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INTRODUCTION

The potential for concussions / head injuries to occur in rugby league is fully recognised. As a result of this
recognition, due consideration should be undertaken by all who partake, administer or manage rugby
league activities in both the training and match environments.

There has long been a perception that a concussion occurs only when there is a loss of consciousness.
This perception is incorrect as concussions can occur without loss of consciousness and range in severity
from brief periods of confusion through to a significant loss of consciousness.

WHAT IS A SPORTS CONCUSSION?

Several common features incorporating clinical, biomechanical and pathological injury may be utilized in
defining the nature of a concussion, in that a concussion:

The official consensus definition for a concussion is a “complex pathophysiological process affecting the
brain, induced by traumatic biomechanical forces”” . More simply, a concussion may be defined as an
alteration in the mental state of the player for a variable period of time, that may, or may not, resultin a
loss of consciousness. There are several features that are able to define the nature of a concussion. These
are:

(1) A concussion may be caused by a direct blow to the head, face, neck, or elsewhere on the body
with an “impulsive” force transmitted to the head.

(2) A concussion typically results in the rapid onset of short lived impairment of neurological function
that resolves spontaneously.

(3) A concussion may result in neuropathological changes, but the acute clinical symptoms largely
reflect a functional disturbance rather than structural injury.

(4) A concussion results in a graded set of clinical syndromes that may or may not involve loss of
consciousness. Resolution of the clinical and cognitive symptoms typically follows a sequential
course, and

(5) A concussion is typically associated with grossly normal structural neuroimaging studies.

Therefore whenever a sports person has an injury to the head and becomes confused or acts abnormally
or they lose consciousness, even for a few seconds, they have been concussed. Associated with the injury
to the head is typically a period of amnesia (memory loss).

Concussed athletes are often described as “stunned”, “dazed” or “star struck”. The cause of this amnesia
is typically a sudden violent movement of the head due to a collision or a direct or indirect impact,
resulting in an acceleration or deceleration of the brain within the skull. The result is damage to the brain.
This is almost always slight and recovery from a single injury is the rule. However, in the period healing
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(usually 2 to 3 weeks), the brain is sensitive and another injury may occasionally result in a serious or
even fatal reaction.

In the long term, the damage from further concussions may cumulate enough to impair performance.
After the impact, there is usually a period of unresponsiveness or confusion, and amnesia. The memory
loss usually spans the time from just before the injury occurred to the moment of injury itself, and a
period of time following the injury (post-traumatic amnesia) which may be permanent. The memory loss
can extend to include previous days or weeks (retrograde amnesia).

REMEMBER: Serious and sometimes fatal results can follow an injury what at first seems trivial.
Approximately 3% of patients, who have had concussion, will have bleeding inside the skull or into the
brain (intracranial haemorrhage). The key signs of a haemorrhage include worsening headache,
increasing confusion and continued vomiting. if there is any presence of these symptoms the player must
receive immediate medical care.

TYPES OF CONCUSSION

The classification of concussions has been disbanded. Each concussion should be managed individually as
it is impossible to predict the clinical course of a particular concussion from a group of signs and
symptoms. Onset of symptoms may occur over hours or days later. The majority (80-90%)° of concussions
progressively resolve over 10 - 21 days without complications. This represents the most common form of
concussion seen in sports activities. These concussions can be appropriately managed by primary care
medical practitioners. The cornerstone of the management of a simple concussion is rest until ALL
symptoms resolve and then undertaking a graduated return to play protocol.

Some concussions result in persistent symptoms occurring (including those symptoms that reoccur when
participating in sporting activity). These types of concussions may result from players who have had
consecutive concussions over time, or where the player is repeatedly concussed with less and less impact
force. Formal neuropsychological investigations should be considered for concussions with ongoing
symptoms.

ASSESSMENT OF THE CONCUSSED PLAYER

When assessing an injured player on the sports field, it is important that a quick and accurate assessment
is made. This is where the use of the sideline concussion checklist is recommended:

Al CONEUSSION 1S SUSPECTED
P ot symptess (1ne bach pnesl)

N e ¢ e e
e

S: RYSMART

S WISMART

If there is any doubt, use the questions in the sideline concussion check of the following questions based
on Maddock’s questions® can be useful:

What ground are we at?

