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PURPOSE OF THIS GUIDE
This guide offers primary care providers an easy reference that includes 
clinical guidance in assessing and treating service members and veterans 
who have sustained a mild traumatic brain injury (mTBI). Mild TBI is also 
known as concussion. The terms concussion, mild TBI and mTBI will be 
used interchangeably throughout this guide.
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TBI BASICS 
DoD Definition (2015)
A traumatically induced structural injury or physiological disruption of 
brain function as a result of an external force that is indicated by new onset 
or worsening of at least one of the following clinical signs, immediately 
following the event:
��Any alteration in mental status (confusion, disorientation, slowed 
thinking) etc.
��Any loss of memory for events immediately before or after the injury
��Any period of observed or self-reported loss of, or decreased, level of 
consciousness

External forces may include any of the following events: the head 
being struck by an object, the head striking an object, the brain 
undergoing an acceleration/deceleration movement without direct 
external trauma to the head, or forces generated from events such  
as a blast or explosion including penetrating injuries.
The above criteria define a traumatic brain injury (TBI). Sequelae of TBI 
may resolve quickly, within minutes to hours after the neurological event, 
or they may persist longer. Some sequelae of TBI may be permanent. 
Most signs and symptoms will manifest immediately following the event. 
However, other signs and symptoms may be delayed from days to months 
(e.g., headaches, subdural hematoma, seizures, hydrocephalus, spasticity, 
etc.). Signs and symptoms may occur alone or in varying combinations and 
may result in a functional impairment. The signs and symptoms generally 
fall into one or more of the following three categories:
��Physical: Headache, nausea, vomiting, dizziness, sleep disturbance, 
weakness, paresis/plegia, sensory loss including hearing loss, visual 
loss, or loss/alteration of taste or smell, tinnitus, spasticity, aphasia, 
dysphagia, dysarthria, balance disorders, disorders of coordination, 
seizure disorder.
��Cognitive: Deficits in attention, concentration, memory, speed of 
processing, new learning, planning, reasoning, judgment, executive 
control, self-awareness, language, abstract thinking.
��Behavioral/Emotional: Depression, anxiety, agitation, irritability, 
impulsivity, aggression.
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Note: The signs and symptoms listed above are typical of each category but 
are not an exhaustive list of all possible signs and symptoms.

Causes 
In the military the leading causes of TBI are: blasts, fragments, bullets, 
motor vehicle crashes and falls.
Severity Classification: TBI’s are classified based on the physical examination at time of 
injury. TBI’s are classified into mild, moderate, severe and penetrating categories. Mild 
TBI(mTBI) is also known as concussion.
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ACUTE CONCUSSION/ MTBI MANAGEMENT

Military Acute Concussion Evaluation (MACE)
MACE is the military concussion screening  
tool for the acute assessment of service members 
involved in a potentially concussive event.
Full MACE: �https://dvbic.dcoe.mil/files/resources/ 

DVBIC_Military-Acute-Concussion-
Evaluation_Pocket-Card_Feb2012.pdf

Concussion Management Algorithm (CMA)  
Initial Provider Algorithm (2014)
The CMA is a tool for all levels of providers 
on the assessment, evaluation and treatment of 
concussion in the deployed setting. This tool 
was updated in 2014 by subject matter experts 
from the Army, Navy, Air Force and Marine 
Corps, as well as DCoE, DVBIC and National 
Intrepid Center of Excellence. Changes reflect 
the latest scientific research and enhance ease 
of use.

Full CMA: https://dvbic.dcoe.mil/material/concussion-
management-algorithm-cma-pocket-cards

https://dvbic.dcoe.mil/files/resources/DVBIC_Military-Acute-Concussion-Evaluation_Pocket-Card_Feb201
https://dvbic.dcoe.mil/files/resources/DVBIC_Military-Acute-Concussion-Evaluation_Pocket-Card_Feb201
https://dvbic.dcoe.mil/files/resources/DVBIC_Military-Acute-Concussion-Evaluation_Pocket-Card_Feb201
https://dvbic.dcoe.mil/material/concussion-management-algorithm-cma-pocket-cards
https://dvbic.dcoe.mil/material/concussion-management-algorithm-cma-pocket-cards
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Progressive Return to Activity (PRA) Following Acute Concussion/
mTBI: Guidance for the Primary Care Manager in Deployed and 
Non-Deployed Settings (2014)
This clinical  
recommendation (CR)  
details the importance of 
aiding service members  
to progressively return  
to pre-injury activity  
and promotes the 
standardization of 
Military Health System 
(MHS) care following a  
concussion. The CR can be  
downloaded individually  
or ordered as a part of the  
Progressive Return to  
Activity suite for primary  
care managers.

• Concussion diagnosed
• Review the Acute Concussion Educational 

Brochure A-1 with the  service member
• Mandatory 24 hr recovery B

First concussion within the past 12 months
Second concussion within the past 12 months

Re-assess after 24 hrs

No

No

Symptoms C 
present?

Symptoms C 
present?

