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Owverview of National Health and
Medicai Research Council report—
‘footballinjuries of the head and

néck'

Thisbookl et.isbased on'thereport of the National Health and
Medical Research Council Panel on Head and Neck Injuries
in Football.\It includes Key guidelinesto befollowedin the
management \a “triese injuriesand the Recommendations
made by the Panel. A summary\d the Panel's main findings
and activitiesis given below.

Injuriesto the head arid neck can besustained in most sports,
but thisismorelikely inthe body contact/collision sports.
Given the high participatioriraiein foothall in Australia, the
risk of injury from footballi's nevérthel éssnot asgreat as
many would believe.

When discussing head injuriessustainedin coltisionsports, a
distinction needs to be made betweerthe termsirild' or
'minor head injury' and 'mild concussion’.” Similarly,
concussion means different things to'ditferent pegple.
Definitionswith qualificationsd these'differenceshavebeen
outlined in the report.

Most head injuriesin football are minor. Onithe6ther hand,
any head injury can be followed by complications. These
injuriesare more likely to occur after direct impact injury.



Head injury where consciousnessis|lost for afew minutes
may hesufficient to cause measurable impairment of brain
fungtion for-dyariable period followinginjury.

Diagrosison thefield and management o brain injury isnot
simpléfor nen-medical personnel. Players should not
continueto play afterthey have been concussed. A defined
procedurefor refefess, umpires and sportsfirst-aid
attendants hasbeen recoinmended in the text.

Thetiming di\returning to training and to play isalso difficult
to determine. The Concussion Guidelines provided should
be of benefit for all codes of footiell.

Coursesin early management o ‘sgvere trauma have been
promoted within Australia for medicabofficerslikely to have
to deal with traumain anisolated setting. Similarly,
guidelinesfor the care of head and spinal injurieshave been
produced by the Neurosurgical Society af Australasia and the
Royal Australasian College o Surgeonsand have been
adapted to form the basis o the guidelinestor the
Management of Severe Head Injury andANeck-njury.

Apart from a prospective study on scheol ragby union, there
isan absenced good overall data on injuriesin football.
Although useful for elite grades of football;~njury studieson
elitefootball erscannot give a true representation o thefisk
d injury acrosstheboard. Asaresult, thereis aneed for
uniform data collection and anational injury register in
Australia. Tothisend, theinformation to berecorded ina
Data Basefor Surveillanced Head and Neck Injuries;in
Football has been specified.



Lagerations and contusions of the facearecommonin
footbali. They appear to occur with greater frequency in elite
and seniorfootball. Therisk of transfer of infectiousdiseases
via bleedirig wounds requires special precautions. Eye
injariesinciude bruising and laceration around the eye
socket, corrieal abrasions, bleeding in the chambers o the eye
and damageto the retina.

Fractures d the riose arig common. Fractures o thejawbones
and around, the eye'alsc.0ccur. Thehigh elbow in tacklesisa
common mechanism |leading to suchinjuries.

Theuse d custom-fitted mouthguards and avoidanced high
tackles are importaht/factorsin prevention. Mouthguards
provide protection ¢f ‘the teeth, jawsand adjacent soft tissues.
M outhguards can alsoreduce therate o concussion.

Neck injuriesthat may ocedr i1 foothall include soft tissue
muscul oskel etal injury, brachial-plexus/injury (shoulder and
arm nerveinjury), cervical spire injury and-spinal cord
injury. Theseresult in avariety o jnjuriesfrom the minor to
the catastrophic - from simplespraiiis/stingers, and 'burns
to discinjuries, fractures, dislocations, parapiegia,
quadriplegiaand death.

Scruminjury, tackling injury, ruck and maul irjUry aneopen
play accidentsare all areasthat require furtiver attertion.
Substantial progress has been made towards prévention o
these injuriesby rule/law change, compliance,player
selection and training, and general public awareness.



