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CLINICIAN RESOURCE

Musculoskeletal Neurological
Examination
A practical framework for MSK clinicians to screen, localise and escalate neurological presentations.

Core purpose

Differentiate MSK pain from neurological pathology; localise the likely source as nerve root, peripheral nerve or central
pathway; and identify red flags requiring escalation.

1. When to perform a neuro exam
Trigger Clinical cue

Radiating symptoms Dermatomal pain, arm or leg symptoms, pins and needles, numbness or altered sensation.

Motor concern Reported weakness, true strength loss, repeated giving way or marked fatigability.

Reflex or coordination change Reduced, absent or brisk reflexes; clonus; poor balance; gait disturbance; ataxia.

Safety concern Bilateral symptoms, progressive deficit, saddle anaesthesia or bladder/bowel/sexual dysfunction.

Quick screen

Ask: Any numbness, tingling, weakness, altered balance, bladder/bowel changes or saddle numbness? If yes, test strength,
sensation and reflexes together.

2. Core neurological screen
Domain What to test What to look for

Myotomes Resisted key muscle action by level. Compare
side-to-side.

True weakness not explained by pain; asymmetry;
fatigability; functional loss.

Dermatomes Light touch +/- pinprick over key sensory points. Clear sensory loss in a neuroanatomical pattern, not
vague discomfort.

Reflexes Biceps, brachioradialis, triceps, patellar, Achilles. Reduced reflex suggests lower motor
neuron/root/peripheral nerve. Brisk reflex suggests
upper motor neuron involvement.

Neurodynamic tests SLR, slump, ULNT median/radial/ulnar bias. Symptom reproduction with change on
sensitisation/desensitisation.
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QUICK REFERENCE

Musculoskeletal Neurological
Examination
High-yield dermatomes, myotomes and reflexes.

3. Dermatomes

Upper limb

C5: lateral shoulder
C6: thumb and lateral forearm
C7: middle finger
C8: ring/little finger
T1: medial forearm

Lower limb

L1: groin
L2: anterior thigh
L3: medial knee
L4: medial shin
L5: dorsum foot/big toe
S1: lateral foot
S2: posterior thigh

4. Myotomes
Upper level Upper movement Lower level Lower movement

C5 Shoulder abduction L2 Hip flexion

C6 Elbow flexion / wrist extension L3 Knee extension

C7 Elbow extension L4 Ankle dorsiflexion

C8 Finger flexion L5 Great toe extension

T1 Finger abduction S1 Plantarflexion

5. Reflexes
Reflex Level Interpretation

Biceps C5/6 Often reduced with C5-C6 root involvement.

Brachioradialis C6 Useful for C6 radiculopathy screen.

Triceps C7 Reduced with C7 root involvement.

Patellar L3/4 Reduced in femoral/L3-L4 involvement.

Achilles S1 Reduced with S1 radiculopathy.
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CLINICAL REASONING

Musculoskeletal Neurological
Examination
Pattern recognition is the skill: combine motor, sensory, reflex and behaviour of symptoms.

6. Pattern recognition
Pattern Typical findings Clinical example

Nerve root / radiculopathy Dermatomal pain or sensory change; myotomal weakness;
possible reduced reflex; symptoms often provoked by spinal
loading.

L5 radiculopathy: weak EHL, sensory change
over dorsum of foot, reflex may be normal.

Peripheral nerve Non-dermatomal sensory loss; weakness in muscles
supplied by that nerve; reflex pattern less consistent.

Common peroneal nerve: foot drop, dorsum
foot sensory loss, inversion spared if tibialis
posterior intact.

Central / upper motor neuron Hyperreflexia, clonus, Babinski, gait disturbance,
widespread weakness or bilateral symptoms.

Consider cervical myelopathy, cord
compression or brain pathology.

Neural sensitivity Diffuse symptoms, normal strength/sensation/reflexes,
positive neurodynamic sensitivity, often
irritability-dependent.

Treat as mechanosensitivity while monitoring
for true neuro deficit.

