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Athletic trainers are increasingly used in nontraditional settings,
such as in law enforcement, where they can contribute to health-
care management, including concussion management of law
enforcement officers (LEOs). Despite the prevalence of concus-
sions among LEOs, there is a notable gap in concussion man-
agement guidelines for this population. LEOs may lack the
education and resources necessary for concussion recognition
and proper management. Drawing on advancements in concussion
management in athletes and military personnel, here, we present a
comprehensive framework for concussion management in LEOs
encompassing concussion education, a graduated return-to-duty

protocol, and considerations for implementation and documenta-
tion specific to law enforcement. We also present several barri-
ers and facilitators to implementation. Due to job requirements,
it is critical for law enforcement organizations and their medical
providers to adopt a concussion management strategy. Without
proper concussion management, LEOs may risk subsequent
injury and/or suffer from prolonged recovery and adverse long-
term outcomes.

Key Words: traumatic brain injury, tactical athletes, police,
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Key Points

• Law enforcement officers have unique job requirements (eg, high-speed driving, marksmanship, stress, critical
decision-making, and irregular sleep/shift work) that may complicate concussion management.

• Law enforcement organizations should adopt a graduated return-to-duty protocol for law enforcement officers
with a concussion.

Athletic trainers (ATs) are increasingly working in
emerging settings, such as public safety (eg, law
enforcement), military, and occupational health.1 In

these settings, ATs can offer injury education, assessment and
diagnosis, and therapeutic intervention. Law enforcement
organizations often hire ATs to reduce medical costs associated
with musculoskeletal injuries common in law enforcement
officers (LEOs), but organizations may also benefit from
having ATs on-site to manage brain injuries, such as concus-
sions. Like in a sporting context, ATs can provide concussion
education, implement a return-to-duty (RTD) protocol, and
maintain injury tracking and documentation. The purpose of
this current clinical concepts article is to provide a compre-
hensive framework for ATs to contribute to concussion man-
agement for LEOs and to identify LEO-specific considerations
for concussion management.
A concussion is a traumatic brain injury caused by a direct

blow to the head or a hit to the body that transmits an impulsive
force to the head.2 Concussions can manifest with clinical

signs, such as loss of consciousness or posttraumatic amnesia,
as well as a range of symptoms, such as physical, cognitive,
emotional, and sleep-related disturbances.3–9 It is important to
recognize that the presentation of signs and symptoms can
vary among individuals, and not all cases exhibit the same
pattern.6 In military personnel, returning to duty too soon after
sustaining a concussion can lead to prolonged symptoms,
decreased readiness, impaired marksmanship, musculoskeletal
injuries, and elevated risk of subsequent concussions.10–21

Moreover, concussions can have long-term implications,
including an association with poor mental health outcomes,
such as posttraumatic stress disorder, depression, and alcohol
abuse.22–28 Therefore, effective concussion management is
crucial for optimizing both short- and long-term outcomes
following such injuries.
Over the past 3 decades, significant progress has been made

in understanding and managing sport-related concussions. In
fact, all 50 states have enacted laws addressing sport-related
concussion, which typically include mandatory concussion
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education and protocols for removing athletes from play and
clearing them to return to play.29,30 Further, the US Department
of Defense has mandated a progressive RTD protocol follow-
ing acute concussion, which has resulted in lower symptom
levels (indicating better outcomes) at 1 week, 1 month, and
3 months than observed in those who did not follow such a
protocol.10 However, similar concussion education and RTD
protocols are often not available in most occupational con-
texts, such as among civilian LEOs.
Approximately 60% of police officers reported a history

of concussions, with nearly 30% of those injuries occurring
on duty.31 The most common mechanisms of injury were falls,
motor vehicle accidents, altercations, being shaken or shot, and
proximity to blasts or explosions.31 Notably, 40% of police
officers who had experienced a concussion reported persist-
ing symptoms, whereas only 8–15% of collegiate athletes
with sport-related concussions experience persisting symp-
toms or delayed return to play, highlighting the opportunity
to improve concussion management in this population.31,32

Although there are existing recommendations for concussion
management in athletes and military personnel, there are
no guidelines regarding concussion management specific
to LEOs. The comparison between LEOs and military person-
nel is often made in research, but factors such as access to
medical care and tempo of training and operations are very
different and require careful consideration in the context
of concussion management. Therefore, here, we provide a
framework for concussion management in LEOs, including
concussion education and a concussion RTD protocol, with
special considerations for implementation and documentation.

