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From the Editor's Desk

Dear Colleagues,

It gives me great pleasure to bring to you the fourth issue of the ARP Journal of Combat Sports
Medicine. Professional boxing and mixed martial arts (MMA) are popular sports with a world-
wide fanbase. COVID-19 (coronavirus disease 2019) 1s the infectious respiratory disease
caused by SARS-COV 2 virus (Severe Acute Respiratory Syndrome coronavirus 2). On March
11,2020 The World Health Organization (WHO) declared COVID-19 a pandemic consider-
ing the large number of cases in over 110 countries and territories around the world and the
sustained risk of further global spread. In order to control the spread of COVID-19, heath
care authorities in different countries recommended isolation of sick persons, quarantine for
those who may been exposed to the virus, and social distancing. Social distancing also re-
ferred to as physical distancing meant keeping space between people outside of their homes. A
distance of at least 6 feet (2 meters) was recommended and people were asked not to gather in
large groups and avoid crowded places and mass gatherings. Widespread cancellation or post-
ponement of sporting events including boxing and MMA bouts followed. The most common
sited cause for cancellation was fear of contagion. By canceling events, State Commissions,
promoters, and combat sport’s governing bodies made the tough but responsible decision to
protect all the concerned parties namely the athletes, their camps, Commission officials, pro-
duction crews, and the fans at the venue.

In the space of a few weeks, the COVID-19 pandemic has fundamentally changed the way we
live our lives and practice medicine here in the United States and around the world. As coun-
tries around the world emerge from lockdowns, combat sports events are expected to resume
initially “behind closed doors”. Only the athletes, cornermen, referee, judges, Commission
officials, ringside physicians, and TV production crew would be present at the venue. The
rationale for holding an event behind closed doors is to reduce the risk of COVID-19 trans-
mission from person to person at the venue.

In combat sport medicine, emphasis has been placed on the identification and treatment of
head injuries. Extraordinarily little has been written regarding extremity injuries. In this issue
of the ARP journal of Combat Sports Medicine, Khabie et al. have outlined NO-GO orthopedic
criteria in combat sports. Adherence to these criteria shall help protect the combat sports ath-
lete from limb-threatening and career-ending orthopedic injuries.

Sethi and Khabie outline a standardized concussion evaluation which should be carried out
in between rounds if concern for concussion is raised. Three versions of a Pocket Concussion
Assessment Tool have been included. Physicians can laminate these cards and refer to them as
they evaluate for concussions ringside.

Saby and Neidecker report results of a survey investigating ringside physician compensation.

The results are interesting and show that physician compensation for combat sports event cov-
erage varies significantly from state to state.
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Our 1ssues thus far have been well received and I acknowledge the hard work and dedication
of our two Senior Editorial Managers, Lisa Nelson and Susan Rees. They are working tire-
lessly to improve the Journal and make it a valuable resource for you and your colleagues.
The ARP Journal of Combat Sports Medicine 1s actively soliciting case reports, case series, review
articles and original studies related to the field of combat sports medicine. Please consider the
Journal for publication of your valuable work.

I wish you and your families good health is these extraordinary times. Stay strong for this too
shall pass.

Sincerely,

Nitin K Sethi, MD, MBBS, FAAN

15 | Journal of Combat Sports Medicine
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Nitin K. Sethi, MD, Dept. of Neurology, New York-Presbyterian Hospital, Weill Cornell Medical Cen-
ter, New York, NY, USA
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Context:

Professional boxing and mixed martial arts
(MMA) are popular contact sports with a high risk
for orthopaedic injuries involving the hand, elbow,
shoulder, knee, and ankle. Although much empha-
sis has been placed on the identification and treat-
ment of head injuries in these athletes, extraordi-
narily little has been written regarding extremity
injuries. While rarely life threatening, these inju-
ries can at times be limb-threatening orthopaedic
emergencies such as a compartment syndrome.
If not addressed in a timely fashion, they can be
career ending and lead to lifelong disability. Stop-
ping a fight in time protects the combatant from
such a fate.

Evidence Acquisition:

In this commentary, NO-GO orthopaedic criteria
in boxing and MMA are defined based on person-
al and collective evidence of experienced ringside
physicians and clinical acumen. The references of
pertinent articles were reviewed for other relevant
sources.

