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1 Introduction   

Rugby is a contact sport and, as with all contact sports, playing the game carries a 

risk of injury. While serious injuries are rare, incidents can occur both on the 

training pitch, during matches or within the grounds and robust first-aid provision 

will enable the full range of potential incidents to be managed effectively.   

First-aid information, including the location of equipment and a list of first-aider 

contacts, is displayed in the clubhouse bar, kitchen, and changing rooms.   

1.1 Purpose and aims   

Malton and Norton RUFC is committed to maintaining a high quality of first-aid 

provision across the full senior, mini and junior player-base and the wider 

membership. The Club seeks to ensure that all staff and voluntary first-aid helpers 

can deal with accidents or incidents involving injury where they occur.   

This document aims to:   

• Provide clear guidance relating to roles and responsibilities for staff and 

volunteers involved in first-aid;   

• Outline the processes required for managing and reporting injuries;   

• Provide the guidelines for conducting risk assessments related to first-aid 

and the management of injuries;   

• Ensure all first-aid protocols are monitored and updated regularly;   

• Provide the framework for training needs and monitoring of first-aiders and 

first-aid equipment and resources;   

• Ensure clear information is available regarding access to first-aid facilities;   

• Ensure that the minimum standards required for first-aiders are met and 

monitored;   

2 Scope   

This policy applies to all Malton and Norton RUFC staff, voluntary first-aid helpers, 

all coaching teams and administrative staff.   
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3 First-aider requirements   

The following section outlines the requirements of minimum numbers of first- 

aiders across club facilities. There may be instances where it is not possible to 

retain two parent first-aiders at all times. Where this happens the lead coach must 

be assured there is adequate alternative first-aid provision until a further first-aider 

can be recruited. A current list of first-aiders and will be available on the Malton 

and Norton RUFC website.   

Clubhouse   

• When the clubhouse is in use there should be a first aider present with an 

‘emergency first aid’ qualification and training in the use of the automated 

defibrillator.   

• There should be a qualified first aider within the kitchen when this is in 

operation with an Emergency First Aid at Work qualification   

Mini / Junior Rugby   

• 1 coach per age group   

• 1 other trained first-aider per age group   

This may be a parent and / or team manager   

External Users  

• External users are responsible for their own first-aid provision   

• Any other groups hiring the M&NRUFC facilities must provide their own 

firstaid cover   

4 First-Aid Equipment location   

All teams should have their own first-aid kit kept with the sports kit for that group 

across both Junior and Senior Rugby. All kits should conform to RFU guidelines.  

Additional First-aid kits are located in the following areas:   

• Physio room   

• Kitchen – Catering Standard First Aid Kit   

Ice cubes are available from the bar and the freezer in the kitchen.   
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 5 Roles and responsibilities   
  

5.1 Team coaches   

The lead coach for each year-group has responsibility for:   

• Identifying one coach for the age group to undertake first-aid training;  

• Recruiting another person to undertake first-aid training or who holds a 

current first-aid qualification;   

• Recruiting a volunteer to take on team-management duties and first-aid 

training (this may be one of the two parents mentioned above);   

• Ensuring one senior player is trained in first-aid for senior groups;   

• Ensuring there is adequate first-aid provision for the team at the start of any 

training session or rugby game both at home and away;   

• If the first-aider is the coach, consideration should be given to the 

supervision of the rest of the group if the coach is required to deal with an 

injury;   

• Ensuring that all steps to reduce the risk of concussion and head injuries are 

taken as outlined in section 7.3.1   

• Advising players to remove all jewellery, watches and glass-lensed spectacles 

before play   

• Ensuring that players have an appropriate warm-up before and warm-down 

after play or training, to reduce the risk of injury including the use of 

ACTIVATE injury prevention programme.  

• Ensuring that there is sufficient water freely available to all participants 

during and after a match or training session. This may be by either providing 

filled bottles or ensuring there is access to a water source.   

5.2 First Aiders   

All first-aiders are responsible for:   

• Ensuring their first-aid qualification/training is current and in date; Providing 

the first aid co-ordinators with evidence of training;  

• Ensuring their teams (or facilities) first-aid kit and equipment, if appropriate, 

is well-stocked (see appendix 1) and within-date;  
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• Documenting what first-aid equipment has been used on the first-aid kit 

stock-request form (appendix 2) and performing a stock-check once every 

three months;  

• Having copies of the incident reporting and concussion reporting form 

available for use;  

• Completing a Malton & Norton RUFC incident report form (appendix 3) for 

any incidents they attend where players or members of the public have been 

injured.   

• Completing a concussion/head injury reporting form and emailing to the first 

aid co-ordinator within 48hrs  

• Completing a RFU Reporting Form if reportable criteria met (appendix 4)  

  

5.3 First aid co-ordinators   

First-aid co-ordinators are responsible for:   

• Ensuring that all first-aiders provide evidence of the appropriate training (see 

section 6);   

• Keeping a record of all first-aiders, relevant training/qualifications and 

expiry dates;   

• Organising and/or facilitating training sessions for first-aiders who require 

initial training or refresher training;   

• Ensuring that all first-aiders have access to current information and guidance 

on injury-management as supplied by the RFU and Resuscitation Council;   

• Ensuring that any first-aid kit stock forms are reviewed and outstanding 

items are ordered;   

• Reviewing the incident report forms and ensuring all serious injuries have 

been reported and followed up appropriately;   

• Reviewing all Concussion reports and if parent/guardian has given 

permission contact players school, other representative teams to ensure 

RFU’s GRTP is followed appropriately.  

• Report to M&N RUFC committee any injuries and outcomes;   

• Ensuring that appropriate risk assessment relating to first-aid provision and 

practice is undertaken;   
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• Maintaining confidential records of player medical information (i.e. details of 

allergies and medical conditions as per RFU player registration forms);  

• Liaising with safeguarding officers if any injury/illness raises concerns of a 

safeguarding nature;   

• Undertaking an annual risk assessment of M&N RUFC first-aid provision to 

reference against policy requirements 

 

5.4 Safeguarding officers   

Safeguarding officers are responsible for:   

• Liaising with first-aid co-ordinators to ensure that M&N RUFC first-aid 

policies and procedures are linked into the overall M&N RUFC safeguarding 

strategy; Taking forward any safeguarding concerns raised by first-aiders or 

first-aid co-ordinators as appropriate;   

• Ensuring all first aiders have an appropriate DBS check  

5.5 Malton & Norton RUFC Chairman   

The Chairman is responsible for:   

• Reviewing and ratifying the first-aid policy;   

• Ensuring that M&N RUFC supports any essential training needs;   

• Ensuring that the correct first-aid equipment and resources are provided and 

available for use;   

• Undertaking annual risk assessment of first-aid provision with first-aid 

coordinators as appropriate.   

