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ABSTRACT
BACKGROUND: Returning to learn following a concussion is the process of managing a student’s recovery during the school
day by implementation of academic supports with varying intensity. Due to a lack of consensus or even guidance on Return to
Learn, this paper set out to establish cross discipline consensus on some essential elements of Return to Learn using a Delphi
method.

METHODS: Sixteen national organizations participated in a Delphi process to reach consensus on overarching themes of
Return to Learn focused on: returning a student to school, composition of the school-based concussion management team,
progress-monitoring, educational safeguards, neuropsychological testing, and legislation. Two rounds of questionnaires were
disseminated via email using a Delphi process. Consensus was established during round 2.

RESULTS: Twelve national organizations were able to reach consensus and endorse 13 essential elements of Return to Learn
following a concussion.

CONCLUSIONS: There continues to be limited research on concussion Return to Learn leading to confusion in the field. In
this paper, we demonstrate consensus on a number of essential elements, from a wide variety of professional disciplines who
participate in the care of students following a concussion, as a starting place for some guidance on Return to Learn.
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Returning a student to the learning environment
following a concussion is a crucial aspect of

proper school-based management. To date, few
evidence-based guidelines have been published for
Return to Learn following a concussion.1 Best
practices are slowly emerging from clinical and
practical rationales, but significant confusion regarding
types of academic supports to employ, as well
as specific management roles and responsibilities
remains. A review of 35 articles on Return to
Learn identified contradictory data and lack of
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consensus regarding ‘‘academic outcomes, physician
recommendations, length of time to fully Return to
Learn, concussion-related symptom difficulties, and
academic accommodations/guidelines.’’1 Researchers
cite variability in methodology and a lack of definition
agreement as contributing factors to the absence of
Return to Learn protocols and guidelines, calling for
more rigorous research.1 Additionally, most of the
school-based Return to Learn recommendations in the
literature have been written by health care providers2-6

(physicians, athletic trainers, neuropsychologists),
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rather than educators who are trained in pedagogy
who understand the nuances of legal-educational
safeguards within their profession. Due to the
scarceness of empirical Return to Learn guidance, this
paper aims to advance the field by providing clinically
guided consensus-based practices inclusive of national
education, medical, and rehabilitation representatives.

Return to Play legislation has brought attention to
protecting student-athletes when returning to sports.7

However, data from the US Centers for Disease Control
and Prevention determined the leading cause of
traumatic brain injury related emergency department
visits and hospitalizations for youth aged 15-24 years
were from motor vehicle crashes and falls, not sports-
related injuries.8 In a separate study, researchers
discovered 82% of youth within one hospital system
were not diagnosed with concussion in the emergency
department. Instead, diagnosis was made by a primary
care provider.9 To date, researchers have experienced
difficulty tracking concussions because there is not a
single pathway of care following injury. But what
is known is that both student-athletes and non-
athletes are sustaining concussions at rates far above
other brain injury severities.8-10 Therefore, although
Return to Play laws cover only student-athletes post-
concussion who return to sports, schools must be
prepared to support all students.

Whereas concussion recovery is favorable, with
70% of students recovering in 28 days,11 potentially
30% of students experience prolonged symptoms.
Symptoms often impact academic performance.12-14 A
combination of confusion and caution about symptom
provocation caused by cognitive exertion has led
some medical providers to prohibit students from
returning to school for weeks, months, or even until
symptom-free. These practices raise concerns regard-
ing iatrogenic contributors leading to academic failure
and consequences of social isolation, depression, and
anxiety. The challenge for schools in successfully
transitioning a student back is to strike a balance
between the initial period of acute rest and the gradual
reintroduction of activity.