What team are we playing today?
Who is your opponent at present?
What quarter/half is it?

How far into the quarter/half is it?

o PR
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Which side scored last?

Which team did we play last week?

Did we win last week?

Count pre-determined numbers
backwards

10. Months of the year in reverse

e

These questions can be found in the sideline concussion check provided by your local district or the ACC.
Failure to successfully and accurately answer any of the above questions in conjunction with ANY signs or
symptoms of an acute concussion (see below) indicates that the player has been concussed and must
stop playing and be removed from the field. The player should be accompanied from the field and taken
to a doctor or the local emergency department for assessment as soon as possible.

It is recommended that the player should then see appropriate medical professional for their opinion as
to the best future management. If the player is obviously unconscious, then the first priority is to
evaluate and protect the airway and cervical spine, and to then remove the player from the field. The
player must be watched closely and carefully monitored until consciousness returns. Convulsions may
sometimes occur.

SIGNS AND SYMPTOMS OF ACUTE CONCUSSION'

If any one of the following symptoms or problems is present, a head injury should be suspected and
appropriate management instituted.

(a) Cognitive features
e Unaware of period, opposition, score of game
e Confusion
e Amnesia

Loss of consciousness

(b) Typical symptoms: (As per the sideline concussion check or see the SCAT2 card in the appendices)
e Headache or pressure in the head
e Balance problems or dizziness
e Nausea
e Feeling “dinged”, “foggy”, stunned, or “dazed”
e Visual problems—for example, seeing stars or flashing lights, double vision
e Hearing problems—for example, ringing in the ears
e Irritability or emotional changes

Other symptoms such as a subjective feeling of slowness and fatigue after an impact may indicate that a
concussion has occurred or has not fully resolved.

(c) Physical signs
e Loss of consciousness/impaired conscious state
e Poor coordination or balance
Concussive convulsion/impact seizure
Gait unsteadiness/loss of balance
Slow to answer questions or follow directions
e Easily distracted, poor concentration
e Displaying inappropriate emotions—for example, laughing, crying
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Vomiting

Vacant stare/glassy eyed

Slurred speech

Personality changes

e Inappropriate playing behaviour—for example, running in the wrong direction.
e Significantly decreased playing ability

Only those personnel trained to carry out sideline assessment should utilize the SCAT2 card for primary
assessments. This SCAT card should accompany the injured player to the emergency department / sports
physician / players health professional wherever possible.

MANAGEMENT OF THE CONCUSSED PLAYER

The concussion management protocol for the New Zealand Rugby League is:

CONCUSSION MANAGEMENT"
Acute injury
When a player shows any symptoms or signs of a concussion, the following should be applied.

(2) The player should not be allowed to return to play in the current game or practice.

(2) The player should not be left alone, and regular monitoring for deterioration is essential
over the initial few hours after injury.

(3) The player should be medically evaluated after the injury.
(4) Return to play must follow a medically supervised stepwise process.

A player should never return to play while symptomatic.

“When in doubt, sit them out!”’

MANAGEMENT OF THE UNCONSCIOUS PLAYER

If the player is obviously unconscious, the first priority is to evaluate and protect the airway and the
cervical spine. The player must be watched closely and carefully monitored until consciousness returns.
Should breathing stop, appropriate resuscitation is necessary, following the “Airways, Breathing,
Circulation” guidelines. Always remember the possibility of an associated spinal (neck) injury, and if the
player must be moved, do so carefully and appropriately. DO NOT MOVE THE PLAYER FROM THE FIELD
WHILE THEY ARE UNCONSCIOUS. This should be left to appropriate medical or ambulance personnel.
When the player has regained consciousness and their breathing is regular and unobstructed, the player
should be carried from the field and allowed to recover fully. Such incidents require immediate review by
a doctor. The player should then see appropriate medical professional for their opinion as to the best
future management.
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POST-CONCUSSION SYNDROME

