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Presenter Conflict:

• The views expressed in these slides and today’s discussion are ours
• Our views may not be the same as the views of our companies’, 

clients’ or our colleagues’
• Participants must use discretion when using the information 

contained in this presentation



Learning Objectives:

• Identify current evidence for return to learn after concussion
• Recommend appropriate academic accommodations based on 

concussion clinical presentation
• Identify individuals involved in the implementation of a return to 

learn protocol
• Outline strategies to developing and implementing return to learn 

programs regardless of athletic training setting



Why are we here?

• Up to 90% of student athletes report trouble with school or had a 
decline in grades subsequent sport-related concussion (SRC), and 

• 61% of student athletes reported academic dysfunction at 1 month 
post concussion (Wasseman, Am J Pub Health, 2016)

• As of 2016, only 12% of high schools had a formal RTL protocol 
(Lyons et al., J School Health, 2017)

• Survey of ATs in 2016 found only 44% had a RTL written policy 
(Kasamatsu, J Athl Train, 2016)

• In 2015, 63% of NCAA schools had a RTL, but 97% had a RTP protocol 
(Swanson, Opt & Vision Sci, 2017)



GLATA Laws by State:

• Illinois - Illinois Youth Sports Concussion Act (Public Act 099-0245)
• “All public, private, or charter schools must convene a Concussion Oversight Teams 

(COT). The COT’s primary function will be to develop return-to-play and return-to-
learn protocols for students believed to have experienced a concussion.”

• Indiana - Concussion Law (IC 20-34-7)
• “As part of a school policy, schools should develop procedures regarding return to 

learn protocols for students diagnosed with a concussion”
• Michigan - Public Act 137 of 2017, Section 333.9155 and 333.9156
• Minnesota – 121A.37 and 121A.38

• No mention of return to school or learn in statute
• Ohio - Ohio’s Return-to-Play law (ORC 3313.539 or ORC 3314.03) and Ohio 

Return to Learn- Concussion Team Model Handbook through ODH
• Wisconsin – Wisconsin Act 172, Statue 118.293



Considerations:

• Dysfunction and symptoms after concussion are treatable.
• Every patient experiences concussion differently.
• Research and clinical practice are rapidly evolving.
• Community knowledge about concussion is often incomplete and 

sensationalized.
• Education is treatment, you as an AT will be acting as an educator for:

• Patient, parents/guardians, providers, administrators, and others.



Growing Body of Current Evidence
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Gaps in Evidence

• Consensus lacks on return to learn protocols
• Prescription and specifics of cognitive rest remain unclear
• Return to learn is not universally embedded in legislation
• Evidence based return to learn protocols are needed
• Impact of return to learn on academic outcomes in student athletes 

remains an area of need in the evidence



Quantitative Impact of Concussions on Academics

• Higher academic dysfunction at 1 week after DOI compared to 
orthopedic injuries (Wasseman, Am J Pub Health, 2016)

• Symptomatic students had increased concerns regarding academic 
performance and school related problems (Ransom, Peds, 2015)

• Vision, symptoms, headache, and concentrating difficulty significantly 
associated with academic difficulty (Swanson, Opt & Vision Sci, 2017)

• 79% of ATs managed students who experienced decrease in school 
and academic performance following concussions (Williams, Sports Med, 
2015)



Current Evidence

• Factors to be considered on return to school following 
concussion:

1. Symptomology
• Severity, type, duration

2. Age/school level
3. Course load
4. Rest following injury

(“Back to School”, Billy Madison;
Source: Google Images; Rollingstone.com)



Returning too soon….

• Increase risk of psychosocial problems in those who return full time 
with no academic accommodations, compared to those with reduced 
cognitive exertion (Brown et al., Pediatrics, 2014)

• Approximately a third of students reported new symptoms once back 
in school (Baker et al., Clinical Pediatrics, 2015)

• Decrease academic performance
• Increase mental health concerns (stress, anxiety surrounding performance)

• Prolong Recovery?
• Not allowing adequate rest in acute and sub acute phase could potentially 

prolong overall recovery; similar to playing through symptoms (Silverberg, JAMA
Peds, 2016; Thomas, Pediatrics, 2015)



Returning too late….