Study Design:
Clinical Review Commentary

Level of Evidence: Level 3
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Results:

Orthopaedic NO-GO criteria have been defined
to protect the health of combat sports athletes.

Conclusion:

In recent years NO-GO criteria have been es-
tablished to prevent devastating head injuries in
combat sports such as boxing and MMA. Howev-
er, orthopedic injuries have not received the same
attention. Routinely fights are allowed to continue
despite some of the orthopedic injuries detailed
here, comprising fighters’ orthopedic health and
safety. In other professional sports such as foot-
ball, basketball, hockey, and soccer, these NO-GO
criteria would generate little or no controversy.
However, the warrior mentality inherent in com-
bat sports will undoubtedly put the recommen-
dations outlined below under more scrutiny. In
this commentary, NO-GO orthopaedic criteria in
boxing and MMA are defined based on person-
al and collective evidence of experienced ringside
physicians and clinical acumen. If the NO-GO
criteria listed here are ignored, the combat sports
athlete can suffer a permanent, career-ending and
disabling injury. Combat sport athletes deserve the
same protection as athletes in other contact sports.
This is not an all-inclusive list but covers common
orthopedic injuries in combat sports encountered
by the authors. Many of these injuries are obvious,
some have subtle nuances which are important to
appreciate. Physicians caring for these athletes
should become familiar with these classes of inju-
ries and the NO-GO stoppage recommendations
and rationale. Standardizing medical stoppage
decisions in boxing and MMA with the help of
clearly defined NO-GO orthopaedic criteria will
help to protect a combatant from devastating ca-
reer-threatening orthopaedic injuries which can
lead to lifelong disability, pain, and discomfort. It
is recommended that the orthopaedic and wider
combat sport physician community debate the
proposed guidelines and NO-GO criteria vigor-
ously, and evidence-based guidelines be developed
in conjunction with professional boxing and MMA
governing bodies.
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Professional boxing and MMA are popular com-
bat sports with a high risk for orthopaedic injuries
involving the hand, elbow, shoulder, knee, and an-
kle.1,2,3,4 While rarely life threatening, these inju-
ries can at times be limb threatening or lead to
permanent damage if not addressed in a timely
fashion. These injuries can also lead to lifelong
disabilities.”® Stopping a fight in time protects
the combatant from such devastating injuries and
long-term disability.

A good stoppage done either by the referee or the
ringside physician on medical grounds for an or-
thopedic injury is one which is done for the right
indication such as a limb-/joint-threatening or
career-ending orthopedic injury and at the right
time (neither too early, certainly never too late!).
Standardizing orthopedic medical stoppages in
the ring/cage is no easy task but certainly some-
thing which we all should be paying closer atten-
tion to. One approach which can be adopted is
to establish NO-GO orthopedic criteria in boxing
and MMA. If any of the NO-GO criteria are en-
countered during the course of the bout, the bout
should be stopped on medical grounds to protect
the health and safety of the combatant. Ringside
physicians, referees, the Commission officials, the
cornermen and, most importantly, the two com-
batants should be aware of these NO-GO criteria.

The following good-practice guidelines and NO-
GO orthopedic criteria are proposed based on
personal and collective evidence of experienced
ringside physicians and clinical acumen. The au-
thors between themselves have over 30 years of
collective ringside medicine experience while
working for one of the busiest combat sports com-
missions in the world. These represent real-life
injuries encountered by the authors during their
work as ringside physicians for professional boxing
and MMA bouts. Discussion has been limited to
the most common orthopedic injuries which have
presented clinical dilemmas and by no means is
meant to represent an exhaustive list of orthope-
dic injuries encountered in combat sports.