Yes

Yes

See Sidebar A

Exertional test D

Three or more concussions within the past 12 months:
• Provide symptom management
• Provide guidance for rest B and follow-up E
• Refer to higher level of care for recurrent
  concussion evaluation

Yes
Re-assess:

Any new symptoms? 
or 

Symptoms rated as > 1 
(mild) on the NSI? F

Any new symptoms? 
or 

Symptoms rated as > 1 
(mild) on the NSI? F

Any new symptoms? 
or 

Symptoms rated as > 1 
(mild) on the NSI? F

No Yes

Yes

Yes

No

No

• Review the Return to Activity
Educational Brochure A-2 with 
the service member

• Initiate Stage 1- Rest B - 24 hrs

Exertional test D

Exertional test D

• Provide symptom management
• Provide follow-up guidance E
• Refer to rehabilitation provider

for daily monitored progressive 
return to activity process J

• Remain in Stage 1 - Rest B
• Provide symptom management
• Provide follow-up guidance E
• Progress through Stages 2-5

following recommended criteria G, H 

• Refer if needed I

Stage 6 - Unrestricted Activity
• Service member may return to

pre-injury activity with follow-up 
guidance E 

• Document and code encounter in EMR 

• Service member may return to pre-injury activity
with follow-up guidance E 

• Document and code encounter in EMR

• Service member may return to pre-injury activity
with follow-up guidance E 

• Document and code encounter in EMR

Progressive Return to Activity Following Acute Concussion/Mild Traumatic Brain Injury:
Guidance for the Primary Care Manager in Deployed and Non-deployed Settings

Clinical Algorithm  
(first concussion within 12 months)

Sidebar A - Progressive Return to Activity Following Acute 
Concussion/Mild TBI - Second concussion within the past 12 months

Yes

Re-assess:
Seven consecutive days 
of symptom resolution?

(0-1 (mild) on NSI) F

No

Yes

No

Yes

Yes

No

• Remain at Stage 1 - Rest B

• Provide symptom management
• Provide follow-up guidance E

• Refer to rehabilitation provider for
daily monitored progressive return 
to activity process J

Exertional test D

• Provide follow-up guidance E
• Progress G, H and hold at Stage 2 for a

minimum of �ve additional days of symptom
resolution (no symptoms > 1 (mild) on NSI) F

• Refer if needed I

• Provide follow-up guidance E
• Progress through Stages 3-5 following 

recommended criteria G, H 

• Refer if needed I
Stage 6 - Unrestricted Activity
• Return to pre-injury activities with follow-up

guidance E
• Document and code encounter in EMR

Re-assess:
Any new symptoms? 

or 
Symptoms rated as > 1

(mild) on the NSI? F

• Review the Return to Activity
Educational Brochure A-2 

with the service member 
• Initiate Stage 1- Rest B

 24 hrs

Any new symptoms? 
or 

Symptoms rated as > 1
(mild) on the NSI? F

Clinical Algorithm 
(second concussion within 12 months)

Full CR: https://dvbic.dcoe.mil/material/progressive-return-activity-pcm-cr
Find guidance for the rehabilitation provider (2014): https://dvbic.dcoe.mil/material/
progressive-return-activity-rehab-cr
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DCoE Clinical Recommendation | January 2014
Progressive Return to Activity Following Acute Concussion/Mild Traumatic Brain Injury: 
Guidance for the Primary Care Manager in Deployed and Non-deployed Settings

Summary
The progressive return to activity process is based upon the service member’s history of concussion in the past 12 
months and symptom report. If this is the first concussion in the past 12 months, all guidance is contained in the 
algorithm (Figure 1.0) on the first page of the CST. The algorithm begins following concussion diagnosis and the review 
of the “Acute Concussion Educational Brochure” with the service member. If the service member is asymptomatic after 
the 24 hour mandatory recovery, exertional testing can be performed. However, if the service member is symptomatic 
after 24 hours or after exertional testing, then the PCM provides additional education using the “Return to Activity 
Educational Brochure” and the service member enters Stage 1 - Rest. If after the additional 24 hours in Stage 1 the 
service member is asymptomatic, exertional testing can be performed. The entire progressive return to activity process 
(Stages 1-6, see Table 1.0) is recommended for those concussed service members who remain symptomatic after this 
additional 24 hours in Stage 1 - Rest or those who become symptomatic after exertional testing. Accordingly, some 
service members who sustain their first concussion in 12 months will be able to move through exertional testing and 
return to pre-injury activity in 24 hours. Others will require an additional 24 hours to become asymptomatic before and 
after exertional testing. Still others will require the completion of Stages 1-6 of the progressive activity process.
A service member who sustains a second concussion in the past 12 months receives the same education using
the “Acute Concussion Educational Brochure” and the mandatory 24 hour recovery period. On the next day, the PCM
provides additional education using the “Return to Activity Educational Brochure” and the service member enters Stage
1 - Rest. See Sidebar A (Figure 2.0) on the second page of the CST. A service member must have seven consecutive days
of symptom resolution at Stage 1 and Stage 2 before completing the remainder of the progressive return to activity stages.
Whether the first or second concussion in the past 12 months, exertional testing is recommended after Stage 5 
and before returning to pre-injury activity. The PCM should refer the service member to a rehabilitation provider or 
higher level of care if they are symptomatic following exertional testing after Stage 5, if recovery is not progressing as 
anticipated, if there is no progression in seven days or if symptoms are worsening. Those service members who have 
three or more concussions in 12 months require referral to a higher level of care. 
The service member should expect to see their PCM at least twice after a concussion. Education is the single 
most effective intervention following acute mTBI showing the greatest decrease in the number and 
duration of symptoms.10 It is important that the provider review the educational brochure with the service member 
during their encounter. The progressive return to activity process is guided by the PCM and is a supplement to the 
existing concussion management algorithms. Throughout the progressive return to activity process, PCM symptom
management and clinical judgment is recommended. A standardized approach to the progressive return to activity 
following acute mTBI is required to optimize recovery.5,6,18

Table 1
Stages of the Progressive Return to Activity Process 
Stages Description Objective

1. Rest Symptom resolution

2. Light Routine Activity Introduce and promote limited effort

3. Light Occupation-oriented Activity Increase light activities that require a combined use of physical, 
cognitive and/or balance skills

