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Introduction

Whenever sportsmen compete there is potential for injury. In non contact sports chronic overuse
injuries and acute musculoskeletal problems predominate. Where there is contact with other
competitors the likelihood of more serious acute trauma increases. When missiles of some kind (hard
balls, ice hockey pucks, hammers, motorcycle parts etc.) are added to the mix, other mechanisms of
injury must be considered. When we add speed and the potential for high impact collisions to the
equation, the chances of serious injury increase further. We are involved with a motor sport discipline
featuring all of the above.

It is important to reflect on some of the aspects of pre-hospital emergency medical care relevant to
motor sport. A Doctor or Paramedic who attends as medical officer is expected to understand the
clinical aspects of their responsibilities. Unless they are familiar with a particular sport it may be quite
a challenge to deal with its peculiarities. For instance, in speedway, the luxury of dealing with half a
dozen races in an afternoon with long breaks between as occurs in horse racing just does not happen.
The speedway medical officer is responsible for fifteen or more races within a timeframe of about
ninety minutes. It is essential to understand that, while clinical issues must never be overlooked, it is
important to keep a meeting going. It is mandatory that the medical officer ensures cover for racing is
never compromised as could occur when a casualty is being examined. If you are afforded the luxury
of a second MO there is scope for dealing with a casualty while allowing the meeting to continue
provided all other medical facilities remain immediately available.

If you are new to speedway or relatively inexperienced in the sport it is imperative that as well as being
confident with your clinical skills, you also understand the way speedway works. Make yourself known
to the Clerk of Course and ask if there are any issues about which you are unsure. Discuss with the
Clerk of Course issues of safety, especially as it applies to deploying onto the track in the event of an
incident. Arrive in good time so you have the chance to introduce yourself to the Referee and
managers of home and visiting teams. Ensure there is time available to see riders who may need
medical assessment or advice before the meeting begins. Allow for time after the racing to see any
riders who have sustained injuries during the meeting.

If at all possible, allow yourself time to get to know the characters and soak up the excitement, smells,
sounds and atmosphere that is speedway.

I hope this publication helps us all provide the best possible care for our sportsmen.

ACB.

THIS AIDE MEMOIRE IS FOR GUIDANCE AND ITS CONTENTS ARE NOT
EXHAUSTIVE. INDIVIDUAL MEDICAL OFFICERS MAY WISH TO MAKE
ARRANGEMENTS ACCORDING TO THEIR OWN EXPERIENCE AND
CIRCUMSTANCES. THE AUTHOR HOPES THAT IT WILL HELP TO BRING SOME
CONSISTENCY TO SPEEDWAY MEDICAL COVER AND HELP CLARIFY WHAT IS
REQUIRED OF A SPEEDWAY MEDICAL OFFICER



What is Speedway?

(Reproduced with kind permission from the BSPA website: http://mww.speedwaygb.co)

Speedway bikes have no brakes, just one gear, a clutch and 500cc engines which run on methanol
fuel and can accelerate to 60 mph, faster than a formula 1 car. They race around oval circuits of
around 300 metres in length in an anti-clockwise direction. To get around the tight corners at high

speed the riders actually have to accelerate to bring
Speedway meetings can be run as individual events although what you will usually see week in and

week out, at most tracks around the country, are 2 teams racing against each other. The 2 teams

have 7 riders each and they race over 15 heats with two riders from each team in every heat. If a rider

wins a race he will earn his team 3 points, if he comes second he will earn them 2 points, third and

they wild!l only earn 1 point and if he comes | ast they
There are 3 leagues in the UK,

1) The Elite League (The top league).

2) The Premier League (The middle league).

3) The National Development League (The league to hopefully train the youngsters).

So to sum Speedway up, it is four laps of all out speed, control, excitement and thrills as 4 riders go

for the chequered flag in honour of their team! The best thing is that all this happens just yards from

where youdre standing and the stars of the show (the
dondét forget your cameras, autograph books and pens

The Meetings

A meeting or match as it is sometimes referred to is usually between two teams in the league, in which
case the meeting is run over 15 heats/races and the team with the most points at the end of the
meeting are accredited with League points as follows:

Home defeat by any amount 0 points Away defeat by 6 points or less 1 point
Home draw 1 point Away draw 2 points
Home win by between 1 and 6 points Away win by between 1 and 6 points

2 points 3 points
Home win by 7 points or more 3 points Away win by 7 points or more 4 points

Who Are The Teams?

Teams (from all over Great Britain) consist of seven riders in each team. A Team Manager can decide
the riding order of the 1 to 5 race jackets, the number 6 and 7 race jackets are taken up by the
reserves. The reserves are the two lowest averaged riders in the team.

