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 Globally, traumatic brain injury (TBI) is considered to be a leading cause of death and 

disability (Fu, Jing, McFaull, Cusimano, 2016) and is one of the most frequent accident types 

among children and adolescents, especially in the male population (McKinlay, Grace, Horwood, 

Fergesson, Ridder, MacFarlane, 2008). A traumatic brain injury is caused by the transmission of 

biomechanical forces to the brain, which have the potential to impair multiple domains of 

cognitive, physical and neurobehavioral functions (Ellis, Ritchie, Koltek, Hosain, Cordingley, 

Chu, Selci, Leiter, Russell, 2015). Sports-related concussion (SRC) is a form of TBI that affects 

many children and adolescents annually. Considering the at-risk population and the cognitive 

and psychosocial implications of TBI, it is pertinent that educators be cognisant of the potential 

ramifications that may result from such an injury.  

 A survey conducted by Ettel, Glang, Todis and Davies in 2015 found that, in general, 

educators lacked knowledge, applied skills and self-efficacy in working with students with TBI. 

Children with TBI can potentially face academic challenges as well as difficulty transitioning to 

post-secondary education or post high school employment. Long-term quality of life can be 

affected by cognitive, social, and behavioural difficulties that are a result of TBI. It is the 

unpredictability of the cognitive, behavioural, and social impairments associated with TBI that 

pose particular challenges within the educational setting.  

 Educators must understand that the neural alterations resulting from TBI have the 

potential to affect both social and academic functioning (Ryan, Catroppa, Godfrey, Noble-

Haeusslein, Shultz, O’Brien, Anderson & Semple, 2016). They must also be aware that the 

clinical presentation of TBI is individualized and can manifest in a combination of physical, 

cognitive, sleep and emotional symptoms. TBI also increases the risk for impairments in 

socialization, communication and adaptive behavior which can, in turn, lead to an increased risk 
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for clinically significant depression, anxiety, aggression and anti-social behaviour (Ryan et al., 

2016). Educators need to be prepared for the emotional symptoms that can fluctuate through the 

course of recovery and that persist in a significant number of pediatric patients recovering from a 

TBI (Ellis et al. 2015) . This very dynamic presentation and recovery process of TBI is what 

makes frequent monitoring and subsequent program adjustments (Ettel, Glang, Todis & Davies, 

2016) so imperative in a school setting.    

 Effects from TBI can vary depending on the age when the insult occurred, the type of 

injury sustained and whether or not there were any pre-existing conditions such as migraines or 

mental health issues (Davies, 2016). Potentially, with TBI, it may take years for the full extent of 

post-injury morbidity to be observed (Ryan et al., 2016). For example, if a child sustained a head 

injury at age 2 they may appear to have fully recovered from the injury until the academic and 

social demands of school escalate. In cases such as this it is important that skilled psychologists 

be available to assess and make recommendations for remediation. Davies (2016) suggests that 

when a child is being evaluated because of academic or behavioural difficulties, TBI be 

considered as a possible cause and questions related to TBI be included in interviews with 

parents. 

 Social dysfunction after TBI can be quite common and can profoundly reduce the quality 

of life for survivors (Ryan et al., 2016). There are certain factors such as age-at-insult, severity 

and location of injury, socioeconomic status, cognitive function, family environment, and 

treatment resources that affect an individual’s vulnerability to developing social dysfunction as a 

result of TBI. Since humans by nature, are social creatures social dysfunction can cause  
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devastating effects on psychological well-being, academic performance and community 

integration (Ryan et al., 2016). There is also the ‘before’ and ‘after’ factor of TBI that must be 

considered. Post TBI differences in cognition and socio-emotional behaviour can be dramatic 

and have the potential to drastically impact relationships. Family, friends, peers, and teachers are 

often ill prepared for the potential transformation of the once high-achieving, socially adept 

student who is now coping with long-standing impairments resulting from TBI (Ettel, Glang, 

Todis & Davies, 2016). 

 A particularly debilitating social change often associated with TBI, which contributes to 

post injury social relationship difficulties, is known as social disinhibition (Atkins, 2013).   

