
Summary Statement: Appropriate Medical Care for the
Secondary School-Aged Athlete

Jon Almquist, ATC*; Tamara C. Valovich McLeod, PhD, ATC, CSCS�;
Angela Cavanna, DO, FAOASM`; Dave Jenkinson, DO‰; Andrew E. Lincoln, ScD,
MSI; Keith Loud, MD, FAAP"; Bart C. Peterson, MSS, ATC#; Craig Portwood,
LAT, ATC**; John Reynolds, MS, ATC*; Thomas S. Woods, LAT, ATC��

*Fairfax County Public Schools, Fairfax, VA; 3Arizona School of Health Sciences, A.T. Still University, Mesa, AZ;

4Health Stream Medical Associates, PC, Red Hook, NY; 1Center for Sports Medicine, Chattanooga, TN; IJohns
Hopkins Bloomberg School of Public Health, Baltimore, MD; "Akron Children’s Hospital, Akron, OH; #Palo Verde
High Magnet School, Tucson Unified School District, Tucson, AZ; **Tomoka Christian Church, Ormond Beach, FL;

33Advanced Orthopaedics and Sports Medicine, Katy, TX

Objective: To present the recommendations made by the
Appropriate Medical Care for Secondary School-Aged Athletes
Task Force and to summarize the subsequent monograph
developed around 11 consensus points.

Data Sources: The MEDLINE, CINAHL, and SportDiscus
databases were searched for relevant literature regarding second-
ary school-aged athletes; health care administration; preparticipa-
tion physical examination; facilities; athletic equipment; emergency
action planning; environmental conditions; recognition, evaluation,
and treatment of injuries; rehabilitation and reconditioning;
psychosocial consultation; nutrition; and prevention strategies.

Conclusions and Recommendations: Organizations that
sponsor athletic programs for secondary school-aged athletes
should establish an athletic health care team to ensure that
appropriate medical care is provided to all participants. The 11
consensus points provide a framework—one that is supported
by the medical literature and case law—for the development of
an athletic health care team and for assigning responsibilities to
the team, administrators, and staff members of institutions
sponsoring secondary school and club-level athletic programs.
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P
articipation by secondary school-aged adolescents in
sports, recreation, and exercise is widespread. In
2005, more than 7 000 000 high school students were

participating in interscholastic athletics in the United
States.1 Participation in co-curricular activities, including
interscholastic athletics, benefits student-athletes by serv-
ing as an extension of a good education program, teaching
valuable lessons for practical situations, and fostering
success in later life.2 However, many of these activities
involve the risk of injury. As a result, approximately
715 000 sport-related and recreation-related injuries occur
in US school settings each year.3 Specific to the secondary
school-aged athlete, Powell and Barber-Foss4 reported
23 566 reportable injuries over a 3-year study period in 10
interscholastic sports. These injuries resulted in approxi-
mately 6000 athletes sustaining an injury at least once each
year, with 26.5% of the reportable injuries resulting in a
time loss of greater than 7 days.4

Developing a comprehensive approach to injury control
strategies for athletics is difficult. To begin to establish
this direction, in 2002 the National Athletic Trainers’
Association (NATA) created an interassociation task
force (Appendix A) to develop recommendations and
guidelines for appropriate medical care for adolescents
competing in school and club-level sports. The Appropri-
ate Medical Care for Secondary School-Aged Athletes
Task Force (AMCSSAA) comprised experts from 17
school, health care, and medical associations who all

shared the same goal: ensuring that young athletes receive
consistent and adequate medical care while participating
in practices and games. The committee included individ-
uals representing certified athletic trainers, physicians,
other health care professionals, administrators, and school
principals.5 This effort addressed more than basic
emergency care during sport participation; it involved
virtually all aspects of prevention and activities of
ongoing daily athletic health care. The recommendations
are intended for use by the sponsoring organizations of
athletic programs and the athletic health care teams
(AHCTs) they establish, in consultation with administra-
tors, coaches, parents, and participants. By approaching
the issue of athletic injuries in a comprehensive way, we
develop a better sense of where the problems lie and what
can be done to eliminate or reduce them.

The group initially developed a consensus statement
(Appendix B; http://www.nata.org/statements/consensus/
Consensus%20Statement_Final%20Version_Sept02.pdf) that
set minimum standards of health care for adolescent athletes.
The AMCSSAA monograph5 (http://www.nata.org/statements/
support/secondary_school_medcarecommunication.pdf) was
written by a subgroup of the task force and is intended to
help secondary schools and community organizations spon-
soring athletic programs for this age group to justify the
importance of providing appropriate medical care and
establishing an AHCT. The purpose of this paper is to
provide a summary of the key points contained within the
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monograph and to highlight important information with
regard to appropriate medical coverage for secondary school-
aged athletes. Potential strategies for the prevention of injury
and illness as they relate to athletic participation by secondary
school-aged individuals are described in detail in the 11
sections of the monograph. A brief overview of each
consensus statement point is listed below, and the full set of
recommendations for each consensus statement is available in
the monograph.5

CONSENSUS STATEMENT POINT 1: DEVELOP AND
IMPLEMENT A COMPREHENSIVE ATHLETIC
HEALTH CARE ADMINISTRATIVE SYSTEM

Organizations sponsoring athletic programs for second-
ary school-aged individuals should establish a comprehen-
sive athletic health care administrative system that ensures
that appropriate medical care is provided for all partici-
pants. To provide appropriate medical care, organizations
must create an AHCT that must function in a coherent,
coordinated, and efficient manner with coaches and
administrators of sponsoring organizations and that must
adhere to commonly accepted standards of good clinical
practice.

