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Headline

P layer injuries have a dramatic effect on pro football teams’
performance, which carries important financial damages

in parallel (i.e., an average EPL team loses approximately £
45 million per season due to injury-related decrements in per-
formance) (9). Therefore, strategies aimed at reducing injury
occurrence, and then accelerating to return to play and com-
petition, is of primary interest to all practitioners working in
elite teams (13, 15).

Following an injury, players enter into what is called the
return-to-play (RTP) process, which is aimed at bringing them
back to competition in the shortest time possible while re-
ducing the risk of reinjury. The RTP process is generally
composed of the following phases: diagnostic within hours to
a few days following injury, treatment (healing phase) and
injury-specific reconditioning (around the function of the in-
jured structure), and finally generic and then football-specific
conditioning that accompanies the return to training and com-
peting. When it comes to enhancing these RTP protocols
specifically, there have now been several key recommendations
coming either from consensus statements (1) or Delphi surveys
examining (hamstring) injury in professional football (19, 21).
These excellent pieces of research have improved our under-
standing of the likely optimal (scientific) process to follow, in-
cluding specific screening protocols and suggested cut off val-
ues for progression criteria and overall RTP decision-making,
i.e., when to return to run, play, and compete (6) (e.g., ec-
centric hamstring strength relative to pre-injury benchmarks)
(19, 21).

However, a large proportion of the provided information is
hamstring-specific (11, 12, 18, 19, 21), and while the majority
of teams were reported to often meet the criteria that they set
to progress through the RTP continuum (6), many practical,
real-life questions and challenges that practitioners face daily
have not been examined yet.

It is well recommended that the RTP decision-making pro-
cess should be shared between colleagues within the Multi
Disciplinary Team (MDT) and with the technical staff and
stakeholders. However, the actual processes within and out-
side the MDT in pro football have only been partially exam-
ined (6). Who makes the final decisions? How do practition-
ers from different departments (e.g., physio and conditioning
coaches) share the workload and responsibilities with the in-
jured players? How are diagnostics and delays communicated

and followed up with coaches? How often do players request an
opinion from an external-to-the-club specialist? How often do
players request to be trained by an external practitioner? How
flexible are practitioners when it comes to actually following
the ideal/theoretical progression protocols? Does player sta-
tus and pressure from coaches and calendars affect all of the
above?

Simple but highly recurrent logistical questions also deserve
more examination, e.g., when do injured players train in rela-
tion to the main squad? Do they need to participate in team
meetings? In the daily life of a MDT in a pro football club, all
the above questions are often bigger pain points that strictly
follow progression guidelines.

Aim
This survey has been designed to gain insight into how prac-
titioners approach, manage, and deliver the “return to play”
process (RTP, as the overall rehabilitation process that leads
to the generic idea of returning to ‘play’), and how MDT ap-
proach the process and decision-making in the real-life condi-
tions of elite football (soccer). More precisely, our aim was
to answer key practical questions around clinical diagnosis,
the use of progression criteria, players’ reintegration with the
group/competition, and finally, the overall organisation of the
RTP process within the MDT.

Methods
While more specific classifications have been used and involve
different periods to return to run, train, play and even perform
(6), we used the term RTP as that of the overall rehabilitation
process. We assumed that it was probably not needed to go
more into detail in the context of the present survey since we
looked at questions at a higher level (i.e., diagnostics, progres-
sion criteria, logistics and reintegration).

The survey was made available in English and advertised
via emails to the existing company customers and on social
media in May 2022. The survey was then closed on 31st Dec
2022.

Importantly, injury management is both complicated and
complex. The number of individuals working on the RTP and
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the multi-faceted nature of injury (e.g., mechanism, type, and
severity), rehabilitation approach and return to performance
process simply cannot be boiled down to a “simple protocol.”
Also, RTP is often qualified as “dynamic”, in the sense that
sometimes RTP is expedited or delayed due to stage of the
season status and team needs. To shed light onto real-life
practices, we asked responders that they answer through a
broad perspective of how they approach injury and rehabili-
tation and resist the temptation to think of specific examples.

Following the few demographic questions, the survey was
made of the following four sections (with each containing
about 15-20 short questions):

1. Clinical Diagnosis (18 questions)
2. Progression criteria (14 questions)
3. Reintegration with the group/competition (20 questions)
4. The organisation of the RTP process (logistics and context)

(20 questions)

Data analysis
Descriptive data are presented as percentages of the total num-
ber of responders. When multiple responses were allowed for
a given question, the percentages sum up to more than 100%.

Results

Demographics
Overall, we received 92 responses - however, for the current
manuscript, only responses related to professional football
were analysed (e.g., only 1st or 2nd league data were used,
n = 85).

Each practitioner’s position and role were first reclassified
using the model suggested by Buchheit and Carolan (3) (Fig-
ure 1). They were working in all top leagues in Europe, the
USA, South America and Asia. All top-level leagues were rep-
resented with more than 40% of the respondents working in
either the English Premier League, La Liga, Ligue 1, Serie A
or the Bundesliga. The completion time was 15 minutes on
average.

Fig. 1. Responders’ roles.