6 Training   

All first-aiders must have an appropriate and current certificate of first-aid training. 

A copy of this certificate must be presented to the club’s first-aid co-ordinator 

before commencing a first-aider role.  

Where possible first-aiders should complete the RFU emergency first-aid course 

(HSE emergency first-aid at work qualification). However other first-aid courses 

may be acceptable, such as:   

• HSE emergency first-aid at work   

• St John Ambulance sports first-aid   
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• Red Cross basic first-aid   

Consideration of professional health qualification may also be appropriate such as 

current registered nurse with immediate-care training, registered medical 

practitioner with immediate-care training, registered therapist with immediate-care 

training.   

  

7 Managing and Preventing injuries   
 

7.1 Activate  

All coaches to receive training on Activate the RFU’s Injury Prevention Exercise 

Programme. The exercises included in the programme are designed to improve 

functional and core strength, balance and agility all of which assist a player in dealing 

with the physical demands of the game.   

School boy study:  

• 72% reduction in overall match injuries  

• 59% reduction in concussion  

  

7.2 Minor injuries   

All minor injuries including cuts, bruises, strains, and sprains should be attended to 

by a first-aider at the pitch side in accordance with their first-aid training. When 

junior players are involved this should be in the presence of their parents/carers or 

other appropriate adult. The parents should be informed as soon as possible 

following the incident.  

If further intervention is required that cannot be administered at the pitch side, this 

should be arranged with parents, significant others or colleagues/coaches.   

7.3 Major injuries   

All major injuries should be managed in line with first-aid training and immediate 

appropriate help should be sought from emergency services. If a first aider decides 

that the injury is sufficiently severe that the player cannot be moved from the field 

of play until emergency services arrive, the game must be stopped and moved to 

another pitch if possible.  

The clubs emergency action plan should also be instigated if appropriate.  
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Players with suspected neck or spinal injuries and lower limb fractures should be 

immobilised on the field of play and not moved until ambulance staff arrive. Under 

no circumstances should the blue stretcher be used.  

7.4 Head injuries   

7.4.1 Prevention   

Malton and Norton RUFC aims to prevent incidents of concussion and, although it 

may not be possible to eliminate concussion altogether, there are some measures 

that can be taken during training and games that could reduce the risks of 

concussion occurring. Coaches and, where appropriate, referees should:   

• Ensure the playing or training area is safe;   

• Check ground conditions - do not play or train if the ground is frozen solid 

or rock-hard due to drought;   

• Ensure all posts and barriers on or close to the pitch are protected with 

appropriate padding;   

• Ensure correct tackle technique is coached and performed consistently by all 

players;   

• Ensure that all players can perform correct tackle technique consistently, and 

correct any faulty technique immediately;   

• Explain the dangers of high, tip and spear tackles, and penalise them 

immediately if they occur. Act similarly to incidents of tackling players in the 

air and jumping to catch the ball from kicks or lineouts;   

• Take a zero-tolerance approach to actions that result in falling from height, 

which increases the risk of concussion and neck injuries;   

• Advise players that rugby head guards DO NOT protect against concussion. 

They only protect against superficial injuries such as cuts and grazes and 

there is some evidence to suggest that they may increase risk-taking 

behaviours in some players;   

• Advise players that mouth guards/gum-shields do not protect against 

concussion, although they are strongly recommended as they do protect 

against dental and facial injuries;   

• All coaches and first aiders must complete the Headcase web training and 

forward confirmation of this to the First Aid Co-ordinator annually.  

• All players from colts upwards to complete the Headcase web training 

annually  

• All parents of junior players to be encouraged to take RFU’s Parent’s & 

Guardians Headcase web course  
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• To consider all players from U13’s upwards to take the players Headcase web 

Course  

7.4.2 Management   

Any player that suffers a head injury and concussion or where concussion is 

suspected, must be immediately removed from play for assessment and must not 

return to the field of play or training.  

First-aid assessment must be completed at pitch side to establish if hospitaltransfer 

is required.   

If hospital-transfer is not required, the player (and parents) must be given the 

Malton and Norton Head-injury advice sheet (appendix 5) and a return-to-training 

consent form for Junior Rugby (appendix 6). They should be verbally advised to 

seek medical attention immediately if any symptoms develop.   

The first aider should also complete a head injury/concussion report and email it to 

the first aid co-ordinator within 48hrs.  

The first aid co-ordinator will then, if the parents/guardian have agreed, inform the 

school and other clubs/ representative sides so that the RFU’s GRTP is followed 

appropriately.  

Any player with suspected concussion must be removed from play immediately and 

must not return to the field of play or training.  

If a first aider decides a player should be removed from play, their decision is final.  

  

When to go to hospital   

Someone with a head injury needs to go to the hospital's emergency department 

(A&E) immediately (via ambulance if needed) if any of the following apply:   

• Unconsciousness or lack of full consciousness, even if the person has now 

recovered;   

• Any clear fluid running from the ears or nose;   

• Bleeding from one or both ears;   

• Bruising behind one or both ears;   

• Any signs of skull damage or a penetrating head injury;   
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• The injury was caused by a forceful blow to the head at speed (for example, a 

pedestrian hit by a car, a car or bicycle crash, a diving accident, a fall of 1 

metre or more, or a fall down more than 5 stairs);   

• The person has had previous brain surgery;   

• The person has had previous problems with uncontrollable bleeding or a 

blood clotting disorder, or is taking a drug that may cause bleeding problems 

(for example, warfarin);   

• The person is intoxicated by drugs or alcohol;   

• There are safeguarding concerns, for example about possible non-accidental 

injury or because a vulnerable person is affected.   

The injured person also needs to go to hospital as soon as possible if they have 

developed any of the following since the injury happened:   

• Problems understanding, speaking, reading or writing;   

• Loss of feeling in part of the body or problems with balancing or walking;   

• General weakness;   

• Changes in eyesight;   

• A seizure (also known as a convulsion or fit);   

• Problems with memory of events before or after the injury;   

• A headache that won't go away;   

• Any vomiting;   

• Irritability or altered behaviour such as being easily distracted, not 

themselves, no concentration, or no interest in things around them. This is 

particularly important in babies and children under 5.   

The Headcase concussion recognition tool (see appendix 7) is available for first 

aiders to assist with assessment of concussion. A laminated pocket version of this 

should be available in first aid kits.   

7.4.3 Return to School  

• Once symptom free, pupils should undertake a graded return to academic 

studies. Consideration should be given to managed return to full study days 

and gradual re-introduction of homework. Details are given in appendix 8  

• In a small number of cases, symptoms may be prolonged and this may impact 

on the child’s studies. In such cases, early referral back to their GP and 

educational support services is advised   
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7.4.4 Return to play   

The RFU put into place new standards relating to the management of concussion 

and the return-to-play pathway in 2014. The return-to-play pathway for players 

who have sustained a concussion is dependent on the player’s age and the medical 

resources that they can access.   