• No evidence that complete rest = full and efficient recovery   
(McCrory et al., Br J Sp Med, 2017)

• Longer restriction from activity, including being withheld from school, 
may prolong recovery and even increase symptoms (Thomas et al., Pediatrics,
2015)

• Minimizing school absence to avoid onset of secondary problems 
(Purcell et al., Br J Sp Med, 2018; Collins et al., Neurosurgery. 2016)

• Social isolation
• Depression
• Anxiety about make up work, social status, academic success
• Deconditioning and tolerance



Rest
(Video Credit: Studio C
https://www.youtube.com/watch?v=8F9jXYOH2c0))

(“Cocoon” by Julian Melchiorri
https://www.julianmelchiorri.com/cocoon)



Rest: How much is appropriate?

• Initial rest is effective and necessary but too much rest can be 
detrimental to recovery; and even lead to protracted cases

• Specific statements:
• CDC/JAMA Peds: Counsel patients to return gradually to non-sports 

activities after no more than 2-3 days of rest.

• CISG 2016 Berlin Consensus: After a brief period of rest during the 
acute phase (24–48 hours) after injury, patients can be encouraged to 
become gradually and progressively more active while staying below 
their cognitive and physical symptom-exacerbation thresholds



Return to School – When is the perfect time?
• Timeframes reflected in vary existing guidelines:

• 24-48 hours rest (Purcell et al., Br J Sp Med, 2018)

• Once student tolerates cognitive activities at home without 
worsening of symptoms (McCrory et al., Br J Sp Med, 2017)

• Tolerate cognitive activates for 30- 45 minutes (Halstead et al., Peds, 2013)

• Tolerate 2, 30 minute cognitive sessions (G.F Strong School Program)

• No more than 5 days (Nebraska SCN, 2017)

• Age, type and severity of symptoms, and academic course load need 
to be considered



Return to School – When?

• Critical message: Rest is important in the first 1–2 days after 
concussion, then moderate amounts of physical and cognitive activity, 
under the direction of a health care provider, may be beneficial in the 
recovery process. (Valovich McLeod, JAT, 2017)

• “The exact amount and duration of rest is not yet well defined in the 
literature and requires further study.” (Broglio, et al., Br J Sp Med, 2017)

• Validation of the existing return-to-activity progressions is still needed



Current RTL Guidelines

Return to School; Recommendations 15 (A-F):
• Medical and school-based teams should counsel the student and family regarding 

the process of gradually increasing the duration and intensity of academic 
activities as tolerated

• Return-to-school protocols should be customized based on the severity of 
symptoms in children 

• Educational supports should be monitored and adjusted on an ongoing basis 
• For prolonged symptoms and academic difficulties despite an active treatment 

approach, refer the child for a formal evaluation by a specialist in pediatric mTBI



Current RTL Guidelines CISG
• “Schools are encouraged to have an SRC policy that includes education on SRC 

prevention and management for teachers, staff, students and parents, and should 
offer appropriate academic accommodation and support to students recovering 
from SRC.”

(McCrory et al., Br. J Sports Med, 2017)



Current RTL Guidelines

• AMSSM – Position Statement (Harmon KG, et al., Br J Sports Med, 2019)



Who will need accommodations?

• After concussion, most students 
benefit from temporary 
academic adjustments that are 
proactive and preventative (Batsche
et al., 2005)

• Consistent with current recovery 
trends in concussion

• Most (80-90%) of student-athletes 
recover in 3-4 weeks (Collins et al., 
Neurosurgery, 2016)



Policies

Temporary Academic 
Adjustments Section 504 Plans Individualized 

Education Plans (IEP)

Type of 
Accommodation

Definition Time 
Frame

Implementation Mechanism

Academic
Adjustment

Non-formalized changes in 
environment

3-5 weeks Informal negotiation (form 
or documentation 
dependent on setting and 
policies) with teachers and 
academic administrations

Academic
Accommodation

Longer academic accommodations 
needs (i.e. alternative 
arrangements for standardized 
testing)

5 weeks –
4 months

504 Plan

Academic 
Modification

More prolonged changes 
necessary (special education)

> 4-6 
months

Individualized Education 
Plan (IEP)