Medical and allied health professionals representing
various disciplines are involved in the provision of athletic
health care to adolescents and should be part of the AHCT.
At the request of the American Academy of Pediatrics, the
American Medical Association (AMA) has recommended
that athletic medical units include a team physician and an
athletic health coordinator, with preference in this role given
to Board of Certification–certified athletic trainers (ATs).6

Furthermore, many jurisdictions require that ATs be
supervised by licensed physicians, just as school nurses are
supervised by school physicians and emergency medical
technicians (EMTs) are supervised by emergency medical
service (EMS) physicians. Therefore, the AT and team
physician form the core of the AHCT, with the AT being the
most appropriate on-site member of the AHCT and the
official team physician being ultimately responsible for
medical decisions made by the AHCT. A designated school
official should act as a liaison to the AHCT when it is not
possible to have an on-site member of the AHCT. The
Figure depicts the various individuals who should be
included as members of the AHCT and on-site personnel
who are liaising with the AHCT. The list in the rectangle on
the left denotes health care providers who should be
considered in the formation of the AHCT. Of these, the
AT and, in some cases, EMS personnel provide on-site
medical coverage. The other members of the AHCT should
be sought out by the AT as referral sources. In addition, on-
site personnel such as administrators, coaches, parents, and
athletes should work with the on-site members of the AHCT
to ensure the implementation of the athletic health care
administrative system. Other members of the team, along
with the relationships among them, should be dictated by
local needs and statutes (Table 1).

A comprehensive athletic health care system should
enhance the care of the athlete by allowing the strengths of
individual members to complement each other and by
preventing the unnecessary duplication of efforts. The roles
and responsibilities of all medical team members should be
clearly defined and available to all.

In addition, the sponsoring organization must create the
appropriate policies and procedures to ensure all on-site
athletic staff adhere to safe clinical practice guidelines for
adequate medical care, designate appropriate physical
space and equipment, document the activities of the
AHCT, take part in injury surveillance, and commit to
cycles of quality improvement so that appropriate medical
care is available for all secondary school-aged athletes.

CONSENSUS STATEMENT POINT 2: DETERMINE
THE INDIVIDUAL’S READINESS TO PARTICIPATE
THROUGH THE PREPARTICIPATION
PHYSICAL EXAMINATION

In 1992, 5 organizations (American Academy of Family
Physicians, American Academy of Pediatrics, American
Medical Society for Sports Medicine, American Orthopae-
dic Society for Sports Medicine, and American Osteopathic
Academy of Sports Medicine) published a consensus report
regarding the preparticipation physical examination (PPE),7

which was updated in 2005.8 This document clearly outlines
the stated goals of the PPE along with guidelines for the
organization and administration of the examination and,
with the 1998 American Heart Association guidelines for
cardiovascular screening of competitive athletes9,10 and the
recommendations from the 36th Bethesda Conference,11 set
the standard for the PPE.

Members of the AHCT may be the health care
professionals who most often interact with adolescent
athletes. The AMA has estimated that the athletic PPE
serves as the only routine health maintenance for 80% to
90% of adolescents.12 The PPE is essential to identify
athletes at risk for injury and to implement corrective
actions before injuries occur. Yearly screening of these
athletes is imperative, because health conditions may change
from year to year and the development of subtle problems
may be overlooked. The PPE is mandated for all partici-
pants in every scholastic sport and should be encouraged for
those participating in community-based sports programs.
The PPE should be performed by the athlete’s primary care
physician, school physician, or team physician. It is
important that all pertinent information regarding the
PPE be communicated to the AHCT if the PPE is performed
by a family physician or a physician outside the AHCT.

The purpose of the PPE is not to exclude an individual
from activity but instead to recognize individuals who may
be at risk for developing injuries related to their activity
and those who may be at risk for sudden death or
catastrophic injuries as a result of underlying medical
problems.8 The goal is to promote safe participation for the
secondary school-aged athlete.

