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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 888-877-0398; International 210-234-5878 

- Use participant pass code: 3938468 
 

 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. 

 

 All who registered prior to the deadline on Thursday, Oct. 9, 

2014, at 3 p.m. (EDT) and meet eligibility requirements stated 

above are eligible to receive CE credit or a certificate of 

attendance. 

 

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


 

Continuing Education Details (continued) 
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 If you pre-registered for this webinar and want to obtain 

a CE certificate or a certificate of attendance, you must 

complete the online CE evaluation and post-test.  

 

 After the webinar, visit 

http://continuingeducation.dcri.duke.edu to complete the 

online CE evaluation and post-test, and download your 

CE certificate/certificate of attendance.  

 

 The Duke Medicine website online CE evaluation and 

post-test will be open through Thursday, Oct. 16, 2014, 

until 11:59 p.m. (EDT). 



 

Continuing Education Details (continued) 

 

 Credit Designation – The Duke University School of Medicine 

designates this live webinar for: 

 1.5 AMA PRA Category 1 Credit(s) 
 

 Additional Credit Designation includes: 

 1.5 ANCC nursing contact hours 

 0.15 IACET continuing education credit 

 1.5 NBCC contact hours credit commensurate to the length of the 

program 

 1.5 contact hours from the North Carolina Psychology Board 

 1.5 NASW contact hours commensurate to the length of the program for 

those who attend 100% of the program 
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Continuing Education Details (continued) 

 

 ACCME Accredited Provider Statement – The Duke University School of Medicine is accredited by the 

Accreditation Council for Continuing Medical Education (ACCME) to provide continuing medical education for physicians. 
 

 ANCC Accredited Provider Statement – Duke University Health System Department of Clinical Education & 

Professional Development is accredited as a provider of continuing nursing education by the American Nurses Credentialing 

Center’s (ANCC’s) Commission on Accreditation.  1.50 ANCC nursing contact hours are provided for participation in this 

educational activity. In order to receive full contact-hour credit for this activity, you must attend the entire activity, participate 

in individual or group activities such as exercises or pre/post-tests, and complete the evaluation and verification of 

attendance forms at the conclusion of the activity. 
 

 IACET Authorized Provider Statement – Duke University Health System Clinical Education & Professional 

Development is authorized by the International Association for Continuing Education and Training (IACET) to offer 0.15 

continuing education credit to participants who meet all criteria for successful completion of authorized educational 

activities. Successful completion is defined as (but may not be limited to) 100% attendance, full participation and 

satisfactory completion of all related activities, and completion and return of evaluation at conclusion of the educational 

activity. Partial credit is not awarded.  

Duke University Health System Clinical Education & Professional Development has been approved as an Authorized 

Provider by the International Association for Continuing Education &Training (IACET), 1760 Old Meadow Road, Suite 500, 

McLean, VA 22102. In obtaining this approval, Duke University Health System Clinical Education & Professional 

Development has demonstrated that it complies with the ANSI/IACET 1-2007 Standard, which is widely recognized as the 

standard of best practice in continuing education internationally. As a result of Authorized Provider status, Duke University 

Health System Clinical Education & Professional Development is authorized to offer IACET CEU’s for its programs that 

qualify under the ANSI/IACET 1-2007 Standard. 
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Continuing Education Details (continued) 

 

 NBCC: Southern Regional Area Health Education Center (AHEC) is a National Board for Certified Counselors and 

Affiliates, Inc.(NBCC)-Approved Continuing Education Provider (ACEPTM) and a cosponsor of this event/program. Southern 

Regional AHEC may award NBCC-approved clock hours for events or programs that meet NBCC requirements. The ACEP 

maintains responsibility for the content of this event. Contact hours credit commensurate to the length of the program will be 

awarded to participants who attend 100% of the program. 

 Psychology: This activity complies with all of the Continuing Education Criteria identified through the North Carolina 

Psychology Board's Continuing Education Requirements (21 NCAC 54.2104). Learners may take the certificate to their 

respective State Boards to determine credit eligibility for contact hours. 
 