Responses
Because of the variability in responders’ profiles and ap-
proaches (Figure 1), it was difficult to run a sub-group anal-
ysis; therefore, all 85 responses were analysed together. We
nevertheless believe that this variability in practitioner profiles
is actually beneficial to our aim, which was to draw a complete
and generic picture of the practices within a MDT.

Clinical Diagnosis
When it comes to diagnostics, practitioners admitted to rely-
ing most of the time on diagnostic imaging, but only if there
was a feeling for the scan to be really required (Figure 2). In
fact, scans are a readily available resource in many football
clubs, yet as we know scans are not always necessary and if
we scan we are likely to find something, which perhaps may
not be related or helpful in a low-severity injury situation. In
fact, as nicely put by Orchard et al. (16) "It has long been
recognised that even gross pathological derangements, such
as osteoarthritic joints, intervertebral disc protrusions and ro-
tator cuff tears, can sometimes be completely asymptomatic.
Thus, physicians must always remember to ‘treat the patient,
not the scan’. Doctors tend to be open to asking for opinions
from colleagues outside of clubs (with the more severe the in-
jury, the more inclined they are to ask for help, Table 1), and
even sharing information with external-to-the-club profession-
als (e.g., players’ personal physios). There are likely many
reasons why doctors might consult externally, and a possible
reason for this practice may be that seeking other opinions
may increase doctors’ authority when it comes to negotiating
expected lay-off times with important players and coaches. In
a situation when stakes are high, doctors can gain confidence
in their decision with second opinions - this definitely helps
them to face adverse situations. While practitioners may also
need to accept that they may not know what they know and
therefore, show open-mindedness and humility (4), the drivers
for medical consultation might not always be driven by altru-
istic sentiment. Is consultation with external practitioners in
the best interest of the player or is it safeguarding a prac-
tice embedded within medical practice? Getting a diagnosis
wrong could be costly both to the club, player and very dam-
aging to the practitioner’s reputation as well as bringing the
club’s medical department and its staff under unwanted neg-
ative scrutiny.

Delays announced are intended to be honest (>85% of re-
sponses, Figure 3) and refined as the RTP progresses (>45%,
Figure 4). The necessity to provide ranges of dates rather
than an exact date comes from the fact that the duration of
the RTP phases, and hence the date to return to train needs
sometimes (moderately severe injury, >14-<28 days) and of-
ten (severe injury, >28 days) to be adapted in relation to the
actual progression of each individual player (Table 2). With
these flexible strategies, delayed timeframes are more readily
met (70%, Table 2).

Anecdotally, the predicted duration of the RTP was also ad-
mitted to being sometimes influenced by coach pressure, cal-
endar and importance of upcoming games, and player’s status
(with the more important and senior the player, the greater
the potential impact on predicted delays) (Table 3). Never-
theless, whether expediting the RTP is actually linked to re-
currence rates wasn’t examined in the current survey. Exam-
ining in detail subsequent injury/re-injury within 2 weeks/re-
injury within 2-3 months in those specific cases is an interest-
ing follow-up to the current question.

An important point that likely sums up this external pres-
sure and that wasn’t examined in the present survey is how
players themselves handle both being injured and outside of
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the playing group. This likely has an effect on how long it takes
to RTP and how the MDT works in supporting the player from
a physiological and psychological perspective.

Finally, it may also have been worth exploring how this
external-to-the-MDT pressure drives improved rehab pro-
cesses. It could be hypothesised that without this external
pressure, practitioners may be inclined to take a more conser-
vative approach, leading to less forthcoming advancements in
rehab protocols.

Advancement in the rehab process is communicated daily
(>50%) to weekly (>20%) to the head coach (Figure 5),
mainly during physical in-person meetings (60%, Table 3).
Phone calls and text messages are also used sometimes, but
not emails or Athlete Management Systems. (Table 4).

Fig. 2. Is there a need to typically ‘always’ scan injuries?

Fig. 3. Strategy when communicating the expected dura-
tion before the athlete will return to play.

How the expected duration for the player to get back to
competition is communicated. How the expected duration for
the player to get back to competition is communicated.

Fig. 4. How the expected duration for the player to get
back to competition is communicated.

Fig. 5. How often does the medical team update the head
coach about the advancements of the rehab?

Progression criteria
When it comes to progressing during the RTP, the very large
majority of practitioners (95%) reported using baseline mea-
sures collected when players were healthy as references (Figure
6). These tests come generally from the literature with objec-
tives of physical profiling and injury surveillance (Table 7).

Return-to-play goals are defined by doctors and physios
(>50% for both, Figure 7) and are generally process- and
performance-driven (Figure 8). The way the overall RTP plan
and associated key performance indicators (KPI) are set off the
back of the injury diagnostic seems to be well spread among
practitioners (Table 6): decisions were made either collectively
(whole MDT), within discipline, and/or by the individual lead-
ing the RTP. This echoes Dunlop (6) findings, where 80% of
the decisions were reported to be shared by at least two prac-
titioners.

