
It’s important to know
how to diagnose and
treat soccer-related

injuries.
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are over 40 million players in vari-
ous organized leagues throughout
the world.9 In recent years, soccer
has become increasingly popular in
the United States, becoming the

fastest growing team sport among
American youth. Exact statistics on
participation are difficult to acquire
due to the many municipal recre-
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Objectives
After reading this article

the podiatric physician should
be able to:

1) Understand the physical
demands encountered in the
game of soccer

2) Discuss the proper selec-
tion of shoe gear with a soc-
cer player

3) Treat an acute ankle
sprain and prescribe a reha-
bilitation program and sup-
port devices to prevent reoc-
currence in soccer

4) Understand the types
and etiologies of shin splints
and methods of treatment

5) Recognize, treat and
prevent future occurrence of
turf toe

6) Recognize and treat cal-
caneal apophysitis in a young
soccer player
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The Sport
Soccer is the world’s most popu-

lar sport. It is estimated that there
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children under age 12 played on a
team in 1990.18 Soccer has been vig-
orously promoted for school-age
children because it is relatively safe,
requires little in the way of special
or expensive equipment, is simple
to learn, and does not require
unique physical characteristics to
excel.

The present-day game of soccer
developed in England during the
1600’s and was officially estab-
lished there in 1863 as association
football, with defined rules and

competition. Rugby,
Australian football ,
Gaelic football,  and
American football all
have their roots in the
English football of the
early 19th century.
The British exported
association football to
Europe and to its
colonies around the
globe during the mid-
and late-1800’s. The
name “soccer” is de-
rived from the word
“association” and is
used primarily in the
United States to distin-
guish the game from
American football. The
Federation Interna-
tional de Football As-
sociation (FIFA) is the
international govern-
ing body of soccer.12

Rules
In a regulation soccer

game, each team fields
11 players. There are
four main positions:

goalkeeper, defender, midfielder,
and attacker. One player from each
team plays the position of goal-
keeper, but the distribution of the
other players among the other posi-
tions can vary.

The game of soccer is character-
ized by running and jogging inter-
spersed with high-intensity sprints.
Participants can cover up to 10 km
during a 90-minute match with
20%-30% of the time spent sprint-
ing.15 The game consists of rare
stoppages in action and few substi-
tutions. In youth, high school, and
college games, substitutes may
enter the game as often as desired.
In the professional game, however,
a limited number of substitutes are
permitted per contest, usually two
or three. Thus, endurance and car-
diovascular conditioning are im-
portant for players of all ages. Mod-
ifications of the game for youth in-
clude unlimited substitutions and
reducing the length of matches,
generally to 60 minutes.

Soccer is unique among team
sports in its requirement to use pri-
marily the lower extremities and
head to control the ball. With the

exception of the goalkeep-
er, players may use the
upper extremities only for
throwing the ball in
bounds. Soccer is transi-
tional between a contact
and non-contact sport,
with injuries resulting both
directly from collision and
indirectly from the tension
and torque stresses of run-
ning and kicking.6 The ball
may be kicked with either
the medial, lateral, or dor-
sal aspects of the foot, de-
pending on whether the
player desires power, con-

Continued on page 131
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ational programs, and club
teams not affiliated with schools

or registered with national organi-
zations. The two largest youth soc-
cer organizations in the United
States, the U.S. Youth Soccer Asso-
ciation (USYSA) and the American
Youth Soccer Association (AYSO),
registered over three million players
under age 18 in 1994. The Soccer
Industry Council of America esti-
mated that more than six million
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The game of soccer 
is characterized by

running and jogging
interspersed 

with high-intensity
sprints.

Fig. 2: Multistudded soccer shoes are generally preferred

Fig. 1: Soccer shoe with stiff synthetic sole plate
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add a stiff synthetic or even a metal
plate to the shoe to insure adequate
support (Fig. 1). This practice has
also been used to attempt to reduce
the incidence of “turf toe” on syn-
thetic turf fields. The negative side
effect of this is a reduction of fore-
foot flexibility across the metatarsal
heads which could result in irrita-
tion of the plantar fascia.

