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Webinar Details 
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 Live closed captioning is available through Federal Relay 

Conference Captioning (see the “Closed Captioning” box) 
 

 Webinar audio is not provided through Adobe Connect or 

Defense Connect Online 

- Dial: CONUS 800-369-2075; International 312-470-7430 

- Use participant pass code: 9942561 
 

 Question-and-answer (Q&A) session 

- Submit questions via the Q&A box  
 

 

 



Resources Available for Download 
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Today’s presentation and resources are available for 

download in the “Files” box on the screen, or visit 

dvbic.dcoe.mil/online-education 

 

 
  

 



Continuing Education Details 
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 DCoE’s awarding of continuing education (CE) credit is limited in 

scope to health care providers who actively provide psychological 

health and traumatic brain injury care to active-duty U.S. service 

members, reservists, National Guardsmen, military veterans 

and/or their families. 
 

 The authority for training of contractors is at the discretion of the 

chief contracting official.  
‒ Currently, only those contractors with scope of work or with 

commensurate contract language are permitted in this training. 
 

 

http://dcoe.health.mil/Libraries/Documents/DCoE_Accreditation_CEU.pdf


 

Continuing Education Accreditation  

 

 This continuing education activity is provided through 

collaboration between DCoE and Professional Education 

Services Group (PESG).   
 

 Credit Designations include: 

‒ 1.5 AMA PRA Category 1 credits 

‒ 1.5 ACCME Non Physician CME credits  

‒ 1.5 ANCC nursing contact hours 

‒ 1.5 APA Division 22 contact hours  

‒ 1.5 NASW* contact hours 

 

 

 

* Social Workers may claim credit and receive a NASW CE certificate after 20 April 2015 
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Continuing Education Accreditation  

 
Physicians 

This activity has been planned and implemented in accordance with the essential Areas and Policies of 

the Accreditation Council for Continuing Medical Education (ACCME). Professional Education Services 

Group is accredited by the ACCME as a provider of continuing medical education for physicians. This 

activity has been approved for a maximum of 1.5 hours of AMA PRA Category 1 Credits TM.  Physicians 

should only claim credit to the extent of their participation. 

  

Physician Assistants 

This activity has been planned and implemented in accordance with the essential Areas and Policies of 

the Accreditation Council for Continuing Medical Education (ACCME). Physician Assistants who attend 

can earn ACCME Category 1 PRA Credit. 

             

Nurses 

Nurse CE is provided for this program through collaboration between DCOE and Professional Education 

Services Group (PESG). Professional Education Services Group is accredited as a provider of continuing 

nursing education by the American Nurses Credentialing Center’s Commission on Accreditation. This 

activity provides a maximum of 1.5 contact hours of nurse CE credit. 

  

Occupational Therapists 

(ACCME Non Physician CME Credit) For the purpose of recertification, The National Board for 

Certification in Occupational Therapy (NBCOT) accepts certificates of participation for educational 

activities certified for AMA PRA Category 1 Credit TM from organizations accredited by ACCME. 

Occupational Therapists may receive a maximum of 1.5 hours for completing this live program.  
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Continuing Education Accreditation  

 
Physical Therapists 

Physical Therapists will be provided a certificate of participation for educational activities certified for AMA 

PRA Category 1 Credit TM.  Physical Therapists may receive a maximum of 1.5 hours for completing this 

live program. 

  

Psychologists 

This Conference is approved for up to 1.5 hours of continuing education.  APA Division 22 (Rehabilitation 

Psychology) is approved by the American Psychological Association to sponsor continuing education for 

psychologists. APA Division 22 maintains responsibility for this program and its content.  

  

Social Workers 

Application has been made to the National Association of Social Workers for Social Worker continuing 

education credit. This activity will provide a maximum of 1.5 contact hours. Social Workers may claim 

credit and receive a NASW CE certificate after 20 April 2015.  

  

Other Professionals 

Other professionals participating in this activity may obtain a General Participation Certificate indicating 

participation and the number of hours of continuing education credit. 
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Continuing Education Details 
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 If you wish to obtain a CE certificate or a certificate of 

attendance, please visit http://dcoe.cds.pesgce.com after 

the webinar to complete the online CE evaluation.  