Given that RTP goals are set by physios and doctors rather
than guided by sports science- and performance-related prac-
tices, but given that performance staff are also responsible for
(at least some parts of) the rehabilitation process, whether
clinicians consult performance staff on the performance goals
they set is of the highest importance. Lack of alignment and
vision can result in a tension between these discipline ap-
proaches; therefore, there is a need for highly collaborative
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teamwork. When targets and goals are set by medical staff at
the outset of the RTP in the absence of discussion with the
broader MDT (Performance Staff) this could potentially limit
the holistic management of the player and stifle their over-
all physical maintenance and rehabilitation. When decisions
are made about the plan or goals prior to broader discussion
across the team this potentially limits the opportunity for de-
bate, dissenting views and discussion across the MDT reducing
the need for collaboration whilst forcing the team to early con-
vergence on the suggested course of action. All of which could
deliver sub optimal outcomes for the player. Overall, a very
close alignment between colleagues is required to guarantee
the alignment between the process, the anticipated outcomes
and final performance.

These KPIs logically often inform players’ progression across
the RTP and are perceived as more important than the dura-
tion initially set in partnership with the performance/coaching
staff (Table 7). The most important driver for players’ pro-
gression is their progress measured against baselines or return
to function measures, and not overall time loss and injury
duration (Table 8). The typical baseline measures that prac-
titioners may use as benchmarks have been well-described in
the literature, and include, for example, function, measures of
strength or validating certain targets in terms of work in the
gym or on the pitch (6, 19, 21).

Function, players’ response to daily work, initial diagnostic
and perception and confidence of players were rated as the top
four most important criteria used to organise daily work dur-
ing the entire RTP process (Table 9) - with the majority of
practitioners re-assessing those milestones (bi)weekly (Table
10 and Figure 9).

Progression is based on subjective and objective criteria
which are to be achieved to move from one stage to another -
and not set in stone as per the time-frame announced initially
by the physician (Table 11). Practitioners are also content
to move to the next phase when some criteria are not met,
as long as the load is adapted and they can “catch up on the
way” (Table 12).

The speed of progression may however be sometimes accel-
erated for senior and important players (but less so with junior
players) (Table 13).

Fig. 6. Do you assess baseline tests, diagnostics and mon-
itors of healthy athletes/the squad and establish norms to
inform RTP when an injury happens?

How the expected duration for the player to get back to
competition is communicated. How the expected duration for
the player to get back to competition is communicated.

Fig. 7. How are the initial RTP goals set?

How the expected duration

Fig. 8. Post injury, what type of goals are set at the begin-
ning of the RTP by the MDT (Multi Disciplinary Team).

Fig. 9. How often do practitioners review case conference
complex injury (+28 days) and return to play with the
athlete and as an MDT across the RTP process.
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Reintegration with the group/competition
Physiotherapists and doctors tend to validate (approve) the
return of the player to training. When it comes to validat-
ing return to play (competition) with the team, the head of
performance, the player and the head coach were also heavily
consulted and involved (Table 14). Nevertheless, while it may
be intuitive that for the last phases of the process (i.e., return
to competition), performance practitioners would get more in-
volvement, the physios remained the practitioners reported to
be the most involved (>70 vs. 40%), suggesting that they are
really at the core of the process with their ability to keep a
global picture of all consecutive phases of RTP. Our present
results extend those of Dunlop et al. (6), who reported that
80% of the teams they surveyed use a shared decision-making
approach involving at least two people. Although out of the
scope of this research, it is worth considering who has final
decision-making responsibility around key transitions across
the RTP process, how consensus of decision is sought and
where accountability for the decisions lies. It is clear that
clinicians play a vital and central role across the RTP and yet
progression through the process when conveyed through a clin-
ical decision-making lens may polarise perceptions, skew the
overall picture or filter critical information on which objective
“evidence-informed” performance decisions might be made.

An interesting finding was to see the almost nonexistent in-
volvement of a psychologist (<2%, Table 14) while, on the
other hand, "perception and confidence of players" was rated
in the top four most important criteria to be used to organise
daily work during the entire RTP process (Table 9). This may
be related to the fact that the "perception and confidence of
players" may not need to be assessed by such a professional
(at least in the eyes of the MDT practitioners). Anecdotally,
psychologists are not yet well "accepted" in pro football and
are often only involved as part-time staff or consultants. In
fact, in the absence of such practitioners, physios are gen-
erally the ones indirectly in charge of this psycho-emotional
monitoring. They may use some specific (wellness) question-
naires (14) and assess this confidence themselves, simply by
asking how players feel, performing some manual muscle and
movement/function testing when they check in in the morn-
ing and examining players’ responses to specific exercises in
the gym/pitch. As discussed in the next section, this practice
justifies the need to have a clearly-defined referent person that
oversees the entire process.

Once back with the team and training, players were reported
to train in an “adapted” manner (i.e., reduced overall load, re-
strictions to perform some forms of exercise) for a few days
to a maximum of a week following low-severity injuries (<14
days). When injuries were moderate-to-severe (>14 - <28
days), the training was adapted for at least a week, and fol-
lowing severe injuries, a minimum of two weeks (Table 15).
Overall, the longer the injury, the longer the time required to
train in an adapted manner, which is likely related to the need
to progressively rebuild players’ chronic load.