7. Neurodynamic testing
Test Bias Positive if

Straight leg raise Sciatic nerve / L4-S1 roots Reproduces relevant leg symptoms and changes with ankle,
hip or neck sensitisation.

Slump Neural mechanosensitivity Relevant symptoms reproduced and altered by release of
neck or ankle sensitiser.

ULNT median Median nerve / C5-T1 plexus Relevant arm symptoms; compare sides and symptom
quality.

ULNT radial Radial nerve Dorsal/radial forearm symptoms with bias and sensitisation.

ULNT ulnar Ulnar nerve Medial forearm or 4th/5th digit symptoms with sensitisation.
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CLINICAL SAFETY

Musculoskeletal Neurological
Examination
Escalation rules, clinical flow and scenarios.

8. Red flags: escalate immediately
Red flag Why it matters Action

Saddle anaesthesia Possible cauda equina syndrome. Immediate ED referral for urgent MRI.

Bladder/bowel/sexual dysfunction Possible cauda equina or cord involvement. Immediate ED referral.

Progressive neurological deficit Deteriorating nerve or cord function. Urgent medical review or ED depending
severity.

Bilateral symptoms May indicate central canal or cord involvement. Escalate, especially with neuro signs.

Gait disturbance / ataxia Possible central neurological involvement. Urgent MRI and specialist referral.

9. Clinical flow

Screen -> Test -> Refine -> Localise -> Decide

1. Screen for numbness, tingling, weakness and red flags.
2. If positive: test myotomes, dermatomes and reflexes.
3. If abnormal: add neurodynamics and functional weakness testing.
4. Localise: root vs peripheral nerve vs central.
5. Decide: conservative management, monitor, GP referral, imaging or urgent escalation.

10. Clinical scenarios
Scenario Findings Likely interpretation Next step

Low back pain with lateral leg
tingling

Weak great toe extension, reduced dorsum
foot sensation, reflex normal.

Likely L5 radiculopathy. Conservative
management if stable;
MRI if progressive or not
improving.

Neck pain to thumb Reduced biceps/brachioradialis reflex, wrist
extension weakness, C6 sensory change.

Likely C6 radiculopathy. Monitor neuro status;
consider imaging/referral
if severe or progressive.

4th/5th digit numbness Normal C8/T1 myotomes except ulnar
distribution sensory change.

Possible ulnar nerve
entrapment.

Assess elbow/wrist
entrapment and loading
factors.

Back pain with saddle
numbness

Bladder change and bilateral symptoms. Cauda equina until proven
otherwise.

Immediate ED referral.

Bottom line



Musculoskeletal Neurological Examination

Head2Toe Physiotherapy and Podiatry | Brunswick | Moonee Ponds | Kew | www.head2toe.com.au Page 5

A good neurological examination is not box ticking. It is pattern recognition, localisation and timely escalation.

11. Documentation quick template
Area Document

Symptoms Location, distribution, onset, irritability, 24-hour behaviour and aggravating/easing factors.

Objective neuro Myotomes, dermatomes, reflexes and neurodynamic tests, including side-to-side comparison.

Pattern Likely root, peripheral nerve, central pattern or neural sensitivity. State what supports and what does not
support the impression.

Risk Presence or absence of CES, progressive deficit, bilateral symptoms, gait disturbance and systemic red flags.

Plan Monitor, treat conservatively, refer to GP, request imaging or escalate to ED as clinically indicated.

Referral wording

Example: Neurological screen demonstrated progressive weakness with altered sensation and reflex change. Given the
progression and functional loss, I recommend urgent medical review and consideration of MRI/specialist referral.
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CLINICIAN RESOURCE

MCL Injury - Assessment and
Rehabilitation Plan
Clinician resource for assessment, grading, phase-based rehabilitation and return-to-sport decision
making.

Core clinical principle

MCL rehab is progressive loading plus control restoration. Protect the healing ligament early, restore ROM, then progress
strength, unilateral control, dynamic control and sport-specific tasks.