Although no time frame exists for performing the PPE, it
has been suggested that the PPE be performed in advance
of the sport season to allow optimum time to address any
issues that may arise during the examination; 4 to 6 weeks
before the start of a season seems to be the most
appropriate time for the PPE. In scholastic sports played
in the fall season, the PPE may be performed before the
end of the preceding school year, so that any chronic
injuries can be addressed and a treatment plan laid out for
the student-athlete in the summer months. The AMCSSAA
monograph5 describes the advantages and disadvantages of
several methods of administering the PPE.
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Many schools and states require yearly evaluations as a
prerequisite for participation in sports. The AMA Group on
Science and Technology endorsed the work of Risser et al13

and McKeag,14 who recommended that a PPE be performed
at the beginning of any new level of competition, with a review
before the start of each new season.15 Regardless of the time
frames adapted, it is important to realize the need for routine
screening for injury and illness recognition and prevention.

CONSENSUS STATEMENT POINT 3: PROMOTE SAFE
AND APPROPRIATE PRACTICE, COMPETITION, AND
TREATMENT FACILITIES

One of the goals of the AHCT is preventing athletic
injuries. Prevention strategies should include having appro-
priate risk management strategies, such as the PPE and
emergency action plan (EAP); using proper equipment; and
having safe and well-maintained facilities available (Table 2).

Secondary school-aged athletes have a right to play in
facilities that are safe and without the potential for
unnecessary harm. When injuries do occur, these partici-

Figure. The relationship between the athletic health care team and the on-site personnel. a Denotes core members of the athletic health
care team.

Table 1. Medical Professionals Who Should Be Members of the
Athletic Health Care Team

Certified athletic trainers

Team physicians

Emergency medical services personnel

School physicians

Primary care providers (eg, pediatricians, family practice, nurse

practitioners)

Orthopaedic physicians

Consulting and other physicians

Physical therapists

School nurses and guidance counselors

Physician assistants

Registered dieticians

Dentists

Public health officials

Public safety personnel

Other allied health care professionals

Students and trainees in the above disciplines
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pants also have a right to be treated in a clean and
appropriate environment that is dedicated to this purpose.
Although the benefits young athletes gain from sports
participation are immeasurable, the effects of accidental
injuries and deaths to this age group cannot be ignored.
Making sports facilities safe for young athletes is of
paramount importance from a risk management stand-
point. Providing safe facilities is an integral component of
effective sports management and is governed by ethical,
legal, and other administrative considerations. Safe facil-
ities provide the opportunities for safe participation and a
positive experience for the young athlete. The right to
participate in safe and healthy environments is contained in
The Bill of Rights for Young Athletes.16 Well-maintained
facilities ensure that safety is a priority, and that priority is
then carried to the public.

Sponsoring organizations that do not provide a safe
environment expose themselves to unnecessary legal action
and the athletes they are supposed to help to undue
preventable injury. Facilities that are not routinely
maintained also provide opportunity for undue accidental
injury. Countless lawsuits have been filed and won by
parties who have sustained injuries as a result of improper
inspection and maintenance of facilities,17–19 hazards in
and around facilities,20–23 unsafe grounds and external
walkways,24–26 and improper facility signage.27–29 Such
litigation depletes the financial resources of sponsoring
institutions and reflects a negative image to the public
about the specific institution and about sports in general.

In general, sports safety inspections should include all
structures and surfaces used by the athletes. All parties
involved with youth sports activities should regularly and
thoroughly inspect their facilities: coaches, administrators,
grounds and facilities staffs, and members of the AHCT.
Some areas, such as fixed building structures, will require
less-frequent inspections, whereas other areas, such as
fields and floors, must be inspected frequently. Young
athletes should be encouraged to be a part of this ‘‘injury
prevention team’’ by immediately reporting any unsafe
conditions to their adult sponsors.

Athletic facilities can vary greatly in size and complexity.
Regardless of the size and purpose of a facility or the
resources of its caretakers, entities that sponsor sports
opportunities for secondary school-aged athletes should
ensure that all facilities are safe. The AHCT can play a
vital role in sports facility safety issues, specifically
maintenance and sanitation, usage, and supervision.

CONSENSUS STATEMENT POINT 4: ADVISE ON THE
SELECTION, FIT, FUNCTION, AND MAINTENANCE OF
ATHLETIC EQUIPMENT

Equipment essential to some sports (helmets, shoulder
pads for football, sticks for field hockey) may be supplied
by the sponsoring organization or the individual partici-
pant. If a sponsoring organization requires the participant
to provide such equipment, it is incumbent upon the
sponsoring entity to ensure that all equipment worn and
used is in good condition, appropriate, and properly fitted.
Sponsoring organizations that require the participant to
provide his or her own equipment must ensure that
personal equipment complies with requirements outlined
by a sport regulatory agency. Entities that provide
guidelines for approval of athletic equipment are the
National Operating Committee on Standards in Athletic
Equipment (NOCSAE) and the American Society for
Testing and Materials (ASTM). The agency responsible for
testing and certifying many types of helmets (including
football, baseball, softball, lacrosse, and hockey helmets),
soccer shin guards, and youth baseballs is NOCSAE,30

whereas standards for helmets for snow sports and eye
protectors were developed by ASTM.31 Equipment that
has not been approved by certifying bodies should not be
used. A review of case law shows that equipment that is not
well maintained or that is improperly fitted can contribute
to, if not cause, injury to participants. In addition, the use
of equipment that has not been approved by the
appropriate certifying body exposes the athlete to injury
and the sponsoring entity to liability and negligence.32–37

