ARTICLE 33
MEDICAL POSITION STATEMENTS OF THE

RHODE ISLAND INTERSCHOLASTIC LEAGUE

The following position statements were developed by the HRde Island Interscholastic League's
Sports Medicine Advisory Committee and approved by the RL Principals' Committee on
Athletics:

Section I. CARDIOVASCULAR DISEASE IN ATHLETES

The Rhode Island Interscholastic League in an attempgniphasize the importance of screening for
cardiovascular diseases in young student-athletes, hadogded the following position on a prudent
approach to this important problem.

Sudden death in young athletes has become a highlyevisgdlth concern in our country. Unfortunately,
most of these deaths are most often congenital cardideasoalformations. The most common lesion is
hypertrophic cardiomyopathy.

The ultimate goal is not treatment, but early detectiimerefore, it is the position of the Rhode Island
Interscholastic League that every Rhode Island comminave in place a comprehensive preparticipation
screening program with appropriate procedures for identificaof these potentially lethal cardiovascular

abnormalities. The objective of these exams is the didmpadion of selected athletes from competition

thereby reducing their risk for sudden death during spaxctivities.

Although sudden cardiac death is a rare event, it isgs@onsibility of our communities to provide a safe
environment for our student athletes.

The RIIL has produced a comprehensive sports-orientediagbtal physical examination form to aid
Rhode Island physicians in identifying these and otheblpnos.

The history is the most sensitive method for detactitne majority of cardiac problems will be identified by
the history rather than by the physical exam.

The physical exam must be performed by a clinician faménd comfortable with the physical signs of
the causes of sudden cardiac death.

It is the goal of the Rhode Island Interscholastic lestinat all communities utilize this screening form in

order to standardize the approach of all Rhode Island physicithereby optimizing our chances of
detecting these potentially lethal conditions in our stuehthletes.
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Section 2. CONCUSSIONS

Please refer to the NFHS — Sports Medicine HandbdblE¢Btion 2008, Pages 77-82) that was distributed to
every member high school.

Section 3.BURNERS AND STINGERS

The Rhode Island Interscholastic League has takefoloaving position on return to play criteria after
sustaininga burner.

Burners or dtingers are terms used to describe an injury to one side of tlperupxtremity, which
typically includes burning pain and muscle weakness mastmonly involving the biceps, deltoids, and
rotator cuff muscles (supraspinatos and infraspinafobyrner usually occurs from downward movement
of the shoulder associated with the lateral flexion ofrtbek toward the opposite shoulder.

A detailed assessment should be performed consistinga¥f palpation for pain and range of motion. If
all motor and sensory symptoms resolve within seconddrtates and there is no associated neck pain or
limitation of neck motion, the athlete may return to petition. If symptoms persist for more than a few
minutes, an MRI of the cervical spine should be considéoelbok for a herniated disc or any other
cervical compressive pathology. Electromyography (EMG) t®memended when symptoms remain for
more than two weeks. Any athlete who suffers two répetstingers should use high shoulder pads and a
soft cervical roll or cowboy collar. One should also ugdetervical radiographs and an MRI to evaluate a
possible underlying cervical spinal stenosis.

Burners can be_minimizedvith appropriate equipment and education on tackling techniyueon-field
evaluation is crucial to differentiateirners from a far more serious spinal cord injury. An individudlow
sustains recurreriturners and demonstrates evidence of cervical spinal stenosisidstoe disqualified
from any contact athletic events.

Section 4. ANDROSTENEDIONE

Androstenedione is a naturally occurring steroid mainlyntbin testes, but also produced in the adrenal
glands and ovaries. It is a precursor to the steroid hogntestosterone. Androstenedione was first
synthesized in 1935 and was shown in 1936 to produce bulhogenic and anabolic (i.e., muscle
building) effects; however the anabolic effects were sad@g in castrated dogs. A 1962 study showed
that oral administration of androstenedione did incréasesterone levels but only for a few hours with a
peak level lasting only a few minutes. Androstenedions alao used as a nasal spray by the elite East
German athletes in the 1970's.

