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District Contact List

Central Office
Dr. Brad Hanson, Superintendent
Dr. Michael Evans,
Assistant Superintendent
900 E. Scott Street
(417) 235-7422

Monett Elementary School
Susie Gasser, Principal
Sarah Garner, Assistant Principal
601 Learning Lane
(417) 235-3411

Central Park Elementary School
Jennifer Wallace, Principal
1010 7™ Street
(417) 354-2168

Monett Intermediate School
Peg Winfrey, Principal
711 9™ Street
(417) 235-6151

Monett Middle School
Dr. Jonathan Apostol, Principal

Michael Calhoun, Assistant Principal

710 9'" Street
(417) 235-6228

Monett High School
David Williams, Principal
Caysie Turner, Assistant Principal
1 David Sippy Drive
(417) 235-5445

Scott Regional Technical Center
David Miller, Director
2 David Sippy Drive
(417) 235-7022

School Resource Officer
Jay Jastal
Mobile: (417) 489-5785

Athletic Director
Daryl Bradley
Mobile: 417-236-4223

Michael Calhoun, Assistant AD
Mobile: 417-440-0519



Emergency Phone Numbers

Emergency Services 9-1-1

Cox Health - Monett (417) 235-3144
801 Lincoln Ave., Monett, MO 65708
24-Hour Emergency Department

Cox Health - Springfield (417) 269-4083
3801 S. National Ave., Springfield, MO 65803
24-Hour Level 1 Trauma Center

Mercy Hospital - Aurora (417) 678-2122
500 S. Porter Ave., Aurora, MO 65605
24-Hour Emergency Department

Mercy Hospital - Cassville (417) 847-6000
94 Main St., Cassville, MO 65625
24-Hour Emergency Department

Mercy Hospital - Springfield (417) 820-2115
1235 E. Cherokee St., Springfield, MO 65804
24-Hour Level 1 Trauma Center

Mercy Hospital - Joplin (417) 556-3729
100 Mercy Way, Joplin, MO 64804
24-Hour Emergency Department

Monett Police Department (417) 235-3335 or 9-1-1 (Emergency)
1901 E. Cleveland, Monett, MO 65708 (417) 235-4241 (Non-Emergency)
Monett Fire Department (417) 235-3131 or 9-1-1 (Emergency)
211 Fifth St., Monett, MO 65708 (417) 235-7799 (Non-Emergency)

Barry-Lawrence County Ambulance District (417) 235-3102 (Non-Emergency)
307 Dairy St., Monett, MO 65708

Lawrence County Sheriff’s Department (417) 466-2131 (Non-Emergency)
300 E. Water St., Mt. Vernon, MO 65712

Barry County Sheriff’s Department (417) 847-6556
505 East St., Cassville, MO 65625

Poison Control Center 1-800-222-1222




Other Helpful Numbers

Missouri Child Abuse Hotline

Lawrence County Children’s Division

Barry County Children’s Division

National Child Abuse Hotline

National Teen Dating Abuse Helpline

National Domestic Abuse Hotline

National Suicide Prevention Lifeline

Covenant House Nineline
Homeless & Runaway Teens

Youth America Hotline
Peer-to-Peer Counseling

Boys Town National Hotline
Suicide Prevention & At-Risk Teens

1-800-392-3738

(417) 678-4138

(417) 847-4761

1-800-4-A-CHILD (1-800-422-4453)
1-866-331-8474

1-800-799-7233

1-800-273-TALK (8255)

1-800-999-9999

1-877-YOUTHLINE

1-800-448-3000



Athletic Health Care Team

Amanda Harbaugh, athletic trainer

The athletic trainer is the coordinator of the athletic health care team. The
primary responsibilities of the athletic trainer are prevention, evaluation, and
rehabilitation of athletic injuries. Prevention can take the form of many items
including, but not limited monitoring weather conditions; ensuring safety of
equipment and practice/playing surface; and sharing best practices of various
athletic activities. Additional responsibilities include administration of the sports
medicine department, clear communication with coaching staff, school
administration, and emergency personnel, maintaining student medical files, and
working in conjunction with the school nurse.

Dr. Boyd Crockett, supervising physician

The role of the supervising physician is to provide medical oversight to the athletic
trainer(s), and to provide final clearance in situations of disputed return to play.
The supervising physician is often the first referral made by the athletic trainer.

Daryl Bradley, athletic director

It is the role of the athletic director to provide a budget for the sports medicine
department, act as a liaison between the athletic trainer and school
administration, and enforce safety and policy when additional intervention
between coaching staff and medical staff is needed.

Paula Fenske, school nurse

The school nurse and athletic trainer should work closely together notifying each
other of injuries sustained by student-athletes. During the school day, the school
nurse is responsible for initial or continued care of student-athletes. The school
nurse provides care within their scope of practice for injuries such as dispensing
pain relievers, applying elastic wraps, and providing wound care and ice packs.
The school nurse also disseminates doctor’s notes to the appropriate individuals.

Coaching Staff

It is the responsibility of the coaching staff to refer all injuries immediately to the
athletic trainer. If the athletic trainer is unavailable, the coaching staff will
provide basic first aid and facilitate getting the athlete scheduled with the
athletic trainer for evaluation at a later time. MSHSAA requires all coaches to be
first aid, CPR, and AED certified. The coaching staff must follow all
recommendations set forth by the medical staff.

Local Emergency Personnel

Local emergency personnel are crucial to the athletic health care team. Their
expertise and emergency equipment are vital to the health and safety of student-
athletes. It is the responsibility of local emergency personnel to be familiar with
venue specific EAPs and Cox Health policies and procedures in order to facilitate a
smooth transition of care between the athletic trainer and emergency medical
services. Transition of care does not take place until released by an athletic
trainer.



General Sports Medicine Policies

Return to Play

Any athlete referred to a physician by the athletic trainer must have a note signed
by the practitioner before returning to activity. All progress or release notes are to
be turned in to the school nurse or athletic trainer. It is the prerogative of the
athletic trainer and/or coaching staff to hold an athlete out for additional time
based upon various parameters including, but not limited to, lost practice time
and athlete’s functional capacity. Coaches may not make any return to play
decisions at any time.

Concussion RTP

Concussion Return to Play is a multi-step process required by MSHSAA, Cox
Health, and Monett R-1. Any student diagnosed with a concussion must go
through the entire return to play protocol regardless of clearance by another
health care provider. Due to legal liability, no one (including parents) is
allowed to waive the return to play process. The following steps must be
completed before an athlete is allowed to return to full activity. Each step
requires a minimum of 24 hours.

Full-academic activity

IMPACT test returns to baseline. If no baseline is on file, athlete will be held out
until a full return to cognitive function can be established.

Light cardiovascular exercise.

Running in the gym or on the field. No helmet or other equipment.

Non-contact training drills in full-equipment. Weight training can begin.

Full, normal practice or training (a walk-through practice does not count as a full,
normal practice).

7. Full Participation. Must be cleared by primary care physician before returning to

play.
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More information on concussion and return to play guidelines can be found
within the concussion policy.

Medical Kits

Every team is assigned a medical kit at the beginning of their season. It is the
responsibility of the team to ensure the kit remains in good repair and properly
stocked. When items such as tape or bandages are needed, the head coach may
procure additional supplies from the athletic trainer. Non-consumable items such
as storage containers, tape cutters, and bottles should be returned in their original
condition. Damaged goods may result in charges to the team account to replace
the items. Kits should be cleaned of trash, dirt, and other debris before being
returned at the end of season.

Appendix A shows the items that should be found in every team kit along with the
cost to replace missing items.



Water, Ice, and Necessary Equipment

It is the responsibility of each team to set up their own water stations for practice
and games. If ice, water, and/or cups are needed at an off-site location, the
coaching staff must make arrangements for pick-up and delivery. The sports
medicine staff is not responsible for transportation of such items.

Coolers, water bottles, and ice chests loaned by the sports medicine department
are property of Monett High School Sports Medicine. All attempts should be made
to keep these items in good working order. If they are lost or damaged, the team
account will be charged to replace or repair the items. It is the responsibility of
each team to ensure items are thoroughly cleaned upon return to the sports
medicine department. The MHS cafeteria staff will often wash water bottles when
asked in advance. Cleaning supplies for coolers and ice chests are available in the
athletic training room.

Evaluation and Treatment Procedures

The on-site athletic trainer will immediately evaluate injuries sustained during
athletic contests. Due to the nature of the sports schedule, multiple events may
occur simultaneously. In this situation, the athletic trainer will attend the higher
risk sport (as determined by the athletic trainer and athletic director) leaving
lower risk events and all practices without immediate medical coverage. In the
situations in which an athletic trainer is not present, the coach shall immediately
contact the athletic trainer. The athletic trainer may chose to immediately
evaluate or offer treatment suggestions to be performed by the coaching staff in
their absence. If an injury is not immediately evaluated or reported, the following
process will occur:

1. The athlete will notify coach of injury.

2. The coach will contact the athletic trainer to set-up a time the next day (or
current day for injuries reported the day after), for evaluation. Evaluations may
take place during resource time in the afternoon with teacher’s permission and full
passing grades or immediately after school depending on the athlete and athletic
trainer’s schedules for that day.

3. The athletic trainer will notify the coach will brief verbal instructions for athlete’s
activity level.

4. Written instructions for the coaching staff will be provided within 24 hours.

5. Treatment for injuries will take place during resource time or after school
dependent upon the athlete’s schedule and what is deemed most appropriate by
the athletic trainer.

No athlete may be excused from class for injury evaluation and treatment. If the
athlete does not have resource time during athletic training room hours, they must
come after school.

Athletic Training System
All athletes are to maintain an active account within Athletic Training System. This
allows for notification of injuries to medical staff and coaching staff, quick




documentation of injuries, and a tracking system for required paperwork. ATS
accounts must be established within the first week of practice.

Detailed instructions for setting up and updating a current ATS account are
available in Appendix B.

ImPACT Baseline Testing

IMPACT testing is a valuable tool in determining return to play after a concussion.
In order to best use the testing system, athletes must have a baseline on file prior
to the first day of practice. Baselines must be updates ever 2 years. Baselines are
required for collision and contact sports and highly recommended for limited
contact sports. Baseline testing opportunities are available during the summer and
the week prior to winter and spring sports seasons. More information about
baseline testing is available within the concussion protocol.

Collision Limited Contact

Football Baseball
Softball

Contact Pole Vault

Basketball Volleyball

Wrestling

Soccer

Cheer

Pre-Participation Examinations

All athletes must have a pre-participation examination on file before the first day
of required physical activity. Exams must be documented on the MSHSAA-approved
form provided by the school. All additional forms associated with the PPE packet
must also be filled out in their entirety prior to the first day of practice. When a
known medical risk is noted on the PPE, the athletic trainer will communicate with
athlete and athlete’s parents about necessary precautions and risks associated
with their chosen sport.

If an athlete needs a copy of their PPE for any reason, a one-week notice is
required.

Hygiene, Communicable Diseases, and Skin Disorders

Proper hygiene of student-athletes is imperative to keep communicable diseases to
a minimum. Athletes should be encouraged to shower immediately after practice
and games, preferably before leaving the athletic facility if possible. Athletes
should also be encouraged to take home personal gear such as undergarments,
workout apparel, and school clothes daily and wash/disinfect shoes weekly.
Shoulder pads and other school-owned, sports-related gear should be disinfected
weekly. Each team should have a written cleaning schedule. A blank schedule is
available in appendix C.




Student-athletes, parents, and coaches are educated on proper hygiene and skin
disorders at the annual pre-season meeting.

Personal Protection Items and Equipment

The easiest form of protection of student-athletes comes from personal protection
items that fits the athlete well and has been properly maintained and properly
maintained equipment. When fitting personal protection items, it is imperative
that manufacture recommendations are followed, and items are fitted by qualified
personnel trained in fitting that specific brand of equipment. If items have been
damaged should be removed from use until properly repaired or replaced. Personal
protection items such as shoulder pads should be sent to the manufacturer
annually for reconditioning.

Sports-related equipment should be properly maintained as well. Equipment that
is damaged should be removed from use until properly repaired or replaced. Torn
pads and weight room benches should be recovered, as foam padding can become
a breeding ground for bacteria.
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CoxHealth Sports Medicine Automated External Defibrillator (AED) Policy and

Policy

Procedures

Cox Health Sports Medicine personnel equipped with an AED should check the AED
on a daily basis. To check the AED open the cover. Push the green “ON” button
and listen for the beeps. The battery power monitor is located on the handle of
the AED. If it says “OK” when turned on and off then the AED is good to go. Also
check to make sure pads, razor and towel are located in the holder with the AED.
Sign off and date on clipboard, once completed.

The on-site certified athletic trainer (AT) will follow procedure as a guide to use

the AED.

Procedure

1.

Determine possible need for AED by assessing patient. Even if patient
does not need at moment of assessment, but you suspect it’s a
possibility, retrieve the unit.

Retrieving the AED unit for a code blue.

A. If you are alone, go to nearest phone and call 9-911. Make sure to
give your specific location (High School, Stadium address.) Retrieve
the AED unit, return to the patient and begin CPR/AED procedures. *

B. If another staff member or coach is close by, send them to call 911
and retrieve the AED. Begin CPR while waiting for AED.

C. During this process, activate your emergency action plan for your
specific site, making sure someone is stationed to direct EMS when
they arrive.

AED use on patient in wet areas (shower, steam room, whirlpool, pool)

A. Move patient away from standing water (i.e. remove from pool,
whirlpool)

B. Dry the patient’s chest thoroughly, not just where defibrillation pads
will be placed.

CoxHealth sports medicine employees will coordinate and facilitate BLS

procedures during actual events. The assistance of off-duty medical

personnel may be utilized by sports medicine staff if available and
needed. School staff and/or security should clear the immediate area of
bystanders when possible. Sports medicine staff will manage events as
trained by BLS for Healthcare Providers.

ORIGINATED: 7/15 BY: Sports Medicine Manager
REVIEWED: 7/15 REVISED 7/15

10
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CoxHealth Sports Medicine Cervical Spine Injuries Policy and Procedures Policy
CoxHealth Sports Medicine has adopted the National Athletic Trainers’ Association
Positio1n Statement: Acute Management of the Cervical Spine Injured Athlete
(2009)".

The on-site AT will follow procedure as a guide when a cervical spine injury
is suspected. Any unconscious athlete will be treated as having a cervical spine
injury.

Procedure
*All individuals responsible for the care of athletes should be
involved in regular (at least annual) rehearsals of the emergency action plan, as
well as training and practice in the special skills inherent to managing a cervical
spine injury."
1. Any athlete suspected of having a spinal injury should not be moved and
should be managed as though a spinal injury exists.

a. During initial assessment, the presence of any of the following findings,
alone or in combination, heightens the suspicion for a potentially
catastrophic cervical spine injury and requires the initiation of the spine
injury management protocol: unconsciousness or altered level of
consciousness, bilateral neurologic findings or complaints, significant
midline spine pain with or without palpation, and obvious spinal column
deformity.

b. When a potential spine injury is suspected, rescuers should ensure that
the cervical spine is in a neutral position and should immediately apply
manual cervical spine stabilization. This will minimize motion during the
management of the injury.’

c. Rescuers should not apply traction to the cervical spine, as this may
cause distraction at the site of injury. Traction in a cervical spine with
ligamentous injury can result in excessive distraction and subluxation
that can further compromise the spinal cord."

d. If the spine is not in a neutral position, rescuers should realign the
cervical spine to minimize secondary injury to the spinal cord and to
allow for optimal airway management. However, the presence or
development of any of the following, alone or in combination,
represents a contraindication for moving the cervical spine to neutral
position: the movement causes increased pain, neurologic symptoms,
muscle spasm, or airway compromise; it is physically difficult to
reposition the spine; resistance is encountered during the attempt at
realignment; or the patient expresses apprehension.’

