MDJUCO Best Practice Recommendations on Inter-Professional Communication
Overview
To provide the most efficient, coordinated and effective medical care of all student athletes in the Maryland Junior College Athletic Conference. As such, professional communication between medical providers is necessary to ensure proper dissemination of information. 
Background and Introduction
Athletic trainers are tasked with providing comprehensive patient care encompassing prevention, examination, diagnosis, treatment and rehabilitation of injuries and medical conditions. This includes immediate and proper recognition and referral of athletic injuries as well as keeping detailed medical records and serving as a liaison between physicians, coaches, athletes and other athletic trainers. The athletic trainers in the Maryland Junior College Athletic Conference rarely accompany their teams to away contests and therefore, rely on the host athletic trainer to provide appropriate care. Part of that care involves providing pertinent medical information to the athlete’s primary athletic trainer for the safety and continuity of care for the student-athlete. Over the years, there have been many instances of missing information and lapses in care because of a lack of communication between athletic trainers.
Immediate Best Practice for MDJUCO Athletics
1) Any injury that occurs where the athlete is not able to return to play requires notification to the primary athletic trainer within 24 hours of the injury in the form of an e-mail.
2) If a host athletic trainer restricts a visiting player from continuing play the same day, they SHOULD NOT decide whether a player can return to play the next day (in the event of a tournament or multiple games at the same location) without speaking to the athletic trainer of the injured athlete. 
3) At a minimum, the injury report should include: name of athlete, date of injury, body part and side, mechanism of injury, evaluation, diagnosis and what care was given.
4) If a concussion was suspected, the athletic trainer should complete a current SCAT and send a copy back with the athlete and/or scan a copy to the primary athletic trainer.
5) If you receive notification of an injury, send a reply within 24 hours as acknowledgement of receipt.
6) When your team is traveling and requires unique or “special” taping accommodations or if there will be 5 or more athletes requiring assistance, an e-mail should be sent ahead of time so the host athletic trainer can plan accordingly. 
7) If an athlete requires the use of modalities besides heat/cold, you must send an e-mail ahead of time with specific, written instructions for treatment parameters. 


MDJUCO Best Practice Recommendations on Game Day Management
Immediate Best Practice for MDJUCO Athletics
[bookmark: _GoBack]Field set-up should be completed ONE HOUR before game time which includes water coolers and cups and/or water bottles. Communication with your facilities team is paramount.
Follow OSHA guidelines for cleaning coolers and water bottles. 
An athletic trainer should be “available” at least ONE AND A HALF HOURS before the start of completion. Available means on premise whether it be at the field or in the athletic training room.
Athletic trainers should be easily identifiable on the sidelines and present on the field at the start of competition. 
An AED, splinting device and ice should be available on the sidelines during competition. 
An athletic trainer should stay THIRTY MINTUES after a game to provide post-competition treatment such as ice or bandages.
If teams are traveling without a stocked medical kit, please notify Nick Williams at nwilliams@chesapeake.edu. 