In 2011, the Nittany Summit on Childhood Brain
Injury was held in Pennsylvania to develop general rec-
ommendations for building statewide school capacity
to support students with all severities of acquired brain
injuries. This group of pediatric brain injury experts
went on to develop the National Collaborative on
Children’s Brain Injury. The National Collaborative on
Children’s Brain Injury is a national multidisciplinary
group (Table 1) focused on improving school-related
acquired brain injury supports and services. In 2016,
a National Collaborative on Children’s Brain Injury
Return to Learn workgroup was established to provide

Table 1. National Collaborative on Children’s Brain Injury Membership List

Name Affiliation

Gavin Attwood United States Brain Injury Alliance
Keri Bennett Nebraska Vocational Rehabilitation
Leslie Caplan, PhD National Institute on Disability, Independent Living, and Rehabilitation Research, (NIDILRR)
Amy Colberg Brain Injury Association of America
Paula Denslow Parent, Tennessee Disability Coalition, Project BRAIN
Roberta DePompei, PhD The University of Akron
Judy Dettmer Colorado Department of Human Services, Brain Injury Program
Rose Dymacek, PhD Nebraska Department of Education, Special Education
Brenda Eagan-Johnson, EdD BrainSTEPS Brain Injury School Re-Entry Consulting Program, Brain Injury Association of Pennsylvania
Drew Nagele, PsyD Brain Injury Association of America, Academy for Certification of Brain Injury Specialists
Liane Gelman-Wegener Parent
Gerry Gioia, PhD Safe Concussion Outcome Recovery & Education (SCORE) Program, Children’s National Health System
Ann Glang, PhD Center on Brain Injury Research and Training, University of Oregon
Wayne Gordan, PhD Icahn School of Medicine at Mount Sinai Medical Center
Kristin Hildebrant Disability Rights Ohio
Stephen R. Hooper, PhD Department of Allied Health Sciences School of Medicine, University of North Carolina-Chapel Hill
Heather Hotchkiss Colorado Department of Education
Susan Kauffman, EdS United States Department of Education, Office of Special Education Programs
Karen McAvoy, PsyD Director, Center for Concussion, Rocky Mountain Hospital for Children
Melissa McCart, DEd Center on Brain Injury Research and Training, University of Oregon
A. Cate Miller, PhD National Institute on Disability, Independent Living, and Rehabilitation Research (NIDILRR)
Bonnie Nelson Ohio Department of Education, Office for Exceptional Children
Ron Savage, EdD North American Brain Injury Society
Tina Turgel Division of Services for Children with Special Health Needs, Maternal and Child Health Bureau Health Resources and Services

Administration
Janet Tyler, PhD Colorado Department of Education
Susan Vaughn National Association of State Head Injury Administrators
Shari Wade, PhD Cincinnati Children’s Hospital Medical Center, University of Cincinnati College of Medicine

2 • Journal of School Health • 2020 • © 2020, American School Health Association



guidance to schools when supporting students post-
concussion. The workgroup was tasked with gathering
representative opinion about the essential elements
of Return to Learn by establishing the first national
concussion Return to Learn consensus.

Professional roles of the core workgroup included:

• 2 brain injury consultants who work for state
departments of education (Colorado and Kansas);

• 2 educationally based directors of statewide acquired
brain injury school re-entry, consultation, and
training programs (Oregon and Pennsylvania);

• 1 dually credentialed clinical/school psychologist-
pediatric concussion clinic clinical director;

• 1 neuropsychologist.

METHODS

A Delphi process is a widely used method for
achieving convergence of expert opinion on real-
world knowledge within a specific topic area.15 Due
to the paucity of research available, the Delphi process
was chosen to supplement current research gaps with
consensus-based guidelines. A traditional or modified
Delphi process includes several rounds of surveys.
Typically, consensus is achieved within 3-4 rounds.
Links to surveys are sent to selected experts by email,
and responses are anonymous among participants.

Step 1: Identify, Select, and Invite Expert Panel
In 2016, the National Collaborative on Children’s

Brain Injury Return to Learn workgroup identified and
invited 38 organizations involved in pediatrics, sports
medicine, education, rehabilitation, brain injury advo-
cacy, epidemiology, school nursing, school psychology,
and neuropsychology to send one representative to
participate. The initial range of invited disciplines var-
ied widely, and purposefully without restriction. The
Department of Defense was invited, representing the
1.2 million military students worldwide. A represen-
tative from the National Association of State Directors
of Special Education was invited to advise on edu-
cational language and law. Two authors of the 4th
and 5th International Conferences on Concussion in
Sport self-selected to serve as consultants. Of the 38
invited national organizations, 16 agreed to participate
in the process. A list of the national organizations who
engaged in the Delphi process can be found in Table 2.

Step 2: Overview of Topic: Round One
A traditional Delphi process was used for round one.