Damage to the orbitofrontal cortex and frontal white matter tracts that connect the orbitofrontal  

cortex with other brain regions has been linked to social disinhibition (Osborne-Crowley, 

McDonald, Rushby, 2016). The ventral surfaces of the frontal lobes are subject to abrasions 

while being scraped across the bony surface of the anterior fossa during trauma. This makes the 

orbitofrontal region especially vulnerable during TBI. 

 Individuals with social disinhibition have an inability to conform to societal norms; often 

say things that would normally be kept quiet; blurt out whatever comes to mind; are unable to 

keep confidences; can be rude, insensitive and aggressive, or sexually inappropriate; and cannot 

control urges (Prowe, 2010). Disinhibition is distressing for the family and community and it 

contributes to the difficulty that TBI patients often have in maintaining post-injury social 

relationships (Atkins, 2013). Poor social relationships can lead to feelings of isolation, which can 

then manifest in illnesses such as anxiety and depression.  
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 Sleep disturbances that can be associated with TBI in adolescents are often long term and 

may impact rehabilitation. They may also exacerbate other symptoms such as pain, cognitive 

deficits, fatigue, and irritability (Parcell, Ponsford, Rajaratnam, Redman, 2006). The irritability 

can act to further worsen social difficulties the patient may be experiencing. As a result of TBI 

there may be damage to the reticular activating system and/or its connections or to the 

suprachiasmatic nuclei of the hypothalamus, which regulates sleep timing (Parcell, Ponsford, 

Rajaratnam, Redman, 2006). Damage to these sleep regulation centres and the resulting sleep 

disturbances further add to the complicated recovery trajectory of patients who have experienced 

a TBI. To try and alleviate the sleep difficulties TBI patients may be experiencing, Parcell, 

Ponsford, Rajartnam & Rdeman, 2006, suggest a number of nonpharmacologic interventions 

such as relaxation exercises and adjustments to environmental conditions aimed at improving 

sleep. They also suggest that more intensive cognitive behavioural strategies conducted and 

monitored by a psychologist may be necessary to alleviate post TBI sleep difficulties. 

 Pediatric studies of concussive injuries have revealed attention and executive function 

deficits including working memory, inhibition, and cognitive function. These skills are essential 

to academic success as well as overall functioning (Moore, Pindus, Raine, Drollette, Scudder, 

Ellemberg, Hillman, 2016). Some of these deficits were exhibited more than two years following 

an injury.  In a longitudinal study, Hessen, Nestvoid, & Sundet, 2006, found deficits of attention 

and memory 25 years post injury. Younger children tend to experience worse post TBI outcomes 

with regards to deficits in attention and executive function than their older counterparts (Moore 

et al., 2016) and they generally have a more extended recovery trajectory (Ryan et al., 2016). 
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There are certain factors that have been identified as providing positive contributions to 

behavioural recovery after TBI (Ryan, et al., 2016). These include supportive friendships, strong 

family functioning and parent mental health. Although the benefit for humans with brain injury 

has not been determined, environmental enrichment that includes sensorimotor, social and 

cognitive challenges has been beneficial in the recovery of rodent models of TBI (Ryan et al., 

2016) and is worth future investigation in the treatment of TBI. 

 Effective transition planning for a student’s return to school after a TBI will alleviate 

apprehension all stakeholders may be experiencing. This planning must involve communication 

with parents and medical personnel so that the specific needs of the student are understood in 

order to ensure that pertinent and effective programming is implemented. It is also important that 

educators and classmates be educated about TBI so that they can be prepared for cognitive and 

functional irregularities that may have manifested with the TBI. In order to be successful upon 

their return to school, students post TBI may require supports for academic, behavioural, or 

mental health needs. Because both physical and cognitive rest are important factors in TBI 

recovery, accommodations such as a shortened school day, extended deadlines for and 

modifications of exams and assignments, preferential seating and provision of class notes in 

advance, may need to be made. It is important that educators stay abreast of current findings with 

regards to the neurocognitive and behavioural deficits stemming from TBI in order to provide an 

impetus for optimal recovery.  
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