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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

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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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.

Define when to run

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

Technical cues
Coach out toe-clawing. Use stork 20 sec then eyes closed.

Manual subtalar mobilisation may precede calf strength
work.

Posterior impingement

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

4. Knee: assessment and differentials

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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Knee strength progressions and ACL notes.

5. Knee: phases and strength benchmarks

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 assessment, prognosis and return-to-running.

6. Hamstring: early assessment

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 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/FAl
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

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.
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