InvAustralia, the various codes o football do not require that
partieipating athleteswear helmets. The paucity of evidence
redated to thiewse of helmetsin football played in this country
makesanalysis of ‘the risks and benefits o helmet use
difficuit. Soit head protectors and scrum caps appear to
reducelacerations and other soft tissue injuries and may
lessen intracranial/ferees on impact. Theview hasbeen
expressett that such soft'\hel met equipment should weigh no
more than 80 grams.\ Fucther research into this area should
be encourageq:

Available comparativeconcussion data for the various codes
were studied by the Panei. From) these data, it appearsthat
concussionis more prevalent in thie rugby codesand
Australian football thanin-soccer. Further data concerning
theincidenced al types o head and neck injuriesin all
codes, views concerning trainiiig and résgarch, and
administrative arrangements toiniriimise injury were al'so
considered by the Panel.

Modified rules and laws for youngér/siayers reduce the risk
d injury. Modified rules/laws also.provide better iraining
for young players, which in turn may fielpto reduceithe risk
when players reach senior grades.

In the management o school-age players, schocl-teachers
may need to be taught sportsfirst-aid, in particular for
managing concussion and other head and neck injuries.
Thereisasimilar need in junior non-school compegtitions;
whereitisdesirable to have a sportsfirst-aid trained
attendant (or sportstrainer or medical officer).
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Research and education remain important regarding
applications f rules and laws, types d foul play, player
fati gue and equipment.

Illegal piay\is a major contributor to head and neck injuries
and'shoul d\be severely penalised. Eliteplayersin particular,
have aresporisi bility to set an examplefor younger players
and shouid he heavily punished for breaching the rules/laws.



Recommendations

(a@

(b)

©

(®

Maitagement and Administrative
Arrangemernts

Theofficial in charge o afootball game should have the
power to stop the-gameif a seriousinjury has occurred.
Training'to a'sportsfirst-aid-standard certificateis
desirablefor ail referees and umpires to enable them to
conduct their adrninistrativeresponsibilities. They are
not requiredtemanagetheinjury but only to ensure that
theinjury is maraged.

At every footbal! enue, at every level, in every age
group, the aim sheutd-be to havetrained personnel, iea
person qualified in sportsfirstaid,-and appropriate first-
aid equipment for head /rieck irjuiies.

The frequency, duration eéhgresetting o rugby union
scrums, including a limitation oh/thenumber o timesa
scrum isreset, should be reviengd,

Training and safety programs to regitce both 1llegal play
and the effectsd accidental i njury. should be continually
promoted. Illegal play, especially ahovethedine o the
shoulder, isamajor contributor to heas-andnecK iAjury
and should be severely punished.

Player interchange which allows early intervention to
assessinjury should be considered by codeswhere thisis
not currently allowed.
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(h)
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(b}

Appropriate practicesand education to reduce therisk o
hiood contamination in contact/collision sportsshould
be adepted.in all football codes. I|mmunisation against
hepatifis Bisstrongly recommended.

Cuidelinesfoi“the recognition o concussionand spinal
injury should bepromulgated to refereesand umpiresto
enabiethem to’conduct their administrative
responsihiliti'es.

Thefinalised guidelines should be widely distributed to
all clubs, ceachés, medicaipractitioners and hospitals
and reinforced yvith an education campaign.

Common guidelines for congussionshoul d be adopted
by all codes. Retrospectivegrading of concussion, if
utilised, should also be by-a system-agreed to by all
codes.

Data Collection

There should be anational registfy-of deeths)brain
injury with permanent functioral disabitity, and cervical
spineinjury (spinal injury with ar without cold
involvement) established, to commencedatacollection
during the 1995season.

Suchreporting or notificationd injury shedldbe the
responsibility d eachindividual code d fogtbally \\nitial
reporting should occur at the compl etion of\each gaine.
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Since concussion is soimportant, it isrecommended that
this bé targeted for prospective research using uniform
data cading: Guidelines for the management o
coricussion are recommended for adoption by all codes.
Certification f recovery should be by amedical
pragctitioner.

Equipment

The use @'\custorn-made mouthguardsin contact sports,
includingfeotbail (ail codes) is strongly recommended.

Australian standar'dsfor mouthguardsneed to be
developed.