Ensuring that all athletes have properly fitting equip-
ment is important to maintaining a safe athletic environ-
ment. Sponsoring agencies should ensure that qualified
personnel (coach, AT, equipment manager) select, fit, and
maintain equipment and that the athlete has appropriate
equipment for participation. Many equipment manufac-
turers provide detailed instructions on the fitting of their
equipment. These instructions should be followed when
fitting participants or else the sponsoring agency could be
found liable. In the case of Gerritty v Beatty,33 the school
was found liable when an athlete reported poorly fitting
equipment and the school did nothing about it.

Once equipment is properly fit to the athlete, sponsoring
agencies and members of the AHCT must make sure the
equipment is properly maintained and reconditioned. All
athletic equipment should be examined periodically during
the season and the fit maintained throughout the season

Table 2. Risk Management Strategies

Develop a written emergency action plan for all venues and facilities.

Ensure that athletes are cleared to participate through the preparticipation physical examination.

Evaluate your present facilities for safety.

Develop appropriate checklists, forms, and other documentation to ensure thorough and consistent standards of facility evaluation.

Follow a standardized timeline for when facility evaluations will take place and who will be responsible for completing the forms.

Use ‘‘critical incident reports’’ to direct corrective actions whenever an accident occurs.

Post warning signs where appropriate.

Provide regular in-service education for staff on injury prevention and how to monitor and manage facility safety.

Cultivate a safety awareness culture in your program.

Ensure that facilities are adequately secured to prevent improper use.

Ensure that athletes are properly supervised during participation.

Maintain a regular schedule for cleaning shared equipment and encourage athletes to maintain good hygiene.

Follow universal precautions for exposure to blood and body fluids.
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(eg, if an athlete shaves his head, the helmet should be
refit).38 In addition, school and team officials should
closely inspect any equipment used by or around partic-
ipants and know the risks involved in the use of such
equipment. Case law has judged in favor of the plaintiffs
when a latent defect in a pitching machine caused injury to
the face of an athlete while the machine was unplugged39

and when a vaulting horse was altered and the holes for the
pommels were exposed.37

Many manufacturers now recommend that equipment be
reconditioned on a regular basis, so that flaws and defects
can be identified and corrected. Most manufacturers state
that they will not stand behind the product if the proper
reconditioning and checks have not been made.40 In the case
of Gerritty v Beatty,33 the school district was found negligent
for refusing to furnish well-maintained equipment. There-
fore, school districts should ensure that qualified personnel
purchase, fit, and maintain appropriate athletic equipment
and recondition existing equipment according to the
manufacturers’ recommendations. The qualified individual
should have experience in fitting equipment and be familiar
with manufacturers’ manuals. The sponsoring organization
and on-site members of the AHCT should be responsible for
the oversight of proper fit and maintenance of equipment. In
addition, the sponsoring organization should be cautioned
not to accept used equipment passed down from higher-level
organizations unless the equipment has been properly
maintained and reconditioned.

CONSENSUS STATEMENT POINT 5: DEVELOP AND
IMPLEMENT A COMPREHENSIVE EMERGENCY
ACTION PLAN

Members of the AHCT, along with coaches and
administrators, need to be prepared for emergency
situations through the development and implementation
of a comprehensive EAP. Participation in some athletic
activities carries an inherent risk of serious injury. Sudden,
serious illness can also afflict student-athletes and those
involved with an athletic program. The sponsoring
organization should have a comprehensive EAP in place
to ensure that the appropriate care can be provided in a
timely manner. The EAP should include planning for
responses to medical emergencies involving spectators,
coaches, and officials; crowd control; and evacuation in the
event of severe weather, fire, and other natural or man-
made disasters. In 2002, NATA41 issued a position
statement regarding the need for established emergency
plans in all athletic venues and suggested guidelines for
developing and implementing the plans.

The need for an EAP has been well documented in the
literature2,41–47 and is supported by case law.47 In Klein-
knecht v Gettysburg College in 1993,48 it was decided that an
institution owed a duty to each athlete to provide an
emergency plan that was adequate for the risks involved in
sport participation. This extends beyond the collegiate level
and interscholastic athletic events, as seen in Barth by Barth
v Board of Education in 1986,49 which showed the need for
obtaining prompt medical treatment for students injured in
physical education activities. In Jarreau v Orleans Parish
School Board in 1992,50 a school board was found
vicariously liable for the failure to promptly seek medical
attention for an injured athlete. The implementation of an

EAP addresses these needs and provides the most efficient
opportunity for treatment for injury and illness.

The medical personnel who make up the AHCT often
have experience in various areas of emergency athletic care
and can contribute to the plan to ensure that it is
comprehensive and appropriate for school-aged athletes
and their events. The development of an EAP, however,
requires the input of the AHCT, administrators of the
sponsoring organization, coaches, and facility managers,
along with parents and members of the local emergency
response community. The EAP should be reviewed
annually with all involved personnel and should have legal
approval before it is implemented.