In early 2016, a broad collection of peer-reviewed arti-
cles and promising practice guidelines were compiled
into a literature review. Topics directly and tangen-
tially related to Return to Learn (such as return to
school, sports, driving on school grounds, career and

Table 2. Participation in the RTL Delphi Consensus Process

National Organization
RTL Consensus
Representative

National organizations and the representative who completed
both rounds (13 organizations)

American Academy of Pediatrics Mark Halstead, MD
American Academy of Pediatric

Neuropsychology
Cecil Reynolds, PhD

American Medical Society for Sports
Medicine

Kelsey Logan, MD

American Physical Therapy
Association

Catherine Quatman-Yates, DPT, PhD

Defense and Veteran’s Brain Injury
Center

Scott Livingston, PhD, PT, ATC

High School RIO: Reporting
Information Online

R. Dawn Comstock, PhD

National Athletic Trainers’
Association

Tamara McLeod, PhD, ATC, FNATA

National Association of School
Nurses

Nina Fekaris, MS, BSN, RN, NCSN

National Association of School
Psychologists

Eric Rossen, PhD, NCSP

National Association of State Head
Injury Administrators

Judy Dettmer, BS

National Federation of State High
School Associations

Bob Colgate

North American Brain Injury Society Ron Savage, EdD
United States Brain Injury Alliance Geoff Lauer, MA
National organizations who completed one round (2 organizations)
American Academy of Neurology Christopher Giza, MD
Brain Injury Association of America Susan Connors

Tina Trudel, PhD

Affiliation

Expert Consensus
and/or Content

Consultant Advisors

The 4th and 5th International
Conferences on Concussion
in Sport held in Zurich,
November 2012 and Berlin,
October 2016

Stan A. Herring, MD Margot
Putukian, MD

National Association of State
Directors of Special
Education

Nancy Reder, JD, MSW

technical school, and extracurricular activities) were
included. To allow consensus participants the oppor-
tunity to determine crucial elements of Return to Learn
using their votes, the National Collaborative on Chil-
dren’s Brain Injury workgroup began by intentionally
including the widest breadth of Return to Learn topics
currently available in the literature in the round one
survey.

The first-round online survey was sent to par-
ticipants in May 2016 and was completed by 16
national organizations’ representatives. The limitation
of anonymity did not allow for back and forth dis-
cussion between the Delphi participants. Dr. Karen
McAvoy and Dr. Brenda Eagan-Johnson, the work-
group co-leads, compiled the results. Both had access to
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the identities of participants for the purpose of sending
out completion reminders. Delphi participants were
provided a binary yes or no choice for 77 questions and
were encouraged to provide open-ended comments to
elicit content and language feedback regarding essen-
tial elements of Return to Learn. Content embedded
in the questions receiving positive responses was then
consolidated into 13 consensus questions for round
2. Content embedded in questions receiving negative
responses were not advanced to round 2. Open-ended
comments were analyzed by the content consultants
to ensure appropriate citation of federal educational
law and fidelity to the consensus process. The pro-
cess of narrowing down content from round one to
round 2 (topic areas answered in the affirmative) led
to 6 essential elements of Return to Learn themes
identified by the Delphi participants:

• Cognitive rest related to return to school;
• Concussion management teams;
• Progress monitoring;
• Ascending levels of academic support;
• Neuropsychological testing; and
• Return to Learn legislation.

As a result of round one, the National Collaborative
on Children’s Brain Injury Return to Learn workgroup
developed 3 overarching themes to direct the
development of round 2 questions.

1. What are the main facets of a systematic promising
practices plan for Return to Learn following
concussion that would promote the management
of all students who experience concussion?

How should schools monitor symptom resolution
during the Return to Learn process?

How should schools monitor academic perfor-
mance during the Return to Learn process?

How are school-based services constructed for
students following a concussion?

2. What are the important aspects of concussion
and school management about which health care
professionals, educators, students, and parents
should be educated as part of their potential future
involvement and communication with school-
based concussion interdisciplinary teams?

3. Does concussion Return to Learn need to be
legislated?

How do state concussion laws and the educational
needs of all students interact?