 NASW:  National Association of Social Workers (NASW), North Carolina Chapter: Southern Regional AHEC will award 

contact hours commensurate to the length of the program to participants who attend 100% of the program.   
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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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Webinar Overview 

 The Centers for Disease Control and Prevention reports that approximately    

1.6-3.8 million sport and recreational concussions occur annually in the United 

States.  

 

 Epidemiological studies conducted to understand differences between female 

and male athletes with respect to sport injury incidence and prevalence have 

shown that female athletes at both the collegiate and high school levels are at a 

greater risk for incurring a concussion. In addition, females have been found to 

report slightly longer concussion symptoms and cognitive impairments.  

 

 The empirical findings on sex differences in sport-related concussion warrant 

clinical considerations when assessing concussion among male and female 

athletes. 

   

 At the conclusion of this webinar, participants will be able to: 
 Describe current research regarding gender issues and sport-related concussion 

 Identify sports at high risk for concussion at both the high school and collegiate level 

 Articulate gender differences in post-concussion symptoms and concussion outcomes 

 Discuss the importance of concussion management for male and female athletes 
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Presenter: Tracey Covassin, Ph.D., ATC 
 

 Associate Professor and certified athletic trainer in the 

Departments of Kinesiology and Intercollegiate Athletics at  

Michigan State University 

 

 Served on the Institute of Medicine and National Research 

Council Sport-Related Concussion in Youth Committee which 

released “Sport-related Concussions in Youth: Improving the 

Science, Changing the Culture” in October 2013 

  

 Directs a multi-site high school and college sport-concussion 

outreach program in the mid-Michigan area 

  

 Sport-related research foci include sex and age differences in 

concussion outcomes, neurocognitive impairments and 

issues associated with multiple concussions  

 

 Has received funding as a principal investigator from external 

sources including the National Operating Committee of 

Standards for Athletic Equipment, National Athletic Trainers 

Association Research and Education Foundation, NFL 

Charities, and the Centers for Disease Control and 

Prevention  

Tracey Covassin, Ph.D., ATC 
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GENDER ISSUES AND  
SPORT-RELATED CONCUSSION 

Tracey Covassin, Ph.D., ATC 
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DISCLOSURES 

 The views expressed in this presentation are 

those of the presenter and do not reflect the 

official policy of the Defense Department, U.S. 

Government or Michigan State University. 

 The presenter does not intend to discuss the off-

label/ investigative (unapproved) use of 

commercial products or devices. 

 The presenter has no relevant relationships to 

disclose.  
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PRESENTATION GOALS 

 
 Epidemiology of sport-related concussion 

 Gender differences in concussion symptoms 

 Gender differences in concussion outcomes 

 Management considerations for male and 

female athletes 
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POLLING QUESTION 

Females are at a greater risk for concussion in sex 

comparable sports.   

 

 True 

 

 False 
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POLLING QUESTION 

Compared to females, males have more injuries 

due to player-player contact than player-surface 

contact or player-equipment contact.  

 

 True 

 

 False 
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EPIDEMIOLOGY OF  

SPORT-RELATED CONCUSSION  
 

 According to the Centers for Disease Control and 

Prevention, there are approximately 1.6-3.8 million 

sport and recreational concussions in the United 

States annually (Langlois, Rutland-Brown, & Wald, 2006) 

 Researchers have reported that females have a 

greater risk and incidence for sport-related 

concussion than males in comparable sports. (Marar, 

McIlvain, Fields, & Comstock, 2012; Lincoln et al., 2011; Hootman, 

Dick, & Agel, 2007; Covassin, Swanik, & Sachs, 2003) 
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SERVICE MEMBERS 

 

 Among the U.S. service members worldwide, 

nearly 23,000 concussions or mild traumatic 

brain injuries (mTBIs) were diagnosed in 2013, 

representing about 84 percent of all TBIs in that 

population. 

