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Standard Operational Procedure 
 

Head Injuries 
Injury Management Protocols 

The following Injury management protocols were developed to assist the Athletic 

Trainer in providing immediate care to an injured athlete. The Sport Concussion 

Assessment Tool (the SCAT card) will serve as a reference for the ATC/Physician in 

evaluating the head-injured athlete.  

 

Mechanism 

 Direct blow to moving or stationary head 

 

History 

 What happened? 

 Pain location 

 Orientation of time, place, and person 

 Memory 

 Concentration 

 Speech (character/coherence) 

 

Evaluation 

 Pupils—symmetrical and reactive 

 Cranial Nerves  2-12 

 Coordination—finger to nose, heel-toe gait 

 Sensation—finger to nose with eyes closed, Romberg’s Test 

 Motor Strength 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Loss of consciousness 

 Disorientation 

 Nausea/vomiting 

 Unequal pupils; nystagmus; photophobia 

 Increasing headache 

 Rapid, weak pulse (indicates shock, loss of blood) 

 Bounding, high blood pressure 

 Vertigo 

 Amnesia 

 Inability to walk unaided from playing field 

 Drowsy 

 Convulsions/Seizures 

 Discharge of cerebral spinal fluid from nose or ears 

 

 

Removal from Field 

An athlete who sustains a head injury will not return to play without being evaluated by a 

medical professional (i.e., Certified Athletic Trainer or Medical Doctor).  If symptoms 

are stable and the athlete is able, he/she may sit up, stand, and walk to the sidelines.  

Symptoms will be re-evaluated every 3-5 minutes and periodically thereafter as lone as 
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symptoms persist.  When in doubt about the severity of the injury, the Certified Athletic 

Trainer will err on the side of caution, and the athlete will not return to play.  If a neck 

injury is suspected, the head will be stabilized.   

If symptoms worsen and/or the athlete is unable to walk unaided from the field, he/she 

will be transported by the EMS.  The facemask will be removed from the helmet if 

applicable prior to transport.   

Additional indications for transport from the field by EMS: 

- Fractured skull 

- Penetrating skull trauma 

- Deterioration in conscious state following injury 

- Focal neurological signs 

- Confusion or impairment of consciousness > 30 minutes 

- Loss of consciousness > 5 minutes 

- Persistent vomiting 

- Inadequate post injury supervision 

- High risk patients – i.e. hemophilia, anticoagulant use   

Return to Play 

All athletes suspected of having a concussion will undergo a sideline medical 

evaluation using the SCAT card as a standard of reference.  Athletes under age 18 

suspected of having a concussion will not return to play in the same contest or 

athletic competition in the same day.  More “mature” athletes whom sustain a 

concussion can return to play in the same contest only if there is no associated amnesia or 

loss of consciousness and symptoms clear within 10-15 minutes and no symptoms recur 

after a trial of exertion.  Athletes whom sustain a concussion should be considered for 

neuropsychological testing to determine the severity of the concussion and to track 

recovery.  Neuropsychological testing should be done 24-72 hours after the concussion.  

Once symptoms are resolved or nearly resolved and neuropsychological tests show 

improvement, the athlete is to start a functional progression to sport as outlined on the 

SCAT card and listed below.  Athletes should be queried about recurrence or worsening 

of symptoms relative to physical exertion and mental exertion. Athletes whom 

successfully complete a functional progression will return to active play and must have 

medical clearance. 

 Athletes must obtain written permission from a physician after concussion 

testing in order to begin the return to play protocol listed below! 

