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Background: COVID-19 is a droplet-transmitted potentially fatal coronavirus pandemic affecting the
world in 2020. The WHO recommended social distancing and human-to-human contact was discouraged
to control the transmission. It has put many countries in a state of lockdown and sporting events
(including the 2020 Olympics) have been affected. Participation in sports and exercise, typically regarded
as healthy activities, were also debated. The local professional football leagues, governed by the Hong
Kong Football Association, ultimately postponed all matches after much deliberation on the transmission
risk for the spectators and on-ﬁeld players. Large spectating crowds are well-known to be infectious
hazards, but the infection risk for on-ﬁeld players is less recognized. Aside from watching professionals
exercise, many people opted to hike in the countryside during the weekends to avoid city crowds. This
led to a widespread discussion on the issue of wearing a facemask during outdoor activities.
Methods: A small sample of video footage of professional football players were analysed to track each
players’ time of close body contact and frequency of infection-risky behaviours to investigate the risk of
virus transmission during football games.
To investigate the physiological effect of wearing a facemask during exercise, we conducted a controlled
laboratory, within-subject, repeated measures study of 23 healthy volunteers of various sporting backgrounds. They underwent graded treadmill walking at 4 km per hour for 6 min with and without wearing
a surgical mask in a randomized order with sufﬁcient resting time in between trials. The heart rate and
the rate of perceived exertion (RPE) were recorded.
Results: In a 90 min match, the average duration of close contact between professional football players
was 19 min and each player performed an average of 52 episodes of infection-risky behaviours. The heart
rate and RPE of subjects wearing a facemask was 128 beats per minute and 12.7 respectively. In those
without a facemask, the results were a heart rate of 124 beats per minute and a RPE of 10.8.
Conclusion: This suggests that the infection risk was high for the players, even without spectators. The
laboratory study to investigate the physiological effect of wearing a facemask found that it signiﬁcantly
elevated heart rate and perceived exertion. Those participating in exercise need to be aware that facemasks increase the physiological burden of the body, especially in those with multiple underlying
comorbidities. Elite athletes, especially those training for the upcoming Olympics, need to balance and
reschedule their training regime to balance the risk of deconditioning versus the risk of infection. The
multiple infection-control measures imposed by the Hong Kong national team training centre was
highlighted to help strike this balance. Amidst a global pandemic affecting millions; staying active is
good, but staying safe is paramount.
© 2020 Asia Paciﬁc Knee, Arthroscopy and Sports Medicine Society. Published by Elsevier (Singapore) Pte
Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/
by-nc-nd/4.0/).
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Introduction

Preventive measures

The coronavirus disease 19 (COVID-19) was ﬁrst identiﬁed in
December 2019 in China and caused clusters of respiratory illnesses.1 The highly transmittable viral infection is caused by the
virus known as the severe acute respiratory syndrome coronavirus 2 (SARS-CoV2), which genomic analysis revealed that it is
genetically related to the SARS outbreak2 that infected 8098 individuals across 26 countries.3 In the span of three months, the
World Health Organization has declared the COVID-19 as a
pandemic on March 11, 2020.4 The number of cases and affected
countries is still rapidly increasing with over 6 million conﬁrmed
cases in 216 countries across the entire world5 until the date of
this writing. This shows that the transmission rate of COVID-19 is
much higher than the SARS outbreak almost two decades ago and
has caused the majority of sporting events to be suspended and/
or postponed. The Union of European Football Associations
(UEFA) formally decided to postpone the top tier UEFA Champions League Final and other games on March 23, 2020, until
further notice, as news of professional athletes were tested positive.6 The International Olympic Committee (IOC), along with the
Japanese government, announced on 30 March 2020 that the
2020 Tokyo Olympics will be rescheduled to July 2021, whilst
keeping the name of 2020 Tokyo Olympics.7

WHO recommends countries to actively combat the disease
through critical preparedness, readiness, and response actions according to the “Strategic Preparedness and Response Plan for
COVID-19” and their corresponding “WHO deﬁned transmission
scenario”.15
Recommendations include measures to control local spread by
raising public awareness, promotion of personal hygiene, and
postponement or cancellation of large-scale public gatherings. In
the situation of identifying positive cases, they should implement
case and contact ﬁnding through containment to delay surges of
infected individuals.16 Sporting events could be considered a largescale public event, whether-or-not a spectating crowd is present. If
sporting competitions are to be resumed, the goal is to minimize
the number of people congregated at one single place and time
through closed competitions with no spectators and minimizing
nonessential personnel present at the venue, such as by cancelling
press conferences and interviews.
Sporting equipment should be cleaned as frequently as possible
as SARS-CoV 2 was found to last longer on surfaces such as plastic
and stainless steel up to 72 h. A dilution of 1:50 of standard bleach
for large settings and 70% ethanol is recommended for smaller
surfaces.17
Immunity and sports

COVID-19 e transmission and clinical characteristics
The ﬁrst cases of COVID-19 before January 2020 were linked
to the Huanan Seafood Wholesale Market and zoonotic (animalto-human) transmission was believed to be the main mechanism.
The emergence of the virus coincided with the Chinese Lunar
New Year Holiday, in which a large human migration of 5 million
people took place as city workers travelled back to their hometowns. From the currently available data available to this date, the
main mode of human-to-human transmission occurs through
close contact with an infected individual and exposed to droplets
or aerosols. When the infected individual is coughing or sneezing,
these aerosols are believed to enter the lungs via inhalation
through the mouth or nose.3 The virus was detectable in stool
samples despite the course of illness, even after the virus was no
longer detected in respiratory samples.8 The contaminated environment may cause transmission through contact with mucosal
membranes, such as the eyes, mouth, and nose.9 Studies have
also shown that the virus is viable up to hours as aerosols and
days on surfaces.10
The average median incubation period was estimated to be
around 5 days, majority of those who will develop symptoms will
do so within 11.5 days, and approximately 1% will develop symptoms after 14 days.11 The estimated R0 was approximately 2.2,
which means that on average an infected person will transmit the
virus to approximately 2 other individuals.12
The most common symptoms were fever (43.8% on admission
and 88.7% during hospitalization) and cough (67.8%).13 Infected
people were often asymptomatic and did not present with a fever,
which will impose a challenging situation in terms of developing a
surveillance method for sporting events. The viral load detected in
symptomatic and asymptomatic patients were of similar levels and
the viral nucleic acid shedding pattern of infected individuals was
more similar to inﬂuenza rather than SARS in 2003, implying that
asymptomatic infected individuals are as infectious as those that
are showing symptoms.14 This further differentiates why SARS was
an epidemic and COVID-19 is a pandemic, suggesting that infection
control measures and protocols developed for SARS may not apply
to the current COVID-19 pandemic.

