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Objective: To review 16 years of National Collegiate Athletic
Association (NCAA) injury surveillance data for men’s basket-
ball and identify potential areas for injury prevention initiatives.

Background: Collegiate men’s basketball is a contact sport
in which numerous anatomical structures are susceptible to
both acute and overuse injuries. To date, no comprehensive
reporting of injury patterns in NCAA men’s basketball has been
published.

Main Results: The overall rate of injury was 9.9 per 1000
athlete-exposures for games and 4.3 per 1000 athlete-expo-
sures for practices. Approximately 60% of all injuries were to
the lower extremity, with ankle ligament sprains being the most
common injury overall and knee internal derangements being
the most common injury causing athletes to miss more than 10
days of participation. A trend of increasing incidence of injuries
to the head and face was noted over the 16-year span of the

study, which may be related to an observed increase in physical
contact in men’s basketball over the past 2 decades.

Recommendations: These results provide the most compre-
hensive description of injury patterns in NCAA men’s basketball
to date. Many of the most common injuries seen in men’s bas-
ketball, such as ankle ligament sprains and knee internal de-
rangements, may be at least partially preventable with interven-
tions such as taping and bracing and neuromuscular training.
However, randomized controlled trials assessing the efficacy of
such preventive measures among collegiate men’s basketball
players are clearly lacking. The increase in head and facial in-
juries may indicate that officials need to assess the increased
tolerance for physical contact in men’s basketball seen over the
past 2 decades.

Key Words: athletic injuries, injury prevention, ankle injuries,
knee injuries, head injuries, facial injuries

The National Collegiate Athletic Association (NCAA)
conducted its first men’s basketball championship in
1938. In the 1988–1989 academic year, 768 schools

were sponsoring varsity men’s basketball teams, with a total
of 12 203 participants. By 2003–2004, the number of varsity
teams had increased 30% to 997, involving 16 028 partici-
pants.1 Participation growth during this time has been apparent
in all 3 NCAA divisions but particularly in Divisions II and
III.

SAMPLING AND METHODS

Over the 16-year period from 1988–1989 through 2003–
2004, an average of 12.2% of schools sponsoring varsity men’s
basketball programs participated in annual NCAA Injury Sur-
veillance System (ISS) data collection (Table 1). The sampling
process, data collection methods, injury and exposure defini-
tions, inclusion criteria, and data analysis methods are de-
scribed in detail in the ‘‘Introduction and Methods’’ article in
this special issue.2

RESULTS

Game and Practice Athlete-Exposures

The average annual numbers of games, practices, and ath-
letes participating for each NCAA division, condensed over
the study period, are shown in Table 2. Division I averaged
12 more practices than Division II and 21 more than Division
III. Division I annually played 1 and 4 more games than Di-
visions II and III, respectively. Mean numbers of game partic-
ipants were similar in all divisions; Division III averaged 2 to
3 more practice participants than the other divisions.

Injury Rate by Activity, Division, and Season

Game and practice injury rates over time combined across
divisions with 95% confidence intervals (CIs) are displayed in
Figure 1. Over the 16 years of the study, the rate of injury in
game situations was 2 times higher than in practices (9.9 ver-
sus 4.3 injuries per 1000 athlete-exposures [A-Es], rate ratio
� 2.3, 95% CI � 2.2, 2.4). No changes were noted in game
rates (0.8%, P � .28) or practice injury rates (0.0%, P � .98)
over the sample period.
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Table 1. School Participation Frequency (in Total Numbers) by Year and National Collegiate Athletic Association (NCAA) Division,
Men’s Basketball, 1988–1989 Through 2003–2004*

