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The recommendations and resources found within the Guideline for Concussion/mTBI 
& Persistent Symptoms are intended to inform and instruct care providers and other 
stakeholders who deliver services to adults who have sustained or are suspected of 
having sustained a concussion/mTBI (mild traumatic brain injury). This guideline is not 
intended for use with patients or clients under the age of 18 years.  This guideline is not 
intended for use by people who have sustained or are suspected of having sustained a 
concussion/mTBI for any self-diagnosis or treatment.  Patients may wish to bring their 

healthcare and other providers’ attention to this guideline.  
 

The recommendations provided in this guideline are informed by best available evidence 
at the time of publication, and relevant evidence published after this guideline could 
influence the recommendations made within. Clinicians should also consider their 
own clinical judgement, patient preferences and contextual factors such as resource 

availability in clinical decision-making processes.
 

The developers, contributors and supporting partners shall not be liable for any damages, 
claims, liabilities, costs or obligations arising from the use or misuse of this material, 

including loss or damage arising from any claims made by a third party.
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Whether a patient first presents to the Emergency Department (ED) or to the primary care provider’s (PCP’s) office, ruling 
out traumatic brain or spine injury that requires emergency intervention is the initial priority. Acutely following injury, it is 
essential that a management plan be initiated for each patient including: information regarding monitoring for potential 
acute complications requiring re-assessment, education regarding expected symptoms and course of recovery, and 
recommendations for healthcare follow-up post-injury.1 Treatment should be individualized and based on individual patient 
symptoms and physical examination findings.2 Pre-injury or current psychiatric difficulties, such as depression or anxiety, may 
place a patient at increased risk for persistent symptoms.2 Referral to specialist services and/or interdisciplinary treatment 
may be required early on for these patients (see Appendix 2.1). Information pertinent to care pathway and referrals may also 
be found at the following links: Post Concussion Care Pathway, Referral Indicators, for Concussion Symptom Management 
and Scope of Practice for Healthcare Professionals (Scope of Practice is information for Ontario only). Referral to specialists 
should also be considered if symptoms exhibit an atypical pattern or cannot be linked to a concussion event, and/ or when 
there are other major comorbid conditions present (e.g., depression, PTSD).  

The majority of patients will be discharged home; it should be noted that a person who remains symptomatic post mTBI 
should not drive for at least 24 hours.3-6 Even asymptomatic patients after 48 hours exhibited poorer vehicle control, especially 
when navigating curves suggesting that driving impairments may persist beyond when individuals with a concussion have 
returned to driving.7 Also, patients who did present symptoms compatible with a concussion/mTBI following a head trauma 
but who are completely asymptomatic by the time they are medically-assessed should be presumed to have sustained a 
concussion/mTBI and receive counselling as described below. 

2 Initial Management of 
Concussion/mTBI

GENERAL RECOMMENDATIONS FOR MANAGEMENT OF CONCUSSION/mTBI
GRADE

2.1

Initial treatment of a patient with concussion/mTBI should be based upon a thorough evaluation 
of signs and symptoms, pre-injury history (e.g., prior concussion(s), premorbid conditions) and 
concurrent potential contributing factors (e.g., comorbid medical conditions, ADHD, medica-
tions, mental health difficulties, impact of associated concurrent injuries).

C

2.2
Persons who report somatic, cognitive and/or psychological difficulties after concussion/mTBI 
should be assessed and provided with symptom-based treatment even if it has been a pro-
longed time after injury.a

C

2.3
A patient with a first-time concussion/mTBI should be advised through early education, support 
and/ or assurance that a full recovery of symptoms, including cognitive functioning, is typically 
seen within as early as a few days up to 1 to 3 months post-injury.b

A

2.4

For patients who have 1) comorbidities or identified health or risk factors (see Table 1.1) and are 
not on a trajectory of improvement within the first month, or 2) persistent symptoms greater than 
4 weeks post-injury, it is recommended that these patients be referred for more comprehensive 
interdisciplinary evaluation to specialized concussion services/clinics (see Appendix 2.1)b

C

2.5

The primary care provider should routinely screen for the risk of depression and/or anxiety in 
the first few weeks after concussion/mTBI (see Appendices 8.1 & 8.2), which may be influenced 
by psychosocial factors and psychological responses to the injury. Patients who screen positive 
should be managed and referred to specialist services, if needed, since these conditions com-
monly complicate recovery. b

B

_________________________________________________________________________________________________________________________________________________________________

a. Adapted from the VA/DoD Management of Concussion/Mild Traumatic Brain Injury Clinical Practice Guideline (VA/DoD, 2009).
b. Adapted from the Motor Accidents Authority NSW, Guidelines for Mild Traumatic Brain Injury following a Closed Head Injury (MAA, NSW, 2008).

