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Overview and Background
• Concussion definition: Concussion is the most common type of TBI causing
temporary loss of normal brain function.
• LOC is not required, but frequently happens
• Amnesia during/post event associated

• Zurich 2012 consensus statement, “ a complex pathophysiological process
affecting the brain, induced by biomechanical forces.” (Maintained with
additions to Berlin 2016 consensus statement.)
• Not detectable by conventional neuroimaging
• New research into blood testing, not ready for clinical trials yet

• Diagnosed by symptoms that manifest right after injury or minutes/hours/
days later
• Yet no standard Clinical Practice Guideline developed for Pediatric Primary
Care

CPG – Key Action Statements
KAS 1 Clinicians should diagnose a concussion
in any child with direct or indirect head injury
who presents to the primary care setting with
any symptom on the CDC ACE Care Plan.
Aggregate evidence quality
Benefits

Grade B
Promotes incidence of correct diagnosis of
concussion. Reduction in missed diagnosis and
worsening symptoms. Increases likelihood of
returning to school and/or sports sooner than a
missed diagnosis.

Risks, harm, cost

No risk or harm; possible cost for training
providers

Benefits-harms assessment
Value judgements

Preponderance of benefit
High value for importance of accurate diagnosis

Intentional vagueness

“Direct or indirect” is used so that clinician may
use discernment when assessing and making
concussion diagnosis

Role of patient preferences
Exclusions
Strength

None
Infants
Strong Recommendation

CPG – Key Action Statements Cont.
KAS 2 Clinicians should recommend proper
safety equipment for playing sports and
educate patients and families on its
importance.
Aggregate evidence quality
Benefits

Grade C
Promotes ownership in safety training for
the child. Prevents injuries and decreases
chances for concussions.

Risks, harm, cost

No risk or harm; possible cost of time when
providing education for the child/teen
athlete

Benefits-harms assessment
Value judgements

Preponderance of benefit
High value in prevention of injury and
promotion of safety

Intentional vagueness

No specific types of safety equipment
mentioned, so clinicians can tailor
information to specific activities

Role of patient preferences

Limited to what the patient is willing to
wear and what is required by the sporting
laws

Exclusions
Strength

None
Recommendation

KAS 3a Clinicians should recommend no
more than 1-3 days of physical and
cognitive rest following a concussion
diagnosis.
Aggregate evidence quality
Benefits

Grade C
Standard recommended time to rest and then return
to social activities. Promotes a realistic time of
physical and mental rest. Does not set the youth up
for failure by requiring unrealistic expectations and
promotes reintegration to social activities.

Risks, harm, cost

Risk of continuing symptoms that may not resolve in
1-2 days, but longer rest periods are not associated
with quicker symptom resolution; Harm, none; Cost,
missed school/work for parents

Benefits-harms assessment
Value judgements

Preponderance of benefit over risk
High value in research supporting shorter rest
periods and returning to social activities to promote
better recovery

Intentional vagueness
Role of patient preferences
Exclusions
Strength

None
None
None
Recommendation

CPG- Key Action Statements Cont.
KAS 3b Clinicians should fill out and use
CDC ACE Care Plan for school
accommodations when concussed children
are returning to school.
Aggregate evidence quality

Grade C

Benefits

Reduction in missed school and social integration by
providing accommodations. To promote better
resolution of symptoms, accommodations will allow for
the student to remain in class. Prevents protracted
recovery when students feel isolated. Promotes further
communication between educators and clinicians to
discuss progress and symptoms.

Risks, harm, cost

No risk or harm; possible cost of paper and time for
filling out form

Benefits-harms assessment

Preponderance of benefit

Value judgements

High value placed on the importance a standard
accommodation form and returning to school as soon
as possible

Intentional vagueness

None

Role of patient preferences

Form can be modified and selected to best suit the
patient’s needs

Exclusions

Non-school-aged patients

Strength

Recommendation

CPG- Key Action Statements Cont.
KAS 3c Clinicians should refer to specialty
care when patients present to the primary
care setting with symptoms of HA, Dizziness
and/or visual disturbances lasting longer
than one week.