Academic
Year

Division I Schools

Participating Sponsoring

Division II Schools

Participating Sponsoring

Division III Schools

Participating Sponsoring

All Divisions

Participating Sponsoring Percentage

1988–1989 27 293 17 187 21 288 65 768 8.5
1989–1990 36 292 23 189 32 287 91 768 11.8
1990–1991 46 295 25 204 42 296 113 796 14.2
1991–1992 43 298 35 214 44 302 122 814 15.0
1992–1993 38 298 25 220 36 313 99 831 11.9
1993–1994 42 301 22 241 33 312 97 854 11.4
1994–1995 44 302 29 244 42 322 115 869 13.2
1995–1996 42 306 28 277 32 355 102 938 10.9
1996–1997 43 307 28 279 51 355 122 842 14.5
1997–1998 38 307 27 276 35 355 100 938 10.7
1998–1999 42 312 36 289 63 379 141 980 14.4
1999–2000 44 321 34 287 40 381 118 990 11.9
2000–2001 39 321 31 288 37 382 107 991 10.8
2001–2002 34 324 31 284 49 382 114 990 11.5
2002–2003 38 326 34 277 49 384 121 987 12.3
2003–2004 31 327 35 278 53 389 119 997 11.9

Average 39 308 29 252 41 343 110 897 12.2

*‘‘Participating’’ refers to schools that provided appropriate data to the NCAA Injury Surveillance System; ‘‘Sponsoring’’ refers to the total number
of schools offering the sport within the NCAA divisions.

Figure 1. Injury rates and 95% confidence intervals per 1000 athlete-exposures by games, practices, and academic year, men’s basketball,
1988–1989 through 2003–2004 (n � 4211 game and 7833 practice injuries). Game time trend P � .28. Average annual change in game
injury rate � �0.8 (95% confidence interval � �0.6, 2.2). Practice time trend P � .98. Average annual change in practice injury rate �
0.0 (95% confidence interval � �1.1, 1.0).

The total numbers of games and practices and associated
injury rates, condensed over years, by division and season
(preseason, in season, and postseason) are presented in Table
3. Over the 16-year period, 4211 injuries from more than
45 000 games and 7833 injuries from more than 140 000 prac-
tices were reported. Game injury rates were significantly high-
er in Division I than in Division III (10.8 versus 9.0 per 1000
A-Es, rate ratio � 1.2, 95% CI � 1.1, 1.3, P � .01). Across
divisions, preseason practice injury rates were almost 3 times
higher than in-season practice rates (7.5 versus 2.8 per 1000
A-Es, rate ratio � 2.7, 95% CI � 2.6, 2.8, P � .01), whereas
in-season practice injury rates were significantly higher than
postseason practice rates (2.8 versus 1.5 per 1000 A-Es, rate
ratio � 1.9, 95% CI � 1.5, 2.3, P � .01). In-season game
injury rates were significantly higher than postseason rates

(10.1 versus 6.4 per 1000 A-Es, rate ratio � 1.6, 95% CI �
1.3, 1.9, P � .01).

Body Parts Injured Most Often and Specific Injuries

The frequency of injury to 5 general body parts (head/neck,
upper extremity, trunk/back, lower extremity, and other/sys-
tem) for games and practices, with years and divisions com-
bined, is shown in Table 4. Approximately 60% of all game
and practice injuries were to the lower extremity.

The most common body part and injury type combinations
for games and practices, with years and divisions combined,
are displayed in Table 5. All injuries that accounted for at least
1% of reported injuries over the 16-year sampling period were
included. In games, ankle ligament sprains (26.2%), knee in-
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Table 2. Average Annual Games, Practices, and Athletes
Participating by National Collegiate Athletic Association Division
per School, Men’s Basketball, 1988–1989 Through 2003–2004

Division Games
Athletes

per Game Practices
Athletes

per Practice

I 28 10 94 13
II 27 10 82 14
III 24 11 73 16

Table 4. Percentage of Game and Practice Injuries by Major
Body Part, Men’s Basketball, 1988–1989 Through 2003–2004

Body Part Games Practices

Head/neck 13.9 11.2
Upper extremity 14.1 11.1
Trunk/back 11.4 13.5
Lower extremity 57.9 60.6
Other/system 2.7 3.6

Table 3. Games and Practices With Associated Injury Rates by National Collegiate Athletic Association Division and Season, Men’s
Basketball, 1988–1989 Through 2003–2004*