Although moderate-levels of exercise can boost overall
immunity.18e21 Intensive and prolonged physical exertion has been
linked with an ‘open-window’ of impaired immunity up to 72 h after
the exercise.22e24 Common infections for athletes mostly comprises
of dermatological related infections (especially in contact sports),25
upper respiratory tract infections, and gastrointestinal infections.
The coronavirus is a respiratory pathogen and previous studies have
shown that the risk of upper respiratory tract infections was almost
six times more likely in endurance races.19,26,27 The underlying
mechanism is not fully understood, although most studies suggest
exercise signiﬁcantly inﬂuences acquired immunity while evidence
about the role of exercise on innate immunity is less conclusive. As
the virus was also found in stool samples,8 contaminated environments, such as soil, may pose a threat to outdoor sporting events.
There are still unknowns regarding the relationship of immunity and
sports, therefore experts are still researching on the role of psychological factors (especially during competitions) as one of the large
knowledge gaps.21
Regarding the topic of infection control during a global
pandemic, our focus is not whether these infections hamper athletic performance; but lies in the assessment of the risk of a player
getting infected if they participate in sports and measure on how to
reduce the rate/risk of transmission. Our experience in the local
top-tier league will illustrate the measures that were taken and the
rationale behind them.
Experience in the professional football league
Hong Kong Premier League (HKPL) is the top-division professional football league in Hong Kong with 10 teams competing.
Unlike other Asian football leagues which start their season in
February or March, HKPL starts in August or September. This made
HKPL the ﬁrst professional football league in the world to be suspended on January 28, 202028, as a result of COVID-19 outbreak in
Asia.
Two weeks later, although the ofﬁcial government policy was
still unclear, the Hong Kong Football Association (HKFA) decided to
resume its annual cup competition.29 Sixteen cup matches were
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held behind closed doors in the HKFA training centre from February
11e29.
With the support from the Hong Kong Government, HKPL regular league matches were resumed on March 7 behind closed doors
in Tseung Kwan O Sports Ground (TKOSG), which is a certiﬁed
stadium for professional football matches.30 There were a number
of new measures for protection against COVID-19 transmission.
Firstly, the number of personnel in the stadium was limited to 180.
All personnel were required to submit health declaration forms on
arrival, followed by measuring body temperature and using sanitizing alcohol. Meeting rooms were arranged for teams to have pregame, half-time, and post-game brieﬁngs instead of in the changing
room. A maximum of 9 players was allowed to use the changing
room at the same time to decrease the chance of close contact and
players were not allowed to shower after games as shower water
and aerosolized shower mist are a potential medium of infection.31
Furthermore, all players and staffs had to wear a surgical mask if
not playing And pre-game handshaking were discouraged.
With these strict infection control measures, 10 league and cup
matches were held till March 23, in which HKFA decided to stop the
competition again due to a rapid surge of imported COVID-19 cases
in Hong Kong.32 Unfortunately, a staff of the HKPL team had been
conﬁrmed to have COVID-19 infection on March 31, after his spouse
was conﬁrmed to be infected on March 29.33 There has not been
anymore reported cases in the HKPL till the date of this writing. The
timeline and trend of HKPL during the COVID-19 outbreak in Hong
Kong can be seen in Table 1 and Fig. 1.34

The risk of virus transmission during football games
Avoiding contact and good personal hygiene are key to prevent
infection transmission. However, bodily contact is inevitable in
football training and competitions. In addition, infection-risky behaviours, such as spitting and touching the face, are not uncommon
during football games.
To quantify these transmission-risky behaviours, we obtained
video footage of 4 male professional football players with dedicated
cameras for an entire match. We tracked their time of close body
contact (deﬁned as an inter-personal distance of less than 1.5 m)
and frequency of infection-risky behaviours (touching the mouth,
touching the eyes, touching the nose, and spitting). The results are
summarized in Table 2.
The mean close-contact time for each footballer was 19.3 min
per 90 min (Range 5.9e35.5). Although this may seem less than
other close-contact sports such as those with smaller courts or
close combat sports, infection-risky behaviours were indeed
observed in football players. There was an average of 52 episodes of
infection-risky behaviours per 90 min of professional football. This
reafﬁrms that playing football certainly poses an infection transmission risk.

Investigation on the effects of exercising with a facemask
In order to maintain physical activity during the COVID-19
control period, many families avoided the crowded city centres
and opted to travel to the countryside for a leisurely walk or hike
during the weekends. This issue of wearing facemasks during
outdoor activities became a topic of interest. The objective of this
experiment was to investigate the effects of a facemask during
exercise.
This was a controlled laboratory, within-subject, repeated
measures study of 23 healthy volunteers of various sporting backgrounds. The participants underwent graded treadmill (10% slope)
walking at 4 km per hour for 6 min with the intention of simulating
outdoor recreational hiking on an uphill slope at a comfortable
pace.35 Heart rate (HR) was continuously monitored using a chest
strap (Polar H10) and rate of perceived exertion was charted minute
by minute. The rate of perceived exertion (RPE) rating is based on a
6 to 20 rating scale which was measured at rest and also the end of
each minute interval with a total of 6 min. All participants repeated
the test with and without wearing a surgical mask (in a randomized
order); sufﬁcient rest was given between trials. Informed consent
was obtained from all participants prior to the testing.
Twenty-three participants (10 males, 13 females) with a mean
age of 33.8 (range 21e60) were recruited (Table 3). Paired t-test
showed signiﬁcant (P < 0.01) differences among the heart rate and
RPE between wearing a mask and without a mask, as shown in
Table 4. The present ﬁnding demonstrated that both heart rate and
RPE were signiﬁcantly increased with wearing of facemasks during
graded leisure walking.
Based on this pilot data, we believe that exercising with facemasks at a submaximal level induces higher physiological responses possibly due to restricted ventilation, heavier breathing,
and sympathetic responses.36,37 Comparing with subjects who did
not wear masks (RPE ¼ 10.8 vs 12.7 at 6th min), subjects wearing
masks reported subjectively higher physiological demands. A
RPE ¼ 12.7 refers to moderate-intensity activity according to the
Borg Scale level of “somewhat hard”. Some volunteers reported
having an uncomfortable feeling of dyspnoea during the assessment with facemasks on, which was in line with previous studies.38
Skin irritation and accumulation of moisture inside the masks also
negatively impacts respiratory and dermal mechanisms of human
thermoregulation through impairment of convection, evaporation,
and radiation processes.
With the increased cardio-respiratory burden following masked
exercise, it is important to stay within safe limits. This is especially
true for more mature hikers and those with multiple comorbidities;
in general, it will be wise to rest when the heart rate exceeds 150
beats per minute39 and/or 70% of age-predicted maximum heart
rate. Masked exercises increase physiological demands, therefore
activities should be adjusted according to the individual’s ability.