 

 The online CE evaluation will be open through 

Thursday, April 23, 2015. 

http://dcoe.cds.pesgce.com/
http://dcoe.cds.pesgce.com/
http://dcoe.cds.pesgce.com/


Questions and Chat 

 Throughout the webinar, you are welcome to submit technical 

or content-related questions via the Q&A pod located on the 

screen. Please do not submit technical or content-related 

questions via the chat pod. 
 

 The Q&A pod is monitored during the webinar; questions will 

be forwarded to presenters for response during the Q&A 

session. 
 

 Participants may chat with one another during the webinar 

using the chat pod.   
 

 The chat function will remain open 10 minutes after the 

conclusion of the webinar. 
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Summary and Learning Objectives 
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Closed head trauma is one of the most commonly reported injury complaints in pediatric 

emergency departments and is a significant cause of pediatric death and disability worldwide. 

The Centers for Disease Control and Prevention (CDC) reports that among the 38 million 

youths who participate in organized sports in the U.S. concussion is the most common injury 

and has risen 57% among children (age 19 or younger). The events that lead to a TBI are 

usually predictable and preventable. The CDC wants to ensure the health and safety of our 

young athletes through their HEADS UP campaign initiative by informing athletes, parents and 

coaches about prevention, recognition and response to concussion. 

  

Providers can take an active stance to reduce and prevent brain injuries through educational 

efforts. Injury prevention education is one of the most effective approaches to decreasing the 

number of pediatric concussions. This webinar will address concussion truths and myths; tools 

for concussion identification, diagnosis and management; and concussion rehabilitation.   

  

At the conclusion of this webinar, participants will be able to: 

 Discuss public health and clinical approaches to concussion management  

 Explain the elements of a four corners approach to pediatric concussion care 

 Incorporate injury prevention and educational resources for health care providers, 

coaches, athletic trainers, parents, school nurses, teachers, counselors and other 

stakeholders into current practice 

 

 



 

Gerard A. Gioia, Ph.D. 
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 Chief of the Division of Pediatric Neuropsychology at the 

Children’s National Health System, where he directs the Safe 

Concussion Outcome, Recovery & Education (SCORE) 

Program 

 Professor of Pediatrics and Psychiatry and Behavioral 

Sciences at George Washington University School of 

Medicine 

 Contributed to the development of pediatric post-concussion 

resources, including the Center for Disease Control and 

Prevention’s (CDC) HEADS UP toolkits and the Defense and 

Veterans Brain Injury Center’s (DVBIC) “A Parent’s Guide to 

Returning Your Child to School After a Concussion”  

 Participated in the International Concussion in Sport Group 

Consensus meetings, American Academy of Neurology 

Sports Concussion Guideline panel, and the CDC mild 

traumatic brain injury guideline development group 

 Works with the Washington Capitals, Baltimore Ravens and 

numerous youth sports organizations  

 Education: 
 Ph.D., School Psychology, University of North Carolina at 

Chapel Hill 

Gerard A. Gioia, Ph.D. 
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 The views and opinions expressed in this presentation are those of the 
presenter and do not represent official policy of the Department of 
Defense (DoD), the United States Army or DVBIC. 

 The presenter does not intend to discuss the off-label/investigative 

(unapproved) use of commercial products or devices. 

 Psychological Assessment Resources, Inc. 
 Test Author 

 Behavior Rating Inventory of Executive Function® (BRIEF®)  

 Tasks of Executive Control™ (TEC™) 

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

 Acute Concussion Evaluation© (ACE©) 

 Post-Concussion Symptom Inventory (PCSI) 

 Exertion Effects Rating Scale 

 Multimodal Assessment of Cognition & Symptoms (MACS) for Children 

 Concussion Recognition & Response App™ 

 Concussion Assessment & Response App™ 



Polling Question 

My discipline is: 

 

 Primary care provider  

 Rehabilitation provider  

 Psychologist 

 Nurse 

 Social worker/case manager 

 Other 
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Concussion/Mild Traumatic Brain (mTBI) 

Injury 10-15 Years Ago 

 Little understanding of mTBI 

 Few treating healthcare providers  

 Few medical tests or tools 

 Minimal research/funding 

 Little public awareness of risks 

 No rules to protect kids 

14 



Where Are We Today? 