It is quite common following concussion, for players to continue to experience problems after their
apparent recovery from the initial injury. These problems are collectively referred to as the post-
concussion syndrome. Coach, parents, family members and team members should look for the following

Signs and symptoms:
e sleep disturbance;
e difficulty in concentrating;
e difficulty in applying themselves to tasks;
e lack of attention span;
e irritability, intolerance in general and to noises in particular;
e dizziness on turning of the head;
e recurrent headaches;
e frustration doing tasks;
e any symptoms provided by activities such as sprints or sit-ups;
e Anxiety and/or depression

If any of these symptoms are present, then it is mandatory that the player is assessed by a qualified
neurologist, neurosurgeon or sports medicine physician before they recommence any sporting activity.
The player is potentially prone to develop more symptoms if they continue in the sport, or to be
concussed again, and they may also need special assistance to aid their recovery and return not only to
sport but to their normal life.

SECOND IMPACT SYNDROME

If a player receives a second injury to the head before the injury has completely recovered, the chances
of the player suffering brain swelling, heavy bleeding and increased pressure within the head dramatically
increases that can result in permanent brain damage or death.

THE RECOVERY PERIOD

Perhaps the most contentious issue surrounding head injury is the decision regarding the length of time a
player should stay away from participation in any sporting activity. No simple way exists to determine the
seriousness of a concussion or whether a player has fully recovered. There main reason for the
mandatory stand-down times for a player following concussion is related to reaction times. In the period
following a concussion, the player’s reaction times and decision-making abilities are likely to be less that
optimal and the player is at an increased risk of further accident and injury, especially to the head. The
risk of second impact syndrome is increased

Despite the fact that a player may seem to be physically fit and outwardly unaffected, coaches and
administrators must be aware of this and support the decision to stand a player down.

It is well-documented that repeated episodes of concussion produce lasting effects and, after a number

of concussions, a player may suffer permanent changes of character and ability. A player who has had a
number of concussions should, therefore, consider whether they should withdraw from all contact sport.

Date: 11" April 2009 Page 5 of 11



STAND DOWN PERIOD AND RETURN TO PLAY

The majority of concussions will recover spontaneously over several days. It is important though that the
first few days after a concussion has occurred that complete physical AND cognitive rest is required. The
player should avoid all activities that require concentration or attention. This includes watching
television, DVD’s, computers, using the cell phone, reading or driving. Failure to do this may exacerbate
the symptoms resulting in a delay to the recovery of the player from the concussion.

It is the mandatory policy of the New Zealand Rugby League that where a concussion is suspected for
players over the age of 16, a 21 day stand down period is observed by the player concerned following
the return to play guidelines detailed below.

Players at the age of 16 or under shall observe a 28 day stand down period as in adolescent and youth
the developing brain takes longer to recover from the damage and symptoms of a brain injury.

A return to play protocol has been developed that follows a step wise process. This should be used in
conjunction with the team doctor or the players own general practitioner / sports doctor / sports
physician. The duration times are estimated times from the date of the concussion occurring and are for
reference only.

Players at or under 16 years of age need to take an even more precautious return to play, starting with a
week of rest before commencing the return to play protocol as detailed below.

Level Activity undertaken Time post concussion
(approximate) Guidelines

No activity, complete rest. Once symptom free and cognitive

1 . 2 -3 days
recovery is demonstrated, proceed to level 2.

2 Light aerobic exercise such as walking or stationary cycling 4 —10 days

3 Sport specific training (e.g. running drills, ball handling skills) 11 - 15 days

4 Non-contact training drills 16 — 20 days

5 Full contact training after medical clearance 21 days

6 Game play 21 + days

A player should be able to progress through each step towards the next level without any symptom
occurring. If any post concussion symptoms occur, the player should drop back to the previous symptom
free level and try to progress again in the next 24 hrs.

CHILD AND ADOLESCENT PLAYERS

The management and return to play procedures identified in this policy can be applied to players as
young as 10 years old. Below that age, the symptoms of concussion are reported differently from adults
necessitating a full medical clearance BEFORE undertaking the return to play protocol.