Table 1
Timeline of the HKPL with conﬁrmed cases in Hong Kong.
Timeline

Major event in HKPL

Number of conﬁrmed COVID-19 cases in Hong Kong

January 1, 2020

HKFA Suspend all competition
FTC open for team training
HKFA re-open competition at FTC
FTC open for team training
HKFA Continue competition at TKOSG
FTC open for team training
HKFA Suspend all competition
FTC closed
First conﬁrmed COVID-19 case

8

February 2, 2020
March 3, 2020
March 23, 2020
March 31, 2020

41

24
100
351
680

42
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Fig. 1. Status of the HKPL during the COVID-19 outbreak in Hong Kong.

Table 2
Results of experiment on the risk of virus transmission during football games.
Player 1

Player 2

Player 3

Player 4

Position

Forward

Mid-ﬁelder

Forward

Forward

e

Close contact (Minutes per 90 min)
Touching mouth (Episode per 90 min)
Touching eyes (Episode per 90 min)
Touching nose (Episode per 90 min)
Spitting (Episode per 90 min)

5.9
37
8
37
27

35.5
2
0
0
2

18.4
6
0
11
42

17.5
8
6
8
15

19.3
13
4
14
22

Table 4
Repeated measure t-test showed the heart rate responses (HR) and rate of perceived
exertion (RPE) during 6-min graded (10%) treadmill walking between wearing
masks and without masks.

Table 3
Physical characteristics of the subjects.
Characteristics

Age
Weight (kg)
Height (cm)
BMI

Male n¼10

Mean

Female n¼13

Mean

SD

Range

Mean

SD

Range

35.1
72.2
175.6
23.4

12.7
7.7
4.1
2.3

21e60
60e86
169e183
19.6e26.8

32.7
51.8
159.7
20.1

9.9
7.3
8.2
1.6

23e59
41e67
139e175
17.7e22.7

Elite sports training in Hong Kong
As the only elite training centre in Hong Kong, the Hong Kong
Sports Institute (HKSI) has implemented policies in accordance
with the pre-determined guidelines related to infection outbreak
since early January 2020. These policies emphasize the importance
of personal hygiene, the establishment of a reporting system and
the prevention of the COVID-19 risk to HKSI to maintain the elite
training especially for the Olympic Games/Paralympic Games athletes. From the lesson of the 2003 SARS epidemic in HK, HKSI has
well-studied related preventive measures40 and drafted

Time

At rest
1 min
2 min
3 min
4 min
5 min
6 min

Heart rates

Rate of perceived exertions

Without Masks

With Masks

Without Masks

With Masks

73.9 ± 9.8
113.0 ± 10.2*
120.1 ± 11.0*
120.3 ± 11.0*
122.0 ± 12.2*
123.4 ± 12.3*
124.4 ± 12.8*

74.5 ± 10.0
115.9 ± 8.9*
123.1 ± 11.4*
124.5 ± 11.8*
125.8 ± 13.2*
127.6 ± 12.6*
128.4 ± 13.2*

6.6 ± 1.0
8.4 ± 1.7
9.3 ± 2.0
9.8 ± 2.0*
10.2 ± 2.0*
10.7 ± 2.0*
10.8 ± 2.2*

6.9 ± 1.2
9.0 ± 1.8
10.4 ± 2.1
11.4 ± 2.0*
12.2 ± 2.0*
12.5 ± 2.1*
12.7 ± 2.1*

*signiﬁcant differences at 0.01 level.

corresponding guidelines against different levels of an outbreak
which were working alone with updating guidelines from the
Department of Health, HKSAR.
Since the launch of the “Preparedness and Response Plan for
Novel Infectious Disease of Public Health Signiﬁcance” and activation of the “Serious Response Level” by HKSAR Government on
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January 4, HKSI has followed the pre-determined guidelines to
clarify the details of precaution measures. Therefore, HKSI was able
to take swift measures to respond to the current epidemic situation
within a few days. In addition, HKSI issued weekly updates to
remind all personnel on personal and maintaining physical distance between individuals during and after training. Relevant
health education and psychology supporting materials were provided to strengthen the importance of personal hygiene in HKSI
premises and manage pressures that may be encountered when
athletes train and compete overseas, respectively. Concomitantly,
the cleaning and disinfection of facilities were further enhanced.
As the gravity of the COVID-19 outbreak unfolded with
conﬁrmed human-to-human outbreaks in Hong Kong, HKSI escalated the response level to “Emergency” and “Urgent” on January 25
and March 18, respectively. All personnel were required to measure
body temperature and declare FTOCC (Fever, Travel, Occupation,
Contact and Clustering) status before entering the institute and the
daily body temperature report of all athletes were obtained. Upon
the issuance of Government “Red Outbound Travel Alert”, all
personnel returning to Hong Kong after March 5 from overseas
must report their temperature and symptoms (if any) electronically
for 14 days and optional COVID-19 tests were provided.
All junior-level and part-time training were suspended and only
full-time and Olympic Games/Paralympic Games training
continued starting on January 28. A work-from-home roster and
ﬂexible ofﬁce hours have also been implemented for administrative
staff, and they were instructed not to have direct contact with
athletes. The HKSI strictly abided-by the government’s policy on
inbound travellers, all activities to Mainland China and mass activities in HKSI were suspended from February 8 onward. All
personnel returning from COVID-19 affected areas (even if not
included the governments’ compulsory quarantine regions) were
required to self-isolate at home or a hotel for 14 days before
returning to HKSI. All travel to the affected areas were disallowed
during the corresponding period. On March 25, 80 athletes
(Olympic Games/Paralympic Games), 30 coaches, and 20 supporting staffs were present at HKSI to maintain training and related
operations at the institute during this lockdown environment. The
institute strives to support elite training while preventing an
outbreak through proper planning and timely implementation of
multiple policies.
As the number of conﬁrmed cases in Hong Kong plateaued and
no locally acquired cases were reported from April 21 for 17 days, all
full-time senior and junior athletes along with part-time athletes of
only Olympic Games and Paralympic Games squads of HKSI gradually resumed their training on May 8 with strict infection control
measures as mentioned above. Local schools were allowed to open
by phases from May 27, therefore all other junior and part-time
athletes were allowed to resume their training and HKSI was
completely reverted back to normal training.
Conclusion
The ﬁnal impact of the COVID-19 pandemic on sports and exercise cannot be determined at this stage, however, the information
that we gathered may provide valuable guidance to athletes and
governing committees to move forward safely. COVID-19 is highly
transmittable in sporting environments due to its viability, long
incubation period, and milder symptoms; especially in contact
sports. The essential preventive measures include minimizing
human-to-human contact and practising proper personal hygiene.
Athletes’ on-ﬁeld own risky behaviours should be avoided to
minimize unnecessary infection as close contact with others is
unavoidable during contact sports. The decision to resume sporting
events should correlate to the local number of cases and strict
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infection measures will need to be implemented at the early phases
of resumption. Exercise with a facemask deﬁnitely has a toll on the
human body and it is advised to adjust the exercise intensity when
masked. Sports and exercise may be important, especially for
competitive athletes, but safety is still paramount. Everyone should
practice safe sports with the appropriate measures and prevent the
further transmission of the COVID-19 pandemic.
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Malaysia

PREVENTION GUIDELINES FOR DISINFECTING IN TRAINING CAMPUS, GYMS,
DORMITORIES AND SPORTS EQUIPMENT DURING COVID-19 PANDEMIC
Currently the world is experiencing a Covid-19 pandemic that is not likely to
resolve soon. It will change the current practices and precautions that need to
be taken when dealing with situations where there is heavy traffic and activity
in institutions and public places. Current data suggest that the virus causing the
infection can remain on surfaces for a long time. It is therefore important to
regularly maintain cleanliness to minimise infection spread from contaminated
surfaces.
Precautionary measures should include:
1.
2.
3.
4.