Possible obstacles tapiayers stchi'as goal posts,
boundary fences and television cameyas should be
covered with soft matéria to reduce/the possibility o
seriousinjury should aplayercollide with any o these.

Appropriate first-aid equipment designed to cope with
head and neck injuriesshould beor-sitexvherever a
football match isbeing played.

Research and Education

Qualified sportstrainers should have additioral training
in sportsinjury prevention and management-All
football code administrators should encourage training
and education as offered by the National Sporis Trainers
Scheme.



(b). \Programsof prevention of head and neck injuriesshould

include:

(i) researchinto the selection o aplayer for aposition
according to body type;

(ity educationof players, coaches, administratorsand
sportstrainers; and

(i1}, vesearch inte-specificaspects o fitnesstraining,
icluding heck \muscl e strengthening.

(c) Research\into the use o soft head protectors or scrum
capsto reduceinjuriesa-the scalp, ears and face should
be developed.” Désign criteria and manufacturing
standardsfor siich head protectors need devel opment.

(d) Research should be undertaken to determinewhether
standardised soft head protectei’s reduce brain injury
without creating other hazards.

(e) Video recordings o illegal.corduct/and play which
results ininjury in footbalt'games/shouldbe made
readily availablefor research purpeses:

(H A central fund for specificresearch into the prevention
and management o head and neeK irjuriesin)\football
should be established. In addition, administrationsd
each code should be encouraged to direct-additional
fundstowards safety measures and the care gf“injdred

players.
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ness for a period exceeding 4 or 5
af & ipbre sgvere injury, therefore, the player
: m"at referred to a hospital for further

POST-CONCUSSIVES







* Somefootball codes have chosen a mandatory exclusion tim
with concussion and this has beenfound to be administratively accepte




Management of severe head injury

At every feotball venue, at every level, in every agegroup,
the@ni should be to have trained personnel, ie a person
qualified in sportsfirst-aid, and appropriate first-aid
equipment for head /neck injuries.

Prehospital care 'of S§evere head injury

The followingfactors reguire attention: airway, breathing,
control of bleeding, pfedentionand treatment of shock,
avoidanced factorg which can either precipitate or aggravate
raised pressure within the skull‘(thehead-down position, low
oxygenation of the bload;-high carbbor dioxideretention and
vomiting), recognition of serisUsassocidted injuries
especially spinal injury, effective comeiunications and
transport. It isessential to obtain-and/maintain adequate
brain oxygenation and blood stpply/ All cfthese measures
serveto reduce deteriorationin bra/n/arid-spinalcord
function after injury.

Position of the unconscious patient

The LATERAL position isindicated for ailrway eontrai, This
doesnot apply in apatient with a suspected spirdl irjury,
where the supineposition isusually the positior’d choice,
with the airway controlled and manual inline imimobilisation
ismaintained by an attendant.
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Thelateral position isdescribed asaposition in which an
unconscigus victim lies on one side with the weight
supportedoy-the under shoulder, hip and the upper knee,
whichis atright\angles to the hip. Thefaceisturned slightly
dovwnwards to allaw the tongue to fall forwards so that saliva
or vomit will\drain away.

On the figld and inla dretcher-carry off thefield, thetrained
attendant (fifthperson) MUST walk at the player‘shead
maintainingthe aiikway and maintainingmanual inline
support of thehead and-reck.

In certain circumstances, special\tubes may need to be placed
through the mouth tolthe windpipeif theairway is
inadequate. Such ‘tracheal intubatior?, should be performed
only by acompetent medical practitioner or by an ambulance
officer specially trained and. certified i this potentially
dangerous procedure.

15



Management of neck injury

Spinakinilry

It isimportarit to emphasisethat, in apatient with suspected
cervicahspineinjury-with an obstructed airway, the
immediate risk of (lgWaxygen in the blood stream takes
priority over the potential\risk of spinal instability. If the
person is unconsciqus, the tongue may passively fall
backward, blocking the airways. A good airway can be
restored by either-the mogified jaw thrust manoeuvre or by
pulling the lower jayi forward (without inadvertently
extending the neck) and then inser'ting an easily available
special tube (oropharyngeal airway) tesigned to pass
through the mouth to thethroat-Oyer the tongue, whilst an
assistant maintains the head-inthe nedtral or inline position.