IEP vs 504 –
What the AT needs to know

• While the procedures are 
different, the goal is the 
same:

• Ensure that students with 
disabilities have access to a 
free and appropriate 
education that is comparable 
to the education available to 
their non-disabled peers



Diagnosis that qualify for IEP distinction

1. Specific learning disability (SLD)
• Dyslexia, Dysgraphia, Dyscalculia, 

Auditory processing disorder, 
Nonverbal learning disability

2. Other health impairment (Includes 
ADHD)

3. Autism spectrum disorder (ASD)
4. Emotional disturbance

• Anxiety disorder, schizophrenia, 
bipolar disorder, obsessive-
compulsive disorder and depression. 

5. Speech or language impairment

6. Visual impairment, including blindness
7. Deafness
8. Hearing impairment
9. Deaf-blindness
10. Orthopedic impairment
11. Intellectual disability

• Down syndrome is one example of an 
intellectual disability.

12. Traumatic brain injury
13. Multiple disabilities

• More than one condition; creates 
educational needs that can’t be met in a 
program for any one condition



Standardized Testing -

• Review requirements for accommodations
• http://www.act.org/content/act/en/products-and-services/the-act/registration/accommodations.html
• https://accommodations.collegeboard.org/

• Timeline
• Minimum 6 weeks for ACT
• SAT website: “It can take up to 7 weeks for accommodations to be approved”

• Realistic role of AT in this process: facilitator (not recognized as 
diagnostician)

• What is acceptable as a diagnosis?
• Teacher feedback forms

http://www.act.org/content/act/en/products-and-services/the-act/registration/accommodations.html
https://accommodations.collegeboard.org/


ACT – Traumatic Brain Injuries

6. Evidence of continued educational impairment and its relationship 
to the requested accommodations, as supported by objective data. 
Examples include:
• A complete evaluation of intellectual, neurocognitive, and academic skills, 

using acceptable batteries of assessment 
• (ImPACT results cannot be used in isolation..)

• “Each request for accommodation is evaluated on a case-by-case basis using 
the information described above. If a particular element of documentation is 
not provided, the diagnostician must explain why it is not included in the 
submission”



SAT – Head Injuries

• Documentation should state the specific head injury as diagnosed
• “Because concussions have a normal course of recovery, 

documentation should include symptom progression during and after 
the recovery phase, per best practice.”

• List of common diagnostic tests span cognitive ability, academic 
achievement, symptoms validity, times tests and brief tests

• NOT including ImPACT in isolation



Tailoring academic accommodations

• Individualized accommodations after concussion are 
needed:

• Who was this patient before their injury?
• What are best practices for the AT?
• How can this be translated to patient care?
• How can this be communicated with the stakeholders?



(Harmon KG, et al., 
Br J Sports Med, 2019)

AMSSM Position Statement 
on Concussion in Sport:
Overlapping clinical profiles



Clinical Trajectories

• Clinical Interview
• Constitutional risk factors

• Symptom clusters
• What questions to ask?

• Vestibular-Ocular Screening
• Provocative or not?
• Specific findings help determine type of exertional activity

• Computerized Neurocognitive Testing
• Specific cognitive profiles for clinical trajectories

• Treatment Management
• Behavioral Management 
• Therapy and/or medication considerations
• School considerations

(Broglio et al., Clin Sports Med, 2015; Collins, et al., KSSTA, 2014; 
Kutcher, Continuum, 2014)

Findings lead to 
individually determined 
treatment and 
rehabilitation plan, 
including academic 
accommodations.

Concussion 
Clinical 

Trajectories

Vestib

Ocular

Cognitive
/ Fatigue

Headache

Cervical

Anxiety
/Mood



Modifying Accommodations 
Based on Clinical Trajectories
• Vestibular

• Problem: Dizziness/balance in busy environments
• Problem: Avoid cafeteria and assemblies, provide breaks

• Ocular
• Problem: Headache, blurred vision with screen use or reading
• Solution: Visual breaks, print out work, minimize screen brightness, 

preferential seating
• Cognitive/Fatigue

• Problem: mental fatigue, difficulty concentrating, mental fogginess
• Solution: scheduled breaks, core assignments only, extra time, test in 

morning, behavioral management

Concussion 
Clinical 

Trajectories

Vestib

Ocular

Cognitive
/ Fatigue

Headache

Cervical

Anxiety
/Mood

(Broglio et al., Clin Sports Med, 2015; Collins, et al., KSSTA, 2014; 
Kutcher, Continuum, 2014)