Step 3: Refinement of Questions: Round 2
Following the analysis of round one, consultant

input, and participants’ comments, the National
Collaborative on Children’s Brain Injury Return to
Learn workgroup developed 13 statements and one
open-ended question for round 2. In October 2016, the

round 2 online survey was electronically distributed
to the 16 national organization representatives who
completed round one. The survey queried participants’
level of agreement on a 4-point Likert-style scale
ranging from strongly disagree (1) to strongly agree
(4). Question 14 was open-ended. Delphi participants
were again provided an extensive review of Return
to Learn empirical data and promising practices with
the 13 statements. Participants were asked to rank
their level of agreement on the 13 statements listed in
Table 3.

RESULTS

Thirteen of 16 surveys were completed in round 2.
The 13 organizations who completed round 2
answered agree or strongly agree to all 13 consensus
statements. Following the established Delphi process,
when 70% of participants rate 3 or higher on a 4-point
Likert-scale, consensus is achieved.16 Therefore, strong
consensus was achieved during round 2 with 100%
agreement on all statements.

Eleven of the national organizations provided for-
mal endorsement (Table 4). Two of the 13 organi-
zations cited complicated endorsement procedures as
the reason they could not provide formal endorse-
ment. However, both organizations offered promotion
and dissemination of the consensus paper. Two organi-
zations were not represented in round 2 but requested
the ability to review the final 13 agreed upon consen-
sus statements. Following review, one organization
then provided formal endorsement and one provided
affirmation of value.

The 13 final Return to Learn consensus statements
are listed below. Clarifying language was requested by
3 participants for 3 of the original statements, noted
below in italics.

Cognitive Rest

1. Students recovering from a concussion often need
an initial period of relatively greater cognitive and
physical rest, the timing and specific nature of
which will vary from student to student.

2. An estimated 70% of students recover from a
concussion in 28 days with a gradual reduction of
symptoms.11 This supports a gradual return to social
and cognitive activity at home and school over the
first 4 weeks of recovery. The speed of re-introduction
will vary and must be individualized.

3. Numerous positive social and emotional benefits
are gained by being at school, even during recovery
from a concussion. Unless contraindicated by a
serious medical complication, a student with a
concussion should return to school/learn even
before symptoms are 100% resolved, provided the
student can manage fluctuating symptoms and the
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Table 3. National Collaborative on Children’s Brain Injury Concussion Return to Learn 13 Consensus Statements

• Students recovering from a concussion often need an initial period of relatively greater cognitive and physical rest, the timing and specific nature of which
will vary fromstudent to student

• An estimated 70% of students recover from a concussion in 28days with a gradual reduction of symptoms.11 This supports a gradual return to social and
cognitive activity at home and school over the first 4weeks of recovery. The speed of re-introduction will vary and must be individualized

• Numerous positive social and emotional benefits are gained by being at school, even during recovery froma concussion. Unless contraindicated by a serious
medical complication, a student witha concussionshouldreturntoschool/learnevenbefore symptoms are 100%resolved, providedthe student canmanage
fluctuating symptoms, and the school concussion management teamhas received education and resources to support the student in the educational setting

• A concussion management teamshould include representatives fromschool academic, school physical/health services, medical, and family/student domains
who work collaboratively to develop and adjust an individualized Return to Learn plan.

• A family is advised to seek out medical evaluation, specifically, a timely medical evaluation, treatment, and clearance for each concussion (regardless of the
age of the student or the mechanismof injury)

• Academic adjustments written into the Return to Learn plan are best overseen and directed by school professionals with dedicated expertise and knowledge
of educational law, policy, and curriculum, guiding a collaborative Return to Learn process among the members of the concussion management team

• Progress monitoring should include symptommonitoring, no less than one time per week
• Progress monitoring should include academic monitoring, no less than one time per week
• Schools have existing educational safeguards to support all students who struggle academically, medically, psychologically, and socially at school. Concussion

can be included and managed using the existing educational safeguards
• Schools should provide increasing tiers of academic support for the students with concussions that do not resolve in a typical timeframe
• Schools may apply their existing tiers of support for students with concussion and need not delay or postpone academic supports while awaiting community

health care input if medical input is not timely or available
• Data froma neuropsychological evaluation, is not required, but can be helpful and should be considered and may be incorporated into a Return to Learn plan

if available
• Existingeducational safeguards exist for students, althoughtheyare littleknownandunderutilizedfor concussion. Theyareprompt, flexible, andsystematic for

all concussed student athletes and non-athletes with academic needs. Return to Learn can be robust, widespread, systematized, and sustainable if embedded
into existing educational frameworks