In a real-life scenario, following low-severity injuries (<14
days), it appears that players are sometimes selected in the
group for competition without having met the majority of the
most important criteria described in Table 9 (Table 16). Fol-
lowing moderate-to-severe (>14 - <28 days), the tendency was
similar (i.e., most of the important criteria were sometimes
not reached), with the exception of maximal speed exposures
that appeared to be compulsory (46% reported that this never
happens). Following severe injury, almost all important crite-
ria were reported to be met (Table 16). Overall, maximal
speed exposures and near-to-normal baseline (ROM, mobility,
strength) values were clearly (about 10% consistently ahead

of other criteria) the most cited criteria to meet before re-
turning to competition, suggesting that these criteria may be
the most important ones for all the decision makers involved
in RTP in the real world. That may show a shift in prac-
titioners’ way of thinking after several years of emphasis in
the literature on the protective benefit of sprinting (i.e., the
"vaccine" concept) (5, 7). Interestingly also, training with the
team in a non-restricted way for three days to a week was a
criterion two times more often missed than reaching near-to-
normal group-based baseline strength/mobility/ROM values
(Table 16). While this suggests a kind of hierarchy order be-
tween those criteria, it may also be related to the fact that
while MDT practitioners have more or less the “control” of
hitting those latter targets or not, they may be less uniquely
influential in what happens on the pitch once the player is
back with the team, i.e., it is the technical staff that generally
takes more of the lead on that last part of the RTP process
(Table 14).

In line with the very low involvement of psychologists in
the process (Table 14), regardless of the severity of the in-
jury, players were often reported not to perform a confi-
dence check (interview/work with a psychologist or at least
using specifically-designed questionnaires) (Table 16) - which
is again at odds with the importance given to perception and
confidence (Table 9). Since this is something that may be au-
tomatically/consistently checked/monitored by the physio in
charge, before, during, and after the sessions, it may not be
considered as a "real test" such as maximal speed exposures
and ROM or strength asymmetries. Overall, our results are in
line with those reported by Dunlop et al. (6), who reported
that only 73% to 92% of the clinical and functional criteria,
respectively, were actually met in players returning to train
with the team (whether selected or not for matches).

The reasons why practitioners report putting players back
in without meeting key criteria could not be examined in
the present survey, but the external-to-the-MDT pressure dis-
cussed earlier (Tables 2 and 3) may play an important role.
The player’s status (e.g., senior, captain, important player) is
obviously an important factor (Table 13), whether it’s coming
from the player himself (e.g., some players may have playing
minutes as a KPI in their contract, others don’t want to let
teammates play at their position for fear of losing their place
in the starting 11) or the coaching staff. Technical staff often
tend to think that the player is ready when they see him train-
ing with the group and/or at least allow themself the right to
decide whether the player may be ready to compete or not.
Another possible explanation for not meeting all criteria is
that in some contexts, there may not be enough resources to
do so, whether it’s time and human resources (when injured
player treatment and work are scheduled at the same time as
the main squad, Table 21) or whether the appropriate materi-
als and tools are not available (i.e., force plates and strength
dynamometer are not available in every single elite club yet).

Finally, whether playing or competing while not having
validated all the (expected) criteria effectively put players
at higher risk of injury/re-injury within two weeks/re-injury
within 2-3 months, and whether (re)-injury rates are actually
higher in these specific cases is unknown - this is definitely an
area of future research. Regardless of why players return to
play before satisfying all the criteria set, this raises an impor-
tant question over whether perfect protocols and processes are
relevant in real world “messy” scenarios where complexity, un-
predictability, subjectivity and human interaction exists. An
extension of this question is what are the ramifications to the
player and support staff when deciding to return players out-
side of the criteria they set and how do they weigh this risk?

sportperfsci.com 5 SPSR - 2023 | January | 180 | v1



Return to play practices in elite football

This is the first time that the actual minutes played by play-
ers during their first official match post-injury are examined.
It was reported to be as a function of injury severity and play-
ing position (Table 17). For all positions, the main playing
duration was often 30 and sometimes 60 minutes following all
injury severity, and almost never (60%-75%) 90 minutes after
severe injuries (with the more severe the injury, the less often
they tended to play 60 and 90 minutes). One notable between-
position difference was that central defenders tended to play
more often 60 minutes than the other positions, especially fol-
lowing low-severity and moderately-severe injuries. In fact,
playing time for central defenders was equally distributed be-
tween 30’, 60’ and 90’. Additionally, for low-severity injuries,
central defenders also tended to play 90’ during their first of-
ficial match post-injury more frequently than the other posi-
tions (2x more chances to do so: 44 vs. 16-19). This is likely
related to the fact that central defenders often have a sub-
stantially lower locomotor match-related demand than other
positions (e.g., total distance, high-speed running, sprints).
A question that would deserve more attention in the future
is why practitioners actually manage players returning from
injury in terms of volume (minutes) and not intensity or spe-
cific repetitions of actions (e.g., high-speed running, changes
of directions), where the load through the joint kinetic chain

is likely a greater risk factor. It would also be interesting to
see how many unrestricted training minutes the players have
prior to their first match (2) and when they are ideally “rein-
troduced” in the microcycle to participate in a full session.

Another interesting point when looking at minutes played
post-injury (Table 17), is that the differences between posi-
tions tended to decrease as the severity of injury increases -
which is likely related to the time needed to rebuild chronic
load and exposure, and suggests that in this case, time loss
is taken as a more important factor than acute positional de-
mands.

