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CURRENT ISSUES IN AMERICAN SPORTS:

PROTECTING THE HEALTH AND SAFETY OF
AMERICAN ATHLETES

WEDNESDAY, MAY 17, 2017

U.S. SENATE,
COMMITTEE ON COMMERCE, SCIENCE, AND TRANSPORTATION,
Washington, DC.

The Committee met, pursuant to notice, at 10:02 a.m. in room
253, Russell Senate Office Building, Hon. John Thune, Chairman
of the Committee, presiding.

Present: Senators Thune [presiding], Fischer, Moran, Sullivan,
Heller, Moore Capito, Gardner, Young, Nelson, Cantwell,
Klobuchar, Blumenthal, Markey, Booker, Udall, Baldwin, Hassan,
and Cortez Masto.

OPENING STATEMENT OF HON. JOHN THUNE,
U.S. SENATOR FROM SOUTH DAKOTA

The CHAIRMAN. Good morning and welcome to today’s hearing.

It is no exaggeration to say that Americans love sports. We love
watching them, playing them, collecting sports memorabilia, and
even arguing about our favorite teams and athletes.

Whether it is watching the Super Bowl with friends, joining an
office bracket pool for “March Madness,” or stretching out for the
Turkey Trot 5K races on Thanksgiving morning, and the pickup
football games later that afternoon, we love our sports.

Personally, I am a Dodgers and a Packers fan, and some of my
best moments have been spent competing in sports, or cheering on
my two daughters at their meets and games.

This Committee is committed to promoting American success in
international competition, ensuring exciting play in our profes-
sional leagues, providing opportunity for our student athletes, and
maintaining a vibrant sports culture for the benefit of all Ameri-
cans. At the same time, protecting the health and safety of Amer-
ican athletes of all levels—professional, amateur, student, and
youth—is a longstanding priority of the Commerce Committee.

The issue of sexual abuse within the United States Olympic
movement has received considerable media attention in recent
months. The troubling nature of these reports triggered the Com-
mittee’s inquiry into the ability of the U.S. Olympic Committee,
and the U.S. National Governing Bodies for individual sports, to
conduct effective, timely, and impartial investigations into allega-
tions of abuse. I am glad that Shellie Pfohl of the United States
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Center for SafeSport is here today to discuss the Center’s work to
protect these athletes.

While I believe that nothing in the current law prevents USOC
and NGBs from taking immediate steps to remove a suspected
predator from being in contact with athletes, it is also clear that
certain stakeholders have, at times, sown confusion about the legal
requirements of the Ted Stevens Olympic and Amateur Sports Act,
and manufactured ambiguities behind which to hide.

I am pleased that Senator Feinstein and her colleagues on the
Senate Judiciary Committee have advanced legislation to address
this issue. I look forward to working with her to strengthen her bill
as it advances to the full Senate.

Specifically, any legislation to address this issue must include
unambiguous language clarifying that it is the responsibility of our
Olympic leaders to provide an environment that is free from abuse.

In the same way Congress codified the United States Anti-
Doping Agency to combat the use of performance-enhancing drugs
in 2001, I believe we should authorize the U.S. Center for
SafeSport as an independent organization with the expertise to in-
vestigate and adjudicate abuse allegations as they arise.

Speaking of anti-doping, I am pleased that we are joined here
today by Olympic medalist, and True Sport Ambassador, Lauryn
Williams, who will testify on behalf of USADA. The Committee last
reauthorized USADA in 2014, and since that time has been active
on a number of clean sport issues.

For instance, in 2016, following the revelation of an elaborate
doping program sponsored by the Russian Government, the Com-
mittee conducted oversight of the World Anti-Doping Agency’s re-
sponse, prompting the Agency to appoint a new independent inves-
tigator and to expand the scope of its investigation.

Following a reanalysis of samples collected during the 2008 Sum-
mer Olympic Games in Beijing, which revealed cheating in the
men’s pole vault event, I wrote to the International Olympic Com-
mittee to correct the final results of that competition and to award
the bronze medal to an American, Derek Miles, just last month.

The issue of prescription opioids to treat sports injuries is an-
other growing concern, in particular because of the addiction and
overdose risks they carry. Though substance abuse and misuse af-
fects all demographics, athletes are a particularly vulnerable popu-
ation.

While the media has focused recent attention on the use of pre-
scription opioids in professional sports leagues, this issue impacts
all athletes, including at the high school and collegiate levels.

While I wish she were here under different circumstances, I am
glad that we are joined by Maureen Deutscher, and her husband
Jeff, of Sioux Falls, South Dakota, who will testify about their fam-
ily tragedy involving the loss of their son, Nick, to opioid pain-
killers. Maureen and Jeff, I am deeply sorry for your loss, and
thank you for your bravery in sharing your story with us today.

Finally, the issue of concussions in sports is a longstanding issue
that this Committee has sought to address. Concussions are com-
mon injuries among athletes participating in contact sports, and
are among the most complex injuries to manage in sports medicine.
The Committee has conducted oversight of efforts to prevent and



3

mitigate the occurrence of concussions in sports, including game
rule changes, coaching and player education, guidelines, as well as
the development of brain injury and equipment research.

Dr. Jay Clarence Butler of the Alaska Department of Health and
Social Services; Mr. Scott Sailor, President of the National Athletic
Trainers’ Association; and Dr. Robert Stern of Boston University
School of Medicine will be able to speak to this issue, as well as
many others, that affect our Nation’s athletes.

And so, I thank you all for being here today, and I look forward
to hearing your testimony, and the opportunity for you to interact
with members of this committee, and give us a chance to ask ques-
tions.

With that, I will yield to the distinguished Senator from Florida,
the Ranking Member, Senator Nelson, for his opening statement.

STATEMENT OF HON. BILL NELSON,
U.S. SENATOR FROM FLORIDA

Senator NELSON. Thank you, Mr. Chairman.

I think this is an opportunity, as the Chairman has said, to start
a conversation about what more can be done to protect America’s
athletes. Obviously, we must protect the young athletes, some of
whom are children. They are starting early. They are training for
the Olympics.

Obviously, we were all shocked by the revelations of widespread
sexual abuse in USA Gymnastics, USA Taekwondo, and other
Olympic sports. Even more appalling was evidence that responsible
adults were indifferent and looked the other way. When so many
young victims can be horribly abused by adults for so long without
repercussions, it is a stain on America’s proud Olympics heritage.

So we in Congress need to respond to this travesty. I am, along
with many others, a sponsor of the bill that has been introduced.
This bill would require immediate reporting of sexual abuse allega-
tions, require National Governing Bodies to adopt strict protocols
and measures to protect children, and make it easier for victims to
come forward and report to the authorities.

We also need, as the Chairman has already outlined very well,
to examine athletic doping at the international level. There was a
time when we thought of the Olympics, we thought this is just
above reproach. What now when we think of the Olympics? You
think of scandals that have been revealed involving doping.

Over 100 Russian athletes were banned from the Olympic Games
in Rio de Janeiro. We should address attacks on clean, drug-free
sports, and protect athletes who do things the right way.

The issue of head injuries is something that is becoming alarm-
ing. Each one of us, more than likely, has had a fellow athlete
friend along the way that has had concussions. And now, years
later, we are seeing the manifestations of those concussions.

Concussions and CTE are not limited to professional sports. They
affect children and can have devastating effects on their still-devel-
oping young brains.

I want to recognize and commend Senator Udall, who is here
with us today, who has been such a champion and a leader on this
issue. His dedication to preventing concussions and youth athletic
safety is well known to everyone here. I want to thank him, on be-
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half of the Committee, for raising awareness about this very trou-
bling issue.

Thank you, Mr. Chairman.

[The prepared statement of Senator Nelson follows:]

PREPARED STATEMENT OF HON. BILL NELSON, U.S. SENATOR FROM FLORIDA

Thank you, Mr. Chairman, for holding this hearing. I'm pleased that we’ll be able
to start a conversation about what more can be done to protect America’s athletes
of all ages and at all levels.

For instance, we must protect our young athletes, many of whom are children,
training for Olympic sports. We were all shocked by the revelations of widespread
sexual abuse in USA Gymnastics, USA Taekwondo, and other Olympic sports. Even
more appalling was evidence that responsible adults were indifferent and looked the
other way. When so many young victims can be horribly abused by adults for so
long without repercussions, it’s a stain on America’s proud Olympics heritage.

Congress needs to respond to this national travesty. It’'s why I'm proud to cospon-
sor the Protecting Young Victims from Sexual Abuse Act of 2017. This bill would
require immediate reporting of sexual-abuse allegations, require national governing
bodies to adopt strict protocols and measures to protect children, and make it easier
for victims to come forward and report to the authorities.

We also need to examine athletic doping at the international level. There are alle-
gations that the Russian government runs a doping program for the sole purpose
of providing its athletes an unfair advantage. Over 100 Russian athletes were
banned from Olympic games in Rio. We should address attacks on clean, drug-free
sports and protect athletes who do things the right way.

Finally, the issue of head injuries in sports is something that only becomes more
alarming as more research comes out. As we all know, concussions and CTE are not
limited to pro-sports. It’s also about kids and the devastating effects on their still-
developing young brains. I want to recognize Senator Udall, who’s been such a
champion and leader on this issue. His dedication to preventing concussions and
youth athletic safety is well known to everyone here, and I want to thank him for
raising awareness about this very troubling issue.

The CHAIRMAN. Thank you, Senator Nelson.

I want to recognize, for an introduction of one of our panelists
today, Senator Sullivan to introduce Dr. Butler, followed by Sen-
ator Markey for a short statement to introduce Dr. Stern.

Senator Sullivan.

STATEMENT OF HON. DAN SULLIVAN,
U.S. SENATOR FROM ALASKA

Senator SULLIVAN. Thank you, Mr. Chairman.

Thank you and the Ranking Member for holding this important
hearing.

I do want to recognize Dr. Jay Butler, who came all the way from
the great State of Alaska to testify today. Dr. Butler does great
work in the State of Alaska and serves as the Chief Medical Officer
and Director in the state.

Although it is not an uplifting topic, Dr. Butler has committed
his time and effort across the state, really across the country, to
help stymie the opioid epidemic that is raging through Alaska like
it is in so many of the other states in the United States.

His efforts have included education and awareness on the dan-
gers of opioid use especially for our young Alaskans; aiding in the
distribution of Naloxone to nonmedical personnel and facilities; cur-
rently serving as the President of the Association of State and Ter-
ritorial Health Officials; and representing the State of Alaska in
his position of Director of Public Health and Chief Medical Officer
for the state.
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I will not go through his extensive resume, but will just mention
briefly, Mr. Chairman, my experience with Dr. Butler. We worked
together last year when we put on a Wellness Summit in the State
that was focused on conquering the opioid crisis. Dr. Butler was in-
strumental in the success of this Summit. Over 500 Alaskans, with
several hundred more online, showed up at this Summit.

He participated in planning on the steering committee. He inter-
viewed the United States Surgeon General for a fireside chat and
moderated the ending panel of this discussion and Summit.

I just want to thank him for, again, traveling from Alaska, all
the work he is doing in our state, and participating on a national
level on this important issue that crosses partisan lines. This is an
issue that is impacting every single state in our great Nation and
Dr. Butler is a leader in this, not only in Alaska, but in our coun-
try.

Thank you.

The CHAIRMAN. Thank you, Senator Sullivan. It is always nice to
have you here.

Senator Markey.

STATEMENT OF HON. EDWARD MARKEY,
U.S. SENATOR FROM MASSACHUSETTS

Senator MARKEY. Yes, thank you, Mr. Chairman.

Dr. Robert Stern, is a Professor at the Boston University School
of Medicine and is the Director of Clinical Research for the BU
Chronic Traumatic Encephalopathy Center. Also known as CTE, it
is a neurodegenerative disease often found in athletes.

While a lot of Dr. Stern’s research focuses on repeated brain
trauma in athletes, I know him best through his work on Alz-
heimer’s disease as he is the Director of the Clinical Core at the
BU Alzheimer’s Disease Center.

Throughout his career, he has won multiple national and feder-
ally funded grants for his work. He has published more than 250
journal articles, chapters, and abstracts in his field. He is a Fellow
of both the American Neuropsychiatric Association and the Amer-
ican Academy of Neuropsychology.

I just wanted to thank you, doctor, for all of the work which you
have done on the brain. For helping to explain, not only Alz-
heimer’s and the pathways that are possible for finding a cure, but
also what you have done in becoming the center for the study of
the impact on the brain that contact in sports has. You have be-
come the national leader and I just wanted to thank you for that.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Markey, and welcome, Dr.
Stern.

I want to just introduce again for the panel in terms of the order
of presentation. We will start on my left and your right with Dr.
Butler, who is the Chief Medical Officer, as was pointed out by our
colleague from Alaska, of the Alaska Department of Health and So-
cial Services.

Mrs. Maureen Deutscher, who is a Family Representative, Pre-
scription Opioid Abuse Advisory Committee on behalf of the South
Dakota Department of Health.
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Ms. Shellie Pfohl, who is the Chief Executive Officer of the
United States Center for SafeSport.

Mr. Scott Sailor, President of the National Athletic Trainers’ As-
sociation.

Dr. Robert Stern, Professor of Neurology, Boston University
School of Medicine.

Ms. Lauryn Williams, we will save our speedster for last, True
Sport Ambassador, United States Anti-Doping Agency.

So if you would proceed in that order. Dr. Butler, if you could,
confine your oral remarks as closely to five minutes as possible, it
will maximize the opportunity that members of the Committee will
have to ask questions.

Thank you all for being here.

Dr. Butler.

STATEMENT OF JAY C. BUTLER, MD, CHIEF MEDICAL
OFFICER, ALASKA DEPARTMENT OF HEALTH AND SOCIAL
SERVICES AND DIRECTOR OF PUBLIC HEALTH; AND

PRESIDENT, ASSOCIATION OF STATE TERRITORIAL HEALTH
OFFICIALS (ASTHO)

Dr. BUTLER. Good morning, Chairman Thune, Ranking Member
Nelson, and members of the Committee.

It is an honor to be able to speak with you today.

In my role as Chief Medical Officer in Alaska, I oversee State-
related prevention, preparedness, and response activities. During
the past 3 months, in addition to the roles that Senator Sullivan
has described, I have also served as the Incident Commander of
Governor Bill Walker’s opioid response.

In Alaska, we are responding to the opioid epidemic much as we
would to any other disaster, whether an earthquake or a tsunami,
using an incident command structure to coordinate communication
across State Government. This response is addressing the three- to
fourfold increase in opioid overdose deaths that have occurred in
Alaska over the past two decades, which mirrors an increase that
has occurred across our Nation.

The epidemic started somewhat silently, with gradual increases
in deaths caused by prescription painkillers as more and more of
these drugs were prescribed. The problem has been compounded
over the past decade by the increased availability of heroin and
more recently of illicitly-produced Fentanyls. The majority of people
who use heroin and Fentanyl report that they first became ad-
dicted through use of prescription opioid pain relievers.

I want to be clear at the outset of the discussion that the health
benefits of participation in sports and physical activity are exten-
sive and well-documented: reduced risk of cardiovascular disease,
obesity, diabetes, certain types of cancer, also better musculo-
skeletal strength, and an improved sense of well-being and connect-
edness to community.

Youth who participate in sports historically have been shown to
be less likely to use illicit drugs. Unfortunately, athletes have not
been immune to the devastating effects of the opioid epidemic. Too
often, sports-related injuries managed with opioid pain relievers
have been the beginning of a path to addiction.
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One coach expressed her frustration to me by describing that she
had seen too many times an injury leading to a prescription for
pills, leading to additional prescriptions for pills, leading to use of
a friend’s pills, leading to use of any pills that could be obtained
by any means, and unfortunately sometimes leading to use of her-
oin and overdose deaths.

High profile stories of professional athletes who began using pre-
scription opioids for injury and then struggled with addiction or
died of overdose may grab the headlines, but we need to recognize
that the problem is occurring at all levels of competition. One adult
recreational softball league in Alaska with roughly 750 participants
has had five players die of opioid overdose.

An epidemiological study of high school students in Michigan
found that boys who participated in organized sports were more
likely to be prescribed opioid painkillers than those who did not.
And as a result, participation in organized sports actually in-
creased the risk of subsequent opioid misuse. With over 4 million
youth sports and recreation-associated injuries occurring each year
in the U.S., there is a reason for concern.

What can be done? There are no easy answers and no magic bul-
lets. We need to be clear about that. But I would like to highlight
three areas of opportunity.

First, we can promote evidence-based pain management strate-
gies and more rational use of opioid pain relievers. Opioids can be
useful for the management of acute pain and many people who re-
ceive these medications use them without problem.

However, opioids should not be the first line of treatment fol-
lowing any sports injury. These medications are used best when
they are prescribed in the lowest effective dose and for the shortest
period possible, generally for less than 3 to 7 days.

Larger first time prescriptions have specifically been associated
with higher risk of long-term use and thus greater risk of depend-
ency and addiction.

A school nurse recently told me about a student who came back
to school after arthroscopic surgery for an athletic injury. In line
with school policy, he checked in with her and turned his prescrip-
tion medicines in. She was shocked to find that he had a bottle of
120 Oxycodone containing pills.

Special care needs to be taken when prescribing these medica-
tions to teens. Adolescence is a particularly high risk period and
use of opioids—even as prescribed by a healthcare provider—by
high school students has been linked to increased likelihood of sub-
sequent misuse.

Second, we can provide more information on the risks of opioid
pain relievers for both healthcare providers and the public, includ-
ing coaches and trainers.

In talking with teens, I frequently hear the sentiment that if
opioid pain relievers are really dangerous, then why do doctors pre-
scribe them? In talking to people in recovery, I frequently hear, “No
one told me.” And, “If I had had any idea how dangerous these
drugs were, I never would have taken them.”

We can do a better job not only describing the risk of opioids, but
also providing information on what can be done in our communities
to address the problem including promotion of leftover drug return
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and disposal, and talking openly about the recognition, and man-
agement of dependency, and addiction as a health issue rather
than as solely a criminal justice issue or some type of moral failing.

There is a role for professional athletes, as well as Olympians
and other high profile athletes, to be able to serve as spokespersons
in promoting conversations to reduce the stigma of addiction.

There is also a need for better continuing medical education for
all healthcare providers to improve their knowledge and confidence
in optimal pain management and the basics of addiction medicine.

Finally, maybe at the risk of sounding corny, the effective re-
sponse to this epidemic will be a team sport. It will involve coaches,
parents, trainers, and the athletes themselves, as well as organiza-
tions including professional, scholastic, and amateur sports
leagues, public health agencies, healthcare providers, third party
payers, the criminal justice system, educators, businesses, and law-
makers as well.

Working together sports participation cannot only be made safer,
but I believe can also be part of how we reduce the number of peo-
ple who become newly dependent on opioids and increase the num-
ber of Americans living in recovery.

Finally, I just want to conclude by pointing out that the issue of
opioid abuse is not just an isolated event and not just an isolated
topic as we talk about sports safety.

It is no accident that we have the broad range of topics that we
are discussing today. These topics are complementary and not in
competition.

Sexual assault is a trauma that ultimately can lead to unhealthy
coping mechanisms and increase the risk of self-medication.

Traumatic brain injury is a brain process that can lead to altered
cognition as well as altered risk assessment, and can also possibly
create increased risk of abuse.

So the question is not to ask one another, “What are you doing
to address these issues?” But, what we can all do together to solve
all of them?

Thank you for your time.

[The prepared statement of Dr. Butler follows:]

PREPARED STATEMENT OF JAY C. BUTLER, MD, CHIEF MEDICAL OFFICER, ALASKA
DEPARTMENT OF HEALTH AND SOCIAL SERVICES, AND DIRECTOR OF PUBLIC
HEALTH; AND PRESIDENT, ASSOCIATION OF STATE TERRITORIAL HEALTH OFFICIALS
(ASTHO)

Good morning Chairman Thune, Ranking Member Nelson, and Committee mem-
bers. Thank you for the invitation to speak to you this morning. My name is Jay
Butler, Chief Medical Officer for the Alaska Department of Health and Social Serv-
ices and Director of Public Health, and President of the Association of State Terri-
torial Health Officials (ASTHO). In my role of Chief Medical Officer in Alaska, I
oversee state health-related prevention, preparedness, and response activities. I
maintain board certifications in internal medical, pediatrics, and infectious diseases,
and much of both my clinical and public health activities have been focused on infec-
tious diseases. While I am not a specialist in addiction medicine, I have had first-
hand experience with the infectious complications of drug use, including endo-
carditis, skin and soft tissue infections, and HIV and hepatitis C infections.

During the past 3 months, I have also served as incident commander of Alaska
Governor Bill Walker’s opioid response activity. In Alaska, we are managing the re-
sponse to the opioid epidemic much as we would the response to any disaster wheth-
er that is a pandemic of infectious disease, a terror attack, an outbreak of wildfires,
a major earthquake, or a tsunami. In fact, the intensified, multiagency response
started with a disaster declaration by Governor Walker in February. Some have
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criticized describing the increase in opioid misuse, addiction, and overdose deaths
as an “epidemic”, and I admit that I generally avoid using the term “epidemic” my-
self. However, when a single cause of death increases three to four fold over a period
of roughly 20 years, as has occurred with opioid overdose deaths in our nation, even
the most rigorous definition of “epidemic” has been met.

The first 15 years of this epidemic appears to have been driven by changes in clin-
ical practices relating to pain management and a three-fold increase in prescriptions
for opioid pain relievers. The opioid epidemic is like a tsunami in that most of us
did not feel the seismic shift in medical practice until the first wave of overdose
deaths was upon us. And like a tsunami, additional waves have come ashore—with
dramatic increases in heroin deaths over the past decade, driven by the increased
prevalence of opioid pain reliever dependence and addiction and by the increased
supply, and decreased price, of heroin. The majority of persons who use heroin today
report that their addiction started with use of prescription opioid pain relievers.
More recently, a third wave of overdose deaths has been driven by an influx of illic-
itly produced fentanyl and related synthetic opioids. These drugs have spread
throughout our nation—overdose deaths due to synthetic opioids have even occurred
in the most remote Alaska villages.

Why are we discussing drug misuse and addiction at a hearing on sports safety?
The health benefits of participation in sports and physical activity are extensive and
well-documented: reduced risk of cardiovascular disease, obesity and diabetes, and
certain types of cancer, better musculoskeletal strength, and improved sense of well-
being and social connectedness, to name a few. Active people live longer and have
better quality of life. Youth who participate in sports generally achieve greater aca-
demic success, have been less likely to use drugs or suffer from depression, and are
more likely to be physically active adults.

Despite these benefits, athletes have not been immune to devastating effects of
the opioid epidemic. Too often, sports-related injuries managed with opioid pain re-
lievers have been the beginning of a path to physical dependency and addiction.
While these drugs can be useful in management of pain in severe acute injuries,
too often, they are prescribed in large amounts that can lead to prolonged use, lead-
ing to physical dependency and addiction, or to diversion and misuse of unused pills.
One coach described to me the too-familiar sequence of a sports injury leading to
prescribed pills, leading to more prescribed pills, leading to a friend’s pills, leading
to any pills that can be obtained, leading to heroin, and ultimately leading to addic-
tion or overdose death. High profile stories of professional athletes who begin using
prescription opioids for injury and then struggled with addiction, or died of over-
dose, may grab headlines, but we need to recognize that the problem of opioid mis-
use occurs at all levels of competition.! One adult recreational softball league in
Alaska with roughly 750 participants has had 5 players die of opioid overdose. An
epidemiological study of high school students in Michigan found that boys who par-
ticipated in organized sports were more likely to be prescribed opioid painkillers.2
What was more disturbing was the finding that participation in organized high
school sports actually increased the risk of subsequent opioid misuse. With over 4
million youth sports- and recreation-related injuries occurring each year in the U.S.,
there is reason for concern.3

So what can be done? There are no easy answers and there are no magic bullets.
Responding to the health challenges of all substance misuse and addictions, includ-
ing those that are part of the opioid epidemic, requires a multifaceted and multi-
sector approach as outlined in the 2017 ASTHO President’s Challenge on public
health approaches to preventing substance misuse and addictions.* People are dying
today; therefore, let’s start with what is immediately lifesaving for those who are
already living in addiction. We need to prevent drug overdose deaths by increasing
access to naloxone, an easy-to-administer medication that can reverse the fatal res-
piratory depression that kills in an overdose. We can reduce the risk of life-threat-
ening infections related to drug use by removing barriers to clean syringes and nee-
dles and by promoting testing for HIV and hepatitis C infections. While these meas-
ures can save lives, they do not solve the problem or treat addictions. To increase
the number of people living in recovery, we need to fill the immense gap between
the number of people in need of treatment and the availability of services to manage
drug withdrawal and maintenance of recovery. We also need to reduce the stigma
associated with addictions and increase recognition of opioid addiction as a chronic
health condition involving the brain. Ultimately, we must prevent substance misuse
and addictions by reducing the flood of prescription and illicit opioids into our com-
munities and by improving personal resiliency and community connectedness to re-
duce the need to self-medicate.

I would like to highlight three specific areas of opportunity to reduce the risk of
opioid misuse and addiction among athletes at all levels of competition:
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First, we can promote evidence-based pain management strategies and more ra-
tional use of opioid pain relievers. Opioids can be useful for management of acute
pain, and many people who receive these medications use them without problem.
However, it has become clear that opioids should not be the first line of treatment
following sports injury, and that these medications are used best when prescribed
at the lowest effective dose for the short periods, generally less than 3-7 days, as
recommended in the Centers for Disease Control and Prevention’s 2016 guideline on
use of opioids for pain.> While there are encouraging data indicating that there has
been some recent decline in total amount of opioids that are prescribed, the number
of pills dispensed is still often too many.6 Larger first-time prescriptions of opioids
have been associated with higher risk of long-term use, and thus, greater risk of
dependency and even addiction.” A school nurse recently told me of a high school
athlete who returned to school after arthroscopic surgery—in keeping with school
policy, he checked his prescription medications in with the nurse, and she was sur-
prised to see a bottle of 120 pills containing hydrocodone. Special care needs to be
taken when prescribing these medications to teens: adolescence is a particularly
high risk period and use of opioids as prescribed by a health care provider by high
school students has been linked to increased likelihood of subsequent misuse.8-°

Second, we can provide more information on the risks of opioid pain relievers for
both health care providers and the public, including coaches, trainers, and athletes.
In talking with teens, I frequently hear the sentiment that if opioid pain relievers
are prescribed by doctors, they must be safe. We can do a better job in not only de-
scribing the risks of opioids but also providing information on what can be done in
our communities, including promoting leftover drug return and disposal and talking
about the risks of dependency and addiction. Professional athletes and major league
sports can play an important role as spokespersons and in promoting conversation
to reduce the stigma of addiction and to encourage positive community action. We
need to recognize that the goal of complete absence of pain may not be realistic and
pursuing that goal will come at the high price of higher rates of addiction and
death. There is also a need for better continuing medical education for all health
care providers to improve their knowledge and confidence in optimal pain manage-
ment and the basics of addiction medicine.1?

Finally, we need to recognize that we all have a part to play in addressing the
opioid epidemic. The problem cannot be solved by simply placing blame or by pin-
ning the responsibility to address this health crisis on one sector. The response to
the opioid crisis and prevention of future drug addiction will require teamwork in-
volving the combined efforts of all Americans, including parents, coaches, trainers,
and the athletes themselves, as well as organizations such as professional, scho-
lastic, and amateur sports leagues, public health agencies, health care providers,
third party payers, the criminal justice system, social service agencies, educators,
businesses, and law makers. Working together, sports participation cannot only be
made safer, but can also be part of how we reduce the number of people who become
newly dependent on opioids and increase the number of Americans successfully liv-
ing in recovery.
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The CHAIRMAN. Thank you, Dr. Butler.
Ms. Deutscher.

STATEMENT OF MAUREEN DEUTSCHER, FAMILY
REPRESENTATIVE, PRESCRIPTION OPIOID ABUSE ADVISORY
COMMITTEE, SOUTH DAKOTA DEPARTMENT OF HEALTH

Ms. DEUTSCHER. Chairman Thune, Ranking Member Nelson, and
members of the Committee.

Thank you for the opportunity to provide testimony and our in-
sight regarding opioid use as it relates to the effect on our young
athletes in our home state of South Dakota and around the coun-
try.

In our 30 years of marriage, my husband Jeff and I have been
blessed with three wonderful children: Jeremy, Nick, and Annie.
Today, we are here to tell you about our son Nick.

Kind, funny, happy, uplifting—these were some of the words
used in memory of Nick by friends and family following his death
on July 18, 2015. We would add smart, intuitive, adventurous,
frustrating, and amazing. Another recurring theme, “Nick always
had your back.” He was a true and loyal friend.

We are just a regular Midwest family gathering for meals, enjoy-
ing family vacations, and celebrating special occasions together.
Jeff and I have supported our children in their education and ac-
tivities as religious ed. leaders, room parents, coaches, and club
leaders.

Nick had positive role models in extended family, teachers, and
coaches. Our parenting style, as I would describe it, is consequence
when called for, praise, and always love, and we all take care to
be there for one another.

So what happened? What did we miss in protecting our son? This
has been our daily reflection for the past 21 months and 29 days.
We would like to share with you some of Nick’s journey through
the last 4 years of his life.

Nick excelled in academics and athletics. Nick had many and
varied friends. Nick was a bit of a risk taker, always up for the
challenge.

Nick’s experience with opioids began shortly after his 18th birth-
day in the fall of 2011 with his MCL/ACL injury; second play of the
second game senior year with his High School State Champion
football team. Then they prescribed Hydrocodone, and Percocet or
Oxycodone, through the partial tear, rehab, back in play for the
last game of the season, and subsequent surgery for the full ACL
tear.

As though it were yesterday, we recall driving to Walgreens
pharmacy directly from the game field for the first of a series of
prescriptions. I personally maintained possession and control of
Nick’s opioid prescriptions for his welfare, but my understanding of
the risks associated with the medication did not even scratch the
surface.
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An alarm went off in November when Nick indicated the
Hydrocodone was no longer sufficiently addressing his pain. We
shared this information with his orthopedic staff. We were told
they were not concerned with the progression, and Percocet was
prescribed over the phone and without further evaluation.

Following recovery and rehab from surgery through December of
that year, the prescriptions abruptly ceased. Beginning in January,
it became very clear that Nick was struggling. He underwent coun-
seling and through our physicians, alternative medications were
prescribed to help with the withdrawal culminating in 30 days of
residential treatment.

Still, Nick graduated with his class as a Regents Scholar. No
stranger to hard work, Nick made it through that very frightening
and challenging time, all while under the care of excellent physi-
cians, and all with the continued love and support of his family,
and the support of his high school principal, coaches, and staff.

For the next 3 years, Nick attended college classes and worked,
but the disease had taken hold and did not retreat. As he contin-
ued to struggle, protecting us, his family, as best he could from the
fear of what could happen to him and the frustration at not being
able to diminish the symptoms of addiction. Still good, kind, and
fun, Nick continued to share with us his hope in recovery.

The symptoms of addiction can move a person in directions they
do not want to go and often do not comprehend. That happened to
Nick as he found himself faced with charges stemming from sub-
stance use in 2014. Nick knew what to do, ask for help.

We were blessed to have been able to support him through his
work with Tallgrass Recovery in Sioux Falls in two 30-day stays
between October 2014 and March 2015. Coming home in March
was a young man renewed in his recovery, attending meetings, get-
ting together with his sponsor, going to church, working, and
spending time at Tallgrass.