4. Moderate Activity Increase the intensity and complexity of physical, cognitive and 
balance activities

5. Intensive Activity Introduce activity of duration and intensity that parallels the service 
member’s typical role, function and tempo

6. Unrestricted Activity Return to pre-injury activities

Stages of the Progressive Return to Activity Process

https://dvbic.dcoe.mil/material/progressive-return-activity-pcm-cr
https://dvbic.dcoe.mil/material/progressive-return-activity-rehab-cr
https://dvbic.dcoe.mil/material/progressive-return-activity-rehab-cr
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Indications and Conditions for In-Theater Post-Injury Neurocognitive 
Assessment Tool (NCAT) (2011)
This clinical recommendation (CR) provides background on pre-
deployment neurocognitive testing and the use of automated 
neuropsychological assessment metrics.
NCAT is a useful and effective tool for assessing service members following 
the diagnosis of concussion/mTBI. The DoD has selected the Automated 
Neuropsychological Assessment Matrix (ANAM) as the current NCAT 
test of choice for the pre-deployment NCAT program, and ANAM 
capabilities are available for use in the deployed setting. NCAT is best 
utilized as one component of a comprehensive assessment for the service 
member with clinically confirmed concussion/mTBI. It should not be used 
as a screening or diagnostic tool for the exposed service member prior to 
an actual diagnosis of concussion/mTBI. When used properly, NCAT can 
provide valuable clinical insight, particularly regarding neurocognitive 
deficits, and is a tool to be considered in the setting of concussion/mTBI 
with persistent symptoms when providers can administer it within the 
appropriate time frame and under acceptable conditions.
Full CR: https://dvbic.dcoe.mil/material/indications-and-conditions-neuroendocrine-
dysfunction-screening-post-mtbi-recommendations

Neuroimaging Following Mild TBI in the Non-Deployed Setting (2013)
This clinical recommendation (CR) and reference card offer guidance on a 
standard approach to neuroimaging from the acute through chronic stages 
following mild TBI in the non-deployed setting.
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Table 4.0 Neuroimaging Recommendations following mTBI
No imaging is recommended if symptoms are improving

Modality Clinical indications  
in mTBI 

Acute (injury-7 days post injury)
GOAL of IMAGING: Identify surgical 

mass or lesions via Clinical red 
Flags

Sub-Acute (8-89 Days post injury)
GOAL of IMAGING: Evaluate, 

enhance counseling, identify need 
for referral

Chronic (90 days or greater post injury)
GOAL of IMAGING: Evaluate, 

enhance counseling, identify need for 
referral

CT
Utility varies based upon length of 
time between injury and 
presentation

Modality of choice if clinical evaluation 
indicates Use only if MRI is contraindicated Use only if MRI is contraindicated

MRI

Minimum requirements of a 
mTBI exam includes:
1.5 tesla or above with 3D T1/T2, 
FLAIR, DWI/ DTI, SWI/GRE SWI/ 
GRE SWI may identify areas of 
prior DAI or prior 
microhemorrhage. GRE may be 
substituted if SWI not available or 
run as a complimentary exam 
DWI trace maps calculated from 
DTI data may be substituted for 
conventional DWI

If symptoms are worsening after 72 hours Modality of choice
Modality of choice

DWI has low yield for individuals with chronic 
mTBI and persistent symptoms

PET 18 FDG-PET No clinical indication

If there are no structural abnormalities identified 
on MRI or CT and/or abnormalities do not explain 
persistent symptoms, PET may offer additional 
information in the understanding of sequelae 
following mTBI

If there are no structural abnormalities identified 
on MRI or CT and/or abnormalities do not explain 
persistent symptoms, PET may offer additional 
information in the understanding of sequelae 
following mTBI

SPECT If PET not available, consider 
HMPAO or ECD SPECT No clinical indication

If there are no structural abnormalities identified 
on MRI or CT and/or abnormalities do not explain 
persistent symptoms, SPECT may offer 
additional information in the understanding of 
sequelae following mTBI

If there are no structural abnormalities identified 
on MRI or CT and/or abnormalities do not explain 
persistent symptoms, SPECT may offer 
additional information in the understanding of 
sequelae following mTBI

DCoE Clinical Recommendation | July 2013
Neuroimaging following Mild Traumatic Brain Injury in the Non-Deployed Setting

Special Considerations
Service Member Education
In the mTBI population, delivering consistent and comprehensive education provides the individual who has 
sustained an mTBI with a better understanding of evidence-based outcomes with a focus on recovery. In instances 
where imaging tests are not indicated, service members should be educated on the potentially harmful effects from 
unnecessary testing. The service member’s education may also include information about imaging modalities and
expectations of imaging procedures if clinically indicated.

Pregnancy
Women of reproductive age should be screened for pregnancy prior to imaging, when CT or other x-rays are needed, 
as well as prior to accessing neuroimaging environments.21 Potential harm to the fetus or embryo may be caused by 
exposure to ionizing radiation.21 Only the head is directly irradiated when conducting a head CT; therefore the risk is 
estimated to be lower, due to indirect scattered radiation as compared to exposure due to background radiation during 
the entire gestation period.22 There is no conclusive evidence of harmful effects of MRI exposure to the developing 
fetus. However, if pregnancy is established, a risk- benefit analysis of the MRI should be conducted.22 Pregnant women 
undergoing an MRI should provide written informed consent as documentation of their understanding of the potential 
risks and benefits, and the desire to proceed with the study.21, 22 It is further recommended that the radiologist consult 
with the referring physician and provide documentation of the following information:22

• The information requested from the MR study cannot be acquired via other nonionizing radiation means 
(e.g., ultrasonography).