 Increased public awareness 

 Significant increase in recognition of sport-

related mTBI 

 Expanding our research knowledge 

 Improving our understanding of the injury 

 Training more healthcare providers, clinics 

 Developing more clinical tests and tools 

 Implementing rules to protect kids 

15 



Polling Question 

Parents and coaches must play a critical role in 

identifying youth sport concussion. 

 

 True 

 

 False 
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Partnering to Identify 

Home 
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Parent 

Teacher 

Neighbor 

Coach 

Friend 
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Recognize and Respond 

1+2  “When in Doubt, 

Sit Them Out” 
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Child/Teen 
(Student, Athlete, 

Son/Daughter, 

Friend) 

Family 

Sports/Recreation 

Medical 

School 

Four Corners Approach to Concussion – 

 Partners in Care 
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Three Action Steps Everyone 

Should Know and Do 

1. Learn how to recognize a concussion. 

 Learn the 12 danger signs  911. 

 Use tools to guide you.  
 CDC HEADS UP materials (CDC, 2015) 

 Concussion Recognition & Response™ App (Gioia & Mihalik, 2011)    

 Acute Concussion Evaluation©  (Gioia & Collins, 2007) 

2. Remove child from risk if you suspect a 

concussion, obtain a medical evaluation. 

3. Support proper treatment: Physical, cognitive, 

emotional support. 

 Monitor and record child’s symptoms at home. 

19 



Polling Question 

A concussion is not the same as a TBI. 

 

 True 

 

  False 

 

20 



What is a Concussion? 

 A bump, blow or jolt to the head or body that 

causes the brain to move rapidly back and forth 

 Causes stretching of brain, causing chemical 

changes and cell damage 

 Causes change in how brain works (signs and  

symptoms) 

 Once these changes occur, brain is more 

vulnerable to further injury and sensitive to 

increased stress. 

21 
(CDC, 2015) 



Concussion = 

 

Traumatic Brain Injury  

22 



A Concussion is a Brain Injury 

23 
Video by Children’s National Medical Center, 2015 

This video demonstrates the stretching and straining and twisting of the brain when a force is applied. 



Brain Motion... 
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This video shows a biomechanical representation of the stretch and strain of brain tissue 

Videos by Joel Stitzel, PhD courtesy of  

Wake Forest University School of Medicine 



Neurometabolic Cascade  

Following TBI 
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(Giza & Hovda, 2001) 

UCLA Brain Injury Research Center  
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Effects of Concussive Forces  

on the Brain 

 Typically, the software of the brain is affected  

 Neurometabolic/neurochemical processes 

 Physiological 

 Not the hardware 

 Structure  

26 

Courtesy photo by Gerard Gioia, Ph.D. 



Anatomical Timeline of a Concussion 

Defining the Key Factors 

LOC 
<10% 

Antero- 

grade 

Amnesia 

25-40% 

CONCUSSION 

Pre-Injury 

Risks 

Retro- 

grade 

Amnesia 

20-35% 

Neurocognitive dysfunction 

 and post- 

concussion symptoms 

Seconds-Hours Hours - Days - Weeks+ Seconds-Minutes Seconds-Hours 

A. Injury Characteristics B. Symptom Assessment 
C. Risk 

Factors 
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Polling Question 

What percent of children and teens lose 

consciousness with a concussion? 

