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EMERGENCY PROCEDURES
The following procedures are presented for all San Diego Youth Football and Cheer member
Associations as guidelines for preparing for and handling emergencies. It is recognized that
good judgment is the key factor in any crisis. When in doubt, all efforts should be extended
to protect the health and welfare of the athlete.

EMERGENCY PREPAREDNESS
Each association/team shall obtain the following for their field: a map of the field(S), where
the best directions/location is for the EMS to arrive; if and where there is a land line
available (for the quickest EMS response time - cell phones get sent up to Sacramento, and
it delays the response time - with a land line, they can see the address). If at a High
School, it will most likely be in the field press box; and if there is an AED, where it is. You
will need to appoint a person who is in charge on the field during events, practices and
game day in the event of an emergency. If an Athletic Trainer is on-site, they will be (and
will have an emergency action plan), if the Athletic Trainer or medically trained personnel is
not on-site, it should likely be the head coach or a board member. The person in
charge needs to have a plan in place and practice it with all those involved. For example:
the head coach recognizes the emergency, and sends one person to get the AED, if needed,
or medical kit; and sends someone else to activate EMS. Then, such person takes control of
the situation, ensures the safety of the bystanders, and begins emergency procedures.

EXTREME EMERGENCY
Activate EMS – Ask for a paramedic unit that serves the school or field. Be sure to
access the athlete’s permission to treat paperwork as well as parent/family contact
information.
Call for parent from the stands or on the telephone; advise him/her of the incident and
of all measures that have been taken.
If parent cannot be located, contact emergency contact on the form or telephone local
police for assistance.
On the designated SDYFC Injury Report, record; time, location and actions taken.
DOCUMENT, DOCUMENT, DOCUMENT!
Be sure to submit a SDYFC Injury Report Form to the appropriate administrator within
24 hours.

ILLNESS OR INJURY
Notify parents; advise them of the injury or illness.
If parent cannot be reached, contact another responsible adult (eighteen years of age or
older) who is listed on the emergency contact form.
Submit SDYFC Injury Report Form to the appropriate administrator within 24hours.
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SENDING AN ATHLETE HOME
An athlete is to be released only to a responsible adult who is listed on the emergency
contact form and is eighteen years of age or older.
It is the responsibility of the parent or other authorized adult to provide transportation.
If the parent or responsible adult gives permission for the athlete to walk to a
designated place, Association/Team personnel should exercise judgment as to the
athlete's ability to do so before releasing. If this alternative is used, the
Association/Team should request notification when the athlete reaches destination.

HEAT ILLNESS
Exercise produces heat within the body and can increase the player's body temperature.
Add to this a hot or humid day and any barriers to heat loss such as padding and
equipment, and the temperature of the individual can become dangerously high. There are
several steps which can be taken to prevent heat illness from occurring:
COOL DOWN
On hot days, to prevent heat illness, teams should have ice towels (water, ice, towels in
a cooler or bucket) to keep the athletes cool between plays and on break. Cold towels
can be placed on the athlete’s head, around neck, and wrists for cooling.
Have appropriate medical coverage during exercise.
The use of light weight synthetic clothing which aids heat loss.
Athletes should wear light colored clothing.
Well balanced diet which aids in replacing lost electrolytes.
Avoid drinks containing stimulants such as ephedrine or high doses of caffeine.
Alteration of practice plans in extreme environmental conditions.
Adequate rest breaks in the shade.
Allow athletes to remove equipment during rest breaks (helmet, gloves, etc.).
Adjust the amount of conditioning activities in hot weather.
Athletes with a fever or gastrointestinal (vomiting or diarrhea) illnesses should not be
allowed to participate until recovered and fever has been under 99 for a full 24hours.
ADEQUATE HYDRATION
The athlete should arrive at practice well-hydrated to reduce the risk of dehydration.
Water or sports drinks should be readily available to athletes during practice and should
be served in containers which allow adequate volumes of fluid to be ingested.
Water breaks should be given at least every 30 minutes and should be long enough to
allow athletes to ingest adequate volumes of fluid.
Athletes should be instructed to continue fluid replacement in between practice sessions.
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GRADUAL ACCLIMATIZATION
Intensity and duration of exercise should be gradually increased over a period of 7-14
days to give athletes’ time to build fitness levels and become accustomed to practicing in
the heat.
Protective equipment should be introduced in phases (start with helmet, progress to
helmet and shoulder pads, and finally fully uniformed).

HYDRATION STATUS RECORD KEEPING
When possible, athletes should weigh-in before and after practice, ideally in dry
undergarments to check hydration status. **They can do this at home.
The amount of fluid lost should be replaced by the next session of activity. An athlete
should drink approximately 16 oz. of fluid for each kilogram of fluid lost (1 kg = 2.2
lbs.).
The color of the urine can provide a quick guess at how hydrated the athlete. If the
urine is dark like apple juice, this means the athlete is dehydrated. If the urine is light
like lemonade in color means the athlete seems adequately hydrated.

IDENTIFICATION AND TREATMENTOF HEAT ILLNESS
Heat Illness occurs when heat produced by the body combines with heat from the
environment to create excessive heat and large sweat losses. Young athletes should be prescreened at their pre-participation physical exam for medication/supplement use, cardiac
disease, history of sickle cell trait, and previous heat injury. Athletes with any of these
factors should be supervised closely during strenuous activities in a hot climate. Heat stroke
occurs most frequently among obese middle lineman. Much of one’s body heat is eliminated
by sweat. Once this water leaves the body, it must be replaced. Along with water loss,
many other minerals are lost in the sweat. Most of the commercial drinks now available
contain these minerals, such as Gatorade, etc., but just plain water is all that is really
required because the athlete will replace the lost minerals with his/her normal diet.

HEAT STROKE:
The dysfunction or shutdown of body systems due to elevated body temperature which
cannot be controlled. This occurs with a body-core temperature greater than 107 degrees
Fahrenheit. **This is a MEDICAL EMERGENCY. Death may result if not

treated properly and rapidly
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Warning Symptoms:
Dizziness
Drowsiness, loss of consciousness
Seizures
Staggering, disorientation
Behavioral/cognitive changes (confusion, irritability, aggressiveness, hysteria, emotional
instability)
Weakness
Hot and wet or dry skin
Rapid heartbeat, low blood pressure
Hyperventilation
Vomiting, diarrhea
Treatment:
Stop exercise, Call 911, remove from heat, remove clothing, immerse athlete in cold water
for aggressive, rapid cooling (if immersion is not possible, a tarp can be used, held up at the
corners. Pour a cooler of cold or icy water over the athlete.) Give fluids if conscious, COOL
BODY: fans, cold water, ice towels, or ice packs. Fluid replacement should occur as soon as
possible), monitor vital signs until paramedics arrive.

HEAT EXHAUSTION:
The inability to continue exercise due to heat-induced symptoms. Occurs with an elevated
body-core temperature between 97 and 104 degrees Fahrenheit.
Warning Symptoms:
Dizziness, lightheadedness, weakness
Headache
Nausea
Diarrhea, urge to defecate
Pallor, chills
Profuse sweating
Cool, clammy skin
Hyperventilation
Decreased urine output
Treatment:
Stop exercise, move player to a cool place, remove excess clothing, give fluids if conscious,
COOL BODY: fans, cold water, ice towels, or ice packs. Fluid replacement should occur as
soon as possible.
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The athlete should be referred to a hospital emergency if recovery is not rapid. When in
doubt, CALL 911. Athletes with heat exhaustion should be assessed by a physician as soon
as possible in all cases.

HEAT SYNCOPE (fainting):
Dizziness or fainting due to high temperatures. It often occurs after standing for long
periods of time, immediately following cessation of activity, or rapidly standing after resting
or sitting.
Warning Symptoms:
Fatigue
Tunnel vision
Pale or sweaty skin
Dizziness
Lightheadedness, fainting
Treatment:
Move the athlete to a cool, shaded area, elevate the legs and rehydrate. Remove excess
clothing and cool the athlete with wet towels or ice bags.

EXERTIONAL HYPONATREMIA (low sodium level):
A rare condition of bodily dysfunction due to inadequate sodium levels. This occurs because
of the ingestion of too much water.
Warning Symptoms:
Disorientation, altered consciousness, lethargy
Headache
Vomiting
Swelling of hands and feet
Seizures
Treatment:
Stop exercise, call 911, monitor athlete until paramedics arrive. Athletes who may have
hyponatremia should not be given fluids until a physician is consulted.
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HEAT CRAMPS:
Heat cramps are acute, painful, involuntary muscle contractions that occur during or after
intense exercise sessions.
Warning Symptoms:
Muscle cramps
Sweating, thirst, fatigue
Treatment:
Gently stretch the cramping muscle. Ice or gentle muscle massage may also help to stop
the cramp. The athlete should drink fluids, especially with electrolytes if possible.
**DO NOT USE OR SUGGEST salt tablets, they are still controversial especially in the
under 18 age group. Athletes can use greater amounts of salt on their food by instinct and
can get additional salt from sports drinks with electrolytes.