Each team will wear its club colours and a home team will wear Red and Blue helmet colours, whilst
the away team will wear White and Yellow/Black helmet colours.

The Heats

There are four riders in each heat/race, two riders from each team and each heat lasts four laps of the
track. Generally a heat will last about 60 seconds on average, but in that time there is plenty of action.
Race Points are awarded as follows: ~ 1%'i 3 points, 2" i 2 points, 3“7 1 point, 4™ i 0 points.
These points that each rider scores are counted towards the teams total at the end of the meeting.

The Equipment

Each rider rides a 500cc motorcycle with no brakes and fixed gearing.

The bikes run on methanol for fuel foaanelraceeach bi ke
The bikes can reach speeds of up to 80mph and are capable of 0-60 in approximately 3 seconds.

The Riders

All riders wear Kevlar race suits that protect their bodies.

In addition to the Kevlar race suit each rider will wear a pair of racing boots, one of which will have a
steel shoe fitted that the rider puts down when cornering.

Finally a helmet is worn with goggles to protect the rider® head and face.

Each rider will have a Kevlar suit tailor made with their sponsorsénames on.

The bike covers are generally designed to match the riderséKevlar suits.
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Glossary of Terms and Titles
Text in italics indicates an extract from the 2011 SCB Regulations.

League: There are three Leagues in speedway: Elite, Premier and National. Non-league meetings
suchasfil ndi vifiGhuaalllde,nge @ Acadeomp b gasignations imay be staged. If there
is ANY competitive racing the MINIMUM medical cover (ref: current SCB Medical Code) at all levels is
the same. The Promoters may arrange more cover in order to avoid disruptions to the meeting in the
event of some of the medical facilities being committed to dealing with casualties.

Referee: i The ME IREREREE exercises supreme control of a Meeting é . .0fThe Referee®
duty under these Regulations shall extend from the time of entering the stadium until s/he declares the
Meeting closed ....Q If there is ever a situation when a Chief Medical Officer is concerned that
arrangements for medical and first aid cover are inadequate or compromised he or she should advise
the Referee immediately. Normally the line of communication is via the Clerk of Course.

Clerk of Course: A The CL ERGURSER(who must have no financial involvement with the
Promotion) is responsible solely to the Referee for the overall preparation, administration and conduct
of the Meeting in accordance with the Speedway
It is very important to introduce yourself to the Clerk of Course as soon as you arrive at the venue as
s/he is normally the person with whom you should liase about any medical or non-medical matters.

Pit Marshal: This person is responsible for the security in the pits area and controls the passage of

personnel from the pits onto the circuit. i Shal | ensure that.....0 fAfol

sufficient personnel to assist in the removal of the motorcycle and/or restoration of any track
equi pment may .elndffectthetPibMarsharisthe lagsistant to the Clerk of Course.

Machine Examiner: A The MACHI NE EXAMI NER&6s role is to
and equipment conforms to the Regulations and is in a safe condition before and during a Meetinga
Your most frequent encounter with the Machine
after a collision although you may need to discuss the integrity of other personal protective equipment.
S/he will take possession of a motorcycle, helmet or other equipment if s/he feels it is unsafe.

Meeting Steward: At some meetings a Meeting Steward may be present and although s/he will
usually be a qualified Referee, but will not be judging the races as the major role is to make decisions
about delaying the start and abandoning a meeting in the event of inclement weather.

Two Minute Warning: The Referee will indicate by audible and visual signals that the next race will
start in two minutes. All riders must be ready to race before the two minutes has elapsed or will incur
penalties. A Medical Officer must be aware of this signal in case the medical and first aid services are
not ready. If this occurs the Medical Officer must immediately ensure the Referee is advised of the
situation, normally via the Clerk of Course, so that the start of the next race can be delayed.

Promoter: i APROMOTER (The Promoting Body at all times until an Individual representing the
Promotion, signs the Meeting Certificate and is in attendance during and after the Meeting) is / are
responsible for the organisation of the Meeting, meeting all requirements of these regulations prior to
and during the Meeting, including approval, payment of the appropriate fees, insurances and other
statutory requirementso .

It is important for you to know who the Promoter(s) are as it is with whom you have contracted your
services (unless you are contracted by the ambulancef/first aid providers) and will therefore pay you.
You should negotiate your professional fee, in advance of your attendance at the meeting, with this
person or their representative. Your professional fee is entirely at your discretion.

Signing-on: As soon as you arrive at the event you should findthe o f f i ¢ i a IMeetirig Signing-h e A

Regul &

| owi n

certify

Examin

ond sheet and you should sign on. You must ensure al

document is part of the Health and Safety process and ensures you are protected by the Meeting
Insurance. (You should satisfy yourself that the cover provided meets your requirements, if not should
seriously consider making your own arrangements for personal injury insurance while at the event.)