Players under the age of 16 years old also require a cautious approach for return to play activities
necessitating an even longer stand down period of 28 days be observed by the player concerned
following the return to play guidelines identified.

Return to play prior to the minimum stand down periods identified can only occur with an appropriate
neurological specialist assessment and clearance.
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Sport Concussion Assessment Tool (scAT2)?
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p
SCAT2 Bl 3 o &

Sport Concussion Assessment Tool 2

Symptom Evaluation

Name p
How do you feel?
Sportt=am “fou should score yoursalf on the following symptoms, based on how
you feel now.
Date/fime of injury nona  mild moderate  Severs
Headacha 01 2 3 4 5 &
Date/time of assessment "Prassure in head” o 1 2 3 4 5 &
Meck Pan o 1 2 3 4 &5 &
Age Gender B F Mausza or vomiting or 2 3 4 5|6
Cizziness o 1 2 3 4 5 &
fears of education completed Blurred visicn 01 z 3 4 &5 &
Balance problems o 1 2 3 4 5 &
Examiner Sensithity to light 01 2z 3 4 5 &
Sensitivity to noise o 1 2 3 4 5 &
What is the SCAT2?! Fesling slowed dow o 1 2 3 4 5 &
This tool represents a standardized method of evaluating e n
Injured athlates for concussion and can be used In athlatas Fesling like "ina fog" 01 2 3 4 &5 &
aged from 10 years and older. It supersedes the onginal SCAT “Den't feal right” 001 2 3 4 &% &
published In 2005%, This tool also enables the alculation of the ) )
standardized Assessment of Concusslon (SACY4 score and the Cifficulty concentrating 012 3 4 5 8
Maddocks questions® for sideline conoussion assessment. Cifficulty remembering 01 72 3 4 ©t &
Instructions for using the SCAT2 Fatigus or low ensrgy o1 FEa e
The SCAT2 Is deslgned for the use of medical and health
Confusi o 1 2 3 4 5 &
professionaks. Preseason baseline testing with the SCAT2 can miusn
be helpful for Interpreting post-injury test scores. Words In Drowsinass 01 2 /3 4 5 &
Italics throughout the SCAT2 are the Instructlons given to the Trouble falling aslesp jappicatks |0 12 (3 4 5 &
athlete by the tester.
More emotional o 1 2 3 4 &5 &
This tool may be freely copled for distribtion to Individuals, o
tearrs, groups and organizations. Irritabilty L I I I
Sadness o 1 2 3 4 5 &
What is a concussion? _
A concussion Is a disturbance In brain function caused by a e LI i v i i e
direct or Indirect force to the head. it results In avanety of non- = S - ) ke 27
specific symptoms (ke those listed below) and often does not number of symptoms Maxmum possitle 22)
Irvolve loss of consclousness. Concussion should be suspected ﬁmﬂifgﬁynﬁ:ﬂm e 226 o 132)
In the presence of any one or more of the following: ' posEE
& Symptoms (such & headache), or Do the symptoms gt worse with physical activity? Y N
# Physical signs (such as unsteadiness), or Do the symptome get worse with menta activity? b N
# [mpalred brain function {e.9. confusion) or
# aAhnormal behavour Craerall rating
Any athlete with a suspected concusslon should be If you kncw the athlete well prior to the injury, how different is the
REMOVED FROM PLAY, medically assessed, monitored for athlete acting compared to his £ her usual self? Pless cicle ane response.
deterloration {l.e., should not be left alona) and should
not drive a motor vehide. no different wery different unsure
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Cognitive & Physical Evaluation

Symptom SCore dom page: 1)
12 minus number of symptomes of 12

Physical signs score
Was thera loss of consdousness ar unresponsivensass? b N

If yes, how long? miniutes
Was there a balance problem/unsteadiness? b M

Physlcal signs soore {1 point for each regative respores) of 2

E Glasgow coma scale (GCS)

Best eye response (E)

Mo eye opaning

Eye opening in responsa 1o pain
Eye opening to speech

Eyes opening spontanecusly
Best werbal response (V)
ha verbal responza
Incomprehersible scunds
Inappropriate words
Confused

Criented

Be L pa

[, I S WY I R

Best motor response (M)
Mo miator response
Extersion to pain
Abnorma flesion to pan
Flezion/Withdrawal to pain
Localizes to pain

Cbeys commands

U B L Rl —

Glasgow Coma score (E+ V + M) cf 15
GC5 should be recorded for all athletes in case of subssquent detenoration.