The fight should be stopped if the combatant ex-
periences any of the NO-GO injuries detailed be-
low or displays any of the signs detailed below at
any time during the course of the fight. (Table 1)

1. Anterior Cruciate Ligament (ACL) Tear:
The ACL provides stability to the knee. A rup-
tured ACL is a common orthopedic injury en-
countered across all sports. The violent nature of
combat sports combined with the frequent twist-
ing and explosive side to side maneuvers puts the
ACL at risk for injury. Symptoms include knee
pain, swelling, report of feeling a “pop” or giving
out. One may observe the knee to remain sta-
ble with linear motion, but nearly collapse with
twisting or pivoting moves. In the cage or ring, it
may be difficult to perform special tests such as

an Anterior Drawer or Pivot Shift. However, a
modified Lachman test, even with the fighter
sitting on a stool may elicit a poor endpoint in-
dicating an unstable knee. An acute ACL tear,
not only renders the knee unstable, but contin-
ued “giving out” events during the round has
a high chance of causing further, permanent
knee damage such as: meniscal tears, articular
cartilage injuries, and damage to the other sur-
rounding ligaments. Finally, a combatant with
an unstable ACL is not able to fully protect
himself, exposing himself to other injuries. Al-
though a torn ACL can be surgically repaired,
the long-term results are more unfavorable with
the more damage the knee sustains. Continu-
ing to allow a combatant to fight with an acute
ACL rupture increases the odds of additional

Table 1. Orthopaedic NO-GO criteria in Combat Sports

Orthopaedic Injury Acute Management Ringside | Immediate transfer to Specialist
Level | Trauma Center Management
ACL injury Stabilize. Analgesics. No Orthopaedic
Avoid weight bearing.
Acute patellar dislocation Reduction. Analgesics. Mo. Transfer if acute Orthopaedic
Avoid weight bearing. reduction unsuccessful
Acute knee dislocation Stabilize. Yes Orthopaedic
Acute shoulder dislocation | Reduction. Analgesics. Mo. Transfer if acute Orthopaedic
reduction unsuccessful
Peripheral nerve injury Avoid weight bearing. No Orthopaedic
Neuroclogy
Major tendon tear Stabilize. Analgesics. No Orthopaedic
Immobilize
Compartment syndrome Stabilize. Yas Orthopaedic
Clavicular fracture and Stabilize. Analgesics. Sling. MNo. Transfer for 5C Orthopaedic
sternoclavicular (SC) dislocation.
dislocation
Rib fracture Analgesics Mo. Transfer if concern Medicine
for pneumothorax.
Acute elbow dislocation Reduction. Analgesics. Mo. Transfer if acute Orthopaedic
reduction unsuccessful.
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damage to the knee and may result in an other-
wise “fixable” problem becoming a career-end-

ing injury.

. Patella Dislocation: Patella dislocations have been
encountered during combat sports. When they
occur, the fighter usually falls to the ground and
is unable to stand on that leg. If performed im-
mediately, a reduction maneuver may relocate
the patella and the fighter may feel better and
may want to continue to fight. An acute patel-
lar dislocation is often associated with tears in
the medial patellofemoral ligament which will
often require surgical reconstruction.” Con-
tinuing to fight after a patellar dislocation risks
a recurrent dislocation event which increases
the likelihood of cartilage injury, fracture, and
loose bodies. As with ACL injuries, recurrent
patella dislocations, if permitted to occur, can
lead to additional injuries which can jeopardize
the athlete's career.

. Knee Dislocation:  Knee dislocations are rare
events in combat sports. When they occur,
they are quite dramatic and require immediate
medical care. A knee dislocation by definition
involves the rupture of multiple knee ligaments
resulting in an extremely unstable situation.
Obvious pain, swelling, and a significant de-
formity will be seen. If possible, immediate re-
duction and splinting of the knee dislocation in
the cage or ring should be performed to reduce
the chance of neurovascular compromise to
the leg. This is not only an obvious “NO-GO”
situation, but because of potential neurological
and arterial injury, the fighter needs to be stabi-
lized and immediately transferred to a Level I
medical center for definitive care.