Open windows and doors for free-flowing ventilation in public places
Allow adequate sunlight to penetrate the rooms for UV light sterilisation
Regular surface and toilet cleaning regime at least once daily
Ventilation system cleaning at least once a week

General cleaning procedures:
1. Common diluted household bleach (sodium hypochlorite) or
disinfectants can be used for cleaning. Please follow the manufacturer’s
recommendations and precautions.
2. Wear gloves when cleaning and do not touch your face
3. Apply on the cloth to wipe down surfaces especially on frequently
touched areas like the door handles, gym equipment, handrails, touch
screens, switches, tabletops, chairs and elevator buttons
4. Mop floor especially in heavy traffic areas and shower areas
5. Clean toilet bowls daily with a separate set of cleaning tools
6. After cleaning disinfect the bucket with bleach for 10 min before storage
7. Laundry and bedsheets need to be washed at 90*C cycle with laundry
detergent
8. Remove your gloves then wash your hands at the end
To prevent damage to the following, care must be taken when cleaning with an
appropriate disinfectant according to the manufacturer’s recommendation:
1. Electronic equipment
2. Sensitive fragile surfaces
3. Ventilation systems

For further up to date information please refer to your country’s local
government guidelines as changes may be made according to new
developments.
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Recommendations for Restoring Physical Activity during Corona Virus
Pandemic for General Population
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Introduction
Since Dec 2019, many countries adopted strategies that imposed quarantine status for their
populations. Despite that quarantine has been the best option to stop the rapid spread of the infection,
it imposed radical changes in people’s lifestyles. This includes the level of physical activity and exercises
performed to maintain health and fitness level. Although the countries are now modifying the
quarantine rules and are aiming to slowly return to their normal situation, social distancing is still an
important issue that will impact physical activity level. The effect of social distancing on physical activity
in different sexes, age groups or conditions has not been deliberately studied, however, it can be easily
hypothesized that this pandemic crisis has potentially accelerated the physical inactivity and sedentary
behavior. In other words, we are actually confronting another pandemic named
“sedentarism pandemic” whose lasting effects have not been fully realized (1). There is no doubt that
maintaining an active lifestyle is one of the most important issues in this isolation period and we need
more than ever to confront this pandemic of inactivity. In this respect, the following guideline has been
prepared by AFSM to address the main points in exercise prescription for general population who may
or may not infected by Covid-19 but are affected by social distancing circumstances. As currently many
aspects of exercise and Covid-19 infection is under investigation, this guideline has been mostly derived
from the statements published by various experts/organizations from all over the world.
This guideline targets three major populations:
Group 1: Asymptomatic population; no sign and symptom of Covid-19 infection
Group 2: Covid-19 positive with mild to moderate symptoms, not hospitalized
Group 3: Covid-19 positive with sever symptoms, hospitalized
A proper exercise program will consider four FTTI elements including: Frequency of practice, Type
(exercise modality), Time (duration), and Intensity (volume). Some of these elements need to be
adjusted during social distancing period.
Group 1: Asymptomatic population
The goal is to encourage physical activity, not to interrupt or change the lifestyle of those who have
already had an active lifestyle, and guide everyone to exercise in a manner that minimizes the
contracting or transmitting the virus. Although the direct effect of regular exercises on the risk of Covid19 infection has net been studied, it is well known that exercise and physical activity can positively affect
several systems in the body such as immune system, circulatory and respiratory capacities and mental
health (2-4) which may contribute to the fight against the consequences and severity of Covid-19.
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Frequency: daily exercise or at least 5 times/ week is more desirable (5).
Time: 30 min for adults, 60 min for children per day are the minimum duration advised by Centers for
Disease Control and Prevention (5). ACSM guidelines consider aerobic exercises for at least 150 to
300 min per week, plus two sessions of resistance training per week for maintaining health and fitness
(6). Jimenez-Pavon et al. 2020 (3) suggested that people should increase the exercise duration to 200–
400 min per week distributed in 5–7 days as their daily activity level is less than before. They also
suggested an increase in the number of resistance exercises to 3 sessions per week as well as mobility,
balance and coordination training for elderly individuals at least twice per week during isolation time.
Type: Exercises should focus on cardiorespiratory fitness, muscular strength, stretching and
coordination/agility exercises. Cognitive exercises are also recommended for elderly population (3).
Home exercises: Home exercises include different options such as resistance training through
bodyweight exercises (e.g. squats, planks), going up and down a step and transporting light and
moderate weights items. Aerobic exercises may include walking inside the house, dancing, rope
jumping, virtual fitness classes on social media and group participation platforms (e.g. Zoom, Skype,
Instagram). Balance exercise can be performed by walking on a line on the floor, walking on the toes or
heels, walking heel-to-toe, and stepping over obstacles (3). Different types of yoga and Tai Chi can also
be performed at home, aiming to increase balance, coordination, strength and flexibility.
Outdoor exercises: The main concern for outdoor activities is how to control virus spreading and
prevent the risk of infection. Outdoor exercises include activities such as walking, running, biking,
rowing, hiking, cross country skiing, fishing, climbing, and etc. Playing sports such as basketball, football,
hokey or tennis with household members can also be another option. The following recommendations
are suggested by some experts (7, 8):
-

-

-

-

Individual activities alone or with shared household members, with owned and sanitized
equipment are preferred over group activities. No organized sports or activities are currently
recommended.
Touched surfaces and exercise equipment (such as balls and racquets) should be frequently
cleaned and disinfected.
Any group play or training with non-household members in private or public or using shared
equipment may increase the risk of infection. It should be considered that some people even
without symptoms may spread virus.
Personal hygiene including hand washing with soap and water for at least 20 seconds or use an
alcohol-based hand sanitizer that contains at least 60% alcohol are recommended.
Cloth face covering that covers nose and mouth in public settings should be applied.
It is recommended to be at least 6 feet (almost 183 cm or about 2 arms length) away from nonhousehold members. Some countries apply 1.5-2 meters distances. The appropriate physical
distance during exercise is still under research.
Individuals should cover their mouth and nose when coughing and sneezing.