CONSENSUS STATEMENT POINT 6: ESTABLISH
PROTOCOLS REGARDING ADVERSE
ENVIRONMENTAL CONDITIONS

Secondary school-aged individuals participating in
athletics are subject to injury and illness as a result of
adverse environmental conditions. Adverse environmental
conditions, including heat stress, cold stress, lightning,
severe weather, air quality, insects, rodents, reptiles, fire,
and possible allergic reaction–inducing conditions, pose
various challenges to those participating in athletic events.
The type of environmental conditions athletes face is based
on geographic region and the influencing factors specific to
that region. Each organization that sponsors an athletics
program should establish protocols related to adverse
environmental conditions specific to the region.51 The
organizations should identify individuals responsible for
ensuring the implementation of the protocols for the safety
of adolescent athletes. This may include having the AHCT
be responsible for the development and implementation of
policies regarding adverse environmental conditions.

Several environmental considerations and threats can be
included in an individual protocol depending on the venue
and geographic region. Established policies regarding heat
stress,52–56 cold stress,56,57 and lightning58,59 can be used as
models for development. Other environmental condition
protocols should be established with the members of the
AHCT to ensure that all contingencies have been discussed
in detail.

CONSENSUS STATEMENT POINT 7: PROVIDE FOR
ON-SITE RECOGNITION, EVALUATION, AND
IMMEDIATE TREATMENT OF INJURY AND ILLNESS,
WITH APPROPRIATE REFERRALS

The initiation of prompt treatment is critical in the
management of life-threatening or limb-threatening injuries
or conditions. Early injury evaluation and treatment encour-
age proper healing and decrease the risk of reinjury.4,60–63 An
immediate injury evaluation also permits the quick initiation
of appropriate medical treatment, which is associated with
proper healing and a reduced risk of reinjury.60,62 Immediate
treatment can mean the difference between life and death.
Heat stroke, for example, is one condition that can be fatal
without prompt recognition and treatment.52 A suspected
neck or cervical spine injury may lead to secondary injury or a
worsening of the original injury.64

A thorough on-site initial evaluation is important to
recognizing the nature and severity of the injury, to
determining if more advanced treatment and care are
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required, and to limiting participation to protect the initial
injury and prevent further harm. Adolescents who have
sustained an injury should be evaluated immediately to
determine the nature and extent of the injury, because its
signs and symptoms may change relatively quickly.4,60–63

In addition, it is important to have qualified individuals
who can make decisions about when and if an athlete can
return to play or should be referred to the emergency room
or for a medical evaluation by a physician. As described in
Consensus Point 1, an AT is the recommended individual
to provide on-site medical care for secondary school–aged
athletes.

In some cases, the coach is the only person available on
site during practices and games. The task force strongly
recommends that all coaches be trained in first aid and
cardiopulmonary resuscitation (CPR); however, the coach
must adhere to his or her scope of practice, which would
mean not making decisions regarding when it is appropri-
ate for an athlete to return to play after an injury or illness.
At a minimum, a coach or other individual who is with the
team on a regular basis and who is trained in CPR
(including use of an automated external defibrillator) and
first aid should be available to tend to injuries that occur.
In addition, protocols should be established, in advance,
governing referrals and return-to-play decisions, especially
when a sponsoring organization may have multiple
simultaneous events going on at several sites.

Another viable option is the presence of an EMT/
paramedic or a registered nurse at practices and games.
These individuals would offer a higher level of care than an
individual with first aid and CPR training; however, these
individuals may be limited in their ability to render return-
to-play decisions and to apply protective taping and
padding after an injury.

CONSENSUS STATEMENT POINT 8: FACILITATE
REHABILITATION AND RECONDITIONING

For most athletes, a return to activity after the injury
is expected. Although the evaluation and treatment
provided immediately after the injury are critical, a
rehabilitation and reconditioning program designed to
safely return the individual to play is just as important.
Rehabilitation and reconditioning programs reduce the
likelihood of reinjury and promote a safe return to play.
Organizations that sponsor athletic programs should
establish an on-site member of the AHCT and identify
this individual to manage the postinjury treatment plans of
the athletes.

Programs designed to return an injured individual to a
preinjury level of function can be described using a variety
of terms, including injury treatment, rehabilitation pro-
gram, and therapy. In general, these programs consist of
exercise, therapeutic modalities, and functional activities
specific to the individual and the injury.65–67 The goals of
rehabilitation and reconditioning programs include pre-
venting further injury and promoting a safe return to
play.65 Adolescents who are injured during athletic
performance should complete a rehabilitation and recon-
ditioning program to promote a safe return to play.