Total No. of
Games Reported

Game Injury
Rate per 1000

Athlete-Exposures

95%
Confidence

Interval
Total No. of

Practices Reported

Practice Injury
Rate per 1000

Athlete-Exposures

95%
Confidence

Interval

Division I

Preseason 567 15.6 12.5, 18.7 16 642 8.6 8.3, 9.0
In season 15 823 10.9 10.4, 11.4 39 164 2.8 2.7, 3.0
Postseason 1051 6.3 4.8, 7.9 2465 1.3 0.9, 1.7

Total Division I 17 441 10.8 10.3, 11.3 58 271 4.5 4.3, 4.6

Division II

Preseason 228 10.4 6.5, 14.3 10 756 7.4 7.0, 7.8
In season 11 117 10.2 9.6, 10.8 23 428 3.0 2.8, 3.2
Postseason 641 4.7 3.0, 6.4 1232 1.1 0.6, 1.6

Total Division II 11 986 9.9 9.3, 10.4 35 416 4.3 4.2, 4.5

Division III

Preseason 422 8.3 5.7, 10.8 14 773 6.6 6.2, 6.9
In season 14 523 9.1 8.6, 9.6 30 376 2.8 2.6, 2.9
Postseason 760 7.7 5.8, 9.6 1483 2.1 1.5, 2.7

Total Division III 15 705 9.0 8.6, 9.5 46 632 4.0 3.9, 4.2

All Divisions

Preseason 1217 12.1 10.2, 13.9 42 171 7.5 7.3, 7.8
In season 41 463 10.1 9.8, 10.4 92 968 2.8 2.8, 2.9
Postseason 2452 6.4 5.4, 7.3 5180 1.5 1.2, 1.8

Total 45 284 9.9 9.7, 10.2 140 678 4.3 4.2, 4.4

*Wald �2 statistics from negative binomial model: game injury rates differed among divisions (P � .01) and within season (P � .01). Practice
injury rates also differed among divisions (P � .01) and within season (P � .01). Postseason sample sizes are much smaller (and have a higher
variability) than preseason and in season sample sizes because only a small percentage of schools participated in the postseason tournaments
in any sport and not all of those were a part of the Injury Surveillance System sample. Numbers do not always sum to totals because of missing
division or season information.

ternal derangements (7.4%) and patellar injuries (2.4%), upper
leg contusions (3.9%), and concussions (3.6%) accounted for
the majority of injuries. In practices, ankle ligament sprains
accounted for 26.8% of all reported injuries, and knee internal
derangements (6.2%) and patellar injuries (3.7%) together ac-
counted for almost 10% of reported injuries. Concussions rep-
resented 3.0% of reported injuries. A participant was more
than twice as likely to sustain an ankle ligament sprain or knee
internal derangement in a game than in a practice (ankle: 2.33
versus 1.06 injuries per 1000 A-Es, rate ratio � 2.2, 95% CI
� 2.1, 2.3; knee: 0.66 versus 0.25 injuries per 1000 A-Es, rate
ratio � 2.6, 95% CI � 2.5, 2.7) and almost 3 times as likely
to sustain a concussion in a game as in a practice (0.32 versus
0.12 injuries per 1000 A-Es, rate ratio � 2.7, 95% CI � 2.6,
2.8).

Mechanism of Injury

The 3 primary injury mechanisms—player contact, other
contact (eg, contact with balls, standards, or the ground), and

no contact in games and practices, with divisions and years
combined, are presented in Figure 2. Most game (52.3%) and
practice (43.6%) injuries resulted from player contact. The re-
maining game injuries were equally distributed between no
contact (22.3%) and other contact (24.3%), whereas no contact
was the second highest injury mechanism in practices (36.3%).