Themnemonic AEL
(a)airway with cervical spine control;
(b) breathing;
(c) circulation —should be adheredto.

A semi-rigid cervical collar such asthe™Stifneck' callar
should be applied as soon as practical after cervica jnjury is
suspected.

16



Managementon the field

Whenever eervical spineinjury is suspected: after protecting
the airway(intinewith regular guidelinesfor EMST), the
head should be immobilised with the attendant’ shands and
maitained\in the 'neutral position’, ie aligned with the spine.
Inadvertent movements of the neck must be prevented. Itis
particularty impaoriant not to flex the neck. For astretcher-
carry off the field\aminirnum o five (5)peopleis
recommended, one at each corner and one holding the
patient’ s head-arid neck-—Thedirection of travel for the
injured player isfeet/first.

The preferred means'd rapidly/and safely immobilising the
neck from flexion and ‘extension isto apply a semi-rigid
cervical collar, such as™the'Stifreck. Lateral cervica
immobilisation al so needs to he mairtained. This canbe
accomplished using blanket rolls; btanket halo, Russell
Extrication Device (RED)or ather types o imamobilisation
boards.

17



Transfer after removal from field

Neurol ogical“deterioration may occur during transport.
Wherevef possible, patientswith major spinal cord injury
shouid-godirect to'Spinal Units from thefield. Other
patients with,neck injury need to be assessed in the nearest
appropriatemedicail fagility with accessto radiol ogical
equi pment.

In many instainces, injtiakcarein ageneral hospital will also
be indicated befaretransfer-to a Spinal Unit ispractical for
patientsthat havesispected spinal cord injury.

Beforetransportatiorjto hospitel ,the followingimportant
matter sshould be confirmed:

1. Theairway isclear and 'guaranteed..

2. Breathing (either spontarieousor-assisted) is satisfactory.
Supplemental oxygen is heingadministered. Airway
tubes and other tubes are Securely/ attached to the
patient.

3. Neurologic assessment is comptéted.and doctimented.

4. Theentire spinehas been immobilised securely for
transport in devices such as the Russail-Extrication
Deviceand Stifneck collar.

18



TheRussell ExtricationDeviceis madein Australiaand has
beenrshen ta be highly effectivein the immobilisationand
transport-a gatients with spinal injury.

TheJerdonframeis also an Australian devicewhich allows
liftihg,without ‘'moving' the patient, but isnot an
immoki i sation device:

The 'scoop-Stretcher' isalifting devicethat isbeginning to be
used widely in elitefootball.

19



Equipment

The folleWwiiig equi pment needs should be considered by each
footlal-code:

PlayerEquipivient; Football Ground:

* Headgear ¢ Surface of ground

e Mouthguards e Goal post padding

e Shoulder\pads ¢ Field marking

e Boot studs substances and

e Thigh pads appearance

*Clothing e Padding on boundary

fencesand other

e EralIE potential obstacles

* Shape and sizedf

LA .
football — especiallyin nidry Management:

relation to age d player * Fiyst-aid equi pment
e Flight inctuding:
e Weight - ghiff neck-Collar
* Bounce - Russdl extrication
e Damping device (RED)
e Air resistance - Guedel airway
* Water absorption - Oxyviva(bagand
e Shaperetention mask)
e Lacing - oxygen

- stretcher

20



» T eleconmunications:
~mobile phone

¢ Educationaimaterials:
- lavs
-biochures
-video instructions:
'Neck safe,
'Corifidence in\contact'

e Injury reporting\sysiem

21

Fatigue:

Head and neck injuriesmay
b likedy to oocur i fatipued
players. Factorsimplicated
infatigueare:

e dehydration

e glucose/glycogen |ayels
e saltlevels

* clothing

* heat/cold.