Table 4. National Organizations Who Endorse the 13 Return
to Learn Consensus Statements

National Organization

American Academy of Pediatric Neuropsychology
American Medical Society for Sports Medicine
Brain Injury Association of America
Defense and Veteran’s Brain Injury Center
High School RIO: Reporting Information Online
National Athletic Trainers’ Association
National Association of School Nurses
National Association of School Psychologists
National Association of State Head Injury Administrators
National Federation of State High School Associations
North American Brain Injury Society
United States Brain Injury Alliance

school concussion management team has received
education and resources to support the student in
the educational setting.

Concussion Management Team Composition

4. A concussion management team should include
representatives from school academic, school phys-
ical/health services, medical, and family/student
domains who work collaboratively to develop and
adjust an individualized Return to Learn plan.

5. A family is advised to seek out medical evaluation,
specifically a timely medical evaluation, treatment,

and clearance for each concussion (regardless of the
age of the student or the mechanism of injury).

6. Academic adjustments written into the Return
to Learn plan are best overseen and directed
by school professionals with dedicated expertise
and knowledge of educational law, policy, and
curriculum, guiding a collaborative Return to Learn
process among the members of the concussion
management team.

Progress Monitoring

7. Progress monitoring should include symptom
monitoring, no less than one time per week.

8. Progress monitoring should include academic
monitoring, no less than one time per week.

Ascending Levels of Academic Support

9. Schools have existing educational safeguards to
support all students who struggle academically,
medically, psychologically, and socially at school.
Concussion can be included and managed using
the existing educational safeguards.

10. Schools should provide increasing tiers of academic
support for students with concussions that do not
resolve in a typical timeframe.

11. Schools may apply their existing tiers of support
for students with concussion and need not delay
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or postpone academic supports while awaiting
community health care input if medical input is
not timely or available.

Neuropsychological Testing

12. Data from a neuropsychological evaluation is not
required but can be helpful, should be considered,
and may be incorporated into a Return to Learn
plan if available.

Return to Learn Legislation

13. Existing educational safeguards exist for students.
They are prompt, flexible, and systematic for
all concussed student athletes and non-athletes
with academic needs. Return to Learn can be
robust, widespread, systematized, and sustainable
if embedded into existing educational frameworks.

DISCUSSION

Whereas an extensive review of all literature in the
categories below is beyond the scope of this paper,
a summary of the relevant factors considered by the
Delphi participants is outlined in more detail below.

Cognitive Rest
Current empirical evidence suggests a short period

of one to 2 days rest followed by a gradual return to
activity, a moderated amount of activity, or a sub-
threshold level of activity.17-19 Though not evidence-
based, a progressive return to school process has
demonstrated clinical utility.20-24 This consensus paper
recommends that a student should receive an early and
individualized amount of cognitive and physical rest.

Current Return to Learn research cautions against
returning students to too much cognitive exertion
too quickly.25 However, this does not mean students
should remain at home for extended periods of time
because school absence for any reason can have
deleterious effects.25-27 The consensus results align
with literature suggesting that Return to Learn must
be individualized and exact recovery cannot be pre-
determined.

Education is paramount. Parents would benefit from
education and empowerment to advocate for their
child’s return to school, which should be paired with
timely and relevant input from a health care provider
(if available), or a school-based health care provider
(school nurse) if a community health care provider is
unavailable. Additionally, because school reintegration
needs to occur swiftly, symptom presentation changes
rapidly, and most concussions resolve within the first
month, the results of the Delphi consensus suggest
that Return to Learn plans will be most effective if

teachers receive prior training on concussion strategies
to support students.

Concussion Management Team Composition
An interdisciplinary concussion management team

approach is deemed necessary by consensus. The
consensus recommends that team members include
representation from the following:

• School-Based Team Members:

a. Physical/Health Services role- (school physician
and/or school nurse when present, coach, athletic
trainer)

b. Academic role- (school nurse, school psychol-
ogist, school social worker, school counselor,
teacher, school administrator, or student sup-
port/assistance teams and related services).21,28,29

• Student and Family Team Member(s): (student,
parents, guardian)

• Medical/Health care Team Member(s): (primary care
physician, health care provider, sports medicine
physician, athletic trainer, school nurse, neuropsy-
chologist, clinic-based psychologist, physical thera-
pist)

In smaller schools, one person may need to cover
more than one role. Essential to the specific team
representation is not the availability of explicit job
descriptions, but the necessary skill set for each team
member.