The new routine minimum stand-down period is 19 days for adults and 23 days for 

Under 19s.   

The return-to-play pathway is made up of rest and Graduated Return-to-Play  

(GRTP) phases. Taken together they form the minimum stand-down period. The 

length of these phases for an individual is determined by the player’s recovery and 

informed by clinical assessment.   

Details are given in the RFU graduated return-to-play protocol in appendix 9.   

  

7.5 Resuscitation   

In the event that a player or member of the public collapses and requires 

resuscitation, the first-aider must ensure that basic life support is commenced 

safely and in line with Resuscitation Council guidelines.   

Help should be summoned immediately and a 999 ambulance request made. M&N 

RUFC has 2 automated defibrillators the locations of which are:   

1. At the entrance to changing room   

2. Behind the bar in the club-house  

They must be utilised as appropriate.   

All first-aiders will have training in basic life-support and use of an automated 

defibrillator. Guidelines and information from the Resuscitation Council are 

available in appendix 10.   
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 8  Reporting & Documentation   
  

8.1 M&N RUFC requirements   

The Malton & Norton Rugby Club expects that every injury or illness occurring on 

site, that is attended to by a first-aider is recorded on an M&N RUFC incident Report 

Form. These forms can be downloaded from the website, printed off from appendix 

3 or obtained from the First Aid Co-ordinator. First-aiders should also have copies 

of the incident report form and concussion report form available to them.   

An incident report form should be completed by the first-aider attending to the 

injured person as soon as possible following first-aid intervention.   

Completed forms should be emailed to the first aid co-ordinator – Dr Toby Wallace 

at tobywallace@nhs.net  titled either incident report confidential or Concussion 

Report confidential.  

The club chairman and/or first-aid co-ordinator will review all forms to ensure any 

outstanding follow-up is completed. RFU reporting will be actioned if reportable 

criteria are reached.   

Details should include the time and place of the injury, first-aid responder and any 

actions taken. Details of any follow-up or return-to-playing advice should also be 

included.   

8.2 RFU requirements   

The RFU requires the following types of injuries to be reported within 48 hours:   

• An injury which results in the player being admitted to a hospital (this 

does not include those that attend an Accident or Emergency 

Department and are allowed home form there);   

• Deaths which occur during or within 6 hours of a game finishing. These 

incidents should be reported using the RFU reportable injury event form 

(appendix 4).   

In the event of a visiting player being injured, or an injury occurring at an away 

ground, please liaise with the opposition club's representative to ensure all relevant 

details are noted and that the report is completed and sent.   
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 9  Monitoring & compliance   
  

9.1 Equipment audit   

The first-aid kit for each age-group should be checked at least once every three 

months by the team first-aider/coach. Any stock used, missing or out-of-date 

should be ordered and replaced. The first-aid kit content list should be used as 

reference. Each first-aider will notify the first-aid co-ordinator of any problems or 

equipment required.   

The AED check is automated but is also checked monthly, in season, by the M&N 

RUFC physiotherapists/ first aid co-ordinator who should maintain a tick-list record 

that this has been completed and update this on the online governance system 

WebNOS (provided by the Community Heartbeat Trust).  

The AED will have an annual check provided by the Community Heartbeat Trust / 

Yorkshire Ambulance Service and they will log the need for consumables (adult and 

paediatric pads and batteries).  

M&N RUFC physio staff should ensure that all equipment and stock in the physio 

room is replaced after use and that it is in-date.   

  

  

9.2 Risk assessment   

An annual risk assessment should be performed which will include first-aid 

provision, facilities and equipment. This will reference against the requirements of 

the first aid policy and inform actions to address outstanding risks. All actions will 

be documented in the M&NRUFC first aid action plan and will be allocated an 

appropriate lead person to progress the action and a target date for completion.   

10 Reference documents   

• Rugby Safe: A Guide to Providing First Aid & Immediate Care Provision in the 

Community Game   

• Rugby Safe Essential Guide First Aid Equipment and Treatment  

• Resuscitation Council BLS and AED guidelines 2015  

• Consensus Statement on Concussion in Sport McCrory P, Meeuwisse W, 

Dvorak J, et al. Br J Sports Med 2017;0:1–10   
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• Concussion Guidelines for the Education Sector June 2015  

• NICE Clinical guideline [CG176] Head injury: assessment and early 

management0  

  

Further information:http://www.englandrugby.com/rugbysafe/  

And http://www.englandrugby.com/my-rugby/players/player-

health/concussionheadcase/  
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11 Appendices  
11.1 First Aid Kit Contents   

It is essential that first-aid equipment is checked frequently to ensure sufficient 

quantities and that all items are usable. Always replenish contents of first-aid box 

and kit as soon as possible after use. Items should not be used after the expiry date 
shown on packets.   

First-aid boxes should be made of suitable material and designed to protect the 

contents from damp and dust.   

A well-stocked first-aid kit should contain the following:   

• Guidance card including concussion assessment tool   

• Incident report notebook  

• Assorted adhesive dressings (plasters) x 20   

• Conforming bandage x1  

• Crepes bandages assorted x2  

• Low adherent dressings x2  

• Eyewash pods 20ml x2  

• Sterile eye pads (No. 16) x 2   

• Medium sterile wound dressings (No. 8) x 6   

• Large sterile wound dressings (No. 9) x 2   

• Short life triangular bandages x 4   

• Disposable gloves (pair) x 2  

• Micropore Tape  

• Antiseptic wipes x10  

• Foil blanket x 1   

• Pocket Mask x1  

• Safety Pins x12  

• 1 x Cotton Cohesive Bandage  

• Assorted gauze swabs  

• Antibacterial hand gel  

• Blunt end scissors   

• Steristrips   

Under no circumstances should prescription drugs be administered by first-aiders or 

kept in the first-aid box. Boxes should be clearly labelled and easily accessible. The 

following items MUST NOT be kept in first aid kits:   

• Freeze sprays   

• Heat sprays or heat rubs   

• Smelling salts   

• Painkillers   

• Prescription drugs.   

Take care over what ends up in First-Aid bags. Check regularly and make sure the 

bag is restocked after every use.  
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11.2 – First Aid Kit Stock Request Form  

  

Date:      

Name of First Aider:      

Team / age group:      

Item  Number  
initially in 
box   

Number required 
by First Aider  

Number left in 
box  

Assorted adhesive 
dressings (plasters)   

      

Conforming bandage         

Crepes bandages assorted         

Low adherent dressings         

Eyewash pods 20ml        

Sterile eye pads (No. 16)        

Medium sterile wound 
dressings (No. 8)   

      

Large sterile wound 
dressings (No. 9)   

      

Short life triangular 
bandages   

      

Disposable gloves (pair)         

Micropore Tape        

Antiseptic wipes         

Foil blanket         

Pocket Mask        

Safety Pins         

Cotton Cohesive Bandage        

Assorted gauze swabs        

Antibacterial hand gel        

Blunt end scissors         

Steristrips         

  

  

Under no circumstances should prescription drugs be administered by first 

aiders or kept in the first aid box.   