Severe Injuries: 10� Days of Activity Time Loss

The most common injuries that resulted in at least 10 con-
secutive days of restricted or total loss of participation and
their primary injury mechanism, combined across divisions
and years, are shown in Table 6. Time loss of 10� days was,
for this analysis, considered a measure of severe injury. Ap-
proximately 18% of both game and practice injuries restricted
participation for at least 10 days. In both games and practices,
lower extremity (knee, ankle, and foot) problems accounted
for most of these more severe injuries. Player contact was the
most common injury mechanism for severe ankle sprains; se-
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Table 5. Most Common Game and Practice Injuries, Men’s Basketball, 1988–1989 Through 2003–2004*

Body Part Injury Type Frequency
Percentage of

Injuries

Injury Rate
per 1000

Athlete-Exposures

95%
Confidence

Interval

Games

Ankle Ligament sprain 1103 26.2 2.33 2.20, 2.47
Knee Internal derangement 312 7.4 0.66 0.59, 0.73
Upper leg Contusion 163 3.9 0.34 0.29, 0.40
Head Concussion 151 3.6 0.32 0.27, 0.37
Patella Patella or patella tendon injury 99 2.4 0.21 0.17, 0.25
Unspecified† Unspecified 94 2.2 0.20 0.16, 0.24
Lower back Muscle-tendon strain 91 2.2 0.19 0.15, 0.23
Pelvis, hip Contusion 89 2.1 0.19 0.15, 0.23
Pelvis, hip Muscle-tendon strain 86 2.0 0.18 0.14, 0.22
Upper leg Muscle-tendon strain 79 1.9 0.17 0.13, 0.20
Nose Fracture 73 1.7 0.15 0.12, 0.19
Wrist Ligament sprain 69 1.6 0.15 0.11, 0.18
Knee Contusion 61 1.5 0.13 0.10, 0.16
Foot Ligament sprain 55 1.3 0.12 0.09, 0.15
Foot Fracture 54 1.3 0.11 0.08, 0.14
Lower back Contusion 52 1.2 0.11 0.08, 0.14
Face Laceration 47 1.1 0.10 0.07, 0.13
Head Laceration 43 1.0 0.09 0.06, 0.12
Lower leg Muscle-tendon strain 43 1.0 0.09 0.06, 0.12
Thumb Ligament sprain 43 1.0 0.09 0.06, 0.12
Lower leg Contusion 42 1.0 0.09 0.06, 0.12

Practices

Ankle Ligament sprain 2102 26.8 1.06 1.01, 1.11
Knee Internal derangement 488 6.2 0.25 0.22, 0.27
Pelvis, hip Muscle-tendon strain 348 4.4 0.18 0.16, 0.19
Patella Patella or patella tendon injury 292 3.7 0.15 0.13, 0.16
Lower back Muscle-tendon strain 283 3.6 0.14 0.13, 0.16
Upper leg Muscle-tendon strain 283 3.6 0.14 0.13, 0.16
Unspecified† Unspecified 242 3.1 0.12 0.11, 0.14
Head Concussion 236 3.0 0.12 0.10, 0.13
Upper leg Contusion 187 2.4 0.09 0.08, 0.11
Nose Fracture 115 1.5 0.06 0.05, 0.07
Foot Ligament sprain 102 1.3 0.05 0.04, 0.06
Thumb Ligament sprain 101 1.3 0.05 0.04, 0.06
Lower leg Muscle-tendon strain 93 1.2 0.05 0.04, 0.06
Foot Stress fracture 90 1.2 0.05 0.04, 0.05
Pelvis, hip Contusion 79 1.0 0.04 0.03, 0.05

*Only injuries that accounted for at least 1% of all injuries are included.
†‘‘Unspecified’’ indicates injuries that could not be grouped into existing categories but that were believed to constitute reportable injuries.

vere knee injuries were most frequently associated with no
contact.

Game Injuries

Game injury mechanisms are displayed in more detail in
Figure 3. More than 50% of game injuries were associated
with player contact. Contact with the floor accounted for
20.9% of game injuries, and there was no apparent contact for
20.8% of game injuries. Very few injuries were associated
with contact with the standard or rim or with running into an
out-of-bounds apparatus.