• The referring physician does not feel it is sensible to wait for the end of pregnancy to obtain data.
• The data are needed to potentially affect the care of the individual or fetus during the pregnancy. 

Contrast agents, such as those that contain gadolinium, should not be administered during pregnancy. The decision 
to use contrast agents should be made on a case-by-case basis by the referring provider and should include a 
supervising radiologist. In addition, the information should be well documented and the referring provider should be 
able to defend the decision to administer contrast agent.21, 22

Neuroimaging Recommendations Following mTBI 
No imaging recommended if symptoms are improving.

Full CR: https://dvbic.dcoe.mil/material/neuroimaging-following-mtbi-non-deployed-
setting-clinical-recommendation

https://dvbic.dcoe.mil/material/indications-and-conditions-neuroendocrine-dysfunction-screening-post
https://dvbic.dcoe.mil/material/indications-and-conditions-neuroendocrine-dysfunction-screening-post
https://dvbic.dcoe.mil/material/neuroimaging-following-mtbi-non-deployed-setting-clinical-recommenda
https://dvbic.dcoe.mil/material/neuroimaging-following-mtbi-non-deployed-setting-clinical-recommenda
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VA/DoD mTBI Clinical Practice Guideline (CPG)
The guideline describes the critical decision points in the management 
of concussion/mTBI and provides clear and comprehensive evidence-
based recommendations incorporating current information and practices 
for practitioners throughout the DoD and VA health care systems. The 
guideline is intended to improve patient outcomes and local management 
of patients with concussion/mTBI.

VA/DoD Clinical Practice Guideline for the Management of Concussion-mild Traumatic Brain Injury

February 2016 Page 17 of 133

A. Module A: Initial Presentation (>7 Days Post-injury)

Clinical Algorithms

VA/DoD Clinical Practice Guideline for the Management of Concussion-mild Traumatic Brain Injury

February 2016 Page 18 of 133 

B. Module B: Management of Symptoms Persisting >7 days

Full CPG available at: http://www.healthquality.va.gov/guidelines/Rehab/mtbi/

http://www.healthquality.va.gov/guidelines/Rehab/mtbi/
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CONCUSSION/mTBI SYMPTOM MANAGEMENT
Management of Headaches Following Concussion/mTBI (2016)
This clinical recommendation (CR) and reference card offer guidance on a 
standard approach to neuroimaging from the acute through chronic stages 
following mild TBI in the non-deployed setting.

Clinical Algorithm

Characteristics of Headache Types

Full CR: https://dvbic.dcoe.mil/material/management-headache/clinical-recommendation

https://dvbic.dcoe.mil/material/management-headache/clinical-recommendation
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2

Clinical Algorithm 
The following algorithm is a guide for primary care managers (PCM) for screening and initial assessment of sleep 
disturbances in a service member or veteran after concussion. This algorithm is fully explained including sleep 
disorder diagnostic criteria, screening recommendations and primary care treatments in the companion CST.

• Patient presents to primary care provider 
                  with symptoms after a concussion/mTBI 

• Ask sleep interview question 

Circadian Rhythm 
Sleep-Wake Disorders 

Obstructive Sleep Apnea Insomnia 

Follow concussion/mild TBI 
care guidelines  

Short-Term Insomnia 

Chronic Insomnia 

Are sleep-specific red 
flags present? 

< 3 months

Response to sleep 
   interview question   

YesYes

Yes

No
No

No

• Identify co-morbid conditions
• Discuss stimulus control
  and sleep hygiene 
• Administer Insomnia Severity Index 
• Differential diagnosis

Focused sleep 
assessment  

Refer as appropriate

Focused Sleep Assessment 
The clinical interview (see Table 1.0) is a critical component in the assessment of patients who have a sleep disturbance.23

The clinical interview establishes the symptom picture as well as the duration, TBI severity and consequences of the sleep
disturbance. Familial, social or occupational roles, as well as mood and cognitive complaints may be adversely affected by
disturbed sleep. An assessment of the three “Ps” — predisposing, precipitating and perpetuating factors — are a central
focus of the clinical interview. Important aspects of the physical examination for assessment of all sleep disturbances
include blood pressure, neurological status and an evaluation for obesity including body mass index (BMI).

Sleep Interview Question
Given the high incidence of sleep disturbances in patients after a concussion and the potential benefits of improved 
sleep on a wide range of symptoms, all symptomatic patients should be screened for common sleep disorders. Patients 
may have a sleep disturbance that existed prior to the concussion, as a consequence of concussion or diagnosed after 
concussion. During the patient interview, the following question is recommended: Are you experiencing frequent
difficulty falling or staying asleep, excessive daytime sleepiness or unusual events during sleep?

DCoE Clinical Recommendation | June 2014
Management of Sleep Disturbances Following Concussion/Mild Traumatic Brain Injury: 
Guidance for Primary Care Management in Deployed and Non-Deployed Settings

Clinical Algorithm

Full CR: https://dvbic.dcoe.mil/material/management-sleep-disturbances/clinical-
recommendation

Management of Sleep Disturbances Following Acute Concussion/
mTBI (2014)
This clinical recommendation (CR) outlines how to identify and assess 
sleep disturbances; primary care manager initial treatment options; and 
recommended conditions for referral to sleep medicine.

https://dvbic.dcoe.mil/material/management-sleep-disturbances/clinical-recommendation
https://dvbic.dcoe.mil/material/management-sleep-disturbances/clinical-recommendation
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Assessment and Management of Visual Dysfunction Associated with 
mTBI (2013)
This clinical suite provides providers an approach to evaluate visual 
dysfunction following mild TBI and offers guidance regarding referral for 
further eye or visual evaluation and care.