2. Check Airway, Breathing, and Circulation (ABCs), neurological status, and
level of consciousness

11



Rescuers should immediately attempt to expose the airway, removing
any existing barriers (example, protective face masks)."

. If rescue breathing becomes necessary, the individual with the most

training and experience should establish an airway and commence
rescue breathing using the safest technique.’

During airway management, rescuers should cause as little motion as
possible.’

The jaw-thrust maneuver is recommended over the head-tilt technique,
which produces unnecessary motion at the head and in the cervical
spine. Advanced airway management techniques (example,
laryngoscope, endotracheal tube, nasopharyngeal tube) are
recommended in the presence of appropriately trained and certified
rescuers; these methods have been shown to cause less motion and,
therefore, are less likely to worsen neurologic status."

3. Activate EMS (Call 911)/CoxHealth Standard Emergency Action Plan

If the athlete must be moved to maintain airway, breathing, and circulation,

the athlete should be placed in a supine position while maintaining spinal
mobilization.

a.

Manual stabilization of the head should be converted to immobilization
using a combination of external devices (example, cervical collars, foam
blocks), and stabilization of the cervical spine should be continued until
a destabilizing injury has been ruled out using appropriate diagnostic
testing (imaging). Whenever possible, manual stabilization should be
resumed after the application of external devices.'

A variety of techniques exist to transfer and immobilize the injured
athlete. Rescuers should use the technique that they have reviewed and
rehearsed and that produces the least amount of spinal movement.'

. To facilitate transfer, the patient’s body should be aligned as carefully

as possible. Arms should be carefully moved to the sides and legs
straightened and positioned together.

. If the athlete is prone, rescuers should inspect the spine before moving

him or her."

If it is necessary to reposition the patient once on the spine board, he or
she should not be moved in a perpendicular direction, to avoid shearing
and the possibility of spinal column movement. Instead, the patient
should be moved in either a cephalad or caudad direction, as deemed
necessary by the rescuer controlling the head and neck.'

5. For the supine athlete, a lift-and-slide technique (example, 6-plus-person
lift, straddle lift and slide) of transferring the athlete to an immobilization
device has been reported to produce less motion at the head and in the
cervical spine than the log-roll technique and should be used in appropriate
situations.’

a.

The 6-plus-person lift involves lifting the athlete to allow for spine board
placement. This technique is effective in minimizing structural
interference that could result in unwanted spinal column movements.'

12



b. The st1raddle lift-and-slide technique requires only 4 rescuers to lift the
body.

6. For the prone athlete, all potential rescuers must be familiar with the log-
roll method.’

a. It (log-roll method) is the only method of transferring to an
immobilization device for an athlete who is prone.’

b. The log-roll technique requires 4 to 5 rescuers: 1 to control the head and
cervical spine, 2 to 3 to roll the patient on command, and 1 to position
the spine board.’

**Because removal of athletic equipment such as helmet and shoulder pads may
cause unwanted movement of the cervical spine, removal of helmet and shoulder
pads should be deferred until the athlete has been transported to an emergency
medical facility, except under specifically appropriate circumstances. '

a. The first exception is if the helmet is not properly fitted to prevent
movement of the head independent of the helmet. This is imperative,
because when the helmet is left in place, it is responsible for securing the
head, and, as such, immobilization of the helmet necessarily results in
immobilization of the head. The second exception is if the equipment
prevents neutral alignment of the cervical spine or airway access. This
exception is further addressed in the following recommendations.’

b. Independent removal of the helmet or shoulder pads in American football
and ice hockey is not recommended, because removing one and not the
other compromises spinal alignment. Removal of the helmet and shoulder
pads in these sports should be considered an all-or-nothing endeavor.’

c. No general recommendation regarding removal of equipment can be made
for other sports that require a helmet (with or without shoulder pads)
because of considerable variation in the capacity of that equipment to
maintain a neutral cervical spine or immobilize the head. The primary
acute treatment goals in these sports are to ensure that the cervical spine
is properly aligned and that the head and neck are immobilized. Upon
observation, if the equipment being worn does not permit the cervical
spine to rest in neutral or does not adequately immobilize the head, then
removal of one or more pieces of equipment in a safe manner is advisable
to achieve neutral alignment or adequate stabilization (or both).’

d. If the athletic helmet is dislodged during the injury or removed (by either
the medical team or the athlete) or if the shoulder pads cannot be easily
removed, care must be taken to place padding beneath the head to
maintain neutral cervical spine alignment. '

e. A rigid cervical immobilization collar should be placed on the athlete
before transfer to a spine board. In equipment-laden sports, this may be
difficult or impossible, although a cervical vacuum immobilization device
has been shown to limit cervical spine range of motion in the fully
equipped football player.'

f. All individuals responsible for the care of athletes should be involved in
regular (at least annual rehearsals of the emergency action plan, as well

13



as training and practice in the special skills inherent to managing a
cervical spine injury.
7. Establish Airway

a. Face masks that interfere with the ability to access the airway should be
completely removed from the helmet'

b. Face-mask removal should be initiated once the decision to immobilize
and transport has been made.’

c. Rescuers should be aware of, and well trained in, established face-mask
removal techniques. The face mask should be removed with the tool and
technique that perform the task quickly and with minimal movement and
difficulty. '

i.

A powered (cordless) screwdriver is generally faster, produces less
head movement, and is easier to use than cutting tools; it should
be the first tool used in attempting to remove a face mask
attached with loop straps that are secured with screws. Because it
may be impossible to remove the screws, a backup cutting tool,
specifically matched to the sport equipment used, should be
available. This is referred to as a combined-tool approach.’

d. Face mask Removal'

1.

ii.

iii.

iv.

vi.

Removing the loop straps from face masks can be a difficult skill
and requires extensive practice.

For a football helmet face mask with 4 attachment locations, the 2
side straps should be removed first, followed by the top straps.
This prevents the face mask from rotating down onto the athlete’s
face or throat during the removal attempt.

Placing pressure on the underside of the loop strap with the thumb
of the other hand while unscrewing can assist in separating the
screw from the T-nut.

If, when attempting to remove the screws from the helmet, 1 or
more screws cannot be removed, it is important to continue with
the next screw until all screws that can be unscrewed are
successfully removed.

If a backup cutting tool is required, ensure that the tool chosen will
successfully cut the loop straps currently being used in the helmets
worn by the football team or teams being covered. Not all
facemask removal tools will remove all helmet-loop strap
combinations.

A screwdriver may not suffice as a backup tool for loop straps
secured with a quick-release mechanism rather than a traditional
screw and T-nut attachment system. Therefore, an appropriate
backup tool should be available to cut away the loop strap should
the quick-release system fail.

e. If the face mask cannot be removed in a reasonable amount of time, then
the helmet should be removed from the athlete in the safest manner
possible. Helmet style will dictate the technique necessary to safely
remove the helmet. A neutral cervical spine position should be preserved

14



during and after this process by removing additional pieces of equipment
(example, shoulder pads) or by placing an object underneath the head
(example, towel, padding) to maintain neutral alignment.

f. Head immobilization'

i. The head should always be the last part of the body secured to the
spine board.

ii. A variety of head-immobilization options exist, including
commercial head-immobilization devices, contoured helmet blocks,
foam blocks, and towel rolls. Sand bags are not recommended as
head-immobilization devices, as their weight is a liability during
transfer.

iii. Once the selected head-immobilization device is placed to stabilize
the head, tape or hook-and-loop straps should be used to secure
the head to the spine board using 2 separate points of contact, the
chin and the forehead, to prevent as much head and neck motion
as possible.

iv. A spine board kit should contain all necessary packaging supplies:
head-immobilization device, cervical collar, face-mask-removal
tools, straps to secure the athlete to the board, wrist straps to
secure the athlete’s hands together, tape, and various sizes of
padding or toweling. (Spine board on the ambulance or provided by
school system)

v. Rescuers should select the strapping technique with which they are
most comfortable and skilled.

vi. When securing the athlete to the spine board, the arms should be
kept free to facilitate a variety of diagnostic and treatment
techniques.

vii. Once the torso is secured to the spine board, the hands may be
secured together on top of the body using hook-and-loop wrist
straps or tape.

viii. The athlete should be restrained and secured sufficiently to the
spine board that the board may be turned without creating spinal
movement, in case, for example, the athlete vomits.

ix. Some athletes with cervical spine injuries may have concurrent
closed head injuries. Therefore, rescuers may encounter combative
athletes who resist immobilization. The rescuers should attempt to
calm the patient and minimize movement as much as possible
based upon the individual circumstances.

X. The ambulance should be positioned as close to the scene as
possible to minimize transfer on a stretcher over surfaces that may
cause body movement.

8. Appropriate Transfer of Athlete Care to EMT and/or Hospital/ER Staff

Reference

15



1. Swartz, E.E., Boden, B.P., and Courson, R.W., et al. National Athletic
Trainers’ Association Position Statement: Acute Management of the Cervical
Spine-Injured Athlete. Journal of Athletic Training. 2009;44(3):306-331.

ORIGINATED: 9/10 BY: Sports Medicine Manager
REVIEWED: 5/15 REVISED: 5/15/15
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CoxHealth Sports Medicine Concussion Policy and Procedures

CoxHealth Sports Medicine has adopted the Consensus Statement on Concussion in
Sport (Zurich 2012)® guidelines, which will be updated as research emerges.

Definition

The 3™ International Conference on Concussion in Sport (2008) defined a
concussion as “a complex pathophysiological process affecting the brain, induced
by traumatic biomechanical forces. Several common features that incorporate
clinical, pathologic, and biomechanical injury constructs that may be utilized in
defining the nature of a concussive head injury include:

1. Concussion may be caused by a direct blow to the head, face, neck, or
elsewhere on the body with an “impulsive” force transmitted to the head.
2. Concussion typically results in the rapid onset of short-lived impairment
of neurologic function that resolves spontaneously.

3. Concussion may result in neuropathologic changes but the acute clinical
symptoms largely reflect a functional disturbance rather than a structural
injury.

4. Concussion results in a graded set of clinical symptoms that may or may
not involve loss of consciousness. Resolution of the clinical and cognitive
symptoms typically follows a sequential course; however, it is
postconcussive symptoms may be prolonged.

5. No abnormality on standard structural neuroimaging studies is seen in
concussion.””

Signs and Symptoms
A concussion may include (but is not limited to) one or more of the following signs
and symptoms':
* Headache
* Emotional symptoms
* Feeling “like in a fog”
* Loss of consciousness
* Amnesia
* Irritability and/or other behavioral changes
* Slowed reaction times
* Drowsiness
* Sensitivity to light
* Dizziness
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Policy

All athletes suspected of sustaining a concussion should be thoroughly evaluated
by the certified athletic trainer (AT) on-site to determine the proper course of
action. If no AT is on-site, the athlete should be immediately removed from
activity (if a spinal injury is not suspected) and referred to a physician for further
evaluation.

Procedure
* On-Field/Sideline Evaluation
o The athlete should be initially evaluated by the on-site AT.
= Primarily ruling out any possible cervical spine injury and/or
other life threatening injuries, as well as managing any first-
aid issues.

o After any first-aid management, the AT should evaluate and assess
the athlete utilizing the SCAT3? (Appendix D) or Child SCAT3?
(Appendix E) dependent upon age of individual.

= The initial SCAT3? or Child SCAT3® needs to be performed as
soon as possible.

= Another test that may be used in conjunction with the SCAT3?
or Child SCAT3? is the Impact Test (which would be
administered by a neuropsychologist) for a more detailed
neurocognitive assessment.

o Once an athlete is diagnosed with a concussion he/she will not be
allowed to return to play (RTP) the same day, and he/she will be
regularly monitored by the AT until the athlete leaves the AT’s care.

» The parent(s)/guardian(s) should be contacted and notified of
the injury as soon as possible.
= An athlete who is diagnosed with a concussion should not be
allowed to operate a motor vehicle until he/she is
asymptomatic for at least 24 hours.
< If an athlete’s parent/guardian is not present at the
time of the injury and/or unable to transport the
athlete home following a practice/game, verbal
permission is needed from a parent/guardian as to who
can transport the athlete.
= An athlete should also have both physical and cognitive rest
until he/she is asymptomatic.’
<> School activities/work, as well as watching television,
activities on the computer, video games, and texting
should be modified.
* An athlete who is diagnosed with a concussion will not be allowed to RTP
until the following criteria are completed (in order):

o Receive clearance by a physician (MD or DO) within 72 hours of

initial injury (to start graduated RTP protocol)
= |t is recommended that the athlete see his/her primary care
physician (PCP) initially.
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<~ Then, if needed, the on-site AT will provide you with a
list of physicians with additional training in the
evaluation of concussions in sports at various health
care systems on request.

» The parent(s)/guardian(s) and/or athlete will be given the
concussion injury advice portion of the SCAT3® (Appendix ) or
Child SCAT3? for further concussion information.

< A copy of the entire initial SCAT3? assessment will be
given to the athlete and/or parent/guardian if possible
to show the physician.

o Be asymptomatic for a minimum of 24 hours

o Receive clearance by the on-site AT to start the graduated RTP
protocol (Appendix 3)

o Complete the graduated RTP protocol

=  Minimum of 7 days asymptomatic

o Receive clearance by on-site AT to RTP

o Verbal consensus/clearance from head coach, parents/guardians,
athlete, AT, and doctor/specialist that athlete is ready to RTP

= |If any one of the above mentioned individuals feels that the
athlete is not ready to participate in his/her sport the athlete
will not be allowed to RTP.
Many factors (Concussion Modifiers-Appendix G) “may influence the
investigation and management of concussion and, in some cases, may
predict the potential for prolonged or persistent symptoms.”’
The AT will perform a minimum of two (possibly three) SCAT3? assessments.

o The initial SCAT3? will be performed as soon as possible following a
concussion.

o The on-site AT will determine the appropriate number of SCAT3?
assessments required.

An athlete progressing through the graduated RTP protocol’ (Appendix F)
will be monitored closely.

o “Generally each step should take 24 hours, so that an athlete would
take approximately 1 week to proceed through the full rehabilitation
protocol once asymptomatic at rest and with provocative exercise. If
any postconcussion symptoms occur while in the stepwise program,
then the patient should drop back to the previous asymptomatic level
and try to progress again after a further 24-hour period of rest has
passed.”’

Second Impact Syndrome

o Second impact syndrome occurs when a second, often minor, injury
occurs subsequent to a previous closed head injury that has not
completely cleared. The athlete develops rapid brain swelling
associated with collapse, rapid dilating pupils, loss of eye movement,
and respiratory failure within seconds to minutes of the second
injury. The outcome is uniformly severe brain injury or death. The
only treatment is prevention.”?
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-Taken from the MSHSAA Sports Medicine Handbook, 2009-2010
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#>COXHEALTH

Sports Medicine
CoxHealth Sports Medicine Exertional Heat Iliness Policy and Procedures

Policy
Cox Health Sports Medicine will follow procedure as a guide while covering any
outdoor athletics events in hot, humid weather.

Procedure
I.  The following procedures should be followed for athletic contests
scheduled during the day in hot weather:'

A. The National Weather Service, that is broadcast every hour, should
be checked by the on-site AT or high school AD ( if AT not present)
at 1:00 p.m. on the day before a game, as well as one hour before
the scheduled start of the contest.