DVBIC, 2014 
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SERVICE MEMBERS 

 

 Although TBI has become the signature injury of 

the wars in Afghanistan and Iraq, more than 

80% of TBIs in the military do not occur in the 

deployed setting.  

 These TBIs most commonly occur from motor 

vehicle crashes (privately owned and military 

vehicles), falls, sports and recreation activities, 

and military training. 

DVBIC, 2014 
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SERVICE MEMBERS 

 

 There is no reason to suspect that service 

members between the ages 18 and 22 who play 

intramural or service academy sports have 

different concussion risks than non-service 

member athletes. 
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SERVICE MEMBERS 

 

 In an effort to reduce the number of 

concussions among Cadets, West Point has 

substituted flag football for intramural football 

and eliminated intramural rugby altogether. 

Wolfe, 2013 
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Photo courtesy of Michigan State University 

NATIONAL COLLEGIATE  

ATHLETIC ASSOCIATION (NCAA)  

INJURY SURVEILLANCE PROGRAM 
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NCAA INJURY SURVEILLANCE PROGRAM 

 A reportable injury 

 Occurred as a result of participation in an organized 

intercollegiate practice or competition 

 Required medical attention by a team certified athletic 

trainer (AT) or physician  

 Restriction of participation for one or more days 
beyond the day of injury 

 

      

Hootman, Dick, & Angel, 2007 
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NCAA CONCUSSION RATES/ 

10,000 ATHLETE EXPOSURES (AE) 

Men’s Sports 

 Football – 6.0 

 Ice Hockey – 6.0 

Soccer – 4.2 

 Lacrosse – 6.0 

Basketball – 3.4 

Wrestling – 4.9 

Baseball – 1.1 

 

 

 

 

 

Women’s Sports 

 

 Ice Hockey – 7.0 

Soccer – 6.7 

 Lacrosse – 6.2 

Basketball – 4.8 

 Field Hockey–4.0  

Softball – 2.3 

 

 

 

 

 

Datalys Center, 2013 
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EPIDEMIOLOGY OF 

HIGH SCHOOL CONCUSSIONS 

 Examined the incidence and risk of concussion in 

12 high school sports  

 1997-1998 and 2007-2008 

 25 high schools in Fairfax County, Va. public 

school district 

 Certified athletic trainers  

 Sports Injury Management System (SIMS) 

Lincoln et al., 2011 
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EPIDEMIOLOGY OF  

HIGH SCHOOL CONCUSSIONS 

 Concussion was defined as an event that 

occurred during official game or practice, 

brought to the attention of an AT, and determined 

to be a concussion by the AT. 

 Clinical exam, symptom checklist, standardized 

assessment of concussion (SAC), Immediate 

Post Assessment and Cognitive Test (ImPACT) 

Lincoln et al., 2011 
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EPIDEMIOLOGY OF  

HIGH SCHOOL CONCUSSIONS 

 2,651 concussions 

 Football highest injury rate of concussion (.60) 

 Risk 

 2.1 x greater risk for girls in soccer 

 1.9 x greater risk for girls in softball 

 1.7 x greater risk for girls in basketball 

 Lacrosse higher injury rate in boys (.30) 

compared to girls (.20) 

 

Lincoln et al., 2011 
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HIGH SCHOOL CONCUSSION 

RATES/10,000 AE 

Men’s Sports 

 Football – 6.0 

Soccer – 1.7 

 Lacrosse – 3.0 

Basketball – 1.0 

Wrestling – 1.7 

Baseball – 0.6 

 

 

 

 

 

Women’s Sports 

 

Soccer – 3.5 

 Lacrosse – 2.0 

Basketball – 1.6 

 Field Hockey – 1.0  

Softball – 1.1 

Cheerleading – 0.6 

 

 

 

 

 

Datalys Center, 2013 
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PERCENT INCREASE OF HIGH SCHOOL 

CONCUSSIONS OVER 10 YEAR PERIOD 

Boy’s Sports 

 Wrestling   27% 

 Lacrosse  17% 

 Basketball  17% 

 Baseball   14% 

 Soccer  13% 

 Football     8% 

 

