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AbsTrACT
Objectives To determine whether a team illness 
prevention strategy (TIPS) would reduce the incidence of 
acute illness during the Super Rugby tournament.
Methods We studied 1340 male professional rugby 
union player seasons from six South African teams that 
participated in the Super Rugby tournament (2010–
2016). Medical staff recorded all illnesses daily (126 850 
player days) in a 3-year control (C: 2010–2012; 47 553 
player days) and a 4-year intervention (I: 2013–2016; 
79 297 player days) period. A five-element TIPS was 
implemented in the I period, following agreement by 
consensus. Incidence rate (IR: per 1000 player days; 
95% CI) of all acute illnesses, illness by main organ 
system, infectious illness and illness burden (days lost 
due to illness per 1000 player days) were compared 
between C and I period.
results The IR of acute illness was significantly lower 
in the I (5.5: 4.7 to 6.4) versus the C period (13.2: 9.7 
to 18.0) (p<0.001). The IR of respiratory (C=8.6: 6.3 to 
11.7; I=3.8: 3.3 to 4.3) (p<0.0001), digestive (C=2.5: 
1.8 to 3.6; I=1.1: 0.8 to 1.4) (p<0.001), skin and 
subcutaneous tissue illness (C=0.7: 0.4 to 1.4; I=0.3: 
0.2 to 0.5) (p=0.0238), all infections (C=8.4: 5.9 to 
11.9; I=4.3: 3.7 to 4.9) (p<0.001) and illness burden 
(C=9.2: 6.8 to 12.5; I=5.7: 4.1 to 7.8) (p=0.0314) were 
significantly lower in the I versus the C period.
Conclusion A TIPS during the Super Rugby tournament 
was associated with a lower incidence of all acute 
illnesses (59%), infectious illness (49%) and illness 
burden (39%). Our findings may have important clinical 
implications for other travelling team sport settings.

InTrOduCTIOn
In the last decade, there has been an increasing 
focus on the prevention of injuries in sport and 
also the protection of the health of the athlete. A 
number of studies have shown that medical illness 
can be as common as injuries in elite athletes who 
participate in events and tournaments lasting days 
to a few weeks, including football,1 2 aquatic sport,3 
athletics,4 Summer and Winter Olympic,5 and 
Paralympic Games.6–9 In all these studies, illnesses 
most commonly affected the respiratory system, 
gastrointestinal system, or the skin and subcuta-
neous tissue, and the most common cause was 
infection.1–5 10 11

In the Southern Hemisphere, the Super Rugby 
tournament is conducted annually and is charac-
terised by its length (≈16 weeks), intense training 
sessions (2–3 per week)12 and weekly matches. This 
rugby union tournament includes periods where 
teams travel between South Africa, New Zealand, 
Australia, Argentina, Singapore and Japan (with 
time zone differences that vary between 2 and 
11 hours). In 2012, we published data from the 
2010 season, showing that there is a high overall 
incidence of illness during this competition, mostly 
affecting the respiratory and the gastrointes-
tinal systems, with infections accounting for most 
illnesses.13 Over 70% of players reported an illness 
at some time during the ≈16-week period of the 
tournament in 2010.13 We also showed that inter-
national travel across multiple time zones during 
the 2010 tournament increased the risk of illness 
2–3 times during ‘away’ time periods.14

Reducing the incidence and burden of illness in 
athletes is a goal of sport and exercise medicine 
clinicians. In individual sports, training interrup-
tions due to illness decrease the chance of achieving 
performance goals15 and, in team sports, player 
availability has been linked to team success.16 Acute 
illness can increase the risk of serious medical 
complications and even sudden death during stren-
uous exercise. Therefore, we developed and imple-
mented a team illness prevention strategy (TIPS) 
to reduce acute illness because this is of significant 
value to professional athletes.

Here, we report on the incidence of illness after 
implementing a TIPS in a 4-year intervention period 
(2013–2016) compared with the 3-year control 
period (2010–2012). Specifically, we report on the 
effects of implementing TIPS on incidence rate of 
all illnesses, illness by organ system, infective illness 
by organ system and illness severity (% time-loss 
illnesses and illness burden).