MDJUCO Best Practice Recommendations on Heat Illness 
Overview
This document is intended to act as guidelines for MD JUCO athletic trainers when it comes to exertional heat illness (EHI). The risk of EHI is not only prevalent to athletic activities in the heat but can also occur in normal environmental conditions. It is important that athletic trainers know all types of EHI in order to be able to educate staff members, recognize symptoms, and treat athletes who suffer EHI related events. These guidelines have been developed from the NATA position statement on exertional heat illness.
Introduction and Background
1. Exercise Associated Muscle Cramps: noticeably evolving, involuntary, pain contractions of muscles during or after exercise. Can be sudden or progressive
2. Heat Syncope: orthostatic dizziness. Most common in unfit or heat- un-acclimatized individuals who stand or change position in the heat. Exacerbated by insulated clothing or equipment
3. Heat Exhaustion: inability to effectively exercise in the heat. Secondary factors include cardiovascular insufficiency, hypotension, energy depletion, and central fatigue. Most often affects those who are un-acclimatized to the heat or have a high body mass index Symptoms: elevated core body temperature, heavy sweating, and high volume blood flow
4. Exertional Heat Injury: organ and tissue injury associated with high body temperature causing moderate to severe heat illness
5. Exertional Heat Stroke: most severe heat illness. Symptoms include neuropsychiatric impairment and high core body temperature. Combination of environmental and metabolic heat load/production. These factors cause the thermoregulatory system to become overwhelmed due to excessive heat production and/or inhibited heat loss (decreased sweating response or ability to evaporate sweat). Can result in multi-organ system failure if not treated quickly and effectively.
Prevention 
1. Include screening questions in PPE’s prior to season starting
a. Have you ever been previously diagnosed with any heat illness? If yes, when/how long ago/complications, etc?
2. Acclimatization period should be utilized over 7-14 day period; gradually increase intensity, duration and protective equipment in heat/humidity
3. Any athlete with current illness (upper respiratory, gastrointestinal, fever, etc) should be held from participation until illness is resolved
4. Athletes should appropriately hydrate and rehydrate during participation. Fluids should always be readily available 
5. Educate all involved parties; coaches, staff, parents, athletes, etc on signs/symptoms of EHI and treatment protocol when necessary
6. Medical care must be available by those who can implement prevention, recognition, and treatment
a. Cold immersion tubs and ice
b. Utilization of rectal temperature
7. Implement a protocol to anticipate any risks
8. Monitor those at risk closely
Treatment
1. Exercise Associated Muscle Cramps
a. Rest, passive static stretching of affected muscle
b. Fluid absorption
2. Heat Syncope
a. Move athlete to shaded area
b. Monitor vitals and elevate legs 
c. Rehydrate and cool athlete (ice towels, fans, etc)
d. Return to play is at the discretion of the physician or physician designee
3. Exertional Heat Exhaustion
a. Remove excess clothing or equipment
b. Move athlete to shaded area
c. Monitor vitals and elevate legs 
d. Rehydrate and cool athlete (ice towels, fans, etc)
e. If condition doesn’t improve, may need intravenous fluids and transferred care to a physician
f. Return to play is at the discretion of the physician or physician designee
4. Exertional Heat Stroke
a. Rehydrate and cool athlete (ice towels, immersion tubs, fans, etc)
b. Remove excess clothing or equipment after athlete has been submerged
c. Monitor body temperature and vitals
d. Further care and clearance by physician 
e. Return to play is at the discretion of the physician or physician designee
Immediate Best Practice for MDJUCO Athletics
Include questions concerning past EHI related events in PPEs
Educate coaches and staff on symptoms of EHI and the appropriate ways to intervene 
Develop site specific EAPs to include EHI related events with medical equipment and staff to mediate in an emergency situation
Implement and follow acclimatization period (especially with equipment sports) 
Promote proper hydration and rehydration especially in hot and humid environment
Medical staff should monitor athlete closely after any type of heat illness episode
Physician clearance may be necessary in cases of severe episodes or persistent symptoms
Future Strategies for MDJUCO Athletics
Include history questions in PPEs to determine those who have has previous history of EHI and those who are at higher risk
Have an education session for both coaches/staff members and athletes about symptoms of EHI and when to report
Utilize rectal temperature as gold standard in EHI event; purchase rectal thermometer for each school 
Include EHI emergency events in site-specific EAP




















MDJUCO Best Practice Recommendations on Concussions
Overview
This document is intended as a guideline for MDJUCO athletic trainers as it pertains to diagnosis and management of a suspected concussion. As awareness of concussions increases, it is increasingly important for athletic trainers to stay up to date on the best practices in treating these mild traumatic brain injuries. The NCAA mandates that each member institution have an approved concussion policy that is reviewed annually. The NJCAA currently does not have an official stance on concussions in junior college athletics.
Introduction and Background
A concussion is characterized by the following: any change in brain function following a force to the head which may be accompanied by temporary loss of consciousness but is identified in awake individuals with measure of neurologic and cognitive dysfunction. These guidelines are largely adapted from the NCAA concussion diagnosis and management best practices document. 
Signs and Symptoms
· 
· Headache
· Dizziness
· Nausea/vomiting
· Light-headedness
· Feeling “out of it” 
· Blurred or double vision
· Ringing of the ears
· Sensitivity to light and/or noise
· Loss of balance
· Lack of energy
· Irritability
· Change in sleeping patterns