B. If heat index is stated between 95 and 105°F, plans should be
implemented to alter game conditions for both schools.

C. If heat index is stated over 105°F, plans to postpone or reschedule
athletic contest should be implemented for both schools.

ll. The following procedures should be followed for practice sessions when
a dangerous heat index level is indicated:’

A. The National Weather Service, that is broadcast every hour, should
be checked by the on-site AT or high school AD/Coach (if AT not
present) at 1:00 p.m. on the day before a practice, as well as one
hour before the scheduled start of the practice.

B. If heat index is stated between 95 and 105°F, plans should be
implemented to alter practice conditions:

a. Possible cancellation of all practice.

b. Shorter practice time.

c. Early morning or late evening practice.
d. Move outside practice sessions indoors.

C. If heat index is stated over 105°F, plans to postpone, reschedule,
move outside practice sessions indoors.

D. During times of hot weather, the on-site AT will determine the WBGT
utilizing a sling psychrometer (if available) before and during
practice and/or games.?? This device will be used in conjunction
with local heat index information (air temperature and relative
humidity) available on The National Weather Service website
(www.weather.gov) or broadcast to determine heat illness risk.
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E.

Table 1

Wet Bulb Globe Temperature Risk Chart

WEGT Flag Level of Risk Comments
Color

<B5°F (<18°C) Green Low Risk low but still exists on the basis of nsk factors

65°-73°F (18°-23°C) Yellow Moderate Risk level increases as event progresses through
the day

73°-82°F (23°-28°C) Red High Everyone should be aware of injury potential;
individuals at risk should not compete

>82°F (>28°C) Black Extreme or Consider rescheduling or delaying the event until

hazardous safer conditions prevail; if the event must take place,

be on high alert. Take steps to reduce nisk factors
(e.g., more and longer rest breaks, reduced practice
time, reduced exercise intensity, access to shade,
minimal clothing and equipment, cold tubs at practice
site, efc.).

The WBGT can be measured with a WBGT meter. The calculation for the determination of WBGT is: WBGT = .7 (Wet
Bulb Temperature) + .2 (Black Globe Temperature) + .1 (Dry Bulb Temperature).

This table was originally printed in Roberts WO. Medical management and administration manual for long distance road racing. In: Brown CH, Gudjonssen B, eds.
IAAF Medical Manual for Athletics and Road Racing Competitions: a Practical Guide. Monaco: International Association of Athletics Federations;1998:39-75

Relative Humidity (%)

109 114|119 124[130|137
113/118|124| 131 137
117 124(130| 137
123[129|137

npn

ngr nen npe

Likelihood of Heat Disorders with Prolonged Exposure or Strenuous Activity

“A” = Caution “C" = Danger
“B" = Extreme Caution “D” = Extreme Danger

It is recommended that:
If the heat index is between 95 and 105 degrees, practices and game conditions should be altered.
If the heat index is over 105 degrees, a practice or contest should be postponed or rescheduled.

i.

ii.

iii.

Caution “A”: Recommended 25 to 30 minutes of

activity followed by 5- to 10-minute rest and fluid breaks’
Extreme Caution “B”: Recommended 20 to 25 minutes of
activity followed by 5- to 10-minute rest and fluid breaks;
practice should be in shorts (with helmets and shoulder
pads only, not full equipment, if worn for activity)
Danger “C”: Recommended 5 to 20 minutes of activity
followed by 5- to 10-minute rest and fluid breaks, practice
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should be in shorts only (with all protective equipment
removed, if worn for activity)®

iv. Extreme Danger “D”: Recommended cancelling or
rescheduling all practices and events’

1. Add 5° to temperature between 10 a.m. and 4 p.m.
from mid-May to mid-September on bright, sunny
days.

2. Check the environmental conditions before and
during the activity, and adjust the practice schedule
accordingly. Schedule training sessions to avoid the
hottest part of the day (10 AM to 5 PM), especially in
the acclimatization during the first few days of
practice sessions’

F. Practice weigh ins

a.

b.

It is recommended that a weight chart be kept for each individual
athlete and posted in the locker room or available area. Each
athlete should weigh in at the beginning of each practice session
and weigh out at the end of each practice session. The
percentage of weight loss should be calculated.

A weight loss greater than three (3) percent should indicate
potential danger of excessive loss of body fluids. Replace fluid
deficits to less than 3% before the next practice session.*

i. Greater than five (5) percent weight loss indicates the
possibility and significant danger of developing a heat-
related illness.! The athlete will be held from practice
until they regain proper hydration status.

G. Heat Acclimatization (Recommendations for safe acclimatization)

a.

Days 1 through 5 of the heat-acclimatization period consist of the
first 5 days of formal practice. During this time, athletes may not
participate in more than 1 practice per day.

. If a practice is interrupted by inclement weather or heat

restrictions, the practice should recommence once conditions are
deemed safe. Total practice time should not exceed 3 hours in
any 1 day.

An additional 1-hour maximum walk-through is permitted during
days 1-5 of the heat-acclimatization period. However, a 3-hour
recovery period should be inserted between the practice and walk
through.

. During days 1-2 of the heat-acclimatization period, in sports

requiring helmets or shoulder pads, a helmet should be the only
protective equipment permitted (goalies, as in the case of field
hockey and related sports, should not wear full protective gear or
perform activities that would require protective equipment).

. During days 3-5, only helmets and shoulder pads should be worn.

Beginning on day 6, all protective equipment may be worn and
full contact may begin.
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Area of Practice

i. Football only: On days 3-5, contact with blocking sleds and
tackling dummies may be
initiated.

ii. b. Full-contact sports: 100% live contact drills should begin
no earlier than dayé.

g. Beginning no earlier than day 6 and continuing through day 14,

double-practice days must be followed by a single-practice day.
On single-practice days, 1 walk-through is permitted, separated
from the practice by at least 3 hours of continuous rest. When a
double practice day is followed by a rest day, another double
practice day is permitted after the rest day.

. On a double-practice day, neither practice should exceed 3 hours
in duration, and student-athletes should not participate in more
than 5 total hours of practice. Warm-up, stretching, cool-down,
walkthrough, conditioning, and weight-room activities are
included as part of the practice time. The 2 practices should be
separated by at least 3 continuous hours in a cool environment
Because the risk of exertional heat illnesses during the preseason
heat-acclimatization period is high, we strongly recommend that
an athletic trainer be on site before, during, and after all
practices.

Preseason Heat-Acclimatization Guidelines

Practices 1-5

Practices 6-14

Modification Days 3-5
# of Practices Permitted
Per Day 1 2, only every other day
. Helmets & 2
Equipment Helmets only Foilias Dads Full Equipment

3 hours (a total
3 hours maximum of 5 hours on
double session days)

Maximum Duration of
Single Practice Session

Permitted Walk Through 1 hour (but must be separated from practice for 3
Time continuous hours)

Contact only
Contact No Contact with blocking
sleds/dummies

Full, 100% live contact
drills

NOTE: warm-up, stretching, cool-down, walk-through, conditioning, and weight-room
activities are included as part of practice time

http://ksi.uconn.edu/information/athletic-trainers/heat- considerations/

H. Hydration Recommendations

a. It must be instilled in the athletes by the coaches that water and
salt replenishment is a continual process and not a "stop-gap
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d.

maneuver.” Athletes should be encouraged during hot weather to
drink adequate quantities of fluid throughout the day at home, as
well as at practice sessions. Following exercise athletes should
consume approximately 1-1.25 L (16 oz) of fluid for each kilogram
of body water lost during exercise or until urine is clear.?

. During practice sessions, water should be available to them at all

times. Obviously, the hotter, more humid weather indicates more
frequent water breaks. This can be scheduled either up to every
ten (10) to fifteen (15) minutes during extremes or if applicable,
free water intake should be allowed during the entire practice
session.

Salt replacement is also a daily process and the athletes should be
encouraged to adequately salt their foods during all

meals. Salted solutions may be given during practice sessions but
certainly water is adequate.’

i. Itis not advised to use salt tablets at any time. These can
actually cause more danger, as they cause more
concentrations in the stomach and can lead to nausea,
vomiting and stomach problems.

Avoid taking any supplements, stimulants, and/or other
medications unless prescribed for you by your physician.

lll. Heat lllness Emergency Management
Include the following supplies on the field, in the locker room, and at
various other stations’:

A.

a.

b.

C.

d.

e.

A supply of cool water or sports drinks or both to meet the
participants’ needs

Ice for active cooling (ice bags, tub cooling) and to keep
beverages cool during exercise.

Rectal thermometer to assess body-core temperature (if
available).

Telephone or 2-way radio to communicate with medical personnel
and to summon emergency medical transportation

Tub, wading pool, kiddy pool, or whirlpool to cool the trunk, and
extremities for immersion cooling therapy

. Immediately contact the on-site AT for exam if any of the following

occur:

a.
b. Nausea and/or vomiting.

c. Elevated body temperature (>104°F).

d.

e. Staggering body control, decreasing level of consciousness,

Cramping / muscle spasms / convulsions.

Severe headache, dizziness, confusion, and/or lethargy.

intense thirst.

C. Heat Cramps’

a. Re-establish normal hydration status and replace some
sodium losses with a sports drink or other sodium source.
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b.

c.

d.

Some additional sodium may be needed (especially in those
with a history of heat cramps) earlier in the activity (pre-
cramps) and is best administered by dilution into a sports
drink. For example, 1/2 g of sodium (equal to the amount of
sodium found in 1/4 tsp of table salt) dissolved in about 1 L
(approximately 32 oz) of a sports drink early in the exercise
session provides ample fluids and sodium, and the flavor
(while certainly saltier) is still very palatable.

Light stretching, relaxation and massage of the involved
muscle may help acute pain of a muscle cramp.

Athletes should be assessed to determine if they can perform
at the level needed for successful participation.

D. Heat Exhaustion’

a.

b.
C.

ii.

iii.

iv.

If Heat Exhaustion is suspected remove athlete from play and
immediately move to a shaded or air-conditioned area.
Remove excess clothing and equipment.

Cool athlete in pool until rectal temperature is
approximately 102°F (38.3°C) (if thermometer is available).

. If on-site cold water immersion is not possible move athlete

to cooler environment and apply ice bags around athletes
neck, armpits, groin, etc.

If athlete is not nauseated, vomiting or experiencing any CNS
dysfunction, rehydrate orally with chilled water or sports
drink. If athlete is unable to take oral fluids, implement
intravenous infusion of normal saline.

Monitor heart rate, blood pressure, respiratory rate, rectal
temperature and CNS status.

. Transport to an emergency facility if rapid improvement is

not noted with prescribed treatment. Contact AD.

. Return to Play Considerations after heat exhaustion:

Athlete should be symptom free and fully hydrated.
Recommend physician clearance or, at minimum, a
discussion with supervising physician before return.

Rule out underlying condition or illness that predisposed
athlete for continued problems.

Avoid intense practice in heat until at least the next day to
ensure recovery from fatigue and dehydration. (In severe
cases, intense practice in heat should be delayed for more
than 1 day.)

If underlying cause was lack of acclimatization and/or
fitness level, correct this problem before athlete returns to
full-intensity training in heat (especially in sports with
equipment)

E. Heat Stroke’
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.—h

Suspect if collapse or central nervous system dysfunction
(e.g. irrational behavior, irritability, emotional instability,
altered consciousness, collapse, coma, dizziness etc)

. If suspected check rectal temperature (if thermometer is

available).

If Heat Stroke is suspected and/or temperature is > 104°F,
immediately immerse the athlete’s whole body in cold water
(approximately 35°-58°F/1.67°-14.5°C) if possible on-site.

. If on-site cold water immersion is not possible move athlete

to cooler environment and apply ice bags around athletes
neck, armpits, groin, etc.

Call 911/Activate EMS

Remove all excess clothing and equipment

g. Monitor airway, breathing, circulation, core temperature,

ii.

iii.

iv.

vi.

and CNS status (cognitive, convulsions, orientation,
consciousness, etc.) at all times.

. Cease aggressive cooling when core temperature reaches

approximately 102°F (38.3°-38.9°C); continue to monitor.

If rapid onsite cooling was administered and rectal

temperature has reached approximately 102°F (38.3°-

38.9°C), transport athlete to medical facility for monitoring

of possible organ system damage.

Contact Athletic Director.

Return to Play after EHS:
Physician clearance is necessary before returning to
exercise. The athlete should avoid all exercise until
completely asymptomatic and all laboratory tests are
normal.
Severity of the incident should dictate the length of
recovery time. The athlete should avoid exercise for the
minimum of 1 week after release from medical care.
The athlete should cautiously begin a gradual return to
physical activity to regain peak fitness and
acclimatization under the supervision of an AT or other
qualified health care professional. Type and length of
exercise should be determined by the athlete's physician
and might follow this pattern:
Easy to moderate exercise in a climate controlled
environment for several days, followed by strenuous
exercise in a climate-controlled environment for several
days
Easy to moderate exercise in heat for several days,
followed by strenuous exercise in heat for several days.
(If applicable) Easy-to-moderate exercise in heat with
equipment for several days, followed by strenuous
exercise in heat with equipment for several days.
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F. Exertional Hyopnatremias® Appropriate to consider in appropriate
event lasting for several hours of continuous exercise, ex. Marathon.

a. If blood sodium levels cannot be determined onsite, hold off
on rehydrating athlete (may worsen condition) and transport
immediately to a medical facility.

b. The delivery of sodium, certain diuretics or intravenous
solutions may be necessary. All will be monitored in the
emergency department to ensure no complications develop.

c. Return to Play Consideration:

i.  Physician clearance is strongly recommended in all
cases.

ii.  In mild cases, activity can resume a few days after
completing an educational session on establishing an
individual-specific hydration protocol. This will
ensure the proper amount and type of beverages and
meals are consumed before, during and after
physical activity
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CoxHealth Heat Related Recommendations and additional information:

1. It is recommended that practice sessions during middle and late August be
scheduled as much as possible during the early morning hours and late
evening hours. For example, 8 o'clock practice in the morning and 6:00
p.m. practices seem to be advisable. When more than one practice session
per day is encountered, sufficient recovery time should be observed
between sessions."

2. It is recommended that during hot weather in game situations several heat
breaks be called in addition to any other time-outs. It is recommended that
at least three (3) breaks per quarter be done by the officiating crew. (For
Football)."

3. Heat disorders may be classified as heat cramps, heat syncope, heat
exhaustion and heat stroke.’

a. Exercise associated muscle cramps (EAMC), also called heat cramps,
are painful spasms of skeletal muscles that are commonly observed
following prolonged, strenuous exercise, often in the heat.’

b. In EAMC, the affected muscle or muscle group is contracted tightly
causing pain that is sometimes excruciating. Most EAMC spasms last
1-3 min, but the total series may span 6-8 hours.*

c. Heat cramps are often present in athletes who perform strenuous
exercise in the heat.’

d. Common signs and symptoms associated with heat cramps are intense
pain (not associated with acute muscle strain) and persistent muscle
contractions in working muscles during and after prolonged exercise
and most often associated with exercise in heat. Other signs and
symptoms include "salty sweaters” (those with high salt concentration
in sweat), high sweat rate, heavy sweating, lack of heat
acclimatization, insufficient sodium intake (during meals and
practice), dehydration, thirsty, irregular meals, increased fatigue and
previous cramping history.

e. Heat exhaustion is a moderate illness characterized by the inability
to sustain adequate cardiac output, resulting from strenuous physical
exercise and environmental heat stress5

i. An athlete with heat exhaustion has obvious difficulty
continuing intense exercise in heat, lack of severe
hyperthermia (usually <104°F/40°C), although it would be
expected to find mild hyperthermia at the time of the incident
(more commonly, 100°-103°F/37.7°-39.4°C) and lack of
severe CNS dysfunction5. Other common signs and symptoms
are physical fatigue, dehydration and/or electrolyte depletion,
ataxia and coordination problems, syncope, dizziness, profuse
sweating, pallor, headache, nausea, vomiting, diarrhea,
stomach/ intestinal cramps, persistent muscle cramps and
rapid recovery with treatment.’

ii. The vast majority of athletes with heat exhaustion recover on
site and, when clinically stable, may be discharged in the



company of a friend or relative with instructions for continued
rest and rehydration.’

