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Commentary

Background and Purpose

The growing awareness of concussion has brought the 
injury to the forefront of both popular media and scien-
tific research. In 2012 alone, there were close to 7000 
scientific articles published about concussion, and a 
Google search with the term concussion returned more 
than 15 million results. Athletes, parents, coaches, and 
physicians continue to struggle with the myriad ramifi-
cations of this injury. Although controlling physical 
symptoms and determining safe return-to-play criteria 
dominates much of the discussion, there is a growing 
body of literature dedicated to the impact of concussion 
on academic performance. Unfortunately, cognitive 
symptoms are more difficult to detect than physical 
ones, but they may result in significant morbidity; a con-
cussed individual may experience a decline in academic 
performance, and struggles in school may increase the 
likelihood of depression.

The American Medical Society of Sports Medicine 
recommends “academic accommodations such as a 
reduced workload, extended test-taking time, days off, 
or a shortened work day”1(p. 23) after sustaining a concus-
sion. However, at the present time, there are no 

standardized guidelines on this issue. Therefore, school 
policies regarding academic accommodations for con-
cussed individuals vary broadly. Some districts closely 
follow physician recommendations without administra-
tive intervention, whereas others request the formal 
institution of a 504 Plan (section 504 of the Rehabilitation 
Act of 1973) or individualized educational program 
(IEP) before making changes. This inconsistency makes 
it more challenging for students to successfully return to 
school after a concussion.

In an effort to promote a more uniform process of 
care, we propose the following outline of available aca-
demic accommodation options, organized chronologi-
cally, beginning with the injury. In addition, we offer an 
algorithm (Figure 1) to streamline decision making about 
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Abstract
Concussion research generally centers on physical challenges, though aspects such as social functioning and returning 
to school also warrant attention in pediatric populations. Restoring academic performance postconcussion remains 
a challenge. Here we provide recommendations addressing a uniform policy for pediatric concussion patients in 
academic institutions. Tools that may minimize difficulty with academic re-entry include independent educational 
evaluations, individualized educational programs (IEPs), student support teams (SSTs), letters of academic 
accommodation, time off, and 504 Plans. Recognition and treatment is crucial for symptom relief and prevention 
of functional disruption, as is specialist referral during the acute window. We recommend early intervention with 
a letter of academic accommodation and SST and suggest that 504 Plans and IEPs be reserved for protracted or 
medically complicated cases. Students with concussion should be observed for anxiety and depression because these 
symptoms can lead to prolonged recovery, decreased quality of life, and other social challenges.
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academic accommodations for those who provide post-
concussion care. Our goal is to create a policy that helps 
all health care providers feel more comfortable managing 
the cognitive effects of concussion.

Acute Period (Days 0-13 After 
Sustaining a Concussion)

Time Off If Needed and Letter of Academic 
Accommodation Accompanied by Student 
Support Team (SST) Meeting

Although some concussions can have extended healing 
times, most resolve within 7 to 10 days.2-6 Therefore, in 
the acute period after concussion, some students with 
severe symptoms (eg, debilitating headache, balance 
difficulties, or significant somnolence) require time off 
from school, but this period is generally limited to  
3 days or fewer.6,7 Otherwise, we recommend a rapid 
return to academics, because removal from school can 

lead to anxiety about making up work as well as separa-
tion from one’s normal circle of friends, which can have 
negative social consequences.8-12 For this reason, we 
recommend early intervention, with the goal of return-
ing patients to the school environment without provok-
ing symptoms.

Letter of Academic Accommodation

The letter of academic accommodation is a physician-
implemented tool. Although it is not legally binding, it 
is intended to provide concussed individuals with 
immediate access to recovery strategies. The letter is a 
customizable document (see the appendix) that allows 
a treating physician to use his or her clinical expertise 
to make recommendations that will allow a patient to 
return to school without exacerbating his or her symp-
toms. The letter of academic accommodation should be 
implemented at the time of initial evaluation, and a 
copy of this letter should be saved in physician records 

Figure 1. Flow algorithm for the institution of academic accommodations.
Abbreviations: ADD, attention deficit disorder; ADHD, attention-deficit hyperactivity disorder; IEP, individualized educational program.
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for documentation. Some examples of accommoda-
tions are shown in Table 1; one may consider incorpo-
rating elements of a 504 Plan or IEP when drafting this 
document.