On May 20, 2015 we attended Nick’s sentencing hearing for the
2014 offences, and on June 3, Nick checked into the work release
program with Minnehaha County for just under four months.

July 18 brought a visit by the sheriff's department at our home
at approximately 8:30 p.m. Nick had died in his sleep, having re-
turned to the work release facility after work at approximately 3:30
that afternoon, spending time with others in the program, and lay-
ing down for a nap.

Nick died an accidental death. Reports indicated prescription
medications in Nick’s system, all but two prescribed; one of which
was Oxycodone at an elevated level. Nick was 21.

From what we can discern through conversations with Nick’s
friends and investigative findings, Nick likely relapsed due to the
stress of his situation. We believe the medications were intended
by Nick for use as a coping tool and to aid in sleep at the correc-
tions facility. But as all too many parents, family members, and
friends across the Nation are learning every day, for some people,
opioids have their own intentions.

We can no longer experience the joy of Nick’s laughter, awesome
hugs, and genuine goodness. What we hope to accomplish here is
to reinforce the need for careful consideration of the effects of
opioid therapy in the management of injury as our young athletes
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press forward to perform, to highlight the responsibility of medical
professionals in prescribing practices relating to opioid pain medi-
cation, and to reinforce the need for education of the public on the
addiction risks associated with the use of opioid therapy in sports
injury management.

In our experience with Nick, the addiction hit swiftly and with-
out retreat, reinforcing that addiction is a chronic disease.

Over the past 21 months, we have had meetings and conversa-
tions with county and State appointed, and elected officials, mem-
bers of the medical and legal communities, and judicial systems,
and agency directors in the very misunderstood field of addiction
and recovery.

Jeff and I have provided testimony at our State’s Legislative
Study on Substance Abuse Prevention, and are currently serving
on the South Dakota Governor’s Opioid Abuse Advisory Committee.

Through all of the conversations and meetings, there are key
issues that rise to the top for Jeff and me. Number one, the risks
of addiction to opioid medications and the risk of that leading to
further addiction are seriously misunderstood and understated.

And second, the prescription opioid issue begins with just that,
a prescription, calling for responsible prescribing practices and dis-
tribution monitoring.

As parents, Jeff and I feel our most important role in life is to
protect our children; if only we had known then what we know
now.

In closing, we are grateful for the current work being done to ad-
dress the issues at hand. Now, we ask for your thoughtful consider-
ation of the information we have provided and experience gained
through our journey with our son, Nick.

Thank you.

[The prepared statement of Mrs. Deutscher follows:]
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PREPARED STATEMENT OF MAUREEN AND JEFF DEUTSCHER,
S10Ux FALLS, SOUTH DAKOTA

Ladies and Gentlemen,

Thank you for the opportunity to provide testimony and our insight regarding
Opioid use as it relates to the effect on our young athletes in our home state of
South Dakota and around the country.

In our 30 years of marriage, my husband Jeff and I have been blessed with 3 won-
derful children, Jeremy, Nick and Annie.

Today we are here to tell you about our son, Nick.

s D w— )

Kind, funny, happy, uplifting—these were some of the words used in memory of
Nick by friends and family following his death on July 18th of 2015.

We would add smart, intuitive, adventurous, frustrating and amazing! Another re-
curring theme, “Nick always had your back”, a true and loyal friend.

We're just a regular Midwest family gathering for meals, enjoying family vaca-
tions and celebrating special occasions together. Jeff and I have supported our chil-
dren in their education and activities as religious ed leaders, room parents, coaches
and club leaders. Nick had positive role models in extended family, teachers and
coaches. Our parenting style, as we would describe it, is consequence when called
for, praise and always love and we all take care to be there for one another.

So what happened? What did we miss in protecting our son? This has been our
daily reflection for the past 21 months and 29 days.

We would like to share with you some of Nick’s journey through the last four
years of his life.

Nick excelled in academics and athletics. Nick had many and varied friends. Nick
was a bit of a risk taker, always up for the challenge.

Nick’s experience with Opioids began shortly after his 18th Birthday in the fall
of 2011 with his MCL/ACL injury—second play of the second game Senior Year as
a starter with his High School State Champion football team. Then the prescribed
Hydrocodone and Percocet (Oxycodone)—through the partial tear, rehab, back in
play for the last game of the season and subsequent surgery for the full ACL tear.

As though it were yesterday, we recall driving to Walgreen’s pharmacy directly
from the game field for the first of a series of prescriptions. I personally maintained
possession and control of Nick’s Opioid prescriptions for Nick’s welfare, but my un-
derstanding of the risks associated with the medication did not even scratch the sur-
face.

An alarm went off in November when Nick indicated the Hydrocodone was no
longer sufficiently addressing his pain. We shared this information with his ortho-
pedic staff, were told they were not concerned with the progression and Percocet
was prescribed over the phone without further evaluation.
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Following recovery and rehab from surgery through December of that year, the
prescriptions abruptly ceased.

Beginning in January, it became very clear that Nick was struggling. He under-
went counseling and through our physicians, alternative medications were pre-
scribed to help with the withdrawal culminating with 30 days of residential treat-
ment. Still, Nick graduated with his class as a Regents Scholar. No stranger to hard
work, Nick made it through that very frightening and challenging time, all while
under the care of excellent physicians and all with the continued love and support
of his family and the support of his high school’s principal, coaches and staff.

For the next 3 years Nick attended college classes and worked, but the disease
had taken hold and did not retreat as he continued to struggle, protecting us, his
family, as best he could from the fear of what could happen to him and the frustra-
tion at not being able to diminish the symptoms of Addiction.

Still good, kind and fun Nick continued to share with us his hope in recovery.

The symptoms of Addiction can move a person in directions they do not want to
go and often do not comprehend. That happened to Nick as he found himself faced
with charges stemming from substance use in 2014. Nick knew what to do, ask for
help. We were blessed to have been able to support him through his work with
Tallgrass Recovery in Sioux Falls in two 30 day stays between October 2014 and
March 2015. Coming home in March was a young man renewed in his recovery, at-
tending meetings, getting together with his sponsor, going to church, working and
spending time at Tallgrass.

On May 20th of 2015 we attended Nick’s sentencing hearing for the 2014 offences
and on June 3rd Nick checked into the work release program with Minnehaha
County for just under four months.

July 18th brought a visit by the Sheriff's Department at our home at approxi-
mately 8:30 p.m. Nick had died in his sleep, having returned to the work release
facility after work at approximately 3:30 that afternoon, spending time with others
in the program and laying down for a nap. Nick died an accidental death. Reports
indicated prescription medications in Nick’s system, all but two prescribed—one of
which was Oxycodone, at an elevated level.

Nick was 21.

From what we can discern through conversations with Nick’s friends and inves-
tigative findings, Nick likely relapsed due to the stress of his situation. We believe
the medications were intended by Nick for use as a coping tool and to aid in sleep
at the corrections facility. But as all too many parents, family members and friends
across the Nation are learning every day, for some people, Opioids have their own
intentions.

We can no longer experience the joy of Nick’s laughter, awesome hugs and gen-
uine goodness. What we hope to accomplish here is to reinforce the need for careful
consideration of the effects of Opioid therapy in the management of injury as our
young athletes press forward to perform, to highlight the responsibility of Medical
Professionals in prescribing practices relating to Opioid pain medication and to rein-
force the need for education of the public on the Addiction risks associated with the
use of Opioid therapy in sports injury management.

In our experience with Nick, the Addiction hit swiftly and without retreat, rein-
forcing that Addiction is a Chronic Disease.

Over the past 21 months we have had meetings and conversations with county
and state appointed and elected officials, members of the medical and legal commu-
nities and judicial systems and agency directors in the very misunderstood field of
Addiction and Recovery.

Jeff and I have provided testimony at our state’s Legislative Study on Substance
Abuse Prevention and are currently serving on the SD Governor’s Opioid Abuse Ad-
visory Committee.

Through all of the conversations and meetings there are key issues that rise to
the top for Jeff and me:

1. The risks of Addiction to Opioid medications and the risk of that leading to
further addiction(s) are seriously misunderstood and understated.

2. The prescription Opioid issue begins with just that—a prescription—calling for
responsible prescribing practices and distribution monitoring.

As parents, Jeff and I feel our most important role in life is to protect our children

. . if only we had known then what we know now. . . .

In closing, we are grateful for the current work being done to address the issues
at hand. Now, we ask for your thoughtful consideration of the information we have
provided, experience gained through our journey with our son, Nick.
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The CHAIRMAN. Thank you, Ms. Deutscher.
Ms. Pfohl.

STATEMENT OF SHELLIE PFOHL, CHIEF EXECUTIVE OFFICER,
UNITED STATES CENTER FOR SAFESPORT

Ms. ProHL. Thank you, Chairman Thune, Ranking Member Nel-
son, and members of the Committee.

Mr. Chairman, I am Shellie Pfohl, CEO of the United States
Center for SafeSport, a national, nonprofit headquartered in Den-
ver, Colorado. Our organization exists to protect athletes from all
forms of abuse. We serve sports’ participants from the local recre-
ation leagues to the professional ranks.

The ongoing national discourse around sports has focused largely
on two issues, concussions and doping, which remain important
topics today.

I thank you, Mr. Chairman, Ranking Member Nelson, and your
staffs for adding our voice to the conversation. By bringing atten-
tion to emotional, physical, and sexual abuse prevention in sports,
you are advancing SafeSport’s call to action, which is to champion
respect and end abuse.

Forty-five million youth in the U.S. play sports, as well as scores
of adults at the collegiate, professional, and recreational level. Ath-
letics offer unparalleled opportunities for personal growth and de-
veloping character, all while advancing health and fitness.

A study of 400 female executives found that more than 90 per-
cent participated in sports at sometime in their life. I can honestly
say I would not be who I am today without sports.

We never want to see those benefits that I just mentioned under-
mined by abuse. Sadly, it exists in society as it does in sports,
whether it is an athlete bullying another athlete, or a coach ex-
ploiting his or her power to sexually assault a player.

While we do not have statistics specific to sports, we know that
in the U.S., one in five youth are bullied, and one in ten will be
sexually abused before the age of 18.

Fancy slogans are not enough to prevent abuse. We know that
best practices and prevention include policies, tools, and training
that are embedded in an organization’s culture. While we are work-
ing to get data on how well sports organizations are doing at pre-
genting abuse, we know anecdotally that much more needs to be

one.

Ask any parent of a child playing sports these three simple ques-
tions. Did you or your child receive training on how to prevent
abuse? Do you know what the sport organization’s policy on adult
to youth interaction is? Would you know who to turn to if you were
concerned about an abuse situation involving your child? My guess
is they would answer no to at least one of those questions, which
is simply unacceptable.

Our goal is to establish a national SafeSport standard that orga-
nizations can use as a measuring stick of their own policies.
SafeSport best practices, resources, and training tools will then
help these organizations to get to where they need to be.

SafeSport sought the counsel of many organizations in estab-
lishing the SafeSport Code that I refer to in my written testimony.
From that interaction with other professionals, including those
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from youth-serving organizations, we understand that simply con-
ducting criminal background checks is not enough.

Awareness and training are at the heart of a good prevention ef-
fort and are essential to our work. To date, more than 300,000
coaches affiliated with the U.S. Olympic and Paralympic move-
ments receive SafeSport training.

We must now work to expand that education beyond coaches to
include parents and athletes, and at all levels of competition be-
yond the Olympics.

In addition to our education and outreach efforts, SafeSport is
the independent response and resolution office for the U.S. Olympic
and Paralympic movements including the 47 National Governing
Bodies that represent each of the sports.

Reports can be made multiple ways including anonymously and
are handled by our team of highly qualified investigators. Reports
of sexual misconduct fall within the exclusive authority of
SafeSport. If a report is substantiated, SafeSport will determine
appropriate resolution, which could include a lifetime ban that
would apply across any U.S. Olympic organization.

Sports are in my DNA. Every person here has a sports experi-
ence, either your own or through a family member underscoring
the magnitude of this challenge. We have a lot of work to do. Your
efforts to prioritize the health and safety of U.S. athletes goes a
long way toward making our SafeSport Call to Action to champion
respect and end abuse a reality.

Thank you and I look forward to your questions.

[The prepared statement of Ms. Pfohl follows:]

PREPARED STATEMENT OF SHELLIE PFOHL, CHIEF EXECUTIVE OFFICER,
U.S. CENTER FOR SAFESPORT

I. Introduction

The U.S. Center for SafeSport congratulates and thanks the Senate Commerce,
Science and Transportation Committee for holding this hearing to address the issue
of “Current Issues in American Sports: Protecting the Health and Safety of Amer-
ican Atfhletes.” A special thank you to Chairman John Thune for inviting SafeSport
to testify.

The written testimony herein highlights the efforts of SafeSport to foster a na-
tional sports culture built on respect and free from abuse. SafeSport is the first of
its kind: a national nonprofit dedicated to preserving the safety and well-being of
athletes by preventing emotional, physical and sexual abuse in sports. This includes
bullying, harassment, hazing and all other forms of misconduct and abuse.

II. State of Play of Abuse with Athletes

The national discourse in the sports world to date has focused on two serious
issues: concussions and doping. But there is another that demands our attention.
Today, we need to discuss how to recognize, reduce and respond to emotional, phys-
ical and sexual abuse of athletes, regardless of age or competitive level.

Three out of four American families with school-aged children have at least one
playing an organized sport—that is over 45 million youth. All deserve to reap the
benefits of participating in sports, including fitness, fun, social connections, char-
acter development and more.

But sports do not happen in a vacuum, they occur in communities across the
country where statistics suggest one in five youth are bullied,! and one in ten will
be sexually abused? before the age of 18. These are startling numbers and while
we do not know what the data looks like among athletes specifically, we know that
abuse is happening and that more must be done.

1 Stopbullying.gov
2Townsend/Rheingold Study (2013)
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Sports afford participants a unique ability to learn respect, perseverance and
teamwork while building self-esteem, confidence and social skills. Sports are more
than a game or competition, sports build character. The sports community must at
its core champion respect and protect all athletes from any form of abuse.

That is why ask for your support in authorizing the U.S. Center for SafeSport in
S. 534 “Protecting Young Victims from Sexual Abuse Act of 2017.”

III. Who We Are

Originally created by the United States Olympic Committee, SafeSport is now an
independent 501(c)(3) nonprofit headquartered in Denver, Colorado. The organiza-
tion is governed by a nine-member board of independent directors, including subject-
matter experts in the areas of abuse prevention and response, ethics compliance and
sports administration. It’s supported financially through the USOC, NGBs and char-
itable donations.

IV. What We Do

SafeSport is committed to creating and maintaining a culture where all persons
who participate in sports programs and activities can work and learn together in
an atmosphere free of all forms of emotional, physical and sexual misconduct.
SafeSport believes when athletes are safe, they can achieve their full potential.

Prevention is at the heart of SafeSport’s mission. SafeSport serves sports organi-
zations across the Nation by providing educational resources that instill positive be-
havior, build character and develop strong communities. Its programs help to rein-
force respect, safety and health in sports. SafeSport is working to help equip these
sports organizations and, in turn, millions of athletes, parents and coaches, with
tools to address issues of abuse before they occur.

For athletes at every level—from amateur to elite, community-based to profes-
sional—SafeSport’s approach to prevent emotional, physical and sexual abuse is de-
signed to create a greater positive impact than any single sports organization can
achieve alone.

Additionally, the USOC retained SafeSport to investigate all cases of sexual mis-
conduct or abuse for its 47 National Governing Bodies (NGBs).

SafeSport’s prevention efforts take shape in the form of two offices within the or-
ganization.

Education and Outreach Office

The Education and Outreach Office administers programming to promote respect
and prevent abuse; raise awareness of issues; and develops and distributes edu-
cational materials and resources. It serves all sports organizations, athletes, parents
and coaches.

SafeSport’s current training has been taught to more than 300,000 coaches in the
United States.

SafeSport is working on a resource guide that organizations can use to evaluate
their own policies, procedures, tools and training. SafeSport’s goal is to ensure that
every sports organization in the United States has access to the right kinds of poli-
cies and procedures, tools and training materials to keep their athletes safe, regard-
less of geography, socioeconomic status or competition level.

While SafeSport addresses the well-being of all athletes, its top priority is on its
most vulnerable participants, children. And while best practices and training are es-
sential, awareness of these issues is an important first step, an additional accent
on the importance of this hearing. Our awareness campaigns will be supported by
“SafeSport Champions”, a program that will draw on the popularity of certain ath-
letes and coaches to bring attention to these important issues.

The Response and Resolution Office

The Response and Resolution Office investigates and resolves reports of sexual
misconduct for the U.S. Olympic and Paralympic Movements. Its neutral and inde-
pendent investigators and arbitrators review reports, and gather and analyze data,
to improve awareness and prevention programs. Currently, SafeSport has 35 active
cases in 14 different sports.

SafeSport’s reporting process is available to anyone wanting to report abuse with-
in the Olympic and Paralympic NGBs. SafeSport immediately reports allegations of
child abuse to the appropriate law enforcement agency. If a covered individual vio-
lates the SafeSport Code,? that person can be sanctioned, up to and including a life-
time ban enforced across the Olympic and Paralympic Movements.

3 SafeSport Code full copy in Appendix
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Three policies govern the resolution process for the U.S. Olympic and Paralympic
Movement’s 47 sport’s National Governing Bodies:

e SafeSport Code for the U.S. Olympic and Paralympic Movement—The Code ap-
plies to all Covered Individuals and identifies and defines prohibited conduct.

e SafeSport Practices and Procedures for the U.S. Olympic and Paralympic Move-
ment—These Procedures set forth the informal and formal resolution process
the Office uses to resolve possible violations of the Code within the Office’s au-
thority.

o Supplementary Rules for U.S. Olympic and Paralympic Movement SafeSport Ar-
bitrations—The Rules govern the arbitration process (when applicable).

Below is a graphic that illustrates how the Response & Resolution Office works
to investigate and resolve possible violations of the SafeSport Code. This chart is
not meant to represent every aspect of the process.

Notice of possible misconduct

Office accepts jurisdiction over
(1) potential sexual misconduct
{2) by a Covered Indhidual

¥

[ Office accepts discretionary

jurisdiction over other misconduct.

Formal resolution

Investigator's report
‘ T
Interim measures | Director's decision
available :

Depending on '
the circumstances,
the Office may seek
1eMpOrary Mmeasures,
such as restricting
participation, until a
decision is final,

Decision rejected
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Appendix can be found at Attps:/ /safesport.org/files/index/tag | policies-procedures
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SAFESPORT PRACTICES AND PROCEDURES FOR THE
VLS, OLYMPIC AND PARALYMPIC MOVEMENT

Fffective as of March 3, 2017

APPLICATION ANDSTANDARDS
Ao Application
The U.S. Center for SafeSpost Response and Resolution
Oifice (Ofbee) uses the Sa@Sport Proctices and Procedires
Jar the LS. Olympic and Paralvmpic Mavesent
(Provedures) 1o determine whether a Coverad Individual
vindatesd the SafeSport Code far the 15, Ofympic and
Paralvmpic Mavesend (Code).
B Authority
1 Exclusive authority
The EHfice has exclusive suthonty over {a) actual or
1 mi by a Covered Indivi
and (b misconduct that is sexsonably related 1o an
lving al son of sexanl mi disct, ns set forth
i the Codte. Exclusive authority means that (a) oaly the
Office will investigate and manage any related hearings
involving sexual misconduct and (b) neither the NGE
nor USOC will conduct its own mvestigntion or
arbitration witls respect to possible sesal misconduct,
exzept a5 otherwise provided,
A Mo statute of limitations

Neather criminal nor civil statutes of limitations
apply 1o the Coke or these Procedires.

b Limit—individuals and
i The Office’s authority extends only to the

wonduct of ndlividials —Covered Individuals
specifically. [t does nol regulate, investigate or
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nuadit LA, NGB or USOC organiztional
practices,

B, The Office’s exercise of any authornity under its
resolution proceedings are independent of any
emplovment decisions made by an LA, NGH
or the LSO, which have sobe nesponsibility for
any employment action,

L Discretionary authority
O the writlen request of an NGB or the USOC, the
Office may, in its discretion, accept junisdiction over any
form of muscondisct as sct forth in the Code.
. Rules
In resolving e Office appli
standards and rules in effect a1 the ime of the alleged
violation. 1T a repon is made regardimg conduct that oocunmed
before the effective date of the Codk, the Office will apply
he el NGIs s and regulati di
standards applicable at the time of the alleged conduct.
1 Standard of proof
The Dilice uses the preponderance of the evidence standard
b determine whether a Covered Individual violated the
Cole.
REPORTING, CONFIDENTIALITY ANDPRIVACY
A Reporting
1. Anyone may report
Anyone who becomes pware of possible sexual
misconduct under the Code by a Covered Individual may
report to the Cffice and is encournged 10 do so,

the




2. Alandatory reporters.
& Covered Adults

L Sesual misconduct
Covered Adults muess report 1o the Office {conduct
of which they become aware that could constitite (a)
soniad Sl (b hact that i Iy
related to the underlving allegatson of sexual
misconduct and {¢) retaliation related o an
allegation of sexual misconduct:

*  Telephone: 720-524-5640

= Cline: hiy 1. O TENpOse-

mesolution report. Online reports ars accepted 24
hours o day, 7 doys a week.

*  Regular mail:
LIS, Cemter for SafeSport
/o Resporse and Resolution Office
1385 South Colomdo Boulevard, Suite A-T06
Denver, Colomdo 20222

B Proactive policies

Condact by o Covered Individual that could
violale n prosctive policy should be reported 1o
b relevant, promulgating organization. 17 the
relevant, promulgsting organization is an LAO,
the LA st report the matter to its NGB, The
NGH, in tum, should report the possible
violation 10 the Cilfice.

. Na assessment of credibility or validity

The obigation 1o regort is broader than reporting the
eriminal arrest of o Covered [ndividual: it requires
reparting 1o the {ffice any conduct that comes to the
Covered Adult’s attentbon which, if tie, would
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violate the Code. Criestions about whether condust
triggers a reposting obligation should be directed to
the Ohiliee.

Individuals should nat investigate, ar attempt o
evaduate the credibility or validity of allegations
imvelvimg sexnal mrisconduct, ax o condition of
reporting fo the Office.

. Initial disclosure to 1AG, NGE or the USOC

18 the possbality of sexusl misconduct under the
Code is first dischosed 10 o Covered Adult ot an
LA, MGH or the UISOC, that Covered Adult st
promptly report the possibility of sexual miscondict,
i writing. 1o the Oifice.

i, Tdentity of Third-party Reporter and Reporting
Party
The Ofice will mot identify or use tho name of o

Thard-party Reporter. Nor wall it publicly release n
Reporting Party’s identifying information.

3. Ongoing obligation

. The obligation toreport is am ongoang one and 15 not
watisfied simply by making an initial report. The
obligation includes reporting, on o timely basis, all
information shout which a Covered Adult becomes

aware,

. ITa Covered Adult leams additional information,
including information regarding the nature of
incident, the identity of witnesses, eatemonts

garding the incident (inchuding by the

Heporting Party, Responding Party or 0 Third-party

Reponer), or the existence of evadentiany material

(including any documents, electronic

commumications, emails, text messages, medical

reports, photographs, audio or vids ings, or




social medial activity ), it musst be reported prompily
1o the Oiffice.

e The ongodng obligation docs noet require. and
persons should not attempt 1o conduct, an
investigation into possible seosal miscondwct. The
Oflice, however, recognizes the ptential need for an
orgarization to gather sufficient facts o ensure the
safiety of its comstituents that may be impacted by the
alleged misconduct.

4. Heports child abuse ar
in report o legal
Acreport of child abuse or neglect 1o the Office as
requited under this policy doey mod satisfy any separsie
obligation an ndividial or organization may have under
federal or applicable state law to report known ar
suspectod child abuse or neglect.

ofect

#. Covered Adults must report suspicans of allegations
of child abuse or neglect 1o both the Cifice and
appropeeate legal authonitics. 17 an allegation
reparted 1o the (ifice mvalves child abuse or
neglect. the Office will also comply with all Foderal
o stale reparting requinements.

b No ome shondd invest iciows ar all
anf chvild whrse or meglect or affempt fo evaluare the

Wbility or validity of allegations, ax o condition
ing to the appropriate anthorities.
For state-by-state reporting information. visit
hatps: o childwelfre gov topic: Bng rep
orting’.
5 Nostatute of limitations

Civil or criminal statuies of limitations do not affect or
negate the obligation of o Covered Adult to repon
possible sexual misconduet 10 the Office under the Code
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and should be reporied to the Office. regardless of when
it occurred.

Anonymious reparts

Reports may be made o the Office anomymausly.
Anonymity means that the identity of the individual who
makes the report 1s not known to the Office. It docs not
mean that the informetion provided will be protected.
However, an anonymous repon may limit the Office’s
ability to investigate ind respond plaint, And, it
a Covered Adult reponts anonymously, it may not be.
possible for the Office 10 verify that mandstory reporting
whligations have boem satisfied. Consequently, the
t}ffice stromgly divconrages Covered Advlts from

B Confidentiality and privacy

Confidentiality for a Reporting Party

1 a Reporting Party would like the details of an incident

o be kept confidentzal, the Reporting Party may speak

with the USOC"s Athlete Ombudsman’s Office.

The USOC Athlete Ombudsman provides independent,

cost-free advice o athletes regarding the apportunity 1o

jparticipate in protected competithon, ond the vasious

policies and procedures associated with participating in

sport ot am elite level, mcluding SaleSport issues.

Confidentiality parameters will be discussed at the outset

al any communication and may be limited by mandatory
g e i g gt i

theeat or danger, or sbase of a Minor.

The Athlete Onsbudsman can be reached by plose:
1-800-ATHLETE, 719-864-5000, or via email;
athete ombudsian i usos o

‘o more mlommation,




ne.

2. Heporting Party request for confidentiality

I the {MTice receives natice of possible sexual

misconduct. bt a Reporting Party docs not wish for

Aheir name or idemtity to be shared, does not wish foran

investigation to take place or does nod want o formal

resolution 10 be pursued, the Reporting Party muy muke
sasch a pequest w the Office, which will evaluate the
reguest.

# In cases where o Reporiing Party requests

dentiality and the ci allow the
OHlice 10 honor that request, the Offies will not
parstie formal action.

b In cases indicating patiem, predation, threat, wse of
weapons and or violence, the Office will likely be
unable to honos s request for confidentiality.

3. Privacy

Information will be shared only as necessary with

i i i d the Responding Party. It
will be necessary for the Olfice 1o (a) notily the NGB of
an sllegation mvolving s Covered Individual from that
NGB, (b) if the Office secks an interim measire, (¢) il
the Office proceeds to o full investigation, and (d} any
fimal decision regarding whetler a violation oceurred and
sanctions, if any. But the Office will not disclose the
identity of n Reporting Pany 1o the NGB unless
mecessary 1o the case,

4. Parental notification
The Ofice reserves the right 10 notify parents/guardians
of Reporting Parties regarding any health or safety risk,

RESOLUTION PROCEINURES
P g5 may b v the € its
designees. The timing and scope of the proceedings will be
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based upon the particular circumstances of the mattcr at i
While applying the Procedunes consistently in =i situations
% & pricrity. they are Bexible and will not be applied the sume
way in every situntion. The Office reserves the right to modify
s processes as i dootis necessary.

Absent compelling ci mvalving more than cne
Reporting Party andioe nwose than oac Responding Pany will be
trealed as o siigl, v th houit resolution i
imcluding arbitration, if any,
A Participation
1. Aalvisors
w Right to an advisor
The Reporting Party and Responding Party are
entitled to an sdviser of their choosing to guide and
pany them throughout § ings. The
advisor may be a friend, mentor, family member,
anomey of any olher supporter a party chomes o
ndvise them wh is both eligible and available.
People who may be called as witnesses may not
serve ns an advisor,
Each party is entitled to be sccompanied by their
advisor in all meetings and mterviews ot which the
party s entitled 10 be present, mcluding intake,
mierviews and hearings. An advisor should help
their advisee propare for cach meeting, and is.
expected to advise ethically, with integrity and in
oo [aith,
b, Hules

Esch advisor is subject 1o the same miles, whether or

ok the advisor is an attemey.

i An ndvisor may not present an behalf of their
advisee in a mesting, interview or hearmg and




2

should request o wait for o break in the
procesding if the advisor wishes 1o infersct
with Oifice officials.

i An advisoris expectsd 1o refiain from

with the Office’s di d

may be asked to leave any meeting if an
Office official considers the advisor 1o be
dismuptive or otheraise filing 1o respeet the
Timits of the advisar role

il Mo audio of video recording of any kirsd s

permitted during meetings with Office
olficials other than as authosized by the

Office.
Participation of Reparting Party and b i
Party
n portunity to provide evidence

During an mvestigation, Both the Reporting Pamy
and the Responding Party are permitted 1o provide
evidence, including writlen statements, lists of
potentinl witnesses and ather physical or
documentary evidenee.

Cooperation and sdverse inferences

Full cooperation and participation in the

i i 15 impuortant 1o ensare that all
relevant facts and evidenes are presented 1o the
Oifice 30 it can deternine whether a Cooke Violation
oceurred, [Ta party declines 1o cooperate o
pasticipate i an investigation, the Office will make
s decision based on the available evidence. Ila
Responding Party does not cooperate with the

Office, an adverse inference may be drmwn,
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€ Witnesses
Any witness scheduled to participate in an
asbitrution must comsent to be interviewed by the
Office prior to any hearing, unless the Office
otherwise agrees to the witness's participation.

B Preliminary ingquiry
1. Initisting proceedings
& When the Office receives notice of a maiter within

preliminary imquiry to deternsing it there is (2)
reason bo believe (b) a Covered Individual ()
violnted the Cock. If, nfter o prefiminary inguiry, the
Ofti i

there is reason
Covered Individual has violated the Codle, it wall
initiate procecdings, which may include an informal
or formal resalution.

b, The Office may initiate proceedings withaul o
formal repon, and reserves the right 1o initiate
proceedimgs withaut s repart from, or partscipation
by the Reporting Pasty.

2 Interim measures

The Oflice may. at any peint before o matier is final,
seck interim measares os sel forth below in Part V.
. Informal resolution
Atany time prior 1o an arbitrtor's fnal decison, the Office
has the nuthority 10 reach an imformal resolution of oy

matter. An informal resolution is o final dispesition of the
matter and the final disposition will met be confidomtial.




D, Formal resolution—{ull investigation

11 the OHice determines that o formal resolution process is
necessary, it will appoint trnmned investigators, wsaally
within hwo business days of delemining that a formal
resolution shoald proceed. The number of investigators and
the bength of the investigation will depend an the natire
and'or complexity of the matter,
1 Steps

The investigaton(s) may take the following steps:

& Sock to sotify the Beporting Party that the Office is

. e “ble Code

into the possible O
WViclation and inform the Reporting Party of the right
10 meet with the mvestigator and present evidence in
support of the complaint along with the names
and'or contact mformation of any polential wilnesses
with direct knowledge of the allegations.

Sock 1o imterview the Responding Party and advise
the Responding Party of the nosure of the allegation
before making o determination. The Responding
Tarty will be provided the opportunity to present a
rospense bo the allegations, including evidence and
e manses and'or contact infermation of potential
witmesses with direct knowledge of the allegations.
© Seck 1o mterview witnesses with direct knowledpe
of the allegations.
. Seck evidence and take any other action & the
investigator may decen relevant 1o the investigation.

e Roview the ovidence provided by a Third-party
Reporter, the Reporting Party, the Responding Party
of any other source.