The rehabilitation and reconditioning of athletic injuries
represents a major component of a comprehensive injury
prevention program and should be undertaken by a

selected member of the AHCT. As described in Consensus
Point 1, ATs are the best choice because they have the
proper training and educational background to provide
appropriate care for injured athletes and are able to make
sound decisions regarding when an athlete can return
to play.60,68 Although not all secondary schools or club
sports organizations have the resources to hire an AT or
implement a sophisticated sports medicine program, they
can designate a qualified member of the coaching staff to
work with a member of the AHCT to prevent injuries,
provide medical care, and rehabilitate injured athletes.60 In
addition, as members of the AHCT, physical therapists can
provide rehabilitation services and communicate the
athlete’s progress and status to the on-site members of
the AHCT, coaches, or administrators.

CONSENSUS STATEMENT POINT 9: PROVIDE FOR
PSYCHOSOCIAL CONSULTATION AND REFERRAL

Members of the AHCT should be capable of identifying
potential psychosocial conditions and referring the athlete
for appropriate diagnosis and management. Often this
identification and referral occur through the PPE discussed
earlier in this manuscript. Organizations that sponsor
athletic programs must identify local experts who specialize
in these areas and who can serve as referral sources for
adolescent athletes in need of consultation.

Adolescents are at significant risk for morbidities
associated with substance abuse, sexual activity, depres-
sion, eating disorders, suicidal tendencies, weapon use,
violence, and vehicular recklessness. Adolescent athletes in
particular may have an increased risk of depression
associated with injury or athletic ‘‘burnout.’’ Furthermore,
although adolescent athletes may have a decreased risk of
cigarette smoking, some researchers have suggested in-
creased use of smokeless tobacco, unsafe sexual activity,
alcohol abuse, vehicular recklessness, and other risk-taking
behaviors among certain adolescent athletes.

The health professionals best positioned and best suited
to recognize psychosocial concerns in the athletic setting
may be ATs, because they are more likely to be consistently
available on site.69 Members of the AHCT may be well
positioned but, because of their training, may not be well
suited to identify emerging psychosocial problems. Imple-
mentation of this recommendation would therefore require
some, if not all, of the following elements: As detailed in
the PPE monograph,8 thorough psychosocial screening
should be an important component of the PPE and should
be conducted, ideally, by the athlete’s primary care
provider. If not conducted by the primary care provider,
a thorough psychosocial screening could be conducted by
another health care professional who is comfortable with
adolescents and familiar with the basic tenets of confiden-
tial and sensitive interviewing. The issues that can be
addressed in a thorough psychosocial screening can include
questions regarding home life and family dynamics,
education (school performance and relationships), activi-
ties (sports, jobs, and leisure enjoyment), diet, drug use,
safety issues (violence, weapon use, vehicular recklessness),
sexuality (contraception; type, number, and frequency of
partners), depression, and suicidal tendencies. It is impor-
tant to note that the on-site members of the AHCT often
serve in a recognition and referral capacity.
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CONSENSUS STATEMENT POINT 10: PROVIDE
SCIENTIFICALLY SOUND NUTRITIONAL
COUNSELING AND EDUCATION

Sports nutrition is a key factor in an athlete’s growth,
development, and performance. Adolescents have unique
nutritional requirements that are further complicated by
sport participation. The massive industry of supplements
marketed to enhance sports performance and the lack of
regulation with regard to the effectiveness and safety of
such products pose an additional risk to secondary school–
aged athletes. Athletes need guidance to make sound
nutritional decisions in an age when fad diets and
performance-enhancement products are prevalent.

Sponsoring organizations of athletic programs have a
responsibility to provide a safe environment, including
scientifically based information regarding nutrition and
supplements. A solid knowledge of nutritional concepts is
crucial to all AHCTs, especially those caring for secondary
school–aged athletes. In addition to basic growth and
development, competition puts an increased demand on
daily nutritional requirements. Factors such as ethnicity,
social and economic status, family history and environ-
ment, peer pressure, and inaccurate diet information can
complicate the prescription for good nutrition. In addition,
adolescents’ tendencies to skip meals, snack on junk food,
and feast at fast-food restaurants can add to poor eating
habits.

A system for reviewing an athlete’s nutritional status is
the basis of providing appropriate information to athletes
and parents regarding long-term nutritional health. Child-
hood obesity is on the rise in the United States and puts
children at risk for heart disease, illness, and injury.70 A
review of an athlete’s nutritional status could alert the child
and parents to a problem. If a child is found to have poor
nutritional habits, an allied health care professional should
help combat the problem by creating a plan to address the
issues identified in the nutritional review.