DCoE Clinical Recommendation | January 2013 
Visual Dysfunction Following Mild Traumatic Brain Injury

Figure 1: Clinical Algorithm

Y Urgent referral to 
ocular/neuro specialist 

(Sidebar 2)

Are red �ags* present? 
(Sidebar 2)

N

Patient with history of mTBI presents with 
vision complaints

Obtain comprehensive patient history, administer 
functional questions and conduct basic eye/vision 

assessment (Sidebar 1)

Continue evaluation and address comorbidities 
(Sidebar 4)

Consider referral to optometry, ophthalmology, neuro-ophthalmology or neurology

N

Y Priority referral to 
ocular/neuro specialist 

(Sidebar 3)

Are yellow �ags** present? 
(Sidebar 3)

*Red Flags: Signs and symptoms of potential ocular, cranial nerve or structural brain injury which may cause sight and/or life threatening outcomes, thus
requiring urgent referral or consultation.

**Yellow Flags: Issues that require follow up. Common visual symptoms that may occur following concussion or blast exposure which may be related to trauma
or premorbid/comorbid conditions.

page 2

Clinical Algorithm

Full CR: https://dvbic.dcoe.mil/material/
assessment-and-management-visual-
dysfunction-associated-mtbi-clinical-
recommendation

Assessment and Management of Dizziness Associated with Mild TBI (2012)
This clinical recommendation (CR) and reference card provide primary 
care providers with an approach to evaluate dizziness following mild TBI 
and offers guidance on referral for further vestibular evaluation and care.

Clinical Algorithm

Full CR: https://dvbic.dcoe.mil/material/assessment-
and-management-dizziness-associated-mild-tbi-
clinical-recommendation

https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
https://dvbic.dcoe.mil/material/assessment-and-management-dizziness-associated-mild-tbi-clinical-rec
https://dvbic.dcoe.mil/material/assessment-and-management-dizziness-associated-mild-tbi-clinical-rec
https://dvbic.dcoe.mil/material/assessment-and-management-dizziness-associated-mild-tbi-clinical-rec
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Neuroendocrine Dysfunction Screening Post mTBI Recommendation
This clinical recommendation (CR) serves as a reference tool offering 
medical guidance following indications from post-injury neuroendocrine 
screening.
Neuroendocrine dysfunction (NED) should be considered following a 
confirmed diagnosis of TBI when a service member remains symptomatic 
beyond three months and/or becomes symptomatic up to 36 months 
after injury. NED screening studies should not be routinely ordered as a 
screening or diagnostic tool during the early post injury period. Screening 
for NED can provide valuable clinical insight leading to prompt treatment 
and improved overall prognosis for this subset of patients. As with all 
clinical decisions, field and operational circumstances may at times require 
deviation from these recommendations.

Full CR: https://dvbic.dcoe.mil/material/assessment-and-management-visual-
dysfunction-associated-mtbi-clinical-recommendation

https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
https://dvbic.dcoe.mil/material/assessment-and-management-visual-dysfunction-associated-mtbi-clinica
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ICD-10 CODING
Traumatic brain injury (TBI)

The following ICD-10 codes are included in the case definition:

1 �TBI Severity Classifications. Defense 
and Veterans Brain Injury Center.  
DoD Worldwide Numbers for TBI. See 
http://dvbic.dcoe.mil/dod-worldwide-
numbers-tbi; accessed July 2015.

Medical Provider Screening and Diagnostic Coding

Rehabilitation Provider Diagnostic Coding

ICD-10 Coding Guidance for Traumatic Brain Injury

Severity of TBI
The level of injury is based on the status of the patient at the time of injury based on observable 
signs. Severity of injury does not predict functional or rehabilitative outcome of the patient.

Mild Moderate Severe 

Normal structural imaging Normal or abnormal structural 
imaging

Normal or abnormal structural 
imaging

LOC = 0 – 30 min LOC >30 min and <24 hours LOC >24 hours 

AOC = a moment up to  24 
hours AOC >24 hours. Severity based on other criteria 

PTA = 0 – 1 day PTA >1 and <7 days PTA >7 days

AOC – Alteration of consciousness/mental state 
LOC – Loss of consciousness 
PTA – Post-traumatic amnesia 

DoD TBI Definition
A traumatically induced structural injury or physiological disruption of brain function as a
result of external force that is indicated by new onset or worsening of at least one of the 
following clinical signs immediately following the event:

 Any alteration in mental status (e.g., confusion, disorientation, slowed thinking, etc.)
 Any loss of memory for events immediately before or after the injury
 Any period of loss of or a decreased level of consciousness, observed or self-reported

External forces may include any of the following events: the head being struck by an object,
the head striking an object, the brain undergoing an acceleration/deceleration movement
without direct external trauma to the head or forces generated from events such as a blast
explosion, including penetrating injuries. (Department of Defense, 2015)

* Military Acute Concussion Evaluation
** Etiology, Location, Severity, Encounter — see page 2
*** Deployment code must fall within the first four codes when applicable

TBI Screening for 
concussion related 
incident (MACE)*

Positive
TBI 

screen?