CONCUSSION EDUCATION

The first step in concussion management is concussion
education. Research examining different athletic and military
populations suggests that not knowing their head injury was a
concussion or not thinking it was serious enough are among
the top reasons for not seeking appropriate care.33–37 As in
these other populations, LEOs may not seek appropriate care
without awareness of the signs and symptoms of concussion
and their potential consequences. Concussion education should
start in the training academy, which often involves defensive
tactics training with the potential for concussion.38 Many LEOs
also undergo an annual in-service training, which may provide
a venue for continued concussion education. Because there
may be a reluctance to report concussions, concussion edu-
cation should focus on the importance of immediate reporting
and removal from duty by stressing the potentially negative
outcomes associated with delayed reporting and removal from
duty. For example, research in athletes indicates that
delayed concussion reporting leads to longer recovery times
and increased symptoms.39

Concussion education should extend beyond LEOs them-
selves to other stakeholders, such as supervisors, on-site medi-
cal providers (eg, physicians, emergency medical technicians),
and medical providers affiliated with the Bureau of Workers’
Compensation, who may be responsible for concussion recog-
nition and removal from duty in LEOs. Beyond recognizing
signs and symptoms of concussion, this training could also
include how to initiate a concussion RTD protocol and best
practices for recovery, LEO-specific safety concerns, such as
driving at high speeds and weapons fire, and the potential for
persisting symptoms and prolonged recovery if appropriate

management is not initiated. All stakeholders should document
their concussion education and training through an annual
acknowledgement, similar to the requirements for athletes,
parents, and coaches in many sporting organizations. Finally,
it is important to make educational resources for both LEOs
and other stakeholders available in an easily accessible location.
Possible solutions include an organization’s intranet or mobile
applications (eg, custom or commercial smartphone applica-
tions), where LEOs can easily reference them when needed.

ESTABLISHING A CONCUSSION RTD PROTOCOL

Despite a robust body of literature suggesting better concus-
sion outcomes following a graduated return to activity protocol
in athletes and military personnel, to our knowledge, few law
enforcement organizations have established concussion RTD
protocols.10,11,40,41 Implementing such a protocol in this popula-
tion may be highly important due to job requirements, including
high-speed driving, marksmanship, stress, critical decision-
making, and irregular sleep/shift work. Here, we propose
a graduated concussion RTD protocol for LEOs (Table).
Although this framework is flexible enough to fit the needs
of various roles (eg, SWAT, patrol, and criminal) and law
enforcement organizations (eg, sheriff’s office, police depart-
ment), it may require careful consideration for how to imple-
ment based on the specific needs of each role/organization.
The protocol, based on the US Department of Defense’s

concussion RTD protocol with modifications based on the most
recent Consensus Statement on Concussion in Sport, consists
of 6 stages, progressing from relative rest to full duty.2,42 Each
step of the protocol should allow for a minimum of 24 hours,
and if symptoms worsen, LEOs should return to the previous
stage. At stage 3, LEOs may transition to return to work with
symptom-based work limitations (eg, light duties). Although
there is insufficient evidence to make recommendations for a
particular timeframe from concussion to return to driving,
LEOs should abstain from any type of driving until dizziness
or visual symptoms have resolved.43–47 Additionally, because
a robust body of literature suggests that sleep disturbances
and clinical sleep and circadian disorders are common after
concussion and lead to worse outcomes, alternating shift
work or shifts exceeding 8 hours could worsen symptoms or
impede recovery and should be avoided.48 Further, activities
that may lead to additional head impacts or injuries (eg, defen-
sive tactics training, weapons fire) may also worsen symptoms
or impede recovery and should be avoided until LEOs can
undergo an RTD screening with a medical provider. Consistent
with recommendations by the Concussion in Sport Group, when
concussion-related symptoms persist for more than 2 to 4 weeks
after injury, LEOs should be referred to a medical provider with
expertise in concussion management.2,49,50 These medical pro-
viders can recommend targeted treatment for specific symptoms
(eg, vestibular therapy for persisting dizziness, vision training for
persisting visual symptoms).