 

a. 5-10% 

b. 25% 

c. 50% 

d. 80% 

28 



Signs of a Concussion  

(What You Observe) 

Physical 
 Vomiting 

 Loses consciousness 

 Balance problems 

 Moves clumsily 

 Drowsy 

Behavior/Emotion 
 Behavior or personality 

changes 

Cognitive 
 Appears dazed/stunned 

 Confused about events 

   (assignment or position) 

 Answers questions more 

slowly 

 Repeats questions/forgets 

instruction or play 

 Cannot recall events prior to 

or after the hit/fall 

29 
(CDC, 2015) 



Signs of a Concussion  

(What They Feel and Report) 

Physical 
 Headache 

 Fatigue 

 Visual problems 

(blurry/“double”) 

 Nausea/vomiting 

 Balance problems/dizziness 

 Sensitivity to light/noise 

 Numbness/tingling 

Cognitive 
 Mental fogginess 

 Difficulty concentrating 

 Difficulty remembering 

 Feeling slowed down 

Emotional 
 More emotional  

 Irritable 

 Sad 

 Nervous 

Sleep 
 Sleeping more/less 

 Trouble falling asleep 

 Drowsiness 
30 

(CDC, 2015) 



Recovery from Concussion: 

How Long Does It Take?  

(Collins, Lovell, Iverson, Ide, & Maroon, 2006) 31 

N=134 high school athletes 



If We Do Not Properly Recognize  

and Manage Concussions…. 

 RISKS INCREASE!!! 

 Player is more likely to be re-injured.  

 Second/third... injuries 

 Are more likely to be more severe  

 Could cause permanent brain damage 

 Can take longer to recover from 

 Increase risk of retirement from sport 

32 



Assistive Tools 

 Identify tools to guide one’s recognition of 

a suspected concussion. 

33 



Concussion Recognition & Response™ App  
Apple and Droid smartphones Courtesy photo by Gerard Gioia, Ph.D. 

(Gioia & Mihalik, 2011 ) 



+ 
Blow/Force to 

Head/Body 

Change in Function/   
Behavior/Performance 

Post-Concussion Signs and Symptoms 

Physical      Cognitive       Emotional    Sleep 
Headache    Concentrate     Irritability            More 
Fatigue          Memory            Emotional           Less 
Balance/       Speed of             control            Cannot 
Dizziness          thinking           Sadness 

1 2 
“I SUSPECT!” 

How To Recognize a Possible Concussion: 

Look for 1 +  2 Using Your Tools  

35 (Gioia & Mihalik, 2011) 



“When in Doubt, Sit Them Out” 

Remove from sport 

Protect from further injury 

Notify parent 

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

Medical evaluation 

Support recovery 

= “I Suspect” 1 + 2 

How to Respond to a  

Suspected Concussion 

36 (Gioia & Mihalik, 2011) 
Courtesy photo Concussion 

Recognition & Response™ App 



Clinical Methods of  

Concussion Assessment 

 Clinical exam: Protocol to assess injury 

characteristics, history/risk factors, thorough 

symptom assessment, cognitive functioning, 

balance assessment 

 Acute Concussion Evaluation© (ACE©) (CDC, 2015) 

 Sport Concussion Assessment Tool (SCAT-3™)        

(McCrory et al., 2013) 

37 



Essential Elements of Clinical Concussion 

Assessment and Management 

A. Early recognition of functional difference 

B. Detecting reliable change from “usual” functioning  

C. Assessing all four symptom categories 

D. Monitor symptomatic functioning over time for 

change, e.g., recovery, persistent symptoms 

E. Guiding recovery via care plan 

F. Detecting reliable change/return to “usual” 

(recovery) 

G. Referral when symptoms persist beyond 7-14 days 

38 



Polling Question  

I have received explicit training in assessing and 

diagnosing concussion in youth. 