The other function of the out-
sole is to yield adequate traction on
a given surface. The two modes in
which traction is desirable are
along the length
of the shoe and in
resistance to later-
al motion. Trac-
tion is not desir-
able when it re-
sists shoe rota-
tion. Fixing the
foot against rota-
tion has been
cited as predispos-
ing the knee and
ankle to injury.
The best method
of minimizing rotational fixation is
to maximize cleat number and di-
ameter, and minimize cleat height.
In general, multi-studded models
are preferred by most players (Fig.
2).These can be worn both on
grassy fields and on hard ground.
For rainy weather, screw-in studs
are better because their length can
be adjusted. The softer the field and
the taller the grass, the longer the
studs. The longer screw-in studs
should not be used on synthetic
turf, as they might get caught in
the fibers and cause serious knee
and ankle injuries. On synthetic
turf, specially designed shoes with

trol, distance, loft, or some combi-
nation of these. Generally, the de-
mands of soccer do not favor any
unique morphological attributes
such as increased height or weight.
Skilled motor coordination, agility,
and tactical development are of
greater importance.

The Equipment
Compared to other sports, soc-

cer requires very little equipment. A
ball of official size and weight and
soccer shoes are a must. No other
specialized equipment beyond this
is mandatory, though some styles
of shirts, shorts, socks, and pads
serve better than others and are
commonly used.

Great care must be exercised in
the selection of soccer shoes since
each part of the shoe must serve a
unique function. Players wear cleat-
ed shoes for better traction while
running. Cleats give them in-
creased speed and maneuverability.
The outsoles of the cleated shoe
perform a dual function, providing
both support and traction. Since
the cleats often do not penetrate
fully into the playing surface, a
base of support is formed on top of
the cleats. This condition is exag-
gerated on hard dirt. For this rea-
son, cleated shoes should be select-
ed such that the cleats along the
shoe edges are positioned as close
to the edge as possible. Sections of
the sole without cleats will be rela-
tively less supportive, especially in
the midfoot-arch area. Shoes with
fewer cleats may include internal
reinforcement. One method is to

Soccer... short studs are advisable.
Since the feet and legs
often end up in a tangle dur-
ing the match, soccer cleats
must be no less than 1/2 inch in
diameter and may not project more
than 3/4 of an inch from the sole.

The main function of any shoe
upper is to center the foot squarely
over the base of support. In order
to accomplish this, most soccer
shoes have overlays along the later-
al edge of the fifth metatarsal head
and base to serve as reinforcement,

as well as a stiff
heel counter to
anchor the rear-
foot (Fig. 3). A
unique require-
ment for soccer
footwear is to
serve as an im-
pact surface for
the ball. To this
end, extra stitch-
ing is placed
along the medial
and lateral sides,

which both reinforce the upper and
form a ball control surface.16

Outdoor technique and tactical
exercises should be performed in
game shoes. Training shoes, sneak-
ers, or flats should be used for in-
door training. Running shoes
should be used for endurance train-
ing such as running laps. This is es-
pecially significant if performed on
hard surfaces such as concrete side-
walks, macadam, or indoors to
avoid a significant increase in
overuse syndromes such as shin
splints. Thus each player should
have more than one pair of shoes
to suit different surfaces, weather
conditions, and activities.

The Injuries
Studies have revealed that 60%

to 80% of all injuries in soccer
occur to the lower extremities, over
half of these in the foot and ankle.12

Injuries are far less common in
players under age 12, affecting less
than 5% of players annually. These
injuries are rarely serious and result
in little loss of playing time. The in-
cidence and severity of injuries in-
crease dramatically with age, nearly
tenfold in high school players.1

Girls are about twice as likely to be
injured as boys in the under 12 age

Continued on page 132
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Fig. 3: Soccer shoe reinforced over the head and base of the fifth metatarsal
for added support

A unique 
requirement 

for soccer footwear 
is to serve as 

an impact surface 
for the ball.



