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COVID-19 Return to Sports Medical Considerations 
 
The foundation of maintaining health and a safe return to activity requires adherence to five key 
principles, the 5T’s:  Tempering Risk, Testing, Treatment, Training, and Timeline for 
Return.  These measures build upon standard infection prevention practices including hand 
hygiene, environmental disinfection and social distancing: 
 
1. Tempering Risk: 
Minimizing risk of disease outbreak and spread is the central mission of any protocol designed to 
reopen venues and events.  The plan for safe resumption of activity includes:  

• Minimizing staff to include essential personnel only 

• Use of mitigation strategies for shared spaces and equipment 

• Relative risk mitigation/isolation of athletes when not engaged in sports related activities 

• Appropriate contact tracing and the quarantine of anyone who has been in close contact with 
any individual who tests positive for COVID-19 

 
Contact tracing is critically important to prevent the spread of the virus to others. Close contacts will 
be defined by any patients within 6 feet of the COVID positive athlete for fifteen minutes or longer, 
within 48 hours of development of symptoms (or if the athlete did not have symptoms than within 
48 hours of their positive test).  Contract tracing is only effective if everyone involved is honest 
about their contacts and are active participants in the tracing process.  
 
Proper infection prevention practices are a critical part of tempering the risk of disease spread and 
begin with proper hand hygiene, the use personal protective equipment (PPE) such as regular use of 
masks/face coverings, and routine environmental disinfection of all common areas and high touch 
surfaces.  Hand hygiene can be performed using an alcohol-based hand rub with at least 60% 
alcohol content, or traditional soap and water. Manual disinfection (wiping surfaces with an EPA 
registered disinfectant effective against COVID-19 and using appropriate contact time) of surfaces is 
required and cannot be replaced by spraying or aerosolized disinfectant solutions or ultraviolet (UV) 
light treatments.  Spraying, aerosolized cleaning, and UV methods could be adjuncts to manual 
scrubbing & wiping of surfaces.   
 
In addition to routine environmental disinfection, shared treatment and rehabilitation facilities such 
as saunas, cryochambers, & hot or cold tubs should not be in use at any training facility or 
competition venue.  Other equipment such as training room tables, scales, rehabilitation equipment, 
exercise bands, weight equipment, etc. should be thoroughly disinfected with an EPA registered 
disinfectant effective against COVID-19 after each use.  Careful attention should be paid to the 
specified contact time for each approved disinfectant.  
 
Recommendations such as those found in the World Health Organization (WHO) and United States 
Olympic & Paralympic Committee (USOPC) COVID-19 risk assessment guidelines may help 
inform decisions regarding the planning of events with spectators.   
 
Critical to tempering the risk associated with return to sport, each organization must develop a 
comprehensive protocol describing the response to an athlete, staff member, or a family member 
who tests positive for COVID-19.  This protocol must outline a plan for isolation of those who test 
positive as well as quarantine of close contacts (as defined above), including notification of opposing 
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athletes/teams who may be at risk. Local departments of health may be able to aid in the contact 
tracing and notification process. Future competitions may be called into question if too many 
athletes are in isolation or quarantine.  Finally, following isolation or quarantine, athletes may be 
required to undergo a medical examination and cardiac clearance, in addition to a period of 
conditioning and re-acclimatization prior to return to play. 
 
Finally, to ensure our associates’ health and safety, all MedStar Health associates providing care 
should follow established MedStar Standards for infection prevention practices including hand 
hygiene, PPE, universal masking and social distancing.  MedStar Health Associates will also follow 
MedStar Health Occupational Health Guidelines. 
 
2. Testing: 
At this time, available data on the performance of COVID-19 testing is based primarily on the 
testing of symptomatic individuals, in populations with high prevalence of disease.  To date, there is 
very little peer reviewed information on testing in asymptomatic individuals, and the performance of 
existing COVID-19 tests in this patient population is unknown.  It is likely that positive predictive 
value & negative predictive value will differ in symptomatic and asymptomatic patients. 
 
Furthermore, most of the testing methods developed thus far are diagnostic tests, meant to identify 
the virus in an individual whom we believe to be ill rather than screening tests, meant to rule out the 
possibility of infection in individuals that we believe to be well.  Tests that perform very well in the 
diagnostic setting are often poor screening tests, and vice versa.  In a disease that spreads as easily as 
COVID-19, misdiagnosis may be more detrimental than no diagnosis at all, especially if results are 
not given with proper instructions on interpretation and quarantine. 
 