 

 Yes 

 

  No 

39 



(*Historical source CDC, 2007; updated source CDC, 2015) 40 



(CDC, 2015) 41 



42 (CDC, 2015) 



Acute Concussion Evaluation© (ACE©)  

Goals 

 Clinical 

 Improve physician’s early diagnosis of mTBI 

 Guide appropriate management 

 Public Health 

 Improved epidemiology of mTBI 

 

43 (CDC, 2015) 



ACE©   

Emergency Department and Primary Care 

44 
(CDC, 2015) 



ACE© Description 

 ACE is a clinical protocol to assist diagnosis of 
mTBI/concussion in medical settings 

 Emergency Departments 

 Pediatric office settings 

 Ages 4-adult 

 Elements of clinical assessment protocol are 
evidence-based 

 Link to follow-up care via ACE© Care Plan 

45 (CDC, 2015) 



ACE© Description 

 Patient or parent as reporter of signs and  

symptoms 

 Assess for presence/absence of 22 symptoms  

 Somatic 

 Cognitive 

 Emotional 

 Sleep 

 Length of time approximately five minutes 

(N=354) (Gioia, Collins & Isquith, 2008)  

46 (CDC, 2015) 



ACE© Key Elements 

A. Define Injury Characteristics 

B. Assess for Symptoms (22) (Lovell & Collins, 

1998) 

C. Identify Risk Factors for Prolonged Recovery 

D. Red Flags for Neurological Deterioration  

E. Establish the Diagnosis 

F. Plan Follow-Up Action/Referral 

47 (CDC, 2015)  



Injury Description 

Cause 

Amnesias (retrograde, anterograde) 

Loss of Consciousness (LOC), Early Signs 

Seizures 

 

 

 
 

 

 
 

 
 

 
 

basketball 

May 30, 2007 

Fell to ground, hit head on ground and then kneed in right temporal region; dazed initially but  

 

continued to play with bad headache. Felt sluggish and confused. 

ACE© 

A. Injury Characteristics 

48 (CDC, 2015) 



5 

4 

1 

2 

12 

 
 

ACE© 

B. Symptom Checklist 

49 (CDC, 2015) 



Research findings have linked these risk factors 

to longer periods of recovery. 

 

  
 

 

ACE© 

C. Risk Factors for Protracted Recovery 

50 (CDC, 2015) 



Physicians and parents/patients  

need to be aware of danger signs  

that signal the need for emergency care. 

ACE© 

D. Red Flags for Neurological Deterioration 

51 (CDC, 2015) 



850.0 (Concussion, with no loss of consciousness) 
• Positive injury description, evidence of forcible direct/ indirect blow to the head (A1a) 

• Evidence of active symptoms (B) related to the trauma (Total Symptom Score >0) 

• No evidence of LOC (A5) 

• No skull fracture or intracranial injury (A1b). 

850.0 (Concussion, with no loss of consciousness) 
• Positive injury description, evidence of forcible direct/ indirect blow to the head (A1a) 

• Evidence of active symptoms (B) related to the trauma (Total Symptom Score >0) 

• No evidence of LOC (A5) 

• No skull fracture or intracranial injury (A1b). 

850.1 (Concussion, with brief loss of consciousness < 1 hour) 

  Positive injury description, evidence of forcible direct/ indirect blow to the head (A1a) 

  Evidence of active symptoms (B) related to the trauma (Total Symptom Score >0) 

  Positive evidence of LOC (A5) 

  No skull fracture or intracranial injury (A1b) 

850.9 (Concussion, unspecified) 

 Positive injury description, evidence of forcible direct/indirect blow to the head (A1a) 

 Evidence of active symptoms (B) related to the trauma (Total Symptom Score >0) 

 Unclear/unknown injury details; unclear evidence of LOC (A5) 

 No skull fracture or intracranial injury 

 

ACE© 

E. Diagnosis 

52 (CDC, 2015) 

850.0 (Concussion, with no loss of consciousness) 

  Positive injury description, evidence of forcible direct/ indirect blow to the head (A1a) 

  Evidence of active symptoms (B) related to the trauma (Total Symptom Score >0) 

  No evidence of LOC (A5) 

  No skull fracture or intracranial injury (A1b) 

854  (Other Diagnoses) 

  Patient presents with a positive injury description and associated symptoms, BUT 

  Additional evidence of intracranial injury (A 1b) such as from neuroimaging, or  

  LOC > 1 hour 

  Moderate TBI – diagnostic code 854 (intracranial injury) should be considered 



None 

Office Monitor (Re-assess in 1-2 days) 