Treatment
· Any athlete suspected of a concussion should be immediately pulled from participation and evaluated by a healthcare professional
· No athlete diagnosed with a concussion should return to play the same day
· An initial period of rest followed by a step-wise progression back to activity after all signs and symptoms have resolved. This often includes a multi-disciplinary team approach of healthcare professionals coordinated with assistance from academic services.
· Return to play should be determined by a physician or physician designee
Immediate Best Practice for MDJUCO Athletics
Having an annual process that ensures student-athletes, coaches, team physicians, athletic trainers and athletic directors are educated about the signs and symptoms of concussion. There should be a signed acknowledgement that all parties have read and understand these concussion facts and their institution’s concussion management plan
A pre-participation assessment (‘baseline testing’) for all student-athletes that may include but not be limited to: a brain injury/concussion history, symptom evaluation, cognitive assessment and balance evaluation
A process that ensures a student-athlete who exhibits signs and symptoms consistent with a concussion shall be removed from play and evaluated by a medical staff member with experience in the evaluation and management of concussion. Proper evaluation techniques include individual serial clinical assessments utilizing tools such as the SCAT5, SAC, etc
When discharged from medical care, oral and written instructions for home care should be given to the student-athlete and to a responsible adult who should continue to monitor and supervise the student-athlete during the acute phase of sport-related concussion
A notification protocol whereas, if a visiting athlete is evaluated for a possible heady injury by an athletic trainer, the athletic trainer (or athletic director) at that student-athlete’s institution should be notified by e-mail or phone call within 24 hours including the following: how the injury occurred, signs and symptoms displayed, any treatments or recommendations given and sideline assessment scores, if available








MDJUCO Best Practice Recommendations on Sickle Cell Trait in Athletes
Overview
This document is intended as a guideline for MD JUCO athletic trainers (AT’s) as it pertains to the awareness of sickle cell trait to athletes and institutions, as well as prevention and care of athletes with sickle cell trait.  Although there are many factors with regards to screening of athletes this is an important topic as acute rhabdomyolysis tied to sickle cell trait was recently listed as the third most prevalent killer of high school and college athletes as it pertains to non-traumatic sports deaths.  Furthermore, all levels of NCAA have instituted a mandatory screen with few exclusions dating back to 2010 DI, DII & DIII in 2014-2015.  NCAA recommends testing for all athletes but NJCAA currently does not have an official stance on sickle cell trait in athletics.
Introduction and Background
Sickle Cell trait (SCT) is the inheritance of one mutated sickle cell hemoglobin gene along with one normal hemoglobin.  SCT is not a disease and is not to be mistaken with Sickle Cell Disease (SCD) or Sickle Cell Anemia.  SCD causes major anemia and many clinical problems often limiting any high level athletic competition whereas SCT causes no anemia and few to no clinical problems.  Sickle Cell is named as such due to the mutation of red blood cells from a normal round shape to quarter-moon or sickle shaped.  Sickling often occurs due to intense or extensive physical exertion in which hemoglobin can change the shape of the red blood cells causing a “logjam” blood vessels and may lead to collapse.  There are a few possible results of sickling primarily ischemia, muscle cramping sensation, ischemic rhabdomyolysis, splenic infarction, kidney failure to possible death.
SCT primarily occurs in those of African or African-American decent and those of Mediterranean, Middle Eastern, Indian, Caribbean and South and Central American ancestry.  However, all races and ethnicities may test positive.  This is why all newborns in the US are tested. SCD may be noted as (Hb SC) on a test and SCT may be noted as (Hb AS) both describing the nature of the two hemoglobin in a blood test.  Maryland began mandatory testing on 7/1/1985 therefore, most athletes may be able to find their status through past medical documentation or a request through The Department of Health and Mental Hygiene.
Sickling Collapse Signs and Symptoms
· “Cramping” type pain & weakness in working muscles but with a flaccid tone Vs. firm tone or muscle twinges with actual cramping 
· Less excruciating pain than heat cramps, heat cramping athletes writhe in pain whereas sickling athletes lie fairly still not yelling in pain with normal looking muscles
· Core temperature <102 Vs.>102 as in exertional heat stroke
· Sequential symptoms which may lead to death vs. seizures/stroke, myocardial infarction
· Other variables may be at play such as drug use, cardiac issues, asthma, unknown supplements
· Can often happen within first 30 minutes of exercise
· Signs and symptoms of kidney failure including excessive drowsiness or fatigue, reduced urination, persistent nausea, dark or “muddy” urine