CONSIDERATIONS FOR IMPLEMENTING AN
RTD PROTOCOL

Implementing a concussion RTD protocol within a law
enforcement organization will require the support of multiple
key individuals (eg, sheriff or chief) and groups (eg, unions,
human resources, legal department). When beginning the pro-
cess of establishing an RTD protocol, clear goals must be
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outlined. These goals should be presented in a multifaceted
way that addresses the needs and concerns of LEOs in various
roles. For example, an LEO on patrol may be more interested
in faster symptom reduction, whereas a state commission
member may be more interested in a reduction of potential
accidents. Mandating a concussion RTD protocol may also be
met with resistance by the unions; however, unions should con-
sider advocating for change in this area to protect the health of
officers. Identifying specific interests of different law enforce-
ment groups requires open and transparent dialogs at every
career stage and experience level. Goal setting and process eval-
uation can be more precise if an implementation team is formed
of motivated individuals with experience in different stake-
holder groups. The implementation team will play a pivotal role
in establishing the requisite trust between LEOs and any RTD
protocol efforts.
In implementing a concussion RTD protocol, determining

the roles and responsibilities of stakeholders will be crucial.30

Regarding removal from duty, LEOs can either self-report
symptoms to supervisors or supervisors can recognize signs
and symptoms in their LEOs and take them off duty. If avail-
able, on-site medical providers (eg, at jails) or emergency
medical technicians (eg, at the scene of motor vehicle acci-
dents) can also assist in identifying concussion signs and
symptoms and removing LEOs with suspected concussions
from duty. Without on-site medical care, such as ATs, LEOs
themselves may need to implement the concussion RTD proto-
col, which would require additional tools and training. Organiza-
tions or medical providers can offer suggested physical activities
and light duties for each stage to facilitate this process. When-
ever feasible, law enforcement organizations should provide
on-site access to medical providers with experience and
expertise in concussion management and RTD progres-
sions, such as ATs, to reduce medical costs and enhance
injury recovery.51 For full RTD, LEOs should obtain medical
clearance from a physician or other licensed medical provider.
Lastly, evaluating the impact of implementing a concussion
RTD protocol is important.30 Collaborating with researchers
can enable law enforcement organizations to test and refine
their concussion RTD protocol and prove efficacy in LEOs as
done previously by the Department of Defense.10

Documentation of the concussion or potentially concussive
event will be crucial for Bureau of Workers’ Compensation

reimbursements. At a minimum, the documentation should
include a description of the event, any alteration of conscious-
ness or memory, and the presenting symptoms. Organizations
can refer to The American Congress of Rehabilitation
Medicine diagnostic criteria for mild traumatic brain injury to
obtain detailed information about potential mechanisms of
injury, clinical signs and symptoms, and findings from clinical
examinations.52

DISCUSSION

Here, we present a framework for concussion management
in LEOs, including concussion education and RTD protocol
implementation. Implementing an athlete-healthcare model
for LEOs and other public safety personnel in various injury
management contexts stands the potential to enhance their
performance and health throughout their careers and lifetime,
which will improve retention rates and extend career longevity.
It is evident that LEOs often experience inadequate or delayed
access to medical care, resulting in prolonged recovery and
unfavorable long-term outcomes. By raising awareness and
advocating for initiatives, such as on-site ATs, we may be able
to mitigate the serious long-term consequences of injury for
these individuals. As alluded to throughout this clinical com-
mentary, having an AT on-site offers numerous advantages for
law enforcement organizations. ATs have expertise in injury
risk reduction, rehabilitation, and return-to-play/activity proto-
cols, allowing them to provide education and immediate care
and management of injuries, including concussions, ultimately
reducing recovery times and improving outcomes.
It is important to note that the proposed protocol will

require careful consideration for how to implement based
on the specific needs of each role/organization. For exam-
ple, organizations must consider how to implement work
limitations based on symptoms, such as what light duties
are feasible as LEOs transition to return to work, and how to
facilitate training activities within a supervised environment,
such as training on driving courses and in shooting simulators.
Law enforcement organizations will also need to consider
how to schedule RTD evaluations promptly and establish
a referral process for cases requiring additional concussion
management. When available, ATs can assist in concussion
management planning and implementation.