Androstenedione is classified as a dietary supplementebff¥A. It is banned by the International
Olympic Committee and numerous sports organizations.

Androstenedione has again come into the public light due t& MaGuire's use of androstenedione. It is
not known, however, if Mark McGuire's use of this substanad anything to do with his home run
hitting performance. Although androstenedione is an immegi&eursor to testosterone in the body, it is
not necessarily true that oral administration of astmoedione will result in increased levels of
testosterone. The pathway is complex and dependentruporrous factors. Androstenedione has existed
for over 60 years and there is still no well-controliedependent scientific studies, which demonstrates
anabolic (muscle building) effects. If however, androsteresldoes produce anabolic effects then all the
dangerous side effects of anabolic steroids (heart shséacrease in HDL's, kidney disease, liver disease,
testicular atrophy, acne, psychological effects - stierage) will also be produced.
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The Rhode Island Interscholastic League discourageagbef androstenedione. The beneficial effects are
unproven, but the potential risks are large. This substahouldnot be supplied, administered or its use
encouraged by high school personnel.

Section 5.CREATINE

Creatine is an amino derivative. It is synthesizethmbody by the liver, kidneys, and pancreas. Ninety-five
(95) percent of the body's creatine is stored in muselthe diet, creatine is found in fish and meat, Wwhic
in a typical diet will provide approximately one half of tti&ily requirements of creatine, or 1 gram. In the
muscle creatine (Cr) is stored as bound to phosphorus (Bhwhies phosphocreatine (PCr). (PCr) binds to
ADP (adenosine diphosphate) to form ATP (adenosine triphospldtich is the immediate source of
energy for skeletal muscle contractions. Thus the g@bahdding creatine to the diet is to donate a
phosphorus to ADP to produce more ATP. Since PCr is depietapproximately 10 seconds, increasing
the amount of PCr should result in more ATP being createtithus the ability to increase the amount of
short, high intensity exercise an individual can perfor

However, there is a maximum amount of PCr a musclestare and this varies between individuals.
Therefore, if an individual already possesses the maximmmount of PCr in their muscle celbding
more will not have any positive effect.Thus there are "responders” and "non-responderstdatine
loading. A detrimental effect of creatine supplementaii® that the body will produce less of its own
creatine in response to the increase in exogenousrmee®that is not known is if this effect could become
permanent or how long it lasts after discontinuation & supplement creatine. Other long-term side
effects of creatine use are unknown. The following camcelo exist with respect to the effect on the liver
and kidneys: the liver because it stops making creatimeng supplementation period; and the kidneys
because they must filter out the increased levels editare. There is also concern with cardiac muscle
hypertrophy after long-term use of creatine.

Creatine is classified by the FDA as a dietary supplgnand is widely available.

Although creatine use is widely popular and increasirgyetis still no data regarding the effects of creatine
use on renal function, liver function, fluid balance #melmusculoskeletal system. This is especially conegrni
when one considers the effects on the organ systeasapidly growing child. The Rhode Island
Interscholastic League discourages the use of creatiresiibstance shouft be supplied, administered, or
its use encouraged by high school personnel.

Section 6. CERTIFIED ATHLETIC TRAINERS AT RIIL CHAMPIONSHIP  EVENTS

The Rhode Island Interscholastic League has establisherelationship with The Rhode Island

Interscholastic Injury Fund (RIIIF) to provide certifiedhletic trainers to all high school championship
events. The purpose of these certified athletic traine to provide emergency medical coverage to all
participants of these games.

As more and more schools have begun to see the necekgitpper athletic medical coverage, high
schools have begun using certified athletic trainphyg;sicians and other medical professionals to assist
with the schools’ medical needs. Many of these médieasonnel have developed a strong working
relationship with the teams.

It is the position of the RIIIF not to interfere withe role that medical personnel play with their team
However, a role must be established for the RIIIF fiediathletic trainers at championship events.