The mechanism of anterior cruciate ligament (ACL) injuries
in games over all years is shown in Figure 4. These injuries
accounted for 1.8% of all game injuries in men’s basketball
(0.18 injuries per 1000 A-Es). A total of 60.3% of these in-
juries occurred from no contact.

Trends in Specific Injuries
The injury rates by year for head and facial injuries over

all years, for games and practices combined, are presented in
Figure 5. Injuries to the head and face increased substantially
over the course of the study, with an average annual increase
of 6.2% (P � .01).

The injury rates by year for overuse injuries of the lower
extremities, for games and practices combined, are shown in
Figure 6. For the purposes of this analysis, overuse injuries of
the lower extremities were considered to include any inflam-
mation, stress fracture, or tendinitis of the knee, patella, lower
leg, ankle, heel, or foot. No substantial change in the rate of
these injuries was noted over the course of the study, with a
nonsignificant average annual decrease of 1.9% (P � .12).

COMMENTARY
The rate of practice injuries in NCAA men’s basketball (4.3

per 1000 A-Es) was similar to that previously reported for
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Figure 2. Game and practice injury mechanisms, all injuries, men’s
basketball, 1988–1989 through 2003–2004 (n � 4211 game injuries
and 7833 practice injuries). ‘‘Other contact’’ refers to contact with
items such as balls, standards, or the ground. Injury mechanism
was unavailable for 1% of game injuries and 2% of practice inju-
ries.

Figure 3. Sport-specific game injury mechanisms, men’s basketball, 1988–1989 through 2003–2004 (n � 4211).

Table 6. Most Common Game and Practice Injuries Resulting in 10� Days of Activity Time Loss, Men’s Basketball, 1988–1989
Through 2003–2004

Body Part Injury Type Frequency
Percentage of
Severe Injuries

Most Common
Injury Mechanism

Games (18.0% of all injuries required 10� days of time loss)

Knee Internal derangement 161 21.2 Noncontact
Ankle Ligament sprain 123 16.2 Player contact
Foot Fracture 49 6.4 Other contact*
Other 427 56.2
Total 760

Practices (18.0% of all injuries required 10� days of time loss)

Knee Internal derangement 254 17.8 Noncontact
Ankle Ligament sprain 250 17.5 Player contact
Foot Fracture 74 5.2 Other contact*
Other 849 59.5
Total 1427

*Indicates contact with floor.

Canadian collegiate men’s basketball (4.5 per 1000 A-Es;
computed from Table 6 of Meeuwisse et al [2003]).3 However,
the incidence of game injuries was considerably higher in the
NCAA (9.9 per 1000 A-Es) than in the Canadian collegiate
league (6.0 per 1000 A-Es).3 In contrast, the rate of injuries

during professional games in the National Basketball Associ-
ation was nearly twice that seen in the NCAA (19.3 to 21.4
per 1000 A-Es).4,5

Although the number of participants in practices typically
includes an entire roster, this is frequently not the case in
games. Because practices usually result in a greater number of
A-Es than games, the types and intensity of the activities that
characterize practices and games must be considered. The
speed of some activities during practices may equal that of
games, but practices often are composed predominantly of in-
struction and execution of sport-specific techniques and repe-
titions of movement patterns and sequences. In other words,
much of the activity during practices is orchestrated and pre-
dictable. In games, fewer players generally participate, but the
activity is usually at a very high level of intensity. This high-
intensity physical effort and its associated fatigue, combined
with a more unpredictable, competitive environment, may pre-
dispose game participants to acute injury compared with prac-
tice participants. As such, injuries during games were more
likely to be due to player contact or other contact than were
injuries occurring during practice.

The majority of the reported injuries sustained in practices
and games were soft tissue injuries to the lower extremity and
lower back. Because basketball is characterized by sprinting,
changes of direction, lateral movement, jumping, and, more
importantly, landing, these data are not surprising.

Ankle ligament sprains were the most common injury seen
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Figure 4. Game anterior cruciate ligament injury mechanisms,
men’s basketball, 1988–1989 through 2003–2004 (n � 78).