In the last several months several testing methods have been described: 
 

• PCR Testing – The process of PCR (polymerase chain reaction) testing involves isolation or 
extraction of viral genetic material (RNA) from a sample and amplification (copying) of virus for 
detection.  PCR is a process that can be performed on swabs taken from the nasopharynx 
(deep), nasal mid-turbinate, anterior nasal (shallow), or oropharynx. PCR tests are also available 
for self-collected saliva samples. Each sample type has slightly different sensitivity. Limitations 
include: 

o Availability of swabs, transport medium, and test reagent 
o Samples must be sent to a central lab (hospital based or commercial lab) 
o Turn-around-time may vary from hours to many days 
o False positives can occur (more likely in asymptomatic patients) 

 

• Antibody Testing – Requires a blood sample to evaluate for the presence of antibodies that 
signify previous exposure to COVID-19.  However, current antibody tests may have both false 
positive and false negative results.  These tests may cross react with other viruses and may not be 
specific for COVID-19, and patients who have had COVID-19 have been reported to have 
negative antibody tests.  Furthermore, it is also not known whether the presence of true 
antibodies will provide immunity against future infections, and if so, for how long.  While testing 
may be useful for epidemiologic purposes, until the effectiveness of antibody response is more 
clearly understood, routine antibody screening is not recommended at this time.   
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• Molecular Point of Care (POC) Tests – Many POC rapid tests evaluate for the presence of 
specific nucleic acid proteins in a sample, typically a nasal swab.  This all-inclusive technology is 
good for office-based testing.  Limitations include: 

o Capacity is limited to a few tests per hour per machine; therefore, this method may not 
be optimal for testing large groups 

o Availability of reagent and swabs may be limited 
o May require CLIA licensure (state dependent) 

 

• Antigen Testing – Antigens are molecules on the surface of the virus which provoke an 
immune response in the body.  Antigen testing can often be performed POC as it does not 
require amplification and can provide rapid results.  However, these tests may have limited 
sensitivity.  And, though turn-around-time may be short, capacity per machine is limited and this 
method may not be optimal for screening large groups. 
 

• Batch Testing or Pool Testing – There is ongoing research regarding the potential to pool 
samples together from several patients into a single test.  This may work well for a group of 
asymptomatic/low-risk individuals, using fewer materials and less total testing time.  If the 
pooled test is negative, then no further testing would be required.  However, if the pooled test 
results are positive, then everyone would need to be tested again, separately to find the one(s) 
who are infected.  Currently there are no local labs using batch/pool testing, but several are 
studying the feasibility and efficacy of this method. 

 
Testing of symptomatic athletes and staff will be at the discretion of the Medical Director/Team 
Physician and will follow MedStar Health guidelines.  The timing and administration of testing will 
be dictated by Centers for Disease Control (CDC) and WHO guidelines, as well as by national and 
local availability of tests.  Currently, the availability and feasibility of commercially available 
screening tests is rapidly improving.  MedStar Health has a team of infectious disease physicians, 
microbiologists, infection prevention specialists, and laboratory medicine experts who are reviewing 
new testing modalities on an ongoing basis.  This team will continue to evaluate available tests for 
accuracy as well as for the feasibility of deployment for widespread screening purposes. 
 
In addition to testing for the virus itself, additional cardiopulmonary testing may be required as well.  
Viral myocarditis and altered pulmonary function have been associated with severe viral infections 
and has been described with cases of COVID-19.  This may be a result of the inflammatory cascade 
or due to direct viral effects on the myocardium.  Further complications including reduced cardiac 
function and arrhythmia may occur.  Current recommendations include evaluation of serum 
biomarkers (troponin), ECG, and echocardiography to screen for changes associated with 
myocarditis. Additional pulmonary function testing may be required as well. Though these 
complications are thought to be associated with more severe illness, the presence of altered 
pulmonary function or myocarditis with associated complications in the asymptomatic individual or 
in those with mild disease is generally unknown.   
 
3. Treatment:  
Though there is no definitive treatment for COVID-19, appropriate medical care is critically 
important both for the individual patient and to prevent further spread.  In the case of any athlete or 
staff with symptoms or suspected illness, the Medical Director/Team Physician will arrange for 
screening and testing per current Medstar Health protocol.  Telehealth may be used, and the athlete 
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should “shelter in place” to avoid contact with others until recommendations are provided.  If 
additional medical treatment is required, the individual will be directed to the appropriate medical 
facility. 
 