1. Subjective assessment
Domain High-yield questions

Mechanism Valgus stress, lateral blow, rotational trauma, planted foot, contact vs non-contact.

Timing and irritability When did it occur? 24-hour response? Morning-after soreness? What loads irritate it?

Symptoms Medial knee pain, instability/giving way, swelling, bruising, locking/catching, pain location.

Function Weight-bearing ability, stairs, walking, work tasks, sport/exercise loading pattern.

History Previous knee injury, medications, imaging/scans, relevant systemic red flags.

Goals Return to walking, work, gym, running, cutting/pivoting, contact sport.

2. Objective assessment
Area What to assess Clinical notes

Observation Swelling, bruising, antalgic gait, knee held in slight flexion. MCL swelling is often medial and may be mild to
moderate.

ROM AROM and PROM; flexion/extension; pain at end range. Usually near-full unless acute or high irritability.

Palpation MCL from medial joint line to tibial insertion; medial joint
line; pes anserine.

Localised tenderness supports tissue
involvement but does not grade severity alone.

Strength and capacity Quadriceps inhibition, hamstring guarding, calf raises, hip
strength, dynamometry where available.

Compare side-to-side; pain inhibition can mimic
weakness.

Functional tests Squat, sit-to-stand, single-leg squat, step-down,
collapse/valgus control tests.

Only load to tolerance in acute presentations.

Rule out ACL Lachman, meniscus McMurray/Thessaly,
locking/catching, fracture screen.

Combined injuries change management.



MCL Injury - Assessment and Rehabilitation Plan

Head2Toe Physiotherapy and Podiatry | Brunswick | Moonee Ponds | Kew | www.head2toe.com.au Page 2

ASSESSMENT

MCL Injury - Assessment and
Rehabilitation Plan
Special tests, grading and early protection.

3. Valgus stress test and grading
Test position Meaning Management implication

Valgus stress at 30 degrees Biases isolated MCL involvement. Grade based on pain, laxity and end-feel.

Valgus stress at 0 degrees Suggests more severe injury or capsular/ACL involvement
if lax.

Consider bracing, imaging and/or referral.

Grade Clinical finding Practical meaning

Grade I Pain, no laxity. Stable. Progress by symptoms and control.

Grade II Some laxity with firm end-feel. Protect early; brace if needed; criteria-based rehab.

Grade III Significant laxity and poor/no end-feel. Brace and refer for orthopaedic/sports medicine
opinion, especially athletes.

4. Early protection priorities

Protect

Avoid early pivoting, twisting, cutting and high valgus loads.
Consider hinged brace if unstable or higher grade.

Restore

Prioritise swelling control, comfortable ROM, normal gait
and quad activation before heavier loading.

Load

Progress from isometrics and closed-chain control to
strength, unilateral work, plyometrics and sport-specific
exposure.

Monitor

Progression should be based on pain response, swelling
response, movement quality and strength symmetry - not
time alone.

5. Rehab phases
Phase Goals Management Exercise examples

Phase 1: Protection and
early motion
0-2/3 weeks

Reduce pain/swelling; protect
ligament; restore ROM;
normalise gait.

Compression, relative rest, brace if
needed, modify weight-bearing,
stationary bike low resistance.

Quad sets, heel slides, straight leg
raises, light hamstring curls, calf
raises, gentle hip activation.

Phase 2: Strength and
control
3-6 weeks

Full ROM; improve strength;
begin functional loading.

Progress bilateral closed-chain
work; add balance/proprioception;
avoid uncontrolled valgus.

Squat to chair, wall slides, step-ups,
single-leg calf raises, hip abduction,
controlled split stance.
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Phase Goals Management Exercise examples

Phase 3: Advanced strength
and function
6-10 weeks

Build unilateral strength and
control under load.

Dynamic balance, perturbation,
tempo strength, change-of-direction
prep.

Single-leg squat, lunges,
step-downs, leg press, hamstring
strengthening, loaded hip work.

Phase 4: Return to sport
8-12+ weeks

Restore power, reactive control
and sport-specific confidence.