Announcer/Presenter: There is usually a roaming commentator who keeps the spectators informed
about what is happening at the meeting. S/he may approach you for information following an incident
in which you have been involved or about the injuries a rider has sustained. You are under no
obligation to divulge any information. You may feel it is appropriate to comment with the consent of
your patient. You should, however, always remember your professional code of conduct as regards
patient confidentiality.
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Medical Officers6 Responsi bilities

Note: The title/designation of medical officers at speedway events may differ from other disciplines of
motorsport.

Medical Officer (MO)

A speedway Medical Officer is any registered Paramedic or Doctor who arranges to provide
professional services at a speedway meeting. Unless s/he is the only MO at the meeting s/he will take
instructions from the CMO regarding his or her responsibilities. If you are an MO it is important for you
to check your responsibilities before the start of a meeting. You should familiarise yourself with all the
medical and first aid resources available and the organisational structure of the whole medical team.

Chief Medical Officer (CMQ)

The CMO is the Medical Officer (MO) in overall charge of and with responsibility for all aspects of
medical and first aid cover at a speedway meeting. If there is only one MO he or she is automatically
the CMO.

If the usual CMO is a Paramedic and a Doctor attends as part of the team the Paramedic retains
responsibility for organisation and integrity of the first aid and medical services provision and
response. However, when a Doctor becomes involved in the clinical management of a patient, the
Doctorassumes responsibility for t h artant, pefdre tleennteétisg
commences, that all MOs understand how the team will work operationally.

The CMO must check well in advance of a meeting whether the medical team has any responsibility
for the crowd/spectators. If this is the case it is important for the organisers to understand the
implications in terms of the resources needed and the smooth running of the meeting. The following
publications are very useful and reference to them is recommended:

The Event Safety Guide i HSE
http://www.hse.gov.uk/pubns/

Guide to Safety at Sports Grounds i DCMS
http://www.flaweb.org.uk/docs/publications/nflapubs/safequid.php

An information resource for Doctors providing medical care at sporting events i BMA
www.bma.org.uk

These documents are comprehensive and cover much non-medical information, but within them is
advice regarding preparation for events, and recommendations regarding relevant training available.

Other Health Professionals

Occasionally other health professionals may attend as part of the medical team. There are a number
of tracks where nurses, ambulance technicians and physiotherapists regularly attend. It is the
responsibility of the CMO to ensure all team health professionals are appropriately registered and
understand their roles. The CMO should ensure all members of the medical team act according to the
standard operating procedure for the event.

Recently there has been a small but increasing trend for others present at meetings to offer treatment
to riders. If the CMO is aware of this situation s/he should advise anyone receiving such treatment
that the speedway medical team can take no responsibility for it. Ideally a rider should formally sign
some form of disclaimer but in reality this may not be practical so it is prudent to make a note of the
situation.

SAFETY

91 All motorsport is dangerous.

manage

T Make sure you and your team dondt become casual ti

1 Always wear high visibility clothing.

1 Always use suitable eyewear to protect against flying debiris.
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1 Never go onto the track until red lights are on, the red flags are waved and, even then, check
for moving vehicles.

1 If you are on the centre green plan escape routes and ensure they are not obstructed. If there
is a safety barrier stand behind it. Always stay inside the 10 metre line.

1 Remember methanol is highly toxic, very flammable and the flames are difficult to see in
daylight.

1 Remember engines, exhausts and chains are very hot.
1 Beware of movement of motorcycles into, from and within the pits.
1 Beware of track vehicles on and adjacent to the track.

9 Listen for warning shouts. They may be difficult to hear because of engine and crowd noise
and ear defenders.

NOTES

Ensure you have adequate Personal Indemnity insurance and the Insurer is advised in detail of your
motor sport involvement.

Have plans for dealing with incidents of different magnitudes including a major incident at the venue.

Be prepared for all levels and types of trauma and burns. Expect medical emergencies, particularly if
you are covering the spectators

If a meeting involves children you must be competent to manage paediatric medical and traumatic
emergencies and the equipment available must be appropriate for paediatric resuscitation.

Ensure all the emergency team know their roles and responsibilities.

Ensure that you and all the emergency team are clearly identified by their designation/role on the front
and back of their clothing.

Good communication is imperative.
Make sure you can see the entire track.

Keep good, legible, permanent records of incidents and treatment.

General Tips

1 Get a copy of the Speedway Control Bureau Speedway Regulations (available as a download
from: www.scbgb.co.uk) or at least the Medical Code including the section on prohibited
substances.

