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¾Describe NH State Advisory Council on 

Sport-Related Concussion

¾Review Consensus Statement

¾Overview of management protocols



¾Program of BIA -NH, multiple participants 

NH Advisory Council on Sport -Related Concussion

Brain Injury Association of NH NH DHHS Injury Prevention Program

Childrenõs Hospital at DartmouthNH Interscholastic Athletic Association

Dartmouth Traumatic Brain Injury 

Program

NH Medical Society

NH Association of School Psychologists NH Musculoskeletal Institute

NH Athletic Directors Association NH Pediatric Society

NH Athletic Trainers Association NH School Learning Incentives 

Concussion 911

NH Bureau of Developmental Services NH School Nurses Association

NH Department of Education Northern New England Neurological 

Society



¾Mission: Improve concussion -

related safety of young athletes 

in New Hampshire

¾Current focus on high school age

¾Objectives:
ÅConsensus ðBIA-NH site

ÅBest practice protocol

ÅTest protocol - PILOT

ÅEducate



¾7 million kids participate in HS sports

¾Published incidence estimates range 

from 9% to 40+%

¾Only MVAs cause more in 15 -24 age 

group

¾Under -reported!!! 
ÅEspecially in footballé

Åédonõt ask, donõt tell!



¾Injury rate per 100,000 player games 
in high school athletes

ÅFootball 47
ÅGirls soccer 36
ÅBoys soccer 22
ÅGirls basketball 21
ÅWrestling 18
ÅBoys basketball 7
ÅSoftball 7

Data from HS RIO, JAT, 2007



¾Target audiences: 
ÅSchool and youth league administrators

ÅCoaches

ÅParents and athletes

ÅSchool nurses

ÅGuidance counselors

ÅAthletic trainers and physicians

¾Forms foundation for best -practice
¾Knowledge on this topic is rapidly changing
¾Statement to be reviewed and updated 

regularly



¾Review of literature

¾Relies heavily on published consensus 

statements, especially:
Å3rd International Conference on Concussion in 

Sport, Zurich, November 2008

ÅNational Athletic Trainers' Association Position 

Statement: Management of Sport -Related 

Concussion, 2004



¾Complex pathophysiological process

¾Direct or indirect blow to the head

¾Rapid onset, may include LOC

¾Short-lived 
Å85% resolve 1 -2 weeks

Å15% suffer prolonged post -concussive 

symptoms

¾Functional impairment ðnot structural
ÅNeuroimaging studies normal



¾A concussion is a serious injury

¾Terms like "ding" or "bell ringer" 

trivialize the injury

¾Eliminate those terms from the 

concussion vocabulary

¾All concussions, even if seemingly 

minor, should be managed 

appropriately



¾All should be educated
¾25-30 signs/symptoms recognized
¾Symptom checklist available
¾LOC/Amnesia ðmaybe
¾Headache, fatigue, irritability, 

difficulty concentrating and sleep 
disturbance
¾Ignorance may allow concussions to 
go unrecognized é compromising 
outcome



¾Concussion Grading Scales

ÅWere once popular but should not be used

¶Guidance for RTP, BUTé

¶Scales anecdotal, often based on LOC, 

¶Concussion severity best judged after

ÅUnique injuries - individual management

ÅMonitoring of clinical symptoms, behavior, 

balance and cognition is imperative

ÅFindings during monitoring form the basis 

for return -to-play decision -making



¾Biggest concussion challenge: 

subjectivity of signs/symptoms

¾Baseline testing adds objectivity
ÅBalance

ÅNeurocognitive

¶Concentration, memory, reaction time

ÅAllows identification of resolution

ÅCombines with clinical exam ðonly a 

tool!



¾Collision and contact athletes

¾Rapid pediatric development 

necessitates more frequent 

baselines

¾Recommend every 2 years for HS



¾Pediatric athletes may:
ÅBe more vulnerable to concussion

ÅRequire longer recovery periods

ÅSuffer more long -term sequelae 

than adults

ÅHave increased risk of second -

impact syndrome



¾School nurse, guidance, teachers, 
admin should coordinate
¾Monitor for behavior and 

academic difficulties
¾Beware òteenó stereotypes!
¾Donõt discipline concussion!
¾Alter academic expectations 

during recovery prn



¾Multiple Concussions
ÅA history of previous concussion/s mayé
¶Increase risk for subsequent concussion 
with less provocation (e.g., lighter blow to 
the head)
¶Result in prolonged recovery from 
subsequent injury
¶Should prompt more conservative 
management
¶May warrant consideration of 
discontinuing contact/collision sport



¾Second Impact Syndrome
ÅLife-threatening swelling of the 
brain
ÅAffects young athletes 
ÅSubsequent blow before 
resolution
ÅControversy, but so catastrophic, 
better safe than sorry



¾Systematic involvement of school 
personnel (nurse, guidance, 
psychologist, teacheré) to é
é.Advocate for recovering students

é.Support accommodations to facilitate 
recovery

Å Shorter day, shorter assignments, less 
homework, no tests, step -by -step lists, 
quiet environments



¾No same-day return
¾Complete resolution of 
symptoms at rest and with 
activity prior to return to play
¾Balance and neurocognitive 
test results should return to 
baseline levels prior to return



¾Structured gradual return to play, 

supervised progression

¾No doctor shopping ðthe more 

conservative opinion should take 

precedence



¾ATCõs at all high schools
¾AT with team/personal MD 

manage sports injuries including 
concussion
¾Team MD ðformal relationship 

with school
¾Team MD ðspecific sports med 

training