4. Exertional heat stroke (EHS) “is defined as a rectal temperature greater

than 40°C (104°F) accompanied by symptoms or signs of organ system
failure, most frequently central nervous system dysfunction. Early
recognition and rapid cooling can reduce both the morbidity and mortality
associated with EHS.?

a. EHS is a life-threatening medical emergency that requires immediate
whole body cooling for a satisfactory outcome.

b. Cold water immersion provides the fastest whole body cooling rate
and the lowest morbidity and mortality for EHS. When water
immersion is unavailable, ice water towels/ sheets combined with ice
packs on the head, trunk, and extremities provide effective but
slower whole body cooling.?

c. Common signs and symptoms associated with EHS are CNS dysfunction
(altered consciousness, coma, convulsions, disorientation, irrational
behavior, decreased mental acuity, irritability, emotional instability,
confusion, hysteria, apathy) and hyperthermic (rectal temperature
usually >104°F/40°C) immediately post-incident. Other signs and
symptoms include nausea, vomiting, diarrhea, headache, dizziness,
weakness, hot and wet or dry skin (important to note that skin may
be wet or dry at time of incident), increased heart rate, decreased
blood pressure, increased respiratory rate, dehydration and
combativeness.’

. Exertional Hyponatremia is when an athlete consumes more fluids
(especially water) than necessary, and/or sodium lost in sweat is not
adequately replaced, sodium in the bloodstream can become diluted and
cause cerebral and/or pulmonary edema. This is called hyponatremia (low
blood-sodium levels) and tends to occur during warm/hot weather
activities. °

a. The risk of acquiring hyponatremia can be substantially reduced if
fluid consumption during activity does not exceed fluid losses and
sodium is adequately replaced. Because progressive dehydration may
also compromise thermoregulatory function, it is of great value for
an athlete to be aware of individual fluid needs to protect against
both dehydration and overhydration.’

b. Most critical criteria for determination are low blood sodium levels
(<130 mmol/L). Severity of condition increases as sodium levels
decrease, likelihood of excessive fluid consumption before, during
and after exercise (weight gain during activity), low sodium intake,
likelihood of sodium deficits before, during and after exercise and if
condition progresses, CNS changes (e.g., altered consciousness,
confusion, coma, convulsions, altered cognitive functioning) and
respiratory changes resulting from cerebral and/or pulmonary
edema, respectively. Other signs and symptoms might include
increasing headache, nausea, vomiting (often repetitive), swelling of
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10.

11.

12

13.

extremities (hands and feet), irregular diet (e.g., inadequate sodium
intake), during prolonged activity (often lasting >4 hours), copious
urine with low specific gravity following exercise, lethargy/apathy,
agitation and absence of severe hyperthermia (most commonly
<104°F/40°C).’
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Sports Medicine

CoxHealth Sports Medicine Lightning Policy and Procedures
Policy
Cox Health Sports Medicine has adopted the position statement from the National
Athletic Trainers’ Association (2000)" on lightning safety for athletics.
The on-site certified athletic trainer (AT) will follow procedure as a guide while
covering any outdoor home varsity practice and/or event.
Procedure
1. Formalize and implement a comprehensive, proactive lightning-safety policy or
emergency action plan specific to lightning safety. The components of this
policy should include the following':
A. An established chain of command that identifies who is to make the call
to remove individuals from the field or an activity."

On-site school administrator (if school administrator is not present then Head
Official)
Athletic Director OR On-site school administrator (if AT on-site)

v
Site/Event Coordinator and Umpire(s)

v
Announcements (Spectators)

B. A designated weather watcher (ie, a person who actively looks for the
signs of threatening weather and notifies the chain of command if severe
weather becomes dangerous).’

I.  On-site AT OR Athletic Director, On-site school administrator,
and/or Head/Assist. Coach (if AT not on-site)

C. A means of monitoring local weather forecasts and warnings."

I.  Sky Scan Lightning/Storm Detector; National Weather Service
Website/Radar via internet and/or cell phone

D. A listing of specific safe locations (for each field or site) from the
lightning hazard.’

I.  Each high school will have designated safe locations for each
sport/venue in their Emergency Action Plans (EAPs).

E. The use of specific criteria for suspension and resumption of activities

(refer to recommendations 4, 5, and 6)."
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F. The use of the recommended lightning-safety strategies (refer to
recommendations 7, 8, and 9)."

. The primary choice for a safe location from the lightning hazard is any
substantial, frequently inhabited building. The electric and telephone wiring
and plumbing pathways aid in grounding a building, which is why buildings are
safer than remaining outdoors during thunderstorms. It is important not to be
connected to these pathways while inside the structure during ongoing
thunderstorms."

a. Each high school should have a list in their EAPs of safe locations for
each sport venue.

. The secondary choice for a safer location from the lightning hazard is a fully
enclosed vehicle with a metal roof and the windows closed. Convertible cars
and golf carts do not provide protection from lightning danger. It is important
not to touch any part of the metal framework of the vehicle while inside it
during ongoing thunderstorms.’

. Seeking a safe structure or location at the first sign of lightning or thunder
activity is highly recommended. By the time the flash-to-bang count
approaches 30 seconds (or is less than 30 seconds), all individuals should
already be inside or should immediately seek a safe structure or location. To
use the flash-to-bang method, the observer begins counting when a lightning
flash is sighted. Counting is stopped when the associated bang (thunder) is
heard. Divide this count by 5 to determine the distance to the lightning flash
(in miles). For example, a flash-to-bang count of 30 seconds equates to a
distance of 6 miles (9.66 km)."

a. Another important factor to consider when using the flash to- bang
method is that, although a relatively rare occurrence, lightning has been
reported to strike 16.09 km (10 miles) or more from where it is raining.’

b. An important adage for athletic trainers, coaches, and officials to
remember is, “if you see it (lightning) flee it, if you hear it (thunder),
clear it.”

. Postpone or suspend activity if a thunderstorm appears imminent before or
during an activity or contest (regardless of whether lightning is seen or thunder
heard) until the hazard has passed. Signs of imminent thunderstorm activity are
darkening clouds, high winds, and thunder or lightning activity."

. Once activities have been suspended, wait at least 30 minutes after the last
sound of thunder or lightning flash before resuming an activity or returning
outdoors. A message should be read over the public address system and
lightning-safety tips should be placed in game programs alerting spectators and
competitors about what to do and where to go to find a safer location during
thunderstorm activity.

a. Public Address System Evacuation Announcements

i. "All spectators, competitors, and personnel should go inside the
nearest school building as quickly as possible. A vehicle with a
metal roof and the windows rolled up is a safe alternative to a
sturdy building. Do not take shelter under trees or other tall,
lone objects. Do not remain on, under, or near metal bleachers
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7.

10.

11.

12.

13.

or metal fences. Do not use the telephone or the shower or
plumbing facilities."*
b. Each time lightning is observed or thunder is heard, the 30-minute clock
should be reset.’
Extremely large athletic events are of particular concern with regard to
lightning safety. Consider using a multidisciplinary approach to lessen lightning
danger, such as integrating weather forecasts, real-time thunderstorm data, a
weather watcher, and the flash-to-bang count to aid in decision making.’

. Avoid being in contact with, or in proximity to, the highest point of an open

field or on the open water. Do not take shelter under or near trees, flag poles,
or light poles."

. Avoid taking showers and using plumbing facilities (including indoor and

outdoor pools) and land-line telephones during thunderstorm activity. Cordless
or cellular telephones are safer to use when emergency help is needed.’
Individuals who feel their hair stand on end or skin tingle or hear crackling
noises should assume the lightning-safe position’:
a. Crouched on the ground, weight on the balls of the feet, feet together,
head lowered, and ears covered). DO NOT lie flat on the ground.
Observe the following basic first-aid procedures, in order, to manage victims of
lightning strike:
A. Survey the scene for safety. Ongoing thunderstorms may still pose a
threat to emergency personnel responding to the situation.
. Activate the local emergency management system/EAP.
. Move the victim carefully to a safer location, if needed.
. Evaluate and treat for apnea and asystole.
. Evaluate and treat for hypothermia and shock.
. Evaluate and treat for fractures.
. Evaluate and treat for burns.
All persons should maintain current cardiopulmonary resuscitation (CPR) and
first-aid certification.’
All individuals should have the right to leave an athletic site or activity,
without fear of repercussion or penalty, in order to seek a safe structure or
location if they feel they are in danger from impending lightning activity."

AOMMmOoON®

Note: “It is not uncommon to find a lightning-strike victim unconscious, with
fixed and dilated pupils and cold extremities and in cardiopulmonary arrest.
Case studies of individuals with prolonged apnea and asystole after a lightning
strike have demonstrated successful resuscitations using CPR. Once stopped,
the heart will most likely spontaneously restart, but breathing centers in the
brain may be damaged. Respiratory arrest lasts longer than cardiac arrest,
leading to secondary asystole from hypoxia. Therefore, the basic principle of
Triage, “treat the living first,” should be reversed in cases involving casualties
from a lightning strike. It is imperative to treat those persons who are
“apparently dead” first by promptly initiating CPR.”’
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#>COXHEALTH

Sports Medicine

CoxHealth Sports Medicine Skin Infection Policy and Procedures
POLICY
The CoxHealth Skin Infection Policy follows in accordance with Sports Related Skin
Infections Position Statement and Guidelines from the Missouri State High School
Activities Association (MSHSAA), the National Federation of State High School
Associations’ (NFHS) Sports Medicine Advisory Committee (SMAC), and the National
Athletic Training Association’s (NATA) position statement on Infectious Skin
Disease.

The nature of athletics lends to an environment that may increases the risk of skin
infection. While the majority of these infections are transmitted through skin-to-
skin contact, a significant number are due to shared equipment, towels, or poor
hygiene in general.' Trauma, environmental factors, and infectious agents act
together to continually attack the integrity of the skin.?

The guidelines set forth follow the principles of Universal Precautions and err in
favor of protecting participants in situations where skin-to-skin contact may occur.
Consideration may be given to the particular sport with a reduced risk of
transmission, but these rules must be strictly adhered to in sports such as
wrestling, football, and basketball where skin to skin contact is frequent and
unavoidable."

Risk of Transmission
The NFHS SMAC has established three different levels of categorizing the risk of
transmission.

High Risk Medium Risk Low Risk
-Football -Baseball -Tennis
-Wrestling -Softball -Track and Field
-Basketball -Lacrosse -Cross Country
-Cheer/Spirit -Swim and Dive
-Volleyball -Golf
-Soccer

General Guidelines

The most common skin infections include fungal
infections, viral infections (herpes simplex and molluscum
contagiosum) and bacterial infections (impetigo, :
folliculitis, furuncles, carbuncles and MRSA (methicillin- ¥
resistant staphylococcus aureus). Miscellaneous Viral T
Infections such as
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Molluscum contagiosum and verruca are types of warts that are caused by viruses,
but are not considered highly contagious. Therefore these lesions require no
treatment or restrictions, but should be covered if prone to bleeding when
abraded.

Ringworm, Tinea Corporis

Clinical Features: These fungal lesions are due to dermatophytes. Lesions often
present with a well-defined, round, erythematous, scaly plaque with raised
borders; however, tinea corporis gladiatorum (tinea corporis in wrestlers)
frequently presents with a more irregular lesions.? It easily transmissible.

PROCEDURE: The athlete should be treated with an oral or topical antifungal
medication for a minimum of 72 hours prior to participation. Once the lesion is
considered to be no longer contagious it may be covered with a bio-occlusive
dressing, pre-wrap, and tape.

Impetigo, Folliculitis, Carbuncle and Furuncle, MRSA
Clinical Features:
* Impetigo: Bullous impetigo presents on the trunk or the extremities with
raised blisters that rupture easily, resulting in moist erosions surrounded by
a scaly rim. Nonbullous impetigo presents with thin walled vesicles that
rupture into a honey-colored crust.

* Folliculitis: Presents as papules and pustules at the base of hair follicles,

especially in areas that have been shaved, taped, or abraded. Also known as

ingrown hair.

* Carbuncle and Furuncle: Furuncles present as tender areas that, over
several days, develop a reddened nodular swelling; carbuncles present as
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the coalescence of multiple furuncles in a deep, communicating, purulent
mass.

*  MRSA: community-associated MRSA presents similarly to other bacterial
infections. Furuncles, carbuncles, and abscesses are the most frequent
clinical manifestations. Often community-associated MRSA lesions are
confused with spider bites. Lesions may begin as small pustules that develop
into larger pustules or abscesses with areas of erythema and some tissue
necrosis.

PROCEDURE: While these infections may be secondary to a variety of bacteria,
they should all be treated as MRSA infections. The athlete should be removed from
practices and competition and treated with oral antibiotics. Return to contact
practices and competition may occur after 72 hours of treatment providing the
infection is resolving.

All lesions are considered infectious until each one has a well-adherent scab
without any drainage or weeping fluids. Once a lesion is no longer considered
infectious, it should be covered with a bio occlusive dressing until complete
resolution.

Since nasal colonization of these bacteria is common, recurrent episodes may
bring the need to consider treatment with intranasal topical mupirocin and daily
body washes with a chlorhexidine 4% solution for at least five days. All team
members should be visually screened for similar infections.

Shingles and Cold Sores

Clinical Features: Lesions are typically found on the head, face, neck, or upper
extremities and present as clustered, tense vesicles on an |
erythematous base.

PROCEDURE: Lesions on exposed areas of skin that are not covered
by clothing, uniform, or equipment require the player to be
withdrawn from any activity that may result in direct skin-to-skin
contact with another participant. Covering infectious lesions with an
occlussive dressing is not acceptable. Primary outbreaks of shingles
and cold sores require 10-14 days of oral antiviral medications while
recurrent outbreaks require five days of treatment as a minimum treatment time

«-
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prior to returning to participation. To be considered “non-contagious,” all lesions
must be scabbed over with no oozing or discharge and no new lesions should have
occurred in the preceding 48 hours.

Herpes Gladiatorum

Herpes Gladiatorum is a skin infection, primarily seen among
wrestlers, is caused by Herpes Simplex Virus Type 1 (HSV-1). The
spreading of this virus is strictly skin-to-skin with the preponderance
of the outbreaks developing on the head, face and neck, reflecting
the typical lock-up position.

Clinical Features: raised rash with groupings of 6-10 vesicles
(blisters). The skin findings are accompanied by sore throat, fever,
malaise and swollen cervical lymph nodes.

PROCEDURE: The infected individual should be removed from contact and treated
with antiviral medications for 10-14d (recurrence 5d) They may return to contact
only after all lesions are healed with well adherent scabs, no new vesicle
formation and no swollen lymph nodes near the affected area. Consideration
should be given to prophylactic oral antivirals for the remainder of the season and
each subsequent season.