KAS 4a Clinicians should discuss with
patients and parents the importance of the
RTP steps and of the need for written
clearance prior to full participation in
sports.

Aggregate evidence quality

Aggregate evidence quality
Benefits

Grade B
Standardized and formulaic steps to
appropriately stress the body in levels and
prevent returning to full contact sports or
vigorous training too early. Prevents reinjury and promotes a safe return to full
activity.

Risks, harm, cost

Risk and harm of non-compliance and return
to play too soon, although written clearance
is designed to assure proper RTP; cost of
time and appointments for frequent training
and check-ups to assess progress

Benefits-harms assessment
Value judgements

Preponderance of benefit over harm
High value placed on the importance of a set
of therapeutic management criteria.

Intentional vagueness
Role of patient preferences

None
Patient able to be cleared/followed by
specialty care, PCP or sports trainer

Exclusions

Children not in competitive sports or
younger

Strength

Strong Recommendation

Grade C

Benefits

Reduction in protracted recovery. Improved
return to normal activities when referred for
these symptoms.

Risks, harm, cost

Risk of referral when symptoms are within
normal limits; no harm; Cost of referral and
specialty care, deductible cost and insurance
coverage variability

Benefits-harms assessment

Preponderance of benefit over risk

Value judgements

Early specialty care for sustained symptoms
to promote better symptom resolution

Intentional vagueness

No specific type of care noted

Role of patient preferences

Limited to what patient and family are
willing to participate in and what benefits
they perceive

Exclusions

None

Strength

Recommendation

CPG- Key Action Statements Cont.
KAS 3c Clinicians should refer to specialty
care when patients present to the primary
care setting with symptoms of HA, Dizziness
and/or visual disturbances lasting longer
than one week.

KAS 4a Clinicians should discuss with
patients and parents the importance of the
RTP steps and of the need for written
clearance prior to full participation in
sports.

Aggregate evidence quality

Aggregate evidence quality
Benefits

Grade B
Standardized and formulaic steps to
appropriately stress the body in levels and
prevent returning to full contact sports or
vigorous training too early. Prevents reinjury and promotes a safe return to full
activity.

Risks, harm, cost

Risk and harm of non-compliance and return
to play too soon, although written clearance
is designed to assure proper RTP; cost of
time and appointments for frequent training
and check-ups to assess progress

Benefits-harms assessment
Value judgements

Preponderance of benefit over harm
High value placed on the importance of a set
of therapeutic management criteria.
None
Patient able to be cleared/followed by
specialty care, PCP or sports trainer
Children not in competitive sports or
younger
Strong Recommendation

Grade C

Benefits

Reduction in protracted recovery. Improved
return to normal activities when referred for
these symptoms.

Risks, harm, cost

Risk of referral when symptoms are within
normal limits; no harm; Cost of referral and
specialty care, deductible cost and insurance
coverage variability

Benefits-harms assessment

Preponderance of benefit over risk

Value judgements

Early specialty care for sustained symptoms
to promote better symptom resolution

Intentional vagueness

No specific type of care noted

Role of patient preferences

Limited to what patient and family are
willing to participate in and what benefits
they perceive

Exclusions

None

Strength

Recommendation

Intentional vagueness
Role of patient preferences
Exclusions
Strength

CPG- Key Action Statements Cont.
KAS 4b Clinicians may recommend pre- and
post-injury neuropsychological testing for
children/athletes that participate in sports.
Aggregate evidence quality

Grade C

Benefits

Baseline information on neuropsychological
testing can be compared with post-injury
testing to aid in determining recovery status.

Risks, harm, cost

Risk of intentional poor performance on pretest; no harm; cost of testing.

Benefits-harms assessment

Preponderance of benefit over risk

Value judgements

Value in a quantifiable score to aide in
assessing recovery

Intentional vagueness

No specific testing named, there may be more
than one type

Role of patient preferences

None

Exclusions

Children under 8, neuropsychological testing
not made for this age range

Strength

Recommendation

Conclusions:
CPG addresses gap in practice and
research
CPG brings unified voice to therapy
CPG allows for individual therapy
recommendations
Appraisers recommended CPG for
clinical use
Used in clinical setting with
favorable recommendations
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