1 Ensure that you know the extent of your responsibilities. Are you expected to provide cover for
the spectators too? If you are, have you made sure your resources are sufficient to deal with track
and crowd problems? Can you provide this service with a minimum of disruption to the meeting?

1 In conjunction with the Ambulance and First Aid providers carry out a risk assessment of the track
and have a written plan for dealing with incidents.

1 Have a written plan outlining the responsibilities and actions of yourself, the Ambulance providers
and the first aid providers in the event of a major incident at the track. (Dependant on general
arrangements and the location of the track the role of the Chief Medical Officer may be pivotal in
these arrangements.)



General Arrangements

Before The Season

f
il
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Check with Clerk of Course any changes at the track.

Check with the Promoter/Manager that ambulance and first aid arrangements have been made

and that they comply with the SCB Medical Code.

Check facilities in the medical/first aid room if one is available.

Check emergency access to the track is adequate for ambulances and first aid personnel.

Contact the provider(s) of ambulance(s) and first aid to ensure arrangements are satisfactory.

Contact local A&E department and NHS Ambulance Service and advise them that season is about

to start.

Ge't fi F & rConfidéntial Medical Dec| ar ati ono compl eted for each
completed forms secure.

ON THE DAY

Advise local A&E department and NHS Ambulance Control that a meeting is being held.
Make sure that you and your team have signed in.

Check appropriate clothing including high visibility outerwear.

Check personal medical and non-medical equipment, drugs and stationery/documentation.
Report to Clerk of Course.

Introduce yourself to the Referee.

Introduce yourself to ambulance and first aid personnel.

Check their vehicles are on site, fully equipped and serviceable.

Check facilities in the medical room are appropriate.

Have briefing session with ambulance and first aid personnel. Particularly take time to brief
newcomers.

Ensure any radio communication is satisfactory.

Arrange location and time for de-briefing if necessary.

Ensure all record forms are completed.

ALWAYS thank all who have provided medical services and help.



Recommended Personal Equipment

Some of this equipment may be on attending ambulances. It is not necessary to duplicate equipment

but dondét assume it is avail abl e. I f an ambul ance |
tothe same | evel. See: i A mbkuDo aat forges abautrspecidliarednigamants R o o ms
needed if children are involved in the meeting.

Standard Items

Stethoscope

Sphygmomanometer

Torch

Stationery and pen

Protective gloves

ATowcguht 0 sci ssor s
Cling film

Airway

Pocket mask with oxygen port and tubing
Naso-pharyngeal airways sizes 6, 7, 8 and 9mm
Oro-pharyngeal airways sizes 2, 3, 4, and 5.
Laryngoscope with spare batteries and bulbs.
Pre-cut endotracheal tubes sizes 7, 8, 8.5 and 9 with connectors.
Introducer / Gum-elastic bougie.

Catheter mount.

Magill forceps

SpencerWellsforceps ( 50) .
Lubricating gel.

10ml syringe.

Bandage roll (10).
Cricothyroidotomy set

Nebuliser

Circulation

Crystalloid (Nor mal saline or Hartmands)
Giving sets.

Tourniquet.

Pulse oximeter

Intravenous cannulae (e.g.: Venflons) sizes 14G, 16G, and 18G.
Intraosseous needle(s)/ infusion device(s)

Vials of N-saline or sterile water.

Roll of adhesive tape and cannulae fixators.

Blood sample bottles.

Sharps container.

Antiseptic wipes.

Syringes & Needles
2ml, 5ml, 10ml and 20ml disposable syringes.
Assorted sharp needles in various sizes and blunt drawing up needles.




Ambulances and Medical Rooms

AN EMERGENCY AMBULANCE MUST BE EQUIPPED TO A STANDARD SUCH THAT ALL ANTICIPATED MEDICAL
INCIDENTS CAN BE ADEQUATELY DEALT WITH. BELOW IS A DESCRIPTION OF THE MINIMUM LEVEL OF EQUIPMENT
REQUIRED.

An ambulance [a vehicle registered as an ambulance with the UK DVLA (Driver and Vehicle Licensing
Agency) is legally road-worthy, taxed and insured for emergency transportation, and can serve as a
resuscitation centre and carries:

Two Stretchers one of which must be an ambulance cot.

Oxygen supply system capable of delivering oxygen at a rate of at least O litres per minute for a
minimum duration of 60 minutes.(*)

Apparatus for automatic or manual ventilation.

Apparatus for suction.(*)

Inhalational analgesia and equipment for administration

Apparatus for infusion and appropriate infusion fluids. (*)

Apparatus to immobilise limbs and vertebral column.

First aid medicines and materials.(*)

ECG Monitor.

Defibrillator.

Equipment for haemostasis.