£ Document all investigative efforts, mcluding but not
limited o interviews. receipt of relevant

r

28

decumentation, database searches. and review and
callection of other publicly-available information
feg.. socinl medin, public records).

2 Closing the investigation

Alany poant prioe 1o final resolution the (Office may
close the investigntion if (=) the mvestigator could not
conduet or complete the investigation. (b) it is
determined ihe Office does not lave authority or
jurisdiction aver the alleged Violation or (¢} it is
determined there is no reason 10 believe that there has
been a Violation, The Office may, at its discretion,
reopen any case closed under this section.

3 lnvestigative report

Uppon complating the investigation, the investigator will
prepare o report that, based on the preponderance of the
evidence, sets forth fndings of fact and references
dispated [zcts and any credibility assessments, The
investigator's report will also state whether the
Responding Panty violated the Code, 177t is determined
that the Responding Party violsted the Code, the

i i nelude m the report a recommended

4 The Director of Investigations Decision
The Director of Investigations (Director) will consider
the investigative report and any other relevant
information. If the Director decides no further
imvestigntion is necessary, the Director will issuen
Dicision that (a) states whether a violation of the Code
occurred, based on o prepondernnce of the evidence,
) the Cock: Violation and {c) the sanction 1o be
impased (if any), consistent with the Sanctioning
Ciundelines. The Decision will inclsde a summary of the
relevant facts, evidence relied upon and the mbioanle for



the Diocision. Mames of witnesses and parties will be
replnced with alpha-numeric identifiers.
Natice of Director”s Decision

The Director will provide written notice and a copy of
the Decision 1o the Responding Party and the Roporting
Party, The written notice will state the Responding
Party’s opportunity bo request o hearing before the
arbatration body to challenge all or part of the Decision.
The Diecisson will also include potice of the Reporting
Party"s right. as discussed below, 10 request a bearing
before the arbitration body to challenge o deermination
that the Responding Party did not violate the Codke
Notice and receipt may be accomplished either through
actual notice or i i i i
is sulficient for all purposes for which potification is
roquined under these Procedures.

A Actual notice

Actual notice and receipt may be sccomplished by
any means that conveys actial knowledge of the
‘matter ko the person, Actual notice and receipt shall
be effective upon delivery.

b Constructive nothee
Construcive notice and receipl may be
accomplished by third-party courier, email or LS,
Postal mail.

i, Natice shall be sent to the person’s most recent
mailing address or email sddress on e (laking
it aceoint the most recent contac information
on file with the Office or the LAD, NGE or
USOC, as relevant). Also, if the person has
provided the Office with the name and contact
imformation of a designated adviser, notice nay
be sent 10 the advisor's most recent mailing or

motice. Cs
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email address. Notice shall be achicved if the
third-party courier ndicates delivery or if the
ULS. Postal mail is not retumed within a
reasoanble period of time,

W, Constructive notice and receipt shall be effective
one business day after delivery by a third-party
courice of email or five business days after
depositing the sotice with the ULS. Postal

B Ohptioms

o Heporting Party

I the Director decides there was no violation of the
Coude by the Respanding Party, the matser will be
closed. If, however, the Reparting Party isan
Adhlete or Non-othlete Participant, then the
Reporting Party may initiate arbstration within five
basiness days to request a finding that the
Responding Party violated the Code.

Responding Party

Ifa vielation of the Coxde is found, the Responding
Party shall have five business days from receipt of
the Director’s notice to request o hearing conceming
the Director’s Decision, The Responding Party may
request a hearing conceming the Director’s
Finding(s) that there was a violation of the Codke, the
sanction or bath. If the Responding Party fails 10
request a bearing within five business davs, the
Diirector's Decision shall go into effect unless the
Director determines that the Responding Party has
shown good cause for an extension of the time bo
request o bearing.

=



©  Interim measures and sanctions remain in effect
pending arbitration
Al inberim meassres and sanetions imposed by the
Office will be in effect until atbitration, if sy, is
final. However, the Responding Party may request
that the [Nirector delay implementation of the
sanctions until the arbitraton i final, Whetber 1o
delay implementation of the sanctions rests in the
sole diseretion of the Dircctor.
7. Arbitration
Any arbitration will be conducted pursuant o the
Supylementany Riles for U8, Glvmic and Parafmpic
SafeSpert Arbirations (Rides). On receiving a hearing
request from the Responding Party, the Office will
initiate an arbitration as provided for in the Rules. I
these Procedires conflict with the Rides. the Rules

govem.

8 Reopening a case

A any time after an informal resolution. Decision or
arbitration s final, cither the Reporting Party or
Responding Party may request that the Office reopen a
ATk b ik ilobie during the
origmal hearing of investigation, ihat could sibstantially
impact the ceiginal finding or smchion. A simmary of the
new evidence and its potential inapact s be incuded in
1his request, Whether Lo reopen a case is within the
Diecton’s sole discretion.

MISCONDUCT RELATED TO THE OFFICE'S

PROCEEDINGS

When the Offfee is engaged in proceedings related 1o an actual

or suspected Code Vialation, and even afler a matter is final, the

Tollowing behavior by a Covered Individual may be conssdenad

miscoaduct, which violates these Procedinnes, and may give rise
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o sanction: abuse of process, failure 1o repoet, infentionally
making a false report, or Retaliation,
A Abuse of process
Direet or indirect sbuse of or interference with Office
dimygs b Jsifying. distarting of mi

sor s prior

1o or during an investigati pling 1o di ge an
individisal ‘s proper pamicipation in or nse af, the Office’s
processes, (d) harassing or mtimsdatmg (verbally or
phivsically) any person involved in the Office’s proccsses
before, during and or following proceedings (including up to
and through arbitration); (¢} publicly dischosing o Reporting
Party's identifying information: (1) faifing to comply with an
imberim measure of othor snction; or (g) mflsncng or
attempting 10 influence another person to commit abuse of
process.

B, Failure to report

A Builure by 3 Covered Individual 1o report actual or
suspected misconduct that could vielate the Code.

. Intentionally making a false report
A repon that is intentionally false or made maliciously
withaut regard for truth.

INTERIM MEASURES

Atany point before o matter is final through these Procedures or
arhitration, interim measures may be appropriate so ensre the
safety o well-being of the Reporting Party, Athletes, other Non-
uthbete Purticipants o the Responding Pasty. Interim messures
may also be appropriste where an allegation against the
dimg Party i Iy serioas that the 1 i

Pary's comtinued participation could be detrimental 1o spon o
s reputation. Nothing in these Procechres prevents the Office,
LA, NGB or USOC from taking approprale inlonim measincs
upon notice of an imminent threat of harm, In such emergency




. ity 3o to immediatch
Covered Individual to sddress such a threat,
A. Notice
LUnless imposed under emergency circumstanses mvolving
amn immanent thieat of harm, the Office will notfy a
Responding Party that it will impese mienm messires unless
the Hesponding Party requests an inlerim measures hearing
as set forth in the Rides.
B Rules
Any interim measares bearing will be condiscted according
1o the Kudes.
. Scope
The micrim measures hearing is not 10 be o full heaning on
the merits and is limited 1o determining whether there exists
reasonshle canse 1o Impase one of mone intenm measare(s).
. Measures
Imterim measures may inclide. but is not limited to, altering
truining schedules. providing chaperones, implementing
contact limitations between the parties, snd suspensions.
SANCTIONING GUIDELINES
Sanctions will be mmul!le andl proportionate fo the Cfxi-
Vaolation and with th
effect of protecting relevant participants.
A, Possible sanctions

e or more of the following sanctions may be
recommended or imposed singularly or in combination: ()
wrilten waming: (b) educational or behavioral programs; (c)
loss nl'|1n\1leger (d) probation: (e) ﬂlpenm or ather
elyzbiliny up to.and i

ineligibility. The Office reserves the right to lessen or
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Breaden any range of recommended sanctions in the case of
mitigating circumstances or egregiously offensive behaviar,
The Clice may maintasn a scarchalde database of Covered
Individunls who kave hod their eligibility restricted or
suspended under these Procediones on or afier March 3,
207,

Conshilerations

Foctors relevant to determining appropriale sanctions
imchude, without limitation:

1. Servousness of the Violation,

L The Responding Party’s prior estory,

3. Agesofindividuals involved:

L Whether the Responding Party poses an engoing threal
1o the safety of others,

Voluatary dischosure of affense and or cooperation by
the Responding Party;

LY Di!pnﬁilim of an investigation by state or federal law

w

7. Healor penmncd impct olmudenl on the Reporting
Party, NCGHs) or LISOC; an

& Other mitigating and

. Reciprosity

A smnction as 1o one MGR's Covered Individual, resalting
from the Office’s exercise of its exclusive or discretionary
awtharity, shall also be enforeed by the LUSOC and all other
NG,



VIL

RELATED PROCEEDINGS

Ao Effect of criminal or civil proceedings

Because the standards for finding o violstion of ciminal law
are different from the standards for finding & violation of the
Code, the resclution of a criminal proceeding is not
determinative of (bul may be relevant 1) whether a viclation
of the Coude has oceurred, regardless of the catcome of any
eriminal process. Conduct may constimic sexanl misconduet
under the Cod even if the Responding Party is not charged,
pnwlcd o comvicted for the behavior that constitutes a
potential violation of the Cod, is acquitied of a criminal
clulp: of legal authorities decline 1o prosecute.

The Office’s resalution will not typically be altered ar

precluded on the grounds that (o) | case o criminal

charges involving the same incident or conduct has been
fibed, of (b) that charges have been dismissed or reduced: or

{c) u lowsait has been setiled or dismissed. However, the

Office may:

1. Undertake a delay in its investigation or resolution
process 1o avosd any conllict or interference with law
enforcement proceedings: and'or

2. Comply with o low enforcement request for cooperation
when erinminal charges associated with the meidant o
wonduct that invoked this process is being investigated.

B Effect of criminal conviction

Ifthe Responding Party is convicted of a erime or subject to

a Criminal Di related

the Office may *gither mvestigate or conclude that a violation

of the Code ooourred hused on o conviction or Criminal

Disposition. I a conclusion is reached that a violation of the

e oceurred, the (ffice may issue o sanchion.
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VIIL USE OF MATERIALS

Materisls created or produced by the Office and marked
confidential a3 part of these Procedhmes and any arbitmtion
undder the Rules shall not be disclosed outside those procesdings,
except as required by law,
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sUPT

FMENTARY RULES FOR US OLYMPIC
P\R.\I YMPIC SAFESPORT ARBITRATIONS

Fffective as of March 3, 2017

N

*All capitalized terms not otherwise defined hene shall be defined as
set forth in the SafeSpart Code for the U8, Ofwipic and Paralvple
Maovement.

Rl Application

The Commerciol Arbitration Rufes of the American Arbitration
Association. a5 modified by these Supplementary Rules for [LS
CHympic amid P'aratympic SafeSpors Arbitrations (Rules) shall apply to
arbitrations arising oul of the SafeSport Procfoes md!“merdmﬁ.\r
the U5 Ofympic and Panalympic Movement (Procedures), If there is
any variance betwoen the Commercial Arbitration fieles and these
Rudex, these Rules govemn.

R-Il. Seope

whether a B ding Pamy violated the

SafeSpart Code for the U8, Olwmipic and P Mavement

(Cande) andior the appropriate sanction (il any). Challenges to. or
nbout, any shall not

be addrossed and the arbitrator shall Iu. limined Inm]uauns whether

a Covered Individual violated the Code and, if 5o, the appropriste

sanetion.

R-3 Arhitrator qualifications.

The pool of athitrsors for Mebpnﬂmulnlluuh! o[mdwuhlh
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R4, Parties

When the Responding Party requests a hearing under the Rufes, the
parties to the arbitrution wall be the Office and the Responding Party.
When the Beporting Party requests a hearing under the Rules. the
parties to the arbitration will be Reporiing Party and the Respanding
Party. Any reference 1o the Office in these fifex shall refer 10 the
Reporting Party. A reference to the parties, the Office, the Responding
Party or the Reporting Party will inchade any parent or guardion ol a
Minor, unless ctlierwise stated herein.

R5  Advisor

Any party {ond the Reporting Party) may have a single advisor, at
that party”s own expense. The advisor may but need not be an
anomey. The advisor may in the ,,. i

confer with the advises duri anify p

questions, presont opening and elosang mmlum behalf of the
advisee, suggest weﬂlms tor the advisee and the hearing pnncl
during witiess examinations, of 1o the extent direct exnmmation by
the pastics is permiticd, question witnesses on behalf of' the sdvisee.
A party intending to have an ndvisor shall notify the other party and
the arbitration body of the name and address o the advisor o
mimimum of 24 hours before the date set for the hearing or other
proceedmg at which the advisor is first b0 appear. The partics are
responsihle for keeping the arbitration body informed of any changes
in advisors. Notice given to a designated advisor shall be deemed
notice 1o the advisee.

Reb. Confidentiality
The sbicton. including sl pre-benting rer. shll b suect 1o

‘whoane LS, citizens and meet the SafeSport rator

(Exhibat 3), as determaned by the arbitration body. Any reference to
arbitrator shall also refer to an arbitration panel consisting of three
arbitrators, if opplicable, Al arbitrators in the SafeSpont arbitrtor
pood will receive spocializod training.

ry provisions set forth in the Procedires and other
ml’uhnnlll) policics adopled by the US. Center for SaloSpon
Respanse and Resolistion Office (Cffice).

BT, Initiating arbitration

After receiving n request for an asbitration hearing and the required
fees from the appropeiate party under R-33, the Office will send o



notice to the Responding Party, the Reporting Party and the
arbitration administrator informing them that an arbitrtion has been
initiated and requesting conlirmation of an email sddress 10 which
notice will be deemed received upon mailing o such address.
The notice shall st forth (i) the alleged Violation: (i) the sinction
determined by the Office, (i) the recipient’s confidentinlify
obligations. and (iv) that any recipient who vielates confidentiality
obligations shall be subject 1o the jurisdiction of the Office and mav
e held, after proper process, 10 have violated the Code,
R Number of arbitrators
There shall be one arbitmtor, If the Office’s sanction involves o
suspensaon of period of incligibilite that is two vears or longer, the
Ofice or the Responding Pasty may request a three-arbitrtor panel as
peovided in B-0b_
R-9.  Arhitrator appointment
. Single arbitrator
1) Promptly after arsitration is initiated, the arbitration body
will send stmultancously 1o each party an identical list of
nine arbitmtons, all of whom shall be atomeys or retined
gudges. The parties ore encouraged to W oon
arbitrator from the submitted list and to advise the
arbitration bady of their agreement.
12) Within 48 hours afler receiving the arbitraior list. the
(Hlice and the Responding Party cach may sinke the
mames of up 1o three arbitrators from the list and retum
the list 1o the arbitration body. 17a party does not retum a
atrike list within the time specified, all persons named in
the fist shall be docmed accoptable to that party. The
wushes stk e di he ath
party.
{3) From among the persons who have bean approved on both
lists the arbitration body shall invite an arbitrator o serve.
I, for amy reason, an arbitrtor cannol be appointed from

a pasty wil
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the submitted lists, the arbitration body shall have the
pewer to make the appointment from among the other
attomeys or retired judges of the pool, no wo include any
arbitrator previously stricken by a party.

b, Three arbitrators

(1) Ifthe Office’s sanction involves a suspension or period o
incligibility of two vears or longer, the Responding Pasty
shall, when requesting o bearing. advise the Office
whether o panel of three arbitrutors is requested. The
Oiffiee shall also have the right to request a paned of three
arbitrators and the arbitrtion body shall be seadvised,

(2) Prompily aficr asbitration is initiated, the arbitmtion body
will send simultncousdy to each party an identical list of
12 arbitrators, at beast four of whom shall be atomeys or
retired judges.

{3) Within 48 bours after receiving the arbitatos list, the
Office and the Responding Party cach may strike the
nanyes of up o four arbitrators from the list and retum the
list 1o the arbitration body. IF a party docs not retum a
strike list within the time specified, all persons named m
the list shall be deemed acoeptable 1o that party. The

scken by party wil disclosed 1o the oth

) F g the o have been app both
lists, the arbitration body shall invile three arbitrators 10
serve, one of whom must be an attomey or retired judge.
16, fior amy reason, the theee arbitrators (ineluding at least
oae atiomey of retired judge) cannot be appointed from
the submitted lists, the arbitmtion body shall have the
power 1o muke the appointment from among the other
members of the pool, pol 1o include any arbitmior
proviously stricken by a party.




R-10,

Interim measures hearings

IT an imterim measures hearing is requested by the Office
under R0, it shall be heard by  single arbitrator, who is an
attomey or retired judpe. appointed by the arbitration bedy.
The mienm measures hearing arbitrator cannot manage the
subsequent proceedings or serve as an arbitrtor in o
subsecuent arbitration hearing ol the matier.

Notice to arbitrator of appedntment

Notice of the appointiment of the arbitrtor, whether appointed by the
jpartics o by the arbitration body, shall be sent to the arbatrator by the
arbitration body, together with o copy of these Rles. A signed
seceptance by the arhitrator shall be filed with the arbitrtion body.

R-1L
.

F

urisdiction and conflicts of interest

Jurisliction

The arbatrator shall have the power 1o rule on the arbitration

body"s jurisdiction, including any chjections with respect to

the existence, soope or salidity of the arbitmtion agreement,

Any challemges to the arbitrator’s jurisdictson must be made

at the pre-hearing conference and shall be decided before the

henring. as set forth in R-15

Conflicts of interest

(1) Any person appointed as an arbitrator shall disclose o the
arbitmtion body any circumstance that could offect
impartiakity or independence, inchsding any bias, any
fimancinl or personol interest in the result of the
arbitration, or any past or present relationship with the
patics of wilnesses.

(2) The arbitration body shall jate any i ;
concerning a potential conflict of interest 10 the relevant
pastics and, as appropriate. 1o the arbitrtor.
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3) A party may file an objection with the arbitration body
contesting an arbitrtor's continued service due o a
conflict of interest. Upon noceiving an objection, the
arbitration body shall determine whether the arbitraior
shienild be disqualified and shall inform the parties of its
decision, which shall be conclusive, The paies may

agree in writing an appoanted arbitrator subject 10
disgualification will pot be disqualified.

Replacing a conflicted arbitratsr

I the arbi body d i v I

a sontlict of interest with one of 1he partics and the partics do

od agree o waive the conflict, then:

(1) Single arbitrator panel
The arbitration body shall select o substitute arbitrtor
from the remaining attomeys or retined judges named on
the arbitrator pool Bst. [F the appomtment cannad be made
from the list. the arbitration body shall have the power 1o
make the appaintment from among other atlomeys or
retired judpes in the arbitrator pool without the

s it lists, i arbitrator

previously stricken by a party

(2) Three-arbitrator panel
I an attomey o retired judpe remains, then the arbitration

by arl
names on the arbitrator pool st IF the appointment
carmat be made from the list, the arbitration body shall
have the power 1o make the appoiniment from among
other members of the arbitmior poal without the
submission of on sddisonal list not to include any
arbitrator previously stricken by a party.



K12, Vacancies

I an arbitrator is no longer able o hear a case for which the arbitmtor
Thas been appointed. the vacancy will be filled ax follows:

-

-

R-13.
Except

Single arbitrator panel

The arbitration body shall seloct a substinte arbitrator from
1he remaining attomeys or retired judges. 17 the appomiment
cannot be made from the list, the arbitratzon body shall kave
the power 1o make the appointment from among the other
atlomeys or n:l‘lmd ;udg,u of the full arbitrator poal wathout

he | lists, not io include any arbitrator
previously stricken by o party.
Threc-arbitrator panel

1 no attomey or retired judge remains on the panel, then the
arbitration body shall seloct a substinate arbitrator from the
remuining attomeys o reired judges on the arbitrator list 1
the apposniment cannot be made from the st the arbittion
baody shall have the power o make the appoantment from
among the other attomeys or retired judges of the full
arbitrator pood withoat the submission of additional lists, mot
10 inchsde any nshitrator previously stricken by o party. 1f an
atiomey o retired judge remains on the panel, then the
arhitration body shall select a substimte arbstrator from ameong
the remaining names on the arbirator list o, if the
. e madie Froum e lis, the arbilrat
shiall have the power bo make an appointment from among the
other members of the full arbitmtor pool withoat the
submission of additional lists, not 10 melude any arbitrator
previowshy stricken by o party.
Submisions to, and communication with, arbitrator
as provided under R- 21'.1] no pamy shall communicate
with an arbitrator or o candidate

fiog an IIIbIII'mt mllm Any Mmu submitted In any party o

of arbitrator

ar (with
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sirike lists under B-9) shall similtancously be provided 1o the other
jarty or partics to the arbitration

Re14,

Hearing concerning sanctions

If  Responding Panty requests. a hearing conceming only the Office’s
sanetions, the following Rulex apply:

R-15,

Seope

The Violation and the underdving facts will be deemed
established. The arbatrstor will determine whether the
sanctions imposed fall catside the range of sanclions setforth
in the Procedwes and'or are otherwise inconsstent with the
cumulative condut history of the Responding Party.
Standard af review

The arbitrator is authorized 1o modily the sanction only wpon
finding that the Office abused its discretion.

Briefing

Within 10 basiness days of the arbitrator's appointment, the
Hesponding Party shall file a briel setting fonh the basis for
the challenge to the sanction, Witkin seven business days of
the Responding Party’s filing. the Office shall file a
responsive brel,

L Ohval argument

The decisson shall be based on the parties” briefs and the
Director's Decision. Hewever, the arbitrator may in the
arhitrator’s discretion allow for oral argament.

Dhecision

Thee arbitrator will render a final and binding written decision
o all parties within five business doys from brieling.

Pre-hearing confercnce

The arbitrator shall schedule as soon as practicable a
preliminary pre-hearing conference with the  parties by



telephone of video teleconference. but o sooner than four
business days and no later than 10 basiness days afler the
arbitrator is appointed.

At least two basi the pre-hearing.
the Responding Party shall provide the Office and arbitration
bedy with o written answer to the Office’s decision against
himher (o include o watlen  slatement i
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orders bricfing If bricling is ordered, all beicls must be

submitted at least five busmness days befone the hearing, and

the issscs that are the subject of the bricfing shall be.

whenever possible, decided before the hearing.

The arbitrator shall issse a writien decision memorializing

decisions made and agreements reached during or following
e EEEEE £ !

Responding Party's summary of the fctual rebuttal to the
Violation and the defenses the Responding Party intends to
saise ol the arbitration) and the documentary evidence and
witnesses that the Responding Party intends to present at the
hearing. 17 the Responding Parny fails 1o asbait the roquined
information, the arbitrator has the discretion to deny its
admitianece a1 the arbiiration.

The pre-heaning conference will be directed by the arbitrator
and shall be the exclusve oppormunity of the partics 10 address
issues that need 10 be resolved before the hearing. including.
bt mot limited 1o

i1y the timeline for the exchange of evidence and wilness.
lists,

(2) any expeocted evidentiary issues

(3) eny chollenges to jurisdiction.

(4) mny disputes over the disclosare of exchange of
evidence;

(5) the scheduling and logistics of the hearing. toinclude
without Timitation the smount of time each side will
have to preseat its evidence. The arbitrator will
attempt to schedule the hearing o be completed
within 3 single, eight-hour day.

The arbitraior may schedule more than one pre-hearing
conference anly if the arbitrator determines that an additional
conference is necessary. All pro-hearing issues sholl be
resolved at the pre-heaning conference unless the arbitrtor

the B All of the
Reporting Party (including name), the Responding Party and
witnesses shall be redacted.

Rel6, Discovery

There shall be no discovery, except in exceptional circumstances %
ardered by the arbitrsor.

R-17, Dhate and time of hearing

The arbditrator shall wse best efforts 10 ensare that the hearing is
completed ond the decision rendered within 15 business days of the
pre-hearing Although the arbitrator shall nsa) bk
accommodations bo the parties and ther advisors with regard 1o
scheduling, the parties and their advisors have a duty 1o be reasonably
available 1o ensure the ability of the arbitration process to render a
reasonnbly prompt resalt. The arbitrators i their sole discretion may
rule that the unavailability of a party’s advisor is not grounds for
7 i hearing. Faalure by the arbi I

to the timelines set forh herein shall not be grounds for overmiming
the arbitrtor’s decision, On good cause shown by any party, the
arhitration hearing process shall be expodited o may be necessary in
relation to the Hesponding Party’s polential participation m a
competition as required by the Ted Stevens Olympse and Amateur
Spoets Act

R-18, Place of hearing

The hearing will bo conducted welepbonically or by videocon ference
except a5 mithonzed by the arbitmior in unique circumstances, i
which case the hearing may be held in person at 2 location in il
United States determined by the arbitrntor. ITa hearing is held in




person. the arbitrator may monetbeless permil witnesses to appear
behind screens, by telephone or vin videoconference.

R-1% Attendance

Unless the arbitrator and the parties agree otherwise, only the
follovwing individuals shall be present at the heasing: (1) the Olice:
2} the Responding Party, (3} the Reporting Party; (4} the parties”
respective advisors, and {5} witnesses during their own lestimony,
R-20. Oaths

Tefore proceeding with the hearing, esch arbitrator will ke an oath
of office if roquinad by law, The arbitrator will roquire witacsses to
testify under oath if it 1s required by law.

R-ZL. Interpreters

Al ashitration proceedimgs shall be conducted in English. Any party
who woald fike an interpreter is responsible for coordinating direcly
with the interpreter and is respansible for the costs of the interpreter
servies, The interpreter must be free of conflicts of interest.

B2 Continuance

The arbitrtor may continee any hearing upon 1 of the
partics, upon request of a party or upon the arbitrator’s own mmallw
Postponements shall be discoumged and caly granted in comy
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Rubes of evidence

Serict conformity to legal fnles of evidence shall not be
necessary, and hearsny evidence may be considered.

Any party may intmduce the Ihrector's Decision mio
cvidence, and the arbitraor shall give it appropriate weaght.
The asbi Ml i ad . 4
af th d may

deemed by the arbitrator 10 be wmulmw imclevant or
unrelisble.

The maay draw an by failure of the
Respondimg Party to cooperale, participate or testily during
the Offkee’s investipation of the arbitration.

The arbitrator shall 1ke mio account applicable prmciples off
Tegal privilege, including withoat limitation those invalving
the confidentiality of communications between an atiomey
and client and betwoen a physician and patient.

i Tered

Any statement from a Minor, be it watten, recorded or live.
and whether direct or hearsay, shall be admissible.

R-26,  Evilence Iv; aflilavit
The arbs i d consader the evidence of witesses by

circumstances. A party or partics causing a postponcment of & hunng
will be charged a postpenement fee, o3 set forth in the arbitrtion fee
schedule {Exhibit 1),

R-23. Arhitration in the shsence of a party or adviser

The arbitration may proceed in the absence of any party or advisor
who, after notice, fails 10 be present o 1o chtain a posiponement. The
arbitrtor shall require the party who is present fo sabmit evidence that
ke arhitrator may regaire for the making of a decision.

R-24.  Standard of proof

The arbitration body shall wse o preponderance of the evidence
standard to determine i a Covered Individunl has viclated the Code.

declmmo(nll'mwl and shall give it such weight as the arbitmior
deems appropriate afler considering any  objection made o its
admission

R27. Hearing

Unless the partics agree that the arbitrator can determine the case
without an ol heanng and on writlen briclings abme {which the
parties may do whether the nsatier relates 1o lisbility and sanctions or
sanctions only), the arbitrmtor will hold an oml hearing.

[

The arbitrator, exerciang disceetion, shall conduct the
proceodings expeditiously and may dineet the erder of proof,



bifurcate the hearing betweon the Violation and samction
partions of the heanng. and direet the partics 10 focus their
i P e decisicn of which could dispose of

all or part of the case.

Dipening statements

Each party shall be entithed 10 present o concise opening
statement prior io the presentation of evidence, The Office or
s advisor shall present its opening statement frst, followed
by the Responding Party.

. Presenting evidence

Both the Oifice and the Responding Party shall be entitled 1o
an equitable amount of time b present evidence in support of
o in opposition 10 the alleged Violations, as determined by
the orbitmtor a1 e  pre-hearing  conforence.  Absemt
exceptional circumstinces, the pasties will be expected tn
womplete the hearing i a single, cight-hour business day. The
arbitrator will track the time used by each party during the
course of proceedings and enforce the time limits to ensire
equitable time 10 both partics. The parties will be pormined,
subject to any pre-hearing orders. to present documentary
evidence through the submission of exhibits and to presemt
testimony  through  affidavit o m-person testimony of
Wilnesses.
The Office will present its evidence first, The
Party will present its evidence second. The Office will lhm
present any rebuital evidence.
Examining witnesses
(1) The Responding Party and Reporting Party shall be
subject 1o questioning by only the arbatrator unless the
Responding Parry uRn-pomm rty ngrees o dinect
eamination and cross-examination by the opposing
pasty.
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(2) Unbess the Responding Pany and'or Reporting Party elect
to be questioned directly by the pasties, no later than five
days before the hearmg, the Office and the Responding
Party ench may submit, ex parte, proposed questions and
limes of inguiry Inlhnnrhmlm for the qummmga[lhc

g Party | g Party. Th will
review o submified quemmslnd lines of inguiry and
will. in the arbitrator's discretion, determine which are
approprinte and relevant based on the understanding of
the matter and 10 ensure the arbitrator”s ability 1o render a
decision in the matter, The arbitrator also may ask sach
other questions which the arbitmior decns appropriate.

(3) If the arbitmior has been the sole questioner of the
Responding Pany or Reporting Party, |hmaﬂrr|hn
arbitratos”s dinect questioning of the Responding Party or
Beporting Party is completed, the mmeun will be
tempornrily excluded from the hearing so that the
ull'nlrulut can discuss with mh of the parties separately

fodl il il lines of

mq\lw fior the aﬂulrmnr to comnsider Thv ashitrtor will
bold scparate ex porfe conferences with each pany
regarding appropriate follovweup questions or lines of
implin except that the Fesponding Party shall not be

o participate in conferences relating o the
Ilq)mmg I'm\ ¥ qmﬂmmg nor -lnll the Reporting
Pasty be in when
qumm- for the Rn.pnnmgl"uh are al fsse Afler the ex
parte conferences are concluded, the witness them will re-
Join the arbitration hearing. and the arbitrator will ask
follow-up questions of the witess that the arbsirator

deems sppropriate.

{4} ‘The arbitrator shall also question any witness, The partics
may also question all other witnesses directly, provided
that the orbitrtor shall have the authority to limat
questioning of witesses of lines of inquiry based on,
without limitation, relevance, that the questioning s




lative, or that ih il e o
o shasive,

{5} Examining Minars
The presumption is that a Mior will not testify live at o
heaning: bowever, with the permission of the Minor's
parents or gaardians, the Minor may testify if so desired,
The arbitmior shall deternine the manner in which
Minor's evidence shall be given, including whether any
or all questioning of the Minor (live or vin video) will be
completed outside the presence of ther pareni(sh or
guardian(s), beasing in mind (a) the objestive of ashieving
a [air bearing. (b} the possuble damage to o Minor's
welfare from giving evidence, and (c) the possible
advantages that the Minoe's evidence will bring s
determining the facts,
A Minor may only be asked 1o estily i exceptional
circumstances as determined by the arbatrator. In making
this decision, the arbitrator shall consider:

(a) the Minor's wishes and feelings, in particular, the
Minor's willingness 1o give evidence (an
unwilling Minor should mrely, if ever. be
abligated to give evidence),

by the Minoe's particular needs and alsilities.

ie) whether the case depends on the Minor's
allegtions alone:

{d) comoborative evidence;

{2} the age of the Minor,

0 the  maturity, vulberbility,  undestanding.
capacity md competence of the Minor,

{2} whether justice can be done without further
uestioning of the Mimor,

harassing
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(h) the wishes and views of any pareat, person with
parental responsibality for the Minor, or oy
puardian, if appropeiate; and

(i) whetler the Minor has given evidence to another
tribumnal or court related to the subject matter of
the procecding, the way in which such evidence
was given, and ihe availability of that evidence,

Role of the Reporting Party

In arbitrations respested by the Responding Party, the
Reporting Party is not a party. but has the right to be present
duning the hearing and 1o give testimony as & witness i called,
bsut shall not etherwise panicipate in the hearing.