Modifying Accommodations 
Based on Clinical Trajectories
• Headache

• Problem: Headache, environmental sensitivities
• Solution: Minimize triggers, routine, extra time, breaks

• Anxiety/Mood
• Problem: concern over grades, falling behind, worry about memory 
• Solution: Limit time OUT of school, routine and behavioral management, limit 

overall accommodations to remain engaged
• Sport participation in safe non-risk steps of stepwise RTP protocol

Concussion 
Clinical 

Trajectories

Vestib

Ocular

Cognitive
/ Fatigue

Headache

Cervical

Anxiety
/Mood

(Broglio et al., Clin Sports Med, 2015; Collins, et al., KSSTA, 2014; 
Kutcher, Continuum, 2014)





Symptom Based Accommodations
Symptom Accommodation

Headache Frequent Breaks, Reduce exposure to agitators, Rest as needed

Dizziness Allow to put head down, reduce exposure to busy hallways or environments

Visual Disturbances Computer exposure accommodations, audio tapes, reduce brightness, visual breaks

Trouble Concentrating Avoid major projects, break up testing and classwork, consider note taking assistance

Mental Fogginess Breaks (planned and prn), reduce work to include only core subjects/assignments

Trouble with Attention Preferential seating, quiet work space, study hall instead of gym/choir, band

Sleep Disturbances Schedule changes (late start, early dismissal), rest breaks prn in nurses office

Fatigue Break and rest (strategic), adjust overall schedule to include more breaks, end early

Anxiety Verbal and written reassurance, workload reduction, make up plan, test format changes

Depression Encourage normal social activities, sub symptoms threshold physical activity

Labile Mood Breaks prn, clear communication with teachers/admin, snacks/hydration



Accommodation Forms Examples
• CDC – mTBI 2018 material

• https://www.cdc.gov/headsup/basics/return_to_school.html

• REAP Project
• http://www.concussiontreatment.com/images/REAP_Program.pdf

• GF Strong School Program
• https://gfsschoolprogram.weebly.com/concussion.html

• BRAIN 101
• http://brain101.orcasinc.com/

• cbirt – Univ. of Oregon
• https://cbirt.org/back-school/return-school-plan

• Brain STEPS
• https://www.brainsteps.net/

• Sport Concussion Institute
• http://www.concussiontreatment.com/forteachers.ht

ml

• Nebraska Sports Concussion Network
• http://www.nebsportsconcussion.org/

• No reason to re-invent the 
wheel

• Multiple resources exist as 
examples or free domain 
to adopt as documents for 
use in return to learn 
protocol

https://www.cdc.gov/headsup/basics/return_to_school.html
http://www.concussiontreatment.com/images/REAP_Program.pdf
https://gfsschoolprogram.weebly.com/concussion.html
http://brain101.orcasinc.com/
https://cbirt.org/back-school/return-school-plan
https://www.brainsteps.net/
http://www.concussiontreatment.com/forteachers.html
http://www.nebsportsconcussion.org/




Tolerate = no exacerbation of symptoms; symptoms may be present, but not getting worse

Adapted from the Return to Learn protocol by G.F. Strong School Program



Barriers to Implementing RTL Protocols

• Lack of time for 1-on-1 instruction needed for some accommodations; and
• Lack of awareness, education, and support for nurses, educators and counselors

• School administration: “we don’t know what to do” (Lyons et al., J School Health, 2016)

• Lack of collaboration – only 50% of HS with an AT had a professional relationship 
with their nurse (Valovich McLeod, JAT, 2017)

• As of 2017, only 13 states have specifics within their concussion law/legislation 
regarding return to school or learn (Thompson, 2016; The Policy Surveillance Program A Lawatlas
Project http://lawatlas.5 org/datasets/sc-reboot)

• Most place responsibility on the school
• Lack of required education of school personnel
• No guidance of managing of students with prolong/persistent symptoms



A Team Approach: Who is Involved?