Overall, and especially for low-to-moderate injuries that
represent 70% of all injuries (8), the fact that 1) all criteria are
not all met, and 2) players may play 60 or 90 minutes as their
first match (which is going a bit against what would be ex-
pected) suggests that the observed practices may actually be
reflective of the “real norm” in elite clubs. While beyond the
scope of the present study, this may highlight gaps between
the literature (ideal case scenario) and actual practices. As
always, practitioners in elite sports are often at the front end
and may sometimes detach themselves from evidence-based
practices to offer what they feel are more relevant (and effi-
cient) treatment and conditioning strategies (3).

Table 1. Practices when it comes to sharing diagnostics outside of the club.

Table 2. How often do practitioners adjust the duration of the RTP phases, and how often these delays are
actually met.
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Table 3. Factors that may affect predicted duration before RTP.

Table 4. Preferred medium to provide this information to the head coach.

Table 5. How the appropriate tests and monitoring tools been are established? MSK: musculoskeletal.
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Table 6. Key Performance Indicators against the injury diagnostic.

Table 7. Decision making during the RTP process.

Table 8. Drivers of players’ progression.
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Table 9. Importance of the different criteria used to organise daily work during the entire RTP process.

Table 10. Organization of the RTP progression in relation to the defined criteria.

Table 11. Progression in the different phases of the RTP
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Table 12. Degrees of flexibility when it comes to moving to the next phase when some criteria are not met.

Table 13. How does the status of the player affect the speed of progression during the RTP.

Table 14. Practitioners involved in the validation of the return of the player to training and competition with
the team (multiple choice).
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Table 15. How long do players train in an ‘adapted’ manner following different injury severity. NA: responses
not offered for this injury severity.

Organisation of the RTP process
When it comes to practically organising the RTP process,
there are many elements to consider and challenges to face
that are never considered in typical research publications.

Head physios and physio were reported to have the great-
est impact on the decision-making overall - both at the start
(make the plan) and during (adjust) the RTP plan (Table 18).

With respect to the repartition of roles between the differ-
ent practitioners in charge within the club, the majority of
cases involved a sequential but collaborative handover of the
player (38%), with physios in charge of the treatment and
first steps of gym and pitch work, and then the conditioning
coaches together with the physios were in charge of the rest
of the gym and pitch work (Table 18). One referent physio is
reported to be in charge of the entire process (86%) - whether
he/she does the entire follow up himself/herself (42%) or ro-
tates with colleagues (44%) is likely context-dependent (num-
ber of staff available, specific player) (Table 19). The need
to have a unique person in charge/responsible for the overall
process is likely related to the need to have a complete pic-
ture and integration of the different contents and outcomes,
but importantly, this is also required to continuously monitor
psychological-related indicators from the start to the end of
the process (e.g., perception, confidence). This is in line with
what was discussed in the previous section and the fact that
physios tend to be indirectly in charge of the psycho-emotional
aspect of the RTP.

It is also worth noting that the profile of the practitioners
in clubs may directly influence the above dynamic and lead to
variable levels of participation within the RTP process. On
one hand, there are individuals that are certified in all areas
from physiotherapy, athletic training to strength & condition-
ing that could therefore run the whole process - while on the
other hand, some people are certified or specialised only in a
specific area of the process. The geographical location of re-
sponders has also a likely influence on the responses, with Eu-
ropean football clubs typically only having physios and doctors
involved and far fewer athletic trainers and rehab specialists
than clubs in the US for example.

The logistics behind the RTP process are also very likely
context-dependent. Most practitioners reported that the time
when players are called up depends on the day and session
content (33%), but it may be more frequent to have them at a
similar time (30%) or shifted by one hour or so (28%) rather
than at completely different times than the main squad (i.e.,
10% for the morning: team vs afternoon; injured player) (Ta-

ble 20). The fact that injured players come at times that are
not too dissimilar from the team allows the coaching staff to
be sometimes involved in some rehab drills (Table 21). In-
jured players can also often be involved in non-pitch-based
tactical sessions (e.g., team meetings, etc., to keep them en-
gaged) (Table 21). Finally, behind what may seem optimal on
paper, staff availability may also often dictate this dynamic.
When there are only a few practitioners at the club, they may
already be busy with the group of healthy players at the main
training time; in this case, there is often a need to schedule
injured players later in the day to care for them.

In terms of RTP work and contents, players’ historical in-
jury status is reported to be always considered when designing
the RTP process - with special consideration given to addi-
tional development work around previous injury sites (Table
21). In fact, the RTP phase also gives players opportunities
to do things they would not always have time to do when fit
and while training with the group; players were reported to
be often assigned additional development work (e.g., physi-
cal/tactical/mental depending on players’ needs and profiles).
Finally, in accordance with Matt Taberner’s model (17), the
majority of practitioners reported trying to replicate the dy-
namic/programming of the team workload with the individual
player during rehabilitation (Figure 10).

The last critical element of the RTP process discussed in
the survey was, as with the diagnostic, the potential involve-
ment of external professionals. This is a critical aspect of RTP
that to our knowledge has never been examined in the scien-
tific literature. For example, players may sometimes (Table
22) ask to be rehabbed outside of the club with practitioners
they are used to working, or enjoy working, with (i.e., previ-
ous club’s or personal physio, national team professional) or
even renowned experts - the more severe the injury (and the
longer the RTP), the greater the likelihood for this to hap-
pen. Because the decision to let the player go involves more
than medical, treatment and conditioning elements, the head
coach and the sporting director/CEO are also often involved
(>40%), following the doctor and the physios (>60%, Figure
11). Depending on who the player is, this is made public or
not (Figure 12).