. Acute Shoulder Dislocation: The shoulder is the
most mobile joint in the body. However, this
enhanced range of motion also makes it inher-
ently unstable. Both active (muscles/tendons)
and static (ligaments/labrum) stabilizers work
in unison to prevent dislocations. Unfortunate-
ly, the extremes of shoulder motion and high
magnitude of forces produced in combat sport
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puts the shoulder at high risk of injury? By
definition, when a shoulder dislocates, there is
damage to the static stabilizers. This could be
relatively minor such as a stretch in the cap-
sule or ligaments, or a more significant injury
such as a complete disruption of the ligaments
often associated with a fracture of the glenoid
(Bankart lesion). In older athletes, complete ro-
tator cuff or biceps tears can also be seen as-
sociated with this injury. Even if the shoulder
spontaneously reduces in the cage, the athlete
may demonstrate signs of shoulder weakness,
apprehension and is at high risk for another
dislocation. As with knee instability, each time
a shoulder dislocates it sustains more and pos-
sibly irreversible damage including axillary
nerve injury, fracture, articular cartilage dam-
age, bone loss, and rotator cuff/labral tears. At
times, it may be difficult to assess if a shoulder
truly sustained a dislocation if it spontaneously
relocates. In this situation, during a round, the
standard instability tests (Apprehension, Jobe
Relocation and Load and Shift tests) may be
exceedingly difficult to perform. The physician
must rely on the clinical presentation, muscle
strength testing, the ability to effectively use the
arm in both defensive and offensive maneuvers
to reach a decision. If it is determined that an
acute dislocation has occurred, this is a NO-
GO combat situation to minimize long-term
shoulder injury.

. Pertpheral Nerve Imury: Repetitive blows to a

nerve or even one extremely high-powered and
accurate strike could lead to temporary or per-
manent nerve damage. Those nerves most at
risk are those that are located in a superficial
location, without muscular protection and are
held tight to an underlying bone. Examples are
the radial nerve as it winds around the poste-
rior mid humerus (wrist drop), the ulnar nerve
at the cubital tunnel (loss of hand strength)
and the common peroneal nerve as it traverses
around the fibular head (foot drop). The latter
1s the most common peripheral nerve injury we
have encountered in combat sports. A common
peroneal nerve injury can also lead to much



clinical confusion in the cage if the physician
is not familiar with its presentation. A blow to
the lateral proximal leg from a kick or a punch
can lead to a neuropraxia. Initially the ankle
will give out or collapse, causing the fighter
to fall, because of weakness to the ankle dor-
siflexion and eversion.? This can be confused
with an ankle sprain or fracture. Often times
the combatant will get up and continue to fight.
Because plantarflexion strength is not affected
by this injury, straight ahead movements will
not be limited, but when the athlete attempts
a sideways maneuver, the ankle will give way
leading to a fall. In the cage, it 1s exceedingly
difficult to assess if ankle weakness is secondary
to nerve damage or to an ankle injury. Howev-
er, a NO-GO stoppage should be used in this
clinical scenario to protect the fighter from fur-
ther injury as a high level of concern must be
raised for a nerve injury.

6. Major Tendon Tear: An acute rupture of a major

tendon is not only painful, but results in acute
weakness, restriction of motion, and some de-
gree of functional loss.!” Injuries include rup-
ture of the pectoralis major tendon, triceps ten-
don, distal biceps tendon, quadriceps tendon,
patella tendon, and Achilles tendon. Because
they are acute injuries, immediate swelling and
bruising will be absent, but deformity, a palat-
able defect and weakness will be apparent. In
the leg, both a quadriceps and patella tendon
rupture will lead to the loss of the knee extensor
mechanism. An Achilles rupture will be report-
ed by the combatant as a sensation as though
they were kicked in the back of the leg. They
will have a positive Thompson test with plantar
flexion weakness. A triceps rupture will result in
posterior elbow pain and an inability to extend
the elbow against gravity, but an obvious defor-
mity may be difficult to detect. After a distal bi-
ceps tendon injury, the biceps muscle will prox-
imally retract and lead to a loss of supination
strength. However, elbow flexion strength may
be relatively preserved. A complete avulsion
injury of the pectoralis major will result in an-
terior chest wall pain, medial retraction of the
muscle but again, significant strength loss may

not be readily appreciated in these athletes. It is
important for physicians caring for combat ath-
letes to be familiar with these tendon injuries.
Most of these are obvious, but some involve
more subtle presenting symptoms that can be
confusing during a rapid assessment within a
bout. These are NO-GO injuries because they
all share a common element. They disrupt the
normal biomechanical function of a major
muscular-tendinous unit. An impaired fighter
who continues to compete with these injuries
cannot adequately defend himself and risks ad-
ditional damage.