MeThOds
This control–intervention observational study 
involved 1340 player seasons from six South African 
teams in the Super Rugby tournament over a 7-year 
period (2010–2016) and forms part of an ongoing 
injury and illness surveillance study in rugby players 
during this tournament. At least five teams partici-
pated in the study in each year. We gave team physi-
cians accompanying each team detailed information 
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Table 1 Number of players and total player days per season in the 
South African Super Rugby teams in the control (2010–2012) and 
intervention (2013–2016) periods

Year/season of observation 
and periods

number of players in 
each season and period

Player days in each 
season and period

Control (2010–2012) 474 47 553

  2010 160 14 291

  2011 162 17 783

  2012 152 15 479

Intervention (2013–2016) 866 79 297

  2013 180 17 956

  2014 196 16 118

  2015 218 21 406

  2016 272 23 817

Table 2 Number of home and away player days per season, and the 
% away days in the South African Super Rugby teams in the control 
(2010–2012) and intervention (2013–2016) periods

Years of observation and 
periods

Player days

home days Away days % Away days

Control (2010–2012) 36 812 10 741 22.6

  2010 10 531 3760 26.3

  2011 14 361 3422 19.2

  2012 11 920 3559 23.0

Intervention (2013–2016) 63 855 15 442 19.5*

  2013 14 672 3284 18.3

  2014 12 463 3655 22.7

  2015 17 113 4293 20.1

  2016 19 607 4210 17.7

*Significantly different between control and intervention periods (p<0.001).

about the study. Team physicians then briefed all of the players 
on the study.

Intervention: TIPs
After we published the results of our two studies in 2012,13 14 our 
research team, together with the medical committee of the South 
African Rugby Union, convened a meeting of all the team physi-
cians of the South African teams ≈6 weeks prior to the start of 
the 2013 tournament. At this meeting, we developed a detailed 
consensus document on illness prevention (online supplemen-
tary material—appendix A), with the following primary compo-
nents of an intervention strategy:

 ► Pre-tournament: screening of players at increased risk of 
illness (history of respiratory infections, allergies, known 
gastrointestinal illness, known dermatological conditions).

 ► During tournament: discouraging sharing of utensils or 
water bottles, ensuring good sleeping habits, regular hand 
washing and/or use of personal antiseptic hand gel, avoid-
ance of continuous exposure to air-conditioned or polluted 
environments, consider high-dose vitamin C (>1000 mg/
day), early reporting of symptoms and early isolation of 
players at the onset of symptom development.

 ► Additional international travel guidelines: consider prophy-
lactic local antimicrobial spray, probiotics and antibiotic 
prophylaxis.

We implemented the TIPS in South African teams participating 
in Super Rugby tournaments from 2013 onwards.

Patient and public involvement
The intervention part of the study was supported by a patient 
advisory group (consisting of the doctor of each union) who 
provided input regarding the intervention guidelines. This 
patient advisory group met annually for the duration of the 
intervention, regarding updates to the project and preliminary 
results. However, this research was done without direct patient 
involvement.

Illness data collection
The methodology of illness data collection has already been 
described in detail in two previous studies.13 14 In summary, data 
collection took place on a daily basis during the competition 
period. Team physicians completed a ‘daily medical illness log’ 
for each player using a custom-designed electronic system. On a 
daily basis, the team physician recorded the number of players 
in the squad and type of day (home or away). ‘Home’ days were 
defined as days where the teams were located at a venue in South 
Africa, whereas ‘away’ days were defined as days when the team 
was travelling abroad at venues in Australia or New Zealand (up 
until 2016), or Argentina, Singapore and Japan in 2016.

A medical illness was defined as ‘any non-trauma related 
symptom or sign presenting in a player that required medical 
attention from the team physician on a specific day’. The 
information of every medical illness included the following: 
presenting symptom(s) or sign(s), duration of symptoms (days), 
the specific final clinical diagnosis (a list of common diagnoses 
was provided for each system), and the predicted number of days 
lost from practices or matches and the suspected aetiology of 
illness (a list of common categories of causes was provided). We 
recorded medical attention illnesses (requiring medical interven-
tion but not resulting in loss of training or match play >1 day) 
and time-loss illnesses (preventing playing in matches or training 
for >1 day). Team physicians estimated the time (days) lost for 

each illness at the time of entry of the illness data based on their 
substantive clinical experience.

Calculation of the player days
The calculation of player days has previously been described.13 14 
Briefly, the number of team and player days was calculated as 
follows: total team days per season×daily squad size (for each 
day). The total number of player days for the teams over the 
7-year period was 126 850. Total ‘home’ player days and ‘away’ 
player days were calculated for the control and intervention 
periods.