Although the majority of current treatments for concussion are in their infancy of development,8 there is preliminary evidence 
to support the effectiveness of active rehabilitation such as psychoeducational, psychological and cognitive interventions.9-12 
The primary forms of treatment have traditionally included a recommendation for physical and cognitive rest until symptoms 
subside along with other interventions, such as education, coping techniques, support and reassurance, neurocognitive 

Special Contributors: 
Michael Ellis & Pierre Frémont

http://concussionsontario.org/standards/tools-resources/post-concussion-care-pathway/
http://concussionsontario.org/standards/tools-resources/referral-indicators/
http://concussionsontario.org/standards/tools-resources/concussion-symptom-management/
http://concussionsontario.org/standards/tools-resources/scopes-of-practice/
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Section 2. Management of Concussion/mTBI

RECOMMENDATIONS FOR MANAGEMENT OF mTBI: PROVIDING EDUCATION AFTER mTBI
GRADE

2.6

On presentation to healthcare professionals, patients and their support persons should be pro-
vided with education that includes verbal and printed information (see Appendices 1.3 and 1.4). 
This information should be provided at the initial assessment and ongoing as required.a Educa-
tion should be tailored based on the patient’s history and symptoms  and include information on:
a. Symptoms and expected outcomes
b. Normalizing symptoms (education that current symptoms are expected and common after           

injury event)
c. Reassurance about expected full recovery in the majority of patients within a few days,

weeks  or months
d. Gradual return to activities as tolerated i.e., in a manner that does not result in a significant

or prolonged exacerbation of symptoms and life roles
e. Techniques to manage stressa

A
(a-d)

C
(e)

2.7

Scheduled telephone and/or in-person follow-up should be arranged. The focus of these ses-
sions should be to provide education regarding symptom management as well as strategies to 
encourage a gradual and active resumption of everyday activities as tolerated. These sessions 
should be provided over the initial 12 weeks post-injury as required.

A

*NEW*
2.8

Cognitive behavioural therapy could be considered as a supplementary early intervention for 
patients with psychological risk factors (e.g., pre-injury mental health disorder, negative expec-
tations for recovery, high post-injury anxiety), or as a treatment option for patients with multiple 
persisting symptoms.

A

_________________________________________________________________________________________________________________________________________________________________

a. Adapted from the VA/DoD Management of Concussion/Mild Traumatic Brain Injury Clinical Practice Guideline (VA/DoD, 2009).

rehabilitation and antidepressants.9,13 However, the most recent world Sport-Related Concussion consensus statement 
indicated that there is currently insufficient evidence that prescribing complete rest achieves recovery by minimizing brain 
energy demands following concussion. It is recommended that after a brief period of rest during the acute phase (24–48 
hours) post-injury, patients can be encouraged to become gradually and progressively more active while staying below their 
cognitive and physical symptom-exacerbation thresholds13 (see Appendix 2.2). This emphasizes an approach of “Activity 
as tolerated” (i.e., in a manner that does not result in a significant or prolonged exacerbation of symptoms). The potential 
benefit of integrating cognitive behavioral therapy to address thoughts and activities, with cognitive rehabilitation to address 
difficulties with cognitive abilities, such as attention and memory, has also been noted.11,14  Currently, there is limited evidence 
to support the use of pharmacotherapy.13 Medications that may mask worsening symptoms or confuse changes in mental 
status should be avoided in the early phases of recovery.15