HEAT INDEX
Coaches should be aware of both the TEMPERATURE and HUMIDITY. The greater
the humidity, the more difficult it is for the body to cool itself. Test the air prior to
practice or game using a wet bulb, globe, temperature index (WBGT Index) which is based
on the combined effects of air temperature, relative humidity, radiant heat and air
movement.
The following precautions are recommended when using the WBGT Index (ACSM’s
Guidelines prevention of heat illness during distance running, 1996):
Below 65 · · · · · · · · Low risk
65-73 · · · · · · · · · · Moderate risk
73-82 · · · · · · · · · · High risk
82 -90 · · · · · · · · · · Very high risk
Above 90 · · · · · · · · Dangerous

A Heat Stress Advisor tool to estimate the WBGT from the local measured temperature and
humidity is available online http://www.zunis.org/sports_p.htm. This program can be used
on the computer or downloaded to a handheld device.
Athletes should be closely monitored in extreme environmental conditions. If heat illnesses
are suspected, activity should stop immediately and medical personnel notified. Be aware of
emergency procedures and always be ready, practice them.
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Heat index is one factor in assessing the risk of heat related illness and is NOT a substitute
for good judgment. Other factors such as local climate norms, significant changes in the
normal weather patterns and acclimation must also be considered.

HYDRATION
National Federation of State High School Associations (NFHS)
Sports Medicine Advisory Committee (SMAC)
Dehydration, its effects on performance & its relationship to heat illness:
Appropriate hydration before, during & after exercise is an important ingredient to
healthy and successful sports participation.
Rapid weight loss represents a loss of body water and athletes should be weighed before
& after warm weather practice sessions/contests to assess fluid losses. 1-2% loss of
body weight (1.5-3 pounds for a 150 pound athlete) can negatively impact performance
> 3% loss of body weight can increase risk for exertional heat- related illness.
Athletes with high body fat percentages can become dehydrated faster than those with
lower body fat percentages while working out under the same environmental conditions.
All athletes have different sweat rates and some tend to lose much more salt through
their sweat.
Poor acclimatization/fitness levels can greatly contribute to an athlete’s dehydration
problems.
Medications, fevers, environmental temperatures and humidity can each greatly
attribute to dehydration and risk for heat illness.
Clothing, such as dark, bulky or rubber protective equipment can drastically increase the
chance of dehydration and heat illness.
Wet bulb temperature measurements should be taken 10-15 minutes before
practices/contests. The results should be used with a heat index to determine if
practices/contests should be started, modified or stopped.
Dry climates can have high humidity if sprinkler systems are scheduled to run before
early morning practices start. This collection of water does not evaporate until
environmental temperatures increase and dew points lower.
A heat index chart should be followed to determine if practices/contests should be held:
The NOAA National Weather Service’s heat index
http://www.weather.gov/om/heat/index.shtml
To determine the heat index for your location, enter your postal zip code: The NOAA
(NOAA - National Oceanic and Atmospheric Administration ) Heat Index Calculator
www.hpc.ncep.noaa.gov/html/heatindex.shtml
Relative Humidity & Temperature can contribute to heat illness & heat stroke:
o Relative Humidity Temperature
o 35% & 95 degrees; Heat Illness= Likely; Heat Stroke= Likely
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o 70% & 95 degrees; Heat Illness= Very Likely; Heat Stroke= Very Likely
What to Drink during Exercise:
For most exercising athletes, cool water is the ideal fluid for pre- and re-hydration.
Water is quickly absorbed, well tolerated, an excellent thirst quencher & cost effective.
The use of a cold sports drink with appropriate carbohydrates (CHO) and sodium may
prove beneficial in some situations and for some individual conditions:
o Prolonged continuous activity > 45 minutes
o Extremely intense activity with risk of heat injury
o Extremely hot & humid conditions
o Poor hydration prior to participation
o Increased sweat rate
o Poor caloric intake prior to participation
o Poor acclimatization to heat & humidity
A 6-8% addition of carbohydrates (CHO) to water is the maximum that should be
utilized. Any greater concentration will produce slow emptying from the stomach and
may produce a bloating feeling. A low concentration (0.3-0.7g/L or 300-700mg/L) of
sodium may help with cramping. **G2 Gatorade may be a better choice than full
strength.
What NOT to drink during exercise:
Fruit juices with >8% CHO content **this can be found on the bottle label.
Soda
Beverages with caffeine
Nutritional supplements are not limited to pills and powders; many of the new fluids
contain stimulants such as caffeine, ephedrine/ephedra, guarana and mahuang. These
stimulants may increase the risk of heart or heat illness problems when exercising. As
with other forms of supplements these “power drinks or fluid supplements” are not
regulated by the FDA. Thus, purity and accuracy of contents on the label are not
guaranteed. Many of these beverages, which claim to provide additional power, energy,
etc., have additional ingredients that are not necessary, some that are potentially
harmful, and some that actually include substances banned by such governing bodies as
the NCAA and the USOC.

Hydration Tips and Fluid Guidelines:
In general, athletes do not voluntarily drink sufficient water to prevent dehydration
during physical activity. Drink early, by the time you’re thirsty, you’re already
dehydrated.
The American College of Sports Medicine (ACSM) Exercise & Fluid Recommendations
2007:
Before Exercise Encourage fluid intake several hours (2-4) before exercise and
ensure adequate urine output and urine color (clear-pale yellow)
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During Exercise Encourage to drink every 10-15 minutes; Routine
measurement of pre- and post-exercise body weight is useful for determining
estimated individual fluid needs.
After Exercise Drink 16-24 oz.
The volume and color of your urine is an excellent way of determining if you’re well
hydrated:
Large amounts of clear urine = Hydrated
Small amounts of dark urine = Not hydrated and need to drink more
The NFHS SMAC strongly recommends that coaches, certified athletic trainers,
physicians, and other personnel working with athletes not provide or encourage use of
any beverages for hydration other than water and appropriate sports drinks that meet
the above criteria. They should also make information on the potential harm and lack of
benefit associated with many of these other beverages available to parents and athletes.
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CONCUSSION
A concussion is a brain injury that is caused by a blow to the head or body from contact
with another player, hitting a hard surface such as the ground, ice or floor, or being hit by a
piece of equipment such as a bat, lacrosse stick or field hockey ball. Concussion science is
evolving. As new information or research becomes available, our policy will evolve as well to
ensure the highest level of safety for our athletes.
A CONCUSSION:
Can show signs and symptoms immediately, hours or even days later.
Can change the way your brain normally works.
Can range from mild to severe.
Presents itself differently for each athlete.
Can occur during practice or competition in ANY sport.
Can happen even if you do not lose consciousness.
WHAT CAN HAPPEN IF AN ATHLETE WITH A CONCUSSION CONTINUES PLAY OR
RETURNS TO SOON?
Athletes with the signs and symptoms of concussion should be removed from play
immediately (CIF Bylaw 313). Continuing to play with the signs and symptoms of a
concussion leaves the young athlete especially vulnerable to greater injury. There is an
increased risk of significant damage from a concussion for a period of time after that
concussion occurs, particularly if the athlete suffers another concussion before completely
recovering from the first one. This can lead to prolonged recovery, or even to severe brain
swelling (second impact syndrome) with devastating and even fatal consequences. It is well
known that adolescent or teenage athlete will often under report symptoms of injuries and
concussions are no different. It is your duty as a coach to place the health and safety of
your athletes ahead of winning.

PLAY IT SAFER, WYFC/SDYFC CONCUSSION POLICY
An athlete who is suspected of sustaining a concussion or head injury in a practice or game
shall be removed from competition at that time for the remainder of the day. An athlete
who has been removed from play may not return to play until the athlete is evaluated by a
licensed health care provider trained in the evaluation and management of concussion and
receives written clearance to return to play from that health care provider.
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PREVENTION
Each coach will be trained in the CDC course “Heads Up: Concussion in Youth Sport.” This
course is to teach how to prevent, recognize and manage concussions.
www.cdc.gov/concussion/HeadsUp/youth.html.
In addition, Associations may also provide
additional training provided by the Train em’ up Academy http://www.trainemupacademy.org/.

