PRIEE MRS 6 (2)

B &

g&

hFEAY Y H—BFICTKT S
avF4va =T DOERE
— FREAEV I -—BFIIHTIEERENLO—FE —
Sports conditioning in junior high school soccer players: Findings from a
sport injury survey

= RILD

Yasuhiro Mitani?
1D BFEEAER PR PR EER ) U T — 3 VR
T 582-0026  KFFFMIEHE » - 3-11-1
TEL 072-978-0088 FAX 072-978-0377 E-mail: mitani@tamateyama.ac.jp
1) Department of Rehabilitation Sciences, Faculty of Allied Health, Kansai University of Welfare
Sciences
3-11-1 Asahigaoka, Kashiwara, Osaka, 582-0026, Japan, TEL +81-72-978-0088

{RpEE RS 6 (2): 48-55, 2015, ZftH 20154E8 H 6 H =ZFH 201549 A 14 H
JAHS 6 (2): 48-55, 2015. Submitted Aug. 6, 2015. Accepted Sep. 14, 2015.

ABSTRACT:

In junior high school soccer players, pain was located often in the lower legs, especially the knee joint, groin area,
ankle joint, and heel. Pain appeared to have started due to overuse in many cases, indicating that it is important to
provide appropriate conditioning to prevent disability. During periods of growth, bones grow rapidly in the direction
of the long axis, often making the muscles and tendons relatively short and thereby reducing their flexibility, which
in turn impairs muscles, tendons, and the surrounding area. Therefore, stretching is an important conditioning

strategy for rapidly growing sport players to maintain flexibility.
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* Bilateral pain at the same anatomical location was counted as one site.

Fig. 1. Sites of present pain (multiple answers allowed)
Eight players had pain in at least one site of the body at the time of the survey.
The knee joint was the most common site of injury (6 players), followed by the
thigh (2 players), the lower back (1 player) and the heel (1 player).
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Fig. 2. The duration of the present pain

Pain lasting for less than 1 month was the most common (4 players, 40%). One player
(10%) had pain lasting for 3 to <6 months, 2 players (20%) had pain lasting for 6 to
<12 months and 2 players (20%) had pain lasting for 1 year or longer.
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b. Severity of pain during soccer practice

a. Severity of pain at rest

Fig. 3. Severity of the present pain at rest and during soccer practice

Five players (50%) had mild (numeric rating scale; NRS 0-3) pain, 2 (20%) had
moderate (NRS 4-6) and 3 (30%) had severe pain (NRS 7-10) at rest. Three players
(30%) had mild, 3 (30%) had moderate and 3 (30%) had severe pain during soccer
practice.
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b. Extent of disability in daily life

a. Extent of disability during soccer practice
Fig. 4. Extent of present disability during soccer practice and in daily life
Two players (20%) had mild (NRS 0-3) disability, 4 (40%) had moderate (NRS 4-6)
and 3 (30%) had severe disability (NRS 7-10) during soccer practice. Two players
(20%) had mild disability, 4 (40%) had moderate and 4 (40%) had severe disability
in daily life.
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* Bilateral pain at the same anatomical location was counted as one site.

Fig. 5. Sites of past pain (multiple answers allowed)

Twenty-four players had pain in at least one site of the body previously. The knee
joint was the most common site of injury (18 players), followed by the hip joint and
the heel (10 players for each site), and the lower back and ankle joint (9 players for
each site).
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Fig. 6. The duration of past pain
Pain lasting for less than 1 month was the most common (49 players, 62%). Eleven
players (14%) had pain for 1 to <3 months, 8 players (10%) had pain for 3 to <6
months, 2 players (3%) had pain for 6 to <12 months, and 3 players (4%) had pain
for 1 year or longer.
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a. Severity of pain at rest b. Severity of pain during soccer practice

Fig. 7. Severity of past pain at rest and during soccer practice

Fifty players (63%) had mild (NRS 0-3) pain, 17 (21%) had moderate (NRS 4-6) and
11 (15%) had severe pain (NRS 7-10) at rest. Twenty-four players (31%) had mild,
28 (36%) had moderate and 26 (34%) had severe pain during soccer practice.
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Fig. 8. Extent of past disability during soccer practice and in daily life

Twenty-four players (31%) had mild (NRS 0-3), 29 (37%) had moderate (NRS 4-6)
and 24 (30%) had severe disability (NRS 7—10) during soccer practice. Forty-three
players (54%) had mild, 19 (24%) had moderate and 16 (21%) had severe disability in
daily life.
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Fig. 9. Stretching of the quadriceps

Quadriceps stretching is effective in alleviating symptoms of patellar
tendinitis (jumper’s knee), Osgood-Schlatter disease and groin pain, and
also in their prevention.

Fig. 10. Stretching of the soleus

Soleus stretching is effective in alleviating symptoms of Osgood-Schlatter
disease and calcaneal apophysitis (Sever’s disease), and also in their
prevention.
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Fig. 14. Coordinated motions of the trunk, arms and legs
A possible cause of groin pain in soccer players is poor kicking motions. The
motions of kicking a soccer ball involves coordinated rotational movements of the
shoulder girdle and the pelvis, as well as movements of the hip joints.

Fig. 11. Stretching of the gastrocnemius
Gastrocnemius stretching is effective in alleviating symptoms of
Osgood-Schlatter disease and calcaneal apophysitis (Sever’s
disease), and also in their prevention.

Fig. 15. Stretching of the trunk

Trunk stretching is effective in alleviating groin pain and back pain,
and in their prevention.

Fig. 12. Stretching of the hamstrings
Hamstring stretching is effective in alleviating symptoms of patellar
tendinitis (jumper’s knee), and also in its prevention.

Fig. 16. Strengthening of the trunk muscles
Trunk muscle strengthening is effective in alleviating groin pain and back pain,
and in their prevention.

Fig. 17. Strengthening of muscles surrounding the hip joint
Strengthening of adductors, lateral rotators and medial rotators of
the hip is effective in alleviating groin pain, and in its prevention.

Fig. 13. Eccentric decline squat

Eccentric decline squat is eccentric one-leg squat performed on
a 25° declined board. It is effective in alleviating symptoms of
jumper’s knee (patellar tendinitis).
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Fig. 18. Strengthening and massage of the plantar fascia
Strengthening and massage of the plantar fascia is effective in alleviating
symptoms of calcaneal apophysitis (Sever’s disease) and in its prevention.

\

Fig. 19. Balance training
Balance training is effective in the prevention of ankle sprain.
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