Plyometrics, agility, cutting, pivoting,
fatigue-state exposure,
sport-specific drills.

Hops, triple hop, side hop, planned
and reactive change of direction,
landing mechanics.

6. Criteria to progress
Checkpoint Progress if

Pain No increase beyond acceptable symptom response during or after exercise.

Swelling No meaningful increase after loading; effusion settling.

ROM Full or functionally sufficient ROM for the phase.

Gait Normal gait without protective limp.

Strength Improving quad, hamstring, calf and hip capacity; side-to-side symmetry improving.

Movement quality No uncontrolled valgus collapse during squat, step-down, hop or landing tasks.

7. Return-to-play criteria
Domain Minimum clinical expectation

Symptoms No pain or swelling with training exposure and sport-specific tasks.

Stability No subjective giving way and no valgus instability on re-test.

Strength >=85-90% strength symmetry versus the other side; ideally higher for pivoting sport.

Hop tests Single-leg hop, triple hop and side hop completed with quality mechanics and acceptable symmetry.

Fatigue tolerance Hop/landing/control maintained in a fatigued state.

Psychological readiness Athlete confident to return; no protective avoidance behaviour during directional tasks.

8. Key precautions

Avoid early

Deep squats beyond 90 degrees, aggressive lunges, pivoting, twisting, cutting, high-impact plyometrics and any exercise that
creates uncontrolled dynamic valgus.

Bottom line

Grade matters, but function matters more. The safest progression is symptom-guided, criteria-based and specific to the
patient's sport/work goal.
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CLINICIAN RESOURCE

Musculoskeletal Red Flags and Referral
Guide
A practical escalation framework for physiotherapists and podiatrists.

Core principle

Red flags are low probability but high consequence. The clinical skill is not just identifying them - it is stratifying urgency and
documenting the rationale clearly.

1. Escalation priority
Priority Action Timeframe Examples

Immediate ED referral Same day Cauda equina features, septic arthritis, DVT/PE concern,
progressive neuro deficit

Urgent GP +/- imaging 24-72 hours Suspected malignancy, infection, fracture, UMN signs

Routine GP review Non-urgent Inflammatory features, persistent unexplained
symptoms, non-urgent systemic concern

2. Spinal red flags
Concern Key features Action

Cauda equina syndrome Saddle anaesthesia, bladder/bowel/sexual dysfunction, urinary
retention, bilateral leg symptoms, progressive neurological deficit.

Immediate ED referral -> urgent
MRI.

Spinal malignancy Unexplained weight loss, constant night pain, cancer history, age
>50 or <20, failure to improve.

Urgent GP referral -> MRI +/-
bloods.

Spinal infection Fever, chills, recent surgery/infection, IV drug use, severe
unremitting spinal pain.

Urgent GP/ED -> MRI and blood
tests.

Spinal fracture Trauma, osteoporosis, steroid use, sudden severe pain, high-risk
age group.

X-ray first; CT/MRI if needed.
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ESCALATION

Musculoskeletal Red Flags and Referral
Guide
Non-spinal, vascular and neurological red flags.

3. Non-spinal MSK red flags
Concern Indicators Action

General fracture Inability to weight bear, deformity, localised bony tenderness,
high-impact trauma.

X-ray immediately; use Ottawa
rules where appropriate.

Joint infection / septic arthritis Hot swollen joint, severe pain with movement, fever, rapid onset. Immediate ED referral.

DVT Unilateral calf swelling, pain and warmth, recent
surgery/immobilisation, travel history, prior DVT, active cancer.

Immediate GP/ED -> ultrasound.

Systemic/inflammatory
condition

Morning stiffness >60 minutes, multiple joints, fatigue, symmetrical
symptoms.

GP review -> rheumatology
pathway if indicated.

4. Neurological red flags
Concern Findings Action

Upper motor neuron signs Hyperreflexia, clonus, positive Babinski, gait disturbance, bilateral
symptoms.

Urgent MRI and specialist
referral.

Progressive neurological deficit Worsening weakness, loss of function, increasing sensory loss or
reflex change.