  

RFU guidance states that freeze sprays, heat sprays, heat rubs and painkillers 

MUST NOT be kept in first aid kits.  

  

Please complete a form when restocking pitch side first aid kits, including 

number in box, used and left.   

  

Completed forms to be emailed to tobywallace@nhs.net  
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11.3 – Incident / Report Form  

Malton and Norton RUFC  

Incident /Accident Report Form  

  

Date of Incident:  
  

Time of Incident:  

Details of injured person:  

Name:  
  

Date of Birth:  

Address:  
  
  
  

Phone Number:   
  

Mobile:  

Next of Kin/ Parent:  
  

Contact number:  
  

Relationship:  

Rugby team /age group:  

Injury Details:  

Injury sustained:  
  
  

First Aid / Treatment given:  
  
  
  
  

Treated by:  

Outcome  
(please tick)  
  

Carried 
on with 
session  

Stayed and 
watched  

Went Home  Attended  
A&E &  
Discharged  

Admitted to 
hospital  

Other 
(please 
state)  

            

Hospital Admission details (if known):  

Hospital:  Ward/ Department:  

Treatment:  
  

Discharge date:  

Incident details:  

Exact location:  

What activity was person involved in? (please tick)  
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Training     Getting changed    Other: (please state)  

Home match    Pitchside (non-play)    

Away match    Kitchen duties    

  

Details of how injury occurred:  
  
  
  
  
  
  

 

Name of person in charge of training/ match:   

Opposition Club:    Team:     

Referee:     

Were any of the following contacted?  Yes  No  

Parent/Guardian      

Ambulance      

Police      

Details:  
  
  
  
  

 

Report Completed by:     

Position / M&NRUFC role:     

Contact number:     

Date of report:     

Time of report:     

Signature:     

  
PLEASE EMAIL COMPLETED FORMS TO TOBY WALLACE (FIRST AID CO-ORDINATOR) 

tobywallace@nhs.net  
  

  

 
  

Malton and Norton RUFC Official Use:  

  
  
NO further action  
  

    

  
Local follow up  
  

    
Details:  
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RFU reportable  
  

  Reported 
by:  

  Date RFU 
form sent:  

  

  
Form reviewed by:    Date:    

  
    

11.4– RFU Injury Report Form  
  

Injury Reporting   
  

RFUReportable Injury Events These 

are defined as:  

• An injury which results in the player being admitted to a hospital (this does not 

include those that attend an accident and emergency department and are allowed 

home from there)   

• Deaths which occur during a game or within six hours of a game finishing    
  

Reportable Injury Event Protocol   
In the event of a serious injury that fulfils the above criteria, the following protocol is 

to be followed:   

1. Provide immediate first aid and arrange transport by ambulance to the hospital  2. A 
club or school representative must phone the Sports Injuries Administrator Helpline 
0800 298 0102, as soon as the seriousness of the player's condition is confirmed and 
certainly within 48 hours of the game or training session in which the injury occurred    
3. Please have a pen and paper ready, along with details of the incident. Out of working 

hours there will be a recorded message that provides contact details of the Injured  
Player Welfare Officer (IPWO). You will be asked to email or fax an Injury Report 

Form (MS Word DOC 34kB)   

4. The IPWO will then establish contact with the club and player or their family in order 

to confirm the injury, initiate the Pastoral Support Programme, and collect additional 

information about the injury   

5. The club/school must notify their insurers. The RFU insurers are Marsh Sports Group 

(Claims), Tel: 0131 311 4254, Fax: 0131 343 6667   

6. Record witness statements. Where a potential insurance or personal injury claim 

may arise, clubs and schools are advised to retain on file witness statements. These 

statements must confine themselves to the facts and not include opinion or hearsay, 

or apportion or infer blame. They must be signed and dated by the person making 

them  

If you have any queries, you can also contact either the Sports Injuries Administrator 

or the Injured Player Welfare Officer:   

Sports Injuries Administrator (SIA)  
Community Rugby, Rugby House, Rugby Road, Twickenham, TW1 1DS  

Tel: 0800 298 0102, Fax: 0208 8831 7684  

Email: sportsinjuriesadmin@therfu.com   

   
  

http://www.englandrugby.com/mm/Document/Governance/GameSupport/01/30/38/19/RFUReportableInjuryForm_Neutral.doc
http://www.englandrugby.com/mm/Document/Governance/GameSupport/01/30/38/19/RFUReportableInjuryForm_Neutral.doc
http://www.englandrugby.com/mm/Document/Governance/GameSupport/01/30/38/19/RFUReportableInjuryForm_Neutral.doc
http://www.englandrugby.com/mm/Document/Governance/GameSupport/01/30/38/19/RFUReportableInjuryForm_Neutral.doc
http://www.englandrugby.com/mm/Document/Governance/GameSupport/01/30/38/19/RFUReportableInjuryForm_Neutral.doc
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RFU REPORTABLE INJURY EVENT REPORT  
Please use this from to report any injuries that occur whilst playing rugby or taking part in organised rugby 

squad training sessions that fit any of the following definitions:  
1. An individual who sustains an injury which results in their being       

 admitted to a hospital. This does not include those taken to an       

 Accident or Emergency Department and allowed home from there.       
2. Deaths occurring during or within 6 hours of the game finishing.  

     
  
Date of report: _____________________   
  

Time of report: _____________________   

Date of injury:  _____________________   
  

Time of injury:  _____________________  

Player's name: _____________________   
  

DOB or Age:  _____________________  

Club/School:   _____________________   
  

Team:    _____________________  

        Game:      Training:    

Grass Pitch:    Other Surface:     Grass Pitch:      Artificial 

  
 Nature of suspected injury:   __________________________________________________  

  
Category:  

 1 .  An injury which results in admission to a hospital.   