Ankle Sprains
Ankle sprains are the most

common injury resulting in time
lost in soccer. As in other sports,
the most common mechanism for
the ankle sprain is an inversion—
plantar flexion stress, injuring the
anterior talofibular and calcane-

ofibular  l igaments.
Treatments for lateral
ankle sprains range
from early immobi-
lization with compres-
sive dressings to pri-
mary repair. Injuries
showing no evidence
of increased laxity of
the ankle,  as  deter-
mined by anterior
drawer or inversion
stress evaluations, or
radiographically by in-
creased talar tilt, can
be treated with a pro-
gram of early return to
weight bearing. In the
acute sett ing,  the
overall goal is to de-
crease t issue edema
and inflammation.
Two methods,
cryotherapy and com-
pressive dressings, are
used for minimizing
edema and swell ing
along with decreasing
the inflammatory re-
sponse. Cryotherapy,
with the use of a cold
compression boot, can

be applied for 20 minutes three
times a day. In settings where this
device is  not avai lable,  other
forms of cryotherapy such as ice
packs or cold whirlpool may be
utilized. Cryotherapy has been
shown to be effective in yielding
early recovery and return to activ-
ity after ankle sprains.8 Compres-
s ive dressings that minimize
edema consist of elastic bandages
that can be reinforced, depending
on the extent of the injury, by an
external air stirrup splint.

Chronic ankle instability and
pain in adult soccer players is typi-
cally the result of multiple, often
minor, injuries sustained over
many years. There is, therefore,
great interest in preventing ankle
injuries in youth. Two methods for
the prevention of ankle joint in-
juries in soccer have been proven to
be of value. Coordination training
on an ankle disk improves func-
tional stability and postural con-
trol, whereas a stirrup-type ankle
orthosis provides mechanical sup-
port. Both techniques have been
shown to reduce the frequency of
ankle sprains in soccer players with
previous ankle problems. Coordina-
tion training on an ankle disk can
be included in the rehabilitation of
ankle injuries to prevent functional
instability. It may also be done pro-
phylactically by players with previ-
ous ankle problems in order to
break the vicious circle of recurrent
sprains and the feeling of giving
way.20,21

The ankle orthosis is an alterna-
tive to taping, and can be used dur-
ing the rehabilitation period after
injury, or when playing on uneven
ground. Modern ankle braces pre-
vent inversion and eversion, but

Continued on page 133
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group. This difference disap-
pears after adolescence.2 The

most common injuries encoun-
tered in soccer appear to be sprains,
tendinitis, contusions, strains, frac-
tures and dislocations.

Con
tin

uin
g

Med
ica

l E
du

ca
tio

n

The most common
injuries encountered in

soccer appear to be
sprains, tendinitis,
contusions, strains,

fractures and
dislocations.

Figs. 4 (above) and 5 (below): Stirrup type ankle or-
thosis used for ankle sprains
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the original ankle brace. It has
molded sides to approximate the
ankle. The inner stirrup support
system is an adjustable air cell
mechanism with two compart-

ments that allow for gradu-
ated compression from in-
ferior to superior and pre-
vent slipping of the air
cushion from around the
malleoli. The air cells are
lined with a compressible
foam. The straps used to
secure the stirrup are wide
and comfortable (Figs. 4
and 5). The DarcoGel
(Darco International, Inc.,
Huntington, WV) stirrup
brace applies pressure and
cold to the ankle with
unique gel pack inserts. It
is helpful for chronic prob-
lems. Full ankle support
braces lace up and can be
entirely of fabric. The laced
canvas ankle brace pro-
vides excellent mediolater-
al support. In the sub acute
phase, when swelling has
been reduced, the canvas
brace fits comfortably in-
side the shoe (Fig. 6). The
Swede-0-1200 ankle ortho-
sis is a lace-up brace with
vertical struts on the side
for added support and me-
dial lateral stability.17

Individuals with a
cavus foot are more prone
to lateral ankle inversion
sprains. The rigid forefoot
valgus forces the hindfoot
into inversion when the
athlete bears weight, stress-
ing the lateral ankle.14 A
foot orthosis will ease stress
on the ankle by balancing
the forefoot and stabilizing
the rearfoot. It should be
fabricated with a zero de-
gree hindfoot post and ex-
trinsic forefoot valgus tip
posting.19 Athletes with
cavus feet and frequent
ankle sprains can also be
prescribed orthoses with
full foot valgus posting.