Intensity: Based on ACSM guidelines (6), health and fitness benefits can be achieved by moderate
exercises (40-59% HRR) 5 days a week or vigorous exercises (60-89% HRR) 3 days a week, or a
combination of moderate to vigorous exercises. The only point about the exercise intensity is its effect
on the immune system. While studies showed improvement in immune system biomarkers following
2

moderate intensity exercises, there are several studies indicating that high intensity exercises may have
suppressive effect on the immune system (9). Therefore, it is recommended to avoid prolonged,
vigorous-intensity exercise, as this type of exercise can reduce the body's resistance to viral infections.
Group 2: Covid-19 positive with mild to moderate symptoms, not hospitalized
Everybody should be careful about symptoms related to Covid-19 infection such as fever, cough, and
shortness of breath. However, Covid-19 infection may have different presentations other than the only
respiratory symptoms. The following recommendations are derived from the current literature on
respiratory rehabilitation (10- 13) :
-

-

-

Individuals should stay home if they feel sick. Since the signs and symptoms of COVID-19 can be
non-specific and not just respiratory symptoms, it is recommended that individuals who feel sick
should not be in close sustained contact with anyone for 14 days until test result rules out
Covid-19 infection.
Washing hands frequently, using hand sanitizers, wearing mask and respecting social distance
even with household members are emphasized.
The temperature must be controlled frequently and should not be taken within 30 minutes of
exercising or after taking medications that lower the temperature, such as acetaminophen.
Exercise can elevate core temperature, therefore, performing exercise during febrile episodes is
not recommended
If the following criteria are met, mild to moderate physical activity can be restored:
o If patient is afebrile, in recovery phase, week 3
o Their resting heart rate < 85
o O2 saturation > 94% at rest, not to fall during 6-minute walk test (6MWT)
o Talk test – can talk without dyspnea during 6MWT
o Respiratory rate remains < 20 during 6MWT
Following issues are recommended for these patients:
o They can start with mild-moderate activity (40-50% VO2max) two times/day as
tolerated.
o RPE and talk test can be used to stick patients to the mild severity.
o Walking in the room and using light weight during range of motion exercises may be the
first interventions.
o O2-saturation should be monitored while exercising using a fingertip pulse oximetry. If
O2-saturation falls < 90% during workout, exercise should stop and oxygen
supplementation may be needed.
o Daily activity can be increased gradually each week to reach 10 minutes 3 times/day.
o If tolerated, whole daily physical activity can be integrated in a single 30-min session.
o Deep breathing exercises and specific respiratory muscle workouts should be integrated
into the program (14-15)
o If O2-saturation does not fall < 90% in room air during 30 min exercise, patient can
gradually take the outdoor activities as defined earlier.
o Considering muscle wasting and weakness following the infection as well as intensive
care hospitalization, resistance training is better to be started by improving endurance
(low load, high repetition) then strength (High load, low repetition) and finally power
3

o
o
o

training (medium load, high speed) (6). High intensity resistance training may increase
the risk of muscle/tendon injuries in this vulnerable condition.
Patients may need protein and vitamin/mineral supplementation if they have had
excessive muscle wasting or low appetite.
Permanent sequel in respiratory system and any other complication in the other organs
of the body should be noticed.
As coagulopathy and vascular endothelial dysfunction have been proposed as
complications of Covid-19 infection (16), proper hydration is important.

Group 3: Covid-19 positive with sever symptoms, hospitalized
Inpatient rehabilitation is beyond the scope of this guideline. Usually patients are transferred to the
inpatient rehabilitation centers when they are fever free and have two negative RNA tests. This period
of inpatient rehabilitation is important for preparing the patient to return to their daily living activities.
Covid-19 critical illness survivors may need long period of inpatient rehabilitation to optimize their
functional status prior to their discharge, however, inpatient rehabilitation facilities may not be always
accessible. In this case, the family physicians, sports physicians or other health care providers have to
develop personalized recommendation that should address home-based physical activity, nutrition, and
managing stress. Although outpatient exercise prescription may not differ from what has been explained
for Group 2 patients, some points are worth to be noticed.
-

-

-

-

Critical illness for any reason would cause significant long-term sequelae such as alteration in
lung capacity, ICU-acquired weakness, polyneuropathy, myopathy, and poor functional
outcomes (17). In addition, this patient population are likely older and may have multiple
comorbidities that should be considered for exercise prescription.
Home based exercises can be introduced gradually to these patients, starting with mild intensity
workouts (such as walking with or without help by 2-3 METs intensity). Range of motion
exercises with low weight and stretching exercises should also be incorporated in the program.
Patient or their caregivers can monitor pulse and O2 saturation during exercise using a fingertip
pulse oximeter.
RPE and talk test can be used to stick the patient in mild intensity exercises.
Respiratory muscle training should be an essential component of exercise therapy (18).
Oxygen supplementation should be considered for patients with O2 saturation < 90%.
Patients may need protein supplements reversing severe muscle wasting, anti-oxidants, and
vitamin-mineral supplements because of long term decreased intake during hospitalization (low
appetite, intensive care measures, gastrointestinal symptoms)
As mentioned before, these patients may suffer from different psychological problems following
having a threatful condition. Problem such as PTSD, anxiety, depression and OCD should be
properly approached and mental health training should be incorporated in the rehabilitation
program (19-21).

The authors do not have any conflicts of interest to declare.
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Purpose
Coronavirus disease 2019 (COVID-19) has spread rapidly to most countries around
the world and is undoubtedly causing serious concern. Although most sports players
are younger than the average person and have fewer comorbidities, athletes’ lives
and training programs are still being disrupted. We should be aware of strategies for
when it may be safe to return to training after this pandemic. In order to assist
athletes, coaches, and training institutions, we have made guidelines to prepare for
the return to training during the COVID-19 pandemic.

Relating to COVID-19, the process of return to training can be divided into two main
phases:
1. Preventing transmission to athletes
2. Managing athletes after recovery from disease
Follow basic principles to slow the spread, monitor training load, and prepare for the
upcoming competitions

Preventing transmission to athletes
1. Good personal hygiene

a.

Wash your hands before using the toilet, before eating, after sneezing or
coughing, and before and after exercise

b.

Wash hands with soap and water for at least 20 seconds or use hand
sanitizer (at least 60 % alcohol)

c.

Avoid touching your face, eyes, nose, or mouth before washing your hands

d.

Take your body temperature and record your health status daily

e.

Clean surfaces of shared exercise equipment before and after use

f.

Use your own towel and drink water from your own bottle

g.

Store clean clothes separately from worn ones

h.

Avoid contact with anyone who has been sick in the preceding 14 days or
has just come from a foreign country
Do not take painkillers or other drugs by yourself – seek medical advice

i.

2. Social distancing

a.

Avoid close contact with others

b.

Avoid mass gatherings and joint training, and suggest small group
training(<10 people), including athletes and staff

c.

Avoid crowding and overlapping in the transition period between training
groups

d.