Referral: Testing, Physician, Emergency 

Department 

 

 

June 1, 2007 

ACE© 

F. Follow-Up Action Plan/Referral 

53 
(CDC, 2015) 



ACE© Care Plan 

Linking Diagnosis with Treatment 

54 
(CDC, 2015) 



55 (CDC, 2015) 



Guide recovery 

Educate 

Manage exertional activity, safety 

Purpose of Care Plan 

56 
(CDC, 2015) 



Daily Activities 

57 (CDC, 2015) 



Return to School 

 
 
 

 

 

50 60 

58 (CDC, 2015) 



Return to Work 

 

 

 
 

59 
(CDC, 2015) 



Neuropsychological Testing 

 Concussion produces impairment of 

neuropsychological function in children and adults. 

 Attention, memory, speed, executive function, emotional 

response  

 Assessment of neuropsychological function 

provides measurable outcome of injury. 

 Other factors can influence performance and 

reporting; findings do not stand alone. 

60 



Neuropsychological Testing 

 Test findings are best understood as one element 

within a multidimensional, multidisciplinary model. 

 Training in the proper administration, especially 

with children, is critical to obtain valid results. 

 Interpretation of findings requires an even higher 

level of training and expertise. 

61 



Polling Question  

Rest is the best medicine to treat concussion. 

 

  True 

 

  False 

62 



“New” Management Strategies 

“Active” Rehabilitation 

 No additional forces to head/brain 

 INITIALLY, resting the brain (days) and good night sleep  

 Individualized moderated, monitored symptom management 

 Managing/facilitating physiological recovery; teaching symptom 

monitoring, exertion concepts 

 Find the activity “sweet spot” – Optimized activity without overexertion 

 Not too much BUT not too little  

 Plan of graduated physical and cognitive activation  

     
 
Ways to overexert 

 Physical 

 Cognitive (concentration) 

 Emotional (stress) 

63 



Progressive Activities of Controlled Exertion 

(PACE) 

 Set the Positive Foundation for Recovery 

 Define the Parameters of the Activity-Exertion 

Schedule 

 Skill Teaching: Activity-Exertion Monitoring/ 

Management  

 Reinforcing the Progressive Path to Recovery 

64 
(Gioia, 2014) 



Activity-Rest Management  

Not Too Little, Not Too Much 

Concussion in Sports:  Postconcussive Activity 

Levels, Symptoms, and Neurocognitive 

Performance 

 

Journal of Athletic Training, 2008  
 

 

(Majerske et al., 2008) 65 



Exertional Effects – Why Do We Care? 

 Exertional effects = symptom exacerbation 

following physical or cognitive activity 

 Signal that the brain’s dysfunctional 

neurometabolism being pushed beyond its 

tolerable limits 

 Child’s sensitivity to symptom exacerbation/ 

exertional effects is hypothesized to be one more 

indicator of its injury status. 

 Possible treatment implications 

66 (Gioia, 2014) 



Exertional Effects 

1 5 

1 

6 3 

5 

0 1 

Exertion Effects Index 

Difference Score = 17- 5 =12 

67 (Gioia, 2014) 



Cognitive Exertion Recovery 

68 (Sady, McGill, Gerst, & Gioia, 2013) 



Is Rest After Concussion  

“The Best Medicine?” 

 “Practice guidelines recommend an initial period of rest 

for concussion/mTBI… 

 BUT, compelling evidence that other health conditions 

can be worsened by inactivity, improved by early 

mobilization/exercise… 

 Best available evidence suggests that rest exceeding 

three days is probably more harmful than helpful… 

 Gradual resumption of pre-injury activities should begin 

as soon as tolerated… 

 Supervised exercise may benefit patients who are slow 

to recover…” 

(Silverberg & Iverson, 2013,  p.1) 
69 



“Benefits” of Strict Rest 

70 (Thomas, Apps, Hoffmann, McCrea, & Hammeke, 2015) 

Conclusions: Recommending strict rest for adolescents immediately after 

concussion offered no added benefit over the usual care.  