Student Support Team Meeting

To accompany the letter of academic accommodation, 
we recommend that the family seek a meeting with 
teachers and school administrators. This is known as a 
Student Support Team (SST) meeting and is the first step 
in the process of identifying a concussed child who may 
need assistance at school. The SST is not the same as a 
504 Plan or IEP but rather an informal process to discuss 
the letter of academic accommodation and how it may be 
implemented. In Georgia, the Department of Education 
specifies that the SST “is a problem-solving process and 
the purpose is to find ways around roadblocks to success 
for any student who is referred.” The SST ensures that 
the school staff, parents, and student are aware of post-
concussive symptoms and their academic implications so 
that a plan is developed to address those needs immedi-
ately. Typically, this will involve a response to interven-
tion (RTI); in the event that long -term resources are 
needed, a 504 plan can then be created.

Subchronic (Days 14-28 After 
Concussion)

Facilitate Transition to Longer-Term 
Accommodations If Needed

This time period is critical in preventing progression to 
long-term academic repercussions. If not already pro-
vided, the patient should receive a letter of academic 
accommodation, and parents should schedule a SST. If a 
letter of academic accommodation was provided, it 
should be updated to reflect current needs, and another 
SST could be arranged to review the content of the letter 
and address any specific concerns.

504 Plans

If the patient continues to experience academic difficul-
ties despite feasible efforts to implement the letter of 
academic accommodations or if he/she has a medical 
history that includes attention deficit disorder, attention-
deficit hyperactivity disorder, and/or learning disability, 
the treating physician or parent can request the creation 
of a “504 Plan.” This plan refers to Section 504 of the 
Rehabilitation Act of 1973, a broad civil rights law that 

Table 1. Reasonable Accommodations for the Student-Athlete Recovering From Concussion.a

Accommodation Rationale

Excused absence from class Several days of complete rest, progressing to limited 
attendance, may be needed

Rest periods during the school day When symptoms flare, brief rest and pain medication may 
allow student to return to class

Extension of assignment deadlines Information-processing speed and ability to handle full 
workload may be impeded

Postponement or staggering of tests Mental effort to prepare and then take test may worsen 
symptoms

Excuse from (or delay of) specific tests and 
assignments

Relieves emotional pressure and allows return to regular 
workload as soon as possible

Extended testing time Information processing may be impeded
Accommodation for light or noise sensitivity Fluorescent light and high-stimulation environments may 

cause symptoms
Excuse from team sports practice and gym activities No physical activity progresses to limited physical activity,  

as tolerated
Monitor backpack weight, stair use, playing of wind 

instruments
Avoidance of other physical exertion

Use of a reader or recorded books for assignments 
and testing

Lessens visual scanning and concentration demands

Use of a note taker or scribe Lessens attentional, visual, and concentration demands
Use of a smaller, quieter examination room Lessens stimulation and distraction
Preferential classroom seating Lessens distraction
Temporary assistance of a tutor Assists in organizing and prioritizing assignments

aAdapted with permission from McGrath.7
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protects the rights of individuals “in any agency, school 
or institution receiving federal funds to provide persons 
with disabilities . . . an opportunity to fully participate 
with their peers.”13 Section 504 defines a person with a 
disability as

1. having a physical or mental impairment that lim-
its one or more major life activities,

2. having a record of such an impairment, or
3. being regarded as having an impairment.13

A 504 Plan is a legally binding document that requires a 
school to eliminate barriers that would prevent a student 
from participating in the programs and services offered 
in the general curriculum. It stipulates that “reasonable 
accommodations” be listed in a documented plan, but it 
does not require an individualized education program.13 
For example, in the case of a concussed patient, a 504 
Plan could require a school to provide a seat closer to the 
teacher to help a student maintain focus, but it would not 
mandate changes to the length of a lecture or to reading 
assignments (although this could be included if agreed 
upon by all parties). Other examples of accommodations 
that could fall under a 504 Plan include the following:

•• A quiet learning environment
•• Repeated or simplified instructions
•• Use of a note taker or recording device
•• Textbooks on tape, CD, or mp3 format
•• Additional time to commute between classes
•• Permission to wear sunglasses indoors

To implement a 504 Plan, a formal meeting is 
required, but written consent from the parent or guardian 
is not mandatory. Input from teachers, school adminis-
trators, the patient/family, and the treating physician 
determines eligibility and specific accommodations. 
Given the number of stakeholders and the information 
that must be gathered, there can be a significant delay 
(generally 3-4 weeks) in implementing a 504 Plan.13 In 
addition to completing the legal documentation, the 
treating physician should consider a neuropsychology 
referral to aid the process, because an expert in neuro-
psychological testing can identify areas of cognitive dif-
ficulty and make specific recommendations for academic 
accommodations.1,4,7,14

A 504 Plan does not provide additional funding to the 
school to offset the cost of its implementation and does 
not require written notice for significant changes. It also 
does not require the school district to pay the fees if a 
family requests an Independent Educational Evaluation 
(IEE; ie, second opinion), although it does require a for-
mal appeal to resolve eligibility disputes.13

