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Intro

� Training

� Current practice 

� Group subspecialties, sports coverage



Key Takeaways

� Resolution of pain

� Absence of swelling

� Normal range of motion

� Strength 85% of contralateral side

� Prevent harm

� Return to baseline

� Consider health status, participation risk, 
decision modifiers



Key Takeaways

� Nearly 4x higher risk of reinjury (Fuller 
2007).

� type of sport, position played, competitive level and ability to 
protect the injury to lower the risk of re-injury.

� Decision modifiers -- determine the overall acceptable value of 
risk in making a RTP considering the potential �reward� of 

participation.



Key Takeaways

� Promote the health and well-being of the athlete

� Conflicts of interest (coach, team administrator)

� Recovery of the athlete outweighs any potential contribution the 
athlete might make to the team.

� Fully inform parents of potential risks of RTP and document the 
recommendations, restrictions and instructions



Studies
� Most RTP decisions do not have clinical 

evidence but rely on experience of the 
physician

AAOS Consensus Statement 2012

� A guide not a standard of care

� Individual decisions depend on specific facts 
and circumstances presented to the physician

� For team physicians, establish RTS guidelines 
in offseason



AAOS Concensus
� Evaluate athlete�s health status

(Medical, Psychological, functional tests)

� Evaluate athlete�s participation risk

(demands of the sport, role of interventions, 
risk to others)

� Extrinsic factors

(Parents, coach, team)

� Communicate, document, know the rules



AAOS Concensus

Rehab Rehab Rehab

� Address short and long-term needs

� Sport-specific assessment, treatment, 
training/conditioning

� Equipment modification

� Psychosocial issues

� Prognosis



Studies
Draovitch, et al . Arthr SM Rehab 2022

� Fundamental goal to advance is to move in a pain-
free uncompensated fashion

� Kinetic-linking

� Regional interdependence

� Physician � biologic healing

� PT � functional returns

� Coach � strength and power

Instead look at a continuum of checks and balances



RTS Continuum
� Phase 1: Repair phase

� Phase 2: Rehab and recovery

� Phase 3: Reconditioning

� Phase 4: Performance phase

� Prolonged recovery should be viewed not as an inconvenient 

delay but as necessary for RTS success





When can I return to sport?
� Recent SR identified time from injury as sole 

determinant in 50% of studies on ACL (Burgi, Br J 
Sports Med 2019).

� Biologic healing is important, but shift is to 
criterion-based approach to RTS

-strength testing, hop testing, 

balance/postural control,

qualitative movement assessment, cognitive 

decision

based movement, and patient-reported outcome 

measures

-only 13% of studies report objective measures 

for ACL RTS (Barber, Arthr 2011).

-several studies show decreased risk of 

reinjury using obj criteria



When can I return to sport?
Isolated strength deficits 

� Poor quadricep strength has been associated with poor 

performance at 9 months post surgically, and sometimes 

up to >50% failed to have limb symmetry index (LSI) > 

90% at 9 months.

� Professional hockey players with an adductor:abductor

strength ratio of <.80 were at a 17x increased risk for 

sustaining an adductor strain over the course of a 

season (Tyler et al. Am J Sports Med 2001).

� Single test may overestimate function



When can I return to sport?

� Strength test

� Hop test

� Postural control/dynamic balance

� Qualitative movement



When can 
I return 
to sport?





rupture: not meeting 6 
clinical discharge criteria 
before return to sports is 

associated with a 4x greater 
risk of rupture

� Isokinetic strength at 60, 80, 300 degrees; 
running t test; single hop; triple hop; triple 
hop crossover

� Median f/u 646 days (1-2060)

� 158 pro athletes; 26 (16.5%) ACL rupture avg 
105 days after RTS

� 2 factors associated with increased risk:

� Not meeting all 6 criteria prior to RTS, HR 4.1 

� Decreased HS to quad ratio at 60 degrees, HR 10.6 per 
10% diff 



Common Injuries

Avg time 
loss from 
23,000 

injuries 
in 

profession
al 

football 
clubs in 
Europe 

over a 16 
year 

period

Eckstrand et 
al. Br J Sp Med 



Common Injuries

5 diagnoses had longer time from sport after re-
injury than after initial injury:

� Achilles tendon pain

� Calf muscle injury

� Groin adductor pain

� Hamstring injuries

� Quadriceps injuries



Common Injuries

31 injuries were �mild� with time loss of less than a 
week and many could return back to play immediately.