Several review articles have stated the importance of educational interventions addressing concussion knowledge, symptom 
interpretation, recovery expectations and thought patterns, and activity levels, in preventing and managing persistent 
symptoms after concussion.10-12,16-18 Educational interventions for mTBI should validate the current symptomatology, while 
providing education on the anticipated course of recovery and the importance of gradually achieving realistic functional 
goals.19 There is also evidence to suggest that reassurance, in addition to education about symptoms, is more effective for 
lowering risk of persistent symptoms than education alone.13  Several studies have demonstrated that providing brief single 
session education-oriented treatment is superior to standard procedures,10-12,19-21 and even as effective as more intensive 
interventions.20,21 Education and training for identified patient’s family and caregivers are also important in aiding the patient’s 
recovery.22 In addition to providing verbal information and reassurance to patients, it is also advised that written patient 
information sheets are delivered (see Appendices 1.3 and 1.4).23 See Algorithm 2.1, which outlines the key steps for initial 
management of mTBI.

Overall, management of concussion/mTBI should initially be managed in a standardized and consistent fashion recognizing 
that the majority of patients will proceed to complete recovery. Interdisciplinary teams are important, particularly for those 
patients with more complex or prolonged recovery.8 By applying the strategies outlined above consistently, both the acute 
and chronic complications of concussion can be mitigated.

RESOURCES
APPENDICES
1 Brain Injury Advice Card (Long Version) Appendix 1.3
2 Brain Injury Advice Card (Short Version) Appendix 1.4
7 Specialized Concussion Clinics/ Centers in Ontario Appendix 2.1
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8 Parkwood Pacing Graphs Appendix 2.2
ALGORITHMS
1 Algorithm: Initial Management of Symptoms Following mTBI Algorithm 2.1
TABLES
1 Risk Factors Influencing Recovery Post mTBI Table 1.1
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Algorithm 2.1
Initial Management of Symptoms Following mTBI*

For a narrative description and guideline recommendations related to this algorithm, please refer to Section 2.
_________________________________________________________________________________________________________________________________________________________________

* Adapted from the VA/DoD Management of Concussion/Mild Traumatic Brain Injury Clinical Practice Guideline (VA/DoD, 2016).

A. Module A: Initial Presentation (>7 Days Post-injury)

Person injured with head 
trauma resulting in alteration 

or loss of conciousness

Urgent/ emergent 
conditions identified?

(see sidebar 1)

Refer for 
emergency 

evaluation and 
treatment

Yes

Evaluate for severity of 
TBI based on history 

(see sidebar 2)

No

Is the severity 
moderate or severe 

TBI?

Consult with TBI 
specialist: Exit 

Algorithm

Yes

Diagnosis of 
concussion/ mTBI: Are 

symptoms present?
(see sidebar 3)

No

No

Sidebar 1: Indicators for Immediate Referral
1. Progressively declining level of

consciousness
2. Progressively declining

neurological exam (Appendix 3.4)
3. Pupillary asymmetry
4. Seizures
5. Repeated vomiting
6. Neuroloigical deficit: motor or

sensory

7. Double vision
8. Worsening headache
9. Connot recognize people or

disoriented to place
10. Slurred speech
11. Unusual behavior

- Provide education and access to
information regarding concussion/
mTBI (Appendix 1.3 and 1.4)
- Provide usual care
- Follow-up as indicated

No

Sidebar 2: Indicators for Immediate Referral
(If a patient meets criteria for more than one category of severity, 

the higher severity level is assigned) 
Criteria Mild Moderate Severe

Structural Imaging Normal Normal or 
abnormal

Normal or 
abnormal

Loss of Consciousness 
(LOC) 0-30 min >30 min and <24

hours >24 hours

Alteration of 
Conciousness/ mental 
state (AOC)*

up to 24 hours >24 hours; severity based on other
criteria

Posttraumatic Amnesia 0-1 day >1 and <7 days >7 days

Glasgow Coma Scale 
(GCS) (best available 
score in 24 hours) **

13-15 9-12 <9Yes

- Continue with Algorithm 5.1: Management of Persistent
Symptoms following mTBI

- Refer for comprehensive evaluation to a specialized
brain injury environment (Appendix 2.1)

1

2

3

4

5

6

7

8 9

Sidebar 3: Possible Post-mTBI Related Symptoms***
Physical Symptoms:
Headache, dizziness, balance disorders, nausea, fatigue, 
sleep disturbance, blurred vision, sensitivity to light, hearing 
difficulties/loss, tinnitus, sensitivity to noise, seizure, transient 
neurological abnormalities, numbness, tingling, neck pain