 

 

Girl’s Sports 

 Cheerleading    26% 

 Basketball        24% 

 Softball     23% 

 Field hockey    20% 

 Soccer     17% 

 Lacrosse              17% 

 

 

 

Lincoln et al., 2011 
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EPIDEMIOLOGY OF 

HIGH SCHOOL (HS) CONCUSSIONS 

 Reporting Information Online (RIO) Injury 

Surveillance 

 2008-2010 for 20 sports 

 13.2% of all injuries were concussions 

 Risk 

 3.2 x greater risk for girls in softball 

 2.1 x greater risk for girls in soccer 

 1.3 x greater risk for girls in basketball 

 1.7 x greater risk overall for girls  

 compared to boys 
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MECHANISM OF INJURY 

 

 Females have more injuries due to player-

surface contact and player-equipment contact 

compared to boys. 

 Males have more injuries due to player-player 

contact compared to females. 
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WHAT MAY ACCOUNT FOR GENDER 

DIFFERENCES IN RISK FOR CONCUSSION? 

 Females have 50% less isometric neck strength. 

 Females have 23% less neck girth. 

 Females have 43% less head-neck segment.  

 Females had 50% greater head-neck peak 

angular acceleration. 

Tierney et al., 2005 
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WHAT MAY ACCOUNT FOR GENDER 

DIFFERENCES IN RISK FOR CONCUSSION? 

 Risk of concussion directly related to amount of 

head acceleration (linear and angular) during 

force application Newton’s Law of Acceleration  

 As the mass of an object is increased, the 

acceleration of the object is decreased. 

 Females have less mass, therefore, greater 

acceleration. 

 

Gennarelli et al., 1982 
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WHAT MAY ACCOUNT FOR GENDER 

DIFFERENCES IN RISK FOR CONCUSSION? 

 Researchers have also suggested that female 

soccer players have a larger ball-to-head size 

ratio than males, possibly predisposing them to 

concussion. 

Barnes et al., 1998; Schneider & Zernicke, 1988  
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WHAT MAY ACCOUNT FOR GENDER 

DIFFERENCES IN RISK FOR CONCUSSION? 
 

 Some of the differences in concussion rates 

between males and females may be explained 

by a lower rate of reporting of concussion 

symptoms by male athletes, although there is 

no definitive evidence that this is the case. 
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GENDER DIFFERENCES AND CONCUSSION 

SYMPTOMS AND OUTCOMES 

Photo courtesy of Michigan State University 
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GENDER DIFFERENCES AND  

CONCUSSION SYMPTOMS 

 

 Recent study on HS and collegiate soccer 

players found concussed female athletes 

demonstrated more symptoms than concussed 

male athletes.  

 Total concussion symptoms 

 Headache  

 

 

Colvin et al., 2009 
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GENDER DIFFERENCES AND  

CONCUSSION SYMPTOMS 

 Female concussed athletes reported more 

concussion symptoms than male concussed 

athletes. 

 Poor concentration   

 Lightheadedness 

 Increased fatigue 

 “Seeing stars”          
                                                

 

 

 

Broshek et al., 2005 
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GENDER DIFFERENCES AND 

CONCUSSION SYMPTOMS 

 

 Examined the relationship between gender and 

post-concussion symptoms (PCS) in athletes who 

incurred a sports mTBI 

 215 patients reported to the emergency room (ER) 

 Three months post-concussion administered the 

Rivermead Post Concussion Symptoms 

Questionnaire (RPQ) 
 

                                     

Preiss-Farzanegan, Chapman, Wong, Wu, & Bazarian et al., 2009 
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GENDER DIFFERENCES AND  

CONCUSSION SYMPTOMS 

 Females are at greater risk of PCS compared to 

males in adulthood (18+ years). 

 Females elevated risk for: 

 Headache 

 Dizziness 

 Fatigue 

 Irritability 

 Concentration 
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GENDER DIFFERENCES AND  

CONCUSSION OUTCOMES 
 

 Administered the Concussion Resolution Index 

(CRI) to high school and collegiate athletes     

 No sex difference at baseline 

 Females had greater cognitive declines than 

males. 