Immediate escalation if
deteriorating.

Peripheral/shoulder red flags Night pain not relieved by position, severe weakness not
explained by pain, history of cancer.

Consider imaging/referral.

5. When not to refer immediately

Manage conservatively first when clinically appropriate

Non-specific low back pain <6 weeks without red flags; mild radiculopathy that is clearly improving; tendinopathy without
systemic features; stable symptoms responding as expected.
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CLINICAL DOCUMENTATION

Musculoskeletal Red Flags and Referral
Guide
Decision flow and referral documentation.

6. Clinical decision flow
Step Question Decision

1 Any red flags? Yes -> classify severity. No -> continue MSK management.

2 Severity? Emergency -> ED. Urgent -> GP +/- imaging. Mild/systemic -> GP
referral.

3 Is the presentation evolving? Progressive neuro, systemic deterioration or worsening night pain
increases urgency.

4 Have you documented clearly? Document symptoms, timeline, objective findings, clinical concern and
referral rationale.

7. What to write in a referral
Include Example phrasing

Key red flags Patient reports saddle anaesthesia and altered bladder sensation following worsening lumbar symptoms.

Onset and progression Symptoms commenced 10 days ago and have progressively worsened over the past 48 hours.

Objective findings Reduced S1 power, altered sensation and reduced Achilles reflex compared with the contralateral side.

Clinical concern Clinical concern for cauda equina syndrome / malignancy / fracture / infection / DVT.

Requested action Please assess urgently and consider MRI / ultrasound / bloods / ED review as clinically indicated.

8. High-yield clinical pearls

Night pain + weight loss

Always investigate. Consider malignancy or systemic
pathology.

Progressive neuro deficit

Never ignore. Escalate rather than wait for natural history.

Hot swollen joint

Treat as infection until proven otherwise.

Bilateral neuro symptoms

Consider central involvement until proven otherwise.

Bottom line

Identify the pattern, stratify the risk and refer at the right urgency. Clear documentation protects the patient and the clinician.
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CLINICIAN RESOURCE

MSK Imaging - When to Order What
A clinician decision framework for choosing imaging only when it will change management.

Non-negotiable principle

Imaging is not first-line unless it will change management or serious pathology is suspected. Most MSK conditions are clinical
diagnoses first.

1. Immediate imaging or referral triggers
Concern Best imaging Rationale

Suspected fracture X-ray first-line Fast, accessible, high specificity for many fractures.

Suspected malignancy/metastasis MRI +/- CT Bone marrow and soft tissue detail; staging may require
CT.

Infection: osteomyelitis/discitis MRI Best for marrow, disc and soft-tissue infection.

Cauda equina/severe neuro deficit Urgent MRI Neural compression assessment.

Cord compression / myelopathy Urgent MRI Cord and canal assessment.

Vascular concern CTA/MRA Vessel imaging for dissection or vascular pathology.

2. Match modality to tissue type
Modality Best for Clinical use

X-ray Bone, alignment, OA, many fractures Use first for trauma/suspected fracture, OA or alignment
questions.

Ultrasound Superficial tendons, bursae, dynamic assessment Achilles, rotator cuff, superficial soft tissue; cheaper and
faster.

MRI Deep soft tissue, neuro, marrow, ligaments, meniscus,
spine

Use for persistent symptoms, surgical planning, neuro
signs or deep/complex pathology.

CT Complex bone detail Complex fractures, tibial plateau, spine, surgical planning.

CTA/MRA Vascular structures Dissection, exertional headache vascular concern, vessel
pathology.
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QUICK REFERENCE

MSK Imaging - When to Order What
Region-specific quick guide.

3. Region-specific imaging guide
Region Presentation Suggested imaging

Lumbar spine Non-specific LBP <6 weeks, no red flags No imaging.

Lumbar spine Radicular pain <6 weeks, stable/improving No imaging initially.

Lumbar spine Radiculopathy not improving >6 weeks MRI.

Lumbar spine Severe neuro deficit or CES features Urgent MRI.

