The following examination is recommended in order to give medical clearance for a pediatric concussion (mild TBI) patient to return to full activities and sport. 
CC:
HPI:
ROS:
Inquire about the following:
· Nausea
· Dizziness
· Fatigue/difficulty sleeping
· Photophobia
· Phonophobia 
· Headaches
· If present, see Headache Assessment Tool below
· Cognitive difficulties (concentration, slowed thinking, forgetful)
· If present, see Cognitive Assessment Tool below
· Balance/coordination difficulties
· If present, see Balance Assessment Tool below
· Vision difficulties
· If present, see Vision Assessment Tool below
· Changes in mood/emotions (sad, annoyed, irritable, easily frustrated, anxious)
· If present, see Mood/Feelings Assessment Tools below
PE: 
Examine the head/scalp for swelling, ecchymosis, tenderness, numbness or stepoffs. 

Look for battle sign, raccoon eyes, rhinorrhea, otorrhea, hemotympanum.

Examine the cervical spine for range of motion and focal areas of tenderness, spasm, hypertonicity.

Examine the temporo-mandibular joint (TMJ) for range of opening, tenderness, dislocation.

Examine the cranial nerves for check for vision dysfunction:
· cranial nerve 2 (assess visual fields to confrontation and symmetry and reactivity of pupils; check oculomotor pursuit, and ensure there is no optic edema)
· cranial nerves 3, 4, 6 (check for abnormalities in eye movements, diplopia, nystagmus)
· cranial nerve 7 (check the muscles of facial expression)

Conduct a motor screen to check for drift in the pronator, asymmetrical weakness and symmetry of reflexes.

Conduct a sensory exam of the extremities to check that bilateral tactile stimuli are not extinct

Balance/Exertional Testing

Assess coordination/balance by evaluating:
·  Sharpened Romberg (feet in line with dominant foot in front) 
· Finger-to-nose movements 
· Gait and tandem gait:  
· Test patient with eyes open and eyes closed. For patients with suspected balance problems, consider having patient walk with normal gait and while walking, turn head to the right, then to the left, alternating right/left once per second, for a period of 30 seconds to assess for vestibular dysfunction

· Modified BESS:

Modified Balance Error Scoring System (BESS) testing

These instructions are to be read by the person administering the M-BESS, and each balance task should be demonstrated to the child. The child should then be asked to copy what the examiner demonstrated. A stopwatch or watch with a second hand is required for this testing.

“I am now going to test your balance. Please take your shoes off, roll up your pant legs above ankle (if applicable), and remove any ankle taping (if applicable). This test will consist of two different parts.“

(a) Double leg stance: 
The first stance is standing with the feet together with hands on hips and with eyes closed. The child should try to maintain stability in that position for 20 seconds. You should inform the child that you will be counting the number of times the child moves out of this position. You should start timing when the child is set and the eyes are closed.
(b) Single leg stance:
If you were to kick a ball, which foot would you use? [This will be the dominant foot] Now stand on your non-dominant foot. The dominant leg should be held in approximately 30 degrees of hip flexion and 45 degrees of knee flexion. Again, you should try to maintain stability for 20 seconds with your hands on your hips and your eyes closed. I will be counting the number of times you move out of this position. If you stumble out of this position, open your eyes and return to the start position and continue balancing. I will start timing when you are set and have closed your eyes.“ 
(c) Tandem stance:
Instruct the child to stand heel-to-toe with the non-dominant foot in the back. Weight should be evenly distributed across both feet. Again, the child should try to maintain stability for 20 seconds with hands on hips and eyes closed. You should inform the child that you will be counting the number of times the child moves out of this position. If the child stumbles out of this position, instruct him/her to open the eyes and return to the start position and continue balancing. You should start timing when the child is set and the eyes are closed

Balance testing – types of errors - Parts (a) and (b)
1. Hands lifted off iliac crest
2. opening eyes
3. Step, stumble, or fall
4. moving hip into > 30 degrees abduction
5. lifting forefoot or heel
6. remaining out of test position > 5 sec
Each of the 20-second trials is scored by counting the errors, or deviations from the proper stance, accumulated by the child. The examiner will begin counting errors only after the child has assumed the proper start position. 
The modified BESS is calculated by adding one error point for each error during the two 20-second tests. The maximum total number of errors for any single condition is 10.
If a child commits multiple errors simultaneously, only one error is recorded but the child should quickly return to the testing position, and counting should resume once subject is set. Children who are unable to maintain the testing procedure for a minimum of five secondsat the start are assigned the highest possible score, ten, for that testing condition