� Mostly contusions and muscle injury

9 were �moderate� with avg time loss of 8-28 days, 
comprising 60% of the total injury absence

� Hamstring muscle injury, groin adductor pain, ankle 
lateral ligament injury, quadriceps muscle injury, 

calf muscle injury, MCL injury

� Median 13 days absence for calf, quad, HS injury

Severe injury greater than 28 days: ACL, lateral 
meniscus tear

� Median time out for ACL 205 days (pro soccer); 
typically 9-12 months for competitive



Common Injuries



AC joint separation

� Fall or impact on the top of the shoulder

� Anterior or superior pain

� Swelling of AC joint

� Prominence of the joint

� Tender to palpation

� Pain w/ cross body adduction or resisted 
horizontal abduction

� Cuff tests may be positive (loads AC jt)



AC joint 
sprain

� Rockwood classification

� Type I � sprain of the AC 
joint capsule

� Type 2 � tear of the AC joint 
capsule, partial CC tear

� Type 3 � complete tear of CC 
ligaments, superior

� Type 4 � posterior 
displacement 

� Type 5 � 100-300% superior 
displacement

� Type 6 � inferior 
displacement 



AC joint sprain

� Types I-II rest, NSAID�s, ice, consider 
injection

� Type III conservative vs surgery

� Types IV-VI surgery



AC joint sprain

Return to sport once full ROM, minimal 
tenderness/pain

Same strength with cuff testing

Players must be able to protect shoulder from 
further injury as low grade sprain may convert to 

higher grade

Recovery time 1-6 weeks depending on severity



Ankle sprain

� Twisting mechanism

� Painful pop, swelling, med/lat pain

� Ligament tear

� X-ray if bony tenderness (Ottawa rules)



Ottawa rules

� Bony tenderness along the distal 6 cm of 
posterior fibula or medial malleolus; 
including tip

� Bony tenderness at base of 5th metatarsal 
or navicular

� Inability to weightbear



Ankle sprain

� ATFL

� CFL

� PTFL

� High ankle sprain � AITFL/PITFL/IOM



Ankle sprain

� High risk of recurrent injury

� Brace or tape upon RTS

� Rehab � ROM, stretching, strength, 
proprioception

� RICE then start early rehab as ROM and pain 
improve

Surgery for recurrent sprains or high ankle w/ 
mortise widening



Concussion

� Traumatic brain injury

� Symptoms include HA, blurry vision, confusion, 
dizziness, fatigue, irritability, mood changes, 

difficulty with concentration/memory

� Red flags � LOC, neck pain, increasing 
confusion, vision changes, vomiting, seizure, 

severe HA, weakness



Concussion

� Do not return to sport until 
complete resolution of symptoms

� Increased risk of damage if 
second concussion with 
concurrent symptoms

� Can take days to weeks to months

� Mental rest

� Avoid screens (TV/phone for 
48hrs)

� Avoid loud sounds, bright 
lights, any activities that 

increase symptoms

� Slow progression of 
physical/mental activity under 

id f ATC



https://www.logan.org/

fitness/performance-

center/youth-

development/save-the-

brain



Contusion

� Impact to soft tissue or bone (bruise)

� May discolor, become raised, tender

� Immediate ice and compression

� May return to sport immediately if function not 
compromised

� Temporary muscle weakness may require longer 
rest and rehab

� Custom padding for protection/prevention



Meniscus
tear

� Fibrous cartilage shock 
absorber, distributes 
weight, assists w/ stability 
and movement of the knee

� Sudden twisting, pivoting, 
cutting  for acute tear

� May have pop then pain, 
swelling, difficulty WB

� Instability or mechanical 
symptoms may be more severe 
tear

� X-ray if difficult to WB or 
impact injury



Meniscus tear

� RICE, then rehab

� Return to sport when able to perform sport-
specific skills without pain, painless ROM, 

resolution of swelling, full strength

� Surgical if large tear, ongoing symptoms or 
failure to progress



Knee 
ligament 
tear

� Cruciate

� Collateral

� Strain/sprain



Ligament sprain

� RICE, then rehab

� Brace

� Return to sport when able to perform sport-
specific skills without pain, painless ROM, 

resolution of swelling, full strength

� Surgical if instability or failure to progress



Shoulder dislocation

� First time vs recurrent

� Apprehension

� Brace

� Longer recovery 1st time



Fractures

� Splint then cast vs brace

� If able to protect w/ brace, may be able to 
return without surgery or postoperatively



Clinical examples



Questions?

� Cell 406-253-4963

� kperser@logan.org 

� Office 406-752-6784


