanism
of injury, men were more likely than women to be injured
on a layout (IRR¼ 1.69) or a layout collision (IRR¼ 1.86)
and were less likely to be injured when struck by the disc
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(IRR ¼ 0.14). Injury rates for each mechanism by sex,
comparing game IRs with practice IRs, are displayed in
Figures 1 and 2. For both men and women, layout-related
injuries were more common in games compared with
practices. For men, all collision-related IRs increased in
games. For women, injuries caused by jumping, collision,
and stepping on uneven surfaces increased in games,
whereas running injuries had an increased IR in practices.
Men were more likely than women to sustain injuries to the
shoulder (IRR ¼ 1.61), wrist (IRR ¼ 3.27), torso (IRR ¼
1.88), and hip/pelvis (IRR¼1.76), and they were less likely
to incur injuries to the face (IRR¼ 0.42) and knee (IRR¼
0.74) or to sustain injuries to multiple locations or systemic
injuries (IRR¼ 0.27). Men had an increased IR for sprained
ligaments compared with women (IRR ¼ 1.43; Table 4).

A partial Barell matrix is shown in Table 5. The most
common injuries were ankle sprain (men: n¼77; women: n
¼ 62) and muscle/tendon strain of the upper leg (men: n¼
52; women: n ¼ 58). Men were much more likely than
women to have a separation/dislocation/subluxation of the

shoulder, and women were more likely than men to tear a
knee ligament.

DISCUSSION

In this study we were able to track initial injuries to
college ultimate players using an online reporting system.
We found no previous reports on methods for systemati-
cally collecting and reporting injuries to ultimate players in
the peer-reviewed or gray literature. For most intercolle-
giate sports, injury rates are monitored by the National
Collegiate Athletic Association (NCAA).12 Because the
NCAA system uses more precise injury definitions than
were available in this study, we are not able to accurately
compare ultimate injury rates with those in other NCAA
sports. Yet, these results on injury determination, mecha-
nism, and location are informative when compared with
other NCAA sports.

Injuries to the hip/pelvis, upper leg, knee, lower leg,
ankle, foot, and toe accounted for 67% (881 of 1317) of the
total. This finding is consistent with a prior analysis,16

which demonstrated that more than half of all injuries in

Table 1. Injury Incidence, Athlete-Exposures (AEs), Injury Incidence Rates, and Injury Rate Ratios by Sex and by Setting

Category and Value Injury Incidence AEs

Injury Incidence Rate

(per 1000 AEs)

Injury Rate Ratio

(95% Confidence Interval)

Total 1317 104 193 12.64 N/A

Sex

Men’s 671 53 124 12.63 1.00 (0.89, 1.11)

Women’s 646 51 069 12.65 N/A

Setting

Practices 503 49 906 10.08 N/A

Games 787 54 287 14.50 1.43 (1.28, 1.61)a

Missingb 109 — — —

Setting by sex

Men’s practices 257 26 446 9.72 N/A

Men’s games 403 26 678 15.11 1.55 (1.32, 1.82)a

Women’s practices 246 23 460 10.49 N/A

Women’s games 384 27 609 13.91 1.33 (1.13, 1.56)a

Abbreviation: N/A, not applicable.
a Incidence rate ratio significant at the a ¼ .05 level.
b Dashes indicate comparisons that are not testable.

Table 2. Injury Mechanismsa

Activity Total No. Incidence Rate

Men’s Women’s
Injury Incidence Rate

(95% Confidence Interval)No. Incidence Rate No. Incidence Rate

Solo layout 171 1.64 109 2.05 62 1.21 1.69 (1.23, 2.34)b

Layout collision 94 0.90 62 1.17 32 0.63 1.86 (1.20, 2.94)b

Running 267 2.56 131 2.47 136 2.66 0.93 (0.72, 1.19)

Running collision 207 1.99 99 1.86 108 2.11 0.88 (0.66, 1.17)

Jumping 54 0.52 34 0.64 20 0.39 1.64 (0.91, 3.00)

Jumping collision 86 0.83 48 0.90 38 0.74 1.21 (0.78, 1.91)

Step on uneven surface 57 0.55 22 0.41 35 0.69 0.60 (0.34, 1.06)

Twisting 60 0.58 26 0.49 34 0.67 0.74 (0.42, 1.26)

Struck by disc 12 0.15 2 0.04 14 0.27 0.14 (0.02, 0.60)b

Overuse/accumulation 262 2.51 121 2.28 141 2.76 0.82 (0.64, 1.06)