Calculation of the incidence of illness
The calculation of illness incidence rate (IR; calculated as illness 
per 1000 player days) has also been described.13 14 Here, we 
report IR for (1) all illnesses, (2) illnesses of the main organ 
systems affected by illness (respiratory system, gastrointestinal, 
skin and subcutaneous, and ears and mastoid systems), and (3) 
all infective illnesses and by main systems.

severity of illness
The severity of illness was determined by number of days lost due 
to illness. We report both the percentage of illnesses classified as 
time-loss illnesses (defined as an illness resulting in >1 day loss 
of training or competition), and the illness burden (calculated as 
the number of days lost due to any illness per 1000 player days) 
in the control and intervention periods.  on 3 A
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Table 3 Incidence rate (IR per 1000 player days; 95% CI) of all 
illnesses in the control and intervention periods and for each year of 
the study

Years of observation and 
periods Player days Illnesses (n)

Ir (per 1000 
player days)

Control (2010–2012) 47 553 566 13.2 (9.7 to 18.0)

  2010 14 291 205 17.5 (9.1 to 33.6)

  2011 17 783 164 10.8 (6.1 to 19.4)

  2012 15 479 197 12.3 (8.7 to 17.3)

Intervention 2013–2016 79 297 389 5.5 (4.7 to 6.4)*

  2013 17 956 75 5.1 (3.7 to 7.1)

  2014 16 118 101 6.3 (5.3 to 7.6)

  2015 21 406 124 6.7 (5.0 to 8.8)

  2016 23 817 89 4.2 (2.8 to 6.3)

*Significantly different between control and intervention periods (p<0.001). IR is 
adjusted for clustering of teams and away days.

Table 4 Incidence rate (IR per 1000 player days; 95% CI) of illness by system in the control and intervention periods

system

Control: 2010–2012 Intervention: 2013–2016 Ir ratio
(95% CI) P value†n (%)* Ir (95% CI) n (%)* Ir (95% CI)

Respiratory 359 (63) 8.6 (6.3 to 11.7) 271 (70) 3.8 (3.3 to 4.3) 0.44 (0.32 to 0.60) <0.001

Digestive 116 (21) 2.5 (1.8 to 3.6) 78 (20) 1.1 (0.8 to 1.4) 0.42 (0.27 to 0.65) <0.001

Skin and subcutaneous tissue 34 (6) 0.7 (0.4 to 1.4) 19 (5) 0.3 (0.2 to 0.5) 0.39 (0.18 to 0.88) 0.0238

Ears and mastoid 15 (3) 0.3 (0.2 to 0.7) 9 (2) 0.1 (0.1 to 0.3) 0.41 (0.14 to 1.21) 0.1073

Other symptoms, signs, abnormal findings 42 (7) 0.8 (0.5 to 1.4) 12 (3) 0.2 (0.1 to 0.3) 0.20 (0.09 to 0.47) 0.0022

*% out of the total number of illnesses.
†Control vs intervention period, adjusted for clustering of teams and away days.

Primary outcome measures
The primary outcome measures were the IR and incidence rate 
ratio (IRR) of all illnesses, illness by organ system and infec-
tive illness (per 1000 player days) in the control (C) (2010–
2012) versus the intervention (I) (2013–2016) period. We also 
compared illness severity and illness burden in the C and I 
periods.

statistical analysis of data
All the data were recorded and transferred to an Excel spread-
sheet. Standard descriptive statistical analyses were conducted, 
using univariate and bivariate analysis where appropriate. The 
data were a series of measurements of illness observed for the 
teams over time (days over the Super Rugby tournament in seven 
seasons). Because individual player data were not available for 
the C period, we aggregated the data to the level of year by team 
by season day, resulting in 4261 days across the seven seasons to 
be used for modelling. Poisson regression models, with log link, 
were used to model the number of illnesses, with IRR reported 
as measure of association. In order to estimate the IRs expressed 
as number of illnesses per 1000 player days, we ran the models 
with an offset equal to the logarithm of the number of players in 
the team on a given day divided by 1000. Year and a travel day 
indicator were included in the model as fixed effects. The models 
fit a random effect for team, nested within year to account for 
the clustering of teams in the data. The models were estimated 
using generalised estimating equations. All estimates of the IRs 
were adjusted for clustering of teams within the year using a 
nested random effect. Estimates of control and intervention IRs 
are averages of annual estimates over the corresponding three or 
four seasons.

resulTs
Player demographics and player days
The number of players in each season (player seasons) and total 
player days per season in the South African Super Rugby teams 
are shown in table 1.