SIGNS & SYMPTOMS OF A CONCUSSION
You can’t see a concussion, but you might notice some of the symptoms right away. Other
symptoms can show up hours or days after the injury. Only a physician can diagnose a
concussion.
SIGNS OBSERVED BY COACHES, PLAYERS OR PARENTS
Appears dazed or stunned
Is confused about assignment or position
Forgets an instruction
Is unsure of game, score, or opponent
Moves clumsily
Answers questions slowly
Loses consciousness (even briefly)
Shows mood, behavior, or personality changes
Can’t recall events prior to hit or fall
Can’t recall events after hit or fall
SYMPTOMS REPORTED BY ATHLETE
Headache or “pressure” in head
Nausea or vomiting
Balance problems or dizziness
Double or blurry vision
Sensitivity to light
Sensitivity to noise
Feeling sluggish, hazy, foggy, or groggy
Concentration or memory problems
Confusion
Does not “feel right” or is “feeling down”
Exercise or activities that involve a lot of concentration, such as studying, working on the
computer, or playing video games may cause concussion symptoms (such as headache or
tiredness) to reappear or get worse.
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SUSPICION OF CONCUSSION
Any athlete even suspected of suffering a concussion must be removed from the game or
practice immediately. No athlete may return to activity after an apparent head injury or
concussion, regardless of how mild it seems or how quickly symptoms clear, without written
medical clearance. SDYFC now requires the consistent and uniform implementation of long
and well-established return to play concussion guidelines that help ensure and protect the
health of our youth athletes. A coach’s job is to ensure everyone follows these guidelines.
No medication can be administered to the athlete by the coaches unless accompanied by a
physician’s care plan and note. It is recommended for the parents not to give the athlete
any medication until they speak with their physician. It is our goal to have conference
assigned, medically trained personnel, most likely, a Certified Athletic Trainer, at every
game. When such personnel are in attendance, the status of an athlete and ability to play
will be determined by the medical provider.
IT’S BETTER TO MISS ONE GAME THAN THE WHOLE SEASON
WHEN IN DOUBT, GET CHECKED OUT

ASSESSMENT/ACTION PLAN
When an athlete is removed from practice or game due to suspicion of concussion, athlete
will be observed for signs and symptoms of concussion. The CHILD-SCAT3 instrument will
be used to document the findings of the observations. This instrument evaluates the
following areas: memory, cognitive, balance, coordination, as well the cranial nerves. The
signs and symptoms of a concussion don’t always show immediately, therefore, the athlete
will be observed for no less than 15 minutes. The Assessment will accompany the athlete to
the physician along with instructions for the parents.

GRADUAL RETURN TO PLAY PLAN
First time concussed athletes with no loss of consciousness and signs/symptoms lasting less
than 7 days may return to play following medical release from a physician and after he/she
meets the following criteria:
Asymptomatic (with no medication to mask headache or other symptoms)
Completes the CDC Return to Play Progression (see below) once asymptomatic for
24 hours and medically cleared to do so. The Return to Play Progression (RTPP) will
be monitored and signed off by the certified athletic trainer, or the safety committee.
The coach will be kept informed on the athlete’s progress of the RTPP
Any loss of consciousness, signs/symptoms lasting 7 days or longer, or repeat concussions
will require a minimum 7 day asymptomatic period and medical clearance before beginning
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the CDC Return to Play Progression and will be managed on an individualized basis as
approved by the managing physician.
The asymptomatic period for any concussion may be extended at the discretion of The
WYFC Safety Committee, SDYFC Safety Council and/or Athletic Training Staff.
Physician clearance notes inconsistent with this concussion policy may not be accepted and
such matters will be referred to our Safety Committee.

RETURN TO PLAY PROGRESSION:
SDYFC Associations will follow a stepwise, individualized activity progression based on
recommendations based on the guidelines established by the CDC. Each step is separated
by 24 hours. If any symptoms occur, the athlete will drop back to the previous level and try
to progress again after 24 hours of rest has passed.

Baseline (Step 0): As the baseline step of the Return to Play Progression, the athlete
needs to have completed physical and cognitive rest and not be experiencing concussion
symptoms for a minimum of 24 hours. Keep in mind, the younger the athlete, the more
conservative the treatment.
Step 1: Light Aerobic Exercise (The Goal: only to increase an athlete’s heart rate.)
The Time: 5 to 10 minutes for the younger athletes, and 10-15 minutes for the older.
The Activities: exercise bike, walking, or light jogging.
Absolutely no weight lifting, jumping or hard running.
Step 2: Moderate Exercise (The Goal: limited body and head movement.)
The Time: Reduced from typical routine
The Activities: moderate jogging, brief running, and low-moderate-intensity stationary
biking.
Step 3: Non-contact Exercise (The Goal: more intense but non-contact.)
The Time: Close to Typical Routine
The Activities: running, moderate-high-intensity stationary biking, the player’s regular
weightlifting routine, and non-contact sport-specific drills. This stage may add some
cognitive component to practice in addition to the aerobic and movement components
introduced in Steps 1 and 2.
Step 4: Practice
The Goal: Reintegrate in full contact practice.
Step 5: Play
The Goal: Return to competition
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SUDDEN CARDIAC ARREST
ASSESSMENT
In any athlete who has collapsed in the absence of trauma, suspicion for sudden cardiac
arrest (SCA) should be high until normal airway, breathing, and circulation are confirmed.
Atonal respiration or “occasional gasping” should not be mistaken for normal breathing
and should be recognized as a sign of SCA; myoclonic jerking or “seizure-like activity”
shortly after collapse should also be treated as SCA until proven otherwise. If no pulse is
palpable, the patient should be treated for SCA, and CPR should be initiated.

MANAGEMENT
In any athlete who has collapsed and is unresponsive, SCA should be suspected. If normal
breathing and pulse are absent, CPR should be started immediately and EMS
activated. While waiting for arrival of the AED and stopped only for rhythm analysis and
defibrillation, the CPR should be performed in the order of:
CAB (chest compressions, airway, breathing) by medical professionals
Hands-only CPR is now recommended for lay or first responders
This should continue until either advanced life support providers take over or the victim
starts to move. Early detection, prompt CPR, rapid activation of EMS, and early defibrillation
are vital to the athlete’s survival. For any athlete who has collapsed and is unresponsive, an
AED should be applied as soon as possible for rhythm analysis and defibrillation if indicated.
The greatest factor affecting survival after SCA arrest is the time from arrest to
defibrillation. Survival rates have been reported at 41%–74% if bystander CPR is provided
and defibrillation occurs within 3 to 5 minutes of collapse. Certain weather situations
warrant special consideration. In a rainy or icy environment, AEDs are safe and do not pose
a shock hazard. However, a patient lying on a wet surface or in a puddle should be moved.
A patient lying on a metal conducting surface (eg. stadium bleacher) should be moved to a
nonmetal surface. If lightning is ongoing, rescuers must ensure their safety by moving the
patient indoors if possible.
Access to early defibrillation is essential. A goal of less than 3–5 minutes from the time of
collapse to delivery of the first shock is strongly recommended. The pre-participation
physical examination should include the completion of a standardized history form and
attention to episodes of exertional syncope (fainting) or pre-syncope, chest pain, a personal
or family history of sudden cardiac arrest or a family history of sudden death, and exercise
intolerance.
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INJURY MANAGEMENT (ORTHOPEDIC)
WHEN AN ATHLETE IS INJURED:
If the injured athlete states that there is numbness, tingling or burning sensations, STOP
THE EVALUATION and do no further testing. DO NOT RETURN TO PLAY. These symptoms
may indicate a serious injury. If, after an initial evaluation, the injury seems minor and the
athlete wants to return to participation, there are several criteria and functional tests that
will help assess the athlete’s physical ability to return:
The
The
The
The

injured
injured
injured
injured

athlete
athlete
athlete
athlete

has complete range of motion of the affected body part
should have nearly full strength of the uninjured side
should have NO significant swelling or fever in the affected body part
should have NO significant pain in the injured area

The injured athlete should be able to perform a series of tests which will test his/her ability
to participate in the activity.
IF THERE IS ANY CONCERN ABOUT AN INJURY, DO NOT RETURN A STUDENT TO PLAY.
REFER THE INJURED ATHLETE TO THE ATHLETIC TRAINER OR A MEDICAL DOCTOR.
IF A STUDENT HAS BEEN INJURED AND REFERRED TO A DOCTOR’S CARE, DO NOT
RETURN TO PLAY WITHOUT WRITTEN PERMISSION FROM THE PHYSICIAN AND EXPLICIT
PERMISSION FROM A PARENT.