 2.  A death which occurred during or within 6 hours of a game finishing.   

  
Game Injuries Only  

 Opposition Club:  _____________________   Team:  _____________________  
  

 Venue:     _____________________  
  

 Name of Referee:   _____________________  
  

  
Injured Player Contact Details:  
  

 Address:   ________________________________________________________________  
  

 Phone No:   _____________________   Mobile:    _____________________  
  

 Next of Kin:   _____________________   Relationship:  _____________________  
  

 Phone No:   _____________________   Mobile:    _____________________  
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 Name of reporting person:   _________________________________________________  

  
 Position within Club/School:   _________________________________________________  

  
 Contact Telephone Numbers:  _________________________________________________  

  

  
Once completed, please send this form to the RFU Sports Injuries Administrator  
Email: sportsinjuriesadmin@therfu.com   Fax:  020 8831 7684, Tel: 0800 298 0102  
Post:  Sports Injuries Administrator, Rugby Football Union, Rugby House, Rugby Rd, Twickenham, TW1 
1DS.    
The RFU uses this data for contacting individuals and/or their clubs who are identified as requiring 
support in the case of a serious injury. Information regarding the method and type of injury is used 
anonymously to monitor injuries throughout the game  

  

     

11.5– Head Injury Advice Sheet (adults)  

Malton & Norton RUFC Head Injury Advice Sheet Adults  

On returning home it is important that they are accompanied by a responsible adult. 
While unlikely, there is a small risk of developing complications, so if they experience 
any of the following symptoms in the next few days you should return to the 
Emergency Department as soon as possible.   

• Loss of consciousness   

• Increasing disorientation   

• New deafness in one or both ears   

• Problems understanding or speaking   

• Loss of balance or problems  

 walking   • Blurred or double vision   

• Any weakness in one or both arms • 

Inability to be woken  or legs   

• Bleeding from one or both ears   

• Any vomiting   

• Any fits (collapsing or passing out • 

Clear fluid coming out of your ears suddenly)  or nose   

• Severe headache not relieved by • 
Drowsiness when they would painkillers such as paracetamol  normally be wide 
awake   

Dos and Don’ts  

DO make sure you stay within reach of a telephone and medical help in the next few 

days DO have plenty of rest and avoid stressful situations  

DO show this factsheet to a friend or family member who can keep an eye on your 

condition DO take painkillers such as paracetamol for headaches  

DON’T stay at home alone for 48 hours after the injury  

DON’T drink alcohol until you feel better  
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DON’T take aspirin or sleeping tablets without consulting a doctor  

DON’T return to work until you feel ready  

DON’T return to driving until you feel you have recovered. If in doubt consult your 

doctor.   

DON’T PLAY ANY CONTACT SPORTS FOR 3 WEEKS AND CONTACT YOUR 

DOCTOR PRIOR TO RETURN TO PLAY – THIS INCLUDES FOLLOWING THE 

RFU’S GRADUATED RETURN TO PLAY PROTOCOLS ON THE HEADCASE  

PAGES  

http://www.englandrugby.com/my-rugby/players/player-

health/concussionheadcase/resources/  

  

Most people recover quickly. However, you may experience some of the following 
symptoms over the next few days and weeks, which don’t require a return to 
hospital.   

 

Irritability   

• Difficulties thinking and problem-solving   

In most cases these symptoms will resolve themselves within two weeks. However, 

in some cases they may persist much longer. Try not to rush back into normal 

activities, as this may delay recovery. If you still have any symptoms after two weeks 

we suggest you see your GP and take this factsheet with you.  

   

     

• Headaches   
• Feelings of dizziness   
• Nausea   
• Sensitivity to light or noise   
• Sleep disturbance   
• Memory problems   

• 

• Restlessness   

• mpulsivity and self-control 

problems   
• Difficulties with concentration   
• Feeling depressed, tearful or 

anxious  • Fatigue   
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11.6 – Head injury Notification and Return to Play Consent Form  

  

Malton and Norton RUFC Head Injury / Concussion Notification   
  
   

 Name:  DOB:  

  

Today your child has sustained a minor head injury (concussion) whilst playing rugby 

at                                             on   

  

They were assessed at pitch side by our First Aider after the incident and it was felt 

that they were safe to go home and it was not required to attend hospital this stage.  
  

It is Malton & Norton RUFC’s policy to make you aware of this so that you can keep 

an eye on your child for the next 24-48 hours. Symptoms may not develop for a while 

after a blow to the head.  

  

If your child shows any of the following signs, then please seek professional medical 

advice from NHS 111, your family GP, minor injuries unit or A&E department  

  

• Loss of consciousness  
• New deafness in one or both ears   
• Loss of balance or problems walking   
• Any weakness in one or both arms or 

legs   
• Any vomiting  
• Clear fluid or blood coming out of 

their ears or nose   
• Drowsiness when they would normally 

be wide awake   

• Increasing disorientation   
• Problems understanding or 

speaking   
• Blurred or double vision   
• Inability to be woken   
• Bleeding from one or both ears   
• Any fits (collapsing or passing out 

suddenly)   
• Severe headache not relieved by 

painkillers such as paracetamol   

  

  

  

Most people recover quickly. However, they may experience some of the following 
symptoms over the next few days and weeks, which don’t require a return to 
hospital.   

• Headaches   • Irritability   

• Feelings of dizziness   • Restlessness   

• Nausea   • mpulsivity and self-control problems   

• Sensitivity to light or noise   • Difficulties with concentration   

• Sleep disturbance   • Feeling depressed, tearful or anxious   
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• Memory problems   • Fatigue   

• Difficulties thinking and problem-solving   

Regardless of whether your child was “knocked out” during the game, if they were 
removed from the pitch due to suspected concussion, they should be managed as 
concussion.  

For players with concussion (or suspected concussion) it is important that their 
activity be moderated for a period of time to aid full recovery and minimize the 
chances of longer-term problems  

Your child will now need plenty of rest, including no TV, physical activity, computer or 
screen time until all symptoms have been absent for more than 24 hours. This 

may require some time off school as activities that require concentration or attention 

can exacerbate symptoms of concussion.   

Please see the attached return to school advice  

  

It is also recommended by medical guidelines that as your child has sustained 
a head injury then contact sports should not be played for 3 weeks. This 
includes training and playing.  
  

Please see the attached return to play guidance for your information.  

  

We would recommend that your child is seen by their GP if they still have any 

symptoms after two weeks, or prior to return to full contact training or playing (as per 

the return to play advice attached).  

  

----------------------------------------------------------------------------------------------------------------  

Return to Training / Playing Consent Form  

  
This form MUST be completed and returned to the team coach before a player resumes contact 

training /playing.  
  

Parental Consent form  

  

Name of player:  
  

Name of Parent:  

Address:  
  
  
  

 

Phone Number:   
  

 

Following a recent head injury received on (date):   
I can confirm that (Name):  
  

Is fit to recommence training with:   

    
(Team/Group)  

Signed:  
  

Date:  

Please return to Lead Coach  
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11.7 –  Head Case Pitch side recognition card  
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11.8 –  Return to School   
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Concussion and Return to School   

After a concussion, the brain needs to rest, so initially the player should have complete rest 
from all physical and brain activities such as; exercise, reading, television, computer, video 
games and smart phones. Sleep is good for recovery. There is however a balance needed 
and too much complete rest is thought to delay recovery, so returning to light activities of 
daily living as soon as the symptoms have started to reduce is advised. No more than 24hrs 
complete rest is all that is needed in most cases.   