 Reliable Change Index (RCI) score for clinical 

significance 

 57% of females impaired 

 33% of males impaired 
 
 

                                                          
Broshek et al., 2005 
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GENDER DIFFERENCES AND  

CONCUSSION OUTCOMES 

 Females (no helmet), males (no helmet), males 

(helmet) 

 Females demonstrated significantly slower 

response speed on Complex Reaction Time 

(CRT) and Processing Speed (PS), marginal 

slower Simple Reaction Time (SRT) compared 

to unhelmeted males. 

 Females demonstrated slower response speed 

on SRT and more symptoms than helmeted 

males. 
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GENDER DIFFERENCES AND  

CONCUSSION OUTCOMES 

 RCI 

 57% of females unhelmeted 

 34% of males helmeted 

 27% of males unhelmeted 

 Female athletes cognitively impaired 1.7x more 
than male athletes 
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GENDER DIFFERENCES AND  

CONCUSSION SYMPTOMS 

 

 Administered ImPACT to 234 concussed high 

school and collegiate athletes  

 Only used soccer players 

 Males = 93, females = 141 

 Female soccer players exhibited slower reaction 

time scores than male soccer players. 
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GENDER DIFFERENCES AND  

CONCUSSION OUTCOMES 

 To examine sex and age differences in post-

concussion symptoms, neurocognitive (NCT) 

performance, and postural stability following 

concussion.  

 We hypothesized that high school and female 

athletes would have greater concussion 

symptoms, worse NCT and postural stability than 
college and male athletes respectively. 
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PARTICIPANTS 

 A total of 296 (204 males, 93 females; 203 high 

school, 93 college) athletes from an ongoing 

sport concussion surveillance study in 

California, Michigan, Louisiana, and Tennessee 

 After exclusionary criteria – 222 subjects  

 157 males, 65 females 
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METHODS 

 ImPACT at baseline, 2, 7, and 14 days post-

concussion  

 Balance Error Scoring System (BESS) at day 1, 

2, and 3 post-concussion  

 All return-to-play decisions were determined by 

each concussed athlete’s respective institutions’ 

sports medicine staff. 
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RESULTS: BESS 

 Significant between subjects interaction for sex 

and age (F [1, 111] = 7.29, p=.008) 

 High school males (M=18.8+7.2) scored slightly 

worse than high school females (M=13.0+6.3).  

 College females scored (M=21.1+8.7) 

significantly worse than male college athletes 

(M=16.9+8.6). 
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GENDER DIFFERENCES 

 
 Females (m=14.5+1.6) reporting more 

symptoms than males (M=10.0+1.2) 

 Female athletes performing worse than male 

athletes on visual memory (F [1, 118] = 3.95, p=.049)  
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GENDER DIFFERENCES AND 

CONCUSSION OUTCOMES 

 

 To examine neurocognitive performance 

following concussion between male and female 

soccer players 

 To compare concussion symptoms among male 

and female concussed soccer players 
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PARTICIPANTS 

 39 males (BMI=22.21+2.34, age=17.69+2.1) 

 56 females (BMI=23.47+2.66, age=17.78+2.3) 

 Athletes who had a learning disability, history of 

brain surgery, attention deficit/hyperactive 

disorder (ADHD), colorblindness or history of 

chronic migraine headaches were excluded 

from this study. 

 ImPACT at  baseline and eight days post-

concussion  
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RESULTS 

 

 This study demonstrated partial support for sex 

differences on male and female concussed soccer 

athletes. 

 Female concussed soccer athletes scored lower 

on visual memory compared to male concussed 

soccer athletes at eight days post-concussion. 