Practical implementation of the consensus find-
ings dictate that academic supports are best overseen
and directed by school staff. The School-Based Aca-
demic Team Member uses their specific expertise of
educational pedagogy, classroom management, theo-
ries of learning, and educational law to individualize
environmental factors and academic adaptations for
the student based on presenting symptoms and the
student’s current and prior academic performance
baseline. The School-Based Academic Team Member
serves in the primary role of directing and overseeing
the educational components of Return to Learn man-
agement. This includes collaborating and communicat-
ing with health care providers (when available) and
parents/guardians. The School-Based Physical/Health
Services Team Member uses their knowledge of the
student’s reported physical symptoms as they per-
tain to comfort and symptom management at school,
as well as Return to Play guideline adherence. These
school-base team member representatives work closely
together.

Communication among members of the interdisci-
plinary concussion management team is imperative,
and each team member should practice within their
scope of training. For example, a health care provider
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may share a student’s diagnosis of convergence insuffi-
ciency with the school-based team members; it is then
the responsibility of the school to determine appropri-
ate academic supports to alleviate the learning effects
that may result from convergence insufficiency. While
it is often helpful for a health care provider to offer
academic suggestions related to a medical finding, it is
a school’s responsibility to determine if a presenting
medical condition interferes with learning and if so,
how it can be appropriately supported at school.

Consensus findings suggest that every student post-
concussion should seek evaluation, treatment, and
clearance from a medical provider. However, no
medical clearance has been legislated for return to
school, Return to Learn, or the application or removal
of academic supports. It is also important to note
that some families choose not to pursue medical
involvement:

• if a student does not fall under Return to Play
legislation;

• if a student does not have access to medical
insurance;

• if a student does not have access to medical care; or
• if the family’s religious or cultural beliefs prohibit

medical intervention.

In those cases, it is still the responsibility of
the school to manage the effects of the concussion
on the student’s ability to learn, behave, and
progress academically, regardless of mechanism of
injury, student age, or family circumstances regarding
medical care.

Return to Learn Progress Monitoring
Although no empirical data in the concussion litera-

ture requires regular progress-monitoring of symptoms
and academic need, promising practices have been
adapted from the principles of learning and applied
to concussion to ensure that interventions are data-
driven and show fidelity. Delphi participants recom-
mend regular symptom and academic monitoring by
school professionals one time per week during the
acute phase.

Educational Safeguards
There are two types of school supports available

to students: informal and formal. The majority of
students will only require informal post-concussion
supports provided by teachers and monitored by the
school-based concussion management team. Schools
are required to support all students experiencing learn-
ing or behavior impacts resulting from a medical,
psychological, behavioral, or social condition.30 Con-
sensus participants recommend that schools consider
concussion as a health condition that naturally falls

within a school’s existing system of supports. School
supports generally begin with early screening, assess-
ment, and intervention within general education and
progress to more intense supports depending on col-
lected data and educational need. Commonly used
frameworks include ascending levels of support, often
called Multi-Tiered System of Support31 or Response
to Intervention.32

Formal educational safeguards may also be provided
in the form of an Individualized Health care Plans,33

Section 504 Plans,34 or Individualized Education
Programs for special education under the Individuals
with Disabilities Education Act.35 When a student
experiences a concussion that rises to the level
of requiring formal supports, supports should be
determined in collaboration with the student, family,
and health care provider, if possible. A school’s
pre-existing tiered level of support already provides
for identification, intervention, and an obligation
to support struggling students. Return to Learn
for concussion falls naturally into these existing
educational frameworks used in schools for all students
with medical conditions.