• “No one profession owns concussion!”
• Dr. Stan Herring

• Personnel will vary depending on 
setting

• Elementary and Middle Schools
• High Schools
• College/Universities
• Athlete vs non-athlete



Framework for 
collaborative 
practice ensuring 
that health care is…

Athletic 
TrainersPatient

Parents/ 
Guardians

Coaches/ 
Admin

MD/ 
DO

Physical 
Therapy

Exertion 
Therapy OT

School 
Nurse

Neuro-
psych

Neur-
ology Vision

Safe
Timely
Effective
Efficient
Equitable
Patient-centered



Family/ 
Social

AcademicMedical

Patient
Parents/guardians
Teammates/peers

Coaches
School Administrators

Athletic Trainer
Physician

Neuropsychologist
Behavioral Optometrist

Physical Therapists
Occupational Therapist

RN/NP
Psychologist/Psychiatrist

Speech Language Pathologist

Athletic Trainer
School Nurse

Teachers / Professors
School Administrators

School Counselors 
Social Workers

Disability Services
Academic Dean

Halstead et al., 2013; McAvoy, 2011 



Opportunities to Impact Return to Learn

Preseason/ 
before school 

year 

During 
season/ 

school year

Head injury 
recognition

Concussion 
diagnosis Resolution



Role of the AT in Return to Learn Team

Remarkable Findings:
- < 50% reported RTL policy
- Most recommend adjustments
- 73.7% of ATs identify as “point person”
- Organizational structure matters



Role of the AT in Return to Learn Team

Remarkable Findings:
- 76.8% agreed that managing RTL was 

AT responsibility
- 84.6% addressed academic 

adjustments after concussion



Role of the AT in Return to Learn Team

Remarkable Findings:
- Secondary schools with nurses and ATs 

more frequently conducted baseline 
and post-injury concussion assessment

- Most frequently reports collaborative 
relationship was with ATs 



Role of the AT in Return to Learn Team

Remarkable Findings:
- ATs primarily communicate with nurse
- Scheduling is a barrier to 

communication with other school 
professionals



Where to Begin in the Collegiate Setting

• NCAA Policy:
• Point person to navigate RTL
• Compliance with ADAAA
• No classroom activity on same day
• Individualized plan
• Modified schedule for up to two 

weeks, as indicated
• Engage campus resources
• Re-evaluation by physician as 

needed

• Individual School policies:
• Consider contextual factors of 

college/university
• Communication/Collaboration

Patient

Medical
Team

Disability
Services

Academic 
Team



Academic Integrity

• Moral code or ethical policy of 
academia

• Avoidance of cheating or plagiarism
• Maintenance of academic standards
• Honesty or rigor in research
• Academic publishing

https://en.wikipedia.org/wiki/Academic_integrityhttps://humanservices.arkansas.gov/resources/dhs-integrity



Key:
Solid line – Meant to occur every case
Dotted line – Occurs on a case by case basis
Oval – Start or end of the process
Rectangle – Step in the process
Diamond – Decision point

Varsity Athlete 
Injury

General Student Population
(includes club sports) Injury

AT diagnoses 
concussion

AT diagnoses 
concussion

MD diagnoses 
concussion

TBI Specialist
informed of injury 
recommendations

Academic Dean
informed of injury 
recommendations

Faculty
informed of injury 
recommendations

Faculty 
implementation

N Y

MD diagnoses 
concussion

Academic Support Services 
informed of injury 
recommendations

N N

N

N

Y
Y Y

Y

Y

Office of Disability Services
(Accessible NU)



Symptom Wheel

Physical:
Headache/nausea

Dizziness
Visual disturbance
Noise sensitivity

Neck pain

Cognitive:
Concentration
Remembering
Mentally foggy

Slowed processing

Emotional:
More emotional

Nervous
Sad

Angry

Sleep/Energy:
Mentally foggy

Drowsy
Sleeping too much
Sleeping too little

Can’t initiate/
maintain sleep

• Workload reduction in the 
classroom/homework

• Adjust due dates
• Allow students to audit classwork
• Exempt/postpone test/projects
• Alternative testing
• Allow for technology
• Allow for extra time
• Do not penalize for work not 

completed during recovery

• Allow for rest breaks
• Allow student to start class later
• Allow student to leave class earlier
• Alternate “challenge” with “rest”