Apparatus for securing an emergency surgical airway (e.g.cricothyroidotomy).
Equipment for thoracic decompression/drainage.

Equipment for dealing with burns.

Sphygmomanometer.(*)

Stethoscope.(*)

Equipment to remove clothing and helmets.

In the event that the emergency vehicles do not carry all the listed equipment, the Medical
Officer must be able to provide and use the additional equipment in an emergency.

At least one emergency ambulance must be adequately insured and staffed by appropriately
trained personnel so that it can transport a casualty under blue lights and siren conditions

The minimum equipment required for a secondary ambulance or medical room is a cot or
couch and items indicated by (*) above. The oxygen available should be such that it can be
delivered for a minimum of twenty minutes.



Drugs
The following list may be modified by preference or experience.

Check expiry dates!!

Parenteral

Morphine or diamorphine.
Tramadol

Paracetamol

Sterile water/N-saline.
Naloxone.

Adrenaline 1:1000.
Adrenaline 1:10,000.
Hydrocortisone.
Atropine.
Clorphenamine.
Diazepam (IV & rectal).
Midazolam.
Metoclopramide.

Oral
Paracetamol.
Diclofenac.

Miscellaneous

Beclomethasone or Budesonide inhaler.
Salbutamol or Terbutaline inhaler.
Salbutamol and Budesonide nebules.
Normal Saline for irrigation.

Antibiotic eye ointment.

A SELECTION OF ROUTINE DRUGS MAY B*E CARRIED AT THE DISCRETION OF THE CMO.
(C)YA.B.C.(D.)

The importance of the A.B.C. of resuscitation cannot be overemphasised. It is essential that the

practical skills of Basic Life Support are revised and practised often. All medical and first aid

personnel must understand the principals of basic life support and be able to practically manage

A.B.C. with appropriate control of the cervical spine. They must all be able to put a casualty into the
recoverypositon. | n order to assess fibo (disability) AVPU can
* Re me mber t hEatastrophichaemdrdage

AVPU
A simple way of describing the conscious level of a casualty.
Alert
Verbal stimulus response

Painful stimulus response
Unresponsive

cCo<>»

Assessment of an Accident Scene

(Generally considered for application at major incidents but is appropriate for any incident as a means
of logically assessing requirements and passing details to the emergency services)

Number of casualties
Emergency services on scene and required

E Exact location
T Type of incident
H Hazards

A Access

N

E
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Dealing with head injuries and concussion

The diagnosis and management of head injuries is very important and the consequences of
inappropriate care can be very serious and long term.

In motorcycle sport the potential for brain injury is ever present with high competition speeds and the
potential for impact with immovable objects, (e.g. the perimeter barrier), or impact caused by moving
machinery e.g. motorcycles). There is no helmet which affords total protection from brain trauma.

The majority of crashes, even where head impact occurs, do not involve significant brain injury.
However, quite a number lead to various degrees of concussion. There has been much debate
regarding how best these incidents should be managed. Many sets of guidelines have been
published. None has proved perfect but guidelines remain useful as a foundation on which to build
our management of this particular type of trauma. Guidelines are also useful as a tool to help us give
advice to the casualties, their friends, family and their managers. Amongst all of those mentioned
there are a significant number who do not understand the potential for more serious injury and
morbidity following brain injury. Because of this | have kept the table which shows: fGuidelines for
Management of Head | njur i eas beaused to Qiwenexamplesiobhow we
consider the management in the days and weeks following concussion. It also allows for some
continuity in the way casualties are managed when they are reviewed by an MO at another location.

A very useful tool for the assessment of concussion isthe iSport Concussi on
which represents a standardized method of evaluating injured athletes for concussion and can be
used in athletes aged from 10 years and older. It supersedes the original SCAT published in 2005.
The document can be freely downloaded:
http://www.sportalliance.com/Images/Sport%20Safety/SCAT2.pdf.

iPocket S CalsdbeZreely dowmoaded:

http://www.thinkfirst.ca/documents/Pocket SCAT2.pdf

Management of the casualty remains in the hands of the MO dealing with the incident but the above
information should help standardise the management.

It is very important that a rider who has suffered a head injury is appropriately reviewed before

Thi

continuing in competition. Communi cat i tnjuredoR&déersve e n

Certi fi c antieates tHe maedrfor 2eview.

Degree of EVALUATION Action
concussion

No Loss of Consciousness or Post

Grade 1. Traumatic Amnesia. Consider possible return to competition
MILD A brief period of mild that day.
confusion/disorientation resolved in 15
minutes
Hospitalise.
Grade 2. No Loss of consciousness but ANY Suspend for seven day MINIMUM.
MODERATE Post Traumatic Amnesia Back after normal neurological and
neuropsychiatric evaluation.
Hospitalise.