Other 15 0.14 6 0.11 9 0.18 N/A

Missingc 26 — 11 — 15 —

Abbreviation: N/A, not applicable.
a Incidence rates per 1000 athlete-exposures for Men’s and Women’s Divisions, incidence rate ratios for Men’s/Women’s Divisions.
b Incidence rate ratio significant at the a ¼ .05 level.
c Dashes indicate comparisons that are not testable.
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high school and college athletes affected the lower
extremities. We noted that ankle sprain was the most
commonly reported injury (Table 5). Similarly, ankle sprain
was the leading cause of injury to NCAA athletes
participating in men’s17 and women’s18 basketball, wom-
en’s volleyball,19 women’s field hockey,20 and men’s21 and
women’s22 lacrosse. Although laying out creates a momen-
tary risk to the torso, head, and upper extremities, the
predominance of lower body injuries is unsurprising, given
the nature of running and cutting in the sport. Even though
we did not examine injury location by injury mechanism,
the increase in layout-related injuries in games could
indicate that players are laying out more often in games,

thus putting themselves at increased risk for upper torso
injuries.

Although running and overuse mechanisms accounted for
40% (529 of 1317) of injuries, collision-related injuries
increased significantly in games. This is consistent with
analyses that indicated male and female collegiate soccer
players experienced more collision-related injuries in
games and more noncontact injuries in practice.23,24

Because ultimate is not a formal intercollegiate sport,
college ultimate players encounter institutional factors that
increase their injury risk unlike NCAA-level athletes
encounter. College ultimate teams receive minimal or no
club funding from their institutions; thus, all formal

Table 3. Injury Locationsa

Location Total No. Incidence Rate

Men’s Women’s
Incidence Rate Ratio

(95% Confidence Interval)No. Incidence Rate No. Incidence Rate

Head 89 0.85 36 0.68 53 1.04 0.65 (0.42, 1.02)

Face 43 0.41 13 0.25 30 0.59 0.42 (0.20, 0.82)b

Neck 7 0.07 5 0.09 2 0.04 2.40 (0.39, 25.24)

Shoulder 83 0.80 52 0.98 31 0.61 1.61 (1.01, 2.60)b

Elbow 17 0.16 10 0.19 7 0.14 1.37 (0.47, 4.25)

Wrist 22 0.21 17 0.32 5 0.10 3.27 (1.18, 11.33)b

Hand 34 0.33 17 0.32 17 0.33 0.96 (0.46, 2.00)

Finger 30 0.29 16 0.30 14 0.27 1.10 (0.50, 2.43)

Torso 68 0.65 45 0.85 23 0.45 1.88 (1.11, 3.26)b

Hip/pelvis 85 0.82 55 1.04 30 0.59 1.76 (1.11, 2.85)b

Upper leg 152 1.46 73 1.37 79 1.55 0.88 (0.64, 1.24)

Knee 209 2.01 91 1.71 118 2.31 0.74 (0.56, 0.98)b

Lower leg 93 0.89 50 0.94 43 0.84 1.12 (0.73, 1.72)

Ankle 265 2.54 135 2.54 130 2.55 1.00 (0.78, 1.28)

Foot 57 0.55 31 0.58 26 0.51 1.15 (0.66, 2.01)

Toe 20 0.19 12 0.23 8 0.16 1.44 (0.54, 4.07)

Multiple or systematic 37 0.36 8 0.15 29 0.57 0.27 (0.10, 0.59)b

Missingc 9 — 5 — 4 —

a Incidence rates per 1000 athlete-exposures for Men’s and Women’s Divisions, incidence rate ratios for Men’s/Women’s Divisions.
b Incidence rate ratio significant at the a ¼ .05 level.
c Dashes indicate comparisons that are not testable.

Table 4. Injury Determinationsa

Determination Total Incidence Rate

Men’s Women’s
Incidence Rate Ratio

(95% Confidence Interval)No. Incidence Rate No. Incidence Rate

Strain muscle/tendon 319 3.06 180 3.39 139 2.72 1.24 (0.99, 1.56)

Sprain ligament 211 2.03 126 2.37 85 1.66 1.43 (1.07, 1.90)b

Bruise/hematoma 140 1.34 72 1.36 68 1.33 1.02 (0.72, 1.44)

Abrasion/laceration 50 0.48 29 0.55 21 0.41 1.33 (0.73, 2.45)

Fracture 41 0.39 24 0.45 17 0.33 1.36 (0.70, 2.69)