SUSPECTED NECK INJURY
Head and neck injuries are among the most serious of all athletic-related injuries. Although
these injuries are fortunately rare, all game and medical personnel must be prepared for
their occurrence at EVERY practice and game. The following provide guidelines for the
evaluation of these injuries once they have occurred, however prevention and preparation
are the keys to avoiding these injuries.
If the athlete is wearing a HELMET:
Do NOT remove the helmet or shoulder pads until the athlete has been cleared by
appropriate medical personnel of a serious neck injury.
If the athlete is UNCONSCIOUS and BREATHING:
o Do NOT move athlete
o Call 911
o Prevent any movement
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If the
o
o
o
o
If the
o
o
o

athlete is UNCONSCIOUS and NOT BREATHING:
Call 911
Clear Airway
Begin CPR
Attempt minimal movement of the head and neck
athlete is CONSCIOUS:
Instruct the athlete NOT to move;
Immobilize the cervical spine (Assume a neck injury exists);
ASK the athlete:
 To tell you what is wrong;
 To say if he/she can feel you touching his/her hands/feet (right/left);
 If he/she has pain, numbness and/or tingling. If yes, where?
o FEEL (without moving the athlete’s head/neck):
 Behind and along the sides of the athlete’s neck from the base of the
skull to the upper back and ask if he/she has pain.
o Only if the athlete is alert, responsive and you have found nothing wrong:
 Help the athlete to a sitting position;
 Check that he/she is not dizzy;
 Assist him/her to standing with support personnel on each side;
Help the athlete off the field;

**If the player is not alert, not responsive, or you have any reason to suspect something is
wrong, DO NOT move the athlete and Call 911**

SHOULDER INJURIES
An athlete should be able to minimally complete all tests before returning to participation. If
an athlete who is performing the tests exhibits an inability to perform a specific test, has
great anxiety during a specific test, limps or is favoring the injured area, exhibits indications
of pain or instability, he/she should NOT be allowed to return to participation.
If the athlete mentions any signs of numbing, tingling or burning sensations – STOP DO NO FURTHER TESTING.
Any local pain, loss of range of motion, or pain in the neck - STOP – DO NO FURTHER
TESTING.
1. FULL RANGE OF MOTION – Have the athlete perform full range of motion of the arm and
shoulder. Make sure and remove protective equipment such as shoulder pads. Have the
athlete move their arm forward and then up and over their head and side to side in a full
arm circle. Then complete the same test with resistance at shoulder rotation level.
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2. SCRATCH TEST – Have the athlete stand and reach with the injured arm up behind the
back as high as possible between the shoulder blades. Next, have the athlete reach down,
behind the head from the shoulder blades as far as possible (scratch your back). Compare
injured arm with uninjured arm.
3. SHOULDER SHRUG TEST – Have the athlete stand and shrug the shoulders as high as
possible; relax, then push the shoulders as far forward as possible; relax, then squeeze the
shoulder blades together as far as possible.
4. THROWING TEST – have the athlete throw a ball easily and at short distances. Progress
to throwing harder and at longer distances.
5. RACKET SWINGS TEST – Have the athlete simulate swinging a racket using forehand,
backhand and over the head motions. Progress from easy swings to full swings.

ELBOW AND WRIST INJURIES
Elbow Injuries
Injured area should be uncovered prior to any examination. Examine the uninjured
extremity first. This gives the coach a basis from which to begin. Tests are given in a
numbered progression in which they should be performed. THE ATHLETE SHOULD BE
ABLE TO COMPLETE THESE TASKS WITHOUT PAIN OR WEAKNESS.
If the athlete mentions any signs of numbing, tingling or burning sensations – STOP DO NO FURTHER TESTING.
Any local pain, loss of range of motion or pain in the neck - STOP – DO NO FURTHER
TESTING.
1. RANGE OF MOTION – Have the athlete bend and straighten the elbow as far as possible
without pain. Rotate wrist, palm up and then rotate to palm down with elbow bend and held
against athletes’ side.
2. RANGE OF MOTION WITH RESITANCE – Same as above but with the coach providing
resistance.
3. GRIP STRENGTH TEST – Have the athlete grasp the first two fingers on each of your
hands and squeeze tightly. Compare the strength of both hands. Any losses of strength in
grip test, do not return to play.
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Wrist and Hand Injury
1. RANGE OF MOTION – Bend wrist up and down. Make wrist circles (both directions). Palm
up and down. Then complete the same series of test with the coach applying resistance.
2. GRIP STRENGTH TEST – Have the athlete grasp the first two fingers on each of your
hands and squeeze tightly. Compare the strength of both hands. Any loss of strength in grip
test, do not return to play.
3. ATHLETIC ABILITY TEST – Have the athlete do an athletic move that is close to what they
will have to do once they return to play.
You may add taping or bracing to support the area before testing. With any type of injury or
anything you are not familiar with, call for a higher medical authority. Make sure that you
record all injuries and what was done for the athlete. Follow up with the athlete and his/her
family to ensure they obtained proper medical care for the injury.

KNEE INJURIES
Injured area should be uncovered prior to any examination. Examine the uninjured
extremity first. This gives the coach a basis from which to begin. Tests are given in a
numbered progression in which they should be performed. THE ATHLETE SHOULD BE
ABLE TO COMPLETE THESE TASKS WITHOUT PAIN OR WEAKNESS.
If the athlete mentions any signs of numbing, tingling or burning sensations – STOP DO NO FURTHER TESTING.
Any local pain, loss of range of motion, or pain in the neck - STOP – DO NO FURTHER
TESTING.
1. RANGE OF MOTION TEST - While seated, have the athlete attempt to bend and straighten
the knee equal to the uninjured knee.
2. SQUAT TEST – Standing with the weight distributed evenly on both legs, have the athlete
do a 2-legged squat to approximately 45 degrees and hold for five seconds. Progress to a 1legged squat to approximately 45 degrees and hold for five seconds.
3. HOP TEST – Have the athlete hop on both feet and land without a limp.
4. FORWARD/BACKWARD TEST – Have the athlete jog forward ten yards, then stop and
back pedal five yards. Gradually increase speed and the intensity of the starts and stops.
Watch for limping or hesitation.
5. JOGGING FIGURE 8 TEST – Have the athlete slowly jog in a large figure 8 pattern, and
progress to smaller patterns and a quicker pace.
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6. CUT AND PIVOT TEST – Have the athlete jog toward you several steps and on your
command pivot either to the right or left. Increase the speed at which the athlete jogs and
watch for limping or hesitation. Progress to pivoting at full speed.
7. ZIG ZAG TEST – Have the athlete run a zig zag pattern, increasing speed and the
intensity of the cuts. Again, watch for limping or hesitation.
8. RUN AND JUMP TEST – Have the athlete jog several steps, then jump off both feet.
Progress to jumping off only the injured leg. Watch for limping or hesitation.

FOOT, ANKLE AND LOWER LEG INJURIES
Injured area should be uncovered prior to any examination. Exam the uninjured extremity
first. This gives the coach a basis from which to begin. Tests are given in a numbered
progression in which they should be performed. THE ATHLETE SHOULD BE ABLE TO
COMPLETE THESE TASKS WITHOUT PAIN OR WEAKNESS.
If the athlete mentions any signs of numbing, tingling or burning sensations – STOP DO NO FURTHER TESTING.
Any local pain, loss of range of motion or pain in the neck - STOP – DO NO FURTHER
TESTING.
1. RANGE OF MOTION – Seat the athlete with knee bent and the toes pointing away from
the body. Have the move their leg a full range of motion, up and down, side to side.
2. BREAK TEST – Same as above, now with resistance. Have the athlete move the foot
up/down and side to side. Check to see if the athlete can resist your force or if the ankle is
too weak and painful.
3. WEIGHT BEARING TEST – Have the athlete gently step down on the foot, progressing to
a slow walk, if possible, and watch for pain or limping.
4. TOE RAISE TEST – have the athlete stand with the weight evenly distributed on both
legs. With both feet together, rise up on the toes twenty (20) times. Progression to raising
up on the toes of only the injured leg.
5. HOP TEST – Have the athlete hop on both feet and land without a limp.
6. FORWARD/BACKWARD TEST – Have the athlete jog forward ten yards, then stop and
back pedal five yards. Gradually increase speed and the intensity of the starts and stops.
Watch for limping or hesitation.
7. JOGGING FIGURE 8 TEST – Have the athlete slowly jog in a large figure 8 pattern, and
progress to smaller patterns and a quicker pace.
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8. CUT AND PIVOT TEST – Have the athlete jog toward you several steps and on your
command pivot either to the right or left. Increase the speed at which the athlete jogs and
watch for limping or hesitation. Progress to pivoting at full speed.
9. ZIG ZAG TEST – Have the athlete run a zig zag pattern, increasing speed and the
intensity of the cuts. Again, watch for limping or hesitation.
10. ATHLETIC ABILITY TEST – Have the athlete do an athletic move that is close to what
they will have to do once they return to play.
You may add taping or bracing to support the area before testing. With any type of injury or
anything you are not familiar with, call for a higher medical authority. Make sure that you
record all injuries and what was done for the athlete. Follow up with the athlete and his/her
family to ensure they obtained proper medical care for the injury.

ANKLE SPRAINS
Sprains happen early in the season and during the second half of a game when muscles
fatigue easily and are weak. Female athletes tend to have a higher risk for sprains than
their male counterparts.
Description: An ankle sprain results from over-stretching or tearing of the joint capsule
and/or ligaments. Ligaments are tissues that connect bone to bone. The joint capsule is the
envelope that encloses/surrounds the joint and is similar to a ligament.