. Compartment  Syndrome: A compartment syn-

drome occurs when pressure caused by swelling
of an injured muscle builds up within a tight
facial space and it overwhelms the body’s ability
to dissipate this pressure. Left untreated, irre-
versible muscle damage occurs resulting in per-
manent weakness and disability.!! The authors
have observed this during MMA matches after
repetitive strikes to the leg. This tends to hap-
pen towards the end of a bout after an accu-
mulation of multiple blows have occurred. The
fighter will report severe leg pain out of propor-
tion to physical findings. Passive stretch of the
compartment will accentuate the discomfort.
The compartments of the leg may feel tense,
paresthesias and pallor of the extremity may
occur. This is an emergent medical condition
not only requiring a NO-GO stoppage of the
bout, but also requiring emergent transfer to a
Level I trauma center for evaluation and treat-
ment.

. Clavicle fractures and sternoclavicular (SC) disloca-

tions: These occur in combat sports and are
“NO-GO” injuries. They are recognized by
pain and deformity about the clavicle and SC
joint. These are dangerous and potentially limb
or life threatening if the fight is not stopped be-
cause of the close proximity of the great vessels
to the clavicle and SC joint. A posterior SC dis-
location requires emergent transfer to a Level I
trauma center because of potential obstruction
of the trachea and injury to the great vessels.
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9. Rib fractures: These can be identified by point
tenderness, pain with inspiration, crepitus at
the fracture site, and swelling. Besides pain,
breathing may be affected by this injury. This
“NO-GO” injury has the potential to produce
a pneumothorax and is associated with spleen
and liver lacerations. A rib fracture has the po-
tential to turn into a life-threatening injury if
the combatant is allowed to continue.

10. Elbow Dislocation: The elbow is a hinged joint
which is inherently stable because of a combi-
nation of its secure bony architecture and its
stout ligament structure. Although elbow dis-
locations are not common, they are encoun-
tered in combat sports. These high-energy in-
juries will cause tears in the elbow ligaments,
capsule, and can be associated with fractures.
Neurovascular injuries are rare but can occur.
If addressed acutely, a closed reduction can of-
ten be performed at the venue by a physician
with experience with these injuries. A careful
neurovascular assessment of the extremity is
mandatory both pre- and post-reduction of
these injuries. Often, after a reduction (either
spontaneous or by medical personal) the com-
batant will feel better and will want to contin-
ue. This is a “NO-GO” injury as even after a
reduction, this remains a highly unstable sit-
uation. If permitted to compete, the elbow is
at high risk for a re-dislocation. This has the
potential to convert a non-career threatening
injury into one that can have long-term con-
sequences such as cartilage damage, fracture,
and neurovascular compromise of the extrem-

ity.

For combatants above the age of 40 (high-risk
combatants), referee and ringside physicians
should have a low threshold for stopping a bout
if any of the above injuries are suspected. High-
risk combatants should undergo a detailed post-
fight medical evaluation. If concern for a limb
threatening or other devastating orthopedic injury
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is raised, they should be immediately transferred
via onsite ambulance to the nearest Level I trauma
center for emergent medical evaluation.