Over the 7-year period, we studied 1340 player seasons 
(C=474 player seasons; I=866 player seasons).

number of ‘home’ and ‘away’ player days per season
The number (and percentage) of ‘home’ and ‘away’ player days 
per season in the South African Super Rugby teams for the C 
(2010–2012) and I (2013–2016) periods are shown in table 2.

In the C period, there were 36 812 ‘home’ player days and 
10 741 ‘away’ player days, with 22.6% of all the player days 
being ‘away’ days. In the I period, there were 63 855 ‘home’ 
player days and 15 442 ‘away’ player days. The percentage 
(with 95% CI) of ‘away’ days was significantly higher in the C 
(22.6%; 22.2 to 23.0) versus the I (19.5%; 19.1 to 19.7) period 
(p<0.001). Based on these results, we performed all subsequent 
analyses of illness incidences by adjusting the IR for both clus-
tering of teams, and whether teams were ‘home’ or ‘away’.

Ir of all illnesses in the control and intervention periods
The IR of all illnesses in the C and I periods for each year of the 
study is shown in table 3.

The IR of illness was significantly lower in the I period (5.5; 
95% CI 4.7 to 6.4) than the C period (13.2; 95% CI 9.7 to 18.0). 
The IRR for all illnesses between the C and I periods was 0.41 
(95% CI 0.29 to 0.59).

Ir of all illnesses by main organ system in the control and 
intervention periods
The IR of illness by organ system in the C and I periods are 
shown in table 4.

In both the C and I periods, the largest percentage of illnesses 
affected the respiratory system, followed by the digestive, skin 
and subcutaneous, and ears and mastoid systems. The IR of 
illness was significantly lower in the I period than the C period 
for the respiratory system (C: IR 8.6, 95% CI 6.3 to 11.7; I: IR 
3.8, 95% CI 3.3 to 4.3) (p<0.001), digestive system (C: IR 2.5, 
95% CI 1.8 to 3.6; I: IR 1.1, 95% CI 0.8 to 1.4) (p<0.001), 
and the skin and subcutaneous system (C: IR 0.7, 95% CI 0.4 to 
1.4; I: IR 0.3, 95% CI 0.2 to 0.5) (p=0.0238). This translates 
to a reduction of 56% in respiratory illness, a 58% reduction 
in digestive system illness, and a 61% reduction in illness in 
the skin and subcutaneous system in the I compared with the 
C period.
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Table 5 Incidence rate (IR per 1000 player days; 95% CI) of all infective illnesses and infective illness by organ system in the control and 
intervention periods

Control: 2010–2012 Intervention: 2013–2016 Ir ratio
(95% CI) P value†n (%)* Ir (95% CI) n (%)* Ir (95% CI)

All infections 356 (100) 8.4 (5.9 to 11.9) 311 (100) 4.3 (3.7 to 4.9) 0.51 (0.35 to 0.73) <0.001

Respiratory tract infections 273 (77) 6.5 (4.6 to 9.2) 234 (75) 3.2 (2.8 to 3.8) 0.50 (0.35 to 0.71) <0.001

Digestive tract infections 44 (12) 0.7 (0.4 to 1.2) 48 (15) 0.5 (0.4 to 0.8) 0.73 (0.40 to 1.34) 0.3105

Skin and subcutaneous tissue infections 24 (7) 0.6 (0.3 to 1.1) 18 (6) 0.3 (0.2 to 0.4) 0.48 (0.21 to 1.11) 0.0844

Ear infections 13 (4) 0.3 (0.1 to 0.6) 7 (2) 0.1 (0.0 to 0.2) 0.33 (0.11 to 1.01) 0.0518

Other symptoms, signs, abnormal findings 2 (1) 0.0 (0.0 to 0.2) 4 (1) 0.1 (0 to 0.1) ‡

*Out of all infections.
†Control vs intervention period, adjusted for clustering of teams and away days.
‡IR was not adjusted and no p value was calculated because the number of infections was too small.