 Female concussed athletes presented with 

greater number of total post-concussion 

symptoms than male concussed athletes. 
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GENDER DIFFERENCES AND  

MULTIPLE CONCUSSIONS 

 Examined using a dose-response model gender 
differences in computerized neurocognitive 
performance among athletes with a history of 
multiple concussions 

 Retrospective with randomly selected 
concussion cases from four levels/numbers of 
previous concussion (no history, one 
concussion, two concussions, three or more 
concussions) 

 

      

Covassin, Elbin, Kontos, & Larson, 2010 
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GENDER DIFFERENCES AND  

MULTIPLE CONCUSSIONS 

 Females with a history of two and three or more 

concussions performed better than males with a 

history of two (p = .001) and three or more 

concussions (p = .012) on verbal memory. 

 Females performed better than males with a 

history of three or more concussions (p = .021) on 

visual memory. 

 Males performed worse than females on 

processing speed (p = .029) and reaction time 

(p=.04). 
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GENDER DIFFERENCES AND  

MULTIPLE CONCUSSIONS 

 Male athletes may have incurred more severe 

concussions in this study compared to female 

athletes. 

 Current study over-represented collision sports 

such as football and hockey. 
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WHAT MAY ACCOUNT FOR THESE  

GENDER DIFFERENCES? 

 Estrogen, the primary female sex hormone, has 

a detrimental or a neuroprotective effect with 

regards to concussion. 

 Emerson et al. (1993) administered estrogen 

prior to a brain injury to rats and found that it had 

a protective effect for males and was 

exacerbated in females. 
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WHAT MAY ACCOUNT FOR THESE  

GENDER DIFFERENCES? 

 Progesterone may act as a neuroprotective 

effect in animals as it may decrease cerebral 

edema or down regulate the inflammatory 
cascade in response to neurotrauma. 

Roof & Hall, 2000  
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WHAT MAY ACCOUNT FOR THESE  

GENDER DIFFERENCES? 

 Females have a greater rate of cerebral blood 

flow. (Esposito, Van Horn, Weinberger, & Berman, 1996)  

 Females have a greater basal rate of glucose 

metabolism. (Andreason, Zametkin, Guo, Baldwin, & Cohen, 1994) 

 A concussion may exacerbate the metabolic 

cascade, further decreasing cerebral blood flow 

and increased glycemic demands. 

 Female athletes may exhibit longer 

neurocognitive impairments than male athletes. 
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WHAT MAY ACCOUNT FOR THESE  

GENDER DIFFERENCES? 

 Males may ‘play through pain’ and hide 

symptoms. 

 Females may report their concussion symptoms 

with a greater frequency than males. 

 Females more concerned about the effects of 

future health 

 

59 



WHAT MAY ACCOUNT FOR THESE 

GENDER DIFFERENCES? 

 Females have less opportunity for professional 

careers than male athletes. 

 May not be as affected when told they cannot 

participate due to their concussion  
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MANAGEMENT CONSIDERATIONS 

 Always manage a concussed athlete or service 

member using a multi-faceted approach and on 

an individual basis.  

 Females are at greater risk for concussion in 

soccer, basketball, softball, cheerleading. 

 Females may have more concussion symptoms 

– headache, migraines. 

 Females may report slower reaction times. 
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MANAGEMENT CONSIDERATIONS 

 Obtaining detailed information from service 

members on previous concussion history  

 Obtaining detailed information from athletes on 

previous concussion history and not just football 

players! 

 Specific questions about previous signs and 

symptoms of concussion, not just the perceived 

number 

 Previous head, face, neck injuries 

 Coexisting concussion? 

 Inquire for both sport and non-sport injuries  
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MANAGEMENT CONSIDERATIONS 

 EDUCATE  
 Service members 

 Athletes 

 Coaches 

 Parents 

 Physicians 
 Pediatricians 

 Family physicians 

 ER staff 
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CULTURE CHANGE 

 44% of high school football players reported not wanting 

to leave the game as their reason for not reporting 

possible concussion. (McCrea, Hammeke, Olsen, Leo, & 

Guskiewicz, 2004) 

 66% did not think their injury was serious enough to 

warrant medical attention. (McCrea, Hammeke, Olsen, Leo, & 

Guskiewicz, 2004) 

