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•RECOGNIZE
•REMOVE
•REST

KEY LEARNING POINTS



• IF IN DOUBT, SIT THEM OUT

KEY LEARNING POINTS



• IF YOU SUSPECT CONCUSSION,
IT IS CONCUSSION

KEY LEARNING POINTS



• Concussion is a brain injury

• Caused by either a direct blow to head or blow to other parts of
the body resulting in impulsive force to the brain (whiplash)

• Affects the brain function.

• Standard scans (CT and MRI) are typically normal.

• Loss of consciousness (LOC) is a sign of concussion but is not
essential for diagnosing concussion – LOC is present in < 10%
of concussive cases.

WHAT IS CONCUSSION?



Children and adolescents are at increased risk and;

•are more susceptible to concussion

•take longer to recover

•have more significant memory and mental processing issues

•are more susceptible to rare and dangerous neurological complications,
including death caused by a single or second impact

Athletes with a history of two or more concussions within the
past year are at greater risk of further brain injury and slower
recovery – referral to a concussion expert is recommended

WHO IS AT RISK?



• If any of the following are present following a head injury a
player MUST be permanently removed from the game or
training

• Convulsion (fit)

• Tonic posturing (rigid arms ±legs)

• Loss of consciousness

• Unsteady on feet

• Not orientated in time, place or person – confused or
disorientated

HOW DO I IDENTIFY CONCUSSION?



• Headaches

• Dizziness

• Confusion

• Blurred vision

• Nausea

• Fatigue

• Feeling like you are in a fog

COMMON SYMPTOMS OF CONCUSSION



• What you may see

• Dazed, dinged or blank facial expression

• Unsteady on feet

• Loss of consciousness (knocked out) – occurs in < 10% of diagnosed
concussions

• Tonic posturing – identified by rigid fully extended limb or limbs

• Convulsion

SIGNS OF CONCUSSION



• ALL players who are suspected of having a
concussion should be removed from the
field of play for further assessment

TREATMENT OF CONCUSSION



Rest the body

and

Rest the brain

TREATMENT OF CONCUSSION



• You must rest until all symptoms have disappeared or
you are advised by your doctor that you can commence
exercise.

• As a minimum you MUST rest completely for 24 hours.

RETURN TO TRAINING



•When you start training you must follow a Graduated
Return to Play (GRTP) program – this gradually reintroduces
you to exercise

•Don’t start exercise or return to play while symptoms are
present. This includes a return of symptoms during or after
exercise

RETURN TO TRAINING



• Following a head injury players/athletes MUST report all
symptoms to medical staff or coaches

• Players must NOT hide or deny symptoms are present.

• Any player, coach or administrator who suspects another
player may have been concussed  should encourage this
player to report their symptoms to medical staff or
alternatively report this injury to medical staff

WHAT ARE THE PLAYERS RESPONSIBILITIES?



1. Head injuries can cause death – take them seriously

2. Recognize and remove

3. If in doubt, sit it out.

4. Most concussions recover with resting the body and
resting the brain.

5. Report ALL symptoms following a head injury and
during your recovery

KEY MESSAGES



Neuropsychological (NP) assessment:

•Important component in overall assessment and RTP

•Should NOT be sole basis of management decisions,
but an aid to clinical decision making

INVESTIGATIONS



Neuropsychological (NP) assessment:
•Included as part of clinical neurological assessment by
treating physician often with computerized NP
screening tools
•Best done when asymptomatic but may be
advantageous at other stages in particular situations
•Baseline testing not mandatory. May be helpful in test
interpretation and for education opportunity

INVESTIGATIONS (CONT.)



DIAGNOSTIC TOOLS



SCAT3™ – 4 PAGE LAYOUT

2. Scoring

3. Instructions

4. Athlete
Information

1. Sideline
Assessment



SIDELINE ASSESSMENT - 1



SIDELINE ASSESSMENT - 2



SIDELINE ASSESSMENT - 3



SCORING - 1



SCORING - 2



SCORING - 3



SCORING - 4



SCORING - 5



PATIENT INFORMATION



CHILD SCAT 3

Child Sport Concussion Assessment Tool



CHILD SCAT 3 -DIFFERENCES

• Child Maddocks questions

• Symptom Scale child-specific - 4 point rating scale

• Parent rating of child’s symptoms

• Orientation - no time of day

• Concentration - start with 2 reverse digits

• Reverse days of the week

• Modified BESS - no single leg stance

• Patient advice - return to school



CHILD SCAT 3 - ASSESSMENT - 1



CHILD SCAT 3 – ASSESSMENT - 2



CHILD SCAT 3 – SCORING - 1



CHILD SCAT 3 – SCORING - 2



CHILD SCAT 3 – SCORING - 3



CHILD SCAT 3 – SCORING - 4



CHILD SCAT 3 – RETURN TO SCHOOL



POCKET CRT



MANAGEMENT



• CORNERSTONE = initial period of rest until acute
symptoms resolve

• Physical Rest
• No training, playing, exercise, weights
• Beware of exertion with activities of daily living

• Cognitive Rest
• No television, extensive reading, video games?
• Caution re: daytime sleep

MANAGEMENT



• Expect gradual resolution in majority within 7-10
days

• Gradual return to school and social activities that
does not result in significant exacerbation of
symptoms

• Proceed through step-wise return to sport / play
(RTP) strategy

• May take longer in children and adolescents
*important to consider school and learning
impact

MANAGEMENT



• Everyone “feels fine”
• Always ask:

1.“On a scale of 0 to 100%, how do you feel?”
2.“What makes you not 100%?”
3. Symptom Checklist – SCAT3

RECOVERED?