Signs & Symptoms
Pain, tenderness, and swelling in the ankle starting at the side of the injury that may
progress to the whole ankle and foot. A popping, tearing or giving way sensation may be
felt at the time of injury. Bruising may also be seen immediately or develop over time.
Athlete may have an impaired ability to walk soon after injury.
Make sure that you record all injuries and what was done for the athlete. Follow up with the
athlete and his/her family to ensure they obtained proper medical care for the injury.
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RESPIRATORY
ASTHMA
Athletes who may have or are suspected of having asthma should undergo a thorough
medical history and physical examination. In the athlete with asthma, physical activity
should be initiated at low aerobic levels and exercise intensity gradually increased while
monitoring occurs for recurrent asthma symptoms.
The athlete needs to have their inhaler at all practices and games, and if possible, and extra
one that is carried in the first aid bag that is on the field with the coach, safety parent or
Athletic Trainer.
If an athlete has an acute asthma or respiratory event, they will be removed from play,
given their medication, and monitored. Their parent or guardian will be called. If the
medication does not work, a second dose of medication (as prescribed by their physician)
will be given, and they will be referred to an appropriate health care facility.
Sign and Symptoms












Chest tightness (or chest pain in children)
Coughing (especially at night)
Prolonged shortness of breath (dyspnea)
Difficulty sleeping
Wheezing (especially after exercise)
Inability to catch one’s breath
Physical activities affected by breathing difficulty
Use of accessory muscles to breathe
Breathing difficulty upon awakening in the morning
Breathing difficulty when exposed to certain allergens or irritants
Exercise-induced symptoms, such as coughing or wheezing

If the athlete has history of asthma or other respiratory diagnosis and needs support from
an inhaler or other medication, athlete must submit a completed Authorization for
Medication Form and Asthma Action Plan to his/her coach.
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DIABETES MELLITUS
Signs and Symptoms
Effects vary from one athlete to another, but hyperglycemic signs and symptoms include;
Nausea
Dehydration
Thinking slowly
slowing of visual reaction time
feelings of sluggishness and fatigue
The symptoms of hyperglycemia with ketoacidosis may include those listed above as well
as;
Rapid breathing (also known as Kussmaul breathing)
Fruity odor to the breath
Unusual fatigue, sleepiness, inattentiveness
Loss of appetite
Increased thirst
Frequent urination
Prevention
Each athlete with diabetes should have a diabetes care plan prescribed by their doctor that
includes blood glucose monitoring and insulin guidelines, treatment guidelines for
hypoglycemia and hyperglycemia, and emergency contact information. If the athlete has
diabetes or experiences events of hypoglycemia, athlete must submit a completed
Authorization for Medication Form and Diabetic Plan to his/her coach.

HYPOGLYCEMIA (low blood sugar)
Hypoglycemia typically presents with;
Tachycardia
sweating
palpitations
hunger
nervousness
headache
trembling
dizziness
in severe cases loss of consciousness and death can occur
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MANAGEMENT
Mild hypoglycemia (ie, the athlete is conscious and able to swallow and follow directions) is
treated by administering approximately 10–15 g of carbohydrates (examples include 4–8
glucose tablets or 2 tablespoons of honey) and reassessing blood glucose levels immediately
and 15 minutes later.
Severe hypoglycemia (ie, the athlete is unconscious or unable to swallow or follow
directions) is a medical emergency, requiring activation of emergency medical services
(EMS) and, if the health care provider is properly trained, administering glucagon.

MEDICATION MANAGEMENT
No medication can be administered to the athlete by the coaches unless accompanied by a
physician’s care plan and a completed Authorization for Medication for. It is recommended
for the parents not to give the athlete any medication until they speak with their physician.
It is our goal to have conference assigned, medically trained personnel, most likely, a
Certified Athletic Trainer, at every game. When such personnel are in attendance, the
status of an athlete and ability to play will be determined by the medical provider.
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APPENDIX A: RESOURCES
The Health and Safety Program was created by the WYFC Safety Committee along with the
SDYFC Safety Council adopting and incorporating policies from the below listed authorities
on youth sports medicine.
California Interscholastic Federation (CIF); Sports Medicine Handbook
National Athletic Trainers Association (NATA)
Centers for Disease Control and Prevention (CDC); Head’s Up: Concussion in Youth
Sports
Consensus statement on concussion in sport: 4th International Conference on
Concussion in Sport held in Zurich, November 2012
American Academy of Pediatrics (AAP)
National Federation of High School Associations (NFHS)
American Academy of Neurology Management of Concussion in Sport, 2013 (AAN)
California Bill AB 25; Education Code 49475 active on January 1st, 2012
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APPENDIX B: FORMS
SCAT 3 – CHILD
CONCUSSION PARENT/ATHLETE INFORMATION
ALLERGIC REACTION PLAN
DIABETIC MANAGEMENT PLAN
ASTHMA ACTION PLAN
AUTHORIZATION FOR MEDICATION
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Child-SCAT3

™

Sport Concussion Assessment Tool

for children ages 5 to12 years

For use by medical professionals only

What is childSCAT3?1

Potential signs of concussion?

The ChildSCAT3 is a standardized tool for evaluating injured children for concussion and can
be used in children aged from 5 to 12 years. It supersedes the original SCAT and the SCAT2
published in 2005 and 2009, respectively 2. For older persons, ages 13 years and over, please
use the SCAT3. The ChildSCAT3 is designed for use by medical professionals. If you are not
qualified, please use the Sport Concussion Recognition Tool1.Preseason baseline testing with
the ChildSCAT3 can be helpful for interpreting post-injury test scores.

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

Speciﬁ c instructions for use of the ChildSCAT3 are provided on page 3. If you are not familiar with
the ChildSCAT3, 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 and
any reproduction in a digital form require approval by the Concussion in Sport Group.
NOTE: The diagnosis of a concussion is a clinical judgment, ideally made by a medical professional.
The ChildSCAT3 should not be used solely to make, or exclude, the diagnosis of concussion in the absence of clinical judgement. An athlete may have a concussion even if their ChildSCAT3 is “normal”.

“if so, how long?“

Any loss of consciousness?

Y

n

Balance or motor incoordination (stumbles, slow / laboured movements, etc.)?

Y

n

Disorientation or confusion (inability to respond appropriately to questions)?

Y

n

loss of memory:

Y

n

Blank or vacant look:

Y

n

Visible facial injury in combination with any of the above:

Y

n

“if so, how long?“
“Before or after the injury?"

What is a concussion?

A concussion is a disturbance in brain function caused by a direct or indirect force to the head.
It results in a variety of non-specific signs and/or symptoms (like those listed below) and most
often does not involve loss of consciousness. Concussion should be suspected in the presence
of any one or more of the following:

-Symptoms (e.g., headache), or
-Physical signs (e.g., unsteadiness), or
-Impaired brain function (e.g. confusion) or
-Abnormal behaviour (e.g., change in personality).

2 Sideline Assessment – child-maddocks Score3
“I am going to ask you a few questions, please listen carefully and give your best effort.”
Modiﬁ ed Maddocks questions (1 point for each correct answer)

Where are we at now?

0

1

SIDeLIne ASSeSSmenT

is it before or after lunch?

0

1

What did you have last lesson / class?

0

1

Indications for emergency management

What is your teacher‘s name?

0

1

noTe: A hit to the head can sometimes be associated with a more severe brain
injury. if the concussed child displays any of the following, then do not proceed
with the ChildSCAt3; instead activate emergency procedures and urgent transportation to the nearest hospital:

child-maddocks score

-

Glasgow Coma score less than 15
Deteriorating mental status
potential spinal injury
progressive, worsening symptoms or new neurologic signs
persistent vomiting
evidence of skull fracture
post traumatic seizures
Coagulopathy
History of neurosurgery (eg Shunt)
multiple injuries

of 4

Child-Maddocks score is for sideline diagnosis of concussion only and is not used for serial testing.

Any child with a suspected concussion should be RemoveD
FRom PLAy, medically assessed and monitored for deterioration
(i.e., should not be left alone). No child diagnosed with concussion
should be returned to sports participation on the day of Injury.

BACKgRounD

1 glasgow coma scale (gCS)

name:

Date / time of injury:

examiner:

Date of Assessment:

Sport / team / school:
Age:

Best eye response (e)

m

Gender:

F

Current school year / grade:

no eye opening

1

eye opening in response to pain

2

Dominant hand:

eye opening to speech

3

mechanism of injury (“tell me what happened”?):

eyes opening spontaneously

4

right

left

neither

For Parent / carer to complete:

Best verbal response (v)
no verbal response

1

How many concussions has the child had in the past?

incomprehensible sounds

2

When was the most recent concussion?

inappropriate words

3

How long was the recovery from the most recent concussion?

Confused

4

n

5

Has the child ever been hospitalized or had medical imaging
done (Ct or mri) for a head injury?

Y

oriented

Has the child ever been diagnosed with headaches or migraines?

Y

n

Does the child have a learning disability, dyslexia,
ADD/ADHD, seizure disorder?

Y

n

Has the child ever been diagnosed with depression,
anxiety or other psychiatric disorder?

Y

n

Has anyone in the family ever been diagnosed with
any of these problems?