Figure 6. Game and practice overuse injuries of the lower extremity (any inflammation, stress fracture, or tendinitis of the knee, patella,
lower leg, ankle, heel, or foot), men’s basketball, 1988–1989 through 2003–2004 (n � 531). Time trend P � .12. Average annual decrease
in injury rate � �1.9%.

Figure 5. Game and practice head and facial injuries (including ear, eye, nose, mouth, teeth, tongue, jaw, chin, neck), men’s basketball,
1988–1989 through 2003–2004 (n � 1466). Average annual change in injury rate � �6.2%. Time trend P � .01.

during both practices and games, accounting for more than a
quarter of all injuries in both cases. This finding is consistent
with previous reports of injury incidence during basketball
participation.3–8 Incurring ankle sprains while playing basket-
ball may be considered de rigueur for elite players, with more

than 90% of elite players reporting a history of at least 1 ankle
sprain.9 The incidence of recurrent ankle sprains has been re-
ported to exceed 75% among basketball players at various lev-
els of competition.9–11 Our data demonstrated a 26% rate of
recurrent ankle sprains. In fact, a history of a previous sprain
has consistently been shown to be the most common predis-
posing factor for an athlete sustaining an ankle sprain.12 In-
terventions such as prophylactic taping,13 bracing,14 and bal-
ance training15 have been shown to be effective in preventing
ankle sprains in basketball players, especially among those
with previous sprains. However, injury prevention studies of
NCAA men’s basketball players specifically are clearly lack-
ing.

Although ankle ligament sprains were the most common
injury overall, the most frequent injuries resulting in a loss of
more than 10 days of participation involved knee internal de-
rangements. These injuries tended to be noncontact in nature.
Considerable attention has been paid to the issue of noncontact
ACL injuries in female basketball players in the past decade,16

but the relatively high frequency of these noncontact knee in-
juries in men’s basketball players should not be dismissed.
Neuromuscular training programs have been shown to effec-
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tively prevent knee injuries in female athletes,17 and the same
interventions may also be beneficial in preventing serious knee
injuries in males.

Two interesting trends may indicate how men’s basketball
evolved over the 16-year study period. The incidence of head
and facial injuries increased substantially, whereas the rate of
lower extremity overuse injuries remained relatively steady.
Dramatic changes in the style of play and the amount of time
allowed and required for athletes to train specifically for this
sport may help to explain these results.

Our opinion is that men’s collegiate basketball has become
an increasingly physical contact sport that favors size and
strength over finesse. Physical play is difficult to express ob-
jectively, but one illustrative trend may be the increase in the
number of acute injuries to the head. Simply explained, any
injury to the head in basketball is either due to direct contact
or occurs subsequent to contact. Direct blows to the head result
in concussions, lacerations, fractures, and eye and dental in-
juries. Usually these injuries are accidental or incidental in
nature, but the steady rise (65% more game head injuries in
the last 3 seasons of data collection, versus the first 3 seasons)
in the number of such injuries indicates that more ‘‘accidental’’
or ‘‘incidental’’ contact is occurring. In fact, over the data
collection period, for games and practices combined, 55%
more acute injuries affected the head and face than the hand
and wrist (631 head or facial injuries versus 404 hand or wrist
injuries). This finding is interesting considering that that hand
and wrist are ‘‘in play’’ at all times and are integral to partic-
ipation, whereas the head would not be technically considered
‘‘at risk’’ during basketball play, compared with sports in-
volving airborne implements or collisions.

One increasingly common preventive measure in response
to the increase in head and facial injuries is the use of mouth-
guards by collegiate basketball players. Although mouthguards
significantly reduce the incidence of dental injuries, they have
not been shown to substantially decrease the risk of concus-
sions.18 If the increase in head and facial injuries is to be
counteracted, a change in rule enforcement by referees may
be needed.