Use of sports supplements and performance-enhancing
drugs is fairly common among secondary school stu-
dents.71,72 Most athletic governing bodies prohibit the use
of supplements and drugs that are designed to enhance
performance73; however, often no sanctions are imposed
against athletes that might possibly deter them in the use of
prohibited substances. Supplements marketed to enhance
athletic performance often are touted as ‘‘herbal’’ or
‘‘natural,’’ which implies an element of safety. This,
coupled with the massive marketing campaigns and the
use of such products by professional athletes, provides for
the ‘‘easy path to success’’ for the secondary school–aged
athlete. Society’s emphasis on winning and a child’s desire
to please parents and coaches make for a potentially deadly
combination. Although young people may realize that
supplements and performance-enhancing drugs are dan-
gerous, few know the potential side effects.72,73

Members of the AHCT should be well versed in proper
sports nutrition for the adolescent and have a basic
knowledge of proper nutrition and eating habits. They
should also have access to a professional nutritionist or
dietician. Organizations should establish components of a
comprehensive sports nutritional support system, based on
current scientific facts, which should include (1) a system
for reviewing an athlete’s nutritional status, (2) policies to
ensure the availability of hydration fluids in a clean,

noninfectious environment at all sport settings, (3) a plan
to encourage the ingestion of appropriate pre-exercise and
postexercise food, (4) a system to identify athletes at risk
for disordered eating and to treat those who have been
identified, and (5) a plan that relies on scientifically
supported literature when developing rules that restrict
the use of performance-enhancing supplements, drugs, and
substances as well as educational programs to inform
coaches, athletes, and parents of the dangers of ergogenic
aids.

CONSENSUS STATEMENT POINT 11: DEVELOP
INJURY AND ILLNESS PREVENTION STRATEGIES

Injuries and illnesses may place a heavy burden on the
well-being of secondary school-aged athletes. Thus, pre-
venting these conditions should be a goal of the AHCT.
Many interventions have proved effective in reducing the
severity of athletic injuries.74–77 Still, many opportunities
for prevention remain. The AMCSSAA monograph5

established recommendations for the prevention, care,
and appropriate management of athletic-related injuries
and illnesses specific to secondary school-aged athletes
through a public health framework for developing effective
interventions to reduce the burden of injuries.

A well-accepted scientific process exists for addressing a
public health injury problem and, in this case, athletic
injury among secondary school-aged athletes. This public
health approach78–81 includes the following 5 mandates,
which are described in greater detail in the AMCSSAA
monograph5: (1) determine the existence and size of the
problem (injury surveillance), (2) identify what may cause
the problem (risk factors), (3) determine strategies and
interventions that may prevent the problem, (4) implement
prevention strategies, and (5) monitor and evaluate the
effectiveness of prevention efforts.

Once adequate surveillance studies have been completed
and risk factors identified, one method for developing
strategies for injury prevention is based on the approach
introduced by William Haddon; this approach is known as
the Haddon matrix.82 Prevention efforts can occur at 1 of 3
times: before the injury (when the energy becomes
uncontrolled), during the injury (when the energy trans-
ferred to the body is more than can be safely absorbed),
and after the injury (when the body attempts to heal the
damage). In addition to the time axis, the Haddon matrix
includes an axis of risk factors also found in the public
health framework: the host (potentially injured person), the
agent (the energy and the way in which it is transferred),
and the environment (both physical and social). The
resulting 12-cell matrix can be used as a brainstorming
tool to devise interventions according to specific time
phases and risk factors. An example of the use of the
Haddon matrix applied to the problem of athletic injuries
is found in Table 3. A strong prevention program
incorporates interventions that span the time axis and
address the different risk factors.

Ultimately, the goal is to determine whether the
intervention worked and whether injuries have been
reduced.83 The process returns full circle to the first step
of surveillance for data that support or deny the
effectiveness of the interventions that have been imple-
mented. Although most of the interest lies in this primary
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question, other reasons, which are unrelated to the
intervention and might explain why injuries were reduced,
also must be considered. Another key issue is whether any
unintended consequences (good or bad) were a direct result
of the intervention. A bad unintended consequence may
ruin any positive effect of the intervention, so whether
fewer injuries occurred and whether the intervention had a
positive effect on the athletes’ overall well-being must be
determined. Evaluation requires the conducting of well-
designed randomized controlled effectiveness studies.

The potential strategies for the prevention of injury and
illness in the secondary school-aged athlete have been
presented in the individual sections of the AMCSSAA
monograph.5 These interventions address various aspects
of the framework previously described, including the
athlete, energy transfer, and environment. They also relate
to efforts that affect the safety and welfare of athletes
before, during, and after the injury or illness. Finally, all
members of the AHCT need to regularly review the
effectiveness of a comprehensive program and monitor
injuries and illnesses as part of an ongoing quality
assurance program, as appropriate medical coverage for
the secondary school-aged athlete is an active process, not
one that is put in place and is then self-sustaining.

CONCLUSIONS

Appropriate medical care of the secondary school-aged
individual involves more than basic emergency care during
sport participation. It encompasses the provision of many
other health care services. Although emergency medical
care and event coverage are critical, appropriate medical
care also includes activities of ongoing daily athletic health
care. The AHCT comprises appropriate health care
professionals in consultation with administrators, coaches,
parents, and participants. Appropriate health care profes-
sionals can include ATs, team physicians, consulting
physicians, school nurses, physical therapists, EMS per-
sonnel, dentists, and other allied health care professionals.
Organizations sponsoring athletic programs for secondary
school–aged individuals should establish an AHCT that
functions to ensure that appropriate medical care is
provided for all participants.
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Appendix B. Appropriate Medical Care for Secondary School-Aged Athletes Consensus Statement (Revised
April 2004)

Mission Statement

Establish recommendations for the prevention, care, and
appropriate management of athletic-related injury and
illnesses specific to the secondary school–aged individual.