Coding Sequence:
TBI screening code: (e.g., DOD0122 for positive findings)
[Note: sequenced first if the reason for the visit is screening 
for a concussion related incident]
1. Primary TBI diagnostic code: S06. E L S E**
2. Primary symptom code, if applicable: (e.g., H53.2 -

diplopia)
3. Deployment status code, if applicable:*** (e.g.,

Z56.82 for deployed or Z91.82 for history of military 
deployment)

4. TBI external cause of morbidity code: ( For example, 
Y36.290A (A- use for initial visit) for war operations 
involving other explosions and fragments, military
personnel, initial encounter)

5. Place of occurrence code, if applicable
6. Activity code, if applicable
7. DOD unique code for personal history of TBI: (e.g.,

DOD0102 - personal history, level, mild) or Z87.820 for
non-service members

Coding Sequence:
1. TBI diagnostic code: S06. E L S E** Code first if 

asymptomatic. If symptomatic, code after symptom code.
2. Primary symptom code, if applicable: Code first if 

symptomatic starting with the most significant symptom
(e.g.,G43.9 - migraine, unspecified)

3. Deployment status code, if applicable:***
4. TBI external cause of morbidity code: (For example, 

Y36.290D (D- use for subsequent visit) for war operations
involving other explosions and fragments, military
personnel, subsequent encounter)

5. DOD unique code for personal history of TBI: (e.g.,
DOD0102 - personal history, level, mild) or Z87.820 for
non-service members

Yes 

SubsequentInitial Visit
Type

Coding Sequence:
1. Code DOD0121
2. Primary symptom code, if 

applicable
3. Deployment code, if

applicable**
4. TBI external cause of morbidity

code
5. Place of occurrence code, if

applicable
6. Activity code, if applicable

No

Declined Coding Sequence:
1. Code DOD0123

Use this coding sequence for initial and subsequent visits:
1. Primary symptom code: Code for the presenting complaint (e.g., R41.844 for executive function)
2. TBI diagnosis code: S06. E L S E** (Use A for initial visit, D for subsequent visit, or S for sequela)
3. Deployment code, if applicable:*** (e.g., Z56.82 for deployed personnel)
4. TBI external cause of morbidity code: (e.g., V40-V49 for motor vehicle accidents, Y36 for war

operations, Y37 for military operations. Use A for the initial visit. For example, Y36.290A for war
operations involving other explosions and fragments, military personnel, initial encounter)

5. Other symptom codes, if applicable: (e.g., R41.1 for anterograde amnesia)
6. DOD unique code for personal history of TBI: (e.g., DOD0102 - personal history, level, mild) or

Z87.820 for non-service members

Version 1.3 Feb 2017

1 

DOD 
Unique
Code

Short Narrative Long Narrative

Z87.820 Personal hx, TBI,
unknown

Personal history of traumatic brain injury (TBI),
highest  level of severity unknown

DOD0102 Personal hx, TBI,
mild 

Personal hx of TBI, highest level of severity mild 
(Glasgow coma scale score 13-15), LOC 0-30
min, post-traumatic amnesia <24hrs

DOD0103 Personal hx, TBI,
moderate

Personal hx of TBI, highest level of severity
moderate (Glasgow coma scale score 9-12), LOC
>30 min - <24hrs, post-traumatic amnesia 2-7
days

DOD0104 Personal hx, TBI,
severe

Personal hx of TBI, highest level of severity
severe (Glasgow coma scale score 3-8,
LOC>24hrs, post-traumatic amnesia >7 days

DOD0105 Personal hx, TBI,
penetrating

Personal hx of TBI, highest level of severity
penetrating intracranial wound (no level of
severity assigned)

The ICD-10 Code Tables provide comprehensive guidance on diagnostic and procedure coding.
Find the 2015 Code Tables and Index at www.cms.gov/Medicare/Coding/ICD10/2015-ICD-10-CM-and-GEMs.html and www.cms.gov/Medicare/Coding/ICD10/2015-ICD-10-PCS-and-GEMs.html.

Etiology, Location, Severity, Encounter (ELSE) Coding Structure 

Category: S06.XXXX (* Please see note) 

Etiology Location 

0 Concussion 

1 Traumatic cerebral edema (diffuse or focal) X Placeholder

2 Diffuse TBI/diffuse axonal injury 0 Not otherwise 
specified (NOS)

3 Focal TBI 1 Right

4 Epidural hemorrhage/extradural hemorrhage (NOS or traumatic) 2 Left

5 Traumatic subdural hemorrhage 

6 Traumatic subarachnoid hemorrhage 

Encounter
0 No loss of consciousness (LOC) A Initial
1 LOC < 30 minutes D Subsequent
2 LOC 31 to 59 minutes S Sequelae

3 LOC 1 hour to 5 hours 59 minutes 

4 LOC 6 hours to 24 hours 

5 LOC > 24 hours with return to pre-existing conscious level 

6 LOC > 24 hours without return to pre-existing conscious level with 
patient surviving 

7 LOC of any duration with death due to brain injury prior to 
regaining consciousness 

8 LOC of any duration with death due to other cause prior to 
regaining consciousness 

9 LOC of unspecific duration 

Deployment Status Code

Z56.82 Currently deployed (TBI occurred in theater)

Z91.82 History of deployment

TBI Screening Code

DOD0121 Screen, TBI, Negative

DOD0122 Screen, TBI, Positive

DOD0123 Screen, TBI, Declined

Severity 

Source: MHS Professional Services and Specialty Medical Coding Guidelines, Version 5.0, Joint Coding
Guidance Working Group, April 2015

ICD-10 Coding Guidance for Traumatic Brain Injury

2 

Version 1.3 Feb 2017

DOD Unique Code for Personal History of TBI

* Note: Concussion can only be coded zero (0) or one (1), i.e. S06.0X0X or S06.0X1X 

