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Douglas R. Turgeon, MD

Orthopaedic Surgery & Sports Medicine

Presbyterian Hospital of Dallas/Texas 
Institute for Surgery

È 7th Annual D/FW Sports Medicine Symposium

È March 28, 2010

È Solo private practice with personal interest in 
sports medicine, articular cartilage injuries, 
joint reconstruction/ arthroplasty , trauma

È Medical Director DFW Classic League Soccer

È Associate Team Physician, US Menõs National 
Soccer Team

È Team physician for Dallas Harlequins 
RFC(USA Rugby Super League)

È St. Markõs football & lacrosse, running

È Common theme: British invasion(UK ĄUS) È British invasion: Take 2
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È BASIC INJURY TREATMENT PRINCIPLES

ÁMove injured player carefully from playing field(or 
not)

ÁExamine in controlled environment

Á Ice & immobilize

ÁRICE

ÁReferral to ER or specialist PRN

È Most popular sport in world, played by 
millions at all levels

È Lower extremity (strain/contusion) #1 !

È Ankle injury 12 -23%(lateral ligaments)

È Knee injury 9-23%(meniscal)

È Thigh muscle 8-22%(quad contusion or 
hamstring strain)

È 35%  from tackling

È 25%  from running or turning

È òLost timeõ injuries

ÁThigh 23%, ankle 17%, knee 16%, lower leg 14%

È Injury incidence in professional soccer

ÁHighest in MLS(US): 35 injuries/1000 hrs. play time

ÁLowest in Dutch Eredivisie: 12/1000 hrs.

È Injury incidence in youth soccer

Á0.5-13.7 injuries/1000 hrs. play time

Á Incidence increases with age, equal to adults by age 
17-20 y/o

È Increased incidence of injuries in tournaments

È FIFA = Federation Internationale de Football 
Association

È F-MARC = FIFA Medical Assessment & 
Research Centre ðest. 1994 ðfootball injury 
research and prevention

È FIFA Medical Centres (U.S.-Santa Monica)

È F-MARC  

Áòexamine physical performance & psychosocial 
characteristics of playersó

ÁEvaluation of incidence of football -related injuries

ÁAnalysis of factors contributing to injury

ÁDevelop preventive program for optimal training to 
reduce injuries 

È ò The 11ó

È 10 exercises designed to improve core strength

ÁThe bench & sideways bench(òplankingó), 
hamstrings(controlled fall), òcross-country skiingó, 
chest passing/forward bend/figure -8 in single leg 
stance, jumps over a line, zigzag shuffle, bounding

Á#11=Fair Play
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È Shin guards required protective gear at all levels of 
play

È Neuromuscular  training for ACL injury 
prevention (e.g. PEP program  @ ACLprevent.com 
ðMandelbaum /Silvers): statistical reduction in 
non-contact ACL injuries

È Anti -doping/WADA

È 50% of ACL injuries occur in young athletes 
age 15-25 y/o; 70% non-contact

È Female : male >4:1,  especially non-contact

È MOI: rapid deceleration, rotational injury to 
knee which may be combined with 
hyperextension or valgus-varus forces

È Associated injuries include articular or 
meniscal cartilage damage, bone 
bruising( trabecular microfracture ),collateral 
ligament sprain, PCL/PLC injury; NV injury 
associated with knee dislocation

È Biomechanical forces & neuromuscular control 
are greatest factors in higher ACL tear 
incidence in women

È òPoor execution of movement & diminished 
neuromuscular controló(Mandelbaum ) leads 
to òposition of no returnó(Ireland 1998)

È òMiserable malalignment syndromeó

È Prevention strategies aim to develop avoidance 
tactics, flexibility, strength, plyometrics , agility

È MOI: submaximal repetitive trauma OR 
traumatic event with rotational forces & direct 
trauma to weight -bearing surface(chondral
fracture)

È òChondropeniaó concept: longterm effect & 
end result  is òdose-response curveó with 
downward spiral over time & loss of cartilage, 
with resultant changes in joint contact forces Ą
OA

È Concept of òtotal joint environmentó(e.g. 
modified by ACL tear intra -articular changes)

È High incidence  of OA in footballers( hip, knee 
& ankle)

È Present in 20-70% of ACL injuries and 40-50% 
of meniscal injuries

È òChondropeniaó concept & dose-response curve (Mandelbaum et 
al, 2005)

Á Loss of cartilage volume & articular cartilage defects increase joint 
contact pressure over time & follow downward spiral course in 
development of osteoarthritis(OA)

Á òrim stress concentrationéaround osteochondral defects[>10 
mm]éand altered loading may cause degeneration of adjacent 

cartilageó (AJSM 2004)
ÅJoint environment òbig pictureó

ÅAr ticular cartilage not isolated anatomic 
structure; constantly remodeling 
ÅOverall synovial joint health 
ÅMechanical alignment, joint stability & 
extrinsic factors
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È Concussion : heads collide, elbow to head

Á IMPACT baseline & post -concussion testing

ÁSCAT(Sports Concussion Assessment Tool)

È Longterm effect of heading ball?  studies 
inconclusive

È Facial fracture or laceration, dental injury

È UPPER EXTREMITY

ÁShoulder dislocation

ÁClavicle fracture

ÁAC separation

ÁWrist/forearm fracture

È SPINE

ÁSpondylolysis (adolescent)

ÁParaspinousmuscle strain or contusion

È PELVIS/HIP

ÁApophyseal injury(adolescent): strain or avulsion of 
osteochondral fragment

ÁSports hernia/athletic pubalgia

ÁAcetabular labral/ femoro-acetabularcartilage 
injury

ÁGetting kicked in or grabbed by the @*%#!

È KNEE/LEG
ÁMuscle contusion
Á Tib-fib fracture ( subQ , poor tibial blood supply -slow 

healing)

Á Ligament(ACL/MCL)
ÁCartilage injury( meniscal or articular )
Á Patella fracture, patellar tendinitis, Osgood -Schlatter

È FOOT & ANKLE

ÁSprain 

ÁòFootballerõs ankleó

ĞRepetitive trauma to anterior capsule results in bony 
impingement

ÁAchilles tendon rupture(Beckham)

ÁMetatarsal stress fracture

ĞOveruse

ĞRunning in cleats

ĞPitch surface


