


Pediatric Concussion Diagnostic and Management Recommendations
1. References:
0.  “A Parent’s Guide to Returning Your Child to School After a Concussion”, DVBIC, September 2014.
0.  “Acute Concussion Care Plan”, Gerard Gioia and Mickey Collins, http://www.cdc.gov/headsup/pdfs/providers/ace_care_plan_school_version_a.pdf
0. “Medical-School Partnership in Guiding Return to School Following Mild Traumatic Brain Injury in Youth”, Journal of Child Neurology, Dec 2014: 4. 
0.  “Guidelines for Diagnosing and Managing Pediatric Concussion”, Ontario Neurotrauma Foundation, 1st ed. June 2014.
0. “Progressive Return To Activity Following Acute Concussion/Mild Traumatic Brain Injury: Guidance for the Rehabilitation Provider in Deployed and Non-deployed Settings” Clinical Support Tool, DVBIC, January 2014

1. Purpose: To establish diagnostic and management guidelines for pediatric concussion/mild TBI patients in the European theater.

1. Treatment and Management Recommendations:
2. Definition of concussion: A concussion is a mild traumatic brain injury (TBI). A concussion can be caused by a blow or jolt to the head that disrupts the normal function of the brain. It can also be caused by acceleration/deceleration movement of the head without direct external trauma to the head. The severity of the TBI is determined at the time of the injury and may also be classified as moderate or severe. A concussion has at least one of the following signs present:
0. Any period of loss of or a decreased level of consciousness (LOC)
0. Any loss of memory for events immediately before or after the injury (Post-Traumatic Amnesia)
0. Any alteration in mental state at the time of the injury (confusion, disorientation, slowed thinking, etc.)
0. Neurological deficits (weakness, loss of balance, change in vision, praxis, paresis/plegia, sensory loss, aphasia, etc.) that may or may not be transient
0. Intracranial lesion
2. General Information
1. No recommendation below should supersede good clinical judgement on the part of the healthcare provider
1. Collaboration between parents, teachers, coaches, athletic directors, athletic trainers, allied health professionals, and health care providers at the PCM and TBI center level is paramount to ensure a comprehensive, multidisciplinary approach that optimizes patient recovery. 
1. The diagnostic and management recommendations apply only to the following patient populations:
2. Age 5-18
2. Mild TBI 
1. moderate or severe pediatric TBI patients should be managed urgently/emergently via LRMC or Host Nation emergency care
1. Outpatient care of moderate or severe pediatric TBI patients:
1. Primary rehabilitation resource is Homburg Klinikum
1. Contact LRMC TBI clinic for case discussion and possible evaluation/rehabilitation
2. Prior To Injury Education Recommendations
2. Adoption of formal DoDDS Europe policy to prevent Return To Activity/Sport on the same day (see Appendix A)
2. Adoption of policies below (subparagraphs d), e), and f)), applicable to European theater military treatment facilities, regarding medical clearance and Return To Activity/Sport/School timelines
2. Education of coaching staff, athletic directors, and school nurses on concussion recognition and symptoms via the National Federation of State High School Associations “Concussion In Sports” online educational program (see Appendix E)
2. Tools to support coaches, parents, students, and primary care providers are listed in the appendices to these guidelines (Appendices B through I)
3. Additional information pertaining to pediatric concussion care can be found on the CDC’s Heads Up website, http://www.cdc.gov/headsup/index.html
2. Initial Concussion Management
3. On the field/at school/in the home
0. Remove child from play, activity, or sport immediately if concussion is suspected (See Appendix B Pocket Concussion Recognition Tool) 
0. If healthcare provider is present at the concussive event, use of the SCAT3 Sport Concussion Assessment Tool is recommended
0. Take child to primary care provider or emergency room  for confirmation of diagnosis; use of the Acute Concussion Evaluation (ACE) is recommended (See Appendix F and G); This tool is available as a TSWF form in AHLTA
1. Urgent (ambulance transport) to LRMC Emergency Room for red flags (See Pocket Tool Appendix B) 
1. Routine appointment with PCM (within 24 hours of the concussion event) if no red flags
1. If no access to PCM is available LRMC ER serves as a secondary resource for routine concussion initial evaluation/management
3. Primary care
1. Need for Head CT should be determined via PECARN Algorithm (See Appendix C)
1. Treat acute headaches with acetaminophen vs ibuprofen (assuming no intracranial bleed present) but avoid around-the-clock dosing 
1. Prescribe initial 24-48 hour period of physical & cognitive rest (no playing, no video games, no texting/apps, no reading)
1.  Provide educational guidance as follows:
3. Give parents copy of and discuss progression through DVBIC “A Parent’s Guide to Returning Your Child to School After a Concussion” and Pediatric Gradual Return to Play and Return to School Plans (See Appendices D and H)