Guidelines for future studies of head
and neck\injury in football

Future critexia for the collection of data concerning head and
neck iinjuriesivfoothall may include:

adequateand specificdefinitions of types o injury;

the education ¢f ‘al data recordersin the implications of
such defihitions and tight control over data collection;

definitions of soft tiSsue injury such aslaceration and
contusion being|differentiated from bone injury and the
potentially more seriousinjury to.the brain and spinal
cord;

injuriesto nasal structurés,eye, earsteeth and jaw being
separately recorded;

in the case of concussion, the standardclassification of
mild, moderate and severe being/reviewed~This
classification may be of benefit\intospital practice but
has seriouslimitations on the sportingfield; and
injuries sustained at elite club level ok representative
level being differentiated from injuriesat distiicttevel
and children’ sparticipation also being separatel
recorded and analysed.
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Data’/base for surveillance of head
and neck injuries in football

Géneralinjury.data

The faltowinginfermation should be recorded in ageneral
injury data hase:

Génder

* Dated injury{Stagea season)
= Codeplayed

= State/Territory i which injury occurred

= Match standard{level of play

= Bdl carrier or not

= Stated ground (hard, soft;€tc)

= |llegal play in theinjury-produeing/incident, with or
without resultant penalty

Phase o play

Team position (usual or not)
Specifictraining to prevent neck’injury
Stage of match at which injury ogcurfed
Description d injury

How injury occurred

Protective equipment used

Treatment received /referred

Time taken to receive treatment after injury:

] - L] L] L] - - L] L]
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Collection of_gata should record and note the duration of
symptomsip€achd the following:

o DiffuseMead Injury
-Coniusioriand
disorientation
- Giddiriessor unsteadiness
- Vomiting
- Lossd mernory
- Doublevision
- Headache
- Lossd consciousness

e Focal Injury

- Scalp/facial |aceration— soft
tissue
- Skull fractures— position and
type

- Intracranial haemorrhage—
extradural, subdural,
surarachnoid

- Cerebral contusion

- Cerebral haemorrhage

* Return to Play/Work
- Period off
- Results o psychological
evaluation, if performed.
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Spinal cordinjury

@therinformiation, specificto spinal injuries, should be
recorded’ina spinal cord injury database:

¢ {liechanism of \scrum injuries- engagement, collapse,
‘popping’, etc
¢ Mechanism o Nen-scrum injury
¢ Financialsettlernent\(amount)
¢ Neurological staius at follow-up (lessthan two years)
where applicable
(Frankel gradings)
e Level o vertebral injury
e Naturedf vertebral injury
¢ Neurological statusat first examination.
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COMCUSSION

Notesfor Referees,
Umpiresand
Coacnes



There has been concussion if:

¢/ Theplayer is'seen to have been unconsciousfor even the
shoitest time.

Theplayer'wasunresponsive for even the shortest time
iedid\not openhiseyes, speak or get up at once.

= Theplayer was confused for even the shortest time
didn’t kriow what to do, which way to play, where
hewas.

= Theplayer was unsteady on his feet, reeling or unable
to hold theball.

= Theplayer showed-spasms ei”cenvulsions.

#« Theplayer has giddiness,doubl€ vision or vomiting.

The player must be able:

e totell you:
- thetime, the day, the month, the year
-thename o the other team
-the scoreand how long the game has been‘going.
-towalk steadily heel to toe.



Concussionoften destroys judgment,
Do notallow a player toinfluenceyou.

The player's health and thereputation
o thiegameisat stake.

H the field:

Asapart of team-disCipiine prayers must accept that,
after being concussed, they must\be seen by a doctor
immediatel y-eithenat the site oi the match or by being
taken to the surgery or_hospital by a+esponsible person.

After this has been arranged, whatéverttcal arrangements
there are for the management-of mitd Head injury should be
followed and the immediateresporisibility of the game
administrator ceases.



SPINAL INJURY

Notesfor Referees,
U mpi resand
a\.heS

There has been a spinal injufy
(until proven otherwiseyif:

¢ the player isunconscious
¢ the player has prominent neck pan

e the player has no sensation, or haspinsand negdles,
inany limb

e theplayer isweak or cannot move thelimbsbel ow
the sitedf theinjury.

Note: If theplayer hasreceived a prominent impact above
the collar bone, thepossibility of a spinal injury
needs to be considered.
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