-
n Sideline Assessment — Maddocks Score

“i am going to ask you a few guestions, please listen carefully

and give pour best effort.”

Maodifled Maddocks questions {1 peire for each correct answer)
At what venua ara we at today? 0
Which half is it now?

Who scored last in this match?

What team did you play last week/ gams?
Diid your team win the last game?

[= = I = =}

Maddocks score of 5

Maddacks score iz validated for sideline diagnesiz of concuzsion anly and is nat
recluded in SCAT 2 summary score for serial testing.
. -

! This 1ol has been devsloped by & group of intermiational sperts at the 37
Interriationidl Consersus mesting on Corcussion in Sport kel in Zunds,
Switzedard in Novernber 2008, The ful de=tails of the conference cutcomes
ard the authers of the tocl are published in British Journal of Sperts
Medicre, 2005, velume 43, suppl=ment 1.

The outcome paper will abko be simulttansously co-published i the May
2009 iszues of Clinical Journal of Sports Medicine, Physical Medicine &
Rehatiliaticn, Jouma of Athletic Training, Joumal of Clinical Neurascierce,
loumial of Scierio= & Medicine in Sport, Neurasurgery, Scandinevian loumal
of Science & Medidne in Sport and the Journal of Clinical Sports Medicine.

I McCrony P et d. Summary and agreement stabsment of the 24 International
Confererce on Conoszion in Zport, Prague 2004, Entish Journal of Sports
Pdedicine. 2005; 29: 196-204
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Cognitive assessment
standardized Assessment of Concussion (SAC)

Orlentation {1 point for each comect arewer)

What month is it?

What iz tha date today?

What is tha day of the week?

‘What year is it?

What time is it ight now? jwithin 1 hour)

oo o oQ
it | it | it | it |

Orlentation soore of 5

Immedlate memaory

*lam going to test your memory ['will read you a list of wordss
and whean | am done, repeat back as many word's a5 you can
remember, in any order.”

Trials 2 & 3:

*lam going to repeat the same list again. Repeat back as many
words as pou can remember in any order, even if you said the
word before.”

Complete al 2 trials regardless of score on trial 1 & 2. Read the words at a raie

of ore per secord. Score 1 pt. for sach correct resporse. Total score squak wum
aroas all 2 trials. Do mot indorm the athlete that delayed recall will be tesied.

List Trial 1 Trial 2 Trial 3 Ahemative word ist
albonw o1 o1 0 1 candle  baby fireger
applke o1 o1 0 1 paper monksy  penny
a@rpet o1 o1 01 sugar perfume blankst
saddle 01 01 0 1 zandwich sunsst  kemen
bubble o1 o1 O 1 wagon  iron ireect
Total
Immediate memory score of 15

Concentration

Digits Backward:

*I am going to read you a string of numbers and whean | am done,
you repeat them bady to me backwards, in reverse order of fow |
read them to you. For example, if § say 7-1-9, pou would say 9-7-7.7
If correct, go 1o rext string length. If rcorrect, read trial 2. Cree point possible for
=ach siring kergth. $op after ncorred: on both trials. The digits should be read at
the rate of ane per sscand.