Self-quarantine lasts for 14 days if someone has traveled from a different
region

3. Training and life modification

a.

Perform regular exercise training at a moderate-high volume and intensity,
depending on whether an athlete is engaging in individual or team sport
competition

b.

Batch training mode and stagger practice times

c.

Choose a well-ventilated site and disinfect the environment between
practice sessions, and keep the relative humidity below 60%

d.

Try to make players live and exercise together, and minimize changes in
group members

e.

Understand your physical fitness status, monitor your training load, and
avoid sudden increases in load

f.

Pay attention to weight control and avoid significant weight gain

4. Sample program (depends on your adjusted periodization schedule)

a.

Measurement of daily vital signs and record of training load: Pre-training
body temperature, breathing rate, heart rate, sleep, and nutrition status

b.

Warm-up exercise: At least 5-10 minutes of low to moderate intensity
activities

c.

Aerobic exercise: Maintain training level (3-5 days per week) and intensity
(60-75% of maximum capacity)

d.

Resistance training: Transfer to preparatory phase (major muscle group, 2-3
days per week, 50-75% 1RM, 3-6 sets, 10-12 repetitions) or maximum
strength phase

e.

Plyometric and agility exercise: According to training load, we adjusted it
during the training cycle

f.

Flexibility exercise: Same as before (3-5 days per week)

g.

Cool-down exercise: At least 5-10 minutes of low to moderate intensity
activities

Management of athlete after recovery from disease
1. A sports team with an athlete with COVID-19

a.

In-home isolation after contact with an infected athlete in the preceding 14
days

b.

Report to the team physician if you have any symptoms

c.

Test all players, coaches, and staff (symptomatic and asymptomatic) prior to
beginning group training

d.

Help athletes and staff get back to a regular training schedules and sleeping
habits

2. Discontinuation of in-home isolation: the CDC’s recommendation of a test-based
strategy or non-test-based strategy will be followed. We suggest taking the testbased strategy if conditions permit.
a.

b.

Test-based strategy
Ø

No fever without the use of antipyretic medication

Ø

No significant respiratory symptoms

Ø

Two consecutive negative COVID-19 tests, ≥ 24 hours apart

Non-test-based strategy
Ø

At least 10 days have passed after the appearance of symptoms

Ø

At least 7 days have passed after symptoms have resolved without the
use of any symptomatic drugs

3. An athlete who had COVID-19 returning to training
a.

Consider telehealth to help transition back to the playing field and provide
updated information as to their response to exercise
Ø

Use a pulse oximeter to measure oxygen saturation and to measure
respiratory rate

Ø

Watch out for any abnormal arrhythmia, tachycardia, shortness of
breath, or extreme fatigue

Ø

Consider electrocardiography or blood biomarker testing to screen for
occult myocardial injury and inflammation in athletes with COVID-19

b.

c.

Contraindication to exercise
Ø

HR >100 beats/min

Ø

Blood pressure <90/60 mmHg or >140/90 mmHg

Ø

SpO2 (O2 saturation) <95 % at rest

Termination of exercise
Ø

Signs of poor perfusion (e.g., dizziness, chest tightness, chest pain,
palpitation, pallor, cyanosis, feeling cold, or clammy skin)

Ø
d.

Severe fatigue or shortness of breath

Adjust the periodization schedule and watch out for delayed onset muscle
soreness (DOMS) related to prolonged inactivity

e.

Avoid sudden spikes in training/exercise intensity

f.

Mental support for fears of ongoing disease and practice social distancing

g.

Monitor training load and avoid exertional heat illness (EHI) and exertional
rhabdomyolysis (ER) after mandatory retraining

h.

4. Sample program (to support coaches early training decision making for athletes)
Early stage
a.

Measurement of daily vital signs: Pre-training body temperature, breathing
rate, heart rate, sleep, and nutrition status

b.

Warm-up exercise: 5-10 minutes of low intensity activities with some
dynamic stretching to re-establish movement patterns

c.

Aerobic exercise: 20-30 minutes of light level activity per day, accumulated
time in 10 minutes bouts

d.

Flexibility exercise: 3-5 days per week, 15-30 seconds of static stretching per
muscle group

e.

Cool-down exercise: 5-10 minutes of low intensity activities

Intermediate stage
a.

Measurement of daily vital signs: Pre-training body temperature, breathing
rate, heart rate, sleep, and nutrition status

b.

Warm-up exercise: 5-10 minutes of low to moderate intensity activities with
some dynamic stretching

c.

Aerobic exercise: 30-90 minutes of moderate level activity

d.

Resistance training: Major muscle groups, 2-3 days per week , 1-2 sets, 8-12
repetitions. Reduce training volume by at least 50% in the first week if an
athlete returns from a period of inactivity of two weeks or more. Reduce the
volume and/or intensity based on environmental conditions or athletes’
needs.

e.

Flexibility exercise: 3-5 days per week, 15-30 seconds of static stretching per
muscle group

f.

Cool-down exercise: 5-10 minutes of low to moderate intensity activities

Established stage
a.

Daily vital signs measures: Pre-training body temperature, breathing rate,
heart rate, sleep, and nutrition status

b.

Warm-up exercise: At least 5-10 minutes of low to moderate intensity
activities

c.

Aerobic exercise: Moderate to vigorous level activity

d.

Resistance training: Consider returning to standard loads progressively.
Major muscle group and some special smaller muscle groups, 3-5 days per
week, 3-6 sets, 8-20 repetitions.

e.

Plyometric training and agility training: Start and progress gradually. There
are no more than 70 foot contacts in the first week and 100 in the second
week in a single workout.

g.

Flexibility exercise: 3-5 days per week, 15-30 seconds of static stretching per
muscle group

f.

Cool-down exercise: At least 5-10 minutes of low to moderate intensity
activities
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1. Introduction
COVID-19 outbreak has affected more than 200 countries around the world and nearly 4.8
million people have been infected.
Although, COVID-19 infections among athletes have been low, their lives and training
programs are disrupted due to health regulations and restriction of activities following the
WHO declaration of the outbreak as a pandemic.
COVID-19 is a highly contagious disease with adverse cardiovascular and respiratory
complications, which has resulted in lockdowns and curfews on a global scale as countries
attempt to curtail the rate of infection. The cancellation of all sporting events and
discontinuation of training programs has negatively impacted the athletic community as a
whole.
It is the responsibility of the sports administration bodies to ensure safe return to sports
during this pandemic under the guidelines provided by the health authorities

2. Objectives
To provide feasible recommendations and guidelines to the national athletic community for
resumption of training and sporting activities during the COVID-19 pandemic.

3. Categories of athletes in the context of Covid-19
Target groups for physical activity and sports
3-1.

3-2.

Covid-19 negative asymptomatic athletes.
•

Athletes who refrained from training and yet to start sports.

•

Athletes who reside in official athletic residencies and train in the restricted
zones.