There is always some sort of sensitivity to this, both inter-
nally and externally. Practitioners in clubs and media may
take that as proof of mistrust from the players vs. the club’s
employees - with players looking outside for “better” options
than those offered at the club. While this may sometimes
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reflect the reality, this is generally more driven by personal
reasons that go above RTP efficiency. Factors such as play-
ers’ culture and where they have come from likely play a big
role. Expectations of how rehab is completed when a player
is in a different country may play a part for example. Overall,
the RTP is such a (psychologically) sensitive phase for players

that putting them in the best psycho-emotional environment
possible is key, and working in their home town with health
professionals with whom they have long-term relationships is
probably not always a bad thing, especially if the unavailabil-
ity time is long.

Table 16. How often players are selected in the group for a match *without* having met the different criteria,
as a function of injury severity.

sportperfsci.com 12 SPSR - 2023 | January | 180 | v1



Return to play practices in elite football

Table 17. Minutes that players coming back from an injury play in their first official match post-injury, as a
function of injury severity and playing position.

Table 18. Who has the greatest influence on the decision-making overall both at the start (make the plan) and
during (adjust) the RTP plan?
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Table 19. Repartition of roles between the different practitioners in charge up to the partial integration with
the team.

Table 20. When are injured players convocated?
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Table 21. How often are the different practitioners involved in the RTP process?

Table 22. How often do players get rehabbed outside of your club, in relation to injury severity.

Practitioners in clubs need however to develop the ability
to cope with these circumstances which often present in the
elite sport environment (especially with senior players). Also,
rather than seeing this as noise, if things are well handled, this
can even improve the overall understanding of the case and,
in turn, the RTP intervention. In fact, in medicine, things
are always complex, and humble and open-minded practition-
ers understand that having other opinions/interventions can
often have positive outcomes (4). As an example of this, re-
sponders acknowledged that it may be good practice to engage
external experts to support and/or manage complex/poorly
diagnosed/non-descript chronic time loss injuries (Figure 13)
- at least when there was a feeling that they (as a MDT) didn’t
have the skills and expertise to manage complex/poorly diag-
nosed/nondescript/chronic time loss injuries (Figure 14). This
attitude is in line with the recent work of Gheihman et al. (10)
and their tips for thriving in the face of clinical uncertainty.

During the time the player is away, the general and ideal
practice is to ask external practitioners to provide regular up-
dates on the work done and the player’s progression. Players
often participate in this feedback process too (Figure 15). It is
however worth noting that 30% of responders admitted that
while they try to get as much information as possible from
the external staff, the reality is that the level of information is
rarely complete. For this latter reason (i.e., limited handover
of information), the large majority of practitioners (50%) need
to test the player when the player comes back (Figure 16).

complete. For this latter reason (i.e., limited handover of
information), the large majority of practitioners (50%) need
to test the player when the player comes back (Figure 16).

Fig. 10. Whether practitioners are trying to replicate the
dynamic/programming of the team workload with the in-
dividual player during rehabilitation.
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Fig. 11. Practitioners involved in the decision to let the
player go, if players get rehabbed outside of your club (mul-
tiple choice).

Fig. 12. When players get rehabbed outside of the club,
is this made public?

Fig. 13. Is it good practice to engage external experts to
support and/or manage complex/poorly diagnosed/non-
descript chronic time loss injuries.

complete. For this latter reason (i.e., limited handover of
information), the large majority of practitioners (50%) need
to test the player when the player comes back (Figure 16).

Fig. 14. How often do practitioners feel that they (as a
MDT) don’t have the skills and expertise to manage com-
plex/poorly diagnosed/nondescript chronic time loss in-
juries and whether it is acceptable to engage external ex-
perts to support.

Fig. 15. Usual practices during the time the player is away
when players get rehabbed outside of your club (multiple
choice).

Usual practices when a player comes back after having done
his rehab outside of the club.

Fig. 16. Usual practices when a player comes back after
having done his rehab outside of the club.

complete. For this latter reason (i.e., limited handover of
information), the large majority of practitioners (50%) need
to test the player when the player comes back (Figure 16).
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Limitations
In the current survey, we treated RTP as the overall rehabilita-
tion process leading to the generic idea of returning to “play”.
While more specific classifications have been used and involve
different periods to return to run, train, play and even perform
(6), it was probably not needed to go more into detail in the
context of the present survey since we looked at questions at
a higher level (i.e., diagnostics, progression criteria, logistics
and reintegration).

Survey-based research has an inherent limitation because of
its low response rates, which may limit its effectiveness from
an external perspective. The survey was completed by only
85 practitioners. In light of this, caution should be exercised
when interpreting or generalising these results, since it is un-
clear whether they reflect the perceptions or practices of the
non-responding teams. Future research should examine how
these findings relate to other levels of competition (profes-
sional vs. amateur), gender, age (senior-level vs. academy-
level) and cultures. It is also common knowledge that philoso-
phies often change with a new Head of department - Perfor-
mance/Medical/Physio, so the responses collected should not
be set in stone and could be different if the survey had been
completed at another time, even by the same practitioner.