Suspend one month.

Grade 3. ANY loss of consciousness Return when asymptomatic at rest and
SEVERE after exercise for one week and normal
neurological and neuropsychiatric

evaluation including CT and MRI scan

Guidelines for Management of Head Injuries and Concussion

(Based on Kelly and Associ at 866,.28671i2C806n%x,u si1s9 91Ind )i n

11
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Questions to ask a possibly concussed rider to aid in the assessment of degree of concussion

To be used in addition to a standard clinical evaluation. Any rider should know the answers to these
guestions. You may need to seek the help of an interpreter.

If you do not know the answers yourself ask the Clerk of Course or another official to help you.

1 What is your name?
1 What is the name of your team

1 What is your date of birth? manager?
1 What league is your team in? 1 What is the name of todayos
opposition?
1 Who is the captain of your team?
1 What is the locati on of toda
1 What make of engine is in your bike? meeting?
1 What is the name of your team? 1 Who is the current speedway world
champion?

1 Whatisyourr i der sé n@mber today

SEND A RIDER& HELMET TO HOSPITAL WITH THE CASUALTY IF THERE IS ANY POSSIBILITY OF A HEAD INJURY.
Glasgow Coma Score (GCS)

The GCS is scored between 3 and 15, 3 being the worst and 15 the best. It is composed of three
parameters: Best Eye Response, Best Verbal Response, and Best Motor Response, as given below:

Best Eye Response. (4)

1. No eye opening.

2. Eye opening to pain.

3. Eye opening to verbal command.

4. Eyes open spontaneously.
Best Verbal Response. (5)

1. No verbal response.

2. Incomprehensible sounds.

3. Inappropriate words.

4. Confused

5. Orientated
Best Motor Response. (6)

1. No motor response.
Extension to pain.
Flexion to pain.
Withdrawal from pain.
Localising pain.

o g A~ WD

Obeys Commands.

Note that the phrase 'GCS of 11' is essentially meaningless, and it is important to break the figure
down into its components, such as E3V3M5 = GCS 11.

A Coma Score of 13 or higher correlates with a mild brain injury; 9 to 12 is a moderate injury and 8 or
less a severe brain injury.

Teasdale G., Jennett B., LANCET (ii) 81-83, 1974.
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POSSIBLE BLOOD LOSS IN CLOSED FRACTURES

May be significantly increased in open fractures.

Fractured arm or tibia 5007 1000ml.
Fractured femur 1000ml. +
Fractured pelvis 2000ml. +

Blood Loss and Degrees of Shock

BLOOD LOSS (%) 10% 20% 30% 40%
DEGREE OF SHOCK MINIMAL MILD MODERATE SEVERE
HEART RATE Normal 100 - 120 1207 140 > 140
BLOOD PRESSURE Normal Postural fall < 100 systolic <80
systolic
OTHER SIGNS Nil Cool Cold Clammy
Pale Restless Cyanosed
Drowsy

The Concept of Controlled Hypotension

This should be considered when fluid replacement is necessary in hypotensive patients. Blood
pressure is maintained at 80 i 90mm Hg (radial pulse) and a pulse rate of less than 120. This will
ensure tissue oxygenation. Excess fluid replacement promotes more bleeding and dilutes clotting

factors. I n the presence of brain injury donét all ow hypot

The Airway Hierarchy
1 Neutral Alignment of Neck

1 Extension of neck (no trauma suspected)
1 Mouth open and carefully remove any visible loose objects. (Avoid blind finger sweeps)
1 Chin lift

1 Jaw thrust

1 Nasopharyngeal airway

9 Oropharyngeal airway

1 Laryngeal mask airway

1 Combitube

9 Endotracheal intubation

1 Needle cricothyroidotomy

1 Surgical cricothyroidotomy

1 Emergency tracheotomy

13



Nasopharyngeal Tube Sizes
The sizes shown are approximate and are for guidance only

Adult female Size 6
Adult male Size 7

Remember contra indicated in under 12s
Laryngeal Mask Airways

The sizes shown are approximate and are for guidance only.

LMA Maximum inflation Volume
Size
Small Adult >12 yrs old 3 20ml
Normal Adult 4 30ml
Large Adult 5 40ml

Endotracheal Tube Sizes

The sizes shown are approximate and are for guidance only.