Dislocation/subluxation/separation 25 0.24 16 0.30 9 0.18 1.71 (0.71, 4.39)

Bursitis 7 0.07 3 0.06 4 0.08 0.72 (0.11, 4.26)

Tendinitis 23 0.22 9 0.17 14 0.27 0.62 (0.24, 1.53)

Concussion 47 0.45 18 0.34 29 0.57 0.60 (0.31, 1.11)

Asthma attack 8 0.08 1 0.02 7 0.14 0.14 (0.03, 1.07)

Heat injury/illness 11 0.11 2 0.04 9 0.18 0.21 (0.02, 1.03)

Cold injury/illness 1 0.01 0 0.00 1 0.02 Unable to calculate

Ligament tear 10 0.10 3 0.06 7 0.14 0.87 (0.31, 2.37)

Shin splints 19 0.18 9 0.17 10 0.20 0.80 (0.63, 1.01)

Pain: no diagnosis 287 2.76 130 2.45 157 3.07 0.59 (0.35, 0.96)

Unsure: will follow-up 74 0.71 28 0.53 46 0.90 1.55 (1.05, 2.29)b

Other 35 0.34 15 0.28 20 0.39 N/A

Missingc 9 — 6 — 3 —

Abbreviation: N/A, not applicable.
a Incidence rates per 1000 athlete-exposures for Men’s and Women’s Divisions, incidence rate ratios for Men’s/Women’s Divisions.
b Incidence rate ratio significant at the a ¼ .05 level.
c Dashes indicate comparisons that are not testable.
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coaching, practicing, and logistics are provided by volun-

teers. We are aware of no official athletic trainers or injury

support staff for college ultimate players. Because these

college players are mainly undergraduates, it is unlikely that

any of them will have completed medical, nursing, or

physical therapy training. In the event that a player on a

given team has such training, then his or her work would be

voluntary as well. Additionally, college ultimate players rely

on their own health insurance and their school health care
systems for treatment of and therapy for sports injuries.

Another factor increasing the risk of injury for college
ultimate players is the lack of sport-specific training
regimens. Although in recent years multiple ultimate athlete
training programs have begun,25,26 these programs are still in
their infancy. Thus, college ultimate players continue to rely
primarily on word of mouth for best practices in planning
and training. As these best practices become more

Figure 1. Injury incidence rates (IRs) for mechanisms of injury for practices (black bars) versus games (gray bars) for men. aSignificant
difference for IRs between games and practices.

Figure 2. Injury incidence rates (IRs) for mechanisms of injury for practices (black bars) versus games (gray bars) for women. aSignificant
difference for IRs between games and practices.
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formalized, they may help to reduce injury rates. If our
surveillance system is maintained, we will be able to track
the effect of sport-specific training methods on injury rates.
Because 40% of injuries involve running or overuse activity,
future interventions should address running form, better
recovery methods after ultimate games and practices, and
more appropriate warm-up routines. Overuse injuries may be
related to the structure of college ultimate competition, the
vast majority of which happens during 2-day tournaments,
rather than during league play with 1 game per day. Teams
typically play 6 to 9 games during these 2 days, with each
game lasting 1 to 2 hours. This compression of competition
is in contrast to most NCAA sports, in which 1 or, rarely, 2
games are played in a single day. Efforts to decrease the
repetitive exertion of athletes at tournaments may decrease
overuse injuries. For example, games in the newly formed
professional ultimate leagues are played much less frequent-
ly than in college ultimate. Although these problems may not
be exclusive to ultimate, resolving them could benefit
ultimate players tremendously.

Our study is the first to establish the epidemiology of
injury in college ultimate players. It is only with surveillance
data like these that we can identify and address the major
injury hazards facing ultimate athletes.27 In the Tables we
begin to see specific areas requiring attention. Concussions
are a current ‘‘hot’’ topic at all levels of sports.28 We found
49 reported concussions, but we suspect that this number is
vastly underreported compared with the NCAA sports
because of the general lack of knowledge surrounding
concussion and the lack of formal medical sideline coverage
of practices and games. Yet, despite undergoing compulsory
concussion education, NCAA athletes still underreport
concussions.29 So although education and enforcement of
return-to-play guidelines are important, we believe that
better concussion surveillance is necessary to more thor-
oughly understand this injury in ultimate players.