 

GRADUATED RETURN TO PLAY PROTOCOL 

 

The stepwise progression outlined below allows a reasonable process for returning to 

sport and allowing for assessment at each step. The athlete should be able to progress 

to the next level if they are asymptomatic at the current level. Generally, each step 

should take 24 hours to complete. If any post-concussive symptoms occur while in 

the stepwise program, the athlete should drop back to the previous asymptomatic 

level, rest for 24-hours, and then try to progress again from the asymptomatic level. 
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Rehabilitation Stage    Functional Exercise at Each Stage of  

 

1. No activity     Complete physical and cognitive rest 

 

2. Light aerobic exercise Walking, swimming, or stationary 

cycling keeping  

Intensity <70% maximum personal heart 

rate; no resistance training 

 

3. Sport-specific exercise Skating drills in ice hockey, running 

drills in soccer, No head impact 

activities 

 

4. Non-contact training drills Progression to more complex training 

drills, e.g. passing drills in football and 

ice hockey; may start progressive 

resistance training 

 

5. Full contact practice   Participate in normal training activities 

 

6. Return to play    Normal game play 
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Neck Injuries 
Mechanism 

 Compression 

 Hyperextension 

 Hyperflexion 

 Lateral neck flexion with opposite shoulder depression 

 

History 

 What happened? 

 Pain location 

 Orientation of time, place, and person 

 Unusual sensations 

 

Evaluation 

 Palpation of cervical spine and soft tissue structures 

 Neurological Screen 

o Sensory—bilateral upper and lower extremities 

o Motor—face control (cranial nerves), fingers, elbows, shoulders, toes, 

ankles, knees 

o Coordination—touch opposite knee with heel of foot 

 Neck Isometrics 

 AROM 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Decreased cervical ROM 

 Painful cervical ROM 

 Palpation tenderness of cervical spine 

 Spasm of cervical spine musculature 

 Bilateral symptoms of upper and/or lower extremities 

      Burning into hand 

      Persistent paresthsia 

      Persistent weakness 

      Impaired breathing 

 

Removal from Field 

If symptoms are stable and the athlete is able, he/she may sit up, stand, and walk 

to the sidelines.  Neck AROM and axial loading will be re-evaluated after the athlete 

changes positions (to seated and to standing). 

If any symptoms worsen and/or the athlete is unable to walk unaided from the 

field, he/she must be transported by EMS.  Vital signs will continue to be monitored, and 

the head and neck will be stabilized.  The athlete will not be moved unless airway, 

breathing, or circulation is compromised.  If the athlete must be moved to maintain 

airway, breathing, or circulation, the athlete will be positioned supine while maintaining 

immobilization of the spine.  He/she must provide written permission from a physician 

prior to returning to sport.   
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Helmet Removal Guidelines 

The facemask will be removed prior to transportation by EMS,  

regardless of current respiratory status. 

The helmet and chin strap will only be removed: 

 If immobilization of the helmet does not also immobilize the head. 

 If airway cannot be controlled even after removal of the face mask. 

 If the face mask cannot be removed in a reasonable amount of time. 

 If the helmet prevents immobilization for transportation in an appropriate 

position. 

The cheek padding will be removed and/or the air padding will be deflated before 

removal of the helmet. 

Proper spinal alignment will be maintained when the helmet is removed. 

Any suspected head or spine injury should be evaluated and treated with the 

helmet on the athlete.  If in doubt, DO NOT REMOVE THE HELMET. 

 

If an athlete demonstrates a weakness or loss of motion in the upper 

extremity after sustaining his/her first brachial plexus injury (burner or stinger), 

he/she must have written permission from a physician prior to returning to play. 

An athlete with two or more brachial plexus injuries in a season must have 

written permission from a physician prior to returning to play. 

The Certified Athletic Trainer may hold an athlete out until written permission 

from a physician is provided. 

 

Return to Play 

 Physician clearance if required 

 Full, pain-free cervical AROM 

 Full, pain-free resisted cervical AROM 

 Normal sensations 

 Normal strength 

 Normal reflexes 

 No pain with axial compression 

 Passes functional progression 
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Abdominal Injuries 

 
Mechanism 

 Muscular strains 

 Direct blow to the area 

 Penetration of the area 

 

History 

 What happened? 