4 years 5.0-5.5 uncuffed

6 years 5.5 uncuffed

8 years 6.0 uncuffed or cuffed
10 years 6.5 cuffed

12 years 7.0 cuffed

>12 years 7.0-8.0 cuffed

Adult female 7.0-8.0 cuffed

Adult male 8.0-9.0 cuffed

Removal of Helmets

If there are no concerns about spinal or head injury and the rider is able, it is most comfortable for a
rider to remove his own helmet. If you decide the helmet must be removed for the rider extreme care
must be taken. Removal of a helmet should only be done by members of the medical team competent
in this procedure. A description of safe helmet removal can be downloaded at:
http://www.motorcycleraceDoctor.co.uk/page30/paged/files/page4_1.pdf

Trackside Clearing the Cervical Spine

IF IN DOUBT LEAVE IMMOBILISED
(Reproduced with kind permission of Tim Moll, www.motorcycleraceDoctor.co.uk)

Surprisingly, considering the mechanism of injury, very few riders sustain cervical spine injuries unless
severely injured. However a high index of suspicion must be maintained. If you are not confident or
experienced at assessing the C-Spine then always play it safe and immobilise. Remember, clearing
the C-spine is not a high priority as long as it is correctly immobilised.

Adequate C-spine immobilisation at the track must be either:

1) Manual in line immobilisation by a competent person or
2) Appropriately sized hard collar, head blocks and straps with immobilised torso on a spine
board

*»*Anything else is suboptimal***
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Procedure for Clinical Clearance of the Cervical Spine

The C-spine may ONLY be clinically cleared by senior, experienced clinicians if the following
preconditions are met:

1) GCS 15 and appropriate.

2) Not under influence of drugs or alcohol (not an issue in racers).

3) No significant distracting injuries e.g. long bone fractures.

4) No neurological impairment that may be explained by C-spine injury (i.e. abnormal tone, power,
reflexes or sensation).

5) No midline palpable C-spine tenderness, deformity or steps.

If these preconditions are met then cautious mobilisation of the spine may proceed. Close observation
during immobilisation is essential. With helmet off and C-spine immobilised by a colleague | ask the
rider to slowly look left then right. If okay then | ask them to put their chin on their chest. If there is no
pain or neurology | consider the neck clear. If any pain or symptoms were to develop later then
immobilisation must be immediately reinstituted.

(adapted from the Intensive Care Society Guidelines 2005)

IF IN DOUBT, IMMOBILISE!
"Why not just immobilise every fallen rider and send them to hospital?"

collars may cause pressure sores

collars are uncomfortable

immobilisation makes treatment of the patient more difficult (especially airway management)
waste of resources

would make race meetings difficult to run as every rider would need ambulance transportation
to hospital

1 bad medicine

=A =4 =8 -89

FORMS and REPORTS
In the following section are examples of the various forms which may be used at speedway meetings.

Some are official SCB forms and some are examples of personal forms which can be copied or
adapted. It should be noted that the SCB forms may change from year to year.

SCB forms should be used whenever possible and completed carefully. If, however, an official
communication in the form of a report needs to be made and there is no SCB form suitable a special
report should be written and submitted. If this is necessary it must show your details and clearly
specify the relevant information you wish to provide to the SCB.

You are strongly advised to keep copies of all reports you submit.

Please ensure you are using the current SCB Forms @

@ The Form entitled Inured Riders Certificate has been re-designed in time for the 2011
Season as a 3-part document, but as there are substantial quantities of the 2-part form,
please use the 2-part Form for Injured Riders, where the Rider is withdrawn but is not
required to get medical clearance before riding again. Use the new 3-part Form for
those Riders suffering Grade 2 & Grade 3 Concussion.
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Form No.1 (Essential for Meeting to commence)

SPEEDWAY MEETING CERTIFICATE

The CMO is required to complete the relevant part of this form before the meeting. If the Referee
does not receive this form properly completed the meeting will not proceed.

Speedway Control Bureau

ACU House
Wood Street . g
Rugby CV21 2YX Speedway Meeting Certificate
Tel: 01788 565603
E-mail: nikki@britishspeedway. plus.com
L e e R e R e R R B e S et e e Meeting Promoter: ...
TDVEIE R P SITOAIEE  nmmnmommammnmm s o B A R B B R S A R
I... , being the licensed CLERK OF COURSE confirm that the named Officials are in atendance and that all staff hawve been briefed

as to thelrduhes IWI” |mmed|ate\y notlfy the Referee of any request from the Chief Medical Ofiicer to delay the meeting, or any matter that requires the Referee’s attentions

BIGNBE o nmmnmene LiconGeNUMBBE . conmmnmmnnmnn s R L S S S S S S e 8

We, being the licensed MACHINE EXAMINERS confirm that every Competitor's Motorcycle and Equipment have been examined and conform in all respects to the SCB Regulations