Cognitive Symptoms:
Problems with attentionm 
concentration, memory, speed of 
processing, judgement, executive 
control

Behavior/ Emotional Symptoms:
Depression, anxiety, agitation, 
irritability, impulsivity, aggression

*Alteration of mental status must be immediately related to the trauma to the head. Typical symptoms would be: looking and feeling dazed and uncertain
of what is happening, confusion, difficulty thinking clearly or responding appropriately to mental status questions, and being unable to describe events
immediately before or after the trauma event.
**In April 2015, the DoD released a memorandum recommending against the use of GCS scores to diagnose TBI. See the memorendum for more
information
***Symptoms that may develop withing 30 days post-injury.
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Appendix 2.1
Specialized Concussion Clinics/Centres in Ontario

TThis list is not comprehensive for all services across the province that might treat persons after a 
concussion but the clinics below may offer benefit beyond what can be expected from other clinics that 
follow evidence-based guidelines. This list is current to June 2018 and will be updated periodically. The 
providers listed below offer interdisciplinary services by at least three different healthcare providers that can 
address medical, physical and emotional/cognitive symptoms that can occur after concussion.

LOCATION FACILITY LOCATION AND CONTACT 
INFORMATION SERVICES PROVIDED 

Barrie 

Barrie Sports 
Medicine and 
Rehabilitation 
Clinic 

Victoria Village (formerly 
Wellington St.) 
72 Ross St., Unit 11 
Barrie, ON 
L4N 1G3 

Phone: 705.722.9981 
Fax: 705.722.9985 
Email: info@sportsmedicine.on.ca 

Website: 
https://www.sportsmedicine.on.ca 

Medical Doctor, Physiotherapist, 
Registered Massage Therapist, 
Occupational Therapist, Dietician, 
Psychologist, Sports Surgeon 

Concussion 
North 

190 Cundles Road East, Suite 001, 
Barrie, ON, L4M 6L5   

Phone: 705-503-3003  
Email: info@concussionnorth.com 

Website: 
http://www.concussionnorth.com 

Sports Medicine Physician, 
Kinesiologist, Physiotherapist, 
Dietician/Nutrition, Occupational 
Therapist  
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

Hamilton 

Elliott Sports 
Medicine 
Clinic 

102-1100 Walker's Line,
Burlington, ON, L7N 2G3

Phone: 905-336-3340 
Fax: 905-336-6095 

Website: 
http://www.elliottsportsmed.ca 

Medical Doctor, Physiotherapist, 
Chiropractor, Registered Massage 
Therapist, Psychiatrist,  Nutritionist 

Hamilton 
Health 
Sciences: 
David Braley 
Sport 
Medicine and 
Rehabilitation 
Centre 

David Braley Atheltic Centre 
1280 Main St W.,  
Hamilton, ON, L8S 4E8  

Phone: 905-525-9140  x23575 
Email: reconline@mcmaster.ca 

Website: 
https://rec.mcmaster.ca/programs/d
avid-braley-sport-medicine-
rehabilitation-centre/services 

Medical Doctor, Physiotherapist, 
Kinesiologist, Athletic Therapist, 
Registered Massage Therapist 
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

Kingston 

Providence 
Care Hospital 

St. Mary’s of 
the Lake 
Hospital: The 
ABI Clinic 

Mailing Address: 
752 King St West 
Kingston, ON, K7L 4X3 

Phone: 613-544-4900 
Fax: 613-544-8558 

Kingston: 303 Bagot Street, 
LaSalle Mews Suite 401, Kingston, 
ON, K7K 5W7 
Phone: 613-547-6969 
Fax: 613-547-6472 

Brockville: 23 Abbott St. 
Brockville, ON, K6V 4A5 
Phone: 613-342-1613 
Fax: 613-342-1055 

Belleville: Quinte Mall Office 
Tower 
100 Bell Blvd., Suite 335 
Belleville, ON, K8P 4Y7 
Phone: 613-968-8888 
Fax: 613-968-9220 

Website:http://www.providencecar
e.ca/community-
services/community-brain-injury-
services/ 

Cognitive, Emotional, Behavioral, 
Physical and Pre-vocational 
Rehabilitation 

Kingston 
Orthopaedic 
and Pain 
Institute 
(KOPI) 