Y

n

is the child on any medications? if yes, please list:

Y

n

Best motor response (m)
no motor response

1

extension to pain

2

Abnormal flexion to pain

3

Flexion / Withdrawal to pain

4

localizes to pain

5

obeys commands

6

glasgow Coma score (e + v + m)

of 15

GCS should be recorded for all athletes in case of subsequent deterioration.
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Symptom Evaluation

Cognitive & Physical Evaluation

3 Child report

5 Cognitive assessment
never

Name:

rarely

sometimes

Standardized Assessment of Concussion – Child Version (SAC-C) 4

often

I have trouble paying attention

0

1

2

3

I get distracted easily

0

1

2

3

I have a hard time concentrating

0

1

2

3

I have problems remembering what people tell me

0

1

2

3

I have problems following directions

0

1

2

3

I daydream too much

0

1

2

3

I get confused

0

1

2

3

I forget things

0

1

2

3

I have problems finishing things

0

1

2

3

I have trouble figuring things out

0

1

2

3

It’s hard for me to learn new things

0

1

2

3

elbow

0

1

0

1

0

1

candle

baby

finger

I have headaches

0

1

2

3

apple

0

1

0

1

0

1

paper

monkey

penny

I feel dizzy

0

1

2

3

carpet

0

1

0

1

0

1

sugar

perfume

blanket

I feel like the room is spinning

0

1

2

3

saddle

0

1

0

1

0

1

sandwich

sunset

lemon

I feel like I’m going to faint

0

1

2

3

bubble

0

1

0

1

0

1

wagon

iron

insect

Things are blurry when I look at them

0

1

2

3

Total

I see double

0

1

2

3

Immediate memory score total

I feel sick to my stomach

0

1

2

3

I get tired a lot

0

1

2

3

I get tired easily

0

1

2

3

Orientation (1 point for each correct answer)
What month is it?

0

1

What is the date today?

0

1

What is the day of the week?

0

1

What year is it?

0

1

Orientation score

of 4

Immediate memory
List

Trial 1

Trial 2

Trial 3

Alternative word list

of 15

Concentration: Digits Backward
List

Trial 1

Alternative digit list

Total number of symptoms (Maximum possible 20)

6-2

0

1

5-2

4-1

4-9

Symptom severity score (Maximum possible 20 x 3 = 60)

4-9-3

0

1

6-2-9

5-2-6

4-1-5

3-8-1-4

0

1

3-2-7-9

1-7-9-5

4-9-6-8

6-2-9-7-1

0

1

1-5-2-8-6

3-8-5-2-7

6-1-8-4-3

7-1-8-4-6-2

0

1

5-3-9-1-4-8

8-3-1-9-6-4

7-2-4-8-5-6

self rated

clinician interview

self rated and clinician monitored

4 Parent report

Total of 5

never

The child

rarely

sometimes

Concentration: Days in Reverse Order (1 pt. for entire sequence correct)

often

0

Sunday-Saturday-Friday-Thursday-WednesdayTuesday-Monday

1

has trouble sustaining attention

0

1

2

3

Is easily distracted

0

1

2

3

has difficulty concentrating

0

1

2

3

has problems remembering what he / she is told

0

1

2

3

has difficulty following directions

0

1

2

3

tends to daydream

0

1

2

3

gets confused

0

1

2

3

Range of motion	TendernessUpper and lower limb sensation & strength

is forgetful

0

1

2

3

Findings:

has difficulty completeing tasks

0

1

2

3

has poor problem solving skills

0

1

2

3

has problems learning

0

1

2

3

has headaches

0

1

2

3

Do one or both of the following tests.

feels dizzy

0

1

2

3

Footwear (shoes, barefoot, braces, tape, etc.)

has a feeling that the room is spinning

0

1

2

3

Modified Balance Error Scoring System (BESS) testing5

feels faint

0

1

2

3

Which foot was tested (i.e. which is the non-dominant foot)

has blurred vision

0

1

2

3

Testing surface (hard floor, field, etc.)

has double vision

0

1

2

3

Condition

experiences nausea

0

1

2

3

Double leg stance:

Errors

gets tired a lot

0

1

2

3

Tandem stance (non-dominant foot at back):

Errors

gets tired easily

0

1

2

3

Concentration score

6 Neck Examination:

7 Balance examination

If child attempted, but unable to complete tandem gait, mark here     

Do the symptoms get worse with physical activity?

Y

N

Do the symptoms get worse with mental activity?

Y

N

parent self rated and clinician monitored

Overall rating for parent / teacher / coach / carer to answer.
How different is the child acting compared to his / her usual self?

8 Coordination examination
Upper limb coordination

Left

Which arm was tested:
Coordination score

Please circle one response:

no different

very different

unsure

Right

seconds

Time taken to complete (best of 4 trials):

Symptom severity score (Maximum possible 20 x 3 = 60)

clinician interview

Left

Tandem gait6,7

Total number of symptoms (Maximum possible 20)

parent self rated

of 6

Right
of 1

N/A

9 SAC Delayed Recall4

Name of person completing Parent-report:
Relationship to child of person completing Parent-report:

Delayed recall score

Scoring on the ChildSCAT3 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.

of 5

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

Balance testing – types of errors - Parts (a) and (b)

Words in Italics throughout the ChildSCAT3 are the instructions given to the child
by the tester.

Sideline Assessment – child-Maddocks Score
To be completed on the sideline / in the playground, immediately following concussion. There is no requirement to repeat these questions at follow-up.

Symptom Scale8
In situations where the symptom scale is being completed after exercise, it should
still be done in a resting state, at least 10 minutes post exercise.
On the day of injury
-- the child is to complete the Child Report, according to how he / she feels now.
On all subsequent days
-- the child is to complete the Child Report, according to how he / she feels today,
and
-- the parent/carer is to complete the Parent Report according to how the child has
been over the previous 24 hours.

1. Hands lifted off iliac crest
2. Opening eyes
3. Step, stumble, or fall
4. Moving hip into > 30 degrees abduction
5. Lifting forefoot or heel
6. Remaining out of test position > 5 sec
Each of the 20-second trials is scored by counting the errors, or deviations from the
proper stance, accumulated by the child. The examiner will begin counting errors
only after the child has assumed the proper start position. The modiﬁed BESS is
calculated by adding one error point for each error during the two 20-second tests. The maximum total number of errors for any single condition is
10. If a child commits multiple errors simultaneously, only one error is recorded but
the child should quickly return to the testing position, and counting should resume
once subject is set. Children who are unable to maintain the testing procedure for a
minimum of five seconds at the start are assigned the highest possible score, ten,
for that testing condition.
OPTION: For further assessment, the same 2 stances can be performed on a surface
of medium density foam (e.g., approximately 50cm x 40cm x 6cm).
Tandem Gait6,7

Standardized Assessment of Concussion –
Child Version (SAC-C)4
Orientation
Ask each question on the score sheet. A correct answer for each question scores 1 point. If the
child does not understand the question, gives an incorrect answer, or no answer, then the score for
that question is 0 points.

Immediate memory

“I am going to test your memory. I will read you a list of words and when I am done, repeat
back as many words as you can remember, in any order.”

Use a clock (with a second hand) or stopwatch to measure the time taken to complete this task.
Instruction for the examiner – Demonstrate the following to the child:
The child is instructed to stand with their feet together behind a starting line (the test is best
done with footwear removed). Then, they walk in a forward direction as quickly and as accurately as possible along a 38mm wide (sports tape), 3 meter line with an alternate foot heel-totoe gait ensuring that they approximate their heel and toe on each step. Once they cross the
end of the 3m line, they turn 180 degrees and return to the starting point using the same gait.
A total of 4 trials are done and the best time is retained. Children fail the test if they step
off the line, have a separation between their heel and toe, or if they touch or grab the examiner
or an object. In this case, the time is not recorded and the trial repeated, if appropriate.
Explain to the child that you will time how long it takes them to walk to the end of the line and back.

Trials 2 & 3:

“I am going to repeat the same list again. Repeat back as many words as you can remember in
any order, even if you said the word before.“

Coordination examination

Complete all 3 trials regardless of score on trial 1 & 2. Read the words at a rate of one per second.
Score 1 pt. for each correct response. Total score equals sum across all 3 trials. Do not inform
the child that delayed recall will be tested.

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

Concentration
Digits Backward:

“I am going to test your coordination now. Please sit comfortably on the chair with your eyes
open and your arm (either right or left) outstretched (shoulder ﬂexed to 90 degrees and elbow
and ﬁngers extended). When I give a start signal, I would like you to perform ﬁve successive
ﬁnger to nose repetitions using your index ﬁnger to touch the tip of the nose as quickly and
as accurately as possible.”

“I am going to read you a string of numbers and when I am done, you repeat them back to
me backwards, in reverse order of how I read them to you. For example, if I say 7-1, you would
say 1-7.”
If correct, go to next string length. If incorrect, read trial 2. One point possible for each string
length. Stop after incorrect on both trials. The digits should be read at the rate of one per second.

The tester should demonstrate it to the child.

Scoring: 5 correct repetitions in < 4 seconds = 1
Note for testers: Children fail the test if they do not touch their nose, do not fully extend their elbow
or do not perform ﬁve repetitions. Failure should be scored as 0.

Days in Reverse Order:
“Now tell me the days of the week in reverse order. Start with Sunday and go backward. So
you’ll say Sunday, Saturday … Go ahead”
1 pt. for entire sequence correct

Delayed recall
The delayed recall should be performed after completion of the Balance and Coordination Examination.
“Do you remember that list of words I read a few times earlier? Tell me as many words from the
list as you can remember in any order.“
Circle each word correctly recalled. Total score equals number of words recalled.