A. To provide the best possible coverage for all students-athlket these games, the following protocol
will be observed by all RIIIF athletic trainers at atintests. We hope that this outline will promote
better quality care at all championship events.

1. Upon arrival at the game/meet, the athletic traiméhssituate themselves in such a location to
be available to both teams, without interfering with éinea of competition.
2. Prior to the start of the game, the athletic trawal introduce themselves to a member of the
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coaching staff from each team. The athletic trainiélrstate their purpose for being at the game,
their location and availability. The athletic traineitl then ask if there is any medical personnel
traveling with the team. The athletic trainer wils@ inquire if there are any medical problems
or conditions that any member of their team may havetttey should be aware of during the
contest.

3. The athletic trainer will also introduce themselvesht® officiating staff and alert them of their
presence and availability.

4. |If there is NO medical coverage traveling with a tedme, RIIIF athletic trainer will inform the
coach that they will go out onto the floor/field if it vearranted to provide medical care to a
downed athlete. All medical decisions regarding thatinent of the athlete will be made by the
RIIF athletic trainer.

5. If there IS medical personnel (ATC, PT/ATC, EMT) wihteam, the RIIIF athletic trainers will

introduce themselves and offer assistance. In the d@hahtmedical treatment for one of their

athletes is needed, the RIIIF athletic trainer wilcompany their medical personnel on the
floor/field. However, the RIIIF athletic trainer wilemain at a discrete distance to obsehe
incident and to assist if needed. All medical decisioragle in regard to the athlete will be done
by theteam's medical personnel.

If the medical personnel is a physician, all decisiorasle by the doctor will be considered final.

If there is "medical personnel” with a team thataesa certified athletic trainer, physician, EMT or if

the "medical personnel” is a non-accredited individual, @.student athletic trainer or a certified

first-aider) then all medical decisions regarding thre@nd treatment of the athlete will be made by
the RIIIF athletic trainer.

No

Section 7 COMMUNICABLE DISEASE PROCEDURES

While the risk of one student-athlete infecting anotiigh HIV/AIDS during competition is close to non-
existent, there is a remote risk that other blood-borfexiious diseases can be transmitted. For example:
Hepatitis B can be present in blood as well as other badgsfl Procedures for reducing the potential for
transmission of these infectious agents should includemditube limited to, the following:

1. The bleeding must be stopped and the open wound coveredrdfishen excessive
amount of blood on the uniform; it must be changed before tietatmay participate.

2. Routine use of gloves or other precautions to prevent skin asdusumembrane exposure
when contact with blood or other body fluids is anticigate

3. Immediately wash hands and other skin surfaces ifacnimated (in contact) with blood or other
body fluids. Wash hands immediately after removing gloves.

4. Clean all contaminated surfaces and equipment with aroppate disinfectant before competition
resumes.

5. Practice proper disposal procedures to prevent injuries cdyseeedles, scalpels, and other sharp
instruments or devices.

6. Although saliva has not been implicated in HIV transmisstorminimize the need for emergency

mouth-to-mouth resuscitation, mouthpieces, resuscitatigs,bar other ventilation devices should
be available for use.

7. Athletic trainers/coaches with bleeding or oozing skin coows should refrain from all direct
athletic care until the condition resolves.

8. Contaminated towels should be properly disposed of and/or elcsad.

9. Follow acceptable guidelines in the immediate control eébing and when handling bloody
dressings, mouth-guards, and articles containing bodysfluid

Section 8. USE OF LEGAL CAST IN ATHLETIC CONTESTS

If the student/athlete’'s doctor gives clearance toigygate with the use of a protective cast that is
approved by the Rule of the game (NFHS), the studenttatv@l be required and must have an
authorization letter from the doctor which shall be corgidevalid for a period of six (6) weeks form the
date of letter. (It shall not be necessary for the esttidthlete to present a note each week). At the end of
the six (6) week period the student-athlete may prosid®her doctors note which shall remain valid for
another six(6 weeks from the date of the letter). $tieool is required to have the doctors authorization
letter for review by the officials prior to any Rlkdontest.
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