Adolescents’ symptom reporting was influenced by recommending strict rest.  



“Active” Aerobic Rehabilitation 

 Aerobic Activation (Gagnon, Galli, Friedman, Grilli, & Iverson, 2009; Leddy et 

al., 2010) 

 Structured and monitored subsymptom 

threshold exercise to facilitate healing in slow to 

recovery (>3-4 weeks) 

 Progressive “controlled” exercise below level 

that produces symptom occurrence or 

worsening (Gagnon et al., 2009) 

71 



Return to School 

72 



Polling Question  

Students should not be sent back to school 

when they are symptomatic. 

 

  True 

 

  False 

73 



(DVBIC, 2014) 74 



(DVBIC, 2014) 75 



(DVBIC, 2014) 76 



(DVBIC, 2014) 
77 



(DVBIC, 2014) 
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1. What role do I play in helping a student 

return to school? 

2. How can a concussion affect learning? 

3. When is a student ready to return to 

school after a concussion? 

4. Who should be included as part of the 

support team? 

5. How can understanding concussion 

symptoms help with identifying a 

student’s individual needs? 

6. What roles to cognitive exertion and rest 

play in a student’s recovery? 

7. How can I help identify problems and 

needs? 

8. Some strategies for Addressing 

Concussion Symptoms at school. 

9. When symptoms persist: What types of 

formal supports are available? 

Heads Up to Schools: Know Your 

Concussion ABCs 

(CDC, 2015) 79 



Concussion’s Effects on School  

Learning and Performance  

 216 students (Grades 4-12) with concussions 

 Which specific types of problems are you 
experiencing in school? 

 Students reported an average of 3.4 problems 
below.  

Headaches interfering    66%  (High School (HS)-68%)  

Too tired       54%  (HS-58%)  

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

Cannot pay attention in class  58%  (HS-62%)  

Homework taking much longer  49%  (HS-54%)  

Difficulty studying for test/quiz  42%  (HS-47%)  

Difficultly understanding material 44% (HS-46%)  

Difficulty taking notes    27%  (HS-32%) 

 
(CDC, 2015) 80 



Literature 
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 Academic Effects of Concussion in Children and 

Adolescents (Ransom et al., in press) 

 

 School and the Concussed Youth: 

Recommendations for Concussion Education 

and Management (Sady, Vaughan, & Gioia, 2011) 

 

 Clinical Report Sport-Related Concussion in 

Children and Adolescents (Halstead, Walter, & Council on Sports 

Medicine and Fitness, 2010) 



Gradual Return to School 

82 (Gioia, 2014) 



Return to Sports  

Participation 
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Criteria for Return to Play (RTP) 

 No longer have any symptoms 

 No longer need medicine to control symptoms 

 Neurocognitive function and balance back to 

normal 

 After rest and gradual activity (exertion) 

 Cleared by medical professional to begin 

gradual RTP program  

 RTP ideally conducted by certified athletic 

trainer 
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When I leave today,  

how can I remember all  

this information? 

Where can I go? 
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Concussion/mTBI 

CDC Educational Materials 

www.cdc.gov/concussion 

 

HEADS UP: Concussion in High School Sports 

HEADS UP: Concussion in Youth Sports 

HEADS UP: Concussion Training for Medical 

Providers 

HEADS UP to Schools: Know Your Concussion 

ABCs 
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Parents & Coaches & Athletes Coaches 

Concussion Education Tools 

www.cdc.gov/concussion 
87 (CDC, 2015) 



Schools Healthcare Providers 

www.cdc.gov/concussion 

Concussion Education Tools  

88 (CDC, 2015) 



Clipboard/Pocket Card 

www.cdc/gov/concussion 

89 (CDC, 2015) 



Polling Question 

I am very familiar with my state’s youth 

concussion law. 

 

 Yes 

 

 No 
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50 States and D.C.  

Now Have Concussion Laws 

91 
(Education Week, 2015) 



Three Core Principles 
 

 

1. Concussion Education for Coaches to Recognize and 

Respond 

2. Remove and Protect – When in Doubt, Sit it Out 

3. Medical Clearance required for Returning Youth to Play 

Know Your State Youth Concussion Law 
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Understand the myths and  

truths surrounding  

concussions 
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Truth or Myth? 