 Pain location 

 Unusual sensations 

 Referred pain 

 

Evaluation 

 Observation—lie supine with knees and hips flexed 

 Abdominal  ecchymosis 

 Muscle spasm 

 Respiratory status 

Palpation—check for involuntary muscle spasm, guarding, local and/or rebound 

tenderness 

 Pulse 

 4 Quadrants and lower ribs 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Referred pain 

 Rebound tenderness 

 Nausea and vomiting 

 Hematuria 

 Low blood pressure 

 Tachycardia 

 Absence of bowel sounds 

 Abdominal pain that increases with coughing, walking, and a heel tap 

 Guarding 

 Rigid abdominal area 

 

Removal from Field 

If symptoms are stable and the athlete is able, he/she may sit up, stand, and walk 

to the sidelines.   

If any symptoms worsen and/or the athlete is unable to walk unaided from the 

field, transportation by EMS should be considered.  Vital signs will continue to be 

monitored.   
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Return to Play 

An athlete with an abdominal trauma can return to play as long as they do not 

have associated symptoms of an internal injury and pass a functional progression test. 

An athlete who was transported to the hospital by the EMS or who was seen 

by a physician for evaluation of the abdominal injury must have written permission 

from a physician prior to returning to sport. 

The Certified Athletic Trainer may hold an athlete out until written permission 

from a physician is provided. 
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Eye Injuries 
Mechanism 

 Direct blow to the area 

 Impalement of the area 

 Foreign object in the eye 

 

History 

 What happened? 

 Pain location 

 Orientation of time, place, and person 

 What can be seen? Focus? 

 Do you wear contacts, If so what kind? 

 

Evaluation 

 Assess bleeding, swelling, discoloration, penetrating object, or deformities of the 

eye and surrounding structures 

 Palpate orbit rim for any deformities, irregularities, and tenderness 

 Check pupil size, movement, and responsiveness to light 

Do not attempt to remove an impaled or embedded object from the eye. 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS: 

 Loss of all or part of the visual field 

 Persistent blurred vision 

 Diplopia 

 Photophobia 

 Throbbing or penetrating pain around the eye 

 Mechanism for a ruptured globe 

 Foreign body protruding into the eye 

 Laceration involving the margin of the eyelid 

 Deep laceration of the lid 

 Inability to open the eyelid because of swelling 

 Protrusion of the globe (or other obvious displacement) 

 Injected conjunctiva with a small pupil 

 Loss of corneal clarity 

 Hyphema 

 Papillary distortion 

 Unilateral papillary dilation or constriction 

 Crepitus of the orbital rim 

 Restricted eye movement 

 Double vision occurring with eye movement 

 Numbness over the lateral nose and cheek 

 Pupillary reaction abnormality 
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Removal from Field 

If symptoms are stable and the athlete is able, he/she may sit up, stand, and walk 

to the sidelines.   

If any symptoms worsen, transportation by EMS should be considered.  Vital 

signs will continue to be monitored.  Both eyes patched to minimize movement.  The 

athlete will be transported by the EMS unless a parent/guardian are present and choose to 

transport the child.  

 

Return to Play 

An athlete may return to play following an eye injury if he/she is pain and 

symptom-free.  The athlete must pass a functional test. 

An athlete who was transported to the hospital by the EMS or who was seen 

by a physician for evaluation of the eye injury must have written permission from a 

physician prior to returning to sport. 

The Certified Athletic Trainer may hold an athlete out until written permission from a 

physician is provided. 
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Fractures 
 

Mechanism 

 Direct blow 

 Torsion 

 Shearing 

 Fatigue/stress 

 Compression 

 

History 

 What happened? 

 Pain location 

 Unusual sensations 

 Orientation to time, place, and person 

 

Evaluation 

 Inspection for an open wound.  Control bleeding, and dress the wound if 

necessary. 

 Palpation for tenderness, muscular spasm, deformity, or bony irregularities 

 Check sensation to screen for neurological injury 

Suspect a Salter fracture (growth plate fracture) in athletes younger 

than 16 years of age. 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

An athlete with a suspected fracture will be transported to the  

hospital by the EMS unless a parent/guardian is present and chooses to transport the 

athlete.  The athlete will be immobilized, stabilized, vital signs monitored, and treated for 

shock if applicable. 