Full Coding Guidance: https://dvbic.dcoe.mil/files/resources/DVBIC_4012_ICD-10-
Coding-Guidance-TBI_Training-Slides_Dec2016_v1.2_2017-01-26.pdf

https://dvbic.dcoe.mil/files/resources/DVBIC_4012_ICD-10-Coding-Guidance-TBI_Training-Slides_Dec2016
https://dvbic.dcoe.mil/files/resources/DVBIC_4012_ICD-10-Coding-Guidance-TBI_Training-Slides_Dec2016
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PATIENT EDUCATION TOOLS FOR MTBI SYMPTOM 
MANAGEMENT
A. Acute Concussion Brochure

This brochure is designed to educate deployed service members about traumatic
brain injuries immediately  after concussion injury.
https://dvbic.dcoe.mil/material/acute-concussion-mtbi-educational-brochure

B. Return to Activity: Guidance for Service Members with
Symptoms Following a Concussion
This brochure is intended to help service members and veterans who have
experienced a concussion recover as quickly and safely as possible. It outlines
each stage of the recovery process, explains what affected individuals should
expect throughout the recovery process, provides guidance on how to track
progress and includes a table to track progress.
https://dvbic.dcoe.mil/material/progressive-return-activity-a2

C. Mild TBI Symptom Management: Managing Headaches
Although each headache is different, identifying common causes, or triggers,
is important for health care providers and patients to determine appropriate
treatment. This fact sheet provides non-drug options to help those diagnosed
with a mild TBI and associated post-traumatic headache (PTH) to manage
symptoms.
https://dvbic.dcoe.mil/material/tbi-symptom-management-headaches

D. Mild TBI Symptom Management: Healthy Sleep
Getting restful sleep is one of the most important things you can do for your
health, and it often takes thoughtful preparation during the day. This fact sheet
offers service members and veterans who experience sleep disturbances healthy
sleep tips that can likely improve their sleep.
https://dvbic.dcoe.mil/material/healthy-sleep-fact-sheet

E. Mild TBI Symptom Management: Head Injury and Dizziness
This fact sheet can be used by health care providers to educate patients with
concussion/mild TBI on how to manage dizziness related to their injury. It
was developed by subject matter experts from the Defense Department and
Department of Veterans Affairs.
https://dvbic.dcoe.mil/material/tbi-symptom-management-head-injury-and-
dizziness

F. Mild TBI Symptom Management: Help with Ongoing Symptoms
Although the majority of service members recover from concussion with little
to no intervention, some experience symptoms beyond the first three months
after their initial injury. This fact sheet addresses why symptoms continue to
persist in some patients and how they can cope or seek additional help.
https://dvbic.dcoe.mil/material/help-ongoing-symptoms-fact-sheet

https://dvbic.dcoe.mil/material/acute-concussion-mtbi-educational-brochure
https://dvbic.dcoe.mil/material/progressive-return-activity-a2 
https://dvbic.dcoe.mil/material/tbi-symptom-management-headaches
https://dvbic.dcoe.mil/material/healthy-sleep-fact-sheet
https://dvbic.dcoe.mil/material/tbi-symptom-management-head-injury-and-dizziness
https://dvbic.dcoe.mil/material/tbi-symptom-management-head-injury-and-dizziness
https://dvbic.dcoe.mil/material/help-ongoing-symptoms-fact-sheet
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G. Mild TBI Symptom Management: Headache and Neck Pain
This handout is designed to educate patients with traumatic brain injury on how
to manage headaches and neck pain related to head injury. It is intended to be
used by providers during an office visit to educate patients about TBI.
https://dvbic.dcoe.mil/material/tbi-symptom-management-headache-and-neck-pain

H. Mild TBI Symptom Management: Changes in Behavior,
Personality or Mood
This fact sheet can be used by health care providers to educate patients with
concussion/mild TBI on how to manage changes in mood related to their injury.
https://dvbic.dcoe.mil/material/tbi-symptom-management-changes-behavior-
personality-or-mood

I. Mild TBI Symptom Management: Ways to Improve Your Memory
This fact sheet can be used by health care providers to educate patients with 
concussion/mild TBI on how to manage memory problems related to their injury.
https://dvbic.dcoe.mil/material/tbi-symptom-management-improving-memory

J. Concussion/Mild Traumatic Brain Injury and Posttraumatic
Stress Disorder
This fact sheet defines concussion/mild TBI and posttraumatic stress disorder
and explains how overlapping symptoms often occur. It also describes why
it’s important to seek out treatment for both conditions and provides helpful
advice on what to tell family and friends to help in the recovery process.
https://dvbic.dcoe.mil/material/concussionmild-traumatic-brain-injury-and-
posttraumatic-stress-disorder-fact-sheet

https://dvbic.dcoe.mil/material/tbi-symptom-management-headache-and-neck-pain
https://dvbic.dcoe.mil/material/tbi-symptom-management-changes-behavior-personality-or-mood
https://dvbic.dcoe.mil/material/tbi-symptom-management-changes-behavior-personality-or-mood
https://dvbic.dcoe.mil/material/tbi-symptom-management-improving-memory
https://dvbic.dcoe.mil/material/concussionmild-traumatic-brain-injury-and-posttraumatic-stress-disor
https://dvbic.dcoe.mil/material/concussionmild-traumatic-brain-injury-and-posttraumatic-stress-disor


FRONT

CLINICAL TOOLS AND PATIENT 
SYMPTOM RATING SCALES

Clinical 
Tools and 
Patient 
Symptom 
Rating 
Scales



17

CLINICAL TOOLS AND PATIENT SYMPTOM RATING 
SCALES
A. Dizziness Handicap Inventory (DHI)

The 25-item self-assessment evaluates the impact of dizziness on daily life
imposed by vestibular system disease.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website_clinical-tools_dhi_v1.1_2017-08-
24.pdf

