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What is an Athletic Trainer 
(AT)? 

• Certified Athletic Trainers are licensed healthcare 

providers who specialize in prevention, assessment, 

emergency care, treatment, and rehabilitation of 

injuries & illnesses that occur to athletes and the 

physically active 

 

• Athletic Trainers work under the direction of a 

licensed physician (like Nurses & Therapists)and 

collaborate with other healthcare providers, 

administrators, coaches & parents 



What is an Athletic Trainer 
(AT)? 

• Athletic Trainers provide a critical link between 
school based sports programs and the local 
medical community 

 

• Athletic Trainers are a valuable resource to educate 
and counsel student-athletes in the prevention of 
chronic disease & degenerative injuries 

 

• The American Medical  Association (AMA) and The 
American Academy of Pediatrics (AAP) 
recommend Athletic Trainers in the Secondary 
School sports setting 

 



Why An Athletic Trainer? 

• Athletic Trainers have the education and 

experience with head/neck injuries that many other 

first responders don’t have 

 

• The AT often sees an athlete on a daily basis, 

building trusting relationships which leads to greater 

reporting of symptoms 

 

• The Athletic Trainer may be better suited than most 

healthcare providers at identifying subtle signs of 

concussion due to more frequent interactions 

 



Why An Athletic Trainer? 

• The AT is in the best position to perform daily follow 

up examinations which helps determine when an 

athlete can safely return to play 

 

• AT’s are the “glue” in the sports medicine team 

 

• Athletic Trainers specialize in patient education to 

prevent injury and re-injury, thus reducing 

healthcare cost to families and lost time in the 

classroom and the playing field 

 

 

 

 

 

 



What Would You Do?   

• Would you drop your child off at a pool, lake or 

ocean that didn’t have a lifeguard? 

If the answer is no then you shouldn’t drop your 

child off at a practice or game without an athletic 

trainer 

The Numbers 
• Sect. 1 Schools w/ access to FT Athletic Trainers: 65% 

• NYS schools w/ access to FT Athletic Trainers: 27% 

• US schools w/ access to FT Athletic Trainer’s: 37% 

     (Pryor, et al. 2015) 

 

 

 



On-Field Assessment 
Key Points 

• Identification of the concussed athlete is the most 

difficult aspect of the assessment process 

• Most athletes fail to report symptoms; Most will not 

show visible signs 

• Only about 10% of cases result in a loss of 

consciousness 

• Sideline assessment for concussion begins before 

the season in the form of baseline testing 

• Regardless of tests used, evaluation should measure 

concussion related symptoms, postural control & 

neurocognitive function 



On-Field Assessment 
Primary Survey 

• Determine level of consciousness (AVPU scale) 

• Survey the athlete’s Airway, Breathing, and 

Circulation while maintaining neutral position of the 

cervical spine 

• If an athlete is rendered unconscious, should be 

treated as suspected cervical spine injury/stabilize 

on field and transport via EMS 

• Once more severe injuries have been ruled out 

(e.g., cervical spine inj, skull fracture), athlete can 

be taken to sideline for further evaluation 

(Secondary Survey) 
 

 

 

 



On-Field Assessment 
Secondary Survey 

• History: 

o In many cases, the concussive blow was witnessed and 

MOI known 

o Obtain information about mental confusion, loss of 

consciousness and amnesia 

o Test for retrograde amnesia by starting at time of impact 

and working backwards: “Do you remember getting hit?” 

“Do you remember the play?” “Who are we playing” 

o Test for anterograde amnesia w/ questions about events 
following impact: “Who do you recall seeing first on field?, 

“Do you recall coming over to bench?” 

o Follow up questions should identify presence/absence of 

concussion symptoms; Graded Symptom Checklist 
 

 

 

 





On-Field Assessment 
Secondary Survey 

• Observation/Palpation: 
o Can be completed as you perform evaluation process 

o Be attentive to speech patterns, difficulty finding/saying 
the correct words, pupil size, reaction to light and fluidity of 
eye movement 

o Pulse and blood pressure should be taken to rule out more 
extensive injuries. If Pulse pressure (systolic – diastolic press.) 
remains high (>60 mmHG) and Pulse rate is low after 10 
minutes, possible intracranial hemorrhage should be 
suspected and transported via EMS 

o Check for facial abnormalities (neurological) or fractures 

o Palpate athlete’s cervical spine & skull to rule out fracture 

o A positive exam in any of these areas suggest more 
significant injury and warrants immediate transport via EMS 

 
 

 

 



On-Field Assessment 
Secondary Survey 

• Special Tests: 

o Sideline concussion tests should evaluate neurocognitive 

status, postural control, and cranial nerve integrity 

 

o Sideline testing should use a combination of the following 
tests: 

• Standardized Assessment of Concussion (SAC) 

• Sport Concussion Assessment Tool 3 (SCAT3) 

• Balance Error Scoring System (BESS) 

• King-Devick Test 

• Cranial Nerve Testing 

• Manual Muscle Testing 

 

 

 

 



On-Field Assessment 
Special Tests 

• Standardized Assessment of Concussion (SAC) 

 
o Quick & reliable mental status exam; takes about 5-6 minutes 

to complete 

 

o Does not require training in Neuropsych to administer or 
interpret 

 

o Consists of 4 sections that evaluate orientation, immediate 
memory, concentration, and delayed recall (memory) 

 

o Includes a brief neurological screening 

 

o Most accurate when compared to a preseason baseline SAC 
 





On-Field Assessment 
Special Tests 

• Sport Concussion Assessment Tool 3 (SCAT3) 
 

o Standardized tool for evaluating concussions in athletes 13 
yo & up; Child SCAT3 is available for athletes 12 yo and 
younger 