Athletic Health Care Team

The athletic health care team (AHCT) may be composed
of appropriate health care professionals in consultation
with administrators, coaches, parents, and participants.
Appropriate health care professionals could be certified
athletic trainers, team physicians, consulting physicians,
school nurses, physical therapists, emergency medical
services personnel, dentists, and other allied health care
professionals.

Recommendations for Appropriate Medical Care

Appropriate medical care of the secondary school–aged
individual involves more than basic emergency care during
sport participation. It encompasses the provision of many
other health care services. Although emergency medical
care and event coverage are critical, appropriate medical
care also includes activities of ongoing daily athletic health
care.

Organizations sponsoring athletic programs for second-
ary school–aged individuals should establish an AHCT

that functions to ensure that appropriate medical care is
provided for all participants.

The AHCT should have a designated athletic health care
provider(s) who is educated and qualified to

1. Participate in the development and implementation of

a comprehensive athletic health care administrative

system (eg, personal health information, policies and

procedures, insurance, referrals).

2. Determine the individual’s readiness to participate.

3. Promote safe and appropriate practice, competition,

and treatment facilities.

4. Advise on the selection, fit, function, and maintenance

of athletic equipment.

5. Develop and implement a comprehensive emergency

action plan.

6. Establish protocols regarding environmental conditions.

7. Provide for on-site recognition, evaluation, and

immediate treatment of injury and illness, with

appropriate referrals.

8. Facilitate rehabilitation and reconditioning.

9. Provide for psychosocial consultation and referral.

10. Provide scientifically sound nutritional counseling and

education.

11. Develop injury and illness prevention strategies.
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Education

Designated athletic health care providers shall maintain
expertise through continuing education and professional
development.

All coaches should be trained in first aid, cardiopulmo-
nary resuscitation (CPR), and automated external defibril-
lator (AED) use, utilization of AHCT professionals, injury
prevention, and modification of training in response to
injury and illness.

Definitions
Certified Athletic Trainer: An allied health care professional

who, on graduation from an accredited college or university,
and after successfully passing the Board of Certification
examination, is qualified and appropriately credentialed
according to state regulations to work with individuals
engaged in physical activity in the prevention of injuries and
illnesses; the recognition, evaluation, and immediate care of
injuries and illnesses; the rehabilitation and reconditioning of
injuries and illnesses; and the administration of this health care
system. This individual must have current certification in CPR
and be qualified in first aid and blood-borne pathogens. Other

health care professionals with equivalent certification and/or
licensure would also meet this standard.

Team Physician: The team physician must have an
unrestricted medical license and be an MD or a DO who is
responsible for treating and coordinating the medical care
of athletic team members. The principal responsibility of
the team physician is to provide for the well-being of
individual athletes, enabling each to realize his or her full
potential. The team physician should possess special
proficiency in the care of musculoskeletal injuries and
medical conditions encountered in sports. The team
physician also must actively integrate medical expertise
with that of other health care providers, including medical
specialists, athletic trainers, and allied health professionals.
The team physician must ultimately assume responsibility
within the team structure for making medical decisions that
affect the athlete’s safe participation.

(Reference: Team Physician Consensus Statement. http://
www.acsm.org/Content/NavigationMenu/News/Pronouncements_
Statements/TeamPhysicianConsensusStatements/Consensus_
Statements.htm. Accessed December 14, 2007.)

Appendix C. Statements of Support

The ‘‘Summary Statement: Appropriate Medical Care
for Secondary School-Aged Athletes’’ (SSAMCSSAA) has
been endorsed by the American Academy of Pediatrics.
The document has been approved by the American
Academy of Family Physicians.

The American Orthopaedic Society for Sports Medicine

1) Participated in and endorsed the SSAMCSSAA for

providing appropriate medical care for secondary

school-aged athletes;
2) Supports the National Athletic Trainers’ Association

SSAMCSSAA document as a comprehensive resource

for fulfilling the different important components of

medical care for secondary school-aged athletes;

3) Encourages secondary school athletics programs to

follow the guidelines elaborated in the document

wherever practical. In those instances where it may

not be feasible to follow the guidelines, secondary

schools should take acceptable alternative measures to

ensure that medical care is consistent with the

SSAMCSSAA.

The National Federation of State High School Associ-
ations participated in the development of the SSAMCS-
SAA and advocates appropriate medical care for all
secondary school-aged athletes. The National Federation
of State High School Associations Sports Medicine
Advisory Committee is committed to the well-being of
the 7 000 000 student athletes in its more than 18 000 high
schools. The National Athletic Trainers’ Association is well
positioned to assist member state associations with this
goal.
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