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•  Identify the knowledge and skills associated with 
the administrative and risk management aspects 
of planning for an emergent situation. 

•  Be able to design a basic emergency action plan 
and identify the time-sensitive intervals necessary 
when dealing with an emergent situation. 

•  Examine and discuss the appropriate trauma 
equipment needed on-site, or on-person, during 
an emergent situation. 



You witness a football player at your high school 
gently collapse 2.5 hours into the 6th day of pre-

season in-between running plays.  

Arriving on-scene, the athlete presents with 
dizziness, drowsiness, irrational behavior, 

confusion, irritability, emotional instability, rapid 
and thready pulse, and labored breathing. 

You have established a patent airway, adequate 
breathing, and circulation. 





Athlete has now gone into respiratory arrest.  



Athlete is now in cardiac arrest.  



How would you have handled this situation? 

Are you prepared to a handle a situation of this 
magnitude? 

Why not? 



Why is event planning important?  



•  Most injuries occurring 
during athletics and 
physical activity are 
relatively minor; limb or 
life-threatening injuries 
can, and DO, occur 
without warning. 



•  Because of the relatively low incidence rate of 
catastrophic injuries, athletic and program personnel 
develop a false sense of security over time in the 
absence of such injuries.1-4 



•  However, injuries and illness can occur during 
any physical activity and at any level of 
participation.  

•  In fact, when catastrophic injuries and illnesses 
occur during sports and/or physical activity, it is 
considered a highly visible and emotionally 
charged event with substantial impact on the 
family, team, healthcare providers, and the 
community.5-8  



Who or what types of events are you/we 
planning for? 



•  Because emergencies, 
accidents, and even 
natural disasters are 
rarely predictable, 
having a rapid and 
controlled response 
will likely make the 
difference between an 
effective and an 
ineffective emergency 
response plan.9 



•  Emergency response plans (ie., emergency 
action plans [EAPs]) are applicable to agencies 
of the government (eg., law enforcement, fire 
and rescue, and federal management teams).9  

•  However, EAPs are also directly applicable to 
sport and fitness activities due to the inherent 
possibility of an ‘untoward event’ that requires 
access to emergency medical services and first 
aid care.9 



So why are EAPs important?   



•  EAPs provide organizations the ability to prevent, 
recognize, and provide intervention strategies such 
as- 
–  Early defibrillation in the event of SCA. 

–  Measurement of blood glucose during a diabetic 
emergency.  

–  Assessment of core-body temperature and cold-water 
immersion in the event of exertional heat stroke. 

–  Management of participants during a lightening storm. 



•  The need for an EAP can be divided into two 
major categories-9 
(1) Professional need 

(2) Legal need 



•  Governing bodies associated 
with athletic competition have 
stated that institutions and 
organizations must provide for 
access to emergency medical 
services if an emergency 
should occur during any 
aspect of athletic activity, 
including in-season and off-
season activities.9  



•  The NCAA states- “Each scheduled practice or 
contest of an institution-sponsored intercollegiate 
athletics event, as well as out-of-season practices and 
skills sessions, should include an emergency plan.”9 

•   The National Federation of State High School 
Associations has recommended the same at the 
secondary school level.9  



•  It is well known that organizational medical 
personnel have a legal duty as reasonable and 
prudent professionals to ensure high-quality care 
of all participants.9 

•  At best, failure of medical personal to perform 
their duty will inevitably result in inefficient 
athlete care, whereas at worst, gross negligence 
and potential life-threatening ramifications for the 
injured athlete or organizational personnel are 
likely.  



•  Just as medical personal have standards of care, 
the EAP has been categorized as a written 
document that defines the standard of care 
required during an emergency situation.9  

•  One key indicator for the need for an emergency 
action plan is the concept of foreseeability.9  



•  The organization administrators and the members 
of the sports medicine team must question 
whether a particular emergency situation has a 
reasonable possibility of occurring during the 
sport(s) activity in question.9  



•  To provide appropriate care for athletes, one must 
be familiar with a large number of illnesses and 
conditions in order to properly guide the athlete, 
determine when emergency treatment is needed, 
and distinguish among similar signs and 
symptoms that may reflect a variety of potentially 
fatal circumstances.5  



•  For the patient to have the best possible outcome, 
correct and prompt emergency care is critical; 
delaying care until the ambulance arrives may 
result in permanent disability or death.5  
–  Video 

•  Therefore, organizations advocate training 
coaches in first aid, cardiopulmonary 
resuscitation (CPR), and automated external 
defibrillator (AED) use, so that they can provide 
treatment until a medical professional arrives.5   



•  Medicolegal interests can lead to questions about 
the qualifications of the personnel involved, the 
preparedness of the organization for handling 
these situations, and the actions taken by program 
personnel.9  

•  In the end, failure to have an emergency plan can 
be considered negligence.10 



•  EAPs also include the need for documentation 
including9- 
–  Delineation of the person and/or group responsible 

for documenting the events of the emergency 
situation  

–  Follow-up documentation on evaluation of response 
to emergency situation  

–  Documentation of regular rehearsal of the emergency 
plan  

–  Documentation of personnel training  

–  Documentation of emergency equipment 
maintenance  



•  It is prudent to invest organizational and 
institutional ownership in the emergency plan by 
involving administrators and sport coaches as well 
as sports medicine personnel in the planning and 
documentation process.9 

•  By documenting emergent events, if legal suits do 
occur there is specific accounts of what medical 
care was given, and also gives an organization 
room to improve patient outcomes by reviewing 
what was done correctly, and what could have 
been amended.    



So now that we know why we need an EAP, 
what details go into creating one?  



•  A sound emergency plan should be easily 
understood and establishes accountability for the 
management of emergencies (of all types). 