•

Athletes who are involved in group training with limited participants.

•

Close-door competitions and open door competitions with limited spectators.

Covid-19 positive athletes
The guidelines for return to play of the diagnosed COVID-19 athletes are
given in section 6
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4. Preventive measures for all categories
4-1.

Education
Awareness regarding COVID-19 transmission and prevention to be done using
leaflets, brochures, lectures, workshops and electronic media.

4-2.

Strategies for prevention and transmission
4-2-1. Personal hygiene
• Practise hand washing before, during and after exercise and training.
•

Establish hand washing stations and have hand sanitizers available.

•

Wash hands according to the proper technique with soap and water for at least 20
seconds or use hand sanitizer (containing 70 % alcohol).

•

The sole of the shoes should be disinfected at the entrance of the training venues.

•

It is recommended to use a separate pair of shoes when the athlete is inside the
sporting venue. A separate pair should be used when the athlete is outside.

•

Avoid touching face, eyes, nose, or mouth.

•

Cover your mouth and nose when coughing and sneezing.

•

Measure the body temperature regularly.

•

Disinfect the surfaces of shared training and exercise equipment and mats before
and after use by each individual.

•

Avoid sharing water bottles and towels.

•

Store clean clothes separately from worn ones.

•

Sharing of the personnel lockers at the changing rooms and gymnasium to be
banned.

•

Prohibit spitting.

•

Use the toilet at home whenever possible

•

Restrict to one toilet in case of using common toilets and ensure proper usage of
disinfection after use.
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4-2-2. Social distancing
•

Avoid close contact by maintaining social distancing of at least 1.5 meters
between two individuals.

•

Avoid mass gatherings and joint training sessions, and suggest small group
training (6-10 individuals depending on the sport), including athletes and staff.

•

Avoid crowding and overlapping in the transition period between training
groups.

•

Adhere to the state quarantine rules following internal and international border
crossings.

•

Any athlete suspected to have contracted COVID-19 should undergo quarantine
process according to the rules laid down by the health authority.

4-2-3. Modification of training and venues
•

Refrain from training with the presence of upper respiratory tract symptoms such
as; fever, shortness of breath, cough, sore throat and chest pain.

•

Refrain from training with gastro intestinal symptoms such as; diarrhoea, nausea
and vomiting.

•

Check body temperature before entering the training venue and at each training
session.

•

If anyone is present with above symptoms, they should be kept in isolation and
referred to specialized medical care immediately.

•

Commence regular exercise and training at a tolerable intensity and volume,
depending on athlete’s current conditioning status.

•

Choose a well-ventilated site, disinfect it between practice sessions, and maintain
a relatively low humidity level.

•

Athletes should be clustered into groups based on their training, residence and
transport. Document the clusters and ensure minimum change to the designated
group.

•

The cluster should be trained in a defined sports zones under one designated
trainer.

Guidelines for resumption of training and sports participation
during the Covid-19 Pandemic

!6

4-2-4. Administrative strategies of implementing COVID-19
prevention programme at sports venues
•

Appoint a COVID-19 dedicated officer to the venue to carry out the
responsibilities
of risk assessment, mitigation plan, record keeping and to
communicate and collaborate with the health authorities.

•

Initial clearance certification for the venue should be obtained from local health
authority.

•

The implemented safety measures of the venue should be monitored at regular
intervals.

•

Establish an isolation area or room for temporary isolation of a suspected athlete
until safe transportation is done.

5. Considerations for high risk populations
The high risk groups such as athletes with medical conditions ( diabetes mellitus, cardiac
disease ,hypertention,etc) , paralympic athletes and veteran athletes, need individualized
management in consultation with their regular physicians.

5-1.Medical management
•

Athletes concomitant medical condition should be assessed to ensure proper control and
use of medications.

•

Ensure the availability of regular medications in case of missed dosage.

•

Establish an appropriate medical facility to manage in case of an emergency.

•

Necessary precautions should be taken to avoid contamination when handling biological
products including sputum, urine, faeces, wound discharges etc.

5-2.Training venue management
•

Vulnerable athletes should be looked after with special attention by a COVID-19
administrative officer to ensure safety.

•

The timing of the training sessions should be allocated in an environmental with low
humidity, adequate ventilation and within safe temperature zones.
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•

Training session should be conducted in well isolated and identified zones of sports
venues in order to keep high risk athletes away from the other athletes and routine venue
staff.

•

Allocate off-peak training times for the vulnerable athletes.

5-3. Equipment management
•

The unique equipment such as wheel chairs, prosthesis and other devices should be
disinfected appropriately.

•

The special equipment should be defined for single usage rather than common usage as
much as possible.

6. Return to training protocol after recovery from COVID-19
infection
6-1.

6-2.

A COVID-19 positive athlete in a team sport
•

In-home isolation of athlete in the preceding 14 days

•

Report to the team physician if any symptoms develop

•

Test all players, coaches, and staff (symptomatic and asymptomatic) prior to the
commencement of group training

•

Help athletes and staff get back to regular training schedules and sleeping habits

Discontinuation of in-home isolation:
•

No fever without the use of antipyretic medication

•

No significant respiratory symptoms

•

Two consecutive negative Covid-19 tests, more than 24 hours apart
OR

•

At least 10 days should have passed after the appearance of symptoms

•

At least 7 days should have passed after the symptoms have resolved without the
use of any symptomatic drugs

6-3. An athlete who had COVID-19 returning to training
6-3-1. Monitor response to exercise at playing field
Symptomatic evaluation record should be maintained at the playing field and an
updated information should be provided as to their response to exercise
Guidelines for resumption of training and sports participation
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•

Use a pulse oximeter to measure oxygen saturation and to measure respiratory
rate.

•

Watch out for any abnormal arrhythmia, tachycardia, shortness of breath, or
extreme fatigue.

•

Consider electrocardiography or cardiac biomarkers to screen for occult
myocardial injury and inflammation in athletes with Covid-19

6-3-2 Contraindication to exercise
• Resting heart rate >100 beats/min.
•

Resting blood pressure <90/60 mmHg or >140/90 mmHg.

•

SPO2 (O2 saturation) <95 % at rest.

•

Abnormal cardiac studies or cardiac enzyme should fall into myocarditis return
to sport guideline (no training for 6 months).

6-3-3. Termination of exercise
• Signs of poor perfusion (e.g., dizziness, chest tightness, palpitation, pallor,
cyanosis, feeling cold, or clammy skin).
•

Severe fatigue or shortness of breath.

6-3-4. Special considerations
• Adjust the periodization schedule and watch out for delayed onset muscle
soreness (DOMS).
•

Avoid sudden spikes in training/exercise intensity.

•

Psychological support for fear of ongoing disease and practise social distancing.