Minimum Criteria for Return to Play

Condition Return to Play

Tinea corporis (ring worm) -Minimum 72 hour oral or topical anti-
fungal (14 days if on scalp)

-Lesions must be covered with bio-
occlusive dressing, pre-wrap, and tape
Impetigo, Folliculitis, Carbuncle and | -No new lesions at least 48 hours
Furuncle, MRSA -Minimum 72 hour (oral) antibiotic
therapy

-No moist or draining lesions

MRSA lesions must be treated for a
minimum of 7 days.

Herpes Gladiatorum (Herpes Simplex- | -Free of systemic symptoms (fever,
primary), Shingles, Cold Sores malaise, swollen lymph nodes, etc.)
-No new lesions at least 72 hrs

-No moist lesions, lesion must be
covered by a firm, adherent crust
-Minimum of 120 hours (full 5 days)
systemic antiviral therapy or 10-14
days therapy if first infection

References:
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Medical Emergency Protocol

1. Assess the situation. Quickly check for level of consciousness, airway,

breathing, and circulation. Do not move an unconscious athlete. Always assume
there is a neck injury until it is known otherwise.

. Begin appropriate emergency care. The most qualified individual on scene
should provide acute care to the patient(s) or direct other care providers, as
needed. Individuals with lower credentials should yield to those with more
appropriate training in regards to life-threatening situations, orthopedic
injuries, and medical complaints.

. Activate EMS (if necessary) & notify student-athlete’s parents. If athletic
trainer is not present, call athletic trainer. This should be done as soon as the
situation is deemed an emergency or a life-threatening event. Activating the
EMS system may be done by anyone. However, the person chosen for this duty
should be someone who is calm under pressure and who communicates well
over the telephone. This person should also be familiar with the location of the
injured person and the facility (administrator, coaching staff, school resource
officer).

Activation of the EMS system (Making the call)

» Dial 9-1-1 from any on- or off-campus phone
« Providing Information:
Identification of caller (Name and title, if needed)

Phone number
Location of the caller (Your specific location & location of the
patient, if different)
Number of injured patients
The condition of patient(s)
. First Aid treatment initiated by the First Responder
» Directions needed to locate the emergency scene

» Provide other information as requested by the 9-1-1 dispatcher

. Appoint an individual to wait for Emergency Medical Services at designated
entrance. This should be someone with keys to any locked gate or doors and
should know the fastest access to the emergency scene. The school resource
officer or a policeman will perform this role if present otherwise a person at
the scene should be designated. This person should remain stationed at the
appropriate pre-arranged arrival site until EMS arrives. Be prepared to unlock
and open any gates and/or doors as needed for appropriate access.
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5. Remove student-athletes and spectators from emergency scene. Limit scene
to those providing care. Move bystanders away from area. Allow family to
remain close but try to prevent them from interfering with care.

6. Gathers all necessary paperwork for hospital treatment. If parent is not
present, a coach or school administrator should accompany athlete to the
hospital with a copy of the athlete’s Pre-Participation Exam. Every team should
travel with copies of each athlete’s PPE.

Emergency Action Plans

Emergency Action Plans for all facilities begin on page 12. Each summer, the
medical staff, coaching staff, and local emergency personnel will meet to review
and rehearse each EAP. Before each sporting event, the athletic health care team
will meet to briefly review their roles, location of equipment, and other pertinent
information
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Athletic Training Room

Address: 1 David Sippy Drive, Monett, MO 65708
Directions: Drive East on Cleveland/Business 60. School is located on the north
side of the road across from the Police Station.

Closest Phone: South Wall in ATR under cabinet

Key Holders: Coach, Athletic Trainer, or Administrator
Key Needed: Key Fob and AAA

AED: Commons outside of Assistant Principal’s Office

Ambulance Entrance: West Entrance by Weight Room

Tornado Shelter: Performing Arts Center

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

Gathers all necessary paperwork for hospital treatment.
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Weight Room#
Entrance
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Burl Fowler Stadium

Address: 710 9'" Street
Directions: Southwest Corner of Cleveland and 13" Street. See map for
detailed entrance locations.

Phone: Cell Phone

Key Holder: Coach, Athletic Trainer, or Administrator
Key Needed: Master Padlock Key

AED:
During Practice: Locker Room on the Purple Box
During Events: Home Sidelines (during events)
During Off-Season: No AED at this location. Call 9-1-1.

Ambulance Entrance: Front Entrance or South Gate off access road (dependent on
location of emergency)

Tornado Shelter: Middle School Cafeteria

During lightning delays (as determined by the Monett R1 Lightning
Policy), spectators should return to their personal vehicles, the
restrooms on the south end of the Field House, or other lightning safe
location. A lightning safe location is an enclosed building with
plumping and electrical or a hardtop vehicle with windows up. Players,
coaches, and officials will take shelter in the Field House.

STOP!

If athlete is unconscious and/or has possible sustained a head or neck
injury - Do NOT move athlete!!!!

1. Assess the situation.

2. Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

3. Activate EMS giving exact location and appropriate entrance. Contact
student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

4. Remove student-athletes and spectators from emergency scene.

5. Appoint an individual to wait for Emergency Medical Services at designated
entrance.

6. Gathers all necessary paperwork for hospital treatment.
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Stadium/Main
Entrance
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E.E. Camp Gymnasium (Middle School)

Address: 710 9" Street
Directions: Go south on H Hwy through the light at Cleveland. Middle School
Gymnasium will be on the East side of the Road.

Phone: Offices in Boys or Girls Locker Rooms

Keys: Coach or Administrator

AED: North Wall by Door in Middle School Teacher Workroom

Ambulance Entrance: Front Entrance or Lower Entrance on SE Corner of building
(depending on location of emergency)

Inclement Weather Shelter: Middle School Cafeteria

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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High School Gymnasium

Address: 1 David Sippy Drive
Directions: Drive East on Cleveland/Business 60. School is located on the north
side of the road across from the Police Station.

Phone: Weight Room

Key Holder: Coach, Athletic Trainer, or Administrator
Key Needed: Key Fob and AAA

AED: Commons outside of Assistant Principal’s Office

Ambulance Entrance: West Entrance by Weight Room

Inclement Weather Shelter: Performing Arts Center

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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Monett Athletic Complex (MAC)

Address: 2150 Park Street
Directions: Drive East on Cleveland/Business 60. MAC is located behind
Ramey’s in the old gymnastic building.

Phone: Wall behind Counter

Keys: Coach

AED:

During Off-Season: No AED at this location. Call 9-1-1.
During Winter Sports Season: Counter

Ambulance Entrance: Front entrance

Inclement Weather Shelter: Locker Room/Bathrooms or Performing Arts Center

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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Monett YMCA

Address: 115 S. Lincoln Ave
Directions: From the intersection of Highway 60 and Highway 37/Lincoln Ave.,
go south on Highway 37/Lincoln Ave. The YMCA is located on the east side of
the road immediately past the South Park Entrance.

Phone: Front Desk/Pool Area

Keys: Front Desk Staff

AED: Entrance near desk

Ambulance Entrance: Front entrance on east side of building

Inclement Weather Shelter: YMCA Locker Rooms

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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North Park Baseball Fields

Address: None
Directions: Take Hwy 37 North towards the north edge of town. Park is on the
east side of the road before the large turn. To get to the baseball field, go

straight through the parking lot and over the bridge. Field will be on your left.

Phone: Cell Phone
Keys: n/a
AED: No AED at this location. Call 9-1-1.

Ambulance Entrance: Enter access road into North Park through the baseball
paking lot. Designated individual will need to remove cable from entrance.

Tornado Shelter: Middle School Cafeteria

During lightning delays (as determined by the Monett R1 Lightning
Policy), everyone should return to their personal vehicles/bus, the
restrooms in the concessions building, or other lightning safe location.
A lightning safe location is an enclosed building with plumping and
electrical or a hardtop vehicle with windows up.

STOP!

If athlete is unconscious and/or has possible sustained a head or neck
injury - Do NOT move athlete!!!!

1. Assess the situation.

2. Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

3. Activate EMS giving exact location and appropriate entrance. Contact
student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

4. Remove student-athletes and spectators from emergency scene.

5. Appoint an individual to wait for Emergency Medical Services at designated
entrance.

6. Gathers all necessary paperwork for hospital treatment.
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North Park Softball Fields

Address: None
Directions: Take Hwy 37 North towards the north edge of town. Park is on the
east side of the road before the large turn. To get to the softball field, take
an immediate left before entering the main parking lot. Go around to the
lower parking lot.

Phone: Cell Phone
Keys: n/a
AED: No AED at this location. Call 9-1-1.

Ambulance Entrance: Access road through North Park entering from lower parking
lot.

Tornado Shelter: Middle School Cafeteria

During lightning delays (as determined by the Monett R1 Lightning
Policy), everyone should return to their personal vehicles/bus, the
restrooms in the concessions building, or other lightning safe location.
A lightning safe location is an enclosed building with plumping and
electrical or a hardtop vehicle with windows up.

STOP!

If athlete is unconscious and/or has possible sustained a head or neck
injury - Do NOT move athlete!!!!

1. Assess the situation.

2. Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

3. Activate EMS giving exact location and appropriate entrance. Contact
student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

4. Remove student-athletes and spectators from emergency scene.

5. Appoint an individual to wait for Emergency Medical Services at designated
entrance.

6. Gathers all necessary paperwork for hospital treatment.
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North Park Tennis Courts

Address: None
Directions: Take Hwy 37 North towards the north edge of town. Park is on the

east side of the road before the large turn. Tennis courts are on the south side

of the main parking lot.

Phone: Cell Phone

Keys: n/a

AED: No AED at this location. Call 9-1-1.

Ambulance Entrance: Access road through North Park

Tornado Shelter: Middle School Cafeteria

During lightning delays (as determined by the Monett R1 Lightning
Policy), everyone should return to their personal vehicles/bus, the
restrooms in the concessions building, or other lightning safe location.
A lightning safe location is an enclosed building with plumping and
electrical or a hardtop vehicle with windows up.

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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South Park Soccer Fields

Address: None
Directions: From 13" St., turn WEST or from Central St. turn EAST onto Dairy
St. Turn south onto Waldensian. Go under the bridge. The soccer fields will be
on your right.

Phone: Cell Phone

Keys: City Padlock Key

AED: No AED at this location. Call 9-1-1.

Ambulance Entrance: Second Parking Lot

Tornado Shelter: Middle School Cafeteria or Performing Arts Center

During lightning delays (as determined by the Monett R1 Lightning
Policy), everyone should return to their personal vehicles/bus, the
restrooms in the concessions building, or other lightning safe location.
A lightning safe location is an enclosed building with plumping and

electrical or a hardtop vehicle with windows up.

STOP!

If athlete is unconscious and/or has possible sustained a head or neck

1.

2.

injury - Do NOT move athlete!!!!
Assess the situation.

Begin appropriate emergency care.
(I.e. CPR, Stabilize head/neck, compression, elevation)

. Activate EMS giving exact location and appropriate entrance. Contact

student-athlete’s parents. If athletic trainer is not present, call athletic
trainer.

Remove student-athletes and spectators from emergency scene.

. Appoint an individual to wait for Emergency Medical Services at designated

entrance.

. Gathers all necessary paperwork for hospital treatment.
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Appendix A
Basic Team Medical Kit Supplies

Basic First Aid

08 2 1 T- 1 L $8.15

22T 0137 0 $1.83

€] o1V $3.25
NON-SEEIILE GAUZE. .. eeireiiitiii i it e e eeareeeaeeeaeeanaenn $1.00
*HaNd SANTHIZET . .vviiiiii i e e e e e e e eenaeenns $1.25
*Hydrogen Peroxide (DOttle).....coueiieiiiiiiiiiiiiii e $1.75
*Hydrogen Peroxide (20Z SPray)....eeeeeeeeeeeeeieeeeneeeenseeenneeennseenneenns $3.95
Triple-antibiotic 0INtMENT ...oveiii e $2.00
AsSOrted Dandages ....c.vvviniiiiii i e e $6.00
Y=ot T ] 14 1o T $3.50
Cotton-tipped applicators ....ccvviiiiiiiiiiiiiiiiiiii ittt eeaaas $0.30
TONGUE AEPIESSOIS «enneteineeeeteeeeeeeneeeeneeeaseeerseeansseenseeesseeennenns $0.25

B PN el o] oY= 3 $1.95

N oLy =3 o LU N $0.30
000 ] 7 Tt f O T T $2.75
{00 ] % Yot dYo ] LU o] o FAP $6.05

Tt o - V=3 ON $1.50
o G BT T o XN $7.90
Taping Supplies

B 1L 1Y 7 12 T $11.15
SR - o N $1.15/roll
A=) el 1)V = o T $2.20/roll
LA a1 o YT $2.30/roll
*Shark (LAPE CULLET) et it iiie i i e i eie e et eenneeenaeeenneenns $14.65
Elastic Wraps

*4” SINGLle ELaStiC WIaD cuuveiiii i i eieei e et eeineeeieeeenaeenns §2.75/each
*6” DOUDLE ElaStiC Wrap ..vveeeeiiiiiii i eiei et e eenneeenneenns $6.96/each
N (= { (ol o Y ol -1 o T $4.45/each

*Indicates durable items that should be returned intact at the end of the season.
Bottles may be refilled as needed in the athletic training room. Elastic wraps may
be washed and reissued.

All other items are considered single use and may be replenished as needed by the
athletic trainer. Please give 1-2 hours notice when consumable items need to be
replenished.
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Appendix B
Athletic Trainer System®

CoxHealth uses Athletic Trainer System® (ATS) to manage the documentation of
health records of all student- athletes for whom we provide sports medicine
services. Student-athletes and their parents/guardians can create a user profile
which enables them to 1) provide/update demographic , emergency contact,
insurance, and health history information, 2) complete and electronically sign
and/or scan and upload important documents, and 3) report injuries to the
athletic trainer. Initial user profile set up takes about 20-30 minutes. Once
completed each athlete/parent/guardian will then be able to review and verify
their information each year in a matter of minutes. Having up-to-date and
accurate information helps your athletic trainer provide the best level of medical
services, which is a direct benefit to you. If you encounter any difficulties, please
contact your school’s athletic trainer directly for assistance.

If you know you have never created a User Profile in ATS, skip down to the
‘Instructions for Creating a NEW User Profile’, otherwise, start here.

Instructions for updating information in an EXISTING User Profile

Step 1: Go to coxhealth2.atsusers.com using any internet browser (except Internet
Explorer, version 10).

Step 2: Using your established Athlete ID and Password, and ‘atscoxhealth’ as the
Database Name, log in to your user profile and click on ‘Agree’ when the User
Agreement screen pops up.

Step 3: Click on the Athlete Information icon and then using the tabs at the top
of the main screen to navigate from page to page, update the General, Insurance,
and Contacts information, clicking on the ‘Verify...” button on each of those
screens to save any changes made or verify that you have checked it all for
correctness.

Step 4: Click on the Athlete Forms tab. Using the Form Name dropdown menu,
select and complete, one at a time, all three applicable forms (Health History
Form, Medical Treatment Consent Form, impact Testing Consent Form). These
forms require electronic signatures from both the student-athlete AND the
parent/guardian. This is done by signing with a stylus or using the mouse or mouse
pad, then typing the signer’s name, then clicking on “Sign” to apply the signature.
Each signature will update within about 20-30 seconds. Once each form has been
completed and signed, click “Save” and watch for the verification message to
appear.