Prevention and Treatment
· Managing heat exposure, including the implementation, and adherence to, established acclimatization protocols. Heat, dehydration, altitude and asthma can increase the risk for and worsen complications associated with SCT, even when exercise is not intense.
· Support adequate nutrition and hydration especially in hot and humid environments. This includes refraining from consuming caffeinated energy drinks and supplements, or stimulants, as they contribute to dehydration
· Understanding the impact of exercise intensity, especially in the untrained or undertrained student-athlete, and implementation of progressively intense exercise in the first few weeks of the season.
· Providing adequate time for rest and recovery both during an exercise session and after intense and/or extended periods of physical activity.
· Development, implementation and adherence to site-specific emergency action plans with appropriate medical equipment and staff to intervene during an emergency situation. Education and counseling are essential for helping student-athletes with SCT understand the potential risks associated with SCT and intense physical activity
· Understand likely sickling settings such as repeated wind sprints, hill or stair runs, gassers, suicide runs, intense timed drills after 40-50 minutes of exercise, Cross country racing, long soccer matches, exercise in extreme altitude or in high heat and humid conditions
· Control asthma
· Encourage athletes to report unusual signs and symptoms immediately and require coaches to report athlete to AT

Immediate Best Practice for MDJUCO Athletics
· Include questions in PPE’s regarding SCD and SCT such as:
· Do you anyone in your family have sickle cell disease or sickle cell trait? If YES, who
· AT’s and all coaches including strength and conditioning coaches are notified of positive SCT test results and provide information about prevention and treatment to staff and athlete
· Proper acclimatization strategy for coaches, it is of utmost importance for the SCT athlete to acclimate to weather as well as level of exercise intensity.  Since the NJCAA does not have an official position on this condition it makes sense to include a mandatory acclimatization period in EAP’s
· Manage heat exposure, creating and actively following heat protocols in EAP using NATA positon statement
· Support adequate nutrition and hydration especially in hot and humid environments.  This includes refraining from consuming caffeinated energy drinks and supplements or stimulants, as they contribute to dehydration
· Development, implementation and adherence to site-specific emergency action plans with appropriate medical equipment and staff to intervene during an emergency situation. 
· Encourage athletes to report unusual signs and symptoms immediately and require coaches to report athletes to AT

Future Strategies for MDJUCO Athletics
· Implement voluntary or possibly mandatory testing of all athletes with an informed consent opt out such as the NCAA currently uses
· Provide educational information with PPE paperwork in order to inform athletes of the potential risk and inform of potential high risk individuals
· Include and actively managing both an acclimatization and heat protocol in EAP
· Create a partnership between MDJUCO/Region XX/each individual institution and testing facility to facilitate availability and quick access to sickle cell testing (Quest diagnostics)








MDJUCO Best Practice Recommendations on Cardiac Arrest in Athletes
Overview
This document is intended as a guideline for MD JUCO athletic trainers (AT’s) as it pertains to the awareness of sudden cardiac arrest to athletes and institutions, as well as prevention and care of athletes who go into sudden cardiac arrest. 
Introduction and Background
Sudden cardiac death (SCD) represents a public health risk to competitive and non-competitive youth, high school, college, recreational, and professional athletes in the United States. It is the leading nontraumatic cause of death among young athletes. The precise incidence of SCD among high school athletes, for example, is unknown, but estimates range from 1 in 23,000 to 1 in 300,000.3 SCD of athletes can be caused by a variety of cardiovascular diseases, but is most commonly associated with congenital or acquired malformations. Intense athletic activity can trigger SCD or disease progression in these susceptible individuals.

Signs and Symptoms
· Sudden loss of responsiveness (no response to tapping on shoulders).
· No response to tapping on shoulders.
· Does nothing when you ask if he's OK.
· No normal breathing
· Victim is not breathing or is only gasping.
Sometimes other signs and symptoms precede sudden cardiac arrest. These may include fatigue, fainting, blackouts, dizziness, chest pain, shortness of breath, weakness, palpitations or vomiting, but sudden cardiac arrest often occurs with no warning. Sudden cardiac arrest (SCA) should be suspected in any athlete who has collapsed and is unresponsive. Myoclonic jerking or seizure-like activity is often present after collapse from SCA and should not be mistaken for a seizure. Occasional or agonal gasping should not be mistaken for normal breathing. 
Symptoms may be present through the athlete’s medical history:
1. Exertional chest pain/discomfort 2. Unexplained syncope/near-syncope 3. Excessive exertional and unexplained dyspnea/fatigue, associated with exercise 4. Prior recognition of a heart murmur 5. Elevated systemic blood pressure Family history 6. Premature death (sudden and unexpected, or otherwise) before age 50 years due to heart disease, in ≥1 relative 7. Disability from heart disease in a close relative