•

Monitor training load and avoid heat illness (EHI) and exertional
rhabdomyolysis (ER) after mandatory retraining.
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7. Recommended exercise program for return to play
Stage

Activity

Early stage

➢ Daily vital signs: Pre-training body temperature, respiratory
rate, heart rate, sleep, and nutrition status.
➢ Warm-up exercise: 5-10 minutes of low intensity activities.
➢ Dynamic stretching to re-establish movement patterns.
➢ Aerobic exercise: 20-30 minutes of light level activity per day,
accumulated time in 10 minutes bouts.
➢ Flexibility exercises: 3-5 days per week, 15-30 seconds of static
stretching per muscle group.
➢ Cool-down exercises: 5-10 minutes of low intensity activities.

Intermediate
stage

➢
➢
➢
➢

Established
stage

➢
➢
➢
➢

Daily vital signs.
Warm-up exercises.
Aerobic exercises: 30-90 minutes of moderate level activity.
Resistance training: Major muscle groups, 2-3 days per week,
1-2 sets, and 8-12 repetitions. Reduce training volume by at
least 50% in the first week if an athlete returns from a period of
inactivity of two weeks or more. Reduce the volume and/or
intensity based on environmental conditions or athletes’ needs.
➢ Flexibility exercise: 3-5 days per week, 15-30 seconds of static
stretching per muscle group.
➢ Cool-down exercise: 5-10 minutes of low to moderate intensity
activities.

➢
➢
➢
➢
➢

Daily vital signs.
Warm-up exercises.
Aerobic exercises: Moderate to vigorous level activity.
Resistance training: Consider returning to standard loads
progressively.
Major muscle group and some special smaller muscle groups,
3-5 days per week, 3-6 sets, 8-20 repetitions.
Plyometric trainings.
Sport specific drills and activities.
Flexibility exercises: 3-5 days per week, 15-30 seconds of static
stretching per muscle group.
Cool-down exercises.
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Guidelines for restoring competitions and matches after the
outbreak, how slow should it be.
Sports provide an excellent opportunity for the transmission of
communicable diseases to athletes, athletic staff, and social contacts.
Furthermore, the increasing popularity of international sporting events is
likely to expose athletes to indigenous diseases for which they have little, if
any, natural immunity.
In the current outbreak of COVID-19 disease restoring competitions and
matches must be based on the best available evidence to guarantee the
safety of athletes, athletic staff, spectators and every one involved in the
game or competition.
The presence of guidelines will allow prevention methods which should be
based on data rather than on expert opinion or suggestion to be effective in
limiting the rapidly expanding COVID-19 disease.
In this maelstrom of changes, it is important to identify some of the unique
challenges for return to competitive sports events to ensure these needs
are addressed, and the health and wellbeing of the athletes is protected.
Challenges for return to competitive sport events: which may be
hazardous due to the very high contagiousness of COVID-19.
• Risks of - Return to local sports matches and competition
1. Firstly, athletes in this setting should do strenuous exercise to
compete, which may be immunosuppressive.
2. Secondly, the majority of competitive sports mandate close contact of
athlete with teammates, opponents, environment (for example pool
water in swimming or diving) or equipment (for example barbells in
weight lifting or power lifting, javelin, shot put or discus in field
sports).
• Risks of - Return international sports matches and competition
1. Asymptomatic carrier athletes (especially from the countries with
high prevalence) may spread the virus to the opponents, match
executives and spectators and cause an outbreak in the host country.
2. This can accelerate the international or intercontinental
transmissions. Therefore, strict 2-week isolation out of camps and

matches is highly recommended to any athlete or coach with
suspected or established COVID-19 disease.

Everyone is asking when games and matches exactly can return?
How long the postponement of sports league will last?
The answer is still is unclear unfortunately, with sports officials and
stakeholders world wide agreeing that an early return will not happen.
However, any return date will depend on how things develop with regard
to the coronavirus containment efforts.
But if we ask, when will life return to normal?
According to some of epidemiologist experts on a possible exit strategy to
the pandemic. “we’re going to have to be very cautious because we don’t
want to waste all the sacrifices that we’ve already made.” and “we’d like to
get to where it’s a more manageable thing,. “we’re not anywhere near that
right now.”
As we move forward during the pandemic, whenever possible, it is crucial
that guidance and strategies are developed using the best available
evidence. More robust data needs to be collected on how COVID-19 (and
indeed other infections) affects athletic populations, which will
undoubtedly complement work being done. Therefore, a need to provide a
basis for development of evidence-based strategies for infectious disease
prevention and control among athletes in competitive sports.
The COVID-19 pandemic is a challenging time for all, but some populations,
such as athletes, have very specific needs. Thus, till the development of
evidence-based strategies for the protection and prevention from COVID19 pandemic, an extremely restrictive social distancing measures are
needed.

Several countries have established a national coronavirus response
road map to reopening. These strategies can be used as a guide to return
to competition and matches after the outbreak safely.

In the united states of America, a guidelines of four phases have been
established to reopening, theses phases are:
1.
2.
3.
4.

Slow the Spread
Reopen, State by State
Establish Protection Then Lift All Restrictions
Rebuild Our Readiness for the Next Pandemic

The goals of the 1st phase “Slow the Spread” which is the current phase of
response in which the COVID-19 epidemic in all countries is growing, with
community transmission occurring in every place. To slow the spread in
this period, schools are closed across the country, workers are being asked
to do their jobs from home when possible, community gathering spaces
such as malls and gyms are closed, and restaurants are being asked to limit
their services.
These measures will need to be in place in each in all affected places until
transmission has measurably slowed down and health infrastructure can
be scaled up to safely manage the outbreak and care for the sick.
In the 2nd phase of the road map to reopening which is “Reopen, State by
State” cities and countries are able to safely diagnose, treat, and isolate
COVID-19 cases and their contacts.
During this phase, schools and businesses can reopen, and much of normal
life can begin to resume in a phased approach. However, some physical
distancing measures and limitations on gatherings will still need to be in
place to prevent transmission from accelerating again.
For older adults (those over age 60), those with underlying health
conditions, and other populations at heightened risk from COVID-19,
continuing to limit time in the community will be important.
In this phase I believe we can go back slowly to return to play
competitions and matches with keeping all previously mentioned
challenges and safety measures in place.
In the 3rd phase of the road map to reopening which is “Establish
Immune Protection and Lift Physical Distancing” Physical distancing
restrictions and other Phase II measures can be lifted when safe and
effective tools for mitigating the risk of COVID-19 are available, including
broad surveillance, therapeutics that can rescue patients with significant
disease or prevent serious illness in those most at risk, or a safe and
effective vaccine.

Finally, a “Rebuild Our Readiness for the Next Pandemic” must be
established. After a successful defeat of COVID-19, we must ensure that
countries are never again unprepared to face a new infectious disease
threat.
This will require investment into research and development initiatives,
expansion of public-health and health care infrastructure and workforce,
and clear governance structures to execute strong preparedness plans.
Properly implemented, the steps described above also will provide the
foundation for containing the damage that future pathogens may cause.
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