• Allow student and teacher to have 
signal

• Help staff understand that mental 
fatigue can manifest in emotional 
meltdowns

• Allow student to remove 
him/herself to de-escalate

• “Strategic rest” – scheduled breaks
• Sunglasses
• Quiet room/environment
• More frequent breaks in classroom
• Remove from physical aspects of 

coursework without penalty

McAvoy 2011



Lessons learned

• Faculty want direction, not told what to do
• All members of the team need to understand the process
• Repetition and constant reinforcement
• Checklists



Sleep Hygiene 

Sleep and Concussion
• Concussion disrupts sleep 

patters acutely
• Raikes and Schaefer 2016

• Self reported sleep disturbance 
affects concussion recovery

• Kostyun et al. 2014
• 3-4 fold increase in recovery 

time
• Bramley et al. 2017

Recommendations - CDC
• Be consistent
• Be mindful of the environment
• Limit screen time before bed
• Nutritional considerations
• Physical activity
• Total sleep time

• Person and age dependent 
recommendations



Other Considerations

• Behavioral health
• Prior history vs new concerns
• Keep consistent schedule
• Communication

• Nutrition
• Fueling needs – do not restrict
• Increase Omega-3s (EPA and DHA)
• Hydration
• If nauseous – BRAT diet

• Physical activity
• Symptom limited 



Managing Prolonged Recovery

Patient

Functional

Emotional

Physical

Medical

Cognitive

AT, PT, 
DC, LMT

AT, PT, OT, 
OD, RN, LCSW

MD, DO, RN 
Sub-specialist

MD, PsyD, NP, 
PhD, LMT, LCSW

NP, SLP, 
Learning 
specialist



Case Example

• 18 y/o female college student
• Mechanism: Hit forehead on pipe
• Relevant history

• 3 prior concussions (4-6 week recovery)
• Migraine headache – 1/month

• Initial exam – remarkable findings
• Primary symptoms – somatic and cognitive
• Near point convergence 19.7cm (increase headache)
• Normal cervical spine exam

• Plan – symptom limited physical and cognitive rest
• Release of information signed (academic communication)



Case Example

• Rehabilitation evaluation – 12 days following injury
• Same symptom profile, but decreased
• Dizziness handicap inventory score = 20

Headache Dizziness Nausea Fogginess Objective

Baseline 3 4 2 5
Smooth Pursuit 4 4 2 5
Saccades (Horizontal) 3 5 2 5
Saccades (Vertical) 3 5 2 6
Convergence (Near Point) 3 5 3 5 14.7 cm
VOR (Horizontal) 4 6 2 5
VOR (Vertical) 3 6 2 5
Visual Motion Sensitivity 4 7 2 6



Case Example

• Follow 1 month of rehab – 5 total visits plus home exercise program
• Still has headache and cognitive symptoms, no dizziness
• Dizziness handicap inventory score = 0

Headache Dizziness Nausea Fogginess Objective

Baseline 4 0 0 4
Smooth Pursuit 4 0 0 4
Saccades (Horizontal) 4 0 0 4
Saccades (Vertical) 4 0 0 4
Convergence (Near Point) 4 0 0 4 < 6 cm
VOR (Horizontal) 4 0 0 4
VOR (Vertical) 4 0 0 4
Visual Motion Sensitivity 4 0 0 4



Case Example

• Referral to Neurology and Speech Language Pathology
• Neurology referral

• Migraine versus cervicogenic headache
• Cognitive symptoms likely due to pain and sleep dysregulation
• NSAIDs and muscle relaxer
• Neck exercises

• Speech Language Pathology
• No records shared
• Patient saw SLP weekly for rest of quarter

• Patient lost to follow-up



Where to Begin in the Elementary, Middle, and 
Secondary Schools

Medical Team
• Look into current policies

• District, state, conference

• Identify recourses are available in your school & 
establish relationships

• Find community referral resources
• Multidisciplinary concussion team

• Establish acute academic accommodations 
forms

• Work with academic team to create RTL 
protocol

• Point person
• Chain of communication

Academic Team
• Educate teachers and support staff on 

concussions and their effects on 
academics

• Set up classroom strategies for different 
academic accommodations

• Work with medical team to create RTL 
protocol

• Administration to help reinforce protocol 
• Provide feedback to medical team
• Review cases and adjust as needed