Prevention and Treatment
1. 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. 
2. The preparticipation physical examination should include the completion of a standardized history form and attention to episodes of exertional syncope or presyncope, chest pain, a personal or family history of sudden cardiac arrest or a family history of sudden death, and exercise intolerance
The AHA recommends the following with regards to preparticipation screening of young competitive athletes: · Competitive athletic prescreening should consist of a targeted personal history, family history and physical examination. This includes 12 key prescreening elements such as a history of elevated systemic blood pressure, knowledge of certain cardiac conditions in family members, and the presence of a heart murmur that are designed to identify, or at least raise the suspicion of, cardiovascular diseases that place certain athletes at risk. Those athletes with positive findings should be referred for further evaluation and testing. 
At this time, the AHA does not recommend the use of tests such as a 12-lead ECG or echocardiogram in mandatory preparticipation screening programs. Instead, these tests should be used as follow-up if an initial screening raises suspicions about the presence of a cardiovascular disease. 
In the event of sudden cardiac arrest, 9-1-1 should be called immediately. A patient’s airway, breathing, circulation, and heart rhythm should be assessed. Cardiopulmonary resuscitation should be provided while the AED is being retrieved, and the AED should be applied as soon as possible. Interruptions in chest compressions should be minimized by stopping only for rhythm analysis and defibrillation. Treatment should proceed in accordance with the updated American Heart Association guidelines,182 which recommend that health care professionals follow a sequence of chest compressions (C), airway (A), and breathing (B).
Steps for CPR/Using AED:
Before Giving CPR
1 Check the scene and the person. Make sure the scene is safe, then tap the person on the shoulder and shout "Are you OK?" to ensure that the person needs help.
2 Call 911 for assistance. If it's evident that the person needs help, call (or ask a bystander to call) 911, then send someone to get an AED. (If an AED is unavailable, or a there is no bystander to access it, stay with the victim, call 911 and begin administering assistance.)
3 Open the airway. With the person lying on his or her back, tilt the head back slightly to lift the chin.
4 Check for breathing. Listen carefully, for no more than 10 seconds, for sounds of breathing. (Occasional gasping sounds do not equate to breathing.) If there is no breathing begin CPR.
CPR Steps
1 Push hard, push fast. Place your hands, one on top of the other, in the middle of the chest. Use your body weight to help you administer compressions that are at least 2 inches deep and delivered at a rate of at least 100 compressions per minute.
2 Deliver rescue breaths. With the person's head tilted back slightly and the chin lifted, pinch the nose shut and place your mouth over the person's mouth to make a complete seal. Blow into the person's mouth to make the chest rise. Deliver two rescue breaths, then continue compressions.
Note: If the chest does not rise with the initial rescue breath, re-tilt the head before delivering the second breath. If the chest doesn't rise with the second breath, the person may be choking. After each subsequent set of 100 chest compressions, and before attempting breaths, look for an object and, if seen, remove it.
3 Continue CPR steps. Keep performing cycles of chest compressions and breathing until the person exhibits signs of life, such as breathing, an AED becomes available, or EMS or a trained medical responder arrives on scene.
Note: End the cycles if the scene becomes unsafe or you cannot continue performing CPR due to exhaustion.
Using an AED:
Turn on the AED and follow the visual and/or audio prompts.
2 Open the person's shirt and wipe his or her bare chest dry. If the person is wearing any medication patches, you should use a gloved (if possible) hand to remove the patches before wiping the person's chest.
3 Attach the AED pads, and plug in the connector (if necessary).
4Make sure no one is, including you, is touching the person. Tell everyone to "stand clear."
5 Push the "analyze" button (if necessary) and allow the AED to analyze the person's heart rhythm.
6 If the AED recommends that you deliver a shock to the person, make sure that no one, including you, is touching the person – and tell everyone to "stand clear." Once clear, press the "shock" button.
7 Begin CPR after delivering the shock. Or, if no shock is advised, begin CPR. Perform 2 minutes (about 5 cycles) of CPR and continue to follow the AED's prompts. If you notice obvious signs of life, discontinue CPR and monitor breathing for any changes in condition.