Individualized Educational Program

Another avenue to address academic difficulty is the 
IEP, which stems from the Individuals with Disability 
Education Act of 2004. This law is a federal statute 
whose purpose is to ensure “free and appropriate educa-
tion” to students aged 3 to 21 years old whose “disability 
adversely affects the child’s educational performance 
and/or ability to benefit from general education.”15 It 
provides individuals with supplemental educational ser-
vices beyond those included in the general curriculum. 
This form of intervention will require neuropsychologi-
cal testing.16 Examples of accommodations that might 
fall under an IEP include the following:

•• reduced test lengths, extra time for tests, or 
altered format (ie, oral instead of written);

•• providing highlighted books or notes in advance 
of class;

•• altering presentation of course material (reformat 
from lecture to interactive, etc);

•• modified schedule (half-days, only attending core 
classes); and

•• peer tutoring.

An IEP is a legally binding document that requires a 
Multi-Factored Evaluation (MFE) prior to implementa-
tion. If the treating physician is considering an IEP, he 
or she should provide a referral to a neuropsychologist, 
because a multifactored evaluation specifies that a vari-
ety of assessment tools be used to gather relevant func-
tional information (including information on cognitive 
performance) to determine whether the child has a dis-
ability and how it affects the child’s educational pro-
gram. Written consent by a parent or guardian is 
required to conduct this evaluation, and a parent may 
request an independent educational evaluation at the 
school district’s expense if he or she disagrees with the 
evaluation obtained by the school district. Because of 
the comprehensive evaluation that must take place, the 
time to implementation of an IEP varies. Wait times of 
up to 8 weeks are not uncommon.15

The accommodations provided in 504 and IEP plans 
can unburden a concussed patient from heavy workloads 
and alter the school environment to improve academic 
performance. However, these plans are slow to imple-
ment, a delay that may inadvertently allow a student to 
struggle for several weeks.11,16 Because the vast major-
ity of concussions heal within 28 days,17 the 504 or IEP 
plan may be obsolete by the time it can take effect. 
However, the treating provider should be familiar with 
these programs because their components can be drafted 
into the letter of academic accommodation.
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Chronic (Days 28+)

Engage Other Specialists and Consider 
Additional Diagnoses

If a patient is still symptomatic from his or her concus-
sion for more than 28 days after injury and has persistent 
academic difficulties, the treating provider should take 
an aggressive, multidisciplinary approach. In addition to 
drafting a letter of academic accommodation, the pro-
vider should involve the neuropsychology team as soon 
as possible to provide specific recommendations and 
perform effort testing to ensure accurate results.7,18,19 A 
student who has struggled in school for this period of 
time almost certainly has a great deal of make-up work 
and will likely require an altered testing schedule. For 
some patients with a protracted recovery, even home-
bound education may be an option to help condense 
assignments and reduce school-related stressors.

Psychology, Sports Psychology, and Psychiatry

For an individual who has been symptomatic for greater 
than 28 days, the treating provider should consider 
comorbid conditions that may be preventing recovery. 
These most frequently include anxiety and/or depres-
sion.20,21 Understandably, the impact on quality of life 
can be significant for the adolescent who has dealt with 
altered school and social environments for a month or 
more. Referral to a psychologist, sports psychologist, or 
psychiatrist can empower the patient to take control of 
his or her feelings through the use of behavioral strate-
gies and coping techniques.18,22

Consensus Summary

Appropriate recognition and treatment of concussion 
is imperative for symptom relief and prevention of 
functional disruptions in a patient’s life. In the pediat-
ric and adolescent population, it is essential to con-
sider the impact of concussion on academic 
performance. Early referral to a concussion specialist 
during the acute window can expedite the implemen-
tation of the most important tools: time off if needed, 
a SST meeting, and a temporary letter of academic 
accommodation pending the need for more formal 
arrangements.

Both the 504 Plan and the IEP are excellent tools to 
provide educational accommodations and are legally 
binding, but they require formal meetings and can, 
therefore, cause delays in providing a concussed patient 
with the tools needed to be successful in school. As pre-
viously noted by the panel of physicians who drafted the 
Zurich Consensus Guidelines, 80% to 90% of patients 
who sustain a concussion in sports are likely to become 
asymptomatic within 7 to 10 days,3 so waiting for a 
legally binding plan to take effect may overlook the time 
during which concussion-related accommodations are 
needed most.