Testing surface (hard floor, field, etc.) ______________

Testing
Double leg stance:
Errors ____________
Single leg stance:
Errors ____________
Tandem stance (non-dominant foot at back):
Errors ____________


Exertional testing: 

Have patient perform pushups, situps, or run in place for one minute at a perceived effort level of “very hard”. If any subjective symptoms (headache, nausea, etc) increase, stop testing and patient fails exertional testing.
If no symptom increase during testing, patient has passed exertional testing.

Patient is medically cleared to return to full activity if they:
1. Have only mild subjective symptoms (headache, fatigue, cognition, etc.) defined as:  symptoms occasionally present, but they do not disrupt activities and patient can usually continue their tasks at hand
2. Have no increase in symptoms during exertional testing during your examination and no reported increase in symptoms with increased activity levels in the Return To School/Return To Play/Return To Activity algorithm
3. Have a score less than 3 on Modified BESS testing and no balance dysfunction with gait/tandem gait/Sharpened Romberg testing
4. Has no neurological deficits on your physical examination
5. Feedback from parent/teacher that student is cognitively functioning at pre-morbid level
6. It is recommended that this clearance be made in concert with input from parents, coaches, athletic trainers, teachers, and physical therapists interacting with and treating the patient.
7. Have any questions regarding return to play for your patient? Contact LRMC TBI Clinic via “Ask A Consultant” icon, located on all LRMC computers

CODING:
To appropriately document your encounter, ensure BOTH codes below are used

CONCUSSION (S06.0 is the ICD-10 code, you can pick with or without loss of consciousness as appropriate in AHLTA)
· Initial eval vs Subsequent eval vs Sequelae of (i.e. seeing the patient long after concussion occurred but has persistent symptoms like headache, fatigue, nausea, etc)

Personal History of TBI
· Mild (DOD0102)
· Moderate (DOD0103)
· Severe (DOD0104)


References:
0. “A Parent’s Guide to Returning Your Child to School After a Concussion”, DVBIC, September 2014.
0. “Guidelines for Diagnosing and Managing Pediatric Concussion”, Ontario Neurotrauma Foundation, 1st ed. June 2014.
0. Assessment and Management of Vistual Dysfunctional Associated with Mild Traumatic Brain Injury, January 2013. https://dvbic.dcoe.mil/sites/default/files/Visual_Dysfunction_Associated_with_mTBI_Algorithm_Card.pdf.pdf





TOOLS
Mood/Feelings Tools

Patient Questionnaire
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Parent Questionnaire
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Vision Assessment Tool
Vestibular/Ocular-Motor Screening (VOMS) for Concussion Available by following this link.

Instructions:
[bookmark: _GoBack]Interpretation: This test is designed for use with subjects ages 9-40. When used with patients outside this age range, interpretation may vary. Abnormal findings or provocation of symptoms with any test may indicate dysfunction – and should trigger a referral to the appropriate health care professional for more detailed assessment and management.
Equipment: Tape measure (cm); Metronome; Target w/ 14 point font print.



NOTE: Additional vision screening questions and consultation recommendations from DVBIC can be found at https://dvbic.dcoe.mil/sites/default/files/Visual_Dysfunction_Associated_with_mTBI_Algorithm_Card.pdf.pdf





Headache Assessment Tool
General Headache Questions
• Do you have more than one type of headache? If so, describe them
• When did the headache start?
• How long does the headache last?
• Describe the pain? What does the headache feel like?
• Is the pain mild, moderate or severe?
O How painful is the headache on a scale of 1 to 10: 1 being very mild pain and 10 being the worst pain (this question is age-dependent)
• Where does it hurt exactly?
• Does the pain start in one place, then spread?
• How often do you get headaches?
• Do you have any symptoms immediately before the headache or pain starts?
• Do you have any of the following symptoms with the headache?
O Nausea, vomiting, change in vision?
O Weakness, tingling or pins-and-needles in your arms or legs?
O Neck pain or stiffness?
O Dizziness? If yes, do you feel like the room is spinning or moving? Or do you feel like you are moving or spinning?
• Does anything trigger your headaches(examples: skipped meals, poor sleep, stress, bright lights or loud sounds)?
• Does anything make the headache better?
• Does anything make the headache worse?
• Are your headaches getting more painful and more frequent? Less painful and less frequent? Or staying about the same?