Table 6 Illness burden (days lost per 1000 player days; 95% CI) of all illnesses, illness by main system and all infective illnesses in the control and 
intervention periods

Control: 2010–2012 Intervention: 2013–2016 Ir ratio (95% CI) P value*

All illnesses 9.2 (6.8 to 12.5) 5.7 (4.1 to 7.8) 0.61 (0.39 to 0.96) 0.0314

Respiratory illness 6.9 (5.0 to 9.6) 3.4 (2.3 to 4.9) 0.49 (0.31 to 0.78) 0.0025

Digestive illness 1.1 (0.7 to 1.8) 1.1 (0.7 to 1.6) 0.96 (0.54 to 1.72) 0.9016

Skin and subcutaneous tissue illness 0.3 (0.2 to 0.5) 0.3 (0.2 to 0.5) † †

All infections 7.8 (5.5 to 11.1) 4.7 (3.5 to 6.4) 0.61 (0.39 to 0.95) 0.0284

*Control vs intervention period, adjusted for clustering of teams and away days.
†IR was not adjusted and no p value was calculated because the number of illnesses was too small.

Ir of all infective illnesses, and infective illness by organ 
system in the control and intervention periods
The IR of infective illnesses and infective illnesses by organ 
system are shown in table 5.

Respiratory tract infections accounted for more than 75% 
of infective illnesses in both the C and I periods, followed by 
digestive tract infections (more than 12%–15% of all infective 
illnesses). The IR of all infections (C: IR 8.4, 95% CI 5.9 to 11.9; 
I: IR 4.3, 95% CI 3.7 to 4.9) (p<0.001) and respiratory tract 
infections (C: IR 6.5, 95% CI 4.6 to 9.2; I: IR 3.2, 95% CI 2.8 to 
3.8) (p<0.001) were significantly lower in the I compared with 
the C period. This translates to a reduction of 49% in all infec-
tions and a 50% reduction in respiratory tract infections in the I 
compared with the C period. The IR of digestive tract infections, 
skin and subcutaneous infections, and ear infections were not 
significantly different between the two periods (p>0.05).

Time-loss illness in the control and intervention periods
There was no significant difference in the percentage of time-
loss illnesses in the C compared with the I period (C=28.1%, 
I=33.7%) (p=0.0652) (online supplementary material—
appendix B).

Illness burden
The illness burden for all illnesses, main systems and infective 
illnesses in the C and I periods are shown in table 6.

There was a significantly lower illness burden in all illnesses 
(C=9.2, 95% CI 6.8 to 12.5; I=5.7, 95% CI 4.1 to 7.8) 
(p=0.0314), respiratory illness (C=6.9, 95% CI 5.0 to 9.6; 
I=3.4, 95% CI 2.3 to 4.9) (p=0.0025) and all infections (C=7.8, 
95% CI 5.5 to 11.1; I=4.7, 95% CI 3.5 to 6.4) (p=0.0284) in 
the I period compared with the C period. This translates to a 
reduction in the illness burden of 39% for all illnesses, 51% for 
respiratory illness and 39% for all infections in the I compared 
with the C period.

dIsCussIOn
The main finding of this study was that the overall IR of illness 
(per 1000 player days) during the Super Rugby tournament 
was more than halved after we implemented a TIPS (adjusted 
IRR=0.41; 95% CI 0.29 to 0.59). We also observed a signifi-
cantly lower IR of illness in each of the commonly affected organ 
systems (respiratory, digestive tract, and skin and subcutaneous), 
all infective illnesses (IRR=0.51; 95% CI 0.35 to 0.73) and 
respiratory infective illness (IRR=0.50; 95% CI 0.35 to 0.71). 
Finally, the burden of illness also decreased by 39% (IRR=0.61; 
95% CI 0.39 to 0.96) following the intervention. Respiratory 
tract illness still accounted for the largest proportion of illnesses 
(≈60%–70%), followed by digestive tract illness (≈20%). Of 
the respiratory tract illnesses, 75% were due to infection.

We showed that the incidence and burden of illness can 
be reduced by involving team medical staff, management 
and athletes in implementing TIPS. The TIPS comprised (1) 
pre-screening of individuals at increased risk, (2) ensuring good 
hygiene practices, (3) prophylactic treatments for common infec-
tions, (4) early reporting of symptoms and (5) early isolation of 
players on presentation of symptoms. Although the adherence to 
these strategies was not specifically monitored in this study, the 
results support the efficacy of a pragmatic approach to illness 
prevention in a demanding (intense and long) rugby tournament 
that required teams to undertake both domestic and interna-
tional long-haul travel.

