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If all you do is squeeze, then everything is an adductor problem

Not all weak squeezes are created equal: a clinical

reasoning framework for interpreting low hip

adduction force
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Headline

G roin pain affects nearly 50% of soccer players during a
single season, with one in three starting the new season
still experiencing symptoms (Thorborg et al., 2017). As a
result, medical and performance support teams across sports
are constantly looking for strategies to prevent and minimize
the burden of groin injuries. Squeeze testing to assess hip
adduction force and pain provocation in the groin region has
become standard practice across football (Bourne et al., 2020;
Esteve et al., 2018; Moreno-Perez et al., 2019), rugby (Roe
et al., 2016), ice hockey (Tyler et al., 2001), Gaelic foot-
ball (Nevin & Delahunt, 2014), and Australian Rules football
(Prendergast et al., 2016). The squeeze test is also heavily fea-
tured in preseason screening resources used across professional
sport (VALD, 2024), with normative percentile data now avail-
able for adduction force, abduction force, and adductor-to-
abductor ratios by sex. The test is simple, reliable, and inex-
pensive. It flags something. But what exactly?

The typical decision process is often straightforward: test,
find a low squeeze score, prescribe adductor strengthening.
This logic assumes that a low squeeze score reflects weak ad-
ductors and that stronger adductors will fix the problem or re-
duce injury risk. Both assumptions deserve questioning. This
is not a strawman argument. In the first author’s (MB) experi-
ence, both as a practitioner and through consulting work with
a large number of professional clubs across multiple sports,

this shortcut is widespread, particularly among strength and
conditioning staff who may have limited exposure to the clin-
ical reasoning used by physiotherapists specialized in groin
pathology. The typical response to a player presenting with
groin issues is a combination of training load reduction (often
simply pulling the player from sessions) and isolated adductor
strengthening. This cycle of load avoidance and misdirected
strengthening reflects a poor understanding of the mechanisms
behind the low score, and it is precisely the pattern this paper
aims to disrupt.

Having now spent time working at a high-volume specialist
orthopaedic and sports medicine hospital, and witnessing first-
hand how colleagues manage the large number of groin presen-
tations that come through the clinic, it has become clear that
the additional factors contributing to reduced hip adduction
force, beyond the adductors themselves, go a long way toward
explaining the inconsistent success of the previous approach.
When you only target one potential contributor to a multi-
factorial output, the results will be unpredictable. Consider
a parallel: if an athlete presented with a shoulder strength
deficit, no practitioner would skip the rotator cuff assessment
and jump straight to deltoid, pec, and lat strengthening. Yet
this is precisely what happens with groin presentations. A low
squeeze score triggers adductor work while the stabilizers, syn-
ergists, and coordinators of hip function remain unexamined
and unaddressed.

indirect deficits.

understanding is the foundation of this paper.

A note on perspective and scope. The squeeze test is designed to be simple, and simplicity invites simple
responses. The problem is not with individual practitioners but with the overall performance culture around groin
management: the interpretation framework used in practice has not kept pace with the evidence. Most strength and
conditioning curricula do not cover the clinical reasoning required to distinguish between pain-driven, direct, and

The first author (MB) only came to understand the depth of this gap through years of close collaboration with the
second author, a world-class clinical specialist in groin pain rehabilitation (EK), and through exposure to the
multidisciplinary groin management practices by the team at Aspetar Orthopaedic and Sports Medicine Hospital in
Doha, where high-volume clinical caseloads and integrated research programs have pushed the understanding of these
injuries well beyond what is typically available in a club setting. What had previously been frustrating and inconsistent
clinical outcomes suddenly made sense once the full picture of what drives a squeeze score became visible. That shift in

This paper draws on the combined perspective of both authors: one (MB) working primarily in the performance and
monitoring space across elite football, the other (EK) working as a clinical specialist in groin pain rehabilitation. It is
precisely because we sit on different sides of the same problem, screening and monitoring vs. assessment and
rehabilitation, that the disconnect between testing and intervention became apparent. If that learning curve exists for
an experienced performance practitioner, it is reasonable to assume it exists across the field.
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