In the Barell matrix, 2 notable sex disparities in severe
injuries exist: men separated or dislocated their shoulders 3
times more frequently than women, and women tore knee

ligaments at a 7:1 ratio compared with men. We specifically
followed up with the team contacts about the torn knee
ligaments and found that all of the injuries were either
anterior cruciate ligament tears alone or tears of the anterior
cruciate ligament in addition to another ligament or tendon.
The most frequently reported injury location was the ankle,
comprising 26% (266 of 1020) of all unique injuries.
Although the ankle injuries did not involve the tears,
fractures, and dislocations noted in other body parts,
prevention of these frequent injuries might be accomplished
by preventive use of ankle braces30 or prophylactic ankle-
strength and balance training.31 Further analysis of these
data could aid medical personnel in targeting sex-specific
injury-prevention strategies.

Limitations

Because data collection was conducted by volunteers and
not athletic trainers or other trained medical staff, we
cannot be sure of their consistency in applying the injury
definitions. To address this, we made sure that each team
contact was familiar with the definition of each type of
injury in this study’s orientation materials. However, we are
not the first to use self-reported measures to calculate injury
rates.32 Diagnoses were not specific enough for us to use
definitive disease-classification systems, such as the ICD,
for our analysis. Access to accurate ICD diagnoses would
allow for comparisons between the injury rate in college
ultimate and the NCAA Injury Surveillance System.12 Use
of the ICD codes would have allowed for a more accurate
Barell matrix.15

Future researchers should call on certified athletic
trainers and medical professionals who could accurately
diagnose each injury. We did not have a mechanism to
validate a sample of injury entries. If continued, data
collection would rely on athletic training or other medical
personnel assigned to a subset of teams to assess validity-
of-injury determinations and data entry.

This study examined only initial injuries and was not
designed to capture reinjuries. The total injury rate for

Table 5. Partial Barell Matrix of Injuries by Locationa

Anatomic Location

Injury Determination

Strain Muscle/

Tendon

Sprain

Ligament

Bruise/

Hematoma

Abrasion/

Laceration Fracture

Dislocation/

Separation/

Subluxation Bursitis Tendinitis

Ligament

Tear

Pain: No

Diagnosis

Head 0/2 0/0 2/4 1/0 1/0 0/0 0/0 0/0 0/0 13/16

Face 0/0 0/0 1/10 5/7 7/3 0/0 0/0 0/0 0/0 0/7

Neck 2/0 0/0 0/0 0/0 0/0 0/0 0/0 0/0 0/0 2/2

Shoulder 10/10 6/2 2/2 0/0 2/1 15/5 0/0 0/0 2/0 11/5

Elbow 3/1 0/2 3/1 4/3 0/0 0/0 0/0 0/0 0/0 0/0

Wrist 2/1 7/0 0/0 0/0 3/1 0/0 0/0 0/0 0/0 5/3

Hand 0/0 1/3 4/5 1/2 4/2 1/1 0/0 0/0 0/0 4/2

Finger 1/3 7/6 0/1 1/0 4/0 0/1 0/0 0/0 0/0 1/3

Torso 17/4 0/0 8/4 0/1 0/0 0/0 0/0 0/0 0/0 13/8

Hip/pelvis 35/17 4/0 3/1 5/0 0/1 0/0 0/0 0/0 0/0 7/7

Upper leg 52/58 1/0 13/2 1/1 0/0 0/0 0/0 0/0 0/0 6/13

Knee 13/15 20/8 15/15 4/2 0/0 0/2 3/4 4/7 1/7 22/41

Lower leg 20/9 0/2 7/6 1/2 0/1 0/0 0/0 1/2 0/0 6/3

Ankle 19/15 77/62 3/6 2/0 1/2 0/0 0/0 2/3 0/0 25/31

Foot 6/4 3/2 5/2 4/2 1/4 0/0 0/0 2/1 0/0 8/8

Toe 0/0 1/0 5/5 0/0 1/2 0/0 0/0 0/0 0/0 3/1

a The number on the left in each cell is the injury incidence for men; the number on the right is the incidence for women. Data on location-
specific injuries (eg, concussion, shin splints) are excluded.
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ultimate players is likely to be higher than the rates we
presented, because players reaggravate existing injuries.
The analysis was designed to assess the incidence and not
the prevalence of injuries. The results, therefore, do not
reflect players who miss practices and games because of
injury; however, the AE measure gives us a more accurate
picture of players who are actively at risk for injury.

CONCLUSIONS

We were able to establish injury rates in college ultimate
players via online surveillance. Although overall injury
rates did not differ between men and women, the locations,
determinations, and mechanisms of these injuries are
informative for creating injury-prevention programs in this
previously underexamined population of athletes.
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