It is important to note that although a health
care provider can request a school consider a 504
Plan or an Individualized Education Programs for a
student with a concussion, a health care provider
cannot prescribe such plans. Similarly, a parent can
request consideration for a 504 Plan or Individualized
Education Programs for their child, but a school-
based multidisciplinary evaluation must take place for
final determination. It is the school’s responsibility
to make data-driven decisions regarding all requests
for evaluation for formal educational supports and
services.29 The decision to grant eligibility for formal
supports should be made by the school in partnership
with the parent and health care provider, if available.
A parent may pursue due process if they disagree with
the outcome of the final decision.35

Neuropsychological Testing
The consensus findings indicate that a neuropsy-

chological evaluation can be a helpful addition to a
Return to Learn plan, but it is not a requirement.
Because recovery rates are typically rapid following a
concussion, few require a comprehensive neuropsy-
chological evaluation except in cases of a complicated
or protracted recovery.

Return to Learn Legislation
A few states have enacted Return to Learn

legislation or provisions in their Return to Play
legislation.36 The pros of enacting Return to Learn
legislation include:

• increased awareness of concussion and resulting
learning impacts among educators;
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• potentially improved and more consistent commu-
nication among school, family, and health care
providers who serve on the concussion management
team; and

• higher school accountability for Return to Learn
academic supports in school.

The drawbacks of enacting Return to Learn
legislation include:

• may be interpreted to apply only to sports-related
concussions if Return to Learn language is written
into current or existing Return to Play legislation;

• does not provide the ability to direct specific Return
to Learn guidelines toward school districts which
exert local control;

• does not account for the varying needs and resources
of districts;

• may not be necessary in light of already existing
federal educational laws requiring districts to support
all students regardless of medical diagnosis (even
temporary);

• does not include funding for school personnel
training; and

• could increase the potential for litigation.

In essence, legislating Return to Learn remains a
narrow solution.

IMPLICATIONS FOR SCHOOL HEALTH

Researchers have discovered that school staff37-42

and medical providers43-46 have varying knowledge or
efficacy when it comes to student concussion manage-
ment. Therefore, a concerted statewide, department
of education endorsed effort to train school staff on
aspects of Return to Learn concussion management
would be beneficial. Practical implications from this
paper lead to the following Return to Learn recom-
mendations:

• State and federal departments of education need
to play a more active role in providing statewide,
systematic endorsement of Return to Learn policies,
procedures, and guidelines for schools.47,48

• Although general education teachers and admin-
istrators might have received little to no concus-
sion training, many districts utilize school-based
providers (occupational therapists, physical thera-
pists, speech-language pathologists) who have expe-
rience in supporting students following a brain
injury. Their expertise may be helpful in supporting
fellow educators of students post-concussion.

• School administrators should receive specific tar-
geted training on the legal aspects of Return to
Learn and Return to Play. This will help rein-
force and ensure that students who sustain concus-
sions receive appropriate academic supports from

teachers. Administrator training can also potentially
alleviate liability issues related to an unprepared
school system. Specifically, for student athletes,
Return to Learn is not just best practice but also
a critical step prior to Return to Play. A successful
return to learn is a determinant that a student-
athlete is ready to progress through the school’s
established return to sports process.

• Schools and especially state departments of educa-
tion need to assume responsibility for holding Return
to Learn trainings for all school staff. Having state
department of education endorsement for a Return
to Learn school protocol is a strong message that
schools must be prepared to support all students
appropriately.47

• Research regarding effective educator training can be
applied to Return to Learn trainings. Staff trainings
should include increased awareness of building staff,
on-site modeling and feedback, and general work
with stakeholders to implement changes at the
school and district levels.47,49

Assembling this Return to Learn consensus paper
has revealed many clinically based promising practices,
but it has also raised further questions and concerns
about the lack of evidence-based practices. This
consensus paper highlights the lack of well-controlled
research and investigation of various issues referenced
within, which are imperative to guide effective practice
moving forward. However, the Return to Learn
consensus process was limited by the self-selection
of individuals and national organizations who were
willing to participate. Therefore, the data may not be
an adequate representation of all Return to Learn
views. While all disciplines discussed within this
paper have an important role on the Return to
Learn concussion management teams, concussion-
prepared educators with their expertise in pedagogy
and resulting understanding of educational safeguards,
school compulsory education, and special education
law are the professionals best poised to serve as Return
to Learn leaders for school-day academic decision-
making. The 13 Return to Learn consensus statements
will serve as a critical guide for professionals charged
with ensuring students who experience concussions
are appropriately supported during the school day.
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