Once symptoms have resolved they can gradually re-introduce normal activities but during 
this time they should NOT return to sport or activities with a predictable risk of further head 
injury. If symptoms return then reduce the levels of provoking activity, rest and then re- 
introduce them more gradually.   

It is reasonable for a child to miss a day or two of school after a concussion if they feel 
unwell or if on returning to lessons their symptoms return. Extended absence is rarely 
needed.   

Children and young people should return to academic studies before they return to 
sport:   

• Good communication with the school is important and the school may have a support 
worker who can help and advise.   

• Pupils should undertake a graded return to academic studies (see below)  

• Consideration should be given to managed return to full study days i.e. part days 
initially  

• Gradual re-introduction of homework is advised to avoid long days of work.  

• Consideration should be given to delaying tests and exams until fully recovered. If 
this is not possible then the school should advise the Examinations Board.   

• In a small number of cases, symptoms may be prolonged and this may impact on the 
child‘s studies. In such cases, early referral back to their GP and educational support 
services is advised   

  

A Suggested Graduated Return to School Protocol    

Stage  Aim   
 
Activity  Goal of Each 

Step  

1  
 Daily activities at home  

that do not provoke 

symptoms  

 Typical activities of the 

child during the day that 

do not cause symptoms 

(eg reading, screen time) 

start with 5-15mins at a  

Gradual return to 

normal activities  

 

  time and gradually 

increase  
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2  
School activities  Homework, reading or 

other cognitive activities 

outside the classroom  

Increase tolerance 

to cognitive work  

3  
Return to school 

parttime  

Gradual introduction to 

school work, may need 

half days or frequent  

breaks  

Increased academic 

activities  

4  
Return to school fulltime  Gradually increase school 

activities until a full day 

can be tolerated  

Return to full 

academic activities  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

11.9 –  Return to Play  

Concussion and Return to Play  

Graduated Return to Play (GRTP)   

Following the recommended rest period detailed above the player should return to 

sport by following a graduated return to play (GRTP) protocol as shown below.   
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• All those with suspected or diagnosed concussion should follow this pathway.   

• If a player in whom those present at the game when the injury occurred clearly 

identified signs and/or symptoms of concussion in him/her is subsequently 

seen by a healthcare practitioner and by then is free of signs/symptoms, they 

should still follow this RTP pathway.  

• The timing starts from the day after the concussive injury   

• Players or parents/guardians are responsible for informing all sporting clubs 

and schools they play at of their concussion.   

• It is good practice for the coach/manager of the team/club to advise the school 

and/or other clubs the player attends of the concussion – this can only be 

done with the players/parents/guardian’s consent.  • Head impact avoidance 

during recovery   

• Review by a Doctor – see below.   

  

This should only be started when the person:   

• Has had 14 days’ rest   

• Is symptom free   

• Is off all medication that modifies symptoms e.g. painkillers   

• Has returned to normal studies or work   

• Should not be involved in activities with a risk of further head impact until a 

minimum of 14 days’ symptom free.   
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Children and young people whose GRTP is not closely supervised by a Doctor 

experienced in managing concussion should have an extended GRTP compared to 

adults and a minimum of 48 hours for each activity stage is recommended.   

Review by a Doctor   

Following a concussion or suspected concussion, children and young people should 

be reviewed/assessed by a doctor before returning to sport and other activities with a 

predictable risk of head injury e.g. football, rugby, gymnastics, horse riding, hockey, 

combat sports, skate boarding etc.   

Some GPs are happy to clear a player to return to play, but formally clearing players 

to return to sport is not their role. It is however considered by most experts in 

concussion that good routine clinical management should include a review by the GP 

at an appropriate time to confirm recovery and satisfy themselves that there are no 

other underlying conditions. An appropriate time is considered to be around the 

average time for expected full recovery and before returning to activities with a 

recognisable risk of head impacts. This fits nicely with the GRTP at around 18 days 

for adults and 21 days for children.   

The GP does not need to provide a letter as verbal confirmation by the player or 

parent/guardian for U18s is acceptable. Clubs and schools are advised to make a 

record of this verbal confirmation. GPs may charge a fee for providing a letter.   

The following should also be referred back to their doctor for review:   

• Children and young people who struggle to return to their studies   

• Those who persistently fail to progress through the GRTP because symptoms 

return   

• Children and young people who sustain two or more concussions in a 

12month period should be referred to their doctor for a specialist opinion in 

case they have an underlying pre-disposition or risk factors.   

An example of an U19 GRTP is shown in the diagram below:  
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Important notes on GRTP  

• The player can progress through each stage as long as no symptoms or signs 

of concussion return.   

• Where the player completes each stage successfully without any symptoms 

the player would normally proceed through each stage on successive days. In 

U19s, progression should take 2 days for each stage.   

• If any symptoms occur while progressing through the GRTP protocol, the 

player should rest a minimum 24-hour (adult) or 48 hour (U19) until symptom 

free and then may return to the previous stage.   

• If it is not feasible for the coach to conduct Levels 2 - 4, these may be done by 

the player in their own time or in children supervised by parents with 

appropriate guidance. Alternatively, the protocol may simply be extended with 

each level being conducted by the coach at training sessions or in the school 

setting by other PE staff during PE lessons, when they are able   

• On completion of Level 4 the player should be reviewed by their Doctor and as 
long as they have recovered from the concussion and have no other 
conditions, may resume full contact practice (Level 5).   

• In U19s and below players should also have had 14 days since symptom 

resolution before starting Stage 5 (see avoiding head impacts above).   

• Schools and clubs are advised to keep a record of the player’s or parent’s 
confirmation that clearance has been obtained and a doctor’s letter is not 
necessarily required.   

• On completion of Level 5 without the presence of symptoms, the player may 
return to playing in full contact rugby games (Level 6).   

It is the player’s or parent’s responsibility to obtain medical review before 

returning to play.   
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For Further information visit 
http://www.englandrugby.com/myrugby/players/player-health/concussion-
headcase/  

11.10 Basic Life Support and Use of AED  

Adult Basic Life Support and Use of AED  

  

Chain of Survival      
The Chain of Survival (Figure 1) describes four key, inter-related steps, which if delivered 

effectively and in sequence, optimise survival from out-of-hospital cardiac arrest.7    

  

1: Early recognition and call for help  
If untreated, cardiac arrest occurs in a quarter to a third of patients with myocardial 

ischaemia within the first hour after onset of chest pain.   
  

Once cardiac arrest has occurred, early recognition is critical to enable rapid activation of the 

ambulance service and prompt initiation of bystander CPR.   