Immediate Best Practice for MDJUCO Athletics
Athlete’s medical history should be analyzed before athletic participation. AT should follow “AHA/ACC Scientific Statement: Eligibility and Disqualification Criteria for Athletes With Cardiovascular Abnormalities” when clearing athletes for participation. 
An Emergency Action Plan for Sudden Cardiac Arrest should be in place for every athletic facility. Setting up a plan for who is in charge of contacting 9-1-1, with a campus map and address available and having an AED on site at all times is imperative. 
Future Strategies for MDJUCO Athletics
Encourage athletes to report unusual National standards and guidelines should be developed to ensure systematic, uniform, evidence guided preparticipation cardiovascular screening of athletes. If local authorities choose to develop a preparticipation cardiovascular screening strategy, the program should be accessible to all athletes, regardless of financial means, have the support of adequate resources and medical personnel, including cardiology specialists, and track its performance and outcomes over time. In particular, monitoring should record the proportion of positive screens and what follow-up was recommended and where possible, data regarding the follow-up of positive screens, such as the false positive rate and need for additional diagnostic studies. 
Any expansion of screening that increase provider knowledge of prescreening guidelines should be implemented programs should be made in response to new science. 
Policies, programs, training, and continuing education that increase provider knowledge of prescreening guidelines should be implemented.















MDJUCO Best Practice Recommendations on Inclement Weather
Overview
The following policies have been established in order to better prepare MDJUCO Athletics staff, student-athletes, game officials and spectators for the appropriate safety procedures involved with severe weather and lightning.  These policies have been established primarily to ensure the safety of participants at outdoor practices and competition.  Portions of this policy have been developed based on recommendations from the National Lightning Safety institute and the NCAA Sports Medicine Handbook.  The Severe Weather and Lightning Safety policy will be monitored and enforced by the athletic trainer and athletic administration.

Introduction and Background
Lightning’s behavior is random and unpredictable.  Preparedness and a quick response are the best defense to minimize hazard.  It is imperative that all student-athletes, athletic staff members, game officials, and spectators are aware of the potential that lightning can strike even if the storm is miles away.

In the event of a thunderstorm the certified/licensed athletic trainer, in conjunction with the coaching staff and game officials, will follow the NATA’s recommendations for lightning safety.

Immediate Best Practices for MDJUCO Athletics
Utilize the “Flash to Bang” method of recognizing potential hazardous weather.  The “flash to bang” ratio begins with the first visual sighting of lightning; at this time a count begins.  The count continues until an audible thunderclap occurs.  The distance of the lightning strike is calculated by dividing the time (in seconds) between the “flash” and the “bang” by FIVE.  This calculation is equivalent to the distance in miles of the lightning strike.  If the time differential between the flash and the bang is 30 seconds or less (6 miles or less away), all individuals should be removed from the playing field and directed to a “Safe Place.”
1 – To use this method, count the seconds from the time lightning is sighted to when the clap of thunder is heard.  Divide the number of seconds by five to obtain the distance, in miles, the lightning is occurring.
	2 – If or when the “flash to bang” indicates a lightning strike within 8 miles (40 	seconds or  
less), the following actions will take place:
a. The dugouts/field will be cleared immediately.
b. An announcement will be made alerting the spectators to the severe weather situation
c. The entire facility, including metal bleachers areas, will be cleared.
d. Participants, game officials, athletics staff, and any other person desiring shelter will be relocated to the appropriate location.
3 – In accordance with the NSSL (National Severe Storms Laboratory) and the NCAA Competitive Safeguards Committee, it is recommended that by the time the “flash to bang” count gets to 30 seconds, all individuals should have been relocated to the appropriate location designated by specific venues or to the nearest safe location of their own choosing.
4 – The practice or competition will NOT RESUME until lightning strikes are greater than 8 miles (40 seconds or more) away per the “flash to bang” method and for NO LESS THAN 30 MINUTES after the last lightning strike in the 8 mile or less radius.