Knee Locking/catching or suspected meniscus MRI if clinically significant or surgical
consideration.

Knee Acute trauma with swelling X-ray first if fracture concern; MRI for
ligament/meniscus if indicated.

Knee Chronic anterior knee pain Usually no imaging initially unless
atypical or not improving.

Shoulder Fracture suspicion X-ray.

Shoulder Suspected rotator cuff tear Ultrasound or MRI depending
depth/complexity and surgical
question.

Shoulder Instability/labral suspicion MRI arthrogram where appropriate.

Shoulder Frozen shoulder Clinical diagnosis; imaging not usually
needed initially.

Hip Young athlete with groin pain and FAI/labral concern MRI +/- specialist referral.

Hip Lateral hip pain / GTPS Ultrasound if imaging will change
management.

Hip OA suspicion X-ray.

Foot and ankle Suspected fracture X-ray.

Foot and ankle Achilles pathology Ultrasound.

Foot and ankle Stress fracture with negative X-ray MRI.
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DECISION LOGIC

MSK Imaging - When to Order What
Timing rules and common mistakes.

4. Timing matters
Scenario Correct approach Why

Acute LBP <6 weeks, no red flags No imaging. Imaging rarely changes management and can
increase fear.

Early tendon pain No imaging initially. Diagnosis is usually clinical; start load management
first.

Persistent symptoms >6-12 weeks Consider imaging if it changes
management.

Useful if progress is poor or diagnosis is unclear.

Pre-surgical decision Image required. Imaging helps confirm surgical target and planning.

Progressive neurological deficit Urgent imaging/referral. Deterioration changes risk profile.

5. Simple decision algorithm

Ask these in order

1. Are there red flags? If yes, image/refer immediately.
2. Will imaging change management? If no, do not image.
3. What tissue is most likely involved? Bone -> X-ray; tendon/superficial -> ultrasound; deep/complex/neuro -> MRI; complex
bone -> CT.
4. Will the result change exercise prescription, referral, injection, bracing, surgical opinion or reassurance strategy?

6. High-yield clinical pearls
Pearl Clinical implication

Imaging findings do not always equal the pain source. Disc bulges and rotator cuff tears can be present in asymptomatic people.

MRI is sensitive but not always specific. Correlate with clinical presentation before changing management.

Over-imaging can increase fear and reduce self-efficacy. Explain why imaging is or is not indicated.

Use imaging to answer a specific question. Example: fracture? tear needing surgical opinion? stress reaction? neuro
compression?

Bottom line

X-ray for bone, ultrasound for superficial tendons/dynamic assessment, MRI for deep soft tissue/neuro/marrow, CT for complex
bone detail.
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CLINICIAN RESOURCE

Pitch-Side and Clinic Assessment Mini
Guide
Cleaned and structured CPD notes for repeatable sports assessment, early management and
return-to-performance reasoning.

Reasoning framework

Mechanism -> clinical reasoning -> orthopaedic tests -> phase-specific management. Keep the process streamlined and
repeatable for the same injury pattern.

1. Global performance and phase model
Framework Clinical use

Performance ladder Control -> Strength -> Linear mechanics -> Multi-directional -> Perform.

Phase model Acute management -> Repair -> Restore -> Reload (strength, running, agility) -> Return.

4-week review rule If the plan is not working or providing benefit by about 4 weeks, reassess the diagnosis and
management.

Acute priorities Rule out red flags; confirm basic safety/function; manage swelling; stabilise if indicated; begin
graded loading early to restore ROM.

NSAID caution Generally avoid early anti-inflammatories where healing optimisation is the goal, unless medically
directed.

2. Ankle: assessment and early management
Phase Key actions

Screen and differentiate Can they function? Hop in place/forward hop as tolerated. Rule out syndesmosis, bone stress, fracture,
Lisfranc, Achilles, posterior ankle impingement and cuboid/calcaneocuboid issues.