**Before moving on to Step 5, scan or take a photo of your completed physical and
save it to your computer, so that you can upl oad it in Step 5. Please note, the file
cannot exceed 1MB in size, so you may have to use a lower resolution if you are
taking a photo of it with a Smartphone

Step 5: Click on the eFiles tab. Place your cursor in the Description field and type
“Physical 2014-15”, then click on “Choose File”. Locate the file containing your
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scanned or photographed, completed physical and double click on it. When it
appears next to the “Choose File” button, then click on “Upload”. A pop-up
window telling you that your save is complete should appear, and your new
document should appear in the list.

Thank you for taking the time to update your health information. You can now
logout of ATS®.

Instructions for creating a NEW User Profile

Step 1: Go to coxhealth2.atsusers.com using any internet browser (except Internet
Explorer, version 10).

Step 2: Using the word ‘New’ as both an Athlete ID and Password, and
‘atscoxhealth’ as the Database Name, log in to the Athletic Trainer System®
Athlete Portal, and click on ‘Agree’ when the User Agreement screen pops up.

Step 3: Complete as much information as you can (yellow highlighted field are
required) under the General tab. If necessary, multiple items can be selected
from dropdown menus by holding down the ‘Control’ key on your keyboard while
selecting the items. In the Athlete ID field we recommend using your student ID
number. In the Password field, use a familiar, but strong password that
incorporates capital and lower case letters, numbers and/or symbols. This Athlete
ID and Password is what you will use the next time you log in to ATS. You can type
freely in the Medical Alerts, Allergies, and Current Medications fields, so even if
an option is not listed, please type it in, providing all pertinent information. Do
not leave these blank; at least type “None” or “N/A” so that it is apparent that
you did not skip that field. Once complete click “Save Athlete Information”.

**Note: When trying to save your profile, if you get a pop-up error stating that an
athlete with that name, gender, year and birth date already exists, you will need
to logout, obtain the existing Athlete ID and Password from your athletic trainer,
and follow the instructions for updating an EXISTING User Profile (found above in
these instructions).

Once information under the General tab has been saved, the screen will refresh
and four new tabs (Insurance, Contacts, Athlete Forms, and eFiles) will appear
at the top of the screen. Provide that data page by page, saving your information
by clicking on the blue check mark at the bottom of each page once completed.

Insurance Tab Click the “Add” icon and provide as much information as you can
(yellow highlighted fields are required). At the bottom, you can easily upload a
scanned or photographed image of your insurance card (image cannot exceed 1MB)
by taking a picture and emailing it to yourself and saving it to your computer.

Contacts Tab Click the “Add” icon and fill out as much information as you can
(yellow highlighted fields are required). Enter at least 1 emergency contact, but
preferable 2-3.

Step 4: Click on the Athlete Forms tab. Using the Form Name dropdown menu,
select and complete, one at a time, all three applicable forms (Health History
Form, Medical Treatment Consent Form, impact Testing Consent Form). These
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forms require electronic signatures from both the student-athlete AND the
parent/guardian. This is done by signing with a stylus or using the mouse or mouse
pad, then typing the signer’s name, then clicking on “Sign” to apply the signature.
Each signature will update within about 20-30 seconds. Once each form has been
completed and signed, click “Save” and watch for the verification message to
appear.

**Before moving on to Step 5, scan or take a photo of your completed physical and
save it to your computer, so that you can upl oad it in Step 5. Please note, the file
cannot exceed 1MB in size, so you may have to use a lower resolution if you are
taking a photo of it with a Smartphone

Step 5: Click on the eFiles tab. Place your cursor in the Description field and type
“Physical 2014-15”, then click on “Choose File”. Locate the file containing your
scanned or photographed, completed physical and double click on it. When it
appears next to the “Choose File” button, then click on “Upload”. A pop-up
window telling you that your save is complete should appear, and your new
document should appear in the list.

Thank you for creating your user profile and providing us with this important
information. You can now logout of ATS®.
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Appendix C

Cleaning Schedule

Dept/Team:

Daily
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Appendix D

Downloaded from bjsm.bmj.com on May 29, 2013 - Published by group.bmj.com

CAT3" <)

A B 000 @ FEI

Sport Concussion Assessment Tool — 3rd Edition

For use by medical professionals only

MNams Diate/Time of Injury:
Diate of Assessment:

What is the SCAT3?!

Tne SCAT3 is & standardized tool for evaluating injured athietes for conoussion
and can be used in athletes aged from 13 years and older. It supersedes the ong-
inal SCAT and the SCAT2 published in 2005 and 2008, respectively?®. For younger
persons, ages 12 and under, please use the Child SCAT3, The SCAT3 is designed
for use by medical professionals. If you are not gualified, please use the Sport
Concussion Recognition Too!', Pressason baseling testing with the SCAT3S can be
helpful for interpreting post-injury 125t scores.

Specific instructions for use of the SCAT3 are provided on page 3. If you are not
familiar with the SCAT3, please read through these instructions carefully. This
tool may be freely copied in its current form for distribution to individuals, teams,
groups and organizations. Any revision or any reproduction in a digital form re-
quires appraval by the Concussion in Sport Group.

NOTE: The diagnosis of a concussion is a dimical judgment, ideally made by &
medical professional. The SCAT3 should not be used solely to make, or exclude,
the dizgnoss of concussion in the absence of clinical judgement. An athlete may
have 2 concussion even if their SCATI is “narmal ™.

What is a concussion?
A gongussion is a disturbance in brain function caused by a direct or indirect forge
to the head. It results in a variety of non-speafic signs and/or symptoms (some
examples listed below) and most often does not involve 10ss of consoousness.
Concussion should be suspected in the presence of any one or more of the
following:

- Symptoms (8.0., headache), or

- Physical signs (2., unsteadiness). ar

- Impaired brain function (g.g. confusion) or

- Abnormal behaviour (e.g., change in personality).

SIDELINE ASSESSMENT

Indications for Emergency Management

NOTE: A hit to the head can sometimes be associated with a more serious brain
injury. &ny of the following warrants consideration of activating emergency pro-
cedures and urgent transportation 1o the nearest hospital:

- Glasgow Coma score lessthan 15

- Deteriorating mental status

- Botential spinal injury

- Progressive, worsening symptoms or new neurologic signs

Potential signs of concussion?

If any of the following signs are cbserved afier a direct or indirect Dlow 1 the
head, the athlete should stop participation, be evaluated by a medical profes-
sional and should not be permitted to return to sport the same day if 2
concussion is suspected.

Any loss of consciousness? Y H
“If 53, how long?™
Balance or motor incoordination (stumbles, slow! laboured movemants, enc)? | Y | N

Disorientation or confusion {inabilty to respond agpropriately to questions)? Y N
Loss of memory: Y N
“If 52, how long? ™

“Befors or after the injury?”

Elank or vacant look: ¥ N
Visible facial injury in combination with any of the above: Y N

SCAT3 SPORT COMCUSSION ASSESMENT TOOL 3 | PAGE 1

Examiner:

Glasgow coma scale (GCS)

Best eye response (E)

Mo eye opening

Eye opening in response 1o pain
Ey= opening to speech

Eyes opening spontanecusly

oW ok =

Best verbal response (V)
Mo werbal response
ncomprahensiole sounds
nappropriate words
Confused

Oriented

L N

Best motor response (M)
Mo motor response
Extension to pain
Lbnormal flexion to pain
Flexion/VWithdrawal 1o pain
Localzes to pain

Obeys commands

L= I B N

Glasgow Coma score (E + VW + M) of 15

GCS should b2 recorded for 2l athletes in case of subsequent daterioration,

Maddocks Score?
I am going to ask you & faw questions, pleass listen carefully and give your best sffort.”

Modified Maddocks questions [1 paint for 2ach correct answer)

What venue are we at today? 0 1
Which half is it now? 0 1
Wha scored last in this match? a 1
What team did you play last week/game? 1] 1
Did your team win the last game? 0 1
Maddocks score of 5

Maddocks score s validatad far sidaline diagnosis of concussion anly and is not used for sarial tasting.

Notes: Machanism of Injury {“tell me what happenad”?):

Any athlete with a suspected concussion should be REMOVED
FROM PLAY, medically assessed, monitored for deterioration
(i.e., should not be left alone) and should not drive a motor vehicle
until cleared to do so by a medical professional. No athlete diag-
nosed with concussion should be returned to sports participation
on the day of Injury.

£ 2012 Concussion In Spart Group
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BACKGROUND

Name: Date:

Exarminer:

Sport/team/school: Date/ume of injury:

Age: Gender: 1] E
Years of education completed:

Diominant hand: right left neither

How many conoussions do you think you have had in the past?
When was the most recent concussion?
How long was your recovery from the most recent concussion?

Have you ever been hosprialized or nad madical imaging dene for b ]
a head injury?

Have you ever been diagnosed with headaches or migraines? ¥ M
Do you have a learning disability, dyslexia, ADD/ADHD? Y M
Have you ever besn diagnosed with depression, anuety W M
or other psychiatric disorder?

Has anyone in your family ever besn diagnosed with ¥ M
any of these problems?

Arz you on any medications? If yes, please list: ¥ M

SCATS to be done in resting state. Best done 10 or more minutes post excercise,

SYMPTOM EVALUATION

How do you feel?

“¥ou should score yoursslf on the fallowing symptoms, based on how you feel now”.

mild moderata

g
g
m

Headache

“Pressure in head”
Meck Pain

MNausea or vomiting
Dizziness

Blurred vision
Balance problems
Sensitwity to light
Sensitivity to noise
Feeling slowed down
Feeling like “in a fog™
“Don’t feel right”
Difficulty concentrating
Difficulyy remembenng
Fatigue or low energy
Confusion
Drowsiness

Troulle falling zsleep
Mare emotional
Irritability

Sadness

[=J0 =T =D = N =~ I = = = N~ = = J = A = N = —~ = = i = =T =)
(SN SN R VI VR VI VI VI R S I S R I S I I S )
L T A e L )
E NN S O T - T I R S A S S U S S N N R S
(S I Wy N Ry R S W L Ry R, N I N Y R A R By B WS A Wy B )
M h O v A

Mervous or Anxious

Total number of symptoms (Maximum pessible 22)

Symptom severity score [Maximum passible 132)

Do the symptoms get worse with physical activity? Y N
Do the syMptoms get worse with mental actvity? ¥ N

self rated and clinician manitored
self rated with parent input

self rated

clinician interview
Overall rating: I you know the athlete well prior to the injury, how different s
the athlete acting compared to his/her usual self?

Fleaze dircle one response:

no different very different unsure A

Scoring on the SCAT3 should not be used as a stand-alone method
to diagnose concussion, measure recovery or make decisions about
an athlete’s readiness to return to competition after concussion.
Since signs and symptoms may evolve over time, it is important to
consider repeat evaluation in the acute assessment of concussion.

SCAT3 SPORT CONCUSSION ASSESMENT TOOL 3 | PAGE 2

COGNITIVE & PHYSICAL EVALUATION

Cognitive assessment

Standardized Assessment of Concussion {SAC)*

Orientation (1 point for each carrect answer)

What menth is it? 0 1
What is the date today? 0 1
What is the day of the wesk? 0 1
What year is it? 0 1
What time i5 it nght now? (within 1 hour) 0 1
Qrientation score of 5
Immediate memory

List Trial 1 Trial 2 Tral2  Ahernative word list
elbow (4] 1 0 1 o] 1 candle baby finger
apple o 1 o 1 V] 1 paper monkey  penny
carpet o 1 o 1 i} 1  sugar perfume  blanket
saddle o 1 o 1 0 1 sandwich  sunset lemaon
bubble o 1 o 1 0 1 wagon iron insect
Total
Immediate memory score total of 15
Concentration: Digits Backward

List Trial 1 Alternztive digit list
4.9.3 o 1 629 5-2-B 4.1.5
3-8-1-4 o 1 3279 1-7-9-5 4-9-6-8
§-2-9-7-1 o 1 15286 3-8-3-2-7 g-1-8-4-3
7-1-8-4-6-2 0 1 539148 8-3-1-9-6-4 7-2-4-8.5-6
Total of 4

Concentration: Month in Reverse Order (1 pt. for entirs sequence carrect)
Dec-Mov-0ct-Sept-Aug-lul-Jun-May-Apr-Mar-Feb-Jan 0 1

Concentration score

Neck Examination:

Range of motion Tenderness Upper and lower limb sensation &strength

Findings:

Balance examination
Do one or bath of the following tests.
Footwear (shoes, barefoot, braces. tape, etc)

Modified Balance Error Scoring System (BESS) testing®

Whnich foot was tested (i.e. which is the non-dominant foot} Left Right
Tesung surface (hard floor, field, etc)
Condition
Double l2g stance: Errors
Single leg stance (non-dominant foot): Errors
Tandem stance (nen-deminant foot at back): Errors
And/fOr
Tandem gait®”
Time (best of 4 trials): seconds

I\

Coordination examination

Upper limb coordination
WWhich arm was tested: Left Right
Coordination score of 1

A
SAC Delayed Recall*
Delayed recall score of &

& 1013 Concussion (n Spart Group
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INSTRUCTIONS

“Wards in ftafics throughout the SCATZ are the instructions given to the athlete by
the tester.

Symptom Scale
“You showld score yourself on the following symptoms, based on howr you feel now™.
To be completed by the athlzte. In situations where the symptom scals is being

completad after exercise, it should still be done in 2 resting state, 2t least 10 minutes

DOST EXETCise.
For total number of symptoms, masmum possible is 22
For Symprom sevarity score, 2dd all scores in table, maximum possible is 22x6=132.

SAC*

Immediate Memory

“f am gaoing to test your memery. | will read you
back as many words as you can remember, in any o
Trials 2&3:

“am going to repeat the same [ist again. Aepeat back as many words as you can remember in
any order even if you ssid the word before.

of words and when | am done, repeat

t 2 ratz of one per second.
all 3 trizks. Do mot inform
the athlets that delayed reczll wil Se tested,

Concentration
Digits backward

.:Jsrs and when | am done, you reoﬂat r|'1er“ ba"k to
owv | read them to you. For example, if | say 7-1-3, you

“f am going to read you a srr..'-gm
me backwards, in reverse order of |
would say 9-1-7.7

f corract, go to next siring length. I incorrect, rzad trial 2. One point possible for each string
langth. Swop after incorrect on both trizls. The digits should be read at the rate of one per second.

Months in reverse order

se order. Start with the last month and go
Go ahead”

“Now tell
backward

s of the year in rev:
ecember, November

1 pt. for entire sequence correct

Delayed Recall
The delayed recall should be performed after completion of the Balance and Coor-
dination Examinaticn.

“Dia you remember that list of wards | read 2 few times eardier? Tall me as many words from the
list as yow can remember in any order.”