Closing statements

Each party will be entitled 1o present o concise closing
statement afler the close of evidence and belore the hearing is
comeluded. The Office will present its chosing statement [irst,
followed by the Responding Party. and the Office will be
allowed time for a reply,

Hearing closed to the public
The hearing shall be closed to the public,

Mo disclosure of information

All information obtained by the (flice. Responding Party or
the Reporting Party during the arbitration shall be subject 1o
the stated limits set forth in the Office’s Procedures,
Recording

At the request of any party, hearings shall be recorded by the

arhitration body and retamed by the Office in its confidentinl

files, but shall not be made available 1o any party or third party
i i The i

the |

excepl in with 3
party is responsible for arranging the recording.



R2E. Closing of hearing

After all evidence has been submitted at the hearing, the arbitrator
shall specifically inguire of cach party whether it has any fsrther
evidence to offer or witnesses to be heard, Unless the arbitrtor
determines that additional evidence of witness{es) are required bo
resalve the controversy, the arbitrator will declare the hearing l:lnlad-
There sball be L] putn-lmp bricfing nnlcnu.lm'm i exeey
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appropriate, names will be reploced with alpha-numeric
identifiers, There shall be no writien dissents.

Time

The reasoned deciston shall be made prompely by the
arbitrator afler the close of evidenee, and, unless otherwise
agreed by the parties or specified by law, no later than seven

1he arhitrtor, or if briefs are o be I'ﬂvd the beulmg shall be declared
closed as of the final date sot by the arbitrator For the receapt of bricfs.
R-2%. Waiver of Rules

Any pasty who proceeds with the arbitration alter knowledge that
amy prevision or requirement of these Ries hus not been complied
with and who fails to prompaly state an objection in writing shall be
deemed 1o have waived the right to object.

B30 Extensions of time

For good cause shown, the arbitrator may extend any period of time.
established by these Rules, except the time for making the decision,
keeping in mind the need to resolve these disputes expeditionsly: the
unavaalabality of an advisor —afier an arbitrator’s effosts o ressonably
sccommodate the advisor's m!wdlﬂ& ~aball not be considered pood
canse except in The arkn shall notify

he parties of any extension. e
R-31. Notice amd receipt

The plmeuach st pmwdem mllsdthmml!nnmlruhm R-33.
body poa initintion of an Within th

from the date of clase of the evidence or any
brieling unlnmdb\ the arbitrator.

Farm

In all cases, the abitrator shall render a written, rexsoned final
decision, which shall be signed by the asbitrator. All
identifving mformation of the Kepoming Party (including
name), and witnesses (other than the Responding Party) shall
be redacted. I the arbitrator determines that there has been no
Vialation, then the Responding Party may request that the
arhitrator redact their name and'or identifying infomation in
the final decision

Senpe

The arbatrator may grant such remedy or reliel the arbitrator
deems just and equitable and within the sope of the Code
and the Samctiening Guidelines.

Dielivery to parthes

The final dm-m shall be deemed delivered 10 the parties il
transmitted as provided in R-31

Modifying decision

inder the Riiles, Notice snt 1o that emil address shall be considered
sctual notice 1o the party ffective upon delivery.

R-32. Decisions
a Majority decidon
Wbenlheullullnllwlsbeudh, mawe than one arbitrator, o
majority of the arbi asile e witlen decision. As

‘business duys after the transmittal of the arbitrtors finol
decision, sy party, upon notice to the other parties, nay request the
arbitrator, nuwgl the nbltrnlum body, 1o correct any clerical,

emoTs in ision, The arbi is
ot mqmvmvl 10 re-determine the menils of any matier already
decided, The other parties shall be given two business dayvs to respond
tos the request. The arbitrator shall dispose of the regueest within two.




busness days afier transmittal by the arbitration body 1o the arbitrator
of the request and any response thereto,
R34, Appeal
The asbitrution decision shall be considered final and binding. The
parties to arhitration waive. 1o the fallest extent permissible by law,
any aght 1o challenge in court the arbitrator’s decision,
R-35. Filing fees and expenses
The arbitration body shall presribe fling and other
e ive fees and exf it for the
wost of providing services. The fees in effoct when the foe o
charge 15 incurred shall be applicable.
b, Initiating ashitration
1. Arhitration requested by Responding Party
a) Arhitration fees and expenses
The Responding Party shall pay a full deposi for all
fees and expenses associasted with the arbitration as
st forth in Exhibin 1. 17 the Responding Party Gails o
provide the deposit, then the arbitration may ot
proceed.

Hardship exemption

In the ease of Responding Parties who are Athletes,
the Responding Party may, af the discretion of the
ffice. obtain o hardship exemption from paymentof
some of these fees through written cortification that
they have insufficient funds to cover arbitmtion (see
Exhibit 2) If the Office grants an exemption. the
Ofiee shall pay all foos and expenses associated with
e arbitration as set forth in Exhibit |
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2. Adbitration requested by Reporting Party
a) Arbitration fecs and expenses
The Reporting Pasty shall pay a full deposit for all
fees and s associated with the arbitrtion as
set forth in Exchibit 1. 17 the Reparting Party Fails 1o
provide the deposit. then the arbitration may not
procecd.

Hardship exemption

In the case of Reporting Parties who are Athletes, the
Reporiing Party may, al the diseretion of the Office,
obtain & hardship exemption from pavment of seme
of these Fees through writlen certification that they
have ient funds 1o cover arbitration (e
Exhibit 23 IF the Offfice grants an exemption, the
Office shall pay all fees and exponses sssocaatod with
the arbitration as st forth in Exhibit 1.

=36, Other fees and expenses

The expenses of witnesses and transladors for any party shall be paid

by the party producing such witnesses or translators. Parties shall be

responsible for their own advisor's fees and costs, and all other

expenses nol expressly assumed by the Office. A party who
lly secks a i shall pay o i Foe a set

forth in Exhabit 1.

R37. Arbitrator's compensation

o Arbitrstors shall be compensated af the rates set forth in the

arbitration foe schedule (Exhibit 1),

If there is  disaprecment conceming the terms  of
T with the

arbitrator and the rbitration body, and confimed 1o the
i r

[

parties.
shall be made through the srbitration body and not directly
between the parties and the arbitrator,




R3E. Allocating fees and cxpenses
The arbitrator shall, in the final reasoned decision, allocate fees and
expenses as follows:

a. Arbitrations requested by the Responding Party

1. IFa Vielation is pot found, the Office shall reimburse the
Respanding Party for all arbitration fees and expenses
pazd 10 the arbitration body pursuant 10 R-35,

2. IFthe case invelves muliiple Violations. and the arbitrator
meodifies some Violations but not all, the arbatrator has the
diseretion 1o allocate the fees and expenses paid 1o the
arbitration body pursuant 1o B-35.

3 IL in & sanctions-only hearing, the sanction is natmd the:

arbitration fees and expenses paid 1o the arbitration body
pursint 1o R-35 between the Office and the Responding
Party.
b Arbitrations requested by the Reporting Party
If @ Vielation is found, the Office shall reimburse the
Reporting Party for all arbitration fees and expenses paid to
the arhitrution body purssm to B-35,
B39, Interpreting and applying the Rl
The arbatrator shall imterpret and apply these Mules insofar s they
relate to the arbitrator’s powers and duties. When there is more than
one arbitrator and o difference arises among them conceming the
memning or application of these Rules, 8 majonity of the arbitrators
shall decide the isue.
RAl. Interim measures

If the CrTice seeks interim measures, it will offer an opporunity for o
hearing. The following Rules govem interim measares hearings.
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w Notice to the Responding Party

(1} Emergency interim measures
If an emergency intenim measune s imposed. e
Responding Party will be nmﬁed as soan as possible af
(a) the interim measure and (b) the opponunity for a
bearing 1o take place o later then 48 hours afler the

the parties).
(2) Non-cmergency infenim measures
In alt lstorim ot involving & pro-t

emergency intenm measure, the Responding Party will
receive notice of the opponunity for o hearing within 72
bours of recenving notice (unless otherwise ngreed by the
partics). If the Responding Party does not request a
bearing within 24 hours of notice, then the mterim
measines will go into effect

Arhitrator

If the Office impases or seks 1o impose inferim measures
prior 10 the appomiment of the arbitrator as peovided in B9
then  special arbitrator will be appoimted by the arbitration
body salely 1o condwct the nterim measares hearing. This
special arbitrator sholl ot be considered for appointment
pursuant 1o B9 17 the Offfce imposes or seeks o impose
imterim measures after the appointment of the arbitrmtor, then
the appointed arbitrator shall condact the nlerim measures
hearing. The Office will be responsible for he fees and costs
of the arbitrator for the interim measures hearing.

Filing fees and expenses
The arbitration body shall prescribe filing and other
and Fioe the cost

services. The fees in effect when the fee or
chnrgnsmwned shall be applicable. The Office shall pay a




Tull deposit for all fees nmlexpmm associated with

arbitration os set forth in Exhibit |

Procedures

(1) Expedited proceedings
The mierim mensures heanng is on expedited mg
1o quackly resolve whether sullicient evidence cxasts o
satisfy the arbitrator that the interim relicl nequested is
appropriate on the facts and circumstinces of the cose,
The mierim measures hearing s not intended o be the

hearing necessary o finally resolve  whether the

Responding Party has commiried a Violation or what the
appropriate mnctions should be, i a Vialation is foandto
thave occumed. Except in exceptionnl circumstances, the
interim measures hearing will last no longer than twe
hemirs.

(2) Procedures

The hearing procedures for interim measures bearings
shall be the same as for hearings, as set forth in R-27
above,

{3} Scope
The interim measarcs hearing will not be a bearing on the
merits and 15 limited & determming il there is case to
impose the interim measare(s).

Standard of review

To impose interim measures, the arbitrator nwst find based oo
the evidence presemied. thar: (i) the imterim measure is
appropriate based on the allegations and facts and
circumstances of the case as they appear 1o the arbitrator (i)
the interim measure is appropriate to maintain the safety or
well-being of the Reporting Party, Athleles, or ather Noa-
athlete Participants: or (11} the allegations agamst the
Respomding Party are sulliciently serioas that the Respoading
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Party's continued pariicipation i the sport could be
detnmental to the reputation of spor.

Diecision

The arbitrator may approve, reject, or medify the interim
measires imposed or proposed by the Office. The arbitrator
shall issue o decision negarding the (Hfice’s request for
interim measures cither arally at the conclusion of the inferim
measines hearng. with a written reasoned order 1o follow, or
bry o writlen reasoned decision isssed within 24 hours of the
chose of the interim measures bearing. The decision shall be
given no weight in the hearing of the case.

No appeal

Neither the (ffice nor the Respanding Party may appeal the
arhitrator’s decision. The denial of the recquested reliel shall
not, hawever, projudice the Office’s night to seek nterim
measiges in the same case in the futire.

Final hearing expedited if interim measures imposed

IF interim mensures ane imposed, then the time for the hearing
will be expodited 10 the extent feasible.
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Eochibie |
JAMS ARBITRATION FEES

The arbitration body for U8, Olvmpsc and Faralympic SafeSpon
itmtions is JAMS, www jamsadr com. g rhitrtion fees
are as stated, effective March 3, 2017,

S5,200.00 Single arbitrntor
£1,500,00 el ark , mierim b
1340000 Threc-arbitrator panel

* A doposit for the full price of JAMS fecs and neutral mies is
due at the time an arbitration is requested, An anwunt of
S1,600 for single arbitrator matters and $2,600 for tri-panel
matters is non-refundable. An amount of $1,500 for single
arbitrador, interim measunes hearings, is non-refundable.

= Applicable arbitrator travel costs will be charged,

»  The above fees exclude usage of foctlvies. 1f a JAMS facality
is mved, & mom rental fee not 1o excesd S300day will be

charged.
CANCELLATION/CONTI CE POLICY

Cancellation/ Continwance period Fee

14 days or more priof to hearing » Arhitration, single
arbitratos, $3,600 is
refindable

» Arbatration, three

ushitrators, S 10,800 is
refundable

* Interim Meamares
Hearing. non-refundable

[E}

Hearing fees are non-refundable if time schoduled (ora
portion thereof) is cancelled or continued after the
cancellation date, The cancellation policy exists becmwse
time neserved and later cancelled generally cannot be
replaced. In all cases invelving poa-refimdable time, the
party recuesting the hearing is responsible for the fees of nll
partics.

JAMS reserves the right 1o cancel the bearing if foes are not
paid a5 reqired by the applicable cancellation date and
JAMS confirms the cancellation in writing.



Eohibie 2
HARDSHIF CERTIFICATION

L. certafy under penalty of pegjiry
hat [ gualify for o Hardship Exemption under the Supplementary
Rudes for U5 Olympic and Paralympie SafeSport Arbitrations
because I

am an Athlete, as defined in the SafeSpon Policies and

Progedures for the LS. Olympic Movement, and

do not have suflicient funds bo cover the costs of arbitration as
of this date.

Name (printed)

Signature
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4

NOTARIZATION
State of_ ]

85: County of )

On this, the__day of, 20 befiore o a notary

public, the undersigned officer, personally

knowm 10 me (or satisfactorily proven ) to be

the person whose i 1o the within i and
Anovledged that the sme | for the purposes therein

contained, In witness bereol. 1 hereunto set my hand and ofticial

seal.

Notary Public



49

Exhibir 3
SafeSport Arbitrator Cuualifications

INDEPENDENCE

Each arbitrator shall be ind deitl. An arbitrator is e deint” il
{a) the individual has or had no material affiliation or relationship,
directly or indireetly, with the United States Center for SafeSport. the
United States Olynspic Committee (USOC), my Mational Governing
Body (NGIE), any Parlympic Sports Organization (PSO), the Athlctes
Advisory Counal of the USOC {AAC), and'or any other afliliabed
organization such as an Olympic Training Center or designated
partner, and (b) such person is free of any dircet or indirect
relationships that create an schual or perceived conflict of interest that
could reasonably be expocted 10 imterfere with the exercise of
independent judgment of such person, Before an arbitrtor may be
selected for the JAMS SafcSport Panel, the imdividual shall disclose
amy potential conflicts of interests 1o JAMS,

KNOWLEDGE

In addition to idependence, arbitmtors shall have a demonstrated

working knowledige of sexual assault, domestic viodence, child sexual

shuse,  grooming,  tas  dveamics, =nd  tmumssinfoomed
o ic interviening protocol. Experience involving

emotional, physical and sexusl misconduct in sport is strongly

peectfemed.

WORKING EXPERIENCE
Adbitrators. shall have experience working in t least one of the
lollowing arcas:

# In criminal law as a judge, district attomey, or defense atlomey,

with specific experience in sexual misconduct

o Law with specific experienee in sexual

* As a social worker

o A Tithe IX coordinator o investigator

o As o guandian ad fitew andioe

« Other comparable working experience.
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Bio - Shedlie Pfoh!

Shellie Pfohl is the CEQ for the U5, Center for SafeSport. She joined last November following a successful tenure as Executive
Director of the President’s Council on Fitness, Sports and Nutrition, appointed by President Barack Obama in 2010, Under
Pfohl's leadership, the Council played a significant role in advancing First Lady Michelle Obama's Let's Movel initiative to end

childheod obesity within a g ation, Prier to working for the White House, she werked for a fitness technology company
where she created strategic partnerships with state, national and d corpe to provide
health and physical i for schools and i She founded Be Active North Carolina to

increase physical activity ameng North Carolina citizens. While there, she led the implementatien of Be Active Kids, a
preschool physical activity and nutrition program in over 7,000 child across North Carclina,

She also oversaw the training of more than 50,000 classroom teachers on the implementation of the Healthy Active Children
Policy to physical activity int: settings ugh the state. In 2007, Be Active Morth Carolina was.
named the best physical activity organization in the nation by the National Association for Health & Fitness (NAHF).

Plohl served bath and li as the ive director of the North Carglina Governor’s Coundil on
Physical Fitness and Health from 1990 to 193€, and was head of the Physical Activity and Nutrition Branch in the North
Carolina Department of Health and Human Services.

16
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The CHAIRMAN. Thank you, Ms. Pfohl.
Mr. Sailor.

STATEMENT OF SCOTT R. SAILOR, PRESIDENT,
NATIONAL ATHLETIC TRAINERS’ ASSOCIATION

Mr. SAILOR. Chairman Thune, Ranking Member Nelson, and
members of the Senate Committee on Commerce, Science, and
Transportation.

Thank you for the opportunity to participate in today’s hearing.

My name is Scott Sailor, and I am Chair of the Department of
Kinesiology, and Professor of the Athletic Training Program at
California State University Fresno. I am also proud to be the Presi-
dent of the National Athletic Trainers’ Association. NATA is a pro-
fessional organization serving more than 46,000 Certified Athletic
Trainers, students of athletic training, and other healthcare profes-
sionals.

Protecting the health and safety of athletes is exactly what mem-
bers of NATA have been doing since the organization was founded
in 1950. The mission of NATA is to represent, engage, and foster
the continued growth and development of the athletic training pro-
fession and athletic trainers as unique healthcare providers.

Athletic trainers are healthcare professionals who collaborate
with physicians to provide preventative services, emergency care,
clinical diagnosis, therapeutic intervention, and rehabilitation of in-
juries. They are required to graduate from an accredited bacca-
laureate or master’s degree program. An academic curriculum and
clinical training follow the medical model. Athletic trainers are li-
censed and otherwise regulated in 49 States and the District of Co-
lumbia.

NATA has long been a leader in bringing a voice to the many
health and safety issues facing athletes. We actively provide our
expertise and specific recommendations to policymakers at the
local, State, and Federal levels.

NATA believes Congress should fully invest in efforts to track
youth sports injuries and fatalities. It is only with a comprehensive
system for collecting and analyzing this data that we will be able
to understand the scope of the problem and the best methods for
addressing it.

Based upon current published studies and available data, we
know America faces challenges balancing an active and healthy
sports culture while protecting the safety of the youth athlete.

I would like to give you a few of the current statistics on athletic
involvement and injuries in the United States.

There are 420,000 college-level athletes who experience 209,000
injuries per year. At the secondary school level, there are 7.6 mil-
lion athletes who have 1.4 million injuries per year. The 46.5 mil-
lion children playing team sports in our country have 1.35 million
injuries per year. In 2013, there were 124 million emergency room
visits by children 19 years of age and younger for injuries related
to sport.

These injury statistics are compelling, but to athletic trainers,
the most compelling fact is that the secondary school athletic popu-
lation leads the Nation in athletic-related deaths.



52

Between 2008 and 2015, there were more than 300 sports-related
fatalities among young athletes. Let me underscore that fact. In a
7-year period, we lost over 300 children who were merely playing
sports. As a Nation, we must do a better job of protecting our youth
athletes.

However, only an estimated 42 percent of high schools employee
a full-time athletic trainer. We need to improve access to athletic
trainers in secondary schools and youth sports organizations.

We have a responsibility here to our athletes to provide appro-
priate medical care. The investment in proper safety measures and
adequate medical supervision such as a full time athletic trainer is
not costly when compared to the death or a catastrophic injury of
a young athlete.

In 2010, NATA founded the Youth Sports Safety Alliance, YSSA,
which is now comprised of nearly 290 organizations. The members
of YSSA range from parent advocate groups, research institutions,
professional associations, healthcare organizations, and youth
sports leagues. NATA and YSSA are working to promote and pre-
serve sports, but we must also ensure that sports are played safely.
When injuries occur, we must be adequately prepared to respond.

In 2013, NATA also sponsored the Safe Sports School Award, a
program designed to establish a standard for secondary school ath-
lete safety and recognize those athletic programs that excel in tak-
ing all the necessary steps to ensure athlete safety. To date, there
have been more than 1,100 schools that have received the Award.

NATA partners with the American Medical Society for Sports
Medicine, and the Korey Stringer Institute in organizing Collabo-
rative Solutions for Safety in Sports. This is an annual event
among youth sports safety leaders from every state who come to-
gether to discuss appropriate sports medicine policy.

Finally, over the past several years, NATA has partnered with
the NFL Foundation, Gatorade, and the Professional Football Ath-
letic Trainers Society to fund multimillion dollar efforts to place
athletic trainers in underserved high schools.

With the knowledge and understanding of the physical and men-
tal benefits of being physically active, NATA has taken a leader-
ship role within a number of national coalitions involved in pro-
moting physical activity issues.

This week, NATA members were here on Capitol Hill urging
members of Congress to support the Personal Health Investment
Today Act or the PHIT Act. This legislation provides an incentive
for adults and their children to get fit, which will help prevent
healthcare costs related to preventable chronic diseases.

I would like to thank Chairman Thune for being the lead sponsor
of the bill in the Senate and to thank Senators Wicker, Moore
Capito, and Baldwin for being cosponsors.

Athletic trainers are uniquely positioned to help with the preven-
tion of opioid abuse and successful rehabilitation from injury
among student athletes.

NATA supports proposals to increase access to and training in
administrating Naloxone.

NATA also supports the Student and Student Athlete Opioid
Misuse Prevention Act introduced by New Hampshire Senator
Shaheen. This bill authorizes new Federal grant funding to support
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programs for students and student athletes as well as training for
teachers, administrators, and athletic trainers.

As a leading organization representing athletic trainers, NATA
fully supports Chairman Thune’s and Senator Klobuchar’s Sports
Medicine Licensure Clarity Act. I would like to thank Senators
Wicker and Moore Capito for being cosponsors of the bill.

The Sports Medicine Licensure Clarity Act clarifies medical li-
ability rules for athletic trainers, and other medical professionals,
to ensure they are properly covered by their liability insurance
when traveling with athletic teams in another state. This legisla-
tion also has the support of sports leagues and professional medical
associations. This week, most senate offices were visited by athletic
trainers requesting support for this legislation.

I want to join my fellow athletic trainers, and the more than
46,000 members of the NATA, in urging Members of the Senate,
including the members of this committee, to cosponsor the Sports
Medicine Licensure Clarity Act.

Thank you for this opportunity to present the views of the Na-
tional Athletic Trainers’ Association and I welcome your questions.

[The prepared statement of Mr. Sailor follows:]

PREPARED STATEMENT OF SCOTT R. SAILOR, PRESIDENT,
NATIONAL ATHLETIC TRAINERS' ASSOCIATION

On behalf of the National Athletic Trainers’ Association (NATA), I am pleased to
have the opportunity to provide testimony to the United States Senate Commerce,
Science, and Transportation Committee on the important topic of protecting the
health and safety of American athletes. My name is Scott R. Sailor and I am the
President of NATA and Chair of the Department of Kinesiology and Program Direc-
tor for the Athletic Training Program at Fresno State University.

NATA is a professional organization serving more than 46,000 certified athletic
trainers, students of athletic training, and other health care professionals. Pro-
tecting the health and safety of athletes is exactly what NATA members have been
doing since the organization was founded in 1950.

Background on the Athletic Training Profession

The mission of NATA is to represent, engage, and foster the continued growth and
development of the athletic training profession and athletic trainers as unique
health care providers. Athletic trainers are health care professionals who collaborate
with physicians to provide preventative services, emergency care, clinical diagnosis,
therapeutic intervention, and rehabilitation of injuries. As part of the health care
team, services provided by athletic trainers include injury and illness prevention,
wellness promotion and education, emergent care, examination and clinical diag-
nosis, and therapeutic intervention.

Athletic trainers provide urgent and acute care of injuries; they specialize in pre-
venting, diagnosing, and treating muscle and bone injuries. Athletic trainers are in-
cluded under the allied health professions category as defined by the U.S. Depart-
ment of Health and Human Services and are assigned National Provider Identifier
numbers. In addition to employment by sports and athletic organizations, athletic
trainers are employed by hospitals, clinics, occupational health departments,
wellness facilities, the United States military, and numerous other health care set-
tings.

Athletic trainers are highly qualified, multi-skilled health care professionals. To
provide appropriate care for patients, athletic trainers receive training in preven-
tion, recognition, and treatment of critical situations. They must graduate from an
accredited baccalaureate or master’s program and it is required that athletic train-
ers’ academic curriculum and clinical training follow the medical model. Leaders of
key athletic training organizations, including NATA, have jointly decided to change
the athletic training degree level to be a master’s; this change is in process and will
become effective by 2022. Currently, 70 percent of athletic trainers already have ad-
vanced degrees beyond a bachelor’s degree. Athletic trainers are licensed or other-
wise regulated in 49 states and the District of Columbia.
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Using a medical-based education model, athletic trainers serve as allied health
professionals with an emphasis on clinical reasoning skills. The curriculum of an ac-
credited athletic training program must include a comprehensive basic and applied
science background and uses a competency based approach in both the classroom
and clinical settings.

Athletic training education programs are accredited by the Commission on Accred-
itation of Athletic Training Education (CAATE), which is recognized by the Council
for Higher Education Accreditation. The CAATE sets forth rigorous standards for
the preparation of athletic training graduates that are science-based and didactic.
CAATE also administers post-professional athletic training residency programs.

Upon completion of an accredited athletic training program, athletic trainers are
required to pass a comprehensive examination administered by the Board of Certifi-
cation, Inc. (BOC). The BOC certification program ensures that individuals have the
knowledge and skills necessary to perform the tasks critical to safe and competent
practice as an athletic trainer. Athletic trainers who pass the BOC’s examination
are awarded the ATC® credential.

Athlete Health and Safety Issues

NATA has long been a leader in bringing a voice to the many health and safety
issues facing athletes. We are actively engaged in providing our expertise and spe-
cific recommendations to policymakers at the local, state, and Federal levels.

As a health professional organization, we pride ourselves on staying informed of
the latest research findings and reports related to athlete safety. The athletic train-
ers involved in conducting research and analyzing sports injuries are doing out-
standing work. However, NATA urges Congress to fully invest in efforts to track
youth sports injuries and fatalities. It is only with a comprehensive system for col-
lecting and analyzing this data that we will be able to understand the scope of the
problem and the best methods for addressing it.

Based upon current studies and reports, the following statistics provide the best
snapshot of the relationship between athletic participation and sports-related inju-
ries in the Unites States:

e 420,000 college-level athletes experience 209 million injuries per year;

e 7.6 million secondary school athletes experience 1.4 million injuries per year;

e 46.5 million children playing team sports experience 1.35 million injuries per
year;

e 62 percent of injuries occur during practice; and

e 1.6 to 3.8 million sports-related concussions occur every year.

In 2013, there were 1.24 million emergency room visits by children 19 years of
age and under for injuries related to sports; that is 3,397 visits per day, 141 per
hour, and 1 every 25 seconds.

These injury statistics are compelling, but to athletic trainers, the most con-
cerning fact is that the secondary school athletic population leads the Nation in ath-
letic-related deaths. Between 2008 and 2015, there have been more than 300 sports-
related fatalities among young athletes. Let me underscore this fact; in a seven-year
period, we lost over 300 children who were merely playing sports. As a nation, we
must do a better job in protecting youth athletes.

Athletic trainers are experts in creating and applying strategies to prevent and
reduce the many different causes of sudden death in athletic participation. The un-
derlying causes of sudden death in athletics might include asthma, catastrophic
brain injuries, cervical spine injuries, diabetes, exertional heat stroke, and sudden
cardiac arrest, which is the leading cause of death in young athletes.

NATA supports proposals to ensure that every high school with an athletics de-
partment has a full-time athletic trainer on staff to monitor the health of student
athletes. However, only an estimated 42 percent of high schools employ a full-time
athletic trainer. We must improve access to athletic trainers in secondary schools
and youth-sports organizations.

The investment in proper safety measures and providing adequate medical super-
vision, such as a full-time athletic trainer, for sports practices and games is not cost-
ly when compared to the loss of a young life to injury that may have been prevented
or properly treated.

NATA further advocates for the implementation of emergency action plans for all
sporting events and venues. These plans, developed in conjunction with a health
care team, ensure a plan of action is in place in case of injury, whether minor or
catastrophic.
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NATA’s Leadership on Youth Athlete Safety Issues

In 2010, NATA founded the Youth Sports Safety Alliance (YSSA), which is now
comprised of nearly 290 organizations. The members of YSSA range from parent ad-
vocate groups, research institutions, professional associations, health care organiza-
tions, and youth sports leagues.

Organized sports bring enormous health benefits to children, but certain factors
may cause them to ignore pain and injuries, which could result in lifelong injuries
or even death. NATA is working to preserve amateur and professional sports, but
we must also ensure that sports are played safely and that when injuries occur, we
are adequately prepared to respond.

NATA has worked on a number of other partnerships and initiatives to bring at-
tention to youth athlete safety issues at a local, state, and national level including
the following:

o NATA Safe Sports School Award: Since 2013, NATA has sponsored the Safe
Sports School Award, a program designed to establish a standard for secondary
school athlete safety and recognize those athletic programs that excel in taking
all the necessary steps to ensure athlete safety. To date, there have been more
than 1,100 schools that have received the award.

e At Your Own Risk Campaign: NATA has developed a public awareness cam-
paign, At Your Own Risk, aimed specifically at educating parents, student ath-
letes, school administrators, legislators, and employers on the role of athletic
trainers as experts in prevention and safety in work, life, and sport.

e Annual Youth Sports Safety Leaders Event: NATA partners with the American
Medical Society for Sports Medicine, the Korey Stringer Institute, and the Na-
tional Football League (NFL) in organizing “Collaborative Solutions for Safety
in Sports,” an annual event among youth sports safety leaders from every state
tohdi?cuss emergency action planning and coaching education in secondary
schools.

e Athletic Trainers in Underserved High Schools: Over the past several years,
NATA has partnered with the NFL Foundation, Gatorade, and the Professional
Football Athletic Trainers Society to fund multimillion dollar efforts to place
athletic trainers in underserved high schools.

o Publications on Best Practices: NATA continues to publish resources on best
practices related to preventing sudden death in secondary school athletics, con-
cussion, heat acclimatization, emergency action plans, lightning safety, and
other emerging athlete safety issues.

Promoting Physical Activity

Athletic trainers more than any other health profession understand the physical
and mental health benefits of an active lifestyle. While NATA has been engaged in
raising awareness of youth athlete safety issues, we have remained just as steadfast
in our efforts to promote the benefits of physical activity and sports. NATA has had
both of these issues at the top of its Federal legislative agenda for many years.

The Centers for Disease Control and Prevention’s National Prevention Strategy
“outlines the importance of preventive care and recognizes that active living is im-
portant to reducing the burden of disease and death.” According to the U.S. Depart-
ment of Health and Humans Services’ 2008 Physical Activity Guidelines, “adults
who are physically active are healthier and less likely to develop many chronic dis-
eases than adults who are not active—regardless of their gender or ethnicity.”