  

2: Early bystander CPR  
The immediate initiation of bystander CPR can double or quadruple survival from out-

ofhospital cardiac arrest.5,8-13 Despite this compelling evidence, only 40% of victims receive 

bystander CPR in the UK.14    

  

3: Early defibrillation   
Defibrillation within 3–5 min of collapse can produce survival rates as high as 50– 70%.15 

This can be achieved through public access defibrillation, when a bystander uses a nearby 

AED to deliver the first shock.4,15-17 Each minute of delay to defibrillation reduces the 

probability of survival to hospital discharge by 10%. In the UK, fewer than 2% of victims have 

an AED deployed before the ambulance arrives.18    

  

4: Early advanced life support and standardised postresuscitation 

care  
Advanced life support with airway management, drugs and the correction of causal factors 

may be needed if initial attempts at resuscitation are unsuccessful. The quality of treatment 

during the post-resuscitation phase affects outcome and is addressed in the Adult advanced 

life support and Post-resuscitation care sections.19     

  

  

http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
http://www.englandrugby.com/my-rugby/players/player-health/concussion-headcase/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/adult-advanced-life-support/
https://www.resus.org.uk/resuscitation-guidelines/post-resuscitation-care/
https://www.resus.org.uk/resuscitation-guidelines/post-resuscitation-care/
https://www.resus.org.uk/resuscitation-guidelines/post-resuscitation-care/
https://www.resus.org.uk/resuscitation-guidelines/post-resuscitation-care/
https://www.resus.org.uk/resuscitation-guidelines/post-resuscitation-care/
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Key messages from Guidelines 2015    
• Ensure it is safe to approach the victim.  

• Promptly assess the unresponsive victim to determine if they are breathing normally.  

• Be suspicious of cardiac arrest in any patient presenting with seizures and carefully 

assess whether the victim is breathing normally.  

• For the victim who is unresponsive and not breathing normally:   

o Dial 999 and ask for an ambulance. If possible stay with the victim and get 

someone else to make the emergency call.  

o Start CPR and send for an AED as soon as possible.  

o If trained and able, combine chest compressions and rescue breaths, 

otherwise provide compression-only CPR.  

o If an AED arrives, switch it on and follow the instructions.  

o Minimise interruptions to CPR when attaching the AED pads to the victim.  

• Do not stop CPR unless you are certain the victim has recovered and is breathing 

normally or a health professional tells you to stop  

• Treat the victim who is choking by encouraging them to cough. If the victim 

deteriorates give up to 5 back slaps followed by up to 5 abdominal thrusts. If the 

victim becomes unconscious – start CPR.  

• The same steps can be followed for resuscitation of children by those who are not 
specifically trained in resuscitation for children – it is far better to use the adult BLS 
sequence for resuscitation of a child than to do nothing.  

Adult BLS sequence  
The sequence of steps for the initial assessment and treatment of the unresponsive victim 

are summarised in Figure 2. Further technical information on each of the steps is presented 

in Table 1 and below.   
  

The sequence of steps takes the reader through recognition of cardiac arrest, calling an 

ambulance, starting CPR and using an AED. The number of steps has been reduced to 

focus on the key actions. The intent of the revised algorithm is to present the steps in a 
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logical and concise manner that is easy for all types of rescuers to learn, remember and 

perform CPR and use an AED.   
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Table 1: BLS/AED detailed sequence of steps  

 

SEQUENCE  Technical description  

SAFETY  Make sure you, the victim and any bystanders are safe  

RESPONSE  Check the victim for a response    

 •  Gently shake his shoulders and ask loudly: “Are you all right?"  

If he responds leave him in the position in which you find him, provided 
there is no further danger; try to find out what is wrong with him and get 
help if needed; reassess him regularly    

AIRWAY  Open the airway   

• Turn the victim onto his back  

• Place your hand on his forehead and gently tilt his head back; 
with your fingertips under the point of the victim's chin, lift the 
chin to open the airway  

BREATHING  Look, listen and feel for normal breathing for no more than 10 
seconds   
In the first few minutes after cardiac arrest, a victim may be barely 
breathing, or taking infrequent, slow and noisy gasps. Do not confuse 
this with normal breathing. If you have any doubt whether breathing is 
normal, act as if it is they are not breathing normally and prepare to start 
CPR    

DIAL 999  Call an ambulance (999)   

• Ask a helper to call if possible otherwise call them yourself  

• Stay with the victim when making the call if possible  

• Activate the speaker function on the phone to aid communication 
with the ambulance service  

SEND FOR AED  Send someone to get an AED if available    
If you are on your own, do not leave the victim, start CPR    



   37  

CIRCULATION  Start chest compressions   

• Kneel by the side of the victim  

• Place the heel of one hand in the centre of the victim’s chest;  
(which is the lower half of the victim’s breastbone (sternum))  

• Place the heel of your other hand on top of the first hand  

• Interlock the fingers of your hands and ensure that pressure is not 
applied over the victim's ribs  

• Keep your arms straight  

• Do not apply any pressure over the upper abdomen or the bottom 
end of the bony sternum (breastbone)  

 

 • Position your shoulders vertically above the victim's chest and 

press down on the sternum to a depth of 5–6 cm  

• After each compression, release all the pressure on the chest 

without losing contact between your hands and the sternum;  

• Repeat at a rate of 100–120 min-1  

GIVE RESCUE 
BREATHS  

After 30 compressions open the airway again using head tilt and 
chin lift and give 2 rescue breaths    

• Pinch the soft part of the nose closed, using the index finger and 
thumb of your hand on the forehead  

• Allow the mouth to open, but maintain chin lift  

• Take a normal breath and place your lips around his mouth, 
making sure that you have a good seal  

• Blow steadily into the mouth while watching for the chest to rise, 
taking about 1 second as in normal breathing; this is an effective 
rescue breath  

• Maintaining head tilt and chin lift, take your mouth away from the 
victim and watch for the chest to fall as air comes out  

• Take another normal breath and blow into the victim’s mouth once 
more to achieve a total of two effective rescue breaths. Do not 
interrupt compressions by more than 10 seconds to deliver two 
breaths. Then return your hands without delay to the correct 

position on the sternum and give a further 30 chest compressions  

Continue with chest compressions and rescue breaths in a ratio of 30:2    
  
If you are untrained or unable to do rescue breaths, give chest  
compression only CPR (i.e. continuous compressions at a rate of at least 
100–120 min-1)    
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IF AN AED 
ARRIVES    

Switch on the AED   

• Attach the electrode pads on the victim’s bare chest  

• If more than one rescuer is present, CPR should be continued 
while electrode pads are being attached to the chest  

• Follow the spoken/visual directions  

• Ensure that nobody is touching the victim while the AED is 

analysing the rhythm  

If a shock is indicated, deliver shock    

• Ensure that nobody is touching the victim  

• Push shock button as directed (fully automatic AEDs will deliver 
the shock automatically)  