GRADUATED RTP PROTOCOL
Rehabilitation stage Functional exercise at each stage of

rehabilitation
Objective of each stage

1. No activity Symptom limited physical and cognitive rest. Recovery

2.Light aerobic exercise Walking, swimming or stationary cycling keeping
intensity < 70% MPHR
No resistance training.

Increase HR

3.Sport-specific exercise Skating drills in ice hockey, running drills in
soccer. No head impact activities.

Add movement

4.Non-contact training drills Progression to more complex training drills e.g.
passing drills in football and ice hockey.
May start progressive resistance training

Exercise, coordination, and
cognitive load

5.Full contact practice Following medical clearance participate in
normal training activities

Restore confidence and assess
functional skills by coaching staff

6.Return to play Normal game play



CHILDREN AND ADOLESCENTS

The IRB acknowledge the following:

1.A more conservative GRTP approach MUST be
adopted for children and adolescents

2.It is appropriate to extend the period of
asymptomatic rest and the length of time of that an
athlete has to be symptom free before progression to
the next level



AGE SPECIFIC GRTP PROTOCOLS

* Note:   U/19 players playing adult Rugby should be managed via the U/16 - U/19 protocol.



U6 –U15 AGE GROUPS

AGE GROUP MINIMIMUM
REST PERIOD

POST
CONCUSSION

GRTP MINIMUM NUMBER OF MISSED WEEKENDS

U/6 - U/15 2 weeks
4 Stage GRTP with
progression every

48 hours if

asymptomatic

Total GRTP
days = 8

days.

Earliest Return to play
= 2 weeks rest post injury + 8 days GRTP

(Play - Day 23 post injury)
3 Weekends missed



U16 – U19 AGE GROUPS

AGE GROUP MINIMIMUM
REST PERIOD

POST
CONCUSSION

GRTP MINIMUM NUMBER OF MISSED WEEKENDS

U/16 - U/19* 1 week

4 Stage GRTP with
progression every

24 hours if

asymptomatic

Total GRTP
days = 4

days.

Earliest Return to play
= 7 days rest post injury + 4 day GRTP

(Play - Day 12 post injury)
1 Weekend missed



ADULTS
AGE GROUP MINIMIMUM

REST PERIOD
POST

CONCUSSION

GRTP MINIMUM NUMBER OF MISSED WEEKENDS

Adults 24 hours

4 Stage GRTP with
progression every

24 hours if
asymptomatic

Total GRTP
days = 4 days.

Earliest Return to play
= 24 hours rest post injury + 4 day GRTP

(Play - Day 6 post injury)



SUMMARY



IRB GRTP SUMMARY



MULTIPLE CONCUSSIONS AND
UNUSUAL PRESENTATIONS

• Any player with a second concussion within 12
months, a history of multiple concussions,
players with unusual presentations or prolonged
recovery should be assessed and managed by
health care providers (multidisciplinary) with
experience in sports-related concussions. If this
expertise is unavailable the player should be
managed using the protocol from the lower age
group.



MODIFYING FACTORS



FACTORS MODIFIER

Symptoms Number
Duration (>10 days)
Severity

Signs Prolonged LOC (>1min)
Amnesia

Sequelae Concussive convulsions

Temporal Frequency –repeated concussion over time
Timing – injuries close together
“Recency” – recent concussion or TBI

Threshold Repeated concussions occurring with progressively less
impact force or slower recovery after each successive
concussion

Age Child and adolescent (< 18 years old)

Co and Pre-morbidities Migraine, depression or other mental health disorders,
attention deficit hyperactivity disorder (ADHD), learning
disabilities (LD), sleep disorders

Medication Psychoactive drugs
Anticoagulants

Behaviour Dangerous style of play

Sport High risk activity
Contact and collision sport
High sporting level



• May influence investigation and management

• May predict potential for prolonged or persistent
symptoms

• Multidisciplinary approach coordinated by a
physician with specific expertise in management of
concussion.

MODIFIERS



CONTROVERSY IN CONCUSSION



• Does significant brain injury occur in rugby in
children?

• Are children at increased risk of concussion?

• Is the natural history and management of concussion
different in children to adults?

Answers: Very rarely, Yes and Yes

QUESTIONS



• Does repeated concussion cause dementia?

Answer: We do not have enough evidence to be
certain about concussion being the cause but there
are some studies which suggest that professional
sportsmen in contact sports may have an increased
risk in comparison to the background population

CONCUSSION ISSUES



CHRONIC TRAUMATIC
ENCEPHALOPATHY (CTE)

• Acknowledge potential for
long-term problems in all
athletes

• CTE unknown incidence in
athletic populations,
cause/effect not yet
demonstrated between CTE
and concussions or exposure
to contact sport





 Concussion is a traumatic brain injury with associated damage to the brain:
 Diffuse axonal injury, neuronal death, blood brain barrier compromise,

vascular
 These changes are detectable weeks after injury

 There is no question brain injuries are associated with increased risk of
neurodegenerative pathology

 Exposure required, co-existing factors, operational diagnostic and pathology
criteria and many more details still to be addressed

 There is no question brain injuries are associated with increased risk of
neurodegenerative pathology

Chronic Traumatic Encephalopathy:
A view from a dissenting expert





• Education of athletes, parents, coaches

• Awareness of concussion symptoms and signs

• Fair play and respect

• Role for web based resources, social media

KNOWLEDGE TRANSFER



•RECOGNIZE
•REMOVE
•REST

KEY LEARNING POINTS



• IF IN DOUBT, SIT THEM OUT

KEY LEARNING POINTS



• IF YOU SUSPECT CONCUSSION,
IT IS CONCUSSION

KEY LEARNING POINTS



RESOURCES



RESOURCES

www.irbplayerwelfare.com



Thank you!

CONCUSSION