Conclusions
The value of our present surveys is that practitioners were
asked to answer questions regarding what they have experi-
enced and not necessarily what they think would be optimal.
This allowed us to provide real-life insights into how RTP is or-
ganised in their (elite) clubs - going further than solely-focused
scientific work around the progression criteria themselves for
example. The different sections of the manuscript illustrate
how the three main elements that are 1) the player (e.g., sta-
tus, history, beliefs, culture), 2) his injury type and severity,
and 3) the context (e.g., calendar, coach pressure) constantly
interact altogether, making each case unique. This explains
why the entire RTP process needs to be as flexible as possi-
ble (from the different progression phases to the group rein-
tegration to train and compete) and benefits from continuous
monitoring of both the contents and the outcomes.

Overall, from the diverse responses collected, the RTP pro-
cess appears as the most collaborative phase in which play-
ers may be involved throughout the season. While it’s obvi-
ously heavily doctor/physio-led (from the diagnostic to setting
the progression phases), other professionals take part actively
(strength & conditioning coaches working in duos and some-
times assistant coaches helping the latter on pitch-specific ses-
sions) or more passively (e.g., Head coach and Sporting direc-
tor when making the decision to let go a player to get rehabbed
outside of the club).

The main view around RTP is that despite some strong (sci-
entific) anchors in terms of diagnostics (i.e., quasi-systematic
use of scans) and progression criteria (very often based on the
literature and then historical tests used as reference points),
practitioners’ work is really about their capacity to adapt to
the overall context - responses of the players and how things
actually progress counts way more than delays announced
initially and how long the player has been unavailable. For
that latter reason, delays are better communicated in terms
of ranges of dates, and daily/weekly communication updates
with the head coach and CEO are required to maintain trust
when things don’t progress as fast as they were expected to.

Throughout the entire process, practitioners need to show
enough confidence to drive their decision when things are at
stake, especially when calendar, player status and coach pres-

sure interfere. More precisely, we have shown for the first time
that sending players on the pitch without having ticked all the
boxes is a very common practice, especially for low-severity in-
juries (70% of the time all criteria are not met). Whether play-
ing or competing while not having validated all the (expected)
criteria effectively put players at higher risk of injury/re-injury
within two weeks/re-injury within 2-3 months, and whether
(re)-injury rates are actually higher in these specific cases is
unknown - this is definitely an area of future research. Another
question that would deserve more attention in the future is
why practitioners actually manage players returning from in-
jury in terms of volume (minutes) and not intensity or specific
repetitions of actions (e.g., high-speed running, changes of di-
rections), where the load through the joint kinetic chain is
likely a greater risk factor.

The ability to work under high pressure and maintain trust
is often challenged at another level when external-to-the-club
professionals are involved, whether it is to provide an (alter-
native) diagnostic or directly treat and train the players. In
these specific situations, common sense should be the main
driver, and the interest of the player put in first - which is of-
ten easier said than done in such a competitive and ego-centred
environment.

Our findings have highlighted the variety of ways elite sports
practitioners manage their injured athletes. There may be
consensus on how best to manage injured athletes theoreti-
cally, but in the “real world” we have presented some of the
reasoning behind why this may not be put into practice. The
pressures encountered may lead to reinjuries, but may also
lead to advanced practice and improved return to play times.
This is an area for individual practitioners to understand the
unique pressures faced and how this impacts their practices
and returning players safely to competition.

There is finally another important element that may de-
serve more examination in future rounds of the survey: the
psychological aspect of players’ support and a player’s percep-
tion of the care that is provided within a MDT (which may
directly impact the trust that players put in the MDT group,
and in turn, whether they would look for outside support or
not). It would therefore be interesting also to survey profes-
sional players about their environments and confidence levels
in them. Following these lines, more attention should be paid
to how players’ responses are taken into account by staff, and
how players take part in the progression and decision-making
aspects during the entire RTP phase.

Summary of the main points

Diagnostics
• Practitioners admitted to relying most of the time on scans,

but only if there was a feeling that the scan was really re-
quired.

• Doctors tend to be open to asking for opinions from col-
leagues outside of clubs and even sharing information with
external-to-the-club professionals (e.g., players’ personal
physios).

• Delays announced are meant to be honest (>85% of re-
sponses) and refined as the RTP progresses (>45%).

• Expected unavailability is given in terms of ranges of dates
rather than exact dates since the process often needs to
be modulated in relation to the actual progression of each
individual player.

• The predicted duration of the RTP can sometimes be in-
fluenced by coach pressure, calendar and importance of up-
coming games, and player’s status (with the more impor-
tant and senior the player, the greater the potential impact
on predicted delays).
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• Advancement in the rehab process is communicated daily
(>50%) to weekly (>20%) to the head coach, mainly dur-
ing physical in-person meetings (60%). Phone calls and
text messages are also used sometimes, but not emails or
Athlete Management Systems.

Progression criteria
• Return-to-play goals are defined by doctors and phys-

ios (>50% for both) and are generally process- and
performance-driven.

• KPIs inform players’ progression across the RTP and are
perceived as more important than the duration initially set
with the performance/coaching staff.