3. Expected course of recovery (See subparagraph d), e), and f) below)
3. Risk of re-injury and symptom persistence with subsequent concussions
3. Promotion of good sleep habits
3. Counsel on presence of increased fatigue
3. Advise to maintain social networks/interactions
3. Advise to avoid alcohol, illegal drugs, and driving
3. Advise on when to follow up with primary care provider
7. If symptoms persist as child attempts progression through Return to School/Return to Activity/Sport and are present for 10 or more days past the concussive event, follow up the next day with primary care provider
7. If any red flags or worsening concussion symptoms develop at any time, immediately go to emergency room
2. Return To Activity/Sport/School Concepts
4. Stepwise progression through increasing levels of activity is paramount to allow for appropriate cognitive and physical recovery
4. Education on progression through algorithm is at the primary care level when the diagnosis of concussion is made
4. Progression through stages concussion recovery is monitored by the parent/caregiver
2. The DVBIC “A Parent’s Guide to Returning Your Child to School After a Concussion” guides the parent and child through three stages of gradual recovery (See Appendix D)
2. Recovery is individually dependent and may take several weeks for complete recovery to occur
2. Progression through Return To School algorithm is completed PRIOR to engaging in Return To Activity/Sport algorithm
2. Return To School Progression Algorithm: 
5. Initial rest period of 24-48 hours—no activity
5. Proceed through step-wise progression of increasing levels of activity as delineated in the DVBIC “A Parent’s Guide to Returning Your Child to School After a Concussion”
1. Additional detail on return to activity/sport can be found in the Pediatric Gradual Return to Play and Return to School Plans (See Appendix H)
5. This progression is monitored by adult caregiver/parent
5. Any recurrence of symptoms at any point along the stages of progression = maintain that level  for another 24 hrs, then attempt to progress again
3. If child cannot progress to the next stage and 10 or more days have passed the concussive event, follow up the next day with primary care provider
5. TBI clinic referrals:
4. Any patient with symptoms > 1 month for assessment and treatment
4. Any patient who has sustained two concussions within last 3 months or 3 or more concussions in the last year
2. Return To Activity/Sport Progression Algorithm: 
6. [bookmark: _GoBack]This algorithm is entered once the patient is tolerating a full school day without increase in concussion symptoms
6. Proceed through step-wise progression of increasing levels of activity as delineated in the DVBIC “A Parent’s Guide to Returning Your Child to School After a Concussion”
1. Additional detail on return to activity/sport can be found in the Pediatric Gradual Return to Play and Return to School Plans (See Appendix H)
6. This progression is monitored by adult caregiver/parent
6. Any recurrence of symptoms at any point along the stages of progression = maintain that level  for another 24 hrs, then attempt to progress again
3. If child cannot progress to the next stage and 10 or more days have passed the concussive event, follow up the next day with primary care provider
6. Medical clearance required PRIOR via licensed healthcare provider to allow progression to Stage 5 (i.e. any activity with a chance of head contact) 
4. See Pediatric Concussion Medical Clearance Evaluation Tool (Appendix J); This tool is available as a TSWF form in AHLTA
6. TBI clinic referrals:
5. Any patient with symptoms > 1 month for assessment and treatment
5. Any patient who has sustained two concussions within last 3 months or 3 or more concussions in the last year
2. Return To School/Return To Play Age < 5 yo: At the PCM level, patient referred to LRMC Developmental Pediatrician for guidance
2. When To Refer & Where To Refer
8. TBI Center Referrals
0. The LRMC TBI center is available for provider-to-provider consultations during normal duty hours and can also be reached via the “Ask A Consultant” icon located on LRMC computer desktops
0. Any patient with symptoms present > 1 mo after initial concussion
0. Any patient who has sustained two concussions within last 3 months or 3 or more concussions in the last year
8. Developmental Pediatrics Referrals
1. Any patient with concussion less than 5 years old

1. Appendices
3. Draft DoDDS School Board Policy Memo For Pediatric Concussion
3. Pocket Concussion Recognition Tool
3. PECARN
3. DVBIC “A Parent’s Guide to Returning Your Child to School After a Concussion” 
3. Coach’s Agreement
3. Acute Concussion Evaluation (ACE) Emergency Department Version
3. Acute Concussion Evaluation (ACE) Physician/Clinician Office Version
3. Pediatric Gradual Return to Play and Return to School Plans
3. Physician Letter To School + Physical Activity/School Work Accommodations Letter
3. Pediatric Concussion Medical Clearance Evaluation Tool