1. Concussion requires loss of consciousness.  

2. My state has a law promoting concussion 

recognition and response in sports. 

3. A student should not return to school until fully 

asymptomatic. 

4. The only way to recover from a concussion is 

to eliminate “screens” and rest. 

5. Students with concussions frequently report 

multiple areas of difficulty with learning. 

6. Only medical professionals can identify a 

suspected concussion. 

 

Truth/Myth 

 

Truth/Myth 

 

 

Truth/Myth 

 

 

Truth/Myth 

 

 

Truth/Myth 

 

 

Truth/Myth 
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Truth or Myth? 

7. Football is responsible for the majority of 

concussions in sports. 

8. A CT scan or MRI is important in the 

diagnosis of concussion.  

9. In the state of Maryland, only a physician can 

“clear” an athlete to return to play. 

10. Recovery from a concussion is best 

accomplished by a balance of moderated 

activity and rest breaks. 

11. Baseline testing is necessary for the 

treatment and management of a concussion. 

 

 

 

Truth/ Myth 

 

 

Truth/ Myth 

 

 

Truth/ Myth 

 

 

Truth/ Myth 

 

 

 

 

Truth/ Myth 
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What We Still Need to Know 

 The brain’s individual response to forces 

(concussive, subconcussive) 

 Reasons for variability in risk for injury 

 Reasons for variability in recovery outcomes 

 Long-term effects of single, multiple, complex 

injuries 

 Individualized treatment predictors, protocols 

 PREVENTION 
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(Children’s National Health System, 2015)   
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Questions? 

 Submit questions via the 

Q&A box located on the 

screen. 

 

 The Q&A box is monitored 

and questions will be 

forwarded to our 

presenters for response. 

 

 We will respond to as 

many questions as time 

permits. 
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How to Obtain CE Credit 
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1. After the webinar*, go to URL http://dcoe.cds.pesgce.com 

2. Select the activity: 9 April TBI Webinar 

3. This will take you to the log in page. Please enter your e-mail address and password. If 

this is your first time visiting the site, enter a password you would like to use to create 

your account. Select Continue. 

4. Verify, correct, or add your information AND Select your profession(s). 

5. Proceed and complete the activity evaluation 

6. Upon completing the evaluation you can print your CE Certificate.  You may also e-mail 

your CE Certificate. Your CE record will also be stored here for later retrieval. 

7. The website is open for completing your evaluation for 14 days. 

8. After the website has closed, you can come back to the site at any time to print your 

certificate, but you will not be able to add any evaluations. 

 

* Social Workers may complete the online evaluation and obtain NASW CE certificate after 20 April 2015.  

 

http://dcoe.cds.pesgce.com/
http://dcoe.cds.pesgce.com/


Webinar Evaluation/Feedback  

We want your feedback! 

 

 Please complete the Interactive Customer Evaluation 

which will open in a new browser window after the 

webinar, or visit:  

 https://ice.disa.mil/index.cfm?fa=card&sp=134218&s

=1019&dep=*DoD&sc=11 

 Or send comments to usarmy.ncr.medcom-usamrmc-

dcoe.mbx.dcoe-monthly@mail.mil 
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Chat and Networking 

 

Chat function will remain open 10 minutes after the 

conclusion of the webinar to permit webinar attendees to 

continue to network with each other. 
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Next DCoE Psychological Health Webinar: 

How Child Narcissism Impacts Development: Implications for 

Clinical Practice 
April 30, 2015 

1-2:30 p.m. (ET) 
 

Next DCoE Traumatic Brain Injury Webinar: 

Impact of Caregiver Stress 
May 14, 2015 

1-2:30 p.m. (ET) 
 

Save the Date 
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DCoE Contact Info 

DCoE Outreach Center 

866-966-1020 (toll-free) 

dcoe.mil 

resources@dcoeoutreach.org 
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