Signed:..... Name: ... ...Licence Number ...........
Signed: . Name: ... Licence Number .
| . being the licenced TRACK CURATOR confirm that SR14.13 has been and will continue to be adhered to during this meeting. Asupply of dry
Shale/Sawdusi |s ava]lahle together wnh equipment to get it to the track. The available equipment in full working in order to maintain the track during the meeting is
Tractors Graders Harrows Water Bowsers
SHONEA .o LICEMCE NUMDEE Lo
| (Dr/Paramedic) ... wvcovene.. being the CHIEF MEDICAL OFFICER confirm that | have read and understood

the SCB Medical Code. lconﬁrm the mlnlmum Medica\ and F|rst A|d cnver |s met and | agree to inform the Referee immediately should, at any time during the meeting, tis not be the
case. The numbers of dedicated, qualified Staff present including myself are:

Doctors Paramedics Technicians Drivers Attendants First Aiders. ~ PLUS Ambulance )
| have a personal copy of the Speedway Medical Officers Aide Memoire 2011 Edition). YES / NO {if no please supply postal address)
Signed: GMG /Health Professions Council Reg. No:
Contact Telephone NO:.........ooooooiiiiciin o Bl AANESS. ..
| e DEING HhE licensed ENVIRONMENTAL MARSHAL confirm the standards required by the SCB Environmental Code
have been met except those issues listed below. The curfew time is but note
T scnrnmernmesm s A A A T O IR s s s s PP

We being the licensed TEAM MANAGERS (one only per team) certify that each Team Competitor is properly equipped and is in a fit physical and mental condition to participate:
L T 1111 Tl | 9.\ [ JRN NN N N N

B NON s s s DIONBU s s LBNOR wewmmsemsensane

We being the TEAM CAPTAINS certify that all monies due to each member of the Team have been paid as per the Riders Agreement except as listed below (FULL DETAILS)

L R B o] T [0 01211 T e

T T PO E mmnsmmnsmnstnsssns P S TR csamsrmenasinso s s e ST S R S

The Clerk of Course must ensure this form is completed and handed to the Referee prior to the start of the meeting.

SCB Use only

Notes
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Form No. 2 (Essential)

INJURED RIDERS CERTIFICATE (Required by the SCB Referee)

This form must be completed for any rider withdrawn from the meeting on medical grounds. It must be
passed to the Referee as soon as practical i usually via the Clerk of the Course.

This Form has been re-designed in time for the 2011 Season as a 3-part document, but as
there are substantial quantities of the 2-part form in circulation please use the 2-part Form
for Injured Riders, where the Rider is withdrawn but is not required to get medical
clearance before riding again.

Use the new 3-part Form for those Riders suffering Grade 2 & Grade 3 Concussion.

Speedway Control Bureau
ACU House

;VOOS Sctf\‘ji o Injured Riders Certificate
u .
Tel 01788 565603 (Withdrawal Note)

Email: nikki@britishspeedway.plus.com

(Must be completed by Medical Officer. One Copy to Injured Rider; One copy to Team Manager; One Copy to Meeting |

RIDERDETAILG:ul | Name: ééééééééééeccceeéééééééeeeeeéce
Date of birth: €Té énéeé éaénédé édéat.e. .o.f. .i.nkc i dent : é €

| have examined the above named Rider. The injuries sustained are as shown and my recommendation is shc

eeeeeeeeeeeeeLEeEe. . . . . . ... u s e e e e

Medical Recommendation Tick ONE box

Not fit to continue; withdrawn from the Meeting now.

Not fit to continue; withdrawn from the Megq
given clearance by a Medical Practitioner or Speedway Medical Officer before riding again.

(*) AGrade 10 concussion. Not fit to conti
(*) AGrade 20 concussion. Not fit to conti

Must be examined and given clearance by a Medical Practitioner or Speedw ay Medical Officer b

(*) AGrade 30 concussion. Not fit to comp¢
and evaluations have beencompleted and rider has been examined by a Speedway Medical Offif
and considered the results of investigations. (*)

Name of Medical Officer: € L e ———
Telephone: ..o edR @M L BBAddr ess......£.6.6.6.66.6.
Signatur e: éé.

(*)For concussion refer to SCB Medical Of ficer sd Aide Mem:

| have today examined the above named Rider and inmy opinion is / will be fit to return to competitive riding fi

. eeeeeeee. ..

Name of Medical Officer: € e ————
AGAIESS: ..ottt et et et ettt et stk st s ees et et 2t 221 24 e £t £ 44 e et £ 4+ 44§t Sbme bt 124 15 4 1 £ 14 108 18 21 21 2k et e een e
Telephone: ..o eeeedR AL BBAddAdress.......£.6.6.6.686.6
Signatur e: € € . e e o e et e
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Form No. 3 (Essential)

CMO Incident Report Sheet
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