Whenever a young ath-
lete is evaluated for an
ankle sprain, an epiphyseal
injury must be considered.
Sports-related epiphyseal
injuries in children and

allow plantar flexion and dorsiflex-
ion of the ankle. The Aircast Sport-
Stirrup (Aircast Inc., Summit, NJ) is

Soccer... adolescents have been
becoming more prevalent
during recent years. In a re-
port of 85 patients with epiphy-
seal fractures of the lower extremi-
ty, 28% were sustained during soc-
cer. The average age of the athletes
was 12.6 years. The most frequently
seen localizations were in the distal
tibial epiphysis, followed by the
distal fibula. Of the reported epi-
physeal fractures, 30 were Salter-
Harris type I injuries, 25 were type
II, 8 type III, and 11 were type IV
fractures, while 11 were avulsion
fractures.10

Shin Splints
One of the most common

overuse injuries seen in soccer is
termed “shin splints.” Originally,
this term applied to painful condi-
tions of the lower legs including pe-
riostitis, stress fractures, chronic
compartment syndromes, and pe-

riostalgia. Research and discussion
in recent years have refined the def-
inition to describe pain of the an-
teromedial or anterolateral aspect
of the distal two-thirds of the tibial
shaft due to muscle-tendon inflam-
mation.

Activities involving running,
both sprinting and long-distance,
commonly lead to shin splints. Risk
factors include weakness of anterior
or posterior leg muscles as well as
poorly designed soccer shoes. Shoes
providing inadequate support, such
as those with flexible midsoles and
no midsole cleats, or poor cushion-
ing are often to blame. Training er-
rors such as playing on hard sur-
faces or doing distance running in
cleated shoes are also contributing
factors. Skeletal malalignment
problems such as tibia vara, subta-
lar or forefoot varus, tight heel

Continued on page 134
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Modern ankle braces
prevent inversion 

and eversion, 
but allow plantar 

flexion and dorsiflexion
of the ankle.

Fig. 6: Laced canvas ankle brace

Fig. 7: Pain on palpation of musculature lateral
to tibia, indicative of anterior shin splints



the foot, is forced to work harder in
gait as it pulls up on the foot to get
the needed ankle dorsiflexion that
it lacks. Manual muscle testing pro-
duces pain at the origin of the ante-
rior tibialis muscle on active dorsi-
flexion of the foot against the ex-
aminer’s resistance. The patient
may complain of numbness or tin-
gling of the foot or toes due to the
peripheral nerve irritation. This can
be considered the earlier stage of a
compartment syndrome (Fig. 7).

Treatment will initially in-
clude a heel lift to decrease the
adverse effects of the equinus de-
formity (Fig 8). The patient must
be instructed in proper stretching

techniques for the posterior mus-
cle group. By reducing the ankle
equinus through stretching, one
can reduce the need for the heel
lift.

The next type of shin splint af-
fecting the anterior tibial muscle is
the result of a functional shorten-
ing of the muscle. The origin of the
anterior tibial muscle becomes clos-
er to its insertion as the amount of
forefoot varus or supinatus increas-
es. This type of deformity is found
in a foot that is markedly pronated
with maximal internal tibial rota-
tion. Thus, the more varus or
supinatus present in the forefoot,
the greater the shortening. Manual
muscle testing produces pain at the
origin of the anterior tibial muscle
on active plantarflexion of the foot.

Treatment of this deformity will
include stretching of the tightened
anterior tibial muscle. Foot orthoses
should be used to decrease the ef-
fects of foot pronation and varus or
supinatus deformity of the forefoot.