Further statistics show that participation in sport helps children develop and im-
prove cognitive skills. Physical activity in general is associated with improved aca-
demic achievement, including grades and standardized tests scores. Such activity
can affect attitudes and academic behavior, including enhanced concentration and
attention and improved classroom behavior. Physical activity and sports in par-
ticular can positively affect aspects of personal development among young people,
such as self-esteem, goal setting, and leadership. Moreover, high school athletes are
more likely than non-athletes to graduate from high school, attend college, and re-
ceive a degree.

On Tuesday, May 16, 2017, NATA members were on Capitol Hill, urging Members
of Congress to support the Personal Health Investment Today Act or the PHIT Act.
This legislation provides an incentive for adults and their children to get fit, which
will help prevent health care costs related to preventable chronic diseases. I would
like to thank Chairman Thune for being the lead sponsor of the bill in the Senate
and to thank Senators Wicker, Capito, and Baldwin for being cosponsors. I would
ie?IIl_ﬁ)’i‘HXge the other members of the Senate Commerce Committee to cosponsor the

ct.
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Also, NATA has taken a leadership role within a number of national coalitions
involved in promoting physical activity issues. NATA’s Director of Government Af-
fairs, Amy Callender, represents us on the Board of Directors of the National Phys-
ical Activity Plan Alliance and she is the President of the Board of Directors of the
National Coalition to Promote Physical Activity.

The Opioid and Prescription Drug Epidemic

The widespread availability and abuse of prescription opioids and heroin has been
recognized as a public health crisis by both lawmakers and the public.

In 2016, an estimated one in five patients with non-cancer pain or pain-related
diagnoses was prescribed an opioid. In many cases, addiction to prescription opioids
can lead to abuse of less expensive heroin. In 2014, there were 18,893 overdose
deaths related to prescription pain relievers and 10,574 overdose deaths related to
heroin.

Athletic trainers can play an important role in promoting safe opioid use and pre-
venting opioid abuse. Sports injuries may result in a student being prescribed an
opioid pain medication, putting student athletes at a higher risk for abusing those
medications. Athletic trainers are uniquely positioned to help with the prevention
of opioid abuse and successful rehabilitation from injury amongst student athletes.

If a student athlete is prescribed an opioid, the athletic trainer at his or her
school should be informed so they can assist with monitoring the student’s usage
and recovery progress. Opioid overdoses can be reversed when the lifesaving drug
naloxone is promptly administered. NATA supports proposals to increase access to
and training in administering naloxone, including amongst athletic trainers.

In October 2015, the Obama Administration encouraged federal, state, local, and
private sector entities to address the prescription drug abuse and heroin epidemic.
NATA was invited to participate in this effort and we shared educational materials
on opioid misuse prevention with our entire membership.

We were strong advocates for the passage of the Comprehensive Addiction and Re-
covery Act or CARA. Also, NATA has provided comments and recommendations on
National Pain Strategy and we were represented at the recently held “Implementa-
tion of the National Pain Strategy Listening Session” hosted by the Office of the As-
sistant Secretary for Health.

NATA also supports S. 786, the Student and Student Athlete Opioid Misuse Pre-
vention Act, introduced by New Hampshire Senator Jeanne Shaheen. The bill is fo-
cused on preventing opioid abuse amongst students, and particularly amongst stu-
dent athletes. The bill authorizes new Federal grant funding to support programs
for students and student athletes, as well as training for teachers, administrators,
and athletic trainers.

Other Federal Legislative and Regulatory Policy Issues

As the leading organization representing athletic trainers, NATA fully supports
Chairman Thune’s Sports Medicine Licensure Clarity Act. I would also like to thank
Senators Klobuchar, Wicker, and Capito for being original cosponsors of the bill.

The Sports Medicine Licensure Clarity Act clarifies medical liability rules for ath-
letic trainers and other medical professionals to ensure they are properly covered
by their liability insurance while traveling with athletic teams in another state.

The legislation has the support of the Academy of Orthopedic Surgeons, the Amer-
ican Medical Society for Sports Medicine, the American Academy of Neurology, and
numerous other physician and sports medicine organizations. Additionally, the
United States Olympic and Paralympic Committee, the National Collegiate Athletic
Association, and every major American professional sports league have endorsed the
bill.

The House version of the bill, H.R. 302, passed on January 9, 2017 and awaits
action by the Unites States Senate. This week, most Senate offices were visited by
athletic trainers requesting support for this legislation. I want to join my fellow ath-
letic trainers and the more than 46,000 members of NATA in urging members of
the United States Senate, including the members of this Committee, to cosponsor
the Sports Medicine Licensure Clarity Act.

Thank you for this opportunity to present the views of the National Athletic
Trainers’ Association and I welcome your questions.

The CHAIRMAN. Thank you, Mr. Sailor.
Dr. Stern.
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STATEMENT OF ROBERT A. STERN, Pa.D., PROFESSOR
OF NEUROLOGY, NEUROSURGERY, AND ANATOMY,
AND NEUROBIOLOGY; DIRECTOR, CLINICAL CORE,

BU ALZHEIMER’S DISEASE AND CTE CENTER,
BOSTON UNIVERSITY SCHOOL OF MEDICINE

Dr. STERN. Good morning, Mr. Chairman, Ranking Member Nel-
son, and distinguished members of the Committee.

It is a great honor to appear before you today.

My name is Dr. Robert Stern. I am a Professor of Neurology, and
Neurosurgery, and Anatomy, and Neurobiology at Boston Univer-
sity School of Medicine. I am also the Director of the Clinical Core
of the BU Alzheimer’s Disease and CTE Center.

For the past 30 years, I have been conducting clinical neuro-
science research, primarily focused on issues pertaining to neurode-
generative diseases such as Alzheimer’s. Since 2008, my research
has focused on the long-term consequences of repetitive brain trau-
ma in athletes including Chronic Traumatic Encephalopathy or
CTE.

CTE is a neurodegenerative disease that can lead to dramatic
changes in mood, behavior, movement, and cognition eventually
leading to dementia. It is similar to Alzheimer’s disease, but it is
a unique disease easily distinguished from Alzheimer’s and other
diseases through postmortem neuropathological examination.

We have actually known about CTE for almost 100 years. It was
originally called “punch drunk” or dementia pugilistica in the early
1900s when it was believed to occur only in boxers.

However, CTE has now been found in people who never boxed
from ages 16 to 98, including former youth, college, and profes-
sional contact sport athletes such as football, hockey, soccer, and
rugby players. At this time, CTE can only be diagnosed after death
through postmortem neuropathological examination.

It is very important to understand that concussion and CTE are
very distinct. A concussion is an acute brain injury which, if man-
aged appropriately, results in transient symptoms without long-
term consequences.

CTE, on the other hand, is a neurodegenerative disease that ap-
pears to begin earlier in life when repetitive brain trauma starts
to trigger a cascade of events leading to progressive destruction of
the brain tissue. The symptoms often begin years or decades after
the brain trauma, after the cessation of the athletic activity and
continue to worsen as the individual ages.

There have been numerous cases of advanced stage CTE diag-
nosed postmortem in former athletes who had no symptoms of con-
cussion, no history of concussion, but who had extensive exposure
to what is referred to as sub-concussive trauma.

Several important questions about CTE remain unanswered such
as, how common is CTE? Why does one person get it and another
person does not? How can CTE be differentiated during life from
other diseases and conditions with similar symptoms? To answer
these and other questions the ability to diagnose CTE while some-
one is living is the critical next step.

Our group at Boston University, and other scientists from around
the country and abroad, are actively conducting research to develop
methods to accurately diagnose CTE during life. I am honored to
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be the lead investigator of a seven-year longitudinal multicenter in-
vestigation funded by the National Institute of Neurological Dis-
orders and Stroke that brings together a network of approximately
50 scientists from ten major research institutions across the coun-
try.

The study referred to as the Diagnose CTE Research Project is
aimed at developing methods of diagnosing CTE during life. In
total, hundreds of former professional football players, former col-
lege football players, and healthy controls will undergo extensive
testing over a three-day period at one of four sites around the coun-
try, and then return 3 years later for a follow-up evaluation. We
are well underway, and yet, this is just one study. So much more
research is needed.

In closing, it is imperative that we do everything we can as a Na-
tion to continue to reap the profound benefits of American sports
and athletic participation, while also assuring that we protect the
health and safety of former, current, and future American athletes.
That is a difficult balance and requires a combination of unbiased
scientific information and common sense.

I want to thank the Committee for your interest in addressing
this important issue, and for your continued commitment toward
protecting the health and safety of all athletes.

I also want to express my gratitude toward the Senate for ap-
proving the Fiscal Year 2017 Appropriations bill that was recently
signed into law with a $2 billion increase for the National Insti-
tutes of Health including an additional $400 million in funding of
Alzheimer’s disease research. I urge you to continue and to expand
upon that type of support.

Thank you.

[The prepared statement of Dr. Stern follows:]

PREPARED STATEMENT OF ROBERT A. STERN, PH.D., PROFESSOR OF NEUROLOGY,
NEUROSURGERY, AND ANATOMY & NEUROBIOLOGY; DIRECTOR, CLINICAL CORE, BU
ALZHEIMER’S DISEASE AND CTE CENTER, BOSTON UNIVERSITY SCHOOL OF
MEDICINE

Introduction

Mr. Chairman, Ranking Member Nelson, and distinguished Members of the Com-
mittee, it is a great honor to appear before you today for this hearing on “Current
Issues in American Sports: Protecting the Health and Safety of American Athletes.”
I am a Professor of Neurology, Neurosurgery, and Anatomy & Neurobiology at Bos-
ton University School of Medicine. I am also the Director of the Clinical Core of the
Boston University (BU) Alzheimer’s Disease and CTE Center, one of 29 Alzheimer’s
research centers funded by the National Institute on Aging. For the past 30 years,
I have been conducting clinical neuroscience research, primarily focused on the cog-
nitive, mood, and behavioral changes of aging, in general, and in neurodegenerative
diseases, in particular. I have been on the faculties of the University of North Caro-
lina School of Medicine, Brown Medical School, and, for the past 13 years, BU
School of Medicine. In my role in the BU Alzheimer’s Disease and CTE Center, I
oversee all clinical research pertaining to Alzheimer’s disease (AD), including stud-
ies aimed at the diagnosis, genetics, prevention, and treatment of this devastating
cause of dementia.

Chronic Traumatic Encephalopathy (CTE)

You may be asking, “Why is an Alzheimer’s disease specialist testifying at a hear-
ing on Protecting the Health and Safety of American Athletes?” The answer is, in
short, that repetitive hits to the head, such as those incurred through American
tackle football and other contact sports, can have long-term negative consequences
to brain health, including the development of another neurodegenerative disease,
chronic traumatic encephalopathy or CTE. In 2008, I co-founded the BU Center for
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the Study of Traumatic Encephalopathy (now referred to as the BU CTE Center)
with Dr. Ann McKee, Dr. Robert Cantu, and Mr. Christopher Nowinski.! Since that
time, my research has focused on the long-term consequences of repetitive brain
trauma in athletes, including CTE, a progressive neurodegenerative disease that
can lead to dramatic changes in mood, behavior, and cognition, eventually leading
to dementia. It is similar to Alzheimer’s disease, but it is a unique disease, easily
distinguished from AD and other diseases through post-mortem neuropathological
examination (McKee et al., 2013; 2016). CTE has been found in individuals from
ages 16-98, including youth, college, and professional contact sport athletes (e.g.,
football, hockey, soccer, and rugby players, as well as boxers), military service mem-
bers exposed to blast trauma and other brain injuries, and others with a history of
repetitive brain trauma, such as a physically abused woman, developmentally dis-
abled head bangers, and seizure disorder patients. (See Table 1)

Table 1. All cases of neuropathologically confirmed

cases of CTE have had a history of repetitive brain
trauma.
Professional football players

College football players

High school football and other contact sport athletes
Professional soccer players

Semiprofessional soccer player

Professional rugby players

Boxers

Mixed martial art athlete

Combat military service members

CTE has been known to affect boxers since the 1920s (previously referred to as
“punch drunk” or dementia pugilistica). The post-mortem neuropathological charac-
teristics were first clearly described in the 1970s by Corsellis et al., (1973). In 2002,
CTE was diagnosed neuropathologically in a former professional football player for
the first time (i.e., Mike Webster of the Pittsburgh Steelers). That case and subse-
quent discoveries of CTE in other deceased former NFL players led to growing
media attention on CTE. Until recently, I have stated publicly that the scientific
knowledge of CTE is in its infancy. However, due to important new scientific discov-
eries about CTE, along with an exponential increase in the number of publications
in medical/scientific journals focusing on CTE (See Figure 1), I am led to think that
we are now in the “toddlerhood” of our scientific knowledge about this disease.

1 Christopher Nowinski will formally receive his Ph.D. in Behavioral Neurosciences from Bos-
ton University School of Medicine on the day following this Hearing (May 18, 2017).
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Cumulative Number of PubMed Citations
with the Search Term,
"Chronic Traumatic Encephalopathy"

Figure 1

CTE Neuropathology

What is currently known about CTE is based primarily on post-mortem examina-
tions of brain tissue, and interviews from the family members of the deceased ath-
letes. My colleague, Dr. Ann McKee, and her team have examined more brains of
individuals with a history of repetitive brain trauma than any group in the world.
What these studies have shown is that, in some individuals, repetitive brain trauma
triggers a cascade of events in the brain leading to progressive destruction of the
brain tissue. The hallmark feature of CTE is the build-up of an abnormal form of
a protein called tau (See Figure 2; based on the work of Dr. McKee). The tau protein
becomes hyperphosphorylated (referred to as p-tau) and, rather than serve its vital
role in the structure and function of brain cells, it becomes toxic, eventually destroy-
ing the cells. In 2015, the National Institute of Neurological Disorders and Stroke
(NINDS) and the National Institute of Biomedical Imaging and Bioengineering
(NIBIB) convened a consensus conference panel of seven independent neuropatholo-
gists with specific expertise in neurodegenerative tauopathies (McKee et al., 2016).
The group of experts agreed that CTE is a unique disease, only seen in individuals
with a history of repetitive brain trauma. Further, they agreed that the pathogno-
monic lesion of CTE (i.e.,, the changes in the brain that are uniquely found in CTE
and can be used to diagnose it) is an irregular deposition of p-tau around small
blood vessels at the depths of the cortical sulci (i.e., the valleys of the cerebral cor-
tex). This pattern of p-tau was agreed to be distinct from any other neurodegenera-
tive tauopathy, including Alzheimer’s disease and frontotemporal lobar degenera-
tion. As the disease advances, the disease spreads to other areas of the brain, lead-
ing to progressive destruction of brain tissue (i.e., atrophy). The changes in the
brain from CTE can begin years, or even decades, after the last brain trauma or
end of athletic involvement.

CTE is not prolonged post-concussion syndrome, nor is it the cumulative effect of
concussions or mild traumatic brain injuries. Rather, CTE is not a “brain injury,”
per se; CTE is a neurodegenerative disease that appears to begin earlier in life, at
the time of exposure to repetitive head impacts, but the symptoms often begin years
or decades after the brain trauma and continue to worsen as the individual ages.
Importantly, there have been numerous cases of neuropathologically-confirmed later
stage CTE without any history of symptomatic concussions, but with extensive expo-
sure to “subconcussive” trauma (see below).

The Clinical Features of CTE

Depending upon the areas of the brain destroyed by the disease, CTE can lead
to a variety of changes in cognitive, behavioral, mood, and often motor functioning
(See Table 1). As cognitive impairment worsens, the individual typically dem-
onstrates progressive dementia, i.e., memory and other cognitive dysfunction severe
enough to impair independence in activities of living. Although the cognitive
changes in CTE are very similar to those in Alzheimer’s disease, many individuals
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with CTE develop the significant changes in mood and behavior relatively early in
life (Stern, et al., 2013). This can lead to significant distress for the individual with
CTE as well as their family, friends, and other loved ones. These mood and behav-
ioral impairments associated with CTE are often misdiagnosed and attributed to
routine psychiatric disorders, stress, substance abuse, or pre-existing personality
traits. Although there can be many potential underlying causes for changes in mood
and behavior in individuals in their 20s-50s, it is also known that the areas of the
brain damaged in CTE could lead to these problems, including depression,
impulsivity, emotional liability, irritability, and behavioral dyscontrol. Based on re-
views of the published case reports and other literature, along with our own re-
search of the reported clinical features of CTE in neuropathologically-confirmed
cases (Stern et al., 2013), our group published provisional Research Diagnostic Cri-
teria for the clinical presentation of CTE, referred to as Traumatic Encephalopathy
Syndrome or TES (Montenigro et al., 2014). An important aspect of these proposed
diagnostic criteria is the use of objective biological tests (i.e., biomarkers), when they
are available and validated, to indicate that CTE is the underlying disease for the
clinical presentation. This diagnostic approach is similar to that currently accepted
in the research community for the clinical diagnosis of Alzheimer’s disease, includ-
ing Mild Cognitive Impairment (MCI) due to Alzheimer’s disease and dementia due
to Alzheimer’s disease.

Figure of CTE Neuropathology. Left Top: Section of brain of 65 year old healthy man demonstrating
no evidence of abnormal tau depositions. Left Bottom: Microscopic enhancement of same brain sample
demonstrating no evidence of tau neurofibrillary tangles that would have shown up as brown from
immunostain. Middle Top: Section of brain from 45 year old John Grimsley, a former NFL football player
who had a five year decline in functioning (e.g., poor memory, short fuse) prior to his death from an
accidental gunshot wound; brown areas are abnormal tau deposits. Middle Bottom: Microscopic
enhancement of Grimsley's brain demonstrating neurofibrillary tangles. Right Top: Section of brain of 73
year old former professional boxer who died in a nursing home with clinical diagnosis of dementia
pugilistica after several year decline in functioning; brown areas demonstrate widespread tau deposition.
Right Bottom: micrescopic enhancement of boxer’s brain demonstrating widespread tau deposits

Figure 2

Table 1. Clinical Features of Chronic Traumatic Encephalopathy

Behavioral Features Mood Features Cognitive Features Motor Features

Explosivity Depression Memory impairment Parkinsonism
Loss of control Hopelessness Executive dysfunction = Ataxia

Short fuse Anxiety Lack of insight Dysarthria
Aggression and rage Irritability Perseveration Gait Disturbance
Impulsivity Labile emotions Impaired attention Tremor
Physical/verbal violence @ Apathy Poor concentration Masked facies
Paranoid delusions Loss of interest Language difficulties Rigidity

Dementia Muscle weakness
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Although there are have been tremendous gains in our understanding of CTE dur-
ing the last decade, there remain many important questions (see Table 2). Most of
these questions cannot easily be answered until CTE can be diagnosed during life.
However, we cannot wait until CTE can be diagnosed during life to begin to examine
the short-term and long-term neurological consequences of repetitive head impacts in
athletes.

How common is CTE?
Is CTE a critical public health issue?
Will the incidence of CTE increase over the next few decades?
Above and beyond having a history of repetitive head impacts, what are the risk factors for
CTE?
Do genetics play a role in determining who gets CTE or how severe it is?
What types of brain trauma exposure increase risk?
Is there a certain age in childhood or adolescence when the brain is more vulnerable to
repetitive head impacts, increasing CTE risk?
Does everyone with CTE pathology have cognitive and neuropsychiatric impairments?
Do all people with early stage neuropathological CTE (i.e., focal perivascular p-tau in sulcal
depths) progress and develop symptoms?
Are all of the clinical features thought to be associated with CTE specifically related to CTE
p-tau neuropathology?
Can we distinguish between Alzheimer's disease and CTE by clinical examination?
How can we treat the symptoms of CTE effectively?
Can we modify the disease course of CTE if we intervene early?
Can CTE be prevented?

Concussions are the Tip of the Iceberg: Importance of Subconcussive
Trauma

The Centers for Disease Control and Prevention (CDC) estimates as many as 3.8
million concussions occur in the U.S. each year through sports and recreational ac-
tivities. It is clear that a single sports-related concussion can result in significant
physical, emotional, and cognitive symptoms and signs. Although the majority of
concussions resolve within a few weeks, 10-30 percent result in prolonged recovery
(i.e., post-concussion syndrome). However, at some point, a single concussion is like-
ly to completely resolve and result in no long-term consequences. It is likely that
concussions are only the “tip of the iceberg,” when it comes to long-term neurological
problems, in general, and CTE, in particular. What is significantly more common
than symptomatic concussions are “subconcussive” hits. This subconcussive trauma
is believed to occur when there is impact to the brain with adequate force to have
an effect on neuronal functioning, but without immediate symptoms and signs of
concussion. Some sports (e.g., American tackle football) and positions (e.g., lineman)
are very prone to these impacts. The most common method used to quantify the
number of these subconcussive impacts involves helmets outfitted with
accelerometers, devices that measure the linear, lateral, and rotational forces of im-
pacts. Numerous studies have been published over the past 10 years, primarily in
tackle football at the high school and college level. For example, a study by Broglio
and colleagues (2011) found that high school football players received, on average,
652 hits to the head in excess of 15g of force in a single season. One player received
2,235 hits. The average number of hits in college players is even greater. There is
now growing evidence that even after one season, repetitive subconcussive trauma
can lead to cognitive, physiological, and structural changes to the brain (e.g., Abbas
et al., 2015; Davenport et al., 2014, 2016; Helmer et al., 2014; McAllister et al., 2012;
Breedlove et al., 2012; Poole et al., 2015; Kawata et al., 2017). One recent study of
youth (8-12 year olds) tackle football by researchers at Wake Forest University
(Bahrami et al., 2016) had rather striking results. In this study, the players under-
went a special type of MRI scan, referred to as diffusion tensor imaging (DTI), prior
to the season, and then again following the football season. The players wore hel-
mets with accelerometers during the course of the season. Without including any
players with symptomatic, diagnosed concussions, the researchers found that play-
ers who experienced greater cumulative head impact exposure (i.e., more hits above
a g-force threshold across the season) had more changes in the integrity of the white
matter of the brain. Research studies such as these provide strong support that
there are short-term neurological consequences of repetitive subconcussive trauma.
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Cumulative Head Impact Exposure

One thing we do know about CTE is that every case of post-mortem diagnosed
CTE has had one thing in common: a history of repetitive brain trauma (Bieniek
et al., 2015). This means that the repetitive brain trauma is a necessary factor in
developing this disease. However, it is not a sufficient factor. That is, not everyone
who hits their head repeatedly will develop this progressive brain disease. There are
additional, as yet unknown, variables that lead to CTE, such as genetic suscepti-
bility or specific aspects of the exposure to the brain trauma (e.g., severity and type
of trauma, amount of rest between hits, total duration of exposure to trauma, cumu-
lative number of head impacts, age of first exposure). An important next step in
CTE research is to examine the specific aspects of head impact exposure, vis-a-vis
risk for later life neurological changes.

Similar to measuring and modeling “exposure” to toxins in the environment or in
the workplace, our group has been employing the approaches and techniques used
in Exposure Science to guide our examination of exposure to head impacts through
tackle football. We recently published a study evaluating the relationship between
the estimated cumulative number of head impacts received playing amateur football
and later life mood, behavioral, and cognitive functioning (Montenigro et al., 2016).
In this study, we developed the cumulative head impact index (CHII), using a sam-
ple of 93 former high school and college American football players, with an average
age of 47. The CHII was calculated from an algorithm based on the number of sea-
sons played, position(s) played, levels played (youth, high school, college), and esti-
mated head impact frequencies from published helmet accelerometer studies. The
total number of hits was not meant to reflect merely the number of “concussions,”
but, rather, all impacts above a minimum force, including those referred to as sub-
concussive hits. The average number of total impacts estimated to have been re-
ceived by participants in our study was 7,742, a number that is consistent with the
range of cumulative impacts expected for former high school and college football
players based on previous published helmet accelerometer studies. We found a
strong, dose-response relationship between the estimated total number of head im-
pacts experienced through youth, high school, and college football and the risk of de-
veloping clinically-meaningful cognitive, mood, and behavioral impairments later in
life. Figures 3 and 4 depict the dose-response relationships between the CHII and
later-life depression and cognitive impairment, respectively. In layman’s terms, the
more hits to the head a football player received in his career, the more likely he
was to have impaired cognitive functioning, as well as depression, apathy, and be-
havioral regulation difficulties.

p-value < 0.0001
0.94
0.56
(0.34-0 81)
0.8 4
048
0.74 (0.29-0 68)
=
=]
@ O.E-| o
g (0.24-052)
o 054
o Threshold
S 4 1801 027
= 04 (0.19-0.38)
[ 'I' als
o
0 3—| 018 1
© e,fi‘g 22) l
024 012
011,013 L
0.14 Dasels
Risk
00 L L L T T T
0-1801 1801-2801 2801-3801 3801-4801 4801-5801 5801-6801
CHII Dose

Figure 3



64

p-value < 0.0001 004
104 083 (0.80-0.65)
(0.68-0 04)
09 J.
- 065
S o084 (0.48-0.79)
2
g 0.7 4
£ 06
. 043
2 (0.33-054) 1
T 054
g, Threshold
S 04- 7251 J.
-
=] 023
¥ 0.34 (0.19-0.28)
'x T
0.24 rery
{0.08-0.11)
0.1
Baselne
0.0 U : - - - :
0-7251 7251-8251 8251-9251 9251-10251  10251-11251  11251-12251
CHIl Dose
Figure 4

We have also found significant relationships between greater lifetime exposure to
head impacts in football (using the CHII metric) and objective biomarkers of pos-
sible overall neurodegeneration in former NFL players between the ages of 40-69
years. For example, in one study (Alosco et al., 2016), the greater the exposure level
(i.e., the amount of estimated head impacts), the higher the amount of total tau pro-
tein in blood, as determined by a state-of-the-art blood test using ultrasensitive sin-
gle-molecule array (Simoa) assays (p = 0.014; see Figure 5). Other studies from our
group have found significant relationships between the estimated overall exposure
to head impacts and the amount of atrophy of specific areas of the brain (using mag-
netic resonance imaging [MRI]), as well as alterations in brain chemistry (using
magnetic resonance spectroscopy [MRS]). The relationship between the total years
playing football and the severity of postmortem tau pathology in CTE has also been
reported (Cherry et al., 2016).
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Figure 5



65

Age of First Exposure to Tackle Football

The brain undergoes significant maturation and development during childhood,
with several brain structures and functions reaching their peaks or plateaus of de-
velopment during the period leading up to age 12 (see Table 3). Our group con-
ducted a study to investigate whether or not there is a relationship between experi-
encing repeated hits to the head during this critical period of brain development and
cognitive difficulties later in life (Stamm et al., 2015). Participants in this study
were former NFL players ages 41-65 who were part of my NIH-funded DETECT
study at Boston University. The former players were divided into two groups: those
who began playing tackle football before age 12 and those who began at age 12 or
older. We examined their performance on tests of memory and mental flexibility. We
found that even after accounting for the total number of years they played football,
those who began playing before age 12 performed significantly worse on all tests we
measured. This suggests that being hit in the head repeatedly through tackle foot-
ball during a critical time of brain development is associated with later-life cognitive
difficulties. In a subsequent similar study (Stamm et al., 2015) of the same sample
of former NFL players, conducted in collaboration with my colleagues, Drs. Martha
Shenton and Inga Koerte at Brigham and Women’s Hospital in Boston, we exam-
ined the relationship between the age of first exposure to tackle football and the
structural integrity of the corpus callosum, the large white matter fiber tracts con-
necting the two hemispheres of the brain. The former players underwent MRI scans
with diffusion tensor imaging (DTI) which showed that subjects who began playing
football before age 12 were found to have significantly altered integrity of the ante-
rior portions of the corpus callosum at middle-age, compared to those who began
playing football at age 12 or older.

The participants in these studies were all former NFL players, which limits the
ability to apply these findings to other groups of athletes. However, in another in-
vestigation from our group, we studied former football players who only played up
through high school or college, and we found that those who began playing tackle
football before age 12 had significantly greater impairments in mood and behavior
as adults, compared with those who began playing at age 12 or older. More research
is needed to study this question in athletes who played other sports, and female ath-
leteis, as females generally reach milestones of brain development earlier than
males.

Neurodevelopmental Milestone Age Exemplar Reference

Peak amygdala and hippocampal volume 9-12  Uematsu et al. 2012
Regional peak gray matter volumes 10-12 Giedd et al. 1999
Regional peak cortical thickness 8-11 | Shaw et al. 2008

Microstructural maturation of the genu and
splenium of the corpus callosum

Peak myelination rate 11-12 | Thatcher 1991
Peak cerebral blood flow 10-12 Epstein 1999
Beginning of cerebral glucose metabolism decline 10 | Chugani et al. 1987

8-12 Lebel et al. 2008

Diagnosing CTE During Life

Our group at BU and other scientists from around the country and abroad are
conducting research to develop methods of accurately diagnosing CTE during life.
Fortunately, because CTE is similar to Alzheimer’s disease and other
neurodegenerative disorders, we can exploit the incredible discoveries and advances
in diagnostic tests developed for these other disorders in recent years to accelerate
our ability to diagnose CTE during life. Once we can accurately diagnose CTE, we
will be able to more clearly address the important questions listed above in Table
2. We will be able to differentiate between CTE and other causes of cognitive and
behavioral change, including Alzheimer’s disease, Frontotemporal Dementia, PTSD,
persistent symptoms from previous repetitive or single concussions, “routine” de-
pression and aggressive behavior, and others. We will be able to measure more
clearly the true incidence and prevalence of the disease. We will be able to deter-
mine more accurately the risk factors (including genetic and exposure variables) for
developing CTE. Perhaps most importantly, we will be able to begin clinical trials
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for the treatment and prevention of CTE, as new anti-tau compounds (as well as
other disease modifying treatments) move through the pharmaceutical development
pipeline. And, similar to Alzheimer’s disease and other neurodegenerative diseases,
the earlier a disease modifying treatment can be initiated, the more likely it will
be successful in slowing the progression of symptoms. That is, once a disease has
resulted in too much destruction of brain tissue, it may be too late to intervene suc-
cessfully (i.e., the destroyed tissue cannot be regenerated). Therefore, early detection
of the disease, before symptoms manifest, can potentially prevent the symptoms
from ever appearing. However, it is likely that not all CTE will be able to be pre-
vented and, therefore, there will always be need for successful methods of treating
and slowing the progression of symptoms.

Development of Biomarkers for CTE Diagnosis

In 2011, T was fortunate to receive a grant co-funded by the National Institute
of Neurologic Diseases and Stroke, the National Institute of Aging, and the National
Institute of Childhood Health and Development (Grants #s R01NS078337 and
R56NS078337) for a study referred to as, “Diagnosing and Evaluating Traumatic
Encephalopathy using Clinical Tests” (DETECT). The goals of the DETECT study
(which was the first grant ever funded by NIH to study CTE) were to examine the
later-life clinical presentation of former NFL players at high risk for CTE, and to
begin to develop in vivo biomarkers for CTE. The DETECT study concluded in 2015
and involved a total of 96 symptomatic former NFL players and 28 same-age asymp-
tomatic controls without head trauma history. All research participants underwent
extensive brain scans, lumbar punctures (to measure proteins in cerebrospinal
fluid), electrophysiological studies, blood tests (e.g., for genetic studies and novel po-
tential biomarkers), and in-depth neurological, neuropsychological, and psychiatric
evaluations. In addition, Dr. Martha Shenton of the Brigham and Women’s Hospital
and I received Department of Defense funding for a related study to examine a
promising new Positron Emission Tomography (PET) ligand (developed and owned
by Avid Radiopharmaceuticals) that is designed to attach to abnormal forms of tau
protein, such as those found in CTE. I also received a separate grant from Avid
Radiopharmaceuticals to examine that same PET scan, in conjunction with col-
leagues from Banner Alzheimer’s Institute and Mayo Clinic Arizona. Results from
the DETECT study have been very promising, resulting in preliminary support for
potential blood biomarkers of CTE (e.g., Alosco et al., 2017; Stern et al., 2016; See
Figure 6), as well as a variety of potential MRI and MRS biomarkers (e.g., Koerte
et al., 2016). In addition, preliminary analyses of the tau PET data are encouraging.
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Figure 6. Significant relationship between the amount of plasrma exosomal tau and worse
performance on a complex cognitive test.
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The DETECT study was just the first step. Much more research is needed, includ-
ing studies with longitudinal designs and much larger and more diverse samples,
the inclusion of newer techniques and technologies, as well as post-mortem valida-
tion of the findings during life.