This panel therefore recommends early intervention 
with the letter of academic accommodation and a SST. 
We recommend reserving the 504 Plan and IEP for pro-
tracted or medically complicated cases. This panel also 
recommends close monitoring for, and treatment of, 
anxiety and depression because these psychological 
comorbidities can lead to prolonged recovery and 
decreased quality of life.
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Appendix

Sample Letter of Academic Accommodation

Date:
Patient Name:
The above patient was evaluated by Pediatric and Adolescent Sports Medicine Associates Children’s Healthcare of 
Atlanta after sustaining an injury ______________________________.
The following document summarizes our academic recovery plan and recommendations.

General Considerations: Although there is significant variability in symptom presentations and dura-
tion, all individuals who sustain a head injury will need time for their brains to recover. It is not unusual to experience 
headaches and difficulty with attention, concentration, and memory. These symptoms resolve over time. However, if 
an individual returns to pre-injury activity levels too quickly, there is potential for long term impact. Getting more rest 
than usual, modifying daily routines, and managing expectations can help facilitate recovery and minimize severity.

eduCational aCComodations: The symptoms present after a head injury may affect academic 
performance. The cognitive exertion that school requires can provoke symptoms. Therefore, I recommend the 
following accommodations:

i strongly suggest a student support team meeting to discuss the academic accommodations and to identify 
any barriers to their implementation.

school re-entry/attendance:

**Full or partial days missed due to post-concussion symptoms should be medically excused.
 Full days as tolerated.    1/2 days, may advance as tolerated   Initiate homebound education
 No school until _______________, then attempt half/full days as tolerated.

academic testing: A student recovering from a head injury often demonstrates difficulties with memory, atten-
tion, and processing speed. Highly demanding activities such as testing may exacerbate symptoms.
 Extra time to complete tests     Testing in a quiet environment
 Allow testing across multiple sessions    Reduce length of tests
 Eliminate tests when possible      Defer standardized or high stakes testing
 Reformat from free response to multiple choices or provide cueing (e.g., use of a note card for helpful formulas)
 Schedule no more than one test per day

Curriculum accommodations:

 Extended time: Allow the student extended time to turn in assignments. While experiencing symptoms and 
whenever symptoms increase, a concussed student is advised to rest and therefore may need a modified sched-
ule for completing assignments.

 Workload reduction: Reduce overall amount of make-up work, class work, and homework. Examples of how 
to shorten work include reducing the length of essays, having the student do every other problem in a home-
work assignment, or highlighting key concept areas for testing while eliminating testing on less critical 
topics.

 Make up/Keep up: Develop a systematic plan for balancing the “make-up/keep-up” challenge of recovery. 
The process of making up missed work can be anxiety-provoking and needs to be undertaken over time, with 
support and supervision.

 Note Taking: Allow the student to obtain class notes or outlines ahead of time to aid organization and reduce 
multi-tasking demands. If this is not possible, allow the student to photocopy notes from another student.
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 Breaks: Take breaks as needed. For example, if a headache worsens during class, the student may need to put 
his/her head on the desk to rest. For more severe symptoms, he/she may need to go to the nurse’s office. In 
some situations, scheduled breaks interspersed throughout the day may be required.

Home accommodations:

	Limit activities that have been found to provoke symptoms, including texting, computer games, TV, 
reading.

	Get more rest than usual. Get enough sleep. Sleep is particularly important during recovery. Avoid sleepovers 
and late nights.

	Don’t over-schedule. Be careful with pacing.
	Stay hydrated.
	Avoid busy, noisy, highly stimulating environments.

atHletiC aCCommodations: Your child should not return to athletics until cleared to do so by a physi-
cian experienced in the management of sport-related concussion. The return to athletics should be gradual, should be 
monitored by a physician, and should proceed in a step-wise fashion. The following steps should be monitored:

1. Complete rest, no sport-related activity until the athlete has completely recovered from all concussion symp-
toms. The length of this rest should be determined by a physician experienced in the management of sport-
related concussion.

2. Light aerobic activity such as walking or stationary bicycle riding.
3. Moderate aerobic activity and light resistance training.
4. Intense aerobic activity and sport-specific exercise.
5. Controlled contact training drills.
6. Full contact practice.
7. Return to play

restrictions: The student should restrict athletic activities to those permitted below.

 No gym class.
 Restricted gym class activity as specified below:
 Light non-contact, low-exertion activity (stationary biking, light walking)
 Up to moderate non-contact, moderate-exertion activity (jogging, resistance bands, low weight/high rep 

lifting)
 Up to heavy non-contact, high-exertion activity (sprinting, lifting, plyometrics)

Follow-up evaluation and revision of recommendations to occur _____________________________________.

Sincerely,

____________________________________________

David M. Popoli, MD
Pediatric and Adolescent Sports Medicine Associates
Phone: 404-785-8710
Fax: 404-785-8586
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