The last anterior shin splint is
of the peroneus tertius type. This is
also caused by a sagittal plane mus-
cle imbalance. In response to an
equinus of the posterior muscle
group of the leg, the peroneus ter-
tius acts to evert the foot to get
extra ground clearance while run-
ning. Manual muscle testing pro-
duces pain of the peroneus tertius
on active dorsiflexion and eversion
of the foot against the examiner’s
resistance.

The treatment of the etiology
(posterior muscle group equinus) is
of primary importance. Therefore,
stretching exercises should be per-
formed for the gastrocnemius or
soleus muscles. Again, a heel lift
would be indicated to initially de-
crease the equinus effects on the leg

Continued on page 135
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cords, forefoot supinatus, or
hypermobile, pronated feet can

also lead to shin splints.4,11

Anterior Shin Splints
There are three variations of

shin splints that affect the anterior
compartment of the leg. The first
type is an anterior tibial muscle
shin splint secondary to a sagittal
plane muscle imbalance, most com-
monly a tight posterior muscle
group (gastrocnemius or soleus).
The anterior tibial muscle, which
accounts for approximately 80 per-
cent of the dorsiflexory power of
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There are 
three variations of 
shin splints that 

affect the anterior
compartment 

of the leg.

Fig. 9: Custom foot orthoses providing both reduction of excessive pronation
and increased shock absorption

Fig. 8: Adjust-A-Lift (Warwick Enterprises, Grinnell, IA) heel lifts can easily be
modified to various heights
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ever, on manual muscle testing, the
pain is produced on active plan-
tarflexion of the hallux (at distal in-
terphalangeal joint) when resisted
by the examiner. An etiology for
this shin splint is foot pronation at
midstance and propulsion. As the
tibia internally rotates maximally,
the origin is stretched far from its
insertion as with the pronated foot.

Orthotic therapy with forefoot
varus posting is indicated to de-
crease the foot pronation and inter-
nal tibial rotation at midstance and
propulsion.

The pain associated with flexor
digitorum longus shin splints is
found in the proximal medial third
of the leg. The etiology of this con-

until the posterior muscles are ade-
quately stretched.

Medial Shin Splints
Three shin splints will affect the

posterior compartment muscles of
the leg, producing medial-posterior
leg pain. The most common (ac-
counting for 13 percent of the in-
juries to the lower extremity) is the
posterior tibial shin splint, also re-
ferred to as medial tibial stress syn-
drome. The other types of medial
shin splints are flexor hallucis
longus and flexor digitorum longus
shin splints.

Posterior tibial shin splints classi-
cally produce pain 12 cm proximal to
the medial malleolus. The pain may
be elicited by manual muscle testing.
Pain is experienced by active adduc-
tion and plantarflexion of the foot
when resisted by the examiner. Ex-
cessive foot pronation at heel contact
and midstance stretch the posterior
tibial tendon, resulting in the shin
splint symptoms.

As with most tibial shin splint
syndromes, a stress fracture must be
ruled out.

Initially, an inversion ankle
strapping to prevent foot prona-
tion (in conjunction with a sup-

portive arch padding) may be used
to decrease the shin splint symp-
toms. Eventual orthotic therapy is
recommended to decrease the ef-
fects of excessive heel eversion (Fig.
9). More effective rearfoot cushion-
ing (by way of shock attenuating
insoles) may decrease the shock
that travels up the leg at heel
strike. Heel lifts may be used con-
comitantly with stretching exercis-
es of the tightened posterior group
muscles.

Flexor hallucis longus shin
splints produce pain resembling
posterior tibial shin splints. How-

Soccer... dition is overuse due to
forced resisted dorsiflexion
at propulsion. Manual muscle
testing elicits pain on active
plantarflexion of the digits (at the
distal interphalangeal joints) when
resisted by the examiner.