Repair: days 0-7 Document knee-to-wall dorsiflexion, calf raises and hop tolerance by day 2-3. Use tubigrip, rigid tape,
horseshoe/EAB overlay, or short boot 2-3 days if irritable.

Restore: week 1-3 ROM and swelling: release TA/calf/arch then passive glides. Progress load if not synovitic by week 2. Calf
work DL -> SL, target 25-30 calf raises.

Control Stork 20 sec with stick overhead, star excursion practice, subtalar control, decline wedge balance, eyes
closed 20 sec -> catching tasks.

Isometrics Short-range inversion/eversion/PF, tib-post bias, 10 x 10 sec; consider mid-range handheld isometrics.
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SPORTS ASSESSMENT

Pitch-Side and Clinic Assessment Mini
Guide
Ankle return-to-run and knee assessment.

3. Ankle: reload and return

Calf capacity

Tempo: up 2 sec, down 3 sec. Seek subtalar lock. Progress
balance to eyes closed and reactive tasks.

Technical cues

Coach out toe-clawing. Use stork 20 sec then eyes closed.
Manual subtalar mobilisation may precede calf strength
work.

Define when to run

No pain on calf raises and hopping, spring function present,
acceptable jump-land mechanics and stage-appropriate
strength.

Posterior impingement

Not primarily a stability issue. Remove aggravating
positions and manage the specific loading intolerance.

4. Knee: assessment and differentials
Area Clinical notes

On-field mechanism Use mechanism to guide suspicion. Image if unsure or if structural injury/fracture concern changes
management.

Acute clinic Avoid heavy functional tests first. Assess effusion, quad lock, slight knee flexion with overpressure and
observation.

Effusion Brush test: ACL often has effusion; meniscus often less so.

ACL Lachman: get under joint, thumbs on joint line, arms straight, firm counter-balance.

PCL Brace vs surgery 6-8 weeks. Avoid re-testing each visit if braced. Higher grades often need bracing and
PLC commonly involved.

MCL Foot under arm, relax, test in slight flexion. Grade 3 -> surgeon/bracing; superior vs inferior rupture can
influence surgery.

Meniscus Joint-line palpation lateral to medial; McMurray with knee stabilised. Ramp/root tears require surgeon input.

Other knee sources Prox tib-fib, PFJ/fat-pad pain, Baker's cyst, pes anserine, patellar tendinopathy, chondral inflammation,
Osgood, ITB.
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REHABILITATION

Pitch-Side and Clinic Assessment Mini
Guide
Knee strength progressions and ACL notes.

5. Knee: phases and strength benchmarks
Component Progression / benchmark

Repair Swelling down and firm diagnosis.

Restore ROM; strengthen quads, hamstrings and calves.

Quick quad checks Lock-out test/heel height off bed; straight-leg raise with quad squeeze.

Wall squat Toward 90 degrees hip; 60 sec holds; up to 15 kg. Modify stance/height to target tissue.

Single-leg progressions Slight abduction to avoid collapse. Use SL work once quality is acceptable.

Leg extension When safe (e.g. 8-12 weeks ACL if indicated); ensure PF pain-free; consider patellar tendon
irritability.

Eccentric overload Double-leg up -> single-leg down; early 40-50% BW x 6-8 or 60-70% BW when appropriate.

Mid-range SL isometric 10 x 10 sec at approximately 90-100 degrees.

Leg press Approx. 1.5 x bodyweight to start running; approx. 2 x bodyweight for robust running, 6-8 reps.

ACL notes Quad grafts often slower to regain full extension. Late-stage ACL: address foot/ankle strength and
endurance; separate strength vs technique limitations.
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HAMSTRING

Pitch-Side and Clinic Assessment Mini
Guide
Hamstring assessment, prognosis and return-to-running.

6. Hamstring: early assessment
Area Clinical notes

Day 2-3 screen Past history, mechanism, pain on contraction, drag/scrape test, shoe test adjunct, ROM and active
loading tolerance.

ROM Hip flexion and knee extension from neutral; re-test after intervention.

Active tests Foot-on-shoulder push-down with hip flexed; knee straight variant for greater hip extension demand.