DIAGNOSE CTE Research Project

In December 2015, I, along with three co-principal investigators (Jeffrey
Cummings, M.D., from the Cleveland Clinic; Eric Reiman, M.D., from Banner Alz-
heimer’s Institute; Martha Shenton, Ph.D., from Brigham & Women’s Hospital),
were honored to receive a $16 million collaborative research grant funded by the
National Institute of Neurological Disorders & Stroke (U01NS093334), entitled,
“Chronic Traumatic Encephalopathy: Detection, Diagnosis, Course, and Risk Fac-
tors.” The goals of the project are summarized in Table 4.

Table 4. DIAGNOSE CTE Research Project Goals

1. Collect and analyze neuroimaging and fluid biomarkers for the in vivo detection of CTE
2. Characterize the clinical presentation of CTE

3. Examine the progression of CTE over a three-year period

4, Refine and validate diagnostic criteria for the clinical diagnosis of CTE

5. Investigate genetic and head impact exposure risk factors for CTE

6. Share project data with researchers across the country and abroad

To study the clinical presentation, diagnostic criteria, biomarkers, and risk factors
of CTE requires expertise across many disciplines, including neurology,
neuropsychology, psychiatry, neuroimaging, molecular medicine, neuropathology, ex-
posure science, genetics, biostatistics, bioinformatics, engineering, and others. This
project brings together a network of approximately 50 scientists from 10 major re-
search institutions from across the country, including Banner Alzheimer’s Institute
in Arizona, BU Schools of Medicine and Public Health, Brigham and Women’s Hos-
pital (Harvard Medical School), Cleveland Clinic Lou Ruvo Center for Brain Health
in Las Vegas, Mayo Clinic Arizona, New York University (NYU) Langone Medical
Center and NYU School of Medicine, VA Puget Sound, University of Washington,
Molecular Neurolmaging (New Haven, CT), and the Neuroinformatics Research
Group and Central Neuroimaging Data Archive (CNDA) at Washington University
School of Medicine (in St. Louis).

This 7-year, longitudinal, multicenter investigation, referred to as the Diagnostics,
Imaging, And Genetics Network for the Objective Study & Evaluation of Chronic
Traumatic Encephalopathy (DIAGNOSE CTE) Research Project, is well underway.
In total, we will examine 240 former professional football players, former college
football players, and healthy controls (without history of contact sports of brain
trauma), between the ages of 45-74. Participants will undergo extensive testing over
a three-day period at one of four sites (see Table 5), and then return three years
later for a follow-up evaluation. Examinations include: Advanced MRI and MRS im-
aging; two brain PET scans to measure abnormal tau and amyloid protein deposits,
respectively; lumbar punctures, to measure proteins and other substances in cere-
brospinal fluid; blood and saliva collection, to measure proteins and other com-
pounds using state-of-the-art analyses; extensive neuropsychological, neuropsychia-
tric, neurological, and motor examinations; and genetic testing, as part of risk factor
analyses. We are fortunate to have an External Advisory Board made up of Key
Opinion Leaders, including David Knopman, M.D., External Advisory Board Chair
(Professor of Neurology, Mayo Clinic), Col. Dallas Hack, M.D. (Ret.) (Medical Lead-
er, One Mind), Brian Hainline, M.D. (Chief Medical Officer, National Collegiate Ath-
letic Association), Mike Haynes (Member of Pro Football Hall of Fame, President
and founder, Mike Haynes & Assoc.), Thomas McAllister, M.D. (Chair, Department
of Psychiatry, Albert Eugene Stern Professor of Clinical Psychiatry; Indiana Univer-
sity School of Medicine), Arthur Toga, M.D. (Provost Professor; Director of the Insti-
tute for Neuroimaging and Informatics, University of Southern California), and Mi-
chael Weiner, M.D. (Professor of Medicine, Radiology, Psychiatry, and Neurology,
University of California San Francisco). We are confident that based on the results
of this study, along with scientific advances in the diagnosis of other
neurodegenerative diseases, CTE will be able to be accurately diagnosed during life
within the next 5-10 years.
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Table 5. DIAGNOSE CTE Research Project Evaluation Sites

Arizona Boston
Mayo Clinic-Scottsdale BU School of Medicine
Site Pl: Charles Adler, M.D., Ph.D. Site Pl: Robert Stern, Ph.D.
+ PET scans at Banner Alzheimer’s + MRI's at Brigham and Women's
Institute, Phoenix Hospital
Las Vegas New York
Site PI: Charles Bernick, M.D. Site PI; Laura Balcer, M.D., M.P.H.
Cleveland Clinic Lou Ruvo Center for Brain ~ New York University Langone Medical
Health Center

Concussions, Repetitive Subconcussive Head Impacts, and CTE

Over the past 10 years, there have been tremendous strides made in sports con-
cussion awareness, prevention, detection, and management. These gains have re-
sulted in improved public health and have likely saved the lives of many American
athletes. Continued efforts must be made to better detect concussion using objective
tests, to reduce risk for concussion, and to educate players, parents, coaches, med-
ical staff, and the public as a whole, about the concussions. However, I am con-
cerned that there is confusion regarding the difference between concussion and CTE.
A concussion is an acute brain injury, which, if managed appropriately, results in
transient symptoms, without long-term consequences. CTE, on the other hand, is a
neurodegenerative disease that has only been diagnosed in individuals with a his-
tory of repetitive head impacts. As stated above, the disease appears to begin at the
time of exposure to those repetitive impacts but often does not result in any symp-
toms until years or decades following the cessation of the exposure (i.e., ending in-
volvement in the sport). It also appears that it is the overall exposure to repetitive
head impacts (including the much more common subconcussive trauma) that results
in later life neurological disorders, including CTE. In short, concussion and CTE are
very distinct, and yet, there seems to be widespread confusion about this. My hope
is that the national discussion about brain trauma in football and other contact
sports can shift from a focus primarily on “concussion” to the much more common
and, potentially more problematic, subconcussive trauma. In other words, the big
hits and symptomatic concussions can be easily observed, counted, and, with appro-
priate societal effort, reduced. However, the repetitive, subconcussive hits are cur-
rently viewed as fundamental to certain sports (e.g., routine plays in American tack-
le football, heading in soccer), but may have a greater negative overall impact on
public health.

Tackle Football History

American tackle football began in the late 19th century. It was originally played
without any protective headgear and then thin leather helmets were worn. However,
it was not until the 1950s and 1960s that hard plastic helmets with facemasks were
used. The helmets were developed to prevent skull fractures (which they did and
continue to do extremely well), but they also allowed individuals to hit their head
repeatedly against their opponent without feeling pain, thus possibly creating a
sense of invincibility and also portraying minimal safety concerns. In the 1960s and
early 1970s, children started to play organized American tackle football when Pop
Warner youth football became popular nationally. From a public health perspective,
the first individuals who played youth football are currently in their late 50s and
60s, and the first individuals who played college football with hard plastic helmets
and facemasks are currently in their mid-70s. Aside from boxing, there does not
seem to be any other activity that human beings have been involved with that in-
cludes exposure to hundreds, thousands, or even tens of thousands of head impacts.
Although boxing has been around for hundreds of years, it was not until the mid-
20th century that it involved extensive exposure to repetitive head impacts. It was
at that time that the padded glove was used routinely (initially meant as a means
of protecting the hands from injury, but also resulted in increased numbers of blows
to the head). Therefore, it is only in the past 55-65 years that large numbers of
human beings have been exposed to repetitive head impacts. While the epidemiology
of CTE is unknown, it is possible that millions of living older adults are currently
at high risk for CTE or other long-term neurological conditions due to their history
of exposure to repetitive head impacts.
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Decision-Making Regarding Participation in Tackle Football

With increased knowledge of the potential short-term and long-term risks of re-
petitive head impacts and other injuries incurred through tackle football, adult ath-
letes should be able to make informed decisions about participating. However, the
issue of youth participation is quite different because children’s brains are not yet
fully developed, especially the frontal lobes, the parts of the brain responsible for
complex thought, planning, judgement, abstract thinking, and decision-making. As
such, children and adolescents are not able to weigh the long-term risks and bene-
fits of playing tackle football (Bachynsky, 2016). Parents and other adults involved
in the decision-making process and in setting policies often search for guidance from
professional organizations, such as groups of medical and scientific experts. One
such organization is the American Academy of Pediatrics (AAP) and its Council on
Sports Medicine and Fitness which, after reviewing the literature regarding tackling
and football-related injuries (including concussions, subconcussive trauma, and
CTE), published a Policy Statement, as part of the AAP “Organizational Principles
to Guide and Define the Child Health Care System and/or Improve the Health of
all Children.” (Council on Sports Medicine and Fitness, 2015). At the end of their
review, they provided the following summary (with italics added for emphasis):

Removing tackling from football altogether would likely lead to a decrease in
the incidence of overall injuries, severe injuries, catastrophic injuries, and con-
cussions. The American Academy of Pediatrics recognizes, however, that the re-
moval of tackling from football would lead to a fundamental change in the way
the game is played. Participants in football must decide whether the potential
health risks of sustaining these injuries are outweighed by the recreational ben-
efits associated with proper tackling. (Council on Sports Medicine and Fitness,
2015; p. e1426)

It is my opinion that if making a fundamental change to the way a game is played
would likely decrease injuries, severe injuries, catastrophic injuries, and brain inju-
ries (i.e., concussions), then perhaps there should be a recommendation that such
a fundamental change should be made. And, similar to Bachynsky (2016), in his edi-
torial in the New England Journal of Medicine critiquing the AAP Policy Statement,
I strongly believe that youth are not capable of making their own decisions about
participation in a game with these known short-term and long-term risks. There-
fore, parents, guardians, school officials, leagues, coaches, state Departments of
Health, and other key decision-makers, require ongoing, up-to-date scientific/medical
information and guidance, not merely from the media or from groups with potential
financial conflicts of interest or other biases.

Consensus Statements developed at conferences sponsored and organized by insti-
tutions with financial conflicts of interest (e.g., Fédération Internationale de Foot-
ball Association [FIFA], Federation for Equestrian Sports [FEI], International Olym-
pic Committee [IOC], International Ice Hockey Federation [IIHF]), and written by
experts in concussion and brain injury, rather than in neurodegenerative diseases,
may not necessarily result in accurate summaries and recommendations regarding
the relationship between repetitive head impacts and CTE. One example of a Con-
sensus Statement published by a less biased group of clinicians and scientists (in-
cluding several with expertise in neurodegenerative diseases and neuroscience) is
the “Expert Consensus Document” resulting from a one-day meeting convened by
Safe Kids Worldwide, the Alzheimer’s Drug Discovery Foundation, and the Andrews
Institute for Orthopedics and Sports Medicine (Carmen et al., 2015). Based on their
review of the literature pertaining to CTE, they concluded that CTE is a “disease
associated exclusively with repetitive head trauma,” that “. . . long sporting careers
are not required for CTE development, and that youth athletes represent an at-risk
population.” (p. 233)

Continued discussion and collaboration amongst expert scientists and clinicians
about the current state of scientific knowledge regarding short-term and long-term
consequences of repetitive head impacts in contact sports is critically needed. Gov-
ernmental organizations (e.g., NIH, Department of Defense, Centers of Disease Con-
trol and Prevention, Department of Veteran’s Affairs) which serve as the primary
funders of biomedical research can and should take the lead, by convening expert
panels to help guide future scientific discovery in this area, as well as to provide
the public with accurate, unbiased, state-of-the science summaries and recommenda-
tions aimed at issues pertinent to improving public health.

Increased Funding for CTE Research

In order to tackle the complex issue of CTE, we must continue to expand upon
current approaches to conducting research in neurodegenerative disease. We must
continue to break down the traditional silos of individual research labs, research in-
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stitutions, and disciplines, and begin to conduct multidisciplinary, collaborative, and
translational research, bringing together the very best scientists, novel methodolo-
gies, and state-of-the-art technology. Most importantly, we cannot forget that our re-
search must focus on reducing individual human suffering and improving public
health. Alas, this requires tremendous financial support. There is the possibility
that millions of Americans are at risk for developing CTE and other long-term neu-
rological complications from exposure to repetitive head impacts in the sports they
participated in during youth, high school, and college, over the past six decades.
However, there remain critical questions in need of answers and gaps in our sci-
entific knowledge are in need of filling. We must do everything we can to continue
to reap the profound benefits of American sports while also assuring that we protect
the health and safety of former, current, and future American athletes.

Summary

In summary, many of our most cherished American sports, such as tackle football,
soccer, and hockey, involve repetitive blows to the head, often resulting in changes
to brain structure and function, even after just one season of play. This exposure
to repetitive head impacts (often without any experience of symptomatic concus-
sions) potentially leads to a degenerative brain disease with later life impairments
in behavior, mood, and cognition, as well as the development of dementia and lack
of independent functioning. Therefore, it is imperative that we: (1) determine who
may be at increased risk for CTE and other long-term consequences of the repetitive
head impacts experienced by athletes at all ages; (2) develop methods of accurately
diagnosing CTE during life (perhaps even before symptoms); and (3) create and test
methods of slowing the progression of the disease, treating its symptoms, and even
preventing the onset of symptoms altogether. I want to close by thanking the Com-
mittee for your interest in addressing this important issue and for your continued
commitment toward protecting the health and safety of all athletes.
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The CHAIRMAN. Thank you, Dr. Stern.
Ms. Williams.

STATEMENT OF LAURYN WILLIAMS, OLYMPIAN
AND PROUD TRUESPORT AMBASSADOR,
UNITED STATES ANTI-DOPING AGENCY

Ms. WiLLIAMS. Mr. Chairman, Ranking Member Nelson, mem-
bers of the Committee.

Good morning. My name is Lauryn Williams. I am a four-time
Olympian, a three-time Olympic medalist, and a proud United
States Anti-Doping Agency TrueSport Ambassador.

I want to thank this Committee for its interest in clean sport and
for the opportunity to appear before you today to discuss how we
can better protect the rights of athletes around the world.

When I started running at 9 years old, I never imagined I would
one day be competing in the Olympic Games, much less to compete
four times. Yet, I obtained the unobtainable. I became the first
American woman to win medals in both the Summer and Winter
Olympics. I was naturally fast from the start, but innate talent was
not always enough.

The cost of Olympic achievement is high. Opportunities cost. The
pursuit of an Olympic dream costs money, time, experiences, and
your social life among other things. But these expenditures are not
always a sacrifice, but a choice.

The thing is while we choose to chase the extraordinary mo-
ments, we do so believing the basic idea that every athlete deserves
to compete on a level playing field. Sadly, that notion is under at-
tack and with it, the very credibility of the Olympic Games.

Why? Because of the use of performance enhancing drugs. Short-
cuts are being taken for personal gain. Podium moments are being
stolen. And perhaps most disheartening, this kind of abuse con-
tinues ad nauseam because sports leaders around the world cannot
find the will, or courage, to properly protect athletes.

Chairman Thune, members of the Committee, I encourage you to
imagine dedicating your entire life to the mission of representing
your country and achieving your best performance. To give your
blood—literally give your blood—sweat, and tears, only to have
your dreams stolen by someone willing to cheat. Someone willing
to corrupt themselves and the sport you love for a hollow victory.
It is devastating. And when this happens, clean athletes look to
sport leaders who are supposed to be our advocates, but we seldom
get worthwhile responses.
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When doping goes unpunished, clean athletes are left wondering,
what would my life look like if I had actually competed on a level
playing field? Am I owed a moment on the podium? Should I have
trained for another Olympics? Did I miss sponsorships and en-
dorsements that only come with an Olympic medal? The unan-
swered questions degrade the experience significantly.

Of course, there is individual suffering when clean athletes lose
their moments to cheaters, but it corrupts the experience for oth-
ers. Fans, spectators, sponsors, and society as a whole are left ask-
ing, “Why play if the game is rigged and if the destination has be-
come more important than the journey?”

I am not the first athlete to say this on Capitol Hill. In February,
the House Energy and Commerce Subcommittee on Oversight and
Investigations heard Adam Nelson, the American shot putter who,
9 years after the 2004 Summer Olympics, received his gold medal
in an airport food court; really, a food court. And they heard from
Michael Phelps, the most decorated Olympian in history, who de-
spite his own unprecedented success, still questions whether he
truly ever competed on a level playing field while on the inter-
national stage.

The reason that athletes like Adam, Michael, and myself speak
on issues like this is because we know that here in the United
States, we are being held to the highest standard there is.

However, while American athletes are asked to report their
whereabouts 24 hours a day, 7 days a week so that drug testers
can knock on our door unannounced to request we pee in a cup, or
give blood, many athletes from other parts of the world are not.

The simple truth is, not all elite athletes worldwide are being
held to the same standard we are and it is a frustrating reality.

I was tested 66 times during my athletic career. That is 66 dif-
ferent times that a doping control officer tapped me on the shoul-
der after a competition, or showed up at my home at 6 a.m., wak-
ing me and my family to take my blood, watch me pee in a cup
no matter what time of the month it was. That is 66 times I bore
the burden of having to prove I was competing clean, that I was
doing it the right way.

Yet somehow, and this is important, of the 11,470 athletes who
competed in Rio de Janeiro last summer, a staggering 4,125 of
those athletes have no record of testing in the 12 months prior to
the Olympic Games. That is unacceptable!

So, I am here today to ask you this, how many more? How many
more Olympic Games are we going to allow to be corrupted by per-
formance enhancing drugs? How many more podium moments need
to be stolen? How many more dreams crushed? What kind of mes-
sage are we sending to the next generation of competitors?

As athletes, we have a responsibility to require that our voices
are heard and that we have an opportunity to be engaged in the
conversation that directly affects us.

Mr. Chairman, I encourage our Government, and governments
from around the world, to exercise your influence for this important
cause.

We are just 266 days away from the Winter Games in
PyeongChang. The clock is ticking. The time is now.

Thank you for your time.
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[The prepared statement of Ms. Williams follows:]

PREPARED STATEMENT OF LAURYN WILLIAMS, OLYMPIAN AND PROUD TRUESPORT
AMBASSADOR, UNITED STATES ANTI-DOPING AGENCY

Mr. Chairman, members of the Committee, good morning. My name is Lauryn
Williams; I am a four-time Olympian, three-time Olympic medalist and a proud
United States Anti-Doping Agency TrueSport Ambassador. I want to thank this
Committee for its interest in clean sport and for the opportunity to appear before
youl(tloday to discuss how we can better protect the rights of athletes around the
world.

When I started running at 9 years old I never imagined I would one day be com-
peting in the Olympic Games, much less four times. Yet, I obtained the
unobtainable, and I became the first American woman to win medals in both the
summer and winter Olympics. I was naturally fast from the start, but innate talent
isn’t always enough.

The cost of these achievements is high. Opportunities cost. The pursuit of an
Olympic dream cost time, money, experiences, social life, but the cost of these things
are not a sacrifice but a choice.

But the thing is: while we choose to chase the extraordinary moments, we do so
believing the basic idea that every athlete deserves to compete on a level playing
field. But sadly, that notion is under attack . . . and with it, the very credibility
of the Olympic Games.

Why?

Because of performance-enhancing drug use.

Shortcuts are being taken for personal gain. Podium moments are being stolen.
And perhaps most disheartening, this kind of abuse continues ad nauseam because
sp}(ﬁ‘t leaders around the world cannot find the will, or courage, to properly protect
athletes.

Mr. Chairman I encourage you to imagine an entire life dedicated to the mission
of representing your country and achieving your best performance. To give your
blood, literally give your blood, sweat and tears, only to have your dreams stolen
by someone willing to cheat. Someone willing to corrupt themselves and the sport
you love for a hollow victory. It’s devastating. And when this happens, clean athletes
look to the sport leaders who are supposed to be our advocates . . . but we seldom
get a worthwhile response.

When doping goes unpunished, clean athletes are left wondering: What would my
life look like if I had actually competed on a level playing field? Am I owed a mo-
ment on the podium? Should I have trained for another Olympics? Did I miss spon-
sorships or endorsements that only come with an Olympic medal? The unanswered
questions degrade the experience significantly.

There is individual suffering when clean athletes lose their moment to cheaters,
but it corrupts the experience for everyone. Fans, spectators, sponsors, and society
as a whole are left asking “Why play if the game is rigged? . . . If the destination
has become more important than the journey?”

I'm not the first athlete to say this on Capitol Hill. In February, the House En-
ergy and Commerce Subcommittee on Oversight and Investigations heard from
Adam Nelson, the American shot putter who, nine years after the 2004 Summer
Olympics, received his gold medal in an airport food court. And they heard from Mi-
chael Phelps, the most decorated Olympian in history, who despite his own unprece-
dented success, still questions whether he ever truly competed on a level playing
field while on the international stage.

The reason that athletes like Adam, Michael, and myself speak on these issues
is because we know that here in the United States, we are being held to the highest
standard there is.

However, while American athletes are asked to report their whereabouts 24 hours
a day, seven days a week so that drug testers can knock on our door unannounced
to request we pee in a cup, or give blood, many athletes from other parts of the
world are not. The simple truth is, not all elite-level athletes worldwide are being
held to the same standard as we are and it is frustrating reality.

I was tested 66 times during my athletic career. That’s 66 different times a doping
control officer tapped me on a shoulder after a competition, or showed up at six a.m.
to take blood or watch me pee in to cup. That’s 66 times that I bore the burden
of having to prove I was competing clean—that I was doing it the right way. Yet,
somehow—and this is important . . . Of the 11,470 athletes who competed in Rio
de Janeiro last summer, a staggering 4,125 of those athletes had no record of testing
in the 12-months prior to the Games. That’s unacceptable!
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So, I'm here today to ask you this:

How many more?

How many more Olympic Games are we going to allow to be corrupted by per-
formance-enhancing drug use?
How many more podium moments need to be stolen?
How many more dreams crushed?
What kind of message are we sending to the next generation of competitors?
As athletes, we have a responsibility to require that our voices heard and that
we have an opportunity to be engaged in a conversation that directly affects us. Mr.
Chairman I encourage our government, and governments from around the world, to
exercise your influence for this important cause.
We are just 266 days away from the Winter Games in PyeongChang . . . The
clock is ticking . . . The time is now.

The CHAIRMAN. Thank you, Ms. Williams.

I will start with asking questions and we will do five minute
rounds with members of the Committee.

Ms. Deutscher, I want to begin again by thanking you and your
husband for being here and express our sympathy to you for your
family’s loss.

Just looking back on that tragic experience, do you have rec-
ommendations for other parents whose children face sports inju-
ries? And then maybe as a follow-up, are there warning signs that
you can share with other parents who are in similar situations?

Ms. DEUTSCHER. Education to me is key for the parent.

When it happened with Nick when he said, “This Hydrocodone
is not cutting it,” we should have just said stop. That would be the
advice that I would give to other parents. If it does not seem right,
it is probably not right.

The thing is we had excellent physicians. We had a great athletic
trainer who was working with Nick at OI. It just seems like edu-
cation and awareness of this issue is just so key.

The warning sign for Nick was when he said he needed addi-
tional. I told Jeff, “He has his hand out for this Hydrocodone.” So
that is a big red flag. But he was still going to school. He was
training. He was rehabbing to get back for the last game of the sea-
son.

I just think education and awareness and follow your instincts,
but it was 2011 and there was not the highlight on it that there
is now.

I do have to say, though, that addiction hits so swiftly. I mean,
it just kind of happened before our eyes. We all wanted Nick to
play football, everybody from the coaches, to the other parents, to
us. So education, awareness, and do not be afraid to raise your
hand and say stop. Then once the addiction does kick in, it is just
a sad, long journey.

Thank you.

The CHAIRMAN. Thank you.

Ms. Williams, Derek Miles who, as you know, is the Associate
Coach at the University of South Dakota recently received a bronze
medal for his performance at the 2008 Olympic Games in Beijing.
He received this medal more than eight years after the actual
games because the athlete that actually stood on the podium in
Beijing tested positive for a banned substance. You mentioned this
in your testimony and referred to it.
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How many other American athletes like Derek, do you think, are
still waiting to receive the Olympic medal they rightfully earned?
What can be done to ensure that that long awaited and deserved
medal gets there sooner rather than later?

Ms. WiLLIAMS. I believe there are many other athletes that are
entitled to a medal that they did not receive, a moment that has
been stolen from them.

The thing that we need to do, one of the most important right
now, is to store samples a lot longer. So right now, they are storing
samples for 10 years, which is how Adam Nelson, 9 years after his
medal, was able to find out that the person had used performance
enhancing drugs.

The longer we can store these samples, the better our technology
is getting, and we can look back and say, “Now we have new tech-
nology and we can know what you were using at this time.” And
we can restore those opportunities.

But what we need to be doing too is to stop that from happening
and get the technology now, so that if we are getting positive tests,
we do not give medals to people who did not rightfully earn them.

The CHAIRMAN. Yes, getting your Olympic medal at a food court
seems a little anticlimactic.

Ms. WiLLIAMS. Very anticlimactic.

The CHAIRMAN. Mr. Sailor, in your written testimony, you state
that, and I quote, “Underlying causes of sudden death in athletics
might include asthma, catastrophic brain injury, cervical spine in-
juries, diabetes, exertional heat stroke, and sudden cardiac arrest,”
to quote from your statement.

Given the diverse range of underlying causes that young athletes
may experience, is it reasonable to single out contact football as the
most problematic sport in need of fundamental change?

Mr. SAILOR. Well, as athletic trainers, we recognize that the
number one cause of death in athletes is cardiac. The other issues
that are killing our athletes today are related heat stress, heat ill-
ness, as well as issues that deal with concussion, of course.

The important thing that we need to recognize is that the re-
sponse to those crisis situations within the first few minutes dic-
tates in a large part to their outcome. It is important that we have
individuals there and a plan in place to care for those athletes
when those situations exist.

These are not strictly limited to the sport of football, of course.
We see concussion, we see heat, and we see cardiac in many of our
sports and it is important for us to be prepared for those.

The CHAIRMAN. Do you think accessibility and influence of ath-
letic trainers in youth sports is a more appropriate solution than
fundamentally altering sports like football, for example?

Mr. SAILOR. I certainly believe in a comprehensive aspect of ad-
dressing these issues.

I advocate for athletic trainers because I believe that it is impor-
tant for an individual, an adult, to be present that is taking into
consideration the safety as well as the preparation for catastrophic
injury at that site.

Often, we have other adults, but their primary charge is things
like coaching, and strategy, and things like that. We need someone
that is there, a trained professional, that looks at things like cre-
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ation of an emergency action plan and access to the appropriate
medical care. How do we access facilities in the case of a cata-
strophic injury? That is what an athletic trainer does by nature.

The CHAIRMAN. Thank you.

I will yield to Senator Nelson.

Senator NELSON. I will be quick so that we can get onto our
members’ questions.

First of all, I want to say to Ms. Williams. Amen. Thank you.
You did it the right way and others cheated, and you still got the
medals, so, amen.

I want to say to Mrs. Deutscher, I do not understand how you
survived. What I do not understand is when your son was asking
for some more Oxycontin, what was it that you said you ought to
stop right there?

Ms. DEUTSCHER. As I said, everybody wanted Nick to play foot-
ball and Nick wanted to play football. I mean, he loved being part
of the team. He loved everything about that sport.

We should have said stop, reevaluate. Is this worth it? He was
getting football letters and he was looking forward to maybe play-
ing college ball. So had we known then what we know now, I would
have said stop. We need to decide if this is worthwhile or right.
And unfortunately, we did not.

Senator NELSON. To all the panel, the Chairman and I were dis-
cussing that we could have a separate hearing on each one of the
topics that each of you have brought up.

Dr. Stern, I got the impression that you said a person could not
have any concussions and still get to CTE. What is it about that?
If you have many concussions, is that a cause of ultimately becom-
ing CTE?

Dr. STERN. Yes, to both of those.

Concussion is a form of a mild traumatic brain injury. There is
no real hard and fast line between what is a concussion and what
is not a concussion. Right now, I think there are 140 or more pub-
lished definitions of concussion. Actually, the one published by the
NATA is one of my favorites. But it is all based on having symp-
toms, having an individual report symptoms, or signs of the injury.

That does not mean that there are no problems to the brain, and
those brain cells, and the brain tissue. If the injury did not either
result in the type of problem that leads to the symptoms, or very
commonly, the person does not report the symptoms for a whole
range of reasons.

But what our research, and that of many others, is now showing
is that these sub-concussive hits—the ones that happen in every
play, in every game, in every practice of many sports, but espe-
cially tackle football—do have consequences, short term and long
term.

There is now growing evidence that even after just one season
of football, tackle football in high school, let us say, there are struc-
tural changes to the brain, physiological changes to the brain,
changes to blood-based biomarkers, and changes to thinking and
memory without any symptomatic concussions. And those changes
are directly associated with the number of hits the person gets to
the head as measured by accelerometers in the helmets.
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Senator NELSON. So would that apply to soccer and headers as
well?

Dr. STERN. It would. And that is, to me, a very scary next part
of the journey that now there is growing evidence that heading in
soccer, not the concussions in soccer, but heading does seem to lead
to changes over just one season, but also after a lifetime of head-
ing.
In fact, there is now, just recently, several cases of postmortem
confirmed CTE in individuals who were demented at the end of
their lifetime who never had histories of concussion, or maybe just
one concussion, through professional and semi-professional football.
But they had a huge amount of heading through their career sug-
gesting, again, that the exposure to these repetitive hits, whether
or not they lead to the symptoms of concussion, seem to be raising
the risk for these later life complications.

Senator NELSON. Are you following our former military members
and the traumatic brain injury there, and seeing if that produces
CTE?

Dr. STERN. Our group has sadly found CTE postmortem in
former military service members who were exposed to blast trauma
and other brain trauma. It is a very complex issue, and it is a very,
very important one, and one that the Department of Veterans Af-
fairs and the Department of Defense is taking very seriously.

The symptoms of PTSD, the long-term problems of traumatic
brain injury, the difficulties that we now see in the tremendous in-
crease in suicide in our veterans, all of those seem to overlap with
the symptoms of CTE. We are seeing that, indeed, CTE may be
playing a very important role in the development of these cognitive,
and behavioral, and mood changes later in life in our military serv-
ice members.

Senator NELSON. Thank you.

We could spend a whole day just on that subject.

The CHAIRMAN. We could. No question about it. Thank you, Sen-
ator Nelson.

Senator Moran.

STATEMENT OF HON. JERRY MORAN,
U.S. SENATOR FROM KANSAS

Senator MORAN. Mr. Chairman, thank you.

Thank you and the Ranking Member for hosting this hearing.