Designate safe shelters
	1 – A safe location is any substantial, frequently inhabited building.  The building 			should have four solid walls (NOT A DUGOUT), electrical, plumbing, and 				telephone wiring, all of which aid in grounding a structure.  PRESS BOXES AND 			MAINTENANCE SHEDS ARE NOT SAFE SHELTER AREAS!
2 – The alternative choice for a safe location is a fully enclosed vehicle with a metal roof, with the windows completely closed.  It is important to NOT TOUCH any part of the metal framework while inside the vehicle during ongoing thunderstorms.
	3 – It is not safe to shower, bathe, or talk on landline phones while inside a safe 			shelter during thunderstorms (cellular phones are OK).
	Avoid the Following Areas:
		1 – Shaded areas (tents, picnic areas, etc.)
		2 – Single Tall Trees
		3 – Light Poles or Flag Poles
		4 – Water
		5 – Metal Bleachers
		6 – Open Fields
		7 – Dugouts and/or Fences
		8 – Machinery
	Lightning Safe Position
		1 – Crouch on the ground, weight on the balls of the feet, feet together, head 			lowered, and ears covered.  Do not lie flat on the ground!
		2 – You should also avoid proximity to other people (allow 15 feet).

The decision to resume athletic activity (after it has been suspended due to severe weather and/or lightning) will be made by the athletic trainer and/or administrator on site.



Introduction and Background
It is the goal of the Sports Medicine team (including coaches) to be sure athletes are educated on the risk factors and signs and symptoms of heat illness in order to prevent a heat related emergency.  

Prevention and Treatment
1. Gradually increasing activity in terms of intensity and duration in the heat in order to prepare the body for more intense, longer duration exercise in warm conditions, and aiding to prevent injury and heat illness.
2. Giving periods of rest during activity and encourage proper sleeping habits for athletes in order to decrease your risk as well.  Water and/or sports drinks will be available during breaks for organized practiced and games.
3. Encouraging athletes to properly hydrate throughout the day as well as drink water or sports drinks throughout physical activity in the heat.  Athletes should not lose more than 2 or 3% of water weight during a practice session (sweat and urine loss).
4. Advise athletes to monitor the color of their urine when participating in activity in the heat.  Darker urine color is a quick indicator of dehydration. 
5. Practices will take place during cooler portions of the day (early morning or late evening), if possible, particularly on days that are more hot and humid.  Practices and games may be postponed/canceled in severely hot and humid weather.  This will be done at the discretion of the head athletic trainer, by following NATA guidelines (refer to wet bulb globe temp. guidelines chart below).
Table 5. Example of Wet-Bulb Globe Temperature (WBGT) Guidelines
 WBGT Reading Activity Guidelines and Rest-Break Guidelines 
Under 82.08F (27.88C) Normal activities: provide 3 separate rest breaks/h of minimum duration 3 min each during workout. 
82.0–86.98F (27.88C–30.58C) Use discretion for intense or prolonged exercise. Watch at-risk players carefully. Provide 3 separate rest breaks/h of minimum duration 4 min each. 
87.08F–89.98F (30.58C–32.28C) Maximum practice time ¼ 2 h. For football: players restricted to helmet, shoulder pads, and shorts during practice. All protective equipment must be removed for conditioning activities. For all sports: provide 4 separate rest breaks/h of minimum duration 4 min each. 
90.0–92.08F (32.28C–33.38C) Maximum length of practice ¼ 1 h. No protective equipment may be worn during practice and there may be no conditioning activities. There must be 20 min of rest breaks provided during the hour of practice. 
Over 92.18F (33.48C) No outdoor workouts, cancel exercise, delay practices until a cooler WBGT reading occurs.
6. Athletes will not be allowed to participate in intense exercise if they are showing signs of an existing illness (i.e. fever, diarrhea, extreme fatigue, etc.), as they can decrease the body’s tolerance for heat and increase your risk of a heat illness. 
7. Certain individuals are at greater risks for heat emergencies and will be identified and monitored more closely when participating in warm temperatures.  
8. For organized events, the athletic trainer will provide coverage to assure proper medical supervision, recognition and treatment of possible injuries and heat illness.
Overview
It is the goal of the Sports Medicine team (including coaches) to be sure athletes are educated on the risk factors and signs and symptoms of cold illness in order to prevent a cold related emergency.  Similar steps, as mentioned above regarding heat emergencies, will be taken by the Sports Medicine team to prevent cold illness.  Most specifically, the head athletic trainer monitor weather conditions specific to air temperature and wind chill to determine if games and/or practices need to be postponed/canceled.  This will be done at the discretion of the head athletic trainer, by following NATA guidelines (see risks chart below).
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