 In a 2012 survey of high school football players, a 

majority indicated that it was “ok” to play with a 

concussion and that they would “play through any injury 

to win a game,” despite being knowledgeable about the 

symptoms and dangers of concussions. (Anderson, 

Pomerantz, Mann, & Gittelman, 2013)  
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ATHLETE PERSPECTIVE: CHRIS COYNE* 

 First concussion hitting head on the bar high 

jumping as a HS freshman athlete – told AT 

 Second concussion playing football – tight end  

 "Right away, I knew this was more severe than the first 

one because I couldn't walk straight and I couldn't 

remember plays from the huddle," Coyne said. "But I 

decided to play through it because of the position I was 

in, and I didn't want to let the team down." 
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ATHLETE PERSPECTIVE: CHRIS COYNE 

 Headaches and insomnia persisted for weeks, 

and Coyne's grades suffered as a result. But he 

remained quiet, vowing to "report the concussion 

as soon as the last game of the season was 

over.” 

 Third concussion was from ‘horsing’ around in 

the locker room 

 At this point decided to tell the AT and his mom about 

the other concussion 

 Fourth and fifth concussion while playing HS 

sports 
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ATHLETE PERSPECTIVE: CHRIS COYNE 

 Sixth concussion while doing a routine 
defensive end drill in preseason practice (Yale 
University), he suffered another helmet-to-
helmet hit 
 Considered keeping quiet until he realized the 

severity of his concussion 

 "I would get up off the couch to get a Gatorade and 
then I wouldn't know why I was standing up.” 

 “Or when classes started, I tried to take notes but I 
couldn't remember what the lecturer had said just 
seconds earlier.” 

 "I still have memory lapses and I had to take ADHD 
medicine during my second semester at Yale.” 
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ATHLETE PERSPECTIVE: CHRIS COYNE 

 Medical disqualification November 2011 

 Support from family, coaches, Dean of College 
and most teammates 

 Some teammates didn’t understand his invisible 
injury 

 Told him to tough it out, man-up, didn’t want him 
around the locker room 

 Today - political science and economics major 

 Sports Concussion Awareness and Prevention 
Program (SportsCAPP) based in Westport, 
Conn.  
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CHANGING THE CULTURE 

 A culture that encourages “playing through” a 

potentially concussive injury or returning to play 

too soon following a concussion can endanger 

the physical and cognitive well-being of the 

young athlete. 

69 



CHANGING THE CULTURE 

 Military recruits are immersed in military values 

and culture, including devotion to duty, 

commitment, and service before self, and the 

idea that “there is no greater bond than the one 

they share with the people ‘to their left and their 

right’ (Halvorson, 2010), which may make them 

reluctant to self-report symptoms of concussion. 
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POLLING QUESTION 

Would you allow your son to play football? 

 

 Yes 

 

 No 
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Thank You 

Photo courtesy of Michigan State University 
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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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Continuing Education Details 
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 If you pre-registered for this webinar and want to obtain a 

CE certificate or a certificate of attendance, you must 

complete the online CE evaluation and post-test.  

 

 After the webinar, please visit 

http://continuingeducation.dcri.duke.edu to complete the 

online CE evaluation and post-test and download your CE 

certificate/certificate of attendance.  

 

 The Duke Medicine website online CE evaluation and 

post-test will be open through Thursday, Oct. 16, 2014, 

until 11:59 p.m. (EDT). 

 
      



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=131517&s=10

19&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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Save the Date 

Next DCoE T2 Webinar:  

Integration of a Virtual Hope Box Mobile 

Application into Clinical Care 

Oct. 16, 2014 

1-2:30 p.m. (EDT) 
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Next DCoE Psychological Health Webinar: 

Mental Health and Women in the Military 

Oct. 23, 2014 

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

Next DCoE TBI Webinar:  

Technology Interventions for TBI 

Nov. 13, 2014 

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



DCoE Contact Info 

DCoE Outreach Center 

866-966-1020 (toll-free) 

dcoe.mil 

resources@dcoeoutreach.org 
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