•  The following slides outline some of the features 
of emergency planning. 



1.  Every institution or organization that sponsors 
athletic activities (organized or recreational) 
should have a written and structured EAP. 

–  The EAP should define the standard of care 
required during an emergency situation and should 
be approved by legal counsel. 



2.  The EAP should be 
developed and coordinated 
in consultation with local 
EMS personnel, school 
public safety officials, on-
site emergency medical 
responders (eg., certified 
athletic trainers, nurses), 
school administrators, 
board members, and legal 
counsel. 



3.  The EAP should be specific to each individual 
athletic venue and encompass- 
–  Emergency communication (activation of 9-1-1). 

–  Personnel involved in carrying out the emergency 
care and associated training to provide said care. 

–  Location of, access to, and appropriate training in 
the use of emergency equipment. 

–  Transportation to appropriate emergency facilities 

–  Notification of parents. 



Andersen, 2002  



4.  The EAP should be reviewed and practiced at 
least annually with the emergency response 
team, while consulting physicians, coaches, 
school and institutional safety personnel, and 
administrators. 



5.  The EAP should incorporate the emergency care 
facilities to which the injured individual will be 
taken. Emergency receiving facilities should be 
notified in advance of scheduled events and 
contests.  

6.  Personnel from the emergency receiving facilities 
should be included in the development of the 
emergency plan for the institution or 
organization. 



6.  Targeted emergency medical responders or first 
aid providers should receive certified training in 
CPR, AED use, and basic first aid.  



7.  When planning for event such as sudden cardiac 
arrest (SCA), access to early defibrillation is 
essential and a target goal of less than 3-to-5 
minutes from the time of collapse to the first 
shock is strongly recommended. 



Events Time Goals 

Collapse to Activation of  EMS < 1 minute 

Collapse to Initiation of  CPR < 1 minute 

Collapse to Delivery of  First 
AED shock 

< 3 to 5 minutes 

Collapse to Arrival of  EMS 
Personnel 

< 5 minutes* 



Why are SCA time sensitive intervals so 
important? 



•  For most EMS systems, the interval between 
activating EMS-to-EMS arrival at the victim’s 
side is usually MORE than 5 minutes (mean 6.1 
minutes). 

•  In some areas, the interval from activating EMS-
to-EMS arrival may be 7-to-8 minutes or longer. 



8.  Review of equipment readiness by on-site event 
personnel for each athletic event is desirable. 



9.  The emergency plan should be reviewed and 
rehearsed annually, although more frequent 
review and rehearsal may be necessary.  

10. The results of these reviews and rehearsals 
should be documented and should indicate 
whether the emergency plan was modified, with 
further documentation reflecting how the plan 
was changed. 



Drezner, 2007  





So what supplies are needed for my first aid 
kit to be properly prepared for an 

emergency?  



•  A properly-stocked first 
aid kit is an essential piece 
of equipment when an 
emergency situation arises 
whether at work, home, 
recreation, or during 
athletics14,15 in order to 
provide care before the 
arrival of trained 
emergency medical 
personnel.  



•  Commercial, prefabricated first aids kits offer  
quick and immediate access to a variety of 
supplies that are supposed to handle minor 
medical emergencies such as contusions, minor 
open wounds, minor musculoskeletal injuries 
(sprains and strains), and sudden illnesses.14-16 



But is the construction of these first aid kits data-
driven, or is it based on what a manufacturer wants 

you to buy?  



•  Identifying items to be 
placed in a first aid kit 
should be based on 
epidemiological 
evidence, but should 
also be modifiable based 
on the first aid kit’s 
intended use and past 
experiences.  



•  In the U.S., the most frequently diagnosed major 
disease categories based on emergency 
department physician’s (ED) primary diagnosis 
are-17-20  
–  Injuries and poisonings (25.2%) 

–  Symptoms, signs, and ill-defined conditions (19.4%) 

–  Diseases of the respiratory system (10.4%) 



•  Conditions/pathologies/diagnoses falling under 
the major disease category of injuries and 
poisonings include- 
–  Fractures 
–  Sprains and strains 

–  Intracranial (head) injury 

–  Open wounds 
–  Superficial injury 

–  Contusions with intact skin surface 

–  Foreign body 
–  Burns 

–  Trauma complications and unspecified injuries 

–  Poisoning and toxic effects 



•  The two most frequently reported primary 
diagnoses rendered by ED physicians were 
contusions with intact skin surface (4.25%) and 
abdominal pain (4.0%).18-19  

•  Also making the list of top 20 primary diagnoses 
rendered by ED physicians were-18-19  
–  Fractures (excluding lower limbs) (2.2%) 

–  Sprains and strains (excluding ankle and back) (2.2%) 

–  Sprains and strains of the neck and back (2.1%) 



•  Once you begin to understand the different types 
of injuries and illnesses commonly encountered, 
you can now begin to construct a list of 
recommended items based on what would be 
required to provide minimal care in an emergency 
using the 2010 International Consensus on First Aid 
Science with Treatment Recommendations21 and other 
scientific literature. 



•  General consensus finds that first aid kits do not 
need to contain every product used in an 
emergency, but rather should contain those that 
cannot be easily improvised (ie., sterile dressings), 
limit the spread of blood borne pathogen, or assist 
in stabilizing the patient until advanced medical 
care can be accessed.  



•  Please see the attached document. 



•  First aid kits-  
–  May include items based on past personal 

experiences 

–  Should be kept in a clean, waterproof container 

–  Should be stored in logical place that is cool and 
dry14  

–  May include health histories, list of allergies and 
current medication lists for the patients in your care 

–  Should include emergency contact information 



Questions??? 
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