 

o Designed for use by medical professionals 

 

o Takes about 15-20 minutes; includes information page to 
be given to athlete/parent 

 
o Consists of 4 sections that evaluate symptoms, 

cognition(SAC), balance, and coordination 

 

o Most accurate when compared to a preseason baseline 
SCAT3 







On-Field Assessment 
Special Tests 

• Balance Error Scoring System (BESS) 

 
o Quick & reliable balance test; takes about 5-7 minutes to 

complete 

 

o Developed as an objective postural control measure that 
can be used on the sideline 

 

o Should be administered 10-15 minutes after athletic 
activity/injury, w/o ankle brace/tape, and in quieter setting 

 

o Most accurate when compared to a preseason baseline 
BESS; 3 or more errors vs baseline is significant 
 



On-Field Assessment 
Special Tests 

• 3 tests lasting 20s each 
o Double Leg 
o Single Leg 
o Tandem stance 

 

• Eyes closed 
 

• Perform on ground & once 
on foam surface 

 
• Count “errors” or out of 

position moments: 
• Lifting hands off hips 
• opening eyes 
• step, stumble, or fall  
• >30 degrees of hip abduction 

or flexion 
• lifting foot or heel 

 



On-Field Assessment 
Special Tests 

• King-Devick Test (K-D Test) 

 
o Accurate & reliable; takes about 2 minutes to complete 

 

o Requires an athlete to read single digit numbers on flash 
cards/iPad- can be administered by AT, coach, or even 
parents 

 

o Screens for impairments of eye movements, attention, 
language, and other brain functions 

 

o Most accurate when compared to a preseason baseline K-
D Test 
 





On-Field Assessment 
Special Tests 

• Cranial Nerve Testing 

 

o Quick & reliable test; takes about 2 minutes to complete 

 

o Cranial nerves are nerves which branch off the brain stem 

and primarily control functions within the head 

 

o Any changes in cranial nerve function may signal a more 
severe injury; transport via EMS 

 

o Some level of training is need to interpret/recognize 

abnormalities 
 



CN Number Nerve Test 

1 Olfactory Usually not tested 

2 Optic Test visual acuity: “Read 
scoreboard” 

3,4,6 Oculomotor, 
Trochlear, Abducens 

Follow finger in H pattern; 
PEARL 

5 Trigeminal Facial sensation- touch 
forehead/cheek/jaw; clench teeth 

7 Facial Inspect facial droop/asymetry; 
raise eyebrows; close eyes 
tightly; grin/frown/puff cheeks 

8 Vestibulocochlear Test hearing- Finger rub; BESS 

9,10 Glossopharyngeal, 
Vagus 

Hoarse voice; 
Swallow/cough/uvula disp 

11 Accessory Shrug shoulders; turn head 
against resistance 

12 Hypoglossal Stick out tongue 



On-Field Assessment 
Special Tests 

• Manual Muscle Testing: 

 
o If reported symptoms, BESS & SAC tests all come back 

normal, testing of neck ROM should follow 

 

o Flexion, Extension, Rotation in both directions should be 
done both passively & actively; Manual muscle testing in 
same directions should be performed as well 
 

o If limitations are present, athlete should be withheld 

 

o Limitations may place athletes at risk by restricting ability to 
scan field for opponent or brace for impact 



On-Field Assessment 
Re-evaluation 

 
o Athlete is re-evaluated every 5-10 minutes and should 

not be left alone after initial few hours to monitor 

deterioration 

 

o If condition deteriorates upon re-evaluation,  or at 

home, athlete should be referred for emergency care 

 

o Any positive signs/symptoms of concussion, athlete is 

removed from play 

 

o No athlete is to return to play (RTP) on same day of 

injury, regardless if signs/symptoms improve 
 



Athletic Training Room 
Follow Up 

 
o Following injury, the athlete should be referred to a 

medical provider trained in the care of head injuries (e.g. 
Neurologist, Neuropsychologist)  

 

o Re-evaluation of signs and symptoms (using Graded 

Symptom Checklist) by Athletic Trainer w/in 24-72 hours 

post-injury 

 

o Athletic Trainer communicates with principal, school nurse, 
classroom teachers, and guidance counselors for RTL 

 

o Post-injury Neurocognitive testing (ImPACT) within 24-72 

hours* 

 



Athletic Training Room 
Follow Up 

 
 

o The Athletic Trainer should communicate with a 
Neuropsychologist for proper test interpretation 

 

o Best practice is a team approach of medical professionals 
including, but not limited to: Athletic Trainer, School Nurse, 

Pediatrician, Neuropsychologist, Neurologist, Neuro-

Opthamologist, Vestibular Therapist 

 

o Student-Athlete rests until asymptomatic, NO physical 

activity. Once medically cleared, progress to 6 stage RTP 





Equipment Considerations 
 o NO piece of equipment or helmet is concussion proof – don’t 

be mislead by false advertising 

 

o Properly fitted and maintained protective equipment should 
be worn at all times. Equipment should be inspected regularly 
for broken or missing pieces/hardware 

 

o Helmet reconditioning should include: Cleaned/Sanitized, No 
bear metal showing, All proper & new hardware, Inspect 
helmet shell for cracks, Air test bladders. 

 

o Only 2-4% of reconditioned helmets are NOCSAE drop tested 

 

o Helmets should be replaced 10 years from date of 
manufacture 





 

Thank You 

#AT4ALL 

 