Conclusions

There is an urgent need to make combat sports
safer and it is far better to stop a fight early rather
than too late. It is recommended that the above
proposed “NO-GO” orthopedic criteria and
best-practice guidelines be debated by ringside
physicians and the wider combat sports medical
community. Evidence-based guidelines on these
medical stoppages need to be developed in con-
junction with the professional boxing and MMA
governing bodies. Many of these “NO-GO” crite-
ria are well established in other professional sports.
If an ACL tear is suspected in a professional foot-
ball player, that player will be removed from the
game without question. However, this has not
been the case in MMA or boxing. The warrior
mentality these athletes possess will drive them to
continue. In some respects, physicians caring for
these athletes are swayed by this mindset and fights
at times are allowed to continue despite some of
the above injuries. Physicians taking care of com-
bat sports athletes (ringside physicians) come from
various disciplines of medicine such as neurology,
sports medicine, emergency medicine, ophthal-
mology, and family medicine. Establishing strict
“NO-GO” orthopedic criteria in combat sports,
as has been done for traumatic brain injury, will
take some of the emotions out of the medical de-
cision making for the physician, referee, governing
bodies, and the combatant. This shall also help to
standardize medical stoppages in these sports by
non-orthopedic physicians. We will not only better
protect these athletes and lengthen their careers
but minimize the long-term disabilities many may
live with even after they retire.
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Boxing is a popular combat sport with a large and
passionate fan following worldwide. There 1s high
incidence of both acute and chronic neurologi-
cal injuries in boxing.'? The most common cause
of acute boxing-related neurological mortality is
a subdural hematoma (SDH).** Boxers have col-
lapsed and died in the ring or soon after the fight is
over because of a large SDH with resultant herni-
ation. Concussions are common in boxing where
every punch thrown at the head 1s thrown with the
intention of winning by causing a knock-out (KO).
Standardizing concussion evaluation in the ring
shall help to protect boxers from acute devastat-
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ing traumatic brain injury (T'BI) which can lead
to death or lifelong disability, pain, and discomfort
by stopping the fight in time. Ringside physicians
come from various disciplines of medicine such as
neurology, sports medicine, emergency medicine,
ophthalmology, and family medicine. A standard-
ized concussion evaluation shall also ensure uni-
formity in medical decision making.

Evaluation for concussion in a boxer is carried out
usually between rounds. In the I-minute period
between rounds, the boxer is in his corner sitting
on a stool. The chief second is the head trainer



or cornerman for a boxer and is in the ring in be-
tween rounds to administer advice and otherwise
take care of his charge. The concussion evaluation
has to be carried out while respecting the time the
chief second has with his boxer and starts with ob-
servation of the boxer as he makes his way to his
corner after the bell to signal the end of the round.
Any gross motor instability (GMI) with the boxer
ataxic and exhibiting broad based gait should raise
concern for concussion. Such a boxer merits fur-
ther medical evaluation to rule out concussion. In
the corner the ringside physician should assess the
boxer’s cognitive status with the use of Maddocks
questions. Maddocks questions include but are not
restricted to:

a) What venue are you at today?
b) Who are you fighting today?
¢) What round is it now?

d) Who did you fight last?

The ringside physician should then conduct a fo-
cused neurological evaluation of the boxer in the
ring by inquiring about subjective complaints such
as headache, dizziness, visual disturbances, nau-
sea, and feeling off-balance. The boxer should
be asked to execute a two-step command such as
touch your right ear with your left glove. Brainstem
integrity should then be assessed by evaluation of
the cranial nerves. The pupils should be assessed

Pocket Concussion Assessment Tool

3. ASK
1. END OF ROUND Subjective complaints: SIASSESS
Check for Gross motor headache, RupIls:
instability (GMI) dizziness, visual for symmetry and
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Pocket Concussion Assessment Tool
3. ASK

1. END OF ROUND
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Subjective complaints:

Check for Gross motor
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- Ataxia
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§ 2
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for symmetry and reactivity. This assesses the in-
tegrity of cranial nerves II and III. Assessment
of the extraocular movements is then carried out
to check for the integrity of midbrain and pons
(cranial nerves III, IV, and VI). Lastly assessment
of cerebellar function and infratentorial compart-
ment is carried out by checking gait and stance.
This boxer should be asked to stand still with feet
together or do the tandem walk test.
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The ringside physician should be skilled to carry
out the above examination in about 20 seconds so
as not to intrude on the chief second’s time with
his boxer. A ringside physician should stop the fight
on medical grounds if concern for concussion and
TBI is raised and he cannot guarantee the health
and safety of the boxer going forward.
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Introduction

For ringside physicians, combat sports event cover-
age varies based on the jurisdiction. Prefight phys-
ical exams can take place the day before, at the
weigh-in, or a couple of hours prior to the event.
Medical paperwork and forms can be different
among commissions. In some states, a commission
assigns a physician for event coverage, whereas in
other states a promotion hires the physician. Natu-
rally, it is reasonable to expect that physician com-
pensation differs as well.