797 Princess Street, Suite 500 
Kingston, ON, K7L 1G1  

Phone: 613-507-PAIN (7246) 
Fax: 613-344-1203 

Website: http://www.kopi.ca 

Emergency Medicine, Family 
Practice Physician, Nursing, 
Physiotherapist, , Chiropractor, 
Registered Massage Therapist, 
Psychologist, Orthopedic Surgeon 
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

London 

Parkwood 
Institute – St. 
Joseph’s 
health Care 
London 

Mailing Address: 
550 Wellington Rd 
London, ON, N6C 0A7 

Phone:  519-685-4064, 1-866-484-
0445 
Fax: 516-685-4551 

Regional Coordinator: 519-685-
4064, 1-866-484-0445, ext. 42988 
E-mail:
omer.vandevyvere@sjhc.london.on
.ca. 

Website: 
https://www.sjhc.london.on.ca/abi 

Physiatrist, Occupational Therapy, 
Physiotherapy, Psychology, 
Speech-Language Pathology, 
Social work, Therapeutic 
Recreation, Vision Rehabilitation 
Clinic, Return to School Program, 
Family and Person with lived 
experience support, Driver 
Assessment and Rehabilitation 
Program, PossAbilities - Assistive 
Technologies Program 

Ottawa 
Ottawa 
Hospital 
Rehabilitation 
Centre: ABI 
Program 
Care Stream 

Mailing Address: 
505 Smyth Road 
Ottawa, ON, K1H 8M2 

Phone: 613-737-7350 
Fax: 613-733-8336 

Nurse Clinician for the ABI 
Outpatient Clinic: 613-737-7350, 
ext. 75406.  
Admissions Coordinator for REC 
and BRS Outreach Program: 
(613) 726-1558, ext. 31

Website: 
http://www.ottawahospital.on.ca/en/
clinical-
services/deptpgrmcs/departments/r
ehabilitation-centre/our-programs-
and-services/acquired-brain-injury-
program-abi-care-stream/ 

Acquired Brain Injury (ABI: 
Clinical Nutrition, Clinical 
Pharmacy, Nursing, Occupational 
Therapy, Physiotherapy, Physiatry, 
Psychology, Social work, Speech-
Language Pathology, Therapeutic 
Recreation. 

Behavioral Rehabilitation 
Service (BRS): Neurocognitive 
Rehabilitation, Community-based 
Rehabilitation, Psychosocial 
Counselling, Psychiatry, 
Psychology, Occupational Therapy, 
Physiotherapy, Speech-Language 
Therapy, Social Work, Therapeutic 
Recreation. 

Robin Easey Centre (REC):  
Anger management, Brain Injury 
education, Emotional adjustment, 
Family education, Memory 
strategies, Vocational preparation, 
Stress management, Social skills, 
Self-medication, Self-awareness, 
Problem solving. 
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

Sudbury 

Health 
Sciences 
North 
Outpatient 
Brain Injury 
Rehabilitation 
Service 
(OBIRS) 

Mailing Address: 
41 Ramsey Lake Road 
Sudbury, ON, P3E 5J1 

Outpatient Brain Injury 
Rehabilitation Service (OBIRS): 
865 Regent St. S, Sudbury, ON, 
P3E 3Y9 

Phone: 705-523-7100, ext. 7098 
Fax: 705-671-5656 

Website:https://www.hsnsudbury.c
a/portalen/Programs-and-
Services/Community-Care-and-
Rehabilitation 

Occupational Therapy, Psychology, 
Recreation therapy, Social Work, 
Speech-Language Pathology, 
Counselling and Education about 
Acquired Brain Injury including a 
survivor and family education 
series, Follow-up Case 
Management. 