Surprisingly, the number of reported overuse lower extrem-
ity injuries remained static (nonsignificant decrease) during the
data collection period. A total of 29% fewer injuries were clas-
sified as inflammation, stress fracture, or tendinitis associated
with the lower extremity during the last 3 seasons of data
collection, as compared with the first 3 seasons. The number
of games allowable in NCAA men’s basketball remained rel-
atively consistent over the data collection period. However, the
amount of time allowed by the NCAA for coach-supervised
basketball activity increased. The collegiate basketball season
used to begin in mid October and concluded at the end of
March. College basketball coaching staffs were then allowed
to supervise up to 8 hours per week of conditioning during
the preseason (beginning on the first day of the academic cal-
endar) and postseason (ending at the end of the academic cal-
endar). Beginning in 1995, basketball coaching staffs were al-
lowed to conduct 2 additional hours per week of ‘‘individual
instruction’’ with their players during the preseason and post-
season. Furthermore, in the late 1980s it was unusual for all
members of a basketball team to maintain academic course
loads during the summer months, allowing continued on-cam-
pus, sport-specific strength training and conditioning. Summer
course loads are now commonplace at most Division 1 pro-
grams, and, in fact, in 2000 the NCAA passed legislation al-

lowing incoming players (freshmen and transfers) to enroll in
school as students during the summer before their first seasons,
in effect allowing these young athletes to begin weight train-
ing, conditioning, and ‘‘open gym/pickup’’ play with their
teammates. Despite the dramatic increase in the time dedicated
to basketball-related activities over the past 2 decades, the
number of reported overuse injuries has not risen. However,
the fact that some overuse injuries do not result in time loss
because athletes ‘‘play through them’’ may lead to underre-
porting in this category.

The increased amount of activity may actually explain why
overuse injuries have not risen. The added supervision and
physical preparation have likely contributed to injury preven-
tion. Perhaps the added allowable supervised activity in the
summer and preseason better prepares players for the physical
demands of the season. Preseason practice injury rates (in-
cluding the period of time from the first allowable regular
practice until the first game) are much higher (by an almost
threefold measure) than regular-season practice injury rates.
This factor may accurately reflect the greater physical demands
of preseason practices. The lower injury rate during in-season
practices may be attributable to a greater percentage of practice
time being devoted to game preparation and execution, with
an associated decrease in practice time dedicated to drills and
conditioning, during regular-season practices.

The style in which men’s collegiate basketball is now played
is substantially different than it was in the 1980s. The number
of injuries sustained overall in collegiate basketball has not
changed appreciably, but the types of injuries are different.
Physical contact has become a normal component of college
basketball and is the dominant cause of player injury. The rate
of overuse injuries now is lower than 20 years ago, despite an
increase in the amount of time players dedicate to basketball-
specific training and playing. The increase in allowable coach-
ing and individual skill instruction and supervised condition-
ing during the 16-season data collection period likely
contributed to a decrease in the injury rate during practices.
Also, we must not ignore the concomitant adaptation of ath-
letic training and sports medicine clinicians to the changing
culture of collegiate basketball. Collegiate basketball teams of-
ten have a certified athletic trainer at all practices and games,
and most collegiate basketball players have year-round access
to athletic training services at their schools. It is likely that
increased coverage and sport-specific preventive care has con-
tributed to maintaining a low injury rate in a sport that has
evolved in a way that would lead many to expect an increase
in sport-related injuries.

In conclusion, the majority of injuries incurred by collegiate
men’s basketball players were to the lower extremity, with
ankle ligament sprains being the most common injury overall
and noncontact knee injuries being the most common serious
injury. We need to study the efficacy of preventive measures,
such as ankle taping and bracing and balance and neuromus-
cular training, in this population. A concerning trend is the
increased incidence of head and facial injuries in basketball
players. This increase is likely due to the heightened level of
physical contact now seen in men’s collegiate basketball.

DISCLAIMER

The conclusions in the Commentary section of this article
are those of the Commentary authors and do not necessarily
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represent the views of the National Collegiate Athletic Asso-
ciation.
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