• Function, players’ response to daily work, initial diagnos-
tic and perception and confidence of players were rated as
the top four most important criteria to be used to organise
daily work during the entire RTP process.

• The most important drivers for players’ progression are
their progress measured against baselines or return to func-
tion measures, and not overall time loss and injury dura-
tion.

• Practitioners are okay to move to the next phase when some
criteria are not met, as long as the load is adapted and they
can compensate later on.

• The speed of progression may be often accelerated based on
external-to-the MDT factors including, calendars, coaches
pressure and player status (i.e., senior and important play-
ers, but not junior players).

• During the RTP, decisions were equally made either collec-
tively (whole MDT), within-discipline, and/or by the indi-
vidual leading the RTP.

• The involvement of a psychologist is very low (<2%) while,
on the other hand, "perception and confidence of players"
was rated in the top four most important criteria to be
used to organise daily work. In fact, physios are gener-
ally the ones indirectly in charge of this psycho-emotional
monitoring and assess this confidence themselves, simply
by asking how players feel, performing some manual mus-
cle and movement/function testing and examining players’
responses to specific exercises in the gym/pitch.

performing some manual muscle and movement/function test-
ing and examining players’ responses to specific exercises in
the gym/pitch.
Reintegration with the group/competition
• Physios and doctors were by far the practitioners most in-

volved in the validation of the return of the player to train-
ing.

• When it comes to validating return to play (competition)
with the team, the head of performance, the player and the
head coach were also heavily involved.

• Sending players on the pitch without having ticked all the
boxes is a very common practice, especially for low-severity
injuries (70% of the time all criteria are not met).

• Once back with the team and training, players were re-
ported to train in an “adapted” manner (i.e., reduced over-
all load, restrictions to perform some forms of exercise) for
a few days to a maximum of a week following low-severity
injuries (<14 days). When injuries were moderate to se-
vere (>14- <28 days), group training was adapted for at
least a week, and following severe injuries, a minimum of
two weeks (Table 15).

• Players were reported to be sometimes selected in the group
for a match without having met all the most important
RTP criteria - the shorter the unavailability, the greater this
latter occurrence [reaching near-to-normal baseline (ROM,
mobility,maximal strength) and speed exposures appeared
to be the most important criterion not to miss though].

• Match minutes played in their first official match post-
injury was often 30 and sometimes 60 minutes following
all injury severity, and almost never (60%-75%) 90 minutes
after severe injuries. Central defenders tended however to
play more often 60 minutes (and even 90 minutes) than
the other positions, especially following low-severity and
moderately-severe injuries.

• The involvement of the technical staff in the last phase of
the process (i.e., modified training load when back with
the group and adjusting playing minutes) likely explains
why those criterias are less frequently met than those more
under control of the MDT (i.e., reaching near-to-normal
baseline values and maximal speed exposures) - the head
coach often allowing themself the right to decide whether
the player may be ready to train and compete or not.

Organisation of the RTP process
• Head physios and physios were reported to have the great-

est impact on the decision-making overall - both at the
start (make the plan) and during (adjust, monitor) the RTP
plan.

• The majority of cases involved a sequential but collabora-
tive handover of the player between medical and perfor-
mance practitioners (38%), with physios in charge of the
treatment and first steps of gym and pitch work, and then
the conditioning coaches together with the physios were in
charge of the rest of the gym and pitch work.

• One referent physio is reported to be in charge of the en-
tire process (86%) - whether he/she does the entire fol-
low up himself (42%) or rotates with colleagues (44%) is
likely context-dependent (number of staff available, specific
player).

• The time when players are called up to receive treatment
and train depends on the day and session content (33%),
but it may be more frequent to have them at a similar time
(30%) or shifted by one hour or so (28%) rather than at
completely different times than the main squad.

• The coaching staff is sometimes involved in some rehab
drills, and injured players can also often be involved in non-
pitch-based tactical sessions (e.g., team meetings, etc., to
keep them engaged).

• The RTP phase gives players opportunities to do things
they would not always have time to do when fit and while
training with the group (e.g., additional development work
around previous injury sites, physical/tactical/mental de-
pending on players’ needs and profiles).

• It was acknowledged that it may be good practice to engage
external experts to support and/or manage complex/poorly
diagnosed/non-descript chronic time loss injuries

• The decision to let the player receive treatment and get re-
habbed outside of the club involves the head coach and the
sporting director/CEO (>40%), following the doctor and
the physios (>60%) - and depending on who the player is,
this is made public or not.

• During the time the player is away, external practitioners
are asked to provide regular updates on the work done and
the player’s progression (players often participate in this
feedback process too).

• 30% of responders admitted that while they try to get as
much information as possible from the external staff, the re-
ality is that the level of information is rarely complete. For
this latter reason (i.e., limited handover of information),
the large majority of practitioners (50%) need to test the
player when the player comes back.

complete. For this latter reason (i.e., limited handover of in-
formation), the large majority of practitioners (50%) need to

sportperfsci.com 18 SPSR - 2023 | January | 180 | v1



Return to play practices in elite football

test the player when the player comes back (Figure 16). com-
plete. For this latter reason (i.e., limited handover of informa-
tion), the large majority of practitioners (50%) need to test
the player when the player comes back (Figure 16).
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