Treatment consists of stretching
and strengthening of the toe flex-
ors. Metatarsal pads can be used to
reduce cramping of the digits. Or-
thoses, with or without metatarsal
pads, are beneficial in decreasing
foot pronation. Increasing the
rigidity in the sole of the shoe is
helpful in preventing hyperexten-
sion of the digits at propulsion.5

Initial treatment in acute cases
Continued on page 136
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Fig. 11: ViscoSpot (Bauerfeind USA, Inc., Kennesaw, GA) viscoelastic heel cush-
ions are ideal for the treatment of calcaneal apophysitis

Fig. 10: Pain on palpation of the outer margins of the heel in a patient with
calcaneal apophysitis

Playing on a 
hard surface in 
flexible shoes 
predisposes to 

turf toe.



and pronation. The lack of shock
absorption as well as the relative
flat heel afforded by soccer cleats
probably accounts for the increased
incidence of calcaneal apophysitis
in this athletic group. Treatment is
primarily symptomatic, including a
program of lower extremity stretch-
ing, cushioning posterior heel
wedges 1/4 to 3/8 inch in height,
and foot orthoses if needed to con-
trol excessive pronation (Fig. 11).13

Prevention of Injuries
Although not all injuries are

preventable, there are four major
etiological factors contributing to
soccer injuries which, if addressed,
can greatly reduce the chances of
injuries occurring. These include 1)
player factors consisting of joint in-
stability, muscle tightness, lack of
training, and inadequate rehabilita-
tion after a previous injury; 2)
equipment factors, including faulty
or improper footwear for soccer
use, improper design of soccer
cleats, and the improper use of
screw-in cleats; 3) playing surface
factors, including the size and sur-
face quality of the soccer field or
practice area; and 4) soccer rules in-
cluding the acceptance of the refer-
ee’s judgment, and respect of rules
by players, since many of the trau-
matic game injuries are caused by
foul play.7 ■
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should include RICE (rest, ice,
compression, elevation) and

NSAID’s as needed with relative
rest being the most important in-
tervention. For chronic conditions,
physical therapy with emphasis on
anterior and posterior muscle
groups—such as resistive dorsiflex-
ion, heel raises, and stretching—
often are helpful. Modification of
the exercise regimen should be con-
sidered.

Turf Toe
Turf toe, a condition common

to both football and soccer, is the
result of repetitive extreme hyper-
extension (dorsiflexion) of the first
metatarsophalangeal joint resulting
in damage to the plantar capsule of
this joint and the adjacent
sesamoid bones. Often an osteo-
chondral injury occurs on the dor-
sal surface of the joint, which may
include a fleck of cartilage being
shorn from the bone. Playing on a
hard surface in flexible shoes pre-
disposes to this condition, which is
characterized by pain on forced
dorsiflexion of the great toe, and
stiffness. Treatment includes apply-
ing a spica taping, utilizing tape
around the first metatarsopha-
langeal joint to limit motion as
well as a sesamoid pad if indicated
by the presence of sesamoid pain.
The player should also be switched
to a stiffer shoe to further prevent
excessive motion of the painful
joint.3

Calcaneal Apophysitis
Calcaneal apophysitis (Sever’s

Disease) is a common cause of heel
pain in the 8 to 13 year old soccer
player. It presents as inflammation
of the open calcaneal growth plate
with pain over the posterior calca-
neus extending from inferior to the
insertion site of the Achilles tendon
to the inferior weight bearing sur-
face, both medially and laterally
(Fig. 10). Soft tissue swelling and
induration may be present. The
condition is thought to occur due
to traction on the apophysis of the
calcaneus by both the Achilles ten-
don and the plantar fascia, as well
as direct impact stress to the heel.
Risk factors include tight heel
cords, forefoot and rearfoot varus,
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B) Multiple fractured ankles
C) Missed osteochondral injury
D) Multiple minor ankle sprains

7) Which one of the following de-
vices should be used to reduce
functional instability after an ankle
sprain and help prevent recur-
rence?