Case Example 2

• 15 y/o high school (9th grade) male hockey student athlete
• DOI 4/26/18 – Checked into boards by unexpected hit, forcing head to 

hit glass; no LOC, amnesia or disorientation
• Immediately removed by AT on site; SCAT5 performed, diagnosed concussion

• Relevant biopsychosocial history:
• 1 previously diagnosed concussion 2 years ago (MOI hockey); full recovery in 

approximately 3-4 weeks; so residual symptoms
• History of motion sickness
• Diagnosed ADHD (13 y/o); Takes adderall XR 10 mg daily; may take 10 mg 

instant release in afternoon prn (often does on days of hockey games)
• IEP on file with school for extended time on testing



Case Example 2

• Injury occurred on a Thursday night:
• Patient and parent provided concussion education and recommendations for treatment 

• School excuse for Friday given by AT and email to nurse/counselor – No school
• Letter to school (CDC checklist) given to provide universal adjustments upon return to school, 

prior to f/u evaluation and recommendations at school Monday

• AT evaluation after school (4/30/18):
• High symptom burden (PCSS 43/132 severity)

• Dizziness, sensitivity to busy environments/noises, photosensitive, mild nausea, low 
grade HA, and mental fogginess; Prolonged exposure leads to increased HA, nausea, and 
fogginess

• VOMS – Provocative pursuits, VOR, and VMST, NPC< 6 cm
• Was unable to complete school day, spent final two periods in nurses office



Case Example 3

• Academic Accommodations:
• Attendance – Full days as tolerated; using a schedule that emphasizes core classes only, while 

taking breaks in study hall or nurses office for electives; Screen Use – Minimize computer use 
to tolerance; print notes, allow preferential seating for viewing smartboards

• Tests – No computer testing, extend time for testing (consistent with IEP), test across multiple 
sessions, provide cue cards or notes as indicated, no more than 2 tests in 1 day

• Breaks – 10-15 minutes as needed throughout day; allow student to leave class 5 minutes 
early to avoid busy hallways; may eat lunch in quiet room with 1-2 friends; take scheduled 
breaks early in day even if symptoms are not elevated; may put head down if dizzy in class

• Others: No gym participation at this time, no band class, may take ADHD medication as 
prescribed, behavioral management emphasis; complete social activities as tolerated

• Enrolled in aerobic activity progression with AT and vestibular therapy with PT to r/o of peripheral 
and cervicogenic dizziness and being treatment of specific central vestibular dysfunction 



Case Example 3

• 18 days s/p DOI
• Patient making typical recovery; symptoms resolved, completing stepwise RTP

• Academic Accommodations:
• Attendance – Full days; allow for scheduled make up work in each course, excuse all non-

essential projects
• Tests – Extend time; allow scheduled make up exams to be completed over 2-3 week period as 

arranged with teachers
• Breaks – 10-15 minutes as needed throughout day
• Others – PE - may participate in non-risk/non-contact activity congruent with step 4 of the 

stepwise RTP provided as guided by AT including cardiovascular fitness, strength and 
conditioning, and individual sports (swimming, tennis, badminton ok), no high risk team 
sports in gym until cleared for full return to sport; Band – Full band practice, may take breaks 
as needed



Conclusion – Take Home Points

• Dysfunction and symptoms after 
concussion are treatable.

• Every patient experiences 
concussion differently.

• Education is treatment.
• Return to school with proactive 

individualized 
adjustments/accommodations 
will result in best prognosis for 
patient

• Factors to be considered on 
return to school following 
concussion:

1. Symptomology
• Severity, type, duration

2. Age/school level
3. Course load
4. Rest following injury



Justin Tatman, MA, LAT, ATC
Coordinator, Athletic Trainer
Sport Concussion Program 

TRIA Orthopedic Center
Minneapolis, MN

Thank you!
Questions…?

Brian Vesci, DAT, ATC
Traumatic Brain Injury Specialist

Health Service
Northwestern University

Chicago, IL
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