Score 1 pt. for each correct response

Balance Examination
Modified Balance Error Scoring System (BESS) testing®

This balance tasting is based on a modified version of the Balance Error Scoring
System (BESS). A stopwatch or watch with a second ha"ua is reql..u ed for this t2sting.
u’,:l)..-u'"D&"h legs above
el "'.ﬁs test wall consist of three

now gaing to test your balance. Flease take your shoe:
applicablzl. and remove a
econd tests with different stanc

(a) Double leg stance:

“The first stance is s‘am.rg with your fest together with your hands on your hips and with
your eyes closed. You should try to maintain sta that pasition 1 ‘—' 20 seconds. | be
counting the number of s you move aut aof this pasition. timing when you are
set and have closed your syes ”

{b) Single leg stance:

ou use? (This will be the do

“If you were to kick a ball which foor would
stand en your non-dominan T
gress of hip flaxion and 45 degrsﬂ of knee
for 20 seconds with your hands on youwr hips and your gy
number of i mEs you move cut of this pas.'hoﬂ if you stumble cut of
yes and return to the start oasluon and continue balan ill st
szt and have closed your gyes”

on, CEEn your
ing wihen you are

(c) Tandem stance:
“Now stand hesl-to-toe with your non-dominant foot in back. Your .‘.'e.'gh: should be e'.we_m}'
distributed acrass both fest. Again, you shou!
your hands v your eyes clos
¥ you stumble o
e bafancing. [ wil

SCAT3 SPORT CONCUSSION ASSESMENT TOOL 3 | PAGE 3

Balance testing - types of errors

1. Hands |fted off iliac crest

2. Opening eyss

3. Step, stumnble, or fall

4. Maoving hip into > 30 degrees abduction
5. Lifting forefoot or hee

6. Remaining out of test position > 5 sec

Each of tha 20-sacond trizls is scored by counting the errors, or deviations from
the proper stance, accumulated by the athlete, The examiner will begin counting
errors only after the individual has assumead the proper start positon. The modified
BESS is calculated by adding one error point for each error during the three
20-second tests. The maximum total number of errors for any single con-
dition is 10. I a athlete commits multiple errors simultaneously, only ane error is
recorded but the athlete should quickly return to the testing position, and counting
shoulg resume once subject is 581 Subjects that are unalle to maintain the 1esting
procedure for @ minimum of five seconds &t the start are assigned the highest
possible score, ten, for that testing condition.

OPTION: For further assessment, the same 3 stances can be performed on a surface
of medium density foam (e.g.. approximately S0cmxd0cmxsom).

Tandem Gait®”

n 14 seconds. Athistes fail the test if they step off the fine have a sepa.'ans.'.- be'rwee.'.-
3 nd tog, or if they touch ar grab the examiner or an chject in this case, the time i
not recorded and the trial repeated, if approprizte

Coordination Examination

Upper limb coordination
Finger-to-nose (FTM) task:

“! am going fo test your coo ticn now. Flease sit comfortably on the chair with your eyes
open and your amm (either fght or left) outstretched (shoulder flexed 1o 20 degress and ethow
and fingers extended). pointing in front of you. When | give a start signal. | would ke you to
perform five successive finger to nose repetitions using your index finger to touch the tp of
the nose, and then retum to the starting position, a5 quickly and as sccurstaly a5 possibis.™

Scoring: 3 correct repetitions in < 4 seconds = 1
Note for testers: Athlates fail the test if they do not touch their noss, de not fully extend their albow
or do not perform five repetitions. Failure should be scored as 0.

References & Footnotes

1. Tnis 1ol has been developed by 2 aroup of international experts at the £th In-
ternational Consensus meeting on Concussion in Sport held in Zurich, Switzerland
in Movember 2012, The full details of the conference outcomes and the authors of
the tool are published in The BJSM Injury Prevention and Health Protection, 2013,
Volume 47, Issue 5. The cutcome paper will also be simultaneously co-published in
other leading biomedical journals with the copyright held by the Concussion in Spaort
Group, 1o allow unrestricted distribution, providing no alterations are made.

2. McCrory P et al, Consensus Statement on Concussion in Sport — the 3rd Inter-
national Conference on Concussion in Sport held in Zurich, Movember 2008. British
Journal of Sports Medicine 2009; 43: 176-89.

3. Maddocks, DL; Dicker, GD; 5aling, MM. The assessment of orientation following
concussion in athletes. Clinical Journal of Sport Medicine. 1985; 132-3.

4. McCrea M. Standardized mentzl status testing of acute concussion. Clinical Jour-
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5. Quskiewicz KM. Assessment of postural stability following sport-related concus-
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ATHLETE INFORMATION

Any athlete suspected of having a concussion should be removed
from play. and then seek medical evaluation.

Signs to watch for

Problems could arise over the first 2448 hours. The athlete should not be left alone
and must go to a hospital at once if they:

- Have a headache that gets worse

- Are very drowsy or can’t be awakened

- Can't recognize people or places

- Have repeated vomiting

- Behave unusually or seem confused; are very irritable
- Have seizures (arms and legs jerk uncontrollably}

- Have weak or numb arms or legs

- Are unsteady on their feet; have slurred speech
Remember, it is better to be safe.

Consult your doctor after a suspected concussion.

Return to play

Atrnletes should not be returned to play the same day of injury.
‘When retumning athletss to play. they should be medically cleared and then follow
a stepwise supervised program, with stages of progression.

For example:

- Objective of each stage
of rehabilitation
Ma activisy Bhysical and cagnitie rest Recavery
Light serobic exercse  Walking, swimming or statianary cycling increase heart rate

keeging intensity, 0% maximum predicted

heart rate. No resistance training
Sportapesificxercise  Skating diills in ice hockey, runring drillsin Add movement

soccer. Mo head impact activities
Man-gontact Fragression to more comglex training drills,  Exercise, coordination, and
training drills ©g passing drilk in football and ice hockey.  cognitive load

Way start progressive resstance tra
Full cortact practice Follawing madizal clearsnce participats in

neemal training actiities

Restore confidence and assess
functional skills by coaching staff

feturn to play Hermal game play
There should be at least 24 hours (or longer) for each stage and F symptoms recur
the athlete should rest until they resolve once again and then resume the program
at the previous asymptomatic stage. Resistance training should only be added in the
later stages.

If the athlete is symptomatic for more than 10 days, then consultation by & medical
practitioner whao is expart in the management of concussion, is recommended.

Medical clearance should be given before return to play.

Scoring Summary:
Test Domain Score
Date: Date: Date:

Mumiber of Symptoms of 22
Symptom Severity Score of 132

Crientauon of 5
Immediate Memaory of 15
Concentration of 5
Delayed Recall of 5
SAC Total [T
BESS (total errors)
Tandem Gait (seconds)
Coordination of 1

Notes:

P

CONCUSSION INJURY ADVICE

(To be given to the person monitoring the concussed athlets)

This pauent has received an injury to the head. A careful medical examination has
been carried out and na sign of any serious complications has been found. Recovery
time is variable across individuals and the patient will need monitoring for a further
period by & responsible adult. Your treating physician will provide guidance 25 10
this umeframe.

If you notice any change in behaviour, vomiting, dizziness, worsening head-
ache, double vision or excessive drowsiness, please contact your doctor or
the nearest hospital emergency department immediately.

Other important points:
- Rest (physically and mentally), induding training or playing sports
until symptoms resolve and yvou are medically cleared
- No alcohol
- Mo prescription or non-prescription drugs without medical supervision.
Speafically-
- Mo sleeping tablets
- Do not use aspinn, ant-inflammatory medication or sedatng pain killers
- Do not drive until medically clearsd
- Do not train or play sport until medically deared

Clinic phone number

SCAT3 5PORT CONCUSSION ASSESMENT TOOL 3| PAGE 4

Patient’s name

Date/time of injury

Date/time of medical review

Treatingphysican

(" ™
Cantact details or stamp

\ J
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Child-SCAT3" &l nr g o & FEI

Sport Concussion Assessment Tool for children ages 5 to12 years

For use by medical professionals anly

What is childSCATI?

The CHESCATS ks a standardized tool for ewaluating Injured children for concussion and can
b used in chilsren aged from S 1o 12 years. It supersaces the ariginal SCAT and tha SCATZ
published in 2005 and J009, respactively”. For oklar persors, ages 13 wears and over, phiasa
usa the SCAT3. The ChildSCATS k& designed for use by medical profiessionals. If you are not
quaitfied, please wsa the Sport Concussion Beosgeition Tool Preseason baseline testing with
thie ChIlESCATS can be hisipful far Intarpseting post-ANjury st scoms.

Spacific instructions for Lse of the ChIKSCATS ane provided on page 2. you ane not famillar with
the ChilkfSCAT3, phaase read thiough thess instructions carefully. This toal mary be feety copled in
tts. cumant form for distribution 1o indsideals, teams, groeps and organizadons. Any revision and
any raproduction In a digizal farm require appraval by the Concussion InSport Group,

NOTE: Tha diagrosis of 3 concassion |5 a dinical jusgmant, ideally made by 2 medical professional
Tha ChilZEC AT showld not b usad solely tn make, or excleds, the dignoss of concuzsion in the ab
sance of clinkcal jusgement. An achhets may hawe a concussion aven I thelr ChildSCAT2 s “rormal”,

What is a concussion?
A COFCUSSOn 5 3 dissertanca In bran function caesed tj' 3 direct of indirect force to ™ head
It rezults in & variegy of non-specfic sigre andior sympooms (ke thos Esied below) and mesz
oiten does not invokes koss of corscoesness. Concussion showld ba suspected in the prsence
of ary ana or mare of th folowing

=Sympdoms je-g., headache), or

=Fhysical signs {e.g., unstead iness), or

=impaired brain function (e.g. confusion) or
=&hnormal behavicur fe.g., change in personality).

SIDELINE ASSESSMENT

Indications for Emergency Management

HOTE: A hit to the head can sometimes be assodated with a more severe brain
injury. If the concussed child displays any of the following, then do not proceed
with the ChildSCATY; instead activaie emergency procedures and urgent trans-
partation 1o the nearest haspital:

= Glasgow Coma score bess than 15

= Detesicrating mental status

= Potential spiral injury

= Progressive, worsenang symploms o resw neurologic sigrs

= Persistent vomiting

= Ewiderce of skull fractuee

= Paost traumatic seizures

= Coagulopathy

- History of Neurcsurgery leg Shurt)

= Multiple: injuries

Glasgow coma scale (GCS)
Bast oye response (E)

Mo eye opening

Eye cpening in respanse to pain
Eye opening 1o speech

Eyes cpening spontarecusly
Best verbal response (V]

Mo verbal response
Incompreheraible sounds

lnap propriate wonds

Canfused

Griemted

ol R

W e k=

Best motor response (M)
Mo motor response
Extension to pain
Abrormal flexon to pain
FlexionWithdawal 1o pain
Loxcalizes to pain

Obeys commands

Glasgow Coma store (E + V « M) _

5C5 should be recorded for all athietes in caseof submequent deteriomation.

L=

CHILD-SCATS SPOAT CONCUSSION ASSESMENT TOOL 3 | PAGE 1

Potential signs of concussion?

i ary of the following signs are observed after a direct or indirect blow 1o the
head, the child shouid stop participation, be evaluated by a medical professional
and should not be permitted to return to sport the same day if a concussion
B suspected.

Any lass of consciousness? b (7]
“If 50, how bang?™

Balasnce or motor imcocedination {saumbdes, shown libooned movements, aic )7 b L]
Discrientation or confusion (inability 1o espand ap -] lare? ¥ L]
Leess of memiory: ¥ L]
“If s, haw long?®

“Before or after the injury?”

Blank or vacant look: ¥ L]
‘Vimible facial injury in combination with any of the above: ¥ L]

Sideline Assessment — child-Maddocks Score?
i gedng fo sk you @ few questions, plaase Msten caneflily and give pour best efort.”
Moo e Maddocks quastons (1 point for sach commect answar]
Where are we at now?

|z it befiore ar after hanch?

What did you have last lessond dass?

What is your teacher’s name?

child-Maddocks score

o oo o
- o =

Chils-Maddocks soore ks for sideling diagnosss of conaussgion only and ks not esed for serial testing

Any child with a suspected conoussion should be REMOVED
FROM PLAY, medically assessed and monitored for deterioration
(i.e., should not be left alone). Mo child diagnosed with conoussion
should be retwrned to sports participation on the day of Injury.

BACKGROUND

Hame: Cate/Time of Injury:

E iner: Date of Assessment:

Sport /teamy’schoolk

Age: Gender: L] F
‘Current school year/grade:

Dominant hand: right left nefher

Mechanizmaf | rjuny el mestath d "7

For Parent / carer to complete:
How many concussions has the child had in the past?
When was the most recent concussion?

Howe long weas the secowery from the most recent concussion?

Has the child ever been haspitalized or had medical imaging ¥ LY
done {T or MR for a head injury?

Has the child ever been diagnosed with headaches or migraines? ¥ LY
Dioes thee child hawe a learning disability, dyskexia, ¥ M
ADDADHD, seirure disorder?

Has the child ever been diagnosed with depressicn, ¥ LY
anxiety or other psychiatric disorder?

Has anyone in the family ever been diagnosed with ¥ LY
any af these problems?

k the child an any medications? if yes, please |t ¥ M

& J013 Concusidan in Spor Ghoe
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SYMPTOM EVALUATION

COGNITIVE & PHYSICAL EVALUATION

Child report

Name:

| have troubde parying attention

| get distracted easily

| have a hard time concentrating

| hawe problems remembering what people el me
I have problems fallowing directions

| daydream oo much

I get confused

| ficeget things

| have problems finishing things

| have troubde figuring things out

It's hard for me to learn new things

| have headaches

| feel dizzy

| feel like the rocm is spinning

| feel like I'm geoing to faint

Things are biuwry when | ook at them

| see double

| feel sick to my stomach

| get tired a lok

| get tired easily

Total number of symptoms [Maomum possise 707
Symptom severity score (Madmun pusbie 2003 =60

satt rated

|

{Ih{l{lh{l{lh{lh{lhh{l{lh{l{luﬂ?

aﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁ’
ARRRRRRRRRRRRRRRRRRRE

B i b bd b Bd R R R B3 k3 k3 k3 k3 k3 hd k3 k3 k3 k2

cinician inkssview sa¥ raied and clinkcian mioni oeed

Parent report

The child

has trouble sustaining attention

b ey distracted

has difficulty concentrating

has problems remembering what he/she i told
has difficulty following directions
terds bo daydream

gets confused

& forgetful

has difficulty completeing tasks

has poor problem solving skilk

has problems leaming

has headaches

fewls dizzy

has a feeling that the room is spinning
feels faim

has blured vision

has double vision

EXPENENCES NALSes

gets tired a ot

gets tired easily

Total number of symptoms [Maomum possitle 70}
Symptom severity scone (Madmun poesbie 2033 =60

Do the symptoms get worse with physical activiey? ¥ L
Do the symptoms get worse with mental acthity? ¥ N

i

Trreererevererrerrel

-ﬂﬁﬂﬁqq-ﬂuu-ﬂaﬂﬂuﬂ-ﬂﬂﬂuul
unn-ﬁ-ﬁ-ﬁ-ﬁnn-ﬁ-ﬁ-ﬁn-ﬁ-ﬁ-ﬁ-ﬁ-ﬁ-ﬁ-ﬁl

B R RS RS RS RS R RS RS RS R RS R R ke hd R R hd R

paret salf raned clinican nterdes

Overall rating for parert/teacher! moach/carer to answer.
Howe different is the child acting companed to his! ber usual se&7

Flaase orde one responsa:
no different

parent self rated and dinkcian mononsd

very different urere
Name of person completing Paremt-report:
Relationship ta child of person completing Farent-nreport:

scoring on the ChildsCAT3 should not be used as a stand-alone meth-
o to diagnose CoNCUSsoN, measure recovery of make decisions about
an athlete’s readiness to return to competition after concussion.