 

Return to Play 

 An athlete with a fracture must have written permission from a physician to 

return to play.  Appropriate precautions (i.e., padding the cast) will be taken to protect 

other athletes from injury.  The athlete must pass a functional test.  The Certified Athletic 

Trainer may hold an athlete out until the physician note is received. 
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Heat Illness 
 

Mechanism 

 The body’s ability to dissipate heat is hampered and the athlete is predisposed to 

heat illness.   

 

History 

 What happened? 

 Orientation of time, place, and person 

 How and what do you feel? 

 Are you experiencing nausea or have you vomited? 

 History of heat illness? 

 How much water have you ingested? 

 Are you taking any medications or supplements? 

 

Evaluation 

 Check level of consciousness 

 Check for muscle cramping 

 Check skin color, temperature, presence/absence of perspiration 

 Check pulse and blood pressure 

 Orthostatic (Tilt) Test 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Heat exhaustion—if athlete is vomiting or has nausea to assess need for fluid and 

electrolyte replacement 

 Heat stroke—MEDICAL EMERGENCY.  Activate EMS immediately.  Athlete 

presents hot, dry skin, nausea, seizures, disorientation, change in mental status,  

loss of consciousness. 

 

Removal from Field 

 HEAT CRAMPS 

 The athlete will be removed from activity. 

 Affected muscles will be gently stretched. 

 The athlete will slowly drink cool water. 

HEAT EXHAUSTION 

 The athlete will be removed from the hot environment and will rest in a 

cool, shaded area. 

 Restrictive clothing will be removed, respecting the modesty of the athlete 

whenever possible. 

 If the athlete is conscious, he/she will slowly drink cool water. 

 Use of a fan and ice towels on neck, armpits, and groin are needed. 

 The athlete will be referred to a physician if symptoms worsen or to assess 

the need for fluid and electrolyte replacement. 

 

HEAT STROKE 

 MEDICAL EMERGENCY 

 EMS will be immediately activated. 
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 Core body temperature will be lowered as quickly as possible (ice on 

neck, armpits, and groin).  Immersion in ice bath has been found to be 

most effective method to decrease core body temperature, but the medical 

professional must be careful not to send the athlete into shock. 

 Restrictive clothing will be removed, respecting the modesty of the athlete 

whenever possible. 

 SLOWLY increase intake of cool water if athlete is conscious. 

 

Return to Play 

  

 HEAT CRAMPS 

  The athlete will be held out the remainder of the contest in which  

the symptoms presented.  He/she may return to play in the next contest if he/she 

has regained the water weight lost during the contest in question. 

 

 HEAT EXHAUSTION 

The athlete will be held out of activity for a 24-hour period.  If physician 

care was needed, the athlete must have written permission from a physician to 

return to play.  The Certified Athletic Trainer may hold the athlete out until 

written permission from a physician is provided. 

 

 HEAT STROKE 

The athlete must have written permission from a physician to return 

to play.  The Certified Athletic Trainer may hold the athlete out until written 

permission from a physician is provided. 

 

 

Prevention 

 

 Temperature   Humidity   Recommendation 

       80-90      <70%                                          OK 

       80-90      >70%         CAUTION 

      90-100      <70%   SHORT PRACTICE 

                90-100      >70%      CHANGE TIME 
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Stings (Anaphylactic Shock) 
 

Mechanism 

 Insect bite or sting 

 

History 

 What happened? 

 Pain location 

 Orientation to time, place, and person 

 Is there an allergy to stings? 

 Do you have an Epinephrine kit? 

 Unusual sensations? 

 Difficulty breathing? 

 

Evaluation 

 Check level of consciousness 

 Check breathing.  Maintain open airway 

 Check pulse 

 Check for redness, swelling, and heat around site 

 Check for vomiting or abdominal cramping 

 Check for chest tightness 

 Remove stinger by carefully scraping 

 Apply ice 

 Use epinephrine kit if provided by athlete. 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Tightness in chest  

 Wheezing or difficulty breathing 

 Cyanosis about the lips 

 A drop in blood pressure 

 Dizziness 

 Rash over large areas of the body 

 

Removal from Field 

If symptoms are stable and the athlete is able, he/she may sit up, stand, and walk 

to the sidelines. If epinephrine was administered he/she must be transported by EMS If 

any symptoms worsen he/she must be transported by EMS.  Vital signs will continue to 

be monitored.  