Dr. Stern, thank you for those comments. I chair the Appropria-
tions Subcommittee. I am on the Veterans Committee related to
veterans, and you have given me some ideas of things that I need
to personally pursue with the Department of Veterans Affairs.
Thank you.

Mrs. Deutscher, at least in Kansas that is how we pronounce
your name, thank you very much for you being here. What you de-
scribed was very compelling to me because what you described in
your family’s situation, who you are, and the way you conduct your
lives, and the way your family operates is the way that I recognize
the way so many Kansans live their lives. We do not expect bad
things to happen. I am very sorry.
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I chair the Subcommittee that has responsibility here in the
Commerce Committee over amateur and professional sports, and I
will address most of my questions to Ms. Pfohl.

Senator Thune and I wrote the CEO of the United States Olym-
pics Committee about 2 months ago raising questions about sexual
activity, abuse, and harassment within the Olympic Games.

I think kind of a take away from the response that we received
is that your organization was coming into play. That the solution
to this challenge is going to lie with you. I would ask you if that
is the way you see it, the relationship between the United States
Olympic Committee and SafeSport.

Wha}?t is that relationship and who has responsibility for these
issues?

Ms. PFOHL. Thank you, Senator Moran.

To quote Dr. Butler, I think, it is going to take all of us, first
and foremost.

We, like USADA, the U.S. Anti-Doping Association, we were
formed first, if you will, within the U.S. Olympic Committee. We
would not exist without the support of the U.S. Olympic Com-
mittee, financial and otherwise. But we are an independent
501(c)(3) nonprofit organization charged with this issue.

That said, all of the 47 NGBs, the National Governing Bodies of
the Olympic sports, all have SafeSport responsibilities. They all
have their SafeSport programs by which they are tasked with im-
plementing training, with making sure all of their coaches and cov-
ered individuals, as we call them, are certified related to SafeSport.
So implementing and creating a culture that prevents abuse is
really important.

We are absolutely working in partnership with the USOC and
the National Governing Bodies. We are independent in terms of our
investigations. USOC has retained us, if you will, to investigate all
areas of sexual abuse. So any report of sexual misconduct or abuse,
we investigate those reports.

Senator MORAN. Let me ask, then. If you are the investigative
arm, who is the enforcing arm?

Ms. PrFoOHL. The sanctions, if we have a finding from a report—
a case, if you will—that finding goes to the National Governing
Body. Not only must they enforce—and which could be anything up
to and including a lifetime ban—not only must that NGB enforce
that sanction, but it must be enforced across the Olympic and
Paralympic movements.

Senator MORAN. So when you say they must enforce, what is it
that requires them to do so? Maybe your report is ignored or just
taken as a recommendation. Who determines what the consequence
is?

Ms. ProHL. The USOC has mandated, if you will, that the NGBs
adhere to not only the SafeSport code and part of the SafeSport
code is that the sanctions must be enforced. So in that case, we
hand down the sanction and the USOC and the NGBs themselves
make sure that it is enforced.

Senator MORAN. Ms. Williams, is that any different than the way
that the Anti-Doping Agency works?

Ms. WiLLIAMS. It is similar. Well, USADA has the ability to hand
the sanction down. Then the actual enforcement goes up to the
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Whorld Anti-Doping Agency and then the enforcement happens
there.

Senator MORAN. Thank you.

And Ms. Pfohl, it seems to me, and this may be a false impres-
sion, but your organization was slow to come into existence. My im-
pression is, it is related to fundraising, the ability to have the nec-
essary resources to do the work that you are setting out to do.

Can you assure us that the dollars, the resources are now avail-
able?

Ms. PFOHL. Senator, thank you.

I think that is a reason that it has taken a while for the Center
to be up and running. We opened our doors in early March. I will
tell you that we have funding from the USOC, from NGBs, and
from other charitable organizations.

I would ask the Committee’s support and the Senate support in
authorizing, as Chairman Thune stated at the beginning of his re-
marks. Authorizing the Center in legislation would go a long way
to establishing our credibility, our place, if you will, in terms of ad-
dressing all of these SafeSport issues.

So make no mistake. We have a ways to go. We need more fund-
ing, and part of my job is to go out and raise private sector dollars,
foundations, corporations, and individuals in addition.

Senator MORAN. No one that you know of would object to legisla-
tion that the Chairman was describing?

Ms. ProHL. Not that I know of.

Senator MORAN. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Moran.

That was a good exchange and discussion there because we need
to figure out how to formalize that role and ensure there is enforce-
ability there associated with it. Thank you.

Senator Markey.

Senator MARKEY. Thank you, Mr. Chairman, very much.

The cover story this week in Sports Illustrated is Nick
Buoniconti. He is a great football player, a hall of fame football
player. Essentially what it says is that his brain has atrophied to
a point where he cannot tie his tie or his shoes. Unfortunately, that
is the story that is all too common to former athletes.

Dr. Stern, if you could, would you talk a little bit about the
warnings that you are giving to the country, especially to those
who have young athletes in their families about injuries that can
occur? Not just in football, but in hockey, and soccer, and in any
sport where concussions are possible.

What is the core message you are sending to athletes, especially
to their parents?

Dr. STERN. Thank you, Senator Markey.

It is a complex message. It is one that is hard to always get
across because there are many different forces out there that move
the message in different ways.

One important part of the message is that concussion is just the
tip of the iceberg. We have heard so much about concussion. There
has been concussion-this, concussion-that and thank goodness be-
cause there have been so many important changes in the way con-
cussion is being dealt with, and is being detected and managed
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thanks to NATA and others. The problems associated with concus-
sion are indeed, I think, moving in the right direction.

But for me what people need to understand is when they read
stories about Nick Buoniconti and others, those were not nec-
essarily caused by concussions. They were caused by the cumu-
lative amount of the hits they received to the head from youth, to
high school, to college, to the pros.

One part of the message is just because your child plays football
does not mean they are going to develop this bad disease and they
are going to have suicidal ideation. We cannot have a kneejerk re-
sponse.

We have to have appropriate scientific understanding. We have
to have advances in our scientific knowledge that can be given to
informed parents, and informed leaders, and informed policy-
makers.

But as we are gathering that scientific information, people also
have to make decisions based on common sense. In other words,
our brains are pretty darn important. They control who we are,
what we are, how we move. They control our athleticism. They con-
trol our passion to participate. They do everything and they are
precious.

One of the things that we are focusing on is what happens dur-
ing that time in childhood when the brain is going through unbe-
lievable growth and maturation. It is the period before age 12 with
all kinds of changes and developmental milestones are occurring.

If we then say it is OK to put our kids in fields and say, “Go at
it. Hit your head. Move that brain around over and over and over
again,” during those times of potential neurodevelopmental vulner-
ability, then we may need to question that decision.

Senator MARKEY. So what percentage of your research is funded
by the Federal Government, doctor?

Dr. STERN. I would say around 90 percent of my current research
is funded by the Federal Government.

Senator MARKEY. So if the NIH budget was cut by 18 percent,
which is the proposal for the next fiscal year, how would that im-
pact?

Dr. STERN. It would be devastating, not just to me personally,
and to the research that we are doing, and to our future research.
It would be devastating to science as we know it. It would get rid
of an entire generation of future scientists across all areas.

I can speak to the neurodegenerative diseases and brain research
in particular. We cannot move forward even with the current budg-
ets at the rate that is required to make important discoveries to
alleviate the pain and suffering from all of these brain diseases.

Senator MARKEY. Senator Udall is doing great work on this
issue.

My question, is there a relationship between the research you
are now doing on brain injury and your Alzheimer’s research? Can
one inform the other in terms of perhaps trying to find the clues
that can give hope to families?

Dr. STERN. Tremendously. That is, in fact, why I got involved
and interested in CTE work in the first place because as an Alz-
heimer’s researcher, I realized that this is a very similar disease.
As we learn more about it, the more we understand. Yes, indeed.
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What we are gaining in our understanding of CTE is directly in-
forming what we know about Alzheimer’s disease and other related
disorders. What we learn about Alzheimer’s disease is now helping
us move forward rather quickly in our understanding of CTE. They
are very intertwined.

Senator MARKEY. How much more transparency would you like
to see in terms of all the information about brain injury being put
out into the public just so that there can be a full understanding
of this problem?

Dr. STERN. Unfortunately, there are so many organizations out
there and statements that are made that are filled with conflicts
of interest; organizations that are funded, directly or indirectly,
from professional sports leagues around the world. Those conflicts
lead to, I think, either a misunderstanding or a misrepresentation
of what the science tells us.

Most importantly, scientists need to be transparent themselves.
We need to share data. We need to break down silos. We need to
explain our findings in ways that are meaningful, appropriate, and
not beyond what the science says.

Senator MARKEY. I think the brain health of this generation of
young athletes is going to depend upon the transparency of this
generation of leaders who control the information that can help to
inform parents in making the correct decision.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Markey.

Senator Udall.

STATEMENT OF HON. TOM UDALL,
U.S. SENATOR FROM NEW MEXICO

Senator UDALL. Chairman Thune, thank you so much.

You and I have been talking for a long time about doing a hear-
ing like this. So we really appreciate you doing it.

I also just want to thank Senator Nelson for all of his kind com-
ments and also Senator Markey.

The issue here, and I want to emphasize, I do not think, Dr.
Stern, you got a chance to say this specifically. I am just going to
read it from your testimony and ask you to talk about it a little
bit more.

You said, “It is only in the past 55 or 60 years that large num-
bers of human beings have been exposed to repetitive head im-
pacts.” So we are talking about constant impacts to the head.

“While the epidemiology of CTE is unknown, it is possible that
millions,” millions we are talking about, “living older adults are
currently at high risk for CTE or other long term neurological con-
ditions due to their history of exposure to repetitive head impacts.”

This is something we need to realize in terms of human history.
Talk a little bit about human history and repetitive head impacts
and where we are, because I think that is where we get to millions
of people.

People, I think, would be surprised and kind of shocked to know
we are talking here about millions of people with CTE, especially
if they have seen the sports figures, and seen the deterioration, and
the kinds of things that happened to them. Please, go ahead and
put that in a little bit of context there.
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Dr. STERN. To preface it, I am not an anthropologist. I am not
an epidemiologist. But I am someone who speaks a lot with those
experts and look at what the history tells us.

Boxing has been around for a thousand-plus years and boxers
only started putting these heavy padded gloves on in the mid part
of the last century in order to protect their hands from being bro-
ken. But that also led to increased hits to the face, to the head, and
changed perhaps the numbers of those types of hits that boxers get,
but more importantly for this country, our national pastime of
American football.

It was not until the mid-1950s that hard plastic encasements,
these big helmets, started to be used in American football, plus the
big facemasks. Even though, yes, we have been playing football
since the 1800s, it was not until then that leather helmets were
used to start maybe preventing skull fractures. And then the big
helmets were there to do a great job to prevent skull fractures and
death. They have done an amazing job at doing that.

But in the mid-1950s, to late 1950s, to early 1960s, there was
this beginning of a sense of invincibility because it did not hurt to
hit your head, and the way the game was changed included lots of
these hits, the line of scrimmage and elsewhere. Not the big hits,
not the spearing, not the use of the helmet as a weapon. Those are
important, but I am talking about just routine hits.

Then it was not until the 1960s and early 1970s that Pop Warner
football began to be a national pastime. Our youth, our children 6
years old and older, were going into fields wearing these helmets
and facemasks, and again hitting their heads repeatedly.

That is where the concept of we do not know where we are yet
with a little bit of fear, or perhaps a lot of fear. That is the only
type of experience that humans have been involved with that really
include repetitive hits to the head with the brain moving back and
forth in millions of people just in our country alone.

Those people who started playing high school and college football
in the 1950s and 1960s, the people who started playing youth foot-
ball in the late 1960s and 1970s. Well, they are in their late fifties
to seventies right now. That is the age that we see the clinical
manifestation of many neurodegenerative diseases and other dis-
eases of aging. And so, that is when we also see a lot of the inci-
dents of CTE.

With all of those millions of people who have had that type of
exposure to those hits for the first time in history, I do fear that—
based on the knowledge of what we understand of the risk for CTE
and other neurological problems later in life—we are going to see
a very shocking number of people over the next few decades.

Senator UDALL. Yes. I really appreciate that testimony and I
want to be clear that I think sports are good for young people. I
think exercise is good.

I think what you are emphasizing, though, is you are talking
about repetitive hits to the head when you have protective equip-
ment that can make it feel like it does not hurt and it is okay.
What you are telling us is that we need to recognize that this could
have a big impact. We may be on the tip of the iceberg as to what
we start seeing in the future.
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I thank you for all your work, and thank you for being here, and
being so frank about this. Appreciate it.

The CHAIRMAN. Thank you, Senator Udall.

Senator Blumenthal.

STATEMENT OF HON. RICHARD BLUMENTHAL,
U.S. SENATOR FROM CONNECTICUT

Senator BLUMENTHAL. Thank you, Mr. Chairman.

Thank you for having this hearing which could extend for several
days, the topics are so varied and important.

As a father of four children, who all play sports, I know that we
cannot protect our children from all sports injuries, but at least we
can protect them from some if we are attentive and respectful of
science. I want to talk about two areas where I think we have been
somewhat less than respectful.

One is the NHL in denying concussion science, and I intend to
reintroduce legislation that would, in effect, create very strong in-
centives for improvements in this area. And the other relates to
sexual assault, particularly in gymnastics that we were hearing re-
cently in the Judiciary Committee, and I am going to ask some
questions, if I have time, about that as well.

Let me begin with you, Dr. Stern, if I may.

Last year, an NHL executive made headlines while testifying at
a hearing exactly like this one, it should not have been earth shat-
tering news, but it was. For the first time, the NHL admitted that
there is, in fact, a link between head trauma and CTE, and you
know how debilitating and disruptive that disease is.

But reports surfaced last year, revealing e-mails from league offi-
cials recognizing the danger of concussions, but also demonstrating
a very dismissive attitude in addressing them.

And so I wrote to the NHL Commissioner and in response, he
flat out dismissed any connection between head trauma and con-
cussions and CTE. In my letter to him, I cited research done at
Boston University.

Beyond the resistance, there are now troubling reports that the
NHL is trying even to intimidate scientists using tactics employed
in other industries. Without making unfair comparisons, the to-
bacco industry is one of them.

Let me ask you, does it trouble you that leading officials with
such power and sway in this sport and in important positions of
responsibility actually deny the science of CTE and have no appar-
ent willingness to learn more? And have you experienced this kind
of intimidation yourself, Dr. Stern?

Dr. STERN. It does not surprise me because we are talking about
businesses that have billions of dollars on the line. And that if
some aspect of the way that their sport is played is going to have
to change, and therefore they may lose viewers or support from ad-
vertising, that is a big deal. I understand that. But I think that ev-
eryone needs to put athletes first.

What the NHL did and the Commissioner’s statements have
done is indeed sad. I do not agree with them. I find them kind of
antiquated and perhaps they should take the lead of what the NFL
has recently done and accepted the link.



85

Senator BLUMENTHAL. In my opening, I may have confused the
NFL with the NHL. It was the NFL that acknowledged the connec-
tion.

Dr. STERN. That is right. It was the NFL that finally acknowl-
edged the association between getting your head hit and CTE later
in life after years and years and years of dismissing it. The NHL
continues to say, “Oh, no. There is no association,” contradicting
the science.

I cannot go on too much about it because, in fact, you raised the
issue of their attempt to get in the way of science. In fact, my col-
league and I at the University were subpoenaed by the NHL for
a great deal of information that went way beyond any reasonable
request within how science is conducted. And, in fact, the court de-
nied their request.

So I cannot really get into it because there is this ongoing case.

Senator BLUMENTHAL. Thank you.

Let me ask you, Ms. Pfohl. Recently, the Judiciary Committee
had hearings on sexual abuse in gymnastics particularly the young-
est of participants in this sport. Statistics from SafeSport indicate
that one in ten youth who participate in organized sports will be
victims of sexual abuse. And I think you would agree with me that
number is clearly unacceptable.

The United State Olympic Committee bylaws require National
Governing Bodies to comply with SafeSport policies in order to re-
main in good standing.

How can those policies be better enforced?

Ms. PrFOHL. Thank you, Senator Blumenthal.

Just a quick note on the one in ten that will be sexually abused,
that is actually in the general population.

One of the problems is we do not know the true prevalence with-
in the sports community. That is one of the reasons we exist is to
gather that data, to have that data, to follow the trends, and to
help our prevention efforts. That is what needs to happen.

So your support, certainly, of the U.S. Center for SafeSport and
hopefully being authorized perhaps in S. 534, the Protecting Young
Victims from Sexual Abuse Act of 2017, would go a long way in
helping us to develop policies. We already have the SafeSport code
that has been taken up by the USOC and all the NGB’s. But our
work goes far beyond the Olympics movement.

Senator BLUMENTHAL. Would you support young athletes having
the right to win cases in court as opposed to arbitration?

Ms. PFOHL. In terms of what is currently in the S. 534, we are
certainly favorable to the bill overall and have been providing that
technical assistance. So we support the rights of athletes. Period.

Senator BLUMENTHAL. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Blumenthal.

Senator Cortez Masto.

STATEMENT OF HON. CATHERINE CORTEZ MASTO,
U.S. SENATOR FROM NEVADA

Senator CORTEZ MASTO. Thank you.
And like my colleagues, thank you, Chairman Thune for bringing
this topic forward, these many topics. And I agree, they could all
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be a separate hearing. And every single one of the areas, I have
worked in and will continue to work in and to address.

And so, let me just say, first of all, Mrs. Deutscher, thank you
so much. I was the Attorney General of Nevada for 8 years and
this was an issue. I chaired a working group on substance abuse
and opioid abuse, and then followed by heroin abuse is a problem;
not just in Nevada, but across the country. And you coming for-
ward, telling your story, you will make a difference and save a life.
iwant you to know that. So thank you to both of you for being

ere.

Dr. Stern, I have a quick question for you. From your knowledge,
are the medical resources and research into CTE and other long
term brain concerns equally distributed between males and fe-
males? And what would you say their allocation percentage is by
gender?

Dr. STERN. That is one of the most important issues that needs
to be dealt with.

CTE as a neurodegenerative disease diagnosed only after death
at this point has been found almost exclusively in males to date.
There have been a small number of women, not athletes. Sadly, it
includes a woman who was domestically abused and had her head
hit repeatedly.

This goes along with my testimony earlier about what is going
to happen in the future. I think women have been involved now
with sports at the level where their heads are being hit to such a
degree and for over a greater period of time, again, over the last
50 years or so.

So, for example, soccer or the original football, women now, at
least in this country, are at the age now where they started back
in the 1970s playing at an early age, and playing in club sports,
and playing around the year, and doing a lot of heading, and hav-
ing a lot of concussions. So I think now as that generation gets
older, sadly, we will probably be seeing more of this disease.

However, just because we have not seen the disease in women
that does not mean that the rest of the resources being focused on
brain diseases, brain conditions associated with athletic involve-
ment should be focused on men. We need to put a lot of effort.

In fact, I am hoping to be starting a few different studies coming
up where we are actively going to be following women to be able
to look at the effects of various sports, various aspects of the sport,
and the head trauma in terms of later life problems.

It is a very big deal.

Senator CORTEZ MASTO. It is. And I thank you for saying that
because in my own family, I have a niece who played soccer
through high school and college. There are concerns because they
have had injuries in soccer just as they do in football and other
sports.

And then, as you well know, in Nevada, and you have said it in
your testimony, the Cleveland Clinic, the Lou Ruvo Center for
Brain Health in Las Vegas is a leader in this research, particularly
when it comes to the brain health of boxers and MMA fighters, and
we know a lot of women now are partaking in those sports. And
so I am glad to see that we are actually going to be looking at wom-
en’s brain health as well.
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With respect to boxers and MMA fighters, do you feel that there
is enough being done at the State level to ensure that standardized
safety precautions are adapted to protect boxers in every state?

Nevada has just recently adopted a requirement to our athletic
commission ensuring that the brain health of our fighters is tested
and we are making sure that is being checked.

Do you think enough is being done across the country and in
other states?

Dr. STERN. I am not aware enough to be able to answer it about
all states. I do know that Nevada is a real leader. Thanks to the
partnership between the State, and the City of Las Vegas, and the
commission with the Cleveland Clinic Lou Ruvo Center, there has
been a tremendous gain, including great research being done, to
look at what is really important.

When it comes to boxing and MMA, to me I always just have to
stop and say, what could be done at the State level? What kind of
rules and changes could be done when you have sports that are
geared toward inducing brain damage?

If in boxing, a knockout is a way to win, a knockout is brain
damage. And I may be saying things a little bit too indelicately, but
one has to question how can we really make those activities safe
in terms of brain health?

Senator CORTEZ MASTO. Thank you. Thank you very much for all
of you being here today. Appreciate the testimonies.

The CHAIRMAN. Thank you, Senator Cortez Masto.

Next up is Senator Hassan.

STATEMENT OF HON. MAGGIE HASSAN,
U.S. SENATOR FROM NEW HAMPSHIRE

Senator HASSAN. Thank you very much, Mr. Chair.

And thank you to all the witnesses for being here today, espe-
cially I would like to extend my thanks to Mrs. Deutscher and Mr.
Deutscher for meeting with me earlier today, and for being here,
iQ;nd for sharing and honoring your son’s life and story by being

ere.

I want to focus a little bit on the issue of athletes and addiction
to help address the increased level of risk of opioid addiction that
student athletes experience.

Earlier this year, I co-sponsored the Student and Student Athlete
Opioid Misuse Prevention Act. This bill is being led by my friend
and colleague, Senator Shaheen, and it would authorize the Sub-
stance Abuse and Mental Health Services Administration, or
SAMHSA, and the U.S. Department of Education to grant money
to help efforts to educate students and communities about opioid
use, abuse, and addiction.

In New Hampshire, SAMHSA grants have been an integral part
of funding in our State’s substance misuse and prevention efforts.
So this is really a question to the whole panel.

Do you agree that further resources and dedicated funding would
help in the work you and others are doing to meet the tough chal-
lenges associated with opioid addiction?

Dr. BUTLER. Thank you, Senator, for that question and do not
mind if T go first.

Senator HASSAN. Yes.
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Dr. BUTLER. I just want to agree with Dr. Stern’s comments ear-
lier about the importance of support to the NIH to address new
knowledge. And that applies also in terms of our understanding of
pain and also the understanding of addiction.

NIH Director, Francis Collins, has observed that it is amazing
when we have millennia of writing about pain as a cardinal sign
of inflammation that we know so little about it.

But I also want to point out the critical importance of education
and using the knowledge that we already have much of which is
implemented through agencies such as the Centers for Disease
Control and Prevention, and also SAMHSA.

So it is, I think, not an either-or when we look at new knowledge
versus reacting and acting on the information that we already
have, but it really is going to require both to address these issues.

Senator HASSAN. Thank you.

Another component of the bill is to provide funding to train State
and local officials, and coaches, and trainers among others to recog-
nize and address substance misuse among students.

Would this be helpful in your view and especially maybe Mr.
Sailor, you would like to comment on that?

Mr. SATLOR. Yes. The National Athletic Trainers’ Association is
in full support of this bill and we appreciate that.

Senator HASSAN. Thank you. And also to Ms. Williams and Mr.
Sailor, although we are starting to have a greater understanding
of substance abuse disorders, there is, as we all know, still a lot
of stigma attached.

One of the reasons I am so grateful to Mrs. Deutscher and her
family is because when people stand up and talk about their expe-
riences, and help us to understand the disease, that really makes
a difference. In my experience in New Hampshire that has been
the thing that has really helped us begin to change the conversa-
tion.

But I suspect that it may be especially true for athletes who may
suffer consequences of being sidelined if they admit to an addiction
to opioids, or even to acknowledge the injury that underlies their
use of prescription pain medications.

In your experience, does this stigma and maybe the fear of being
sidelined prevent student athletes or professional athletes from ac-
knowledging a dependency on opioids?

Ms. WiLLIAMS. I definitely think that the stigma is a problem
and something that we need to address.

I think the way that we address it is by outreach, educating from
the grassroots level all the way up into the professional level.
Starting the conversation before it becomes a problem for people
that are not using opioids, getting that conversation going, having
it frequently instead of just, “There is this thing we probably
should not talk about.” Or, “I think my friend or struggling, but I
am not sure exactly what I should do about it.”

Before it becomes a problem, we need to implement that as a
standard thing that we are doing on a regular basis and that the
conversation is being had.

Senator HASSAN. Thank you.

Mr. SAILOR. As an athletic trainer, we believe in a comprehensive
healthcare system for our athletes. And that includes having access
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to resources that we can help obtain for them when they are in

need of things like addiction treatment and things like that.

. Senator HASSAN. Thank you. Thank you all very much for being
ere.

I will echo what the other Senators have said. We could have a
hearing on each of the issues that you all have spoken about and
I know we will look forward to continuing to work with you help
make athletics safer.

The CHAIRMAN. Thank you, Senator Hassan.

Senator Young.

STATEMENT OF HON. TODD YOUNG,
U.S. SENATOR FROM INDIANA

Senator YOUNG. Thank you, Chairman Thune.

I want to thank you for holding this hearing on protecting the
health and safety of American athletes. I want to thank all our
panelists for being here today.

It is a timely hearing given the scrutiny the USOC has received
thanks, in large part, to the “Indianapolis Star.” So I want to com-
mend them on their investigative reporting.

I am proud to have worked with many of my colleagues in the
Senate to address this issue and I look forward to working with
you, Mr. Chairman, as we continue to find ways to address this
very real problem.

Ms. Pfohl, I would like to ask you a question about the independ-
ence of SafeSport from USOC. The USOC initially created
SafeSport and provided its initial seed funding.

I think this was certainly a recognition by USOC that they fi-
nally needed to act in an aggressive manner to address the serious
problem that has been lurking within its ranks for years. They
ought to be applauded for implementing this initiative. I have con-
cerns about, as I stated, with independence, specifically personnel
and staffing issues.

What is your policy on hiring individuals directly from USOC
and National Governing Bodies into SafeSport? Do you have any
reservations about SafeSport’s independence, if your organization
simply hires individuals from USOC and NGBs?

Ms. PFOHL. Thank you, Senator. Yes.

I have no issues or concerns related to our independence. Our
board, we have a nine person board of independent directors. We
have independent investigators, and outside counsel, and arbitra-
tors that meet a high bar of independence. So we really look for
those conflicts.

I will tell you that we have brought two people from the USOC
as employees. These are, at least one of them is a subject matter
expert in this space, not only in terms of SafeSport, in terms of the
abuse issues, but in terms of how the Olympic and Paralympic
movements are structured, which is hugely helpful to us.

And again, following in the footsteps of USADA, they too were
born within the USOC. They had staff members that came over to
USADA. I do not think anyone can question their independence.
And so, we have followed that framework.

Senator YOUNG. So these independent investigators who presum-
ably produce reports and various findings to inform your future
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work, are these reports made available to members of the public
or would they be made available to Congress, because I presume
they touch on staffing issues, correct?

Ms. ProHL. If we have the actual reports from victims, if you
will, cases that come in, is that what you are speaking to, sir?

Senator YOUNG. Yes, and also the performance of former employ-
ees of the National Governing Bodies, and USOC, if they are con-
sistently subpar, suboptimal, or conflicted, which you have empha-
sized they are not. That would be a finding that would be of inter-
est to this committee, I know.

Ms. PFOHL. Our jurisdiction lies in addressing sexual misconduct
and abuse within the Olympic and Paralympic movements.

So we would take in reports. If we have a finding against an em-
ployee of an NGB, or the USOC, or a coach, or anything, or anyone
that is a covered individual that sanction is then handed down, if
you will. And it must be enforced across the Olympic and
Paralympic movements.

Senator YOUNG. With your permission, I may have a follow-up
question or two.

Ms. PFOHL. Absolutely.

Senator YOUNG. I will submit it by writing. If you would offer me
the courtesy of a response, I would be grateful for that.

Ms. PFOHL. Absolutely, sir.

Senator YOUNG. Because I want to turn to another matter. I
know that reporting incidents of abuse is critical to starting the in-
vestigation process. Unfortunately, our staff discovered a problem
here.

On SafeSport.org, the website, there is a link entitled “Report.”
Unfortunately, that link is broken and takes visitors to a “Page Not
Found” website.

Moreover, if someone were to try and find more information on
reporting confidentiality—those concerns as referenced in your ma-
terials to the USOC Athlete Ombudsman at www.AthleteOm
budsman.org—that website does not work either.

I know this is likely a surprise for you. What I am seeking from
you is some assurance that you will resolve this matter expedi-
tiously, and maybe the courtesy of informing our staff this week
about its status. Because one could see why you could infer from
this a lack of seriousness taken toward this issue, which I have not
heard from your testimony so far, by the way. I have heard serious-
ness.

Can I get your commitment to report back about this or am I
missing something perhaps?

Ms. PFOHL. Absolutely, Senator.

Senator YOUNG. All right.

Ms. PrFoHL. I will check into it and get back to you.

Senator YOUNG. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Young.

Senator Moore Capito.

STATEMENT OF HON. SHELLEY MOORE CAPITO,
U.S. SENATOR FROM WEST VIRGINIA

Senator MOORE CAPITO. Thank you, Chairman Thune.
And thank all of you for being here today.



91

I come from the State of West Virginia. We have, unfortunately,
some of the largest and greatest statistics of overdose from and
deaths caused by drug addiction and drug overdose. We have a lot
of good things going on in terms of the sports area. Our WVU
Sports Medicine Center is, I think, on the cutting edge of some of
the research that is being done.

I would like to speak just personally to Mrs. Deutscher, and
thank you for coming, and telling your story. I think it is so impor-
tant that we hear from you because it is a hesitating thing for, I
think, parents and grandparents to talk about. So I read your testi-
mony. I am sorry I was not here to hear you give it.

We are trying to work with families on certain things sort of out-
side the athletic. Well, actually, one of them was an athlete and
she had described herself in the hospital as an addict, and said she
had been in and out of recovery. Unbeknownst to the discharging
physician, who did not read all through the chart, they discharged
her with 56 Oxycodone, which she melted 8 and put into her PICC
line, and did not wake up the next day. So we are trying to fix
those kinds of things so that that situation cannot happen again.

But one of the things I am curious to know, tracing back and
looking at what happened with your son, we are trying to get to
this partial fill or acute pain issue. If you have a wisdom tooth, if
you have an acute athletic injury that you do not need 2 weeks of
pain medicine; maybe 48 hours or 72 hours.

Was that ever offered to your son, a short term sort of treatment
or short term prescription option for him?

Ms. DEUTSCHER. The initial prescription, I believe, was shorter
term. I do not have that record. I did get his pharmacy records for
the balance of the prescriptions. But that would have been offered
when he first had his injury. It was a Friday night and so he got
in to get evaluated.

Then the other in a series of prescriptions started a little bit
later in the season when he was rehabbing to get back into the
game and those prescriptions, if memory serves me correctly, were
40, 50 tablets.

Senator MOORE CAPITO. Were there ever any diversionary other
pain methods to deal with the pain offered to him?

Ms. DEUTSCHER. Well, by Jeff and I, the Tylenol.

Senator MOORE CAPITO. Right.

Ms. DEUTSCHER. But no, there was not that discussion. It went
to Hydrocodone and to Percocet.

Senator MOORE CAPITO. Right away.

Well, that is something else I have been working on with Senator
Warren from Massachusetts to look at the partial fill. And also an
acute pain issue that I am working with Senator Gillibrand on to
try to eliminate that lengthy prescription that it becomes quite a
temptation in a lot of cases.