• Immediately restart CPR at a ratio of 30:2  

• Continue as directed by the voice/visual prompts  

 If no shock is indicated, continue CPR    

• Immediately resume CPR  

• Continue as directed by the voice/visual prompts  

CONTINUE  
CPR    

Do not interrupt resuscitation until:    

• A health professional tells you to stop  

• You become exhausted  

• The victim is definitely waking up, moving, opening eyes and 
breathing normally  

It is rare for CPR alone to restart the heart. Unless you are certain the 
person has recovered continue CPR    
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RECOVERY  
POSITION    

If you are certain the victim is breathing normally but is still 
unresponsive, place in the recovery position   

• Remove the victim’s glasses, if worn  

• Kneel beside the victim and make sure that both his legs are 

straight  

• Place the arm nearest to you out at right angles to his body, 
elbow bent with the hand palm-up  

• Bring the far arm across the chest, and hold the back of the hand 

against the victim’s cheek nearest to you  

• With your other hand, grasp the far leg just above the knee and 
pull it up, keeping the foot on the ground  

• Keeping his hand pressed against his cheek, pull on the far leg to 

roll the victim towards you on to his side  

• Adjust the upper leg so that both the hip and knee are bent at 
right angles  

• Tilt the head back to make sure that the airway remains open  

• If necessary, adjust the hand under the cheek to keep the head 
tilted and facing downwards to allow liquid material to drain from 
the mouth  

• Check breathing regularly  

Be prepared to restart CPR immediately if the victim deteriorates or 
stops breathing normally  
     

Choking  

Choking is an uncommon but potentially treatable cause of accidental death. As most 
choking events are associated with eating, they are commonly witnessed. As victims 
are initially conscious and responsive, early interventions can be life-saving.  
Recognition  

Recognition of airway obstruction is the key to successful outcome, so do not 
confuse this emergency with fainting, myocardial infarction, seizure or other 
conditions that may cause sudden respiratory distress, cyanosis or loss of 
consciousness. Choking usually occurs while the victim is eating or drinking. People 
at increased risk of choking include those with reduced consciousness, drug and/or 
alcohol intoxication, neurological impairment with reduced swallowing and cough 
reflexes (e.g. stroke, Parkinson’s disease), respiratory disease, mental impairment, 
dementia, poor dentition and older age.66   
  

Table 2 and Figure 3 present the treatment for the adult with choking. Foreign bodies 
may cause either mild or severe airway obstruction. It is important to ask the 
conscious victim “Are you choking?” The victim that is able to speak, cough and 
breathe has mild obstruction. The victim that is unable to speak, has a weakening 
cough, is struggling or unable to breathe, has severe airway obstruction.   
    

SEQUENCE   Technical description   
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SUSPECT  
CHOKING  

Be alert to choking particularly if victim is eating   

ENCOURAGE 
TO COUGH   

Instruct victim to cough   
    

GIVE BACK 
BLOWS  

If cough becomes ineffective give up to 5 back blows   
• Stand to the side and slightly behind the victim  
• Support the chest with one hand and lean the victim well forwards so that when the 
obstructing object is dislodged it comes out of the mouth rather than goes further down the 
airway • Give five sharp blows between the shoulder blades with the heel of your other hand  

GIVE  
ABDOMINAL  
THRUSTS  

If back blows are ineffective give up to 5 abdominal thrusts   
• Stand behind the victim and put both arms round the upper part of the abdomen • Lean the 

victim forwards  
• Clench your fist and place it between the umbilicus (navel) and the ribcage  
• Grasp this hand with your other hand and pull sharply inwards and upwards  
• Repeat up to five times  
• If the obstruction is still not relieved, continue alternating five back blows with five abdominal 

thrusts  

START CPR   Start CPR if the victim becomes unresponsive   
• Support the victim carefully to the ground  
• Immediately contact the ambulance service  
• Begin CPR with chest compressions  

Table 2: Sequence of steps for managing the adult victim who is choking  
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Figure 3. Adult choking algorithm     

  

  

Treatment for mild airway obstruction  

Coughing generates high and sustained airway pressures and may expel the foreign 
body. Aggressive treatment with back blows, abdominal thrusts and chest 
compressions at this stage may cause harm and can worsen the airway obstruction. 
These treatments are reserved for victims who have signs of severe airway 
obstruction. Victims with mild airway obstruction should remain under continuous 
observation until they improve, as severe airway obstruction may subsequently 
develop.   
Treatment for severe airway obstruction  

The clinical data on choking are largely retrospective and anecdotal. For conscious 
adults and children over one year of age with complete airway obstruction, case 
reports show the effectiveness of back blows or ‘slaps’ and abdominal thrusts. 
Approximately half of cases of airway obstruction are not relieved by a single 
technique. The likelihood of success is increased when combinations of back blows 
or slaps, and abdominal and chest thrusts are used.  
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Treatment of choking in an unresponsive victim  

Higher airway pressures can be generated using chest thrusts compared with 
abdominal thrusts. Bystander initiation of chest compressions for unresponsive or 
unconscious victims of choking is associated with improved outcomes. Therefore, 
start chest compressions promptly if the victim becomes unresponsive or 
unconscious. After 30 compressions, attempt 2 rescue breaths, and continue CPR 
until the victim recovers and starts to breathe normally.   
Aftercare and referral for medical review  

Following successful treatment of choking, foreign material may nevertheless remain 
in the upper or lower airways and cause complications later. Victims with a persistent 
cough, difficulty swallowing or the sensation of an object being still stuck in the throat 
should, therefore, seek medical advice. Abdominal thrusts and chest compressions 
can potentially cause serious internal injuries and all victims successfully treated with 
these measures should be examined afterwards for injury.   
  

Resuscitation of children and victims of drowning  

Many children do not receive resuscitation because potential CPR providers fear 

causing harm if they are not specifically trained in resuscitation for children. This fear 

is unfounded: it is far better to use the adult BLS sequence for resuscitation of a child 

than to do nothing. For ease of teaching and retention, laypeople are taught that the 

adult sequence may also be used for children who are not responsive and not 

breathing normally. The following minor modifications to the adult sequence will 

make it even more suitable for use in children:  
  

• Give 5 initial rescue breaths before starting chest compressions.  

• If you are on your own, perform CPR for 1 minute before going for help.  

• Compress the chest by at least one third of its depth, approximately 4 cm for 

the infant and approximately 5 cm for an older child. Use two fingers for an 

infant under 1 year; use one or two hands as needed for a child over 1 year to 

achieve an adequate depth of compression.  

The same modifications of 5 initial breaths and 1 minute of CPR by the lone CPR 

provider before getting help may improve outcome for victims of drowning. This 

modification should be taught only to those who have a specific duty of care to 

potential drowning victims (e.g. lifeguards).  
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