 

Return to Play 

An athlete who was transported to the hospital by the EMS or who was seen 

by a physician for evaluation must have written permission from a physician prior 

to returning to sport.  The Certified Athletic Trainer may hold the athlete out until 

written permission from a physician is provided. 
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Sprains and Strains 
 

 

Mechanism 

 Twisting or stretching beyond the limits of the tissue 

 Sprains are injuries to ligaments while strains are injuries to muscles. 

 

History 

 What happened? 

 Pain location 

 Unusual sensations 

 History of injury to involved body part 

 Did you hear a snap or pop? 

 

Evaluation 

 Check for obvious bony or soft tissue deformity 

 Palpate for point tenderness, spasm, deformities, or irregularities 

 Check circulation 

 Check for swelling and discoloration 

 Check motion 

 Check strength 

 Check ability to bear weight 

 Check for joint looseness 

 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 The athlete is younger than 16 years of age and has bony point tenderness. 

 The athlete presents symptoms of shock. 

 

Removal from Field 

If symptoms are stable and the athlete is able, he/she may sit up, stand, and walk 

to the sidelines.   

 

 

If any symptoms worsen transportation by EMS should be considered.  Vital signs 

will continue to be monitored.  

 

Return to Play 

An athlete may return to play after a sprain or strain if he/she has full motion and 

strength of the affected body part and pass a functional test. 

An athlete who was transported to the hospital by the EMS or who was seen 

by a physician for evaluation must have written permission from a physician prior 

to returning to sport.  The Certified Athletic Trainer may hold the athlete out until 

written permission from a physician is provided. 
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Asthma (and Exercise-Induced Asthma) 

 
Mechanism/Definition 

 An obstructive disease of the airways characterized by airway inflammation and 

hyperactivity.  Abnormal bronchodilation occurs during or immediately following 

activity/exercise.  

 

History 

 An attack may be precipitated by the following: 

○ Allergens 

○ Viral respiratory infections 

○ Cold, dry air 

○ Air pollutants/environmental irritants 

○ Duration, type, and intensity of exercise 

○ Time between exercise sessions 

○ Low fitness level/poor physical conditioning 

 Has the athlete been diagnosed with asthma or exercise-induced asthma? 

 Is the athlete on medication to treat asthma or exercise-induced asthma? 

 Does the athlete carry this medication when exercising? 

 

Evaluation 

 Check for quality of breathing (shallow vs. deep, rapid vs. slow) 

 Check for difficulty in breathing 

 Coughing or wheezing? 

 Complaints of chest discomfort/tightness? 

 Fatigue 

Conditions Requiring Immediate Physician Referral/Transport by EMS 

 Rapid shallow breathing that worsens 

 Athlete does not demonstrate normal breathing quality or rate in 

     15 minutes after terminating the activity/exercise 

 Athlete loses consciousness 

 Athlete suffers convulsions/seizures 

 

Removal from Field 

Attempts to calm the athlete and relax his/her breathing will be made.  If 

symptoms are stable and the athlete is able, he/she may sit up, stand, and walk to the 

sidelines.  If the athlete has a history of asthma attacks, he/she will use his/her asthma 

medication (i.e., inhaler) if provided by the athlete. 

If any symptoms worsen and/or the athlete is unable to walk unaided from the 

field, transportation by EMS should be considered.  Vital signs will continue to be 

monitored.  

Return to Play 

 An athlete who suffers an asthma attack will be held out of activity.   He/she may 

not exercise until he/she demonstrates normal breathing quality or rate and passes a 

functional exertion test.  An athlete who was transported to the hospital by the EMS 

or who was seen by a physician for evaluation must have written permission from a 

physician prior to returning to sport.  The Certified Athletic Trainer may hold the 

athlete out until written permission from a physician is provided. 

 