Balance examination
These instructions are to be read by the person administering the childSCAT3, and each balance task
should be demonstrated to the child. The child should then be asked to copy what the examiner
demonstrated.

Modiﬁed Balance Error Scoring System (BESS) testing

5

This balance testing is based on a modified version of the Balance Error Scoring
System (BESS)5. A stopwatch or watch with a second hand is required for this testing.
“I am now going to test your balance. Please take your shoes off, roll up your pant legs above
ankle (if applicable), and remove any ankle taping (if applicable). This test will consist of two
different parts.“

(a) Double leg stance:

The ﬁrst stance is standing with the feet together with hands on hips and with eyes closed. The
child should try to maintain stability in that position for 20 seconds. You should inform the child
that you will be counting the number of times the child moves out of this position. You should
start timing when the child is set and the eyes are closed.

(b) Tandem stance:

Instruct the child to stand heel-to-toe with the non-dominant foot in the back. Weight should
be evenly distributed across both feet. Again, the child should try to maintain stability for 20
seconds with hands on hips and eyes closed. You should inform the child that you will be
counting the number of times the child moves out of this position. If the child stumbles out of
this position, instruct him/her to open the eyes and return to the start position and continue
balancing. You should start timing when the child is set and the eyes are closed.
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Child Athlete Information
Any child suspected of having a concussion 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 concussion.

The child is not to return to play or sport until he / she has successfully
returned to school / learning, without worsening of symptoms. Medical clearance should be given before return to play.
If there are any doubts, management should be referred to a qualified health practitioner, expert in the management of concussion in children.

Signs to watch for

Return to sport

Problems could arise over the ﬁrst 24 – 48 hours. The child should not be left alone
and must go to a hospital at once if they develop any of the following:

There should be no return to play until the child has successfully returned to
school / learning, without worsening of symptoms.
Children must not be returned to play the same day of injury.
When returning children to play, they should medically cleared and then follow
a stepwise supervised program, with stages of progression.

-- New Headache, or Headache gets worse
-- Persistent or increasing neck pain
-- Becomes drowsy or can’t be woken up
-- Can not recognise people or places
-- Has Nausea or Vomiting
-- Behaves unusually, seems confused, or is irritable
-- Has any seizures (arms and / or legs jerk uncontrollably)
-- Has weakness, numbness or tingling (arms, legs or face)
-- Is unsteady walking or standing
-- Has slurred speech
-- Has difficulty understanding speech or directions
Remember, it is better to be safe.

Always consult your doctor after a suspected concussion.

Return to school
Concussion may impact on the child‘s cognitive ability to learn at school. This must
be considered, and medical clearance is required before the child may return to
school. It is reasonable for a child to miss a day or two of school after concussion, but extended absence is uncommon. In some children, a graduated
return to school program will need to be developed for the child. The child will
progress through the return to school program provided that there is no worsening
of symptoms. If any particular activity worsens symptoms, the child will abstain from
that activity until it no longer causes symptom worsening. Use of computers and
internet should follow a similar graduated program, provided that it does not worsen symptoms. This program should include communication between the parents,
teachers, and health professionals and will vary from child to child. The return to
school program should consider:
-- Extra time to complete assignments / tests
-- Quiet room to complete assignments / tests
-- Avoidance of noisy areas such as cafeterias, assembly halls, sporting events,
music class, shop class, etc
-- Frequent breaks during class, homework, tests
-- No more than one exam / day
-- Shorter assignments
-- Repetition / memory cues
-- Use of peer helper / tutor
-- Reassurance from teachers that student will be supported through recovery
through accommodations, workload reduction, alternate forms of testing
-- Later start times, half days, only certain classes

For example:
Rehabilitation
stage

Functional exercise at each stage
of rehabilitation

Objective of
each stage

No activity

Physical and cognitive rest

Recovery

Light aerobic
exercise

Walking, swimming or stationary cycling
keeping intensity, 70 % maximum predicted heart rate. No resistance training

Increase heart rate

Sport-specific
exercise

Skating drills in ice hockey, running drills
in soccer. No head impact activities

Add movement

Non-contact
training drills

Progression to more complex training
drills, eg passing drills in football
and ice hockey. May start progressive
resistance training

Exercise, coordination, and cognitive
load

Full contact
practice

Following medical clearance participate
in normal training activities

Restore confidence
and assess functional
skills by coaching staff

Return to play

Normal game play

There should be approximately 24 hours (or longer) for each stage and the child
should drop back to the previous asymptomatic level if any post-concussive symptoms recur. Resistance training should only be added in the later stages.
If the child is symptomatic for more than 10 days, then review by a health practitioner, expert in the management of concussion, is recommended.

Medical clearance should be given before return to play.

Notes:

Concussion injury advice for the child and parents / carers
(To be given to the person monitoring the concussed child)

This child has received an injury to the head. A careful medical examination has been
carried out and no sign of any serious complications has been found. It is 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 behavior, vomiting, dizziness, worsening
headache, double vision or excessive drowsiness, please call an ambulance to transport the child to hospital immediately.

Patient’s name
Date / time of injury
Date / time of medical review
Treating physician

Other important points:
-- Following concussion, the child should rest for at least 24 hours.
-- The child should avoid any computer, internet or electronic
gaming activity if these activities make symptoms worse.
-- The child should not be given any medications, including pain killers,
unless prescribed by a medical practitioner.
-- The child must not return to school until medically cleared.
-- The child must not return to sport or play until medically cleared.

Clinic phone number
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SAN DIEGO YOUTH FOOTBALL AND CHEER
Concussion Information Sheet
A concussion is a brain injury and all brain injuries are serious. They are caused by a bump,
blow, or jolt to the head, or by a blow to another part of the body with the force transmitted
to the head. They can range from mild to severe and can disrupt the way the brain normally
works. Even though most concussions are mild, all concussions are potentially serious
and may result in complications including prolonged brain damage and death if not
recognized and managed properly. In other words, even a “ding” or a bump on the
head can be serious. You can’t see a concussion and most sports concussions occur without
loss of consciousness. Signs and symptoms of concussion may show up right after the injury
or can take hours or days to fully appear. If your child reports any symptoms of concussion,
or if you notice the symptoms or signs of concussion yourself, seek medical attention right
away.

Symptoms may include one or more of the following:












Headaches
“Pressure in head”
Nausea or vomiting
Neck pain
Balance problems or dizziness
Blurred, double, or fuzzy vision
Sensitivity to light or noise
Feeling sluggish or slowed down
Feeling foggy or groggy
Drowsiness
Change in sleep patterns












Amnesia
“Don’t feel right”
Fatigue or low energy
Sadness
Nervousness or anxiety
Irritability
More emotional
Confusion
Concentration or memory problems
(forgetting game plays)
Repeating the same
question/comment

Signs observed by teammates, parents and coaches include:















Appears dazed
Vacant facial expression
Confused about assignment
Forgets plays
Is unsure of game, score, or opponent
Moves clumsily or displays incoordination
Answers questions slowly
Slurred speech
Shows behavior or personality changes
Can’t recall events prior to hit
Can’t recall events after hit
Seizures or convulsions
Any change in typical behavior or personality
Loses consciousness

Adapted from the CDC and the 4th International Conference on Concussion in Sport
Document created April 2013

SAN DIEGO YOUTH FOOTBALL AND CHEER
Concussion Information Sheet
What can happen if my child keeps on playing with a concussion or returns to soon?

Athletes with the signs and symptoms of concussion should be removed from play
immediately. Continuing to play with the signs and symptoms of a concussion leaves the
young athlete especially vulnerable to greater injury. There is an increased risk of significant
damage from a concussion for a period of time after that concussion occurs, particularly if
the athlete suffers another concussion before completely recovering from the first one. This
can lead to prolonged recovery, or even to severe brain swelling (second impact syndrome)
with devastating and even fatal consequences. It is well known that adolescent or teenage
athlete will often under report symptoms of injuries. And concussions are no different. As a
result, education of administrators, coaches, parents and athletes is the key for the athlete’s
safety.
If you think your child has suffered a concussion
Any athlete even suspected of suffering a concussion should be removed from the game or
practice immediately. No athlete may return to activity after an apparent head injury or
concussion, regardless of how mild it seems or how quickly symptoms clear, without
medical clearance. Close observation of the athlete should continue for several hours. Long
and well-established return to play concussion guidelines have been recommended for
several years:
“An athlete who is suspected of sustaining a concussion or head injury in a practice
or game shall be removed from competition at that time and for the remainder of the
day.”
and
“An athlete who has been removed may not return to play until the athlete is
evaluated by a licensed heath care provider trained in the evaluation and
management of concussion and received written clearance to return to play from
that health care provider”.
You should also inform your child’s coach if you think that your child may have a
concussion. Remember its better to miss one game than miss the whole season. And when
in doubt, the athlete sits out.
For current and up-to-date information on concussions you can go to:
http://www.cdc.gov/ConcussionInYouthSports/
________________________
Athlete Name Printed