Aemastive digit lists

449-3 0 1 &z2a0 L1k 4-1-E
3-5-1-4 0 1 3z74 1-79-5 4-3-5-8
£-2-0-74 0 1 45386 38527 &-1-8-d4-3
718482 O 1 5308948 &31-9-6-4 7-2-4-8-5-

Morths in Reverse Order:

“Wow tall me the months of the year in reverse order. Start
with the fast month and go backward. 5o you'll say December,
Novemnber ... Go ahead”

1 pt. for entire sequence correct
Dec-Mow-Oct-Sept-Aug-lul-lun-May-Apr-Mar-Feb-Jlan 0 1

Concentration score of 5

¥ McCrea M. Standardized meral staius testing of sose conoussion. Clnical
Youmal of Sperts Medicne, 2001; 11: 176181

¢ kcCrea M, Randolph C, Kely |. Stardardized Assessment of Concussion:
Mariual for sdministration, sconing ard interpretation. Waokesha,
Wisoorsin, US4,

? Maddodks, OL; Dicker, GOx Saling, M. The ssessment of anentation
folowing conoussion in athletes. Clin ) Sport Med. 1535;5(1):32-3

£ Guskiewic KM. Assesament of postural stablity folowing sport-related
concussion. Cument Sports Medidne Reports. 2003; 2: 24-20
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Balance examination

Thiz balance testing is based on a medified wersion of the Balanos Error Scoring
System (BESSF. A shopwatch or watch with a second hand is required for this
testineg.

Balance testing

“I arm now going to test your balance. Please take your shoes
off, rofl up your pant legs above ankle (i applicable), and
remowve any ankle taping {if apolicable). This test will consist
of three twenty second tests with different stances.”

{a) Double leg stance:
*The first stance s standing with your feet together with your
Fhanals on your hips and with your eyes dosed. You showlad try
tomaintain stability in that position for 20 seconds. | will be
counting the number of times you move out of this position. |
wall start timing when you are set and have dosed your eyes™

(b)Single leg stance:
“If you were to kidk a ball, which foot would you wse? [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 fexion. Again,
you showld ty to maintain stability for 20 seconds with your
hands on your hips and your eyes dosed. [ will be counting
the number of times you move out of this position. If you
stumble out of this position, open your eyes and retum o
the start position and mntinue balancing. I'will start timing
when you are sat and have dosed pour epes.”

{c) Tandem stance:
“Now stand heel-to-toe with your non-dominant foot in
badk. Yourweight should be evenly distributed across both
feet. Again, you showd try to maintain stability for 20 seconds
with yowr hands on pour hips and your eyes dosed. Dwill be
counting the number of times you move out of this position.
I you sturnble owt of this position, opan pour eyes and retum
to the start position and @ntinue balancing. will start timing
when you are set and have closed your eyes.”

Balance testing - types of errors

1. Hands lifted off ilimc crest

1. Operning eyes

3. Step, stumble, ar fall

4. Maowing hip intc » 30 degrees abduction
E. Lifting forefoot or heel

E. Remaining out of test position = 5 sec

Each of the 20-s=cond frials is scored by counting the errors, ar
dewviations from the proper stance, accumulated by the athlete. The
examiner will begin counting errors only after the individua has
aszurmned the proper start position . The modified BESS 1s caloulated
by adding one error peint for each error during the three
20-second tests. The maximum total number of errors for
any single conditlon 1s 10, If & athlete commits multiple emors
simultanecusly, only one ermor is recorded but the athlete should
quickly return to the testing position, and counting should resume
ance subject iz set. Subjects that ara unable to maintain the testing
pracadure for a minimum of five seconds at the start are assgnad
the highest possible score, ten, for that testing condition.

‘Which foot was tested: Left Righit

2. which is tre norrdominant foot)
Condltion Total errors
Double Lag Stance fest tagethen) of 10
Single leg starce inerrdominart fock) of 10
Tandem stance {nor-dominant foot at back) of 10
Balance examinatlen score (30 minus total srmors) of 30
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Coordination examination

Upper limb coordination

Fingerto-nosa (FTM) fask: *1 am going to test your coordination
now. Flease sit comfortably on the chair with your eyes opean
and your arm (either right or left) outstretched (shoulder flexed
to 90 degrees and elbow and fingers extended). When [ give a
start signal, | wouwld like you to perform five successive finger to
nose rapetitions using your index finger to touch the tip of the
nose as quickly and as accurately as possible.™

Right
Sconing 5 comect repetitions i o4 seconds = 1

Mote for testers: Athletes fail the test if they do not touch their rase, de not fully
exterd their ebow or do rot perform fee repetitions. Failane
should be scored 2 0.