I wanted to ask Ms. Williams. Actually, I am the appropriator for
the General Government, which also covers the U.S. Anti-Doping
Agency and because of that, I got to meet Michael Phelps and I get
to meet you. So that is good.

It was interesting to me. We do appropriate that as a member
of the Anti-Doping Association of the United States and then also
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try to help the worldwide organization for the elite athletes that
are competing on the stage, such as you.

But it was interesting what he said to me. I mean, think of how
many races he has been in and how many international races. He
said, “I do not think I have ever had a clean race.” He was not talk-
ing about him. He was talking about everybody else in the pool and
he still won all the gold medals and you did too, the medals.

So I am thinking to myself, “What kind of pressure is that at the
elite level?” Because of what the other countries are doing.

Ms. WiLLIAMS. I think there is a good amount of pressure for
athletes and I think that is why outreach is so important, like I
said, educating athletes from the grassroots level.

Also, the World Anti-Doping Agency does a good bit of outreach
trying to cross cultures because there are different things that dif-
ferent cultures are dealing with as it pertains to win-at-all-costs
and all these sorts of things.

Being able to create examples, so for example, I did not use any
supplements for my whole career; not only did I not use perform-
ance enhancing drugs, but I did not use vitamins or protein pow-
der. I go out and tell people as much as possible that I made it to
four Olympic Games without any of those things, no multivitamin
or whatever the case may be.

I think really being able to explain to athletes from the grass-
roots level all the way up to the professional level that it is not
worth it, that the medal, that one moment on the podium is not
going to be rewarding enough. You are not going to feel satisfied
because you did this thing that was wrong in order to get to that
point.

And really being able to convey that and articulate that in a way
that is going to hit home so that they are not encouraged to want
to try and reach this next level or win at all costs is really going
to be the important thing.

Senator MOORE CAPITO. That is an excellent point and thank you
for being that advocate.

I actually had the opportunity to meet Simone Biles just a few
weeks ago. She is working and outreaching to young people to in-
spire them on different levels, clean living, and staying away from
substances.

So it is so important the work that you are doing and I appre-
ciate you all working with the next group of stellar athletes. Thank
you.

Ms. WiLLiAMS. Thank you.

Senator MOORE CAPITO. Thank you very much.

Senator YOUNG. Mr. Chairman, could I just note that my col-
league is dropping a lot of impressive names here gratuitously.

Senator MOORE CAPITO. You wonder why they all come to see
me.

The CHAIRMAN. And they are out there dropping her name.

[Laughter.]

The CHAIRMAN. Well, thank you, Senator Capito.

I think Senator Sullivan is on his way back and would like to ask
a question or two, so let me keep it going here for just a minute.

Ms. Pfohl, as the former Executive Director of the President’s
Council on Fitness, Sports, and Nutrition and we have talked a lot
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about the challenges that we face, the problems, and things that
we need to address in the world of competitive sports.

Just as a question, do you believe we ought to be discouraging
participation in certain sports? I mean, are there positive benefits
to playing sports including contact sports that we ought to be talk-
ing about as well?

Ms. ProHL. Thank you, Chairman Thune.

But obviously, I believe in sports and all that comes from it. Not
only the health and fitness benefits, but certainly the emotional
benefits that come from it, the teamwork that you learn, the perse-
verance, the dedication; all of those kinds of character building
things that are learned with and through sports. I am not just talk-
ing competitive sports, but just recreational, getting out there and
having fun, I believe, are so important.

I think all the issues, the safety issues that have been talked
about on this panel, are also critical so that we can save sport not
only for our generation, but for every generation to come. So it is
absolutely critical.

And Go Packers, by the way.

The CHAIRMAN. Very good. I like you more already.

Is your focus just Olympic athletes, or does your work go beyond
elite level sports participants? Is your focus solely on children or
does your work go beyond youth in terms of the things that you are
undertaking there?

Ms. PrOHL. Thank you for that question, Chairman Thune.

It absolutely goes beyond children. We address athletes at every
age and at every level. So again, really from the recreation leagues,
if you will, for folks that are just going out and having fun whether
that is children or adults, all the way up to the Olympic and pro-
fessional ranks. So all of the above in terms of our education and
outreach, and the training, and awareness that we want to get out
for sports organizations, parents, and athletes all across the Na-
tion.

The CHAIRMAN. Well, and we appreciate everything that
SafeSport is doing to stand up best practices to prevent abuse with-
in the Olympic movement.

As we examine legislative proposals in this area, and you heard
some of my colleagues speak to that earlier today, we have to con-
sider how best to craft policies governing one-on-one contact be-
tween athletes and coaches. We definitely want to avoid situations
that put young athletes at risk of abuse. At the same time, we
want to avoid overbroad policies that unnecessarily strain the ath-
lete-coach relationship.

So the question is, do you support a blanket rule against one-on-
one contact or does a risk-based standard like the standard the
Cente?rs for Disease Control and Prevention advocates make more
sense?

Ms. PFOHL. Thank you again, Chairman Thune.

We really follow the CDC, the Centers for Disease Control’s
standards and guidelines in this space. We recognize and agree
with the Centers for Disease Control that limiting those one-on-one
interactions between adults and children, and making sure that
there are two adults present as often as possible is the absolute
right thing to do.
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We also agree with their risk-based guidelines, as you indicated.
It basically says that maybe one size does not fit all. So many
sports organizations are so diverse that there may be multiple op-
tions for achieving safety.

Their standards or their guidelines certainly are those that we
have made part of our best practices.

The CHAIRMAN. Just out of curiosity and other members of the
panel, do you share that view? Does anybody else want to comment
on that? Do you agree with that as articulated by Ms. Pfohl? OK.

Senator Sullivan is coming in the door.

Senator Udall had asked that we include in the record three
items that he wanted included. So we will do that without objec-
tion.

[The information referred to follows:]

PINK CONCUSSIONS

May 16, 2017
Hon. JOHN THUNE, Hon. BiLL NELSON,
Chairman, Ranking Member,
Committee on Commerce, Science, and Committee on Commerce, Science, and
Transportation, Transportation,
United States Senate, United States Senate,
Washington, DC. Washington, DC.

Dear Chairman Thune and Ranking Member Nelson:

Please allow this letter to be included in the official record for the hearing “Cur-
rent Issues in American Sports: Protecting the Health and Safety of American Ath-
letes” taking place on May 17, 2017, on the topic concussions in female athletes.

My name is Katherine Price Snedaker, and I am LCSW and the Executive Direc-
tor of PINK Concussions, a non-profit which focuses on female brain injury from
sports, domestic violence, accidents and military service.

I would like to share with you some very important information about female
brain injury which is not reaching our women athletes and their coaches. Research
in the early 2000s showed that female brain injuries including concussions, were not
the same as brain injuries in males. Yet today, almost 20 years later, most woman
and doctors are still unaware of the biological differences in brain injury.

THE FACT is that, in multiple research studies dating back to the early 2000s,
women have been shown to:

e Sustain more concussions at a higher rate than males in sports with similar
rules

e Report a higher number, and more severe, symptoms than males
e Have longer recovery periods than males

THE CHALLENGE is since women and girls are rarely educated about female
brain injury, many of these women are not prepared to cope with more severe symp-
toms and often have unrealistic expectations of recovery time of a few days or weeks
when faced with months or years of Post Concussion Syndrome.

And despite the established facts of female brain injury, the sport, academic, mili-
tary, and medical communities do not have any female-specific medical guidelines,
return to school/play/work/duty protocols or education resources designed for
women.

1. What are the differences between males and females in terms of concussion fre-
quency, severity, symptoms, outcomes, etc.?

Scientific research has shown that female and male brains differ in more than
100 ways in structure, activity, chemistry, and blood flow, and so it is logical
that damage to the brain would also manifest differently in women and men.

However, brain injury research including sport concussion research has long
been viewed through a masculine perspective partly due to the findings that
TBI in general occurs about twice as often in males as it does in females (Rao
& Lyketsos, 2000). The riskiest sports for concussion often have being male-
dominated (i.e., collision/contact sports such as ice hockey, boxing/combat sports,
football, rugby).
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It is critical to recognize multiple research studies have found in sports with
similar rules between females and males, in particular soccer, basketball and
baseball/softball, the rates of concussion are actually higher in women (Gessel,
Fields, Collins, Dick, & Comstock, 2007; Hootman, Dick, & Agel, 2007; A E Lin-
coln et al., 2012).

In the 2012 American Medical Society for Sports Medicine Position Statement:
Concussion in Sport research showed that in sports with similar rules female
athletes sustain more concussions than their male counterparts. In addition, fe-
male athletes experience or report a higher number and severity of symptoms
as well as a longer duration of recovery than male athletes in several studies.

2. What are the proposed reasons for these differences?

Female athletes may be at a greater risk for concussion due to which phase of
their monthly hormones at the time of injury, an increase in angular accelera-
tion at the neck, AND/or neck strength-to-head size ratios.

3. What can be the clinical implications of #pinkTBI?

While research shows females may have different injury rates, symptoms, and
rates of recovery, the medical community does not yet have any female-specific
guidelines, protocols, care plans or education resources for women with brain
injury including concussions.

Since more men than women have brain injury, a woman, her support system
and the people around her will most likely know more men than women who
have had concussions therefore typically judge her symptom pattern and length
of recovery by the male experience. The patient may doubt herself when the
speed of her recovery or the severity of her symptoms do not match the more
familiar and more publicized male experience. Family members, school staff or
employers judge her experience to be abnormal, malingering or perceive that
there maybe other non-brain injury issues at play.

Without proper education of patient, family and community supports, women and
girls with brain injury including concussion, can experience an additional lack of
support, doubt, isolation and anxiety beyond that which comes with brain injury.

Thank you for your interest in PINK Concussions. Please let me know if you have
any additional questions.

Sincerely,
KATHERINE SNEDAKER,
LCSW Executive Director,

PINK Concussions.

PREPARED STATEMENT OF KATHERINE STARR, FOUNDER, SAFE4ATHLETES

Over 44 million young Americans participate in sport on a daily basis; the United
States Olympic Committee (USOC) members account for approximately 3 million
athlete members across the Olympic sports family. The other 41+ million child ath-
letes are members of various non-governmental organizations; the AAU, YMCA, Lit-
tle League, Pop Warner, and several independent sports leagues, that don’t fall di-
rectly under the jurisdiction of the USOC or any other oversight body. Each of these
organizations set their own policies for their respective communities with very few
having any policies that address, or even mention, the issue of coach-athlete abuse.

One of the most comprehensive studies of sexual abuse in sport was done in Can-
ada, with a survey of that country’s Olympic athletes, concerning their experiences
in sport. In the study, 22 percent of the athletes responding reported that they had
engaged in sexual intercourse with an authority figure in sport. Nearly 9 percent
of respondents reported experiencing a forcible sexual encounter. This study is con-
sistent with Safe4Athletes most recent survey that found over 25 percent of the ath-
letes that responded stated they experienced some sort of sexual harassment over
multiple seasons.

Coaches spend more time every day with their athletes than teachers do. Coaches,
unlike child health care workers, travel with their athletes. Teachers and child
health care workers are held to stringent standards—as they should be—in regard
to their behavior around children. Many schools require that doors be kept open
when teachers counsel students, and mandate that parents be present for medical
examinations. Any suspicion of abuse is required by law to be reported. Yet there
are no guidelines or laws that dictate appropriate behavior when it comes to coaches
and athletes in non-school sports.
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Requiring background checks for coaches will deter the convicted pedophiles that
we know about but will do nothing for the “predator amongst us” who has not yet
been caught. A background check is the first line of defense, once the sports pro-
grams are active and if the organization does not have a meaningful reporting and
investigative practice process identified and utilizes experts who understands the
complexities of any form of athlete-abuse that occurring on the field, in the gym or
at the pool.

This limitation is further exploited in our courts by the national governing sports
bodies that consistently defer blame back to the local clubs. While giving the local
sports club limited power and full responsibility, for a multitude of reasons includ-
ing claiming no responsibility for the hiring choice, not being present to see the
wrong doing, or simply passing on any responsibility by not receiving any complaint
that requires investigation.

Many of these national organizations, have comprehensive rules that dictate the
uniform policy, presence or absence of make-up/jewelry, grade point averages, prac-
tice times but fail completely to mandate local policies that for hiring standards, re-
porting requirements, investigation process into inappropriate coach-athlete behav-
ior, and a clear structure (that is athlete focused) to deter such behavior from thriv-
ing in the sports environment.

The newly implemented ‘Center for Safe Sport’ addresses some of these issues for
their approximately 3 million membered community by creating a uniform and cen-
tralized system to investigate and adjudicated coach-athlete sexual abuse across
their sport families. Other concerns remain in the sport organizations themselves
as member clubs are not required to have clear policies at the local level but refer
to the national governing bodies for their direction. While the Center for Safe Sport
has a set a standard, and created some uniformity in USA sport, it has failed to
reach the other 41+ million athletes that are presently outside of their jurisdiction.

This leaves local clubs at the direction of their national governing body and often
they are not permitted to set their policies regarding abuse in sport issues, often
they are pressured into only following the limited policies set at their respective na-
tional governing sport bodies. Often when incidents occur the National organizations
pass the blame back to the local level to absolve themselves of any responsibility
whatsoever.

In general, these national organizations lack knowledge in coach-athlete sexual
abuse investigation. As a result, the predator coach can easily take advantage and
manipulate the sports clubs and their leadership and of special concern, such coach-
es are allowed to leave their current position prior to their behavior being ques-
tioned. This is a direct result of the flaws in governance and leadership of the youth
serving organization. There is a lack of will to implement and mandate stronger pol-
icy and in many cases NO policies exist at all.

Without empowering the local clubs and mandating policies to prevent sexual
abuse and all forms of abuse in sport, the issue will continue to harm our youth.
The abuse that occurs at a young age has the ability to negatively impact a young
person for life, denying the child-athlete the opportunity to know the positive bene-
fits of sport that we all believe are going to make the individual a better person
all around.

In closing, the need for oversight to protect all athletes, across all sports and all
sport organizations must be put in place. This system needs to start at the local
level with sports clubs adopting policies, committing to the creation of a safe envi-
ronment that puts the athlete first. The policies need to be designed to provide clubs
with a system that explicitly creates a positive environment free of sexual abuse,
bullying and harassment.

If we believe in and support the child-athlete anything less is unthinkable.
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SPORTS FANS COALITION

May 17, 2017
Hon. JOHN THUNE, Hon. BiLL NELSON,
Chairman, Ranking Member,
Committee on Commerce, Science, and Committee on Commerce, Science, and
Transportation, Transportation,
United States Senate, United States Senate,
Washington, DC. Washington, DC.

Dear Chairman Thune and Ranking Member Nelson,

Sports Fans Coalition (“SFC”) is the largest fan advocacy group in the U.S. de-
voted to representing the interest of sports fans wherever public policy impacts the
games. We were founded in 2009 and today have members in all 50 states. SFC is
best known for successfully petitioning the Federal Communications Commission to
end the decades-old Sports Blackout Rule, which the Commission unanimously
voted to eliminate in 2014. The NFL subsequently suspended its local blackout pol-
icy. We continue to advocate for public policy that maximizes fans’ access to games,
grants fans and other members of the public a fair return on any public resources
devoted to sports facilities, and upholds fair play both on and off the field.

SFC thanks you for holding today’s hearing titled, “Current Issues in American
Sports: Protecting the Health and Safety of American Athletes.” Fans believe that
we can preserve the essence of our great sports without unfairly compromising the
health and safety of athletes. SFC has called on the NFL, NHL, and other leagues
to fully disclose what they know about the risk of concussions posed by their sports
so that players and coaches can make informed decisions. Moreover, we believe that
Members of Congress currently investigating league practices regarding concussions
should not accept campaign contributions from league Political Action Committees
or team owners while such investigations are pending. Tens of thousands of fans
sent that very message to Members of the House Energy and Commerce Committee
through a campaign organized by SFC and we urge Members of your committee to
heed that call. Fans want fair play, and that begins with leagues telling the public
the truth.

Our members do not want to see the rules of play altered to such a degree that
the sports themselves become unrecognizable from their traditional origins. No one
wants to see the NFL turn into a flag football league. SFC believes, however, that
just as football leagues at all levels altered helmets to include facemasks, then cre-
ated a new rule that no player shall “twist, turn or pull the facemask of an oppo-
nent in any direction” (NFL Rulebook at Rule 12, Sec. 2, Art. 5), leagues can and
should develop practices that reasonably protect players. At the very least, we
should have full disclosure of leagues’ knowledge on issues of player safety.

Thank you again for your attention to these issues.

Sincerely,
DAVID GOODFRIEND,
Chairman.

The CHAIRMAN. I would say to all of you thank you for being
here. Thanks so much for your thoughtful input and suggestions in
response to our questions. These are all important issues; in many
cases life and death issues. Certainly when it comes to safety, it
is really critical that we get this right. So we welcome your contin-
ued input.

I just want to indicate to you that there are members of this
committee who will have questions that they would like to submit
for the record, and if you could get those back to us as soon as pos-
sible. We normally keep the record open for a couple of weeks to
allow your responses. So if you could get those back to us as quick-
ly as possible, we would appreciate it.

With that, I will yield to my colleague from Alaska, Senator Sul-
livan. I think he is going to take us out.

But let me again just thank you for being here today. I cannot
tell you how much we appreciate your participation.

Senator Sullivan.
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Senator SULLIVAN [presiding]. Thank you, Mr. Chairman.

I want to thank you again for calling this hearing. It is a really
important issue that is impacting the entire country. So thank you
for your leadership on that.

I want to thank the panel. Again, I am sorry. I had to step out.
I have my freshman duties where I have to preside over the Sen-
ate. If you are a senior esteemed Senator like Chairman Thune,
you do not have those duties, but I had those for the last hour. So
it was not my lack of interest. I was over with another gavel on
the Senate floor.

I do want to thank the panel again. I have been keeping tabs
from my staff on the questions and I read the testimony.

Let me just start. Dr. Butler, I want to start with you. Thanks
again for coming and thanks again for all that you are doing. You
may have seen, you were quoted in the Alaska Dispatch News this
morning, front page, above the fold headline, “Anchorage is seeing
a dramatic surge in heroin overdoses.”

Let me ask a little parochial question, but still important be-
cause I think it can shed light on what is going on in the country.
What do you think is behind that surge in our biggest city back
home?

As I mentioned, we held this Wellness Summit last August in the
Matsu Valley. One of the reasons I hosted that was a kind of a
warning signal in some ways to our state that this is happening
in a lot of places. We are not in the dire straits of some lower 48
communities yet, and hopefully never, but this could be coming.

Unfortunately, I fear that since we held that Summit, we have
been focused on this issue a lot in the Congress, but I think in
Alaska, it is getting worse. I think throughout the country it is get-
ting worse.

Do you mind addressing the headline today in the paper, the dra-
matic surge of heroin overdoses in Anchorage? And then if you
want to address whether you think it is getting worse in Alaska
or not. And then if any of the panelists want to just talk about it
relating to the Nation, because it does look like we are not winning
this battle right now, at least in my view.

Dr. BUTLER. Senator Sullivan, I think Alaska really reflects what
is happening nationally.

What we have seen in Alaska is that while we have had some
leveling of the number of overdoses due to prescription opioids,
there has been an additive effect of an increasing number of
overdoses due to heroin and also the synthetic Fentanyl-related
compounds.

There has even been some decline in opioid prescribing. So I
think it is important to point out that we may be beginning to bend
that trend, but we are nowhere near where we need to be.

We have heard a number of stories this morning of where large
amounts of opioids have been prescribed and have led to problems
or that problems with misuse have gone under-recognized. And I
think a lot of that is driven by a lack of awareness among the
healthcare provider community and even among the public in
terms of the risks associated with these drugs.

Specifically, what is happening in Anchorage, I think, highlights
a number of issues. At this point, we do not know if the increase
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in overdoses is being accompanied by an increase in overdose
deaths. It is possible that we are actually seeing more people sur-
vive to interact with the EMS system because we have been very
aggressive in getting Naloxone kits out into the community, distrib-
uting over 5,000 of those kits over the past 3 months.

It also highlights the importance of the interagency communica-
tion between public health and law enforcement so that we are
sharing data and able to discuss exactly what we are each seeing
from our own perspectives.

For example, it is not clear whether or not this may be a batch
of some substance that is much more powerful than the heroin that
has been on the street in the past, or is it an influx of primarily
people who have reduced tolerance? We do not know that degree
of detail yet. But that is where working together and having our
incident command response really has helped to be able to facili-
tate those communications.

We learned a bit of this during an outbreak of “Spice” overdoses
of the synthetic cannabinoid a couple of years ago where it actually
took several weeks to be able to recognize the problem and connect
those dots.

In this case, we actually were aware of the increase late last
week and we were able to start having those conversations as soon
as we recognized it.

The final comment I was going to make is that while it is impor-
tant to address the challenge of illicit opioids, we have to recognize
that part of the reason heroin found such a ready market when it
came in, in larger quantities and at much lower prices.

Starting about a decade ago, we had a much larger proportion of
our population that had physical dependency or addiction to
opioids. And that the way we oftentimes use opioids with good in-
tent and good intention therapeutically oftentimes can be a set up
for physical dependency.

Withdrawal can be awful even if it is not the more chronic condi-
tion of addiction, people will oftentimes turn to whatever they can
turn to, to be able to avoid the rigors of dope sickness.

Senator SULLIVAN. Anyone else on the panel want to comment on
what they see nationally as a trend and the reasons for it?

I do want to comment. Mrs. Deutscher, I was here for your testi-
mony and I really just appreciate it. I know that that could not
have been easy for you to testify before this committee and recall
some things that are obviously incredibly heart wrenching for you
personally and your family.

But unfortunately as I have dug into this issue, the story that
you told about your son, it is not an uncommon story in terms of
an athlete who has a bright future, a high school star, and then
there is an injury, and then this happens. Have we learned enough
from that? It is a very common story that we are hearing.

How you talked about how you did not understand fully the risk.
Do you think there is more that needs to be done? Do you think
that people are recognizing that?

And again, I just want to commend you for being here today. I
am sure it is not easy.

Ms. DEUTSCHER. Thank you.
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I do not think there is enough being done. I think funding is a
huge issue to get the awareness out, to get into the high schools,
to get it to the coaches, to get it out to the general public of opioids
just in general, but also as it relates to our athletes.

We had great coaches. Jeff and I are very involved. We had a
great athletic trainer. We had great physicians. But as I have told
in a couple of deliveries that we made to within our state, it was
ignorance that was part of Nick’s death. We just did not know.

And so, I think that is so crucial.

Senator SULLIVAN. Thank you.

Are there any other thoughts on the broader trends on the opioid
is%ue throughout the country and what direction you see it going
in?

Ms. WiLLiaMs. This is not my area of expertise, but I would like
to add something, Senator.

I have lost three of my classmates. I am of the graduating class
of 1988 in my small town in Pennsylvania to heroin overdose. I
think the thing that is really important here, I have said it mul-
tiple times, is outreach and communication. What are we not com-
municating to people? This is getting to a point where there is
someone that is more charismatic or there is something that is
happening.

These were not the bad kids. These were not the ones that were
headed to nowhere. These were bright students. These were people
who had transitioned well from high school into college, and gone
on to professional careers that we have now lost to heroin.

What is being said? What environment is being created outside
of the opioid use? What is the gateway that people are entering
into the heroin use? What can we do, like you said, to be having
constant communication, constant outreach?

I remember as I was growing up as a child there was D.A.R.E.
There was PAL. There were all kinds of songs, and raps, and
things about not using drugs. It seems like we saw something that
was working and we got away from it.

So now it appears there occasionally, but we are not starting at
the grassroots level saying this is really important. These are the
reasons that you should stay away from drugs. At some point, the
bad guys entered and they are doing something that is convincing
really good people to go down a really bad path.

Senator SULLIVAN. Well, I think that is a really important point.
We are certainly trying to do that in Alaska.

Dr. Butler, you may have seen the head of the FBI in the state
and I have sent that FBI video. Some of you may have seen it,
“Chasing the Dragon,” which is very graphic, scaring the young
children into, “This could happen to you,” trying to get it into all
the high schools just to wake all these young men and women up.
But you are certainly correct about the point of how some of the
best and brightest in the country are getting addicted.

Let me finish with one final question. And again, I want to thank
everybody for your patience and testimony today. On another issue,
and Dr. Butler, you mentioned how some of these things are re-
lated, and I certainly have seen that as well.

On the issue of the sexual assaults and abuse of our athletes, do
we have enough safeguards, do you think, in place? With regard to
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our young men and women who are, again, America’s finest and
some of the most disciplined with regard to some of the reports
that has obviously alarmed a lot of us. I am just wondering for the
expertise here at the panel, if you believe that we do have enough
safeguards?

Congress always tries to act. Maybe it is an appropriate role. But
what do you think the role that we should be doing and the role
that you should be doing?

Ms. PFOHL. I would be happy to start. Thank you, Senator Sul-
livan.

I think the answer is no. We do not have enough safeguards.
That is the reason the U.S. Center for SafeSport has been created
and the reason we exist, and the reason we need to exist.

I think you asked what the Senate can do. I will say again, I
think having an authorization, again, following in the footsteps of
USADA, but being authorized in legislation. Certainly, we would
not turn down an appropriation, but being authorized in legislation
goes a long way into establishing the credibility, the need for these
safeguards as you have said.

It is our absolute goal, our mission to not only address the abuse
and weed out the bad actors, but to really get upstream on preven-
tion. To make sure that we are educating all parents and youth
sport organizers, if you will, the athletes themselves on how to
identify grooming behaviors, for example, when we are talking
about youth. What does that look like?

And so, all of the education, the outreach, the training that needs
to take place that is not currently taking place, that is why we are
here. We are absolutely committed to creating change. Again, our
motto is champion respect and end abuse. That is our call to action.

Senator SULLIVAN. Thank you. Anyone else on that question?

Ms. WiLLIAMS. I would also say no, that the safeguards that we
have in place are not enough. What we need in place is uniform,
baseline education across all the different levels of sports from, like
I said, the grassroots level, youth, moving up into the elite ranks.

There needs to be something for when a coach, when a person
that is going to be of authority that is going to be dealing with an
athlete on a regular basis. Once they enter into this field, what are
the baseline requirements to make sure that you are going to do
what is in the athlete’s best interest?

Right now, there is no uniformity across all these different levels,
different organizations that exist. You can just wake up one morn-
ing and say, “I am going to go coach people and I am going to go
coach kids.” You are there and you are coaching. Everyone is like,
“Oh, he is nice.” And then you are bringing kids home and it just
degrades from there.

Senator SULLIVAN. Yes.

Ms. WILLIAMS. So baseline education and baseline points of
entry. There are requirements that make sure that we do have
proper safeguards. Those are the things that need to be put in
order.

Senator SULLIVAN. Thank you.

Before we conclude, I would ask unanimous consent to include in
the record letters from stakeholders providing additional perspec-
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tives on today’s hearing including the Sports Fans Coalition* and
the Positive Coaching Alliance.

Without objection, so ordered.

[The information referred to follows:]

PREPARED STATEMENT OF JAKE WALD, BUSINESS DEVELOPMENT MANAGER,
POSITIVE COACHING ALLIANCE

Mr. Chairman, Mr. Ranking Member, and Members of the Committee. My name
is Jake Wald, and I appreciate this opportunity to submit testimony on behalf of
the Positive Coaching Alliance (PCA) for the Committee’s hearing entitled “Current
Issues in American Sports: Protecting the Health and Safety of American Athletes.”
We appreciate the Committee focusing attention on the issues facing athletes, both
on and off the field.

PCA is a non-profit, educational organization that provides resources for students,
parents, coaches, and leaders with the aim of improving the culture around youth
sports. Operating under the motto “Better Athletes, Better People,” PCA works to
ensure that all youth and high school athletes have positive and character-building
sports experiences.

We pursue this goal by working directly with youth and high school sports lead-
ers, coaches, athletes, parents, and officials through partnerships with schools and
youth sports organizations nationwide. These partnerships consist of live workshops,
online courses, books, and more—all geared toward changing the culture of youth
sports. Since its inception, PCA has reached more than 8.6 million young people;
partnered with roughly 3,500 schools and youth sports organizations; and delivered
hundreds of thousands of online courses.

I joined PCA in 2012, and I am responsible for the development and establish-
ment of new PCA chapters, to add to the 17 we already have in major cities includ-
ing Chicago, New York, Houston, Los Angeles, and Tampa Bay. I came to PCA after
being fortunate enough to have a career first as a student-athlete at George Wash-
ington University (GWU) and then as a professional athlete in the San Francisco
Giants and Arizona Diamondbacks organizations. Upon my retirement, I returned
to college baseball as a coach, first at my alma mater, GWU, and then at George-
town University. These experiences informed my decision to get involved with PCA,
and provided me with the insight to speak firsthand about the issues facing youth
athletes today.

As the Committee begins exploring factors impacting athlete safety, we urge the
Committee to assess the culture of youth sports as an integral factor affecting young
athletes. Last Congress, the House Energy and Commerce Subcommittee on Over-
sight and Investigations convened a hearing to evaluate concussions in youth sports.
At that hearing, members noted that improving the safety of sports is not merely
about science; it is also about culture.

We strongly agree with the notion that that culture plays a critical role in improv-
ing awareness, attention, and care for youth athletes, and we are concerned that
today’s win-at-all-costs culture incentivizes and normalizes damaging behaviors—in-
cluding use of performance enhancing drugs, opioid abuse, and overuse injuries
spurred by premature sport specialization. In fact, each year, the current win-at-all-
costs culture drives millions of kids out of sports for good. Not only does this deprive
them of the well-researched benefits of participating in organized athletics, but their
negative experiences may have further effects throughout their lives.

PCA leads the charge for youth sports organizations to overcome these cultural
challenges and help millions of kids reach their potential. Young people can only
reap the full benefits of competing in organized sports if the adult leaders, coaches,
and parents behave as character educators, intent on teaching life lessons—includ-
ing healthy competitiveness—through sports. With a winning combination of truth-
ful, specific praise; constructive criticism; and positive motivation, athletic perform-
ance improves, and so do the chances that kids stay involved and learn all the valu-
able life lessons that organized competition can teach. As such, we appreciate and
are pleased to see that the Committee has an established interest in evaluating all
factors that impact athlete safety, beyond just the physical.

PCA is concerned with the decline in participation in youth sports, which reduces
the number of American youths who can benefit from the experiences and life les-
sons a positive experience in sports can provide. While there are a number of factors
contributing to this trend; it can be in part attributed to the tremendous negativity

*This letter can be found on page 97 of this hearing.
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that pervades youth sports today and the pressure placed on young athletes to suc-
ceed at any cost. We appreciate and are pleased to see that the Committee has an
interest in evaluating factors that impact athlete safety, and we urge you to con-
tinue to bring attention to the issue of sports culture—particularly in the context
of its role in the development of our Nation’s youth.

Thank you again for this opportunity. We would be happy to discuss this and
other issues related to youth sports with you at your convenience.

The hearing record will remain open for two weeks. During this
time, senators are asked to submit any questions for the record for
our witnesses. Upon receipt, the witnesses are requested to submit
their written answers to the Committee as soon as possible.

I want to, again, thank the witnesses for appearing today. These
are very important issues. You can see there is a lot of bipartisan
interest and, I think, motivation to address these in a bipartisan
way. We are going to continue to engage with you and others to
make sure we address some of these in the best way possible.

This hearing is now adjourned.

[Whereupon, at 12:20 p.m., the hearing was adjourned.]
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