Isolation of any persons with known or suspected illness is critical to prevent the spread of 
illness.  Those who test positive for COVID-19 will remain in isolation for a minimum period of 
time, and a minimum symptom-free period.  These times are defined by the CDC and local health 
departments.  All athletes/staff who test positive for COVID-19 should be cleared by the Medical 
Director/Team Physician prior to returning to activity.  Quarantine and/or heightened screening of 
those who have been in close contact with any individual who is known or suspected positive for 
COVID-19 may also be recommended.  Close contact is defined as a distance of less than 6 feet for 
a period of time of 15 minutes or longer during the period within 48 hours preceding the onset of 
symptoms or, if the positive athlete was asymptomatic, then 48 hours before their positive test. 
 
4. Training: 
In the time of COVID-19, it is critical that we consider the health and conditioning status of all 
athletes prior to return to competition.  At a minimum, any athlete who has been ill should be 
cleared by the Medical Director/Team Physician prior to participation.  Additional screening and 
further testing may be required for certain individuals who have been diagnosed with COVID-19 or 
who have had symptoms consistent with the diseases.  Quarantine of athletes may be appropriate 
after travel or when they are introduced into a new environment.  To confirm readiness for training 
and competition, careful evaluation by general medicine, cardiovascular, musculoskeletal, and 
psychology physicians should also take place prior to return in order to minimize the risk of injury.  
 
The fitness and conditioning of each athlete should be assessed, and attention should be paid to re-
acclimatization to heat as well.  Athletes who have had limited physical activity during the pandemic 
should be given adequate time to train and return to maximal fitness and competition readiness.  
Recognizing that a significant proportion of injuries occur during the first 2-4 weeks of mandatory 
training following a break, guidelines exist for the safe return to sport after any period of two or 
more weeks of relative inactivity.  Such reconditioning may take 4-6 weeks to accomplish properly, 
but this approach, with gradual reconditioning in conjunction with heat acclimatization has been 
endorsed for return to sport in the current re-opening conditions. 
 
Finally, in sports with weight classes or minimum/maximum weights allowable, those limits may 
need to be adjusted as appropriate and as determined by the Medical Director for each sport.  
 
5. Timing of Return: 
While federal, state, and local guidelines for re-opening will guide many return decisions, each 
school, team, and club will need to make a return to sport plan that is most appropriate for their 
athletes.  This plan should include an assessment of risk based on the sport and degree of contact 
between athletes and staff and among athletes during both practice and competition.  Attention 
should be paid to both return to physical fitness/conditioning as well as heat acclimatization.   
 
Phased re-opening will differ between sports and venues, but there are several over-riding principles: 

• Prepare for Return - includes preparing facilities and staff as well as planning for risk 
mitigation, testing, and training as outlined in this document and elsewhere. 
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• Return to Training - includes proper assessment of fitness and a staged conditioning program 
designed to minimize risk of injury upon re-entry to sport.  This time should also include a 
minimum of 10-14 days for heat acclimatization plan for outdoor sports in summer/fall months.  
Individual and small group training will be most appropriate in the early stages of return, with a 
gradual increase in duration and intensity of training. 
 

• Return to Practice - includes a gradual return to larger group activities and phased re-opening 
of facilities including locker rooms, weight rooms, and other facilities with appropriate 
distancing and cleaning between uses. 
 

• Return to Competition - includes limited travel party in the initial stages.  Consider limiting 
mass transit (trains, planes) when possible to limit potential exposure to large groups.  Continue 
to use precautions including hand hygiene and face coverings while in large groups.  Spectators 
will likely be limited or eliminated during the initial re-opening. 

 
Conclusion: 
These considerations are offered to support efforts to return-to-play in a safe and responsible 
manner.  This document is provided in anticipation of the current COVID-19 State of Emergency 
orders being lifted and is not to be used in advance of such Federal and State approvals.  The 
guidance incorporates current CDC, as well as federal, state, and local Department of Health 
guidance related to safeguarding the public’s health.  Please consult such guidance prior to 
implementing a return-to-play plan as it may have evolved since the date of this document.  MedStar 
Health will continue to evaluate the best available scientific evidence, expert recommendations, and 
local conditions to make updates and/or additions to these guidelines as appropriate. 


