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Key Findings

Athletes who suffer high-risk BSIs may never return to sport

A “cautious” approach myay work for non-professional athletes, but is

almost always undesirable to the athlete (detrimental effects to the career) and

team (decreased performance)

Therefore, understanding the earliest possible opportunity that an athlete

can return to sport is important

The hx of BSI classification systems

The first MRI BSI classification systems emerged in the mid-1990s using

the bone continuum model
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The need for multiple systems

There are four reasons why consensus doesn’t exist on classification

systems

Terminology

the term bone strain refers to normal adaptation to load

In asymptomatic athletes it may be difficult to separate bone

strains from stress reactions, especially if there is some debate

whether or not periosteal changes alone should be considered

stress reactions or a normal response to bone loading

Those who should be treated as having a bone stress versus

undergoing a normal reaction to load or bone strain is based on

whether or not they have clinical symptoms

Multiple imaging modalities

MRI is the gold standard, but specific locations may require

different imaging modalities (such as the navicular) to characterize

the injury

Site-specific classifications

The Saxena classification recommends CT for the navicular bone

(better at characterizing a fracture line).

There’s some debate whether the 50% rule (Quinilla) is necessary

for surgical management of a FNSF. 

The author isn’t confident we need separate classification systems

for spongy versus cortical locations 

Prognostic or treatment-guided capacity
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Author recommendations

For the athlete

Clinical experience suggests athletes present to the clinic after a

cortical break (higher-graded MRI)

Most overuse BSIs are easily managed if deteceted early and still in

grades 1-3. 

For the coach

For the practitioner

Suggestions

Follow MRI standard for low-risk BSIs (0-4 scale)

For high-risk anterior tibia, navicular, and base of the 5th, CT is added to

MRI standard to assess for the presence, extent, and specific location of a
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cortical fx. MRI is typically sufficient for the femoral neck. 

Repeat imaging of high-risk BSIs at 6-8 weeks to gauge return to sport

decisions

No repeat is needed with low-risk sites that are asymptomatic
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