In 2018, the Association of Ringside Physicians
(ARP) sent out its first survey to investigate ring-
side physician compensation throughout the Unit-
ed States of America (USA). Due to the complex-
ity of compensation, the survey was improved and
sent out to the ARP membership in 2019. The re-
sults show the “where” and “what” ringside phy-
sicians make for combat sports event coverage in

the USA.
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Methods

ARP members were asked to complete a 2019
Compensation Survey via email, from December
2, 2019 to January 2, 2020. All ARP physician
members with an email registered under the ARP
listserv were included. Members were excluded if
they only practice ringside medicine outside of the
USA. Those who practice in multiple states were
asked to complete one survey for each state. Sur-
veys were sent to 155 members practicing in the
USA and 64 responses (41.3%) were returned.
Nine responses were incomplete and excluded
from the final results.

Results

A total of 55 completed responses were received
from ARP members working across 25 states. New
York, California, and Texas had the highest level
of responses (Figure 1) while other states, includ-
ing Maine and Oregon, had one response each.



Figure 1
55 total responses were received from 26 states
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The majority of ARP members work both professional and amateur events
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ARP members across the USA working both am-
ateur and professional combat sporting events
(Figure 2) made up 67% of total responses. For
members working one type of event, there were
roughly three times more working professional
events (25%) than amateur events (8%).

Looking at the number of events worked annually
(Figure 3), 66.6% of members worked 1-10 pro-
fessional events/year. An even greater portion of
members, 80.5%, worked 1-10 amateur events/
year. The option of 4-6 events worked per year
received more responses than any other category
for both professional and amateur events.

USA average compensation for amateur events
(Figure 4), not including weigh-ins or travel, was
$321/event. This reflects 39 responses, with earn-
ings as low as $100 in Michigan to as high as $950

in Maine per amateur event. Average USA com-
pensation for professional events (Figure 5), not in-
cluding weigh-ins or travel, was $533/event. This
reflects 49 responses, with earnings as low as $100
in Idaho to as high as $950 in Maine per profes-
sional event. Responses claiming $0/event were
removed from these calculations.

Each state’s hourly rate per professional event was
also calculated (Figure 6). Rates were as low as
$25/hour in Colorado to as high as $417/hour in
South Dakota. Average USA hourly rate for a pro-
fessional event was $90/hour.

Regarding which entity (Promoter A, Commis-
sion M, Promoter via Commission @) pays a ring-
side physician and by how much, mixed answers
were obtained across the USA and within states
(Figure 7). In jurisdictions where only one entity

Figure 3
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Figure 4
Average cnmpensatinn for an amateur event
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Figure 6

Average hourly rate for a professional event
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paid a physician, Commission-controlled states
had a median compensation of $400 per profes-
sional event, whereas Promoter-controlled states
had a median compensation of $500 per profes-
sional event.

Discussion

The 2019 ARP Compensation Survey shows that
while we received a sizeable response rate (41.3%)
from our USA members, the majority practice
ringside medicine in a handful of states. States
with only one response each set the upper and
lower limits of event compensation. These singu-
lar responses do not reflect the average experience
of ringside physicians across the USA.

We can draw better conclusions about ringside
medicine compensation in the USA as a whole.
The majority of ARP members worked both
professional and amateur events. Furthermore,
most members worked 1-10 amateur events/
year (80.5%) and 1-10 professional events/year
(66.6%).

The average event compensation, not including
weigh-ins or travel, was $321/amateur event and
$533/professional event. Regarding which enti-

ty pays physicians, the promoter, or commission,
there was significant variance across the country
as well as within states. Promoter-controlled states
had a higher median income per professional
event than commission-controlled states, $500
versus $400, respectively.

Finally, the average USA hourly rate was $90/
hour for professional events. While this figure is
lower compared to other forms of medical prac-
tice, it may explain why members practice ringside
medicine. After all, when asked “Why do you prac-
tice ringside medicine?” the majority of members
answered, “I love the sport.”

Conclusion

Our survey shows that physician compensation for
combat sports event coverage can vary significant-
ly throughout the USA. We hope this study gives
ringside physicians a reference when negotiating
with promoters for compensation. Commissions
can also use this information when setting com-
pensation rates for their respective ringside physi-
cians. The ARP plans to repeat this survey in the
next 5-10 years to assess for any changes in future
compensation.
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