B. Epworth Sleepiness Scale (ESS)
The ESS is widely used in the field of sleep medicine as a subjective measure
of a patient’s sleepiness. The test is a list of eight situations in which you rate
your tendency to become sleepy on a scale of 0, no chance of dozing, to 3, high
chance of dozing.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_ess_v1.1_2017-08-
22.pdf

C. Glasgow Coma Scale (GCS)
The GCS is used to assess the consciousness and neurological functioning of a
person who has just received a TBI. The total score is the sum of the scores in
three categories: eye-opening response, verbal response, and motor response.
(Source: DVBIC)
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_gcs_v1.1_2017-08-
22.pdf

D. Neurobehavioral Symptom Inventory(NSI)
The NSI is used as a subjective measure for symptom reporting. The NSI is a
22-item symptom inventory of non-specific but common mTBI symptoms.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_nsi_v1.0_2017-08-
18.pdf

E. Patient Health Questionnaire (PHQ-9)
The PHQ-9 is a nine-item tool commonly used in the primary care setting to
assess the presence and severity of depression symptoms.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_phq9_v1.1_2017-08-
22.pdf

F. Posttraumatic Stress Disorder Checklist-5 (PCL-5)
The PCL-5 is a 20-item self-report measure that assesses the 20 DSM-
5 symptoms of PTSD. The PCL-5 has a variety of purposes, including:
monitoring symptom change during and after treatment, screening individuals
for PTSD, making a provisional PTSD diagnosis.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_pcl-5-standard_
v1.1_2017-08-22.pdf

G. Headache Impact Test (HIT-6)
The six-item HIT-6 provides a global measure of adverse headache impact and
is used to screen and monitor patients with headaches in both clinical practice
and clinical research. The HIT-6 items measure the severity of headache pain
and the adverse impact of headache on social functioning, role functioning,
vitality, cognitive functioning, and psychological distress. (Source: NIH)
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_hit-6_v1.1_2017-08-24.pdf

https://dvbic.dcoe.mil/files/dcoe_dvbic_website_clinical-tools_dhi_v1.1_2017-08-24.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website_clinical-tools_dhi_v1.1_2017-08-24.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_ess_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_ess_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_gcs_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_gcs_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_nsi_v1.0_2017-08-18.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_nsi_v1.0_2017-08-18.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_phq9_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_phq9_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_pcl-5-standard_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_pcl-5-standard_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_hit-6_v1.1_2017-08-24.pdf
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H. Patient Global Impression of Change (PGIC)
The PGIC captures clinically meaningful change that makes a difference to
the patient. Consisting of one question rated on a seven-point Likert scale,
the PGIC offers a quick and simple method of quantifying clinical progress.
The patient is asked to describe the change in activity limitations, symptoms,
emotions, and overall quality of life related to the concussion.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_pgic_v1.1_2017-08-22.pdf

I. Insomnia Severity Index (ISI)
The ISI is a brief, validated, seven-item self-report questionnaire useful for the
initial assessment of insomnia symptom severity and ongoing monitoring of
treatment response.
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_isi_v1.1_2017-08-22.pdf

J. Traumatic Brain Injury Quality of Life (TBI-QOL)
The Traumatic Brain Injury Quality-of-Life (QOL)is a QOL measure
specifically designed for the population with TBI. The TBI-QOL consists of
20 item banks in four domains (Physical Health, Emotional Health, Cognition,
Social Participation).

https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_pgic_v1.1_2017-08-22.pdf
https://dvbic.dcoe.mil/files/dcoe_dvbic_website-clinical-tools_isi_v1.1_2017-08-22.pdf
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TBI REHABILITATION RESOURCES
A. Cognitive Rehabilitation Consensus Statement

The Consensus Conference Statement on Cognitive Rehabilitation for Mild
Traumatic Brain Injury (2009) provides guidance to address the needs of
service members who experience persistent cognitive symptoms following
concussion.
http://www.dcoe.mil/content/navigation/documents/DCoE%20DVBIC%20
Cognitive%20Rehabilitation%20Report.pdf

B. Driving Following TBI
This clinical recommendation provides guidance to healthcare professionals on
evaluating the safe return to driving following TBI, regardless of severity.
http://www.dcoe.mil/content/navigation/documents/Driving%20Following%20
Traumatic%20Brain%20Injury%20-%20Clinical%20Recommendatiozns.pdf

C. Mild Traumatic Brain Injury Rehabilitation Toolkit
Published by the Army Office of The Surgeon General, this toolkit was
designed to help military and civilian physical and occupational therapists
and speech-language pathologists gain knowledge of valid and reliable
screening tools, patient-oriented outcome instruments, and evidence-
informed intervention techniques useful in evaluating and treating service
members with concussion/mTBI.
http://www.cs.amedd.army.mil/borden/Portlet.aspx?ID=065de2f7-81c4-4f9d-
9c85-75fe59dbae13

http://www.dcoe.mil/content/navigation/documents/DCoE%20DVBIC%20Cognitive%20Rehabilitation%20Report.
http://www.dcoe.mil/content/navigation/documents/DCoE%20DVBIC%20Cognitive%20Rehabilitation%20Report.
http://www.dcoe.mil/content/navigation/documents/Driving%20Following%20Traumatic%20Brain%20Injury%20
http://www.dcoe.mil/content/navigation/documents/Driving%20Following%20Traumatic%20Brain%20Injury%20
http://www.cs.amedd.army.mil/borden/Portlet.aspx?ID=065de2f7-81c4-4f9d-9c85-75fe59dbae13
http://www.cs.amedd.army.mil/borden/Portlet.aspx?ID=065de2f7-81c4-4f9d-9c85-75fe59dbae13
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