CHILD-SCATI SPORT COMOUSSION ASSESMENT TOOL 3 | PAGE 2
264

'

Cognitive assessment
Standardized Assessment of Concussion = Child Version {SAC-C)

Orientation (1 point for sach cormect answar)

What momth = &7 o 1
\What i the date today? o 1
‘What i the day of the week? o 1
What year i it? i} 1
Osentaion score s

Immediate memory

List Trial 1 Trid 2 Trald  ARerrathesword st

elbow g 1 0 1 & 1 candke baby firsger
apple o 1 a 1 0 1 paper monkey  perey
carpet o 1 0 1 ¢ 1 sugar perfume  blanket
sadidle @ 1 9 1 0 1 sandwsch sunset lemon
bubble o1 0 1 0 1 wagen iron insect
Tatal

Immediate memory score total _
Concentration: Digits Badoward

List Tid 1 Alwmaive dge iz

&2 6 1 &2 41 25

4-9-3 o 1 628 5-2-6 4-1-5

1-4-1-4 g 1 3278 1-7-9-5 4-9-5-8
B-2-0-7-1 o1 1-5-2-8-8 A-@-5-2-7 6-1-8-4-3
7-1-8-4-6-2 g 1 539.1-48 8-3-1-9-6-4 T-2-4-8-5-B
Total of &

Concentration: Days in Reverse Order (1 pt for entine sequenor comect]

Sunday-Saturdasy-Friday-Thursday-Wednesday- o 1
Tuescay-konday
Concentration sore s

A

™
MNeck Examination:
Range of matian Terdemess  Upper and loweer imb sensation & strength

Balance examination

Do ored o banth of the dollowing teses

Footwear {shoes, barefoot, braces, tape, et}

Modified Balance Error Scoring System {BESS) testing®

Wihich foot was tested [Le. which ks the non-dominast foo1) Left Right
Testing surface (hard flocr, field, etc)
Condition
Double leg stance: Erroes
Tandem stamce [ron-dominant foot at bad): Emors
Tandem gaitsr
Time taken to complete gt of 4 ek seconds
If child attempied, but unable to complete tandem gait, mark here

., o
Coordination examination
Upper limb coordination
Which arm was tested: Left Right
Courdination scare e

SAC Delayed Recall®
Delayed recall score

.

Since signs and symptoms may evolve over time, it is important to
consider repeat evaluation in the aoute assessment of concussion.

o N3 Cereasilss i Span Gioig
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INSTRUCTIONS

Wards in italis throwughout the Chisd5CATY are the instructions given to the child
bey the tester.

Sideline Assessment — child-Maddocks Score
To be completed an the sideline/ in the playground, immediately following conous-
sion. There & no requisement to repeat these questions at follow-up.

Symptom Scale®
I situations where the symptom scale & being completed after exercise, i should
still be done in a resting state, at keast 10 minutes past exercise.

On the day of injury
= the child & to complete the Child Report, acoording 1o how hefshe feels now.

On all subsequent days

= the child i to complete the Child Report, according to how heishe fesls today,
and

= the parenticarer i 1o complete the Parent Report according 1o how the child has
been over the previows 24 hours.

Standardized Assessment of Concussion —

Child Version (SAC-C)

Orientation

Ask aach question on the scone shedt. A corect answer for esch question scores 1 polnt. H the
child desis ot undorstand the QUesTion, gives an INCOIMECE aresarr, o fo arswer, than tha scose for
that question is O paints.

Immediate memory

"t am going o fest your maman: 1wl nesd youw a st of weards and when [ am done, repasd
Back a5 many words 25 yow i remamber, in any order”

Trials 2 & 3:

" aim going 0 repaad The same st again. Repeat hadk as mavny wonds 25 pou can remember in
any order, even i yow sid the word befone *

Comphete all 3 rials regardiess of soore on trial 142, Read the worss a2 a rate of one per second
Score 1 pt. fer each comect response. Total scoee squals sum aross al 3 tiaks. Do not imlorm
tha child cha delayed recall will b tesed

Concentration

Digits Backward:

"t am going to nead pour 2 sring of numibars and whon |am dong, o repeat shem back fo
e badbageds, in reverss arder of fovy | read shem o pow, For example, 1y 21, pow would
say 17"

If comact, go to ret string lengtt, If incomecs, read vial . One point passibbe for each string
lengeh. Stop after incomect on both mals. The digies showukd b2 read at the raoa of one per second.

Days in Reverse Order:

Mot e the days of i vesek in reverse onder: ST with Sunday and go backward. So
yourV say Sundsy, Saneday . Goahead”
1 pt. for eatire sequence coarect

Delayed recall

The delayed recall should be performed after compietion of the Balarce and Coor-
" Do o remamiber that kst of words | read 3 fevw times earies” Tl me as many words from the
235 yow i ramamiber in any onder.”

Checla pach weord commecty secalled. Tedal scese eguals sumber of wesds recalled.

Balance examination

Thess instructons ana t ba read by the parson administenng tha childSCAT3, ard each balance task
should be demsastrrted to the child The chid should then be asoed o mpy what the esaminer
demonstracec

Modified Balance Error Scoring System (BESS) testing®

Thiz balance testing is based on a madified version of the Balance Error Sconing
System (BESSE. A stopatch or watch with a second hand is required for this testing.
" e now golng To fest pour balsnce. Flaane ke pour shoes off rofl up Four pant legs above

andie (it appicabil, and remove any anide typing (if appkabiel. This fesh wall consist of iwo
cfferant parts.”

(a} Double leg stance:

Tha first stance i Standing with the fieet getharwith hands an iips and with eyes dosed, The
ik showkd ry g0 maintin stabilty in that pasition for 20 seconds. You showld infomm the chid
thar pou wall b counting the number of s the child maoes cut of this position. You showuid
sEart tming vwhen D ohikd is sedand dhe epes ane choseal

(k) Tandem stsnce:

Instruct the chifd' fo Siand’ hool-o-doe D ha Ron-daminant foof in she baok. Wenight shouid
e evanty ditrbuted Jovoes bod® feet. Again, the child shauwld &y to maindin Sabiny for 20
spconds with hands on higs and es cosed. You shoulkd v she chid thar pou will be
Counang the number of Imes the child Moves out of This pasTion. I e chikd sTumibkes out of
Shis posimion, IRSTuUCT AleaTer 80 Gpan Ol s 2ind! REfLm 10 O ST Doetiion and comtinug
alincing. Tow shotld sEeT Oming whan the child & saf and the ey are dasad.

CHILD-SCATI SPORT COMCUSSION ASSESMENT TDOL 3 | PAGE 3

Balance testing - types of errors - Parts (a) and {b)
1. Hands Fted off iliac crest

Z. Operirg eyes

3. Step, stumnble, ar fall

4. Moving hip inta = 30 degrees abduction

&, Lifting foeefoct or heel

&. Remaining out of test position = 5 sec

E.l-chcrfﬂ'-eb'.'l second trials i scored by counting the esrors, or deviations from the

roper stance, accumulated by the child. The examiner wil begin cownting erors
url_l,l after the child has assumed the proper start posttion. The modified BESS is
caloulated by adding one error point for each error during the two 30-sec-
ond tests. The maximum total number of errors for any single condition is
1. i a child commits muitiple erors smultanecusly, only one emor is necoedied but
the chilid should quickly return to the testing posttion, and counting showld resume
ance subject & set. Childeen whao are unable to maintain the testing procedure for a
minimum of five seconds at the start are assigned the highest possible soore, ten,
for that testing condition.

OPTION: For further 2=xessment, the same 2 stances can be performed on a surface
of medium dersity foam (... approximately S0cmx£0cmixBom).

Tandem Gait™'

Usa a chock pwich 2 second hand) or stopwatch to measere the tme taten o complets this task.
Inszruction for the o strwbe the following te the child:

T child i instrucTed o stand with Dhedr faet togetter behing' 2 siarting ine (the tesT & hest
o WATH Tootwasr removad]. Ther, Dy walk in 2 fomwand dlesction as quickiy and &5 som-
by as poasible aiong 2 38mem wide Sports @pel, 3 mener ine Wit an afternans foot feal-fo-
Toa galt arsuning that they appwadmare their el ang' foe on each Sep. Onoe thay ouoss the
@ of e nn v, furry TED degrees and refuam o The stardng paint She sama
Al‘ﬂﬂn“m:‘wﬂaﬂlﬂdﬁ best e b5 retained mﬁfﬂmf”ﬁ
off the lne, havea ssparaition hetwnen their hoel and’ toe, or if they touch or grats the ecaminer
aran abject In this @se, fat fme is nof recorded and the tmal repeared, i appnopviate

Explin oo tha child that you will time how long it Gices them towalk to the end of the Ine.and bad

Coordination examination

Upper limb coordination

Finger-io-nose (FTH) task:

Tra tesmer should demostrate it to the child

“lam gaing fo fest pour cooninaton novw Mease ST comiorably o the chals it pour apes

oper 3 o anT jeither rght o keft) outstrerched (shoulder flesed i 50 degrees and eibow
and fingers edended) Whan | ghve 2 siart sgnal, | woukd S oo T2 perform fiee suroecce

finger o nase repetisions uEng Four index Snger B0 fauch the tip of the nase as quickly and

a5 aoourately as posshie ©

Scorisy 5 codrect repetithons i < 4 seconds = 1

Made for testers Chilzren fail the Test if they S not Touch their nese, donot fully ecend thelr elbow

ar da nes perform fve repes sons. Fallure should be scored as 0.
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CHILD ATHLETE INFORMATION

any child suspected of having a conoussion should be removed from
play, and then seek medical evaluation. The child must NOT return to
play or sport on the same day as the suspected conoussion.

Signs to watch for

Problers could arise over the first 24 =48 howrs. The child should not be left alone
ard must go to a haspital at once if they develop any of the following:
- Mew Headache, or Headache gets wiorss

- Persistent or increasing neck pain

- Becomes drovesy of Can't be woken up

- {an niot recognise people or places

- Has Nauses or Vomiting

- Behaves unusually, seems confused, or & imitable

- Has any seizures (arms and.or legs jerk uncontrollabhy)

- Has weakness, numioness or tingling (arms, legs or facs)

- Is unsteady walking or standing

- Has slurred speech

- Has difficulty understanding spesch or directions

Remembser, it is better to be safe.
Abhways consult your doctor after a suspected conoussion.

Return to school

Concussion may impact an the child's cognitive ability to leam at school. This must

be considered, and medical cleasance & required before the child may retum to

schoal. It is reasonable for a child to miss a day or two of school after con-

cussion, but ded ak w s umce In some children, 2 graduated

retumn to school program will need to be developed for the child. The child will

progress through the neturn to school program provided that these is no worsening

of sympioms. If any particular activity waorsens symptome, the child will abstain from

that actiity wntil it no longer causes symptom worsening. Use of computers and

internet should follow a similar gradusted program, provided that it does not wors-

en symptoms. This program should indude communication between the parents,

teachers, and health professionals and will vary from child to child. The retum ta

schoal program should consider:

= Extratime 1o complete assignments./'tests

= Quiet rocem to complete asignments/tests

- Awoidance of noisy areas such as cafeterias, assembly hals, sporting events,
music class, shop class, etc

= Frequent breaks during class, homework, tests

= No more than one exam/day

= Shorter assignments

= Repetition/ memory cues

= Useof peer helperstutar

= Reassusance from teachers that student wall be supported theough recavery
through accommadations, warkload reduction, altermate forms of testing

= Later start times, half days, only certain classes

The child is not to return to play or sport until hesshe has successfully
returned to school/ leaming, without worsening of symptoms. Medi-
cal clearance should be given before return to play.

i there are any doubts, management should be referred to a qualified health practi-
tioner, expert in the maragement of concussion in children.

Return to sport

There should be no return to play until the child has sworessfully retumed to
schaol/ leaming, without worsening of symptome.

Children must not be returned to play the same day of injury.

‘WWhen neturning children 1o play, they should medically deared and then follow
a stepwise supervised program, with stages of progression.

For example:

Retabiitation  Functional esercie at each stage Objectwve of
stage of rehabiltation ‘each stage

No acthity Physical and cognitive rest Recovery

Ligitt serchic  Walling, swsmming or stationary cpding  Incresse heart rate
eRErose keeping imensity, 70% maximum pre-

dicted heart rate. Mo resistance training
Sport-specfic  Skating drills in ice hockey, nunning drills  Add mowement

ERErCisE in soorer. No head impact activities
Hon-tonmtact  Progression 1o more complex training Exercie, coordina-
training drills  drills, eg jpassing drils in footbal tion, and cognitive
and ice hockey. May start progressive load
resziance taining
Full contact Fallowing medical dearance particdpate  Restore confidence
practice in narmal training activities ard assess functional

skills by coaching staff
Return taplay  Noermal game play

There should be approximately 24 hows (or longer) for each stage and the child
should drop back to the previcus asymptomatic level if any post-concussive symp-
toms recwr. Resstance training should only be added in the |ater stages.

i the child & symptomatic for more than 10 days, then review by a health practi-
tioner, expert i the management of concussion, & recommended.

Medical dearance should be given before return to play.

MNotes:

CONCUSSION INJURY ADVICE FOR THE CHILD AND PARENTS /CARERS

(To be given ta the person monitoring the concussed child)

This child has received an injury to the head. A careful medical examination bas been
carried out and no sign of any sericus complications has been found. & i expected
that recovery will be rapid, but the child will need monitoring for the next 24 hours
by a responsible adult.

If you notice any change in behawvior, vomiting, dizziness, worsening
headache, double vision or excessive drowsiness, please call an am-
bulance to transport the dhild to hospital immediately.

Other important points:
= Foliowing concussion, the child should rest for at least 24 hours.
= The child should avoid any computer, imemet or electronic
gaming activity ¥ these activities make symploms worse.
= The child shoul not be giver amy medications, induding pain killers,
unless prescribed by 2 medical practitiones.
= The child must nat return to school until medically ceared.
= The child must nat return to spart or play until medicaly deared.

Cinic phone number

CHILD-SCATS SPORT CONCUSSION ASSESMENT TOOL 3 | PAGE 4
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Appendix F

Graduated RTP Protocol'

Table 1. Graduated Return-to-Play Protocol

Rehabilitation Stage Functional Exercise at Each Stage of Rehabilitation Objective of Each Stage
1. No activity Complete physical and cognitive rest Recovery
2. Light aerobic exercise ~ Walking, swimming, or stationary cycling, keeping intensity Increase heart rate

to <70% of maximum predicted heart rate; no resistance training
3. Sport-specific exercise Skating drills in ice hockey, running drills in soccer; no head impact activities  Add movement

4. Non-contact training  Progression to more complex training drills, eg, passing drills in football Exercise, coordination,
drills and ice hockey; may start progressive resistance training and cognitive load
5. Full-contact practice  Following medical clearance, participate in normal training activities Restore athlete’s confidence;
coaching staff assesses

functional skills
6. Retum to play Normal game play
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Appendix G

Concussion Modifiers'

Table 2. Concussion Modifiers

Factors Maodifier
Symptoms Number
Duration (=10 d)
Severity
Signs Prolonged loss of consciousness (=1 min),
amnesia
Sequelae Concussive convulsions
Temporal Frequency: repeated concussions over time
Timing: injuries close together in time
“Recengy™: recent concussion or traumatic brain
injury
Threshold Repeated concussions occurring with
progressively less impact force or slower
recovery after each successive concussion
Age Child or adolescent (<18 y old)
Comorbidities and  Migraine, depression, or other mental health
premorbidities disorders, attention deficit hyperactivity
disorder (ADHD), learning disabilities (LDs),
sleap disordars
Medication Psychoactive drugs, anticoagulants
Behaviour Dangerous style of play
Sport High-risk activity, contad and collision sport, high

sporting level

ORIGINATED: 9/2010 BY: Sports Medicine Manager
REVIEWED: 5/15 REVISED 5/15
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