A) Compression dressing
B) Stirrup ankle orthosis
C) Ankle disk
D) Foot orthoses

8) The most important characteris-
tic of a modern sports ankle brace
is that:

A) It provides compression to
reduce swelling
B) It reduces the degree of
ankle dorsiflexion and plantar
flexion
C) It eliminates all ankle mo-
tion during play
D) It prevents ankle inversion
and eversion

9) Which one of the following foot
orthosis modifications can be used
to reduce ankle sprains in an ath-
lete with a cavus foot type?

A) Forefoot valgus posting
B) Deep heel cup
C) Long medial flange
D) Heel lift

10) An epiphyseal injury must be
considered whenever a young ath-
lete is evaluated for an ankle
sprain. The most common location
for this type of injury is:

A) Proximal fibula
B) Distal fibula
C) Distal tibia
D) First metatarsal

11) The properties of a soccer
shoe that might lead to shin

1) In a regulation soccer game
each team fields how many
players?

A) Six
B) Nine
C) Eleven
D) Twelve

2) Soccer shoes with fewer cleats
should include what type of
modification?

A) High toe box
B) Stiff sole reinforcement
C) Rigid heel counter
D) Soft upper material

3) For soft, wet fields and tall
grass, the best type of studs to use
are:

A) Short and flat
B) Long screw-in
C) One inch rubber
D) Curved metal

4) A common injury associated
with running laps on hard surfaces
while wearing soccer cleats is:

A) Shin splints
B) Chondromalacia patella
C) Anterior impingement
syndrome
D) Turf toe

5) Ankle sprains showing no evi-
dence of increased laxity of the
ankle should be treated with:

A) Four weeks non-weight
bearing immobilization
B) An early return to weight
bearing program
C) Alternating heat and cold
treatments
D) Extended bed rest

6) Chronic ankle instability in adult
soccer players is often the result of:

A) Improper treatment of
ankle sprains

splints include all of the following
except:

A) Flexible midsole
B) Poor cushioning
C) Built-in arch support
D) Flat insole

12) Overuse of the tibialis anterior
muscle leading to anterior shin
splints is the result of which of the
following two conditions?

A) Tight posterior muscle
group and functional shorten-
ing of the tibialis anterior
B) Weak posterior muscles and
weak tibialis anterior
C) Weak posterior muscles and
strong tibialis anterior
D) Tight posterior muscle
group and functional lengthen-
ing of the tibialis posterior

13) Which treatment regimen is
best for treating the effects of a
tight posterior muscle group?

A) Muscle strengthening and a
heel lift
B) Muscle stretching and a heel
lift
C) Muscle stretching and no
heel lift
D) Muscle strengthening and
no heel lift

14) Shin splints due to a functional
shortening of the tibialis anterior
muscle is best treated by stretch-
ing and:

A) Foot orthoses with no
posting
B) Foot orthoses with forefoot
varus posting
C) Foot orthoses with forefoot
valgus tip posting
D) Foot orthoses with full foot
valgus posting
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15) Which one of the following treatments would
not be recommended for the treatment of posteri-
or tibial shin splints?

A) Inversion ankle strapping
B) Arch padding
C) Foot orthoses
D) Flexible soled cleats

16) Pain produced on active plantar flexion against
resistance of the hallux is indicative of which one
of the following shin splints?

A) Extensor hallucis longus
B) Flexor hallucis longus
C) Flexor hallucis brevis
D) Flexor digitorum longus

17) Metatarsal pads alone or incorporated in a
foot orthosis are valuable in the treatment of
which type of shin splint condition?

A) Flexor digitorum longus
B) Flexor hallucis longus
C) Posterior tibial
D) All types of medial shin splints

18) Which one of the following represents the best
method of preventing turf toe?

