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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.
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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.