__________________________
Parent or Legal Guardian Printed

___________________________
Athlete Signature

___________________________
Parent or Legal Guardian Signature

_____________
Date

_____________
Date

Adapted from the CDC and the 4th International Conference on Concussion in Sport
Document created April 2013

Valid for Season 20__
Epinephrine
Auto Injector

Place
Athlete’s
Picture
Here

Expiration date

Antihistamine
Expiration date

SAN DIEGO YOUTH FOOTBALL AND CHEER

LIFE THREATENING ALLERGY PLAN
ATHLETE NAME

BIRTHDATE

GRADE ____________________________

LEAGUE ___________________________________________________

TEAM______________________COACH

ALLERGY______________________________________________

All Staff: Athletes with food allergies should not be given food unless it is provided or approved by parents. It is advisable to limit the
number of food events with your team. Children should be encouraged to wash hands before and after eating. If there is a suspected
exposure incident, contact the medically trained personnel and observe carefully. Reactions can be delayed! The severity of symptoms
can quickly change.
Physician:
Please provide the following specific instructions to assist our staff in providing emergency care as needed during practice and game
hours. Parents and Athletes will be responsible for administering medication. In emergency a trained staff member will administer
medication and 911 will be called if symptoms do not resolve immediately.
TREATMENT:
Symptoms:

Give Checked Medication

•

If an exposure incident has occurred, but no symptoms

•

Eyes: Itching, watery, swelling ......................................................................................

•

Mouth - Itching, tingling ...............................................................................................

•

Mouth – Swelling of lips, tongue, mouth.......................................................................

•

Skin - Hives, itchy rash .................................................................................................

•

Skin – Swelling of the face or extremities .....................................................................

•

Gut - Nausea, abdominal cramps, vomiting, diarrhea ...................................................

•

Throat - Tightening of throat, hoarseness, hacking cough ............................................

•

Lung - Shortness of breath, repetitive coughing, wheezing ..........................................

•

Heart - Thready pulses, low blood pressure, fainting, pale, blueness ...........................

HISTORY OF ANAPHYLAXIS?

Yes

□

No

□

Dosage:
Epinephrine: inject intramuscularly

□ Adult – 0.3 mg.

□
□
□
□
□
□
□
□
□
□

Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine
Epinephrine

□
□
□
□
□
□
□
□
□
□

Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine
Antihistamine

□ Junior/Child – 0.15 mg.

Antihistamine:

dose:

mg.

ml.

Other:

dose:

mg.

ml.

Additional Comments:

 P H YSICI AN’ S SIGNATURE:
Phone

Date
Fax

_ CA Med. License#

*I have read and accept conditions set forth by Poway Unified School District for treatment of Anaphylaxis (see page 2).
 PARENT SIGNATURE:
SDYFC ALLERGIC REACTION PLAN
( APRIL 2013)

Phone

Date:
Page 1 of 2

SAN DIEGO YOUTH FOOTBALL AND CHEER
PARENT AUTHORIZATION FOR
SPECIALIZED PHYSICAL HEALTH CARE SERVICE
I understand that only personnel meeting the requirements and training by the SDYFC Safety Council will be performing the above
mentioned health care service and will be using only the standardized procedure approved by our physician.
I will provide the medicine(s) in the prescription container(s) which is labeled with the name of my child, the prescribing physician
name, and amount of medication prescribed.
If any of the conditions in the Physician’s Statement change, a new form must be signed by the parent/guardian and the physician.
Prescription and nonprescription medications are not permitted to be taken at practice or during a game without a written statement
from the physician and a written statement from the parent indicating desire that SDYFC assist the child as set forth in the
physician’s statement.
I agree to save and hold the conference, league, team, safety council, its officers, employees or agents, harmless from all liability,
suits or claims, or whatever nature or kind, which might arise as a result of administering the medication in accord with this request.
To facilitate the foregoing, I hereby grant permission for the exchange between our physician and SDYFC of that confidential
medical information contained in my child’s records necessary to accomplish this service.
I will notify SDYFC immediately if the health status of my child changes, we change physicians, or there is a change in or
cancellation of the procedure.

SDYFC ALLERGIC REACTION PLAN
( APRIL 2013)

Page 2 of 2

SAN DIEGO YOUTH FOOTBALL AND CHEER
DIABETIC MANAGEMENT PLAN
Parent Consent and Physician Authorization
Dear Parent/Guardian and Physician of
San Diego Youth Football and Cheer allows specialized health care services such as a Diabetes
Management Plan to be performed by trained designated staff under indirect supervision of our Safety
Council.
Diabetic management is provided only i n e m e r g e n c y a n d after the parent and physician
complete specific instructions for the current season.
1. Please complete and sign the attached Diabetic Management Plan and return to the Coach or Team
Parent.
2. The Diabetic Management Plan for your child/patient will begin after completed paperwork has been
received. All supplies are provided by the parent/guardian. Please notify the Coach of change in child’s
health and/or change to physician’s orders.
3. Parents may instruct their child in insulin dosage changes provided the child is self- administering
insulin. If a licensed nurse is administering insulin, physician orders are required.
4. Please complete Parent and Physician Authorization for insulin dose during disaster, including parent
and physician signature.
Thank you for your assistance. Please contact a Safety Council Member if you have questions. Contact
information can be found on the SDYFC website or provided by your Coach.
I request that this Specialized Physical Health Care service for Management of Diabetes be
administered to my child and authorization be given to the Resource Nurse to communicate with
the physician when necessary. I also understand that if my child requires nursing support with insulin
administration, a PUSD or contracted agency nurse will be available.
PARENT/GUARDIAN SIGNATURE

SDYFC DIABETIC PLAN APRIL 2013

Date

Page 1 of 2

Expiration date:
Glucagon:
Glucose Gel:

Physician Authorization
For Management of Diabetes San Diego Youth Football and Cheer Sponsored Events
Name:

DOB:

League:

Team:

Mother

Home#

Work#

Cell.#

Father

Home#

Work#

Cell.#

PHYSICIAN’S WRITTEN AUTHORIZATION: PLEASE CHECK ALL THAT APPLY
1.

Treat low blood sugar below
as Standardized algorithm
attached Modified

2.

Emergency care of severe hypoglycemia (low
blood sugar)
Glucose gel per standardized procedure:
Conscious
Unconscious
Glucagon Injection per procedure
when unconscious:
0.5 mg.
1 mg.

My Signature below provides authorization for the above written orders. This authorization is for a
maximum of one year. If changes are indicated, I will provide new written authorization.
It is my professional opinion that this athlete should be allowed to carry and administer such
medications by himself/herself. ___________ (PHYSICIAN INITIALS)

PHYSICIAN SIGNATURE_______________________________________ DATE ____________
PHONE #_______________________________________________ FAX #_________________

SDYFC DIABETIC PLAN APRIL 2013

Page 1 of 2

SAN DIEGO YOUTH FOOTBALL AND CHEER
(Please complete and submit to your coach)

Valid for Season
20__

Place
Athlete’s
Picture
Here

Received by:

__________________
SAN DIEGO YOUTH FOOTBALL AND CHEER

AUTHORIZATION FOR MEDICATION ADMINISTRATION
I, the undersigned, as legal parent/guardian of __________________________________ ____________________________
Print Athlete’s Name

Birthdate

Participating in football/cheer with San Diego Youth Football and Cheer and ______________________________________
League Name

Request that the following medication(s)

_______for___________________________

be made available to my child at the time(s) prescribed

__

I understand that only personnel meeting the requirements and training by the SDYFC Safety Council will be performing the
above mentioned health care service and will be using only the standardized procedure approved by our physician.
I will provide the medicine(s) in the prescription container(s) which is labeled with the name of my child, the prescribing
physician name, and amount of medication prescribed.
If any of the conditions in the Physician’s Statement change, a new form must be signed by the parent/guardian and the
physician.
Prescription and nonprescription medications are not permitted to be taken at practice or during a game without a written
statement from the physician and a written statement from the parent indicating desire that SDYFC assist the child as set forth
in the physician’s statement.
I agree to save and hold the conference, league, team, safety council, its officers, employees or agents, harmless from all
liability, suits or claims, or whatever nature or kind, which might arise as a result of administering the medication in accord with
this request.
To facilitate the foregoing, I hereby grant permission for the exchange between our physician and SDYFC of that confidential
medical information contained in my child’s records necessary to accomplish this service.
I will notify SDYFC immediately if the health status of my child changes, we change physicians, or there is a change in or
cancellation of the procedure.



I have read and accept the conditions set forth by San Diego Youth Football and Cheer for
Medication Administration pursuant to the health and safety program.

Parent/Guardian
Signature

Date:

Phone:

This portion to be completed by a physician licensed in the State of California.
Name of Medication

Method of Administration

Puffs

Dosage
mg.

Approx. Time of
Day/Reason

ml.

1.
2.
3.

Print Name of Physician

Physician Signature

Date

CA Medical License

Phone

Fax

Medication Management (4/2013)