A) Shoe with high toebox
B) Rigid soled cleats
C) Foot orthoses with forefoot varus posting
D) Heel lift in shoes

19) Calcaneal apophysitis presents as inflammation
of the open calcaneal growth plate. It is most likely
the result of all of the following except:

A) Tight heel cord
B) Traction from the plantar fascia
C) Tight tibialis anterior
D) Hard heel strike

20) In addition to decreasing activities, the best
initial treatment for calcaneal apophysitis is:

A) Soccer shoes with screw-in adjustable cleats
B) Custom foot orthoses
C) Cushioning heel wedges
D) Running on softer surfaces

E X A M I N A T I O N

(cont’d)

See answer sheet on page 139.
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al media are accepted. This article is approved for
1.5 Continuing Education Contact Hours (or 0.15
CEU’s) for each examination successfully completed.

PM’s CME program is valid in all states
except Kentucky and Pennsylvania.

www.podiatrym.com



Over, please

Please print clearly...Certificate will be issued from information below.

Name _______________________________________________________________________Soc. Sec. #______________________________
Please Print: FIRST                                     MI                                     LAST

Address_____________________________________________________________________________________________________________

City__________________________________________________State_______________________Zip________________________________

Charge to: _____Visa   _____ MasterCard   _____ American Express

Card #________________________________________________Exp. Date____________________

Note: Credit card payment may be used for fax or phone-in grading only.

Signature__________________________________Soc. Sec.#______________________Daytime Phone_____________________________

State License(s)___________________________Is this a new address? Yes________ No________

Check one: ______ I am currently enrolled. (If faxing or phoning in your answer form please note that $2.50 will be charged 
to your credit card.)

______ I am not enrolled. Enclosed is a $17.50 check payable to Podiatry Management Magazine for each exam 
submitted. (plus $2.50 for each exam if submitting by fax or phone).

______ I am not enrolled and I wish to enroll for 10 courses at $99.00 (thus saving me $76 over the cost of 10 individual 
exam fees). I understand there will be an additional fee of $2.50 for any exam I wish to submit via fax or phone.

Note: If you are mailing your answer sheet, you must complete
all info. on the front and back of this page and mail with your
check to: Podiatry Management, P.O. Box 490, East Islip,
NY 11730. Credit cards may be used only if you are faxing or
phoning in your test answers.

TESTING, GRADING AND PAYMENT INSTRUCTIONS
(1) Each participant achieving a passing grade of 70% or

higher on any examination will receive an official computer form
stating the number of CE credits earned. This form should be safe-
guarded and may be used as documentation of credits earned.

(2) Participants receiving a failing grade on any exam will be
notified and permitted to take one re-examination at no extra cost.

(3) All answers should be recorded on the answer form
below. For each question, decide which choice is the best an-
swer, and circle the letter representing your choice.

(4) Complete all other information on the front and back of
this page.

(5) Choose one out of the 3 options for testgrading: mail-in,
fax, or phone. To select the type of service that best suits your
needs, please read the following section, “Test Grading Options”.

TEST GRADING OPTIONS
Mail-In Grading
To receive your CME certificate, complete all information

and mail with your check to:
Podiatry Management

P.O. Box 490, East Islip, NY 11730
There is no charge for the mail-in service if you have already

enrolled in the annual exam CPME program, and we receive this

E N R O L L M E N T  F O R M  &  A N S W E R  S H E E T

✄

139

Continuing

Medical Education

exam during your current enrollment period. If you are not en-
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E N R O L L M E N T  F O R M  &  A N S W E R  S H E E T (cont’d)

LESSON EVALUATION

Please indicate the date you completed this exam 

_____________________________

How much time did it take you to complete the lesson?

______ hours ______minutes

How well did this lesson achieve its educational 
objectives?

_______Very well      _________Well      

________Somewhat      __________Not at all

What overall grade would you assign this lesson?   

A    B    C    D

Degree____________________________

Additional comments and suggestions for future exams:

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

EXAM #8/03
Soccer

(Caselli)

1. A B C D

2. A B C D

3. A B C D

4. A B C D

5. A B C D

6. A B C D

7. A B C D

8. A B C D

9. A B C D

10. A B C D

11. A B C D

12. A B C D

13. A B C D

14. A B C D

15. A B C D

16. A B C D

17. A B C D

18. A B C D

19. A B C D

20. A B C D

Circle:
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