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The American Academy of Pediatrics (AAP), in collaboration with the American Academy of Family 
Physicians (AAFP), recently published "Practice parameters: The management of minor head injury in 
children."1 These evidence-based parameters, summarized in this special report, derive from an extensive 
review of the literature and by expert consensus. 

Minor closed head injury is one of the most common reasons for visiting a health care provider2; 
more than 95,000 children suffer a traumatic brain injury each year in the United States.3 Consensus has 
been lacking, however, on proper treatment.  
The practice parameters apply to neurologically healthy children, older than 2 years but younger than 21 
years, who have suffered an isolated closed head injury. This definition describes children whose mental 
status is normal upon presentation and who do not have focal neurologic deficits (including on the basis 
of funduscopic assessment) or evidence of skull fracture, such as hematotympanum, Battle's sign, or 
palpable depression. 

Also considered in the practice parameters are children who have had a brief (less than 1 minute) 
loss of consciousness, who may have had a seizure or vomited secondary to impact, who have a headache 
or are lethargic but otherwise appear normal or who have a combination of these findings. The 
parameters do not include children who have multiple trauma or suspected injury to the cervical spine; 
who have had an unobserved loss of consciousness; who have a history of a neurologic disorder, bleeding 
diathesis, or abuse; or who exhibit a language barrier. Last, the parameters refer only to children who are 
evaluated by a provider immediately or within 24 hours after injury. 

No loss of consciousness 
For a child who has suffered minor closed head injury without loss of consciousness, a thorough 

history and physical and neurologic examination should be performed. Observation for at least 24 hours 
by a -competent caretaker is recommended, with written instructions and education on how to monitor 
the child. Neither skull radiography, cranial CT scanning, nor MRI is recommended initially. 

Brief loss of consciousness 
For a child who has suffered a minor closed head injury and a brief (less than 1 minute) loss of 

consciousness, initial evaluation should include a thorough history and appropriate physical and 
neurologic examination. Observation by a competent caretaker, in a setting accessible to a medical 
facility, is appropriate as part of initial management. 

The AAP and AAFP also note that cranial CT can be used as the preferred imaging modality after 
acute injury-citing studies that show that children who sustain brief loss of consciousness or symptoms of 
amnesia, headache, or vomiting at the time of evaluation have an incidence of intracranial injury detected 
on cranial CT as high as 7%.4-7 The committee also notes that children who have suffered a minor head 
injury and loss of conscious-ness may require neurologic intervention.5-7  

The committee did not find that immediate neurologic imaging in asymptomatic children yielded 
greater benefit than initial observation alone. The committee did reach consensus that, when cranial CT 
is not available, skull radiography is an alternative- but that this modality does not necessarily correlate 
with the presence of intracranial injury. They also believe that cranial CT offers advantage over MRI in 
initial evaluation. 



FIGURE 1 
Evaluation and triage of children and adolescents with minor head trauma 
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The patient who has suffered a brief loss of consciousness can be observed at home under the 
care of a competent observer typically a parent or suitable guardian-and when printed instructions are 
provided to that caretaker. The caretaker must know how to monitor the child and have access to 
appropriate transportation to seek medical attention if the child's condition becomes worse. The 
parameters do not answer the question of when a child who has had a minor closed head injury can be 
returned to activity, including sports and physical education. A few new guidelines have addressed the 
evaluation of athletes who have suffered a concussion and when they can return to their game, but these 
may not be applicable to every child who has a minor head injury. 

In 1997, the American Academy of Neurology published a practice parameter on the management 
of concussion in sports,8 developed by expert opinion and a review of the medical literature [see "Brain 
injuries in athletes" Table 4, page 52]. At the time, however, evidence in the form of well designed, 
controlled clinical trials was lacking. The current AAP-AAFP practice-parameter update provides an 
algorithm on how to evaluate and triage children and adolescents who have minor head trauma (see 
Figure 1).1 

The American Orthopedic Society for Sports Medicine recently published the findings of a 
workshop on concussion in sports that reviewed injuries in all ages, including athletes who participate in 
professional sports.9 The findings derived from expert opinion and a review of the literature.  

The Society focused on criteria for having an athlete return to play the same day. The consensus? 
An athlete could not return to play the same day if any signs and symptoms did not clear within 15 minutes 
of the injury, loss of consciousness could be documented, or findings of an initial neurologic exam were 
abnormal. The Society recommended that every athlete who has suffered a concussion be evaluated by 
a physician, receive serial neurologic evaluations if symptomatic and be referred to an appropriate 
emergency facility where neurologic evaluation and imaging are available if mental status deteriorates or 
loss of consciousness occurs.  
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