Prognosis Epimysial often around 1 week; muscle injuries often 21-28 days; tendon/intramuscular and T-junction
require longer.

Mapping Prox/mid/distal; mark start/end and measure tenderness length.

Imaging MRI when grading will change management.

7. Hamstring: loading and return
Pillar Progression

Early loading Hamstring isometrics 5 x 10 sec morning and night; avoid most irritable head early if needed.

Bridge and curl Mid-range glute bridge; prone hamstring curls 5 x 10 sec; progress to outer range.

Range and neural Active gliders/sliders, supine SLR, slump sliders if neural mobility limits progress.

Control Anterior pelvic control via dead-bug progressions; hip extensors short/long via DL/SL bridges; lateral
hip control.

Early criteria Pain-free isometrics, pain-free functional tests, SL calf raise >=25, early symmetry approximately
60-75%.

Run progression If walking/stairs pain-free and active knee extension not fully limited: start 1 min on/1 min off easy trot;
keep total load controlled.

High-speed running Do not exceed 90% until bilateral parity and quality are adequate.
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HIP

Pitch-Side and Clinic Assessment Mini
Guide
Hip pathology assessment and restore principles.

8. Hip: categories and tests
Category Clinical notes

Pain generators Abductors, external rotators, extensors, GTPS, FAI/CAM, rectus femoris avulsion, apophyseal issues,
labral tears, chondral pathology, psoas-related pain.

Hip/groin differentials Adductor-related, pubic-related, hip-flexor-related, abdominal/inguinal-related. Consider nerve
entrapment separately.

FADIR Bias IR first; flex-add-IR; note catch; confirm it reproduces true hip pain.

FABER Less commonly positive but useful as part of the cluster.

ROM Measure adduction/abduction; prone knee flexion and IR; compare to FADIR for intra-articular/FAI
suspicion.

Dysplasia clues Lots of ROM, often female, hip-extension pain.

Hip flexor test Square the pelvis: don't let me pull you down. Psoas tendon rarely isolated without another driver.

9. Hip: hands-on and motor control
Target Clinical notes

Release Psoas, TFL, glute med, adductor magnus, deep external rotators as clinically indicated.

Movement retraining Correct anterior sway; retrain hip-dominant patterning; avoid closing hip space if symptomatic.

Lateral hip strength Watch quad dominance; restore abductors. Clinic target can be around 2-2.5 x BW or approximately
160 N where measured.

Strength Modified hip thrust DL -> light SL; abduction work; 90/90 work; rotator priming in SL stance with
abduction preload and IR isometrics.

Useful tests Supine ER test; 90/90 sitting with object between knees -> IR isometric.

Bottom line

The repeatable sequence is: rule out serious pathology, identify the main tissue/load problem, restore range and control,
reload progressively, and reassess if the expected response is not occurring.



SLEEP HYGIENE
Practical habits to support better sleep quality

Limit stimulants
Avoid caffeinated drinks after lunch. Avoid alcohol
where possible and do not use it as a sleep aid. Do
not use appetite suppressants unless medically
directed.

Move and get morning light
Be physically active on a regular basis. Getting
outside in the morning helps reset your circadian
rhythm.

Unplug before bed
Aim to reduce screens, bright lights and
mental/physical effort in the hour before bed. Avoid
checking the clock overnight.

Keep a consistent schedule
Go to bed and wake up at roughly the same time
every day. Consistency is one of the strongest
sleep signals.

Create a bedtime ritual
Use the same wind-down sequence: shower,
relaxation, dim lights and a regular sleep time.
Avoid daytime naps if they make night sleep
worse.

Set up the bedroom
Keep the room comfortable, dark and cool. Use
pillows or supports for your back, legs or neck if
needed.

Park worries for tomorrow
Keep a notebook by your bed. If you wake with worries or thoughts, write them down and set aside time for
them the next day. Practise a relaxation strategy you like, such as breathing or progressive muscle relaxation.

Be consistent. Keep it simple. Repeat the routine.
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