Table. Concussion Return-to-Duty Recommendations for Law Enforcement Officers (LEOs)

Graduated Concussion Return-to-Duty Protocola

Stage Activity

Stage 1: Relative rest Light physical and leisure activities that do not make symptoms worse; no work, no exer-

cise or physical training, no weapons fire, no driving

Stage 2: Symptom-limited activity Increase physical and cognitive activities that do not provoke symptoms (eg, take a walk,

light reading/computer work as tolerated); no work, no resistance or defensive tactics

training or weapons fire, no driving until dizziness or visual symptoms have resolved

Stage 3: Light activity (LEO can return to work at

this stage with symptom-based limitations)

Increase physical activity (eg, longer walk, elliptical, or stationary bike) and work with

symptom-based limitations; no alternating shift work or shifts exceeding 8 hours, no

resistance or defensive tactics training or weapons fire

Stage 4: Moderate activity Increase physical activity (eg, running, resistance training as tolerated) and work-related

duties (eg, technical reading, computer work, clean weapons); no alternating shift work

or shifts exceeding 8 hours, no defensive tactics training or weapons fire

Stage 5: Intensive activity (LEO can undergo

return-to-duty screening with a medical provider)

Participate in normal training activities within a supervised environment; no alternating shift

work or shifts exceeding 8 hours

Stage 6: Return to full duty Unrestricted activity

a Each step of the protocol should allow for a minimum of 24 hours. If symptoms worsen, LEOs should return to the previous stage. If
symptoms persist longer than 2 weeks, LEOs should be referred to a medical provider for additional concussion management.
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The primary focus of this clinical commentary was to
provide a comprehensive framework for ATs to contribute
to concussion management in LEOs and to identify LEO-
specific considerations for concussion management. Although
this is a first step in improving concussion management in
LEOs, there is much room for future research. For example,
we must assess the impact of implementing a concussion
RTD protocol. This evaluation can be conducted using quan-
titative data, which includes analyzing the number of concus-
sions and recurrent concussions, measuring time loss and
medical costs, tracking symptoms and other health outcomes,
identifying complications arising from unreported or undiag-
nosed concussions, and assessing knowledge, attitudes,
or behaviors surrounding concussions. Correct expecta-
tions must be set about the result of a successful imple-
mentation. There is the potential that implementing an RTD
protocol will increase the number of concussions detected
because of increased reporting. This possibility must be
clearly articulated to law enforcement organizations
before the collection of any concussion metrics. The pur-
pose of an RTD protocol is to improve the overall health of
LEOs after a concussion. Clearly articulating this goal and
vision to all LEOs within an agency is important to successful
implementation.
Additionally, qualitative data gathered through inter-

views and focus groups can provide valuable insights into
the experiences of LEOs with concussions before and after
concussion RTD protocol implementation. We also need
additional data on the value of baseline data in this popula-
tion and specific protocols for return to driving and return
to shooting. To address these important questions, research-
ers must work collaboratively with law enforcement orga-
nizations to advance the field of concussion management
for LEOs and enhance their overall well-being.

CONCLUSIONS

Concussions can significantly impact LEO performance and
well-being. Implementing a concussion RTD protocol, like those
used in sporting and military contexts, may aid LEOs in achiev-
ing a faster recovery and a safer RTD. We have proposed such a
protocol, but it is important to adapt it to the specific require-
ments of different law enforcement roles and organizations and
to test its effectiveness during implementation. The fundamental
principles of current concussion management involve promptly
removing individuals from activity upon suspicion of a concus-
sion and obtaining medical clearance from a physician or other
licensed medical provider before resuming activity. Comprehen-
sive concussion education and training for all stakeholders is
crucial in recognizing, diagnosing, and managing concussions
effectively. We strongly believe that implementing a concussion
RTD protocol, along with a comprehensive education and train-
ing plan, will facilitate quicker recovery, yield better short- and
long-term outcomes, and ultimately improve readiness and
career longevity for LEOs.
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