Red Flags
• Do the headaches wake you up at night?
• Do you get headaches first thing in the morning?
• Does the headache get worse if you change position (example: stand up or sit down)?
• Does straining make the headache worse?




Cognitive Assessment Tool

We would like to know if you (your child) is/are having any of these problems since their injury. Next, we would like to know if these problems were present before the injury. Then, if there is a problem, tell us how much of a problem this has been.
Problem Areas: 

1. Is the child/adolescent having problems with paying attention/concentrating? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

2. Is the child/adolescent having problems with short-term memory (example: forgetting what you were just told)? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
 
3. Is the child/adolescent having problems with learning new information? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
 
4. Is the child/adolescent having problems with recalling learned information from memory? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

5. Is the child/adolescent having problems with organizing work or materials? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

6. Is the child/adolescent having problems with reading? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

7. Is the child/adolescent having problems with math? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

8. Is the child/adolescent having problems with writing? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

9. Is the child/adolescent having problems with declining grades? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)
Was this a problem before the concussion? (No/Yes)
If yes, how much? (Mild/Moderate/Severe)

Can consider utilization of Trail Making Test for assessing cognitive function as well, located at: http://www.congress-info.ch/khm2011/upload/File/handouts/Seminar%20A5_Markus%20Anliker/Trail%20Making%20Test%20A%20+%20B%20fuer%20Hausaerzte%202009_10_28_1.pdf
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MOOD AND FEELINGS QUESTIONNAIRE: Short Version

This form is about how you might have been feeling or acting recently.

For each question, please check (v') how you have been feeling or acting /in the past two

weeks.

If a sentence was not true about you, check NOT TRUE.

If a sentence was only sometimes true, check SOMETIMES.

If a sentence was true about you most of the time, check TRUE.

Score the MFQ as follows:

NOT TRUE = 0
SOMETIMES = 1
TRUE = 2
NOT
To code, please use a checkmark (v') for each statement. TRUE

SOME
TIMES

TRUE

1. I felt miserable or unhappy.

1 didn't enjoy anything at all.

I felt so tired I just sat around and did nothing.

I was very restless.

I felt I was no good anymore.

1 cried a lot.

I found it hard to think properly or concentrate.

1 hated myself.

VIO N | 0|k |WIN

I was a bad person.

=
=4

1 felt lonely.

11. I thought nobody really loved me.

12. I thought I could never be as good as other kids.

13. 1 did everything wrong.

Copyright Adrian Angold & Elizabeth J. Costello, 1987; Developmental Epidemiology Program; Duke University

Reproduced with permission from Sharp, Carla; Goodyer, lan M; Croudace, Tim J.
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MOOD AND FEELINGS QUESTIONNAIRE: Short Version

This form is about how your child might have been feeling or acting recently.

For each question, please check (v') how s/he has been feeling or acting /in the past two

weeks.

If a sentence was not true about your child, check NOT TRUE.
If a sentence was only sometimes true, check SOMETIMES.

If a sentence was true about your child most of the time, check TRUE.

Score the MFQ as follows:
NOT TRUE = 0

SOMETIMES = 1

TRUE = 2

To code, please use a checkmark (v) for each statement.

NoOT
TRUE

SOME
TIMES

TRUE

1. S/he felt miserable or unhappy.

S/he didn't enjoy anything at all.

S/he felt so tired that s/he just sat around and did nothing.

S/he was very restless.

S/he felt s/he was no good anymore.

S/he found it hard to think properly or concentrate.

S/he hated him/herself.

2.
3:
4.
S.
6. S/he cried a lot.
7.
8.
9.

S/he felt s/he was a bad person.

10. S/he felt lonely.

11. S/he thought nobody really loved him/her.

12. S/he thought s/he could never be as good as other kids.

13. S/he felt s/he did everything wrong.

Copyright Adrian Angold & Elizabeth J. Costello, 1987; Developmental Epidemiology Program; Duke University

Reproduced with permission from Sharp, Carla; Goodyer, lan M; Croudace, Tim J.