Which arm was tested: Left

Coordinatlon score of 1

Cognitive assessment

Standardized Assessment of Concussion (SAC)

Delayed recall

Do you remember that list of words | read a few times earlier?
Tell me as many words from the list as you can remember in any
order”

Cirche sach word comectly recalled. Total score equak number of wonds recaled.

List b= miakive word list
albow candle bty firger
appke paper monkey peniny
@rpst ugar parfume blankst
saddle zandwich sunsat lermon
bubble wagaon iron inzect
Delayed recall score af 5
Overall score
Tast domisin Secane
Symptom score of 22
Physical signs scare af 2
Glasgow Coma score (E +V + M) af 15
Balance examination score of 30
Coordination score af 1
Subtotal of 70
Crientation score af 5
Immediate memory score af 5
Concentration scora of 15
Delayed recall scone af 5
S C subtotal of 30
SCATZ total of 100
Maddocks Score of §

Definitive normative data for a SCAT2 " cut-off* score is not
available at this time and will be developed in prospective studies.
Embedded within the SCAT2 is the SAC score that can be utilized
separatsly in conoussion managament. The scoring system also takes
on particular clinical significance during serial assassment whare
it can be used to document either a decline ar an improvement in
naurakagical furctioning.

Scoring data from the SCAT2 or SAC should not be
used as a stand alone methed to dlagnose concussion,
measure recovery or make dedsions about an athlete's
readiness to return to competition after conoussion.
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Athlete Information

Any athlete suspacted of hasing a concussien should be removed from play, and then seek medical evaluation.

Signs to watch for

Froblemns could arise over the first 24-48 hours. You should not be left
alone and must go to a hospital at once if you:

* Have @ headadhe that gets worse

s Arewery drowsy or can't be awakened (waoken up)

= (an't recognize people o places

» Have rep=ated vomiting

» Behawe unusudly ar seem confused; are very irnitable

» Have seizures (arms and legs jerk uncontrollably)

» Have weak or numb ames or legs

= Areunsteady on your feet; have durred speedh

Remember, It Is better to be safe.
Consult your doector after a suspected concusslon.

Tool Test domain Tim=
Diata tested
Diays post injury
Symptom score

Phyzical sigrs score
Glasgow Coma score (E + W + M)
SCAT2 Balance examination scors
Coordination scora
Orientation score
Immediate memory soore
SAC Corcentration score
Deelayad recall score
SAC Score
Total SCAT2
Symptam sevserlty score (max possible 132)

Return to play

Additional comments

Return to play

Athletes should not b= returned to play the same day of injury.
When returring athletes to play, they should follow a stepwise
symiptom-limitad program, with stages of progression. For example:
. rest until asymptomatic (physica and mental rest)

. light aerchic exercise {e.g. stationary opde)

. sportspedfic exerdse

. nion-contact training drills (start light resistance training)

full contact training after medica clearance

. return to competition {game play)

O Fe LRl

There should ke approximately 24 hours (or longer) for each stage
and the athlete should return to stage 1 if symptoms recur. Resistance
training should only b= added in the later stages.

Medical dearance should be ghsen before return to play

Scone

Concussion injury advice (To be given to concussed athlete)

This patient has received an injury to the head. A caraful
medical examination has been carried out and no sign of
any serous complications has been found. |t is expectad
that recavery will be rapid, but the patient will nead
manitoring for a further pericd by a responsible adult. Yaur
treating physidan will provide guidance as to this timeframe.

If you motice any change in behaviour, vomiting,
dizziness, worsening headadche, double vision or
excessive drowsiness, please telephone the dinic
or the nearest hospital emergency department
imimediately.

Other important points:

Rest and avold strenucus acthdty for at least 24 hours
Nao alechaol

Ho sleeping tablets

Use paracetamol or codelne for headache. Do not use
aspirin or anti-inflammatory medication

+ Do ot drive untll medically cleared

+ Do mot traln or play sport untll medically cleared

Clinic phone number

Date: 11™ April 2009

Patient's name

Data/time of injury

Date/time of medica review

Traating phiysician

Cantasct detais or stamp
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