We were asked by reviewers to briefly speculate on the relative 
importance of the five elements. We have no data to address 
this formally, but by combining our clinical experience with 
our data, we suggest that pre-screening, good hygiene practices 
and prophylactic treatment are the most important elements 
of TIPS to reduce the IR of illness. Early reporting of symp-
toms and isolation of players on presentation of symptoms are 
elements within TIPS that contribute to the reduction in illness 
burden, but would not reduce IRs. However, these comments 
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are speculative and further study is required to determine the 
relative importance of the elements within TIPS.

We believe this is the largest prospective study on illness in 
rugby union players to date. The only other published studies 
in professional rugby players were those from data collected 
during a single (2010) Super Rugby season,13 14 and these data 
are included in the current study. In team sports other than 
rugby union, one comparable prospective study was completed 
in European professional football (UEFA Champions League) 
over multiple seasons. In this study, a lower illness IR (1.5 per 
1000 players days) and lower illness burden (7.0 days lost per 
1000 players days) were reported, compared with the C period 
of our study.17 These findings suggest that, prior to our interven-
tion, the risk of illness in Super Rugby players was higher than in 
UEFA Champions League football players. Prior to our interven-
tion, the burden of illness in Super Rugby players was also higher 
than that reported in the UEFA Champions League football. In 
the present (rugby) study, we show that, following the I period, 
the illness burden in Super Rugby players was reduced to lower 
levels compared with that reported in UEFA Champions League 
football.

We also believe that the present study constitutes the largest 
study of an illness prevention programme undertaken in interna-
tional sport. A further strength of this study is the accurate and 
consistent documentation of the illness data. A clear limitation 
of this study was that it was not a randomised controlled trial 
(RCT). We argue that a cluster RCT in this elite athlete setting 
is not feasible and would not be powered adequately to detect 
differences in illness rate ratio or illness burden. We would be 
happy to be proven wrong.

Our study constitutes Level 2 evidence (‘observational study 
with dramatic effect’) for an effective intervention, based on the 
Oxford Centre for Evidence-Based Medicine 2011 Levels of 
Evidence (https://www. cebm. net/ wp- content/ uploads/ 2014/ 06/ 
CEBM- Levels- of- Evidence- 2. 1. pdf; accessed 26 February 2019). 
Additional limitations are that we do not have any data on the 
individual player risk profile for illness that could account for a 
possible decreased ‘at risk’ population of players in the I period. 
We could not measure and therefore account for other extrinsic 
risk factors for illness, including environmental risk factors. We 
did, however, record illness in ‘away’ and ‘home’ days in both 
the C and I periods, and we show that this extrinsic factor did 
not fully account for our observed lower risk of illness in the I 
period. The association between travel time trends and illness 
was not explicitly modelled. This did not affect our main aim, 
which was to compare the illness incidence for the control and 
intervention periods because we could compare the averaged IRs 
between the control and intervention periods.

We have no data on team compliance with the TIPS that we 
recommended during the I period. However, we did have regular 
annual pre-season meetings in the I period with all the team 
physicians at which the prevention strategies were discussed and 
emphasised.

suMMArY And COnClusIOn
In summary, the implementation of a five-element illness preven-
tion programme was associated with a 59% reduction in the 
incidence of illness during the Super Rugby tournament. In the 
intervention period, illness IR was reduced in the main organ 
systems (respiratory, digestive and skin/subcutaneous tissue), as 
well as for all infective illnesses and infections of the respira-
tory system. Our research paves the way for leaders of other 
single-code or multi-code sports to consider whether the existing 

illness burden in athletes during tournaments and seasons can be 
reduced.

What are the findings?

 ► By implementing a five-element team illness prevention 
strategy, the overall incidence of illness (per 1000 player 
days) during the Super Rugby tournament was decreased by 
59%.

 ► The significant reduction in illness was evident in each of 
the commonly affected organ systems (respiratory, digestive 
tract, and skin and subcutaneous), all infective illnesses and 
respiratory infective illness.

 ► The burden of illness (days lost due to illness per 1000 player 
days) was also decreased significantly by 39% following the 
intervention.

 ► The reduction in illness was significant after adjusting the 
incidence rate for differences in home and away days in the 
control and intervention periods.

how might it impact on clinical practice in the future?

 ► A Team Illness Prevention Strategy (TIPS) can reduce 
the overall incidence of illness by 59% during a sports 
tournament.

 ► This finding may have practical clinical implications for other 
single- or multi-code sport settings where there is an illness 
burden in athletes during tournaments and seasons.
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