Thunder 
Bay 

Lakehead 
University 
Concussion 
Clinic 

Lakehead University HANGAR 
955 Oliver Road 
Thunder Bay, ON, P7B 5E1 

Phone: 807-343-8188 

Website : 
http://lusportsmedicine.wixsite.com/
concussionclinic/about-us 

Medical Doctor, Physiotherapist, 
Athletic Therapist, Massage 
Therapist 

Toronto 

Bridgepoint 
Active 
Healthcare 
Sinai Health 
System 

Mailing Address: 
14 St. Matthews Road 
Toronto, ON, M4M 2B5 

Phone: 416-461-8252 
Fax: 416-461-5696 
Email: info@bridgepointhealth.ca 

Utilization Specialist, Neuro 
Rehab and Activation: 416-461-
8252, ext. 2305; 
Patient Referrals: Ambulatory 
Care Centre Extension: 416-461-
8252, 2371;  
Case Manager: 416-461-8252, 
ext.: 2278; 

Website:http://www.bridgepointhea
lth.ca/ 

Neuropsychology, Nursing, 
Occupational Therapy, 
Physiotherapy, Social Work, 
Speech-Language Pathology, 
Mindfulness Based Stress 
Reduction program, Pain 
Management program, Medical 
Rehab. 
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

St. Michael’s 
Hospital: 
Head Injury 
Clinic 

Mailing Address: 
30 Bond Street 
Toronto, ON, M5B 1W8 

Phone: 416-360-4000 

Trauma and Neurosurgery; Head 
Injury Clinic: 416-864-5520 

Website:http://www.stmichaelshos
pital.com/programs/trauma/head-
injury-clinic.php 

Cognitive Services, Medical 
Services, Patient and Family 
Education and Support, 
Psychiatry Services, Psychosocial 
Services. 

Sunnybrook 
Health 
Sciences 
Centre -  Mild 
to Moderate 
TBI Clinic 

Mailing Address: 
2075 Bayview Avenue 
North York, ON, M4N 3M5 

Phone: 416-480-4095 
Fax: 416-480-4613 
Email: 
Elke.McLellan@sunnybrook.ca 

Website:http://sunnybrook.ca/cont
ent/?page=bsp-traumatic-brain-
injury-clinic 

Patients are seen within the first 3 
months after injury. 
Brain Injury Education, 
Occupational Therapy, Physical 
Therapy, Emotional, behavioral, 
cognitive, psychological and 
psychiatric symptom management 

Sunnybrook 
Health 
Sciences 
Centre 
Traumatic 
Brain Injury 
Clinic: St. 
John's Rehab 
Hospital 

Mailing Address: 
285 Cummer Avenue 
Toronto, ON, M2M 2G1 

Phone: 416-226-6780 

Website:https://sunnybrook.ca/con
tent/?page=sjr-patvis-prog-bot 

For mild to moderate brain injury. 
Physiotherapy, occupational 
therapy, nursing, speech-language 
pathology, pharmacists, 
physicians, dietary, social 
work, psychology and spiritual 
care. 

University 
Health 
Network: 
Hull-Ellis 
Concussion 
and 
Research 
Clinic 

Mailing Address: 
550 University Avenue East Wing – 
10th floor Toronto, ON, M5G 2A2 

Phone: 416-597-3422, ext. 3226 
Fax: 416-597-7169 

Website:http://www.uhn.ca/Toront
oRehab/PatientsFamilies/Clinics_T
ests/Hull-
Ellis_Concussion_Research 

Physicians, Clinic coordinator, 
Psychologists, Physiotherapists 
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Appendix 2.1: Specialized  Concussion Clinics/Centres in Ontario

Waterloo 
Waterloo 
Sports 
Medical 
Center 

University Square Plaza Location 
Unit 12 - 65 University Avenue 
East 
Waterloo, ON, N2J 2V9 

Phone: 519-746-2220 
Fax: 519-746-2295 
Email: info@wsm.ca 

Website: https://www.wsm.ca 

Physiotherapist, Registered 
Massage Therapist, Occupational 
Therapist, Medical Doctor, 
Physiatrist, Registered Massage 
Therapist, Naturopath 
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The Pacing Graphs Explained 

The green (safe zone) represents when you are symptom-free, or your baseline symptoms. The red 
(danger zone) represents when your symptoms are increased.  

Your Current Activity Pattern may look like this  
if you continue to work, study, exercise, and in effect 
push through your symptoms into the ‘red zone’. 
Unfortunately, you end up crashing and may need 
hours or days to return to baseline. 

Your Goal: To gradually increase activity tolerance without significantly increasing symptoms or crossing 
the symptom threshold (into the ‘danger zone’). Therefore, planning and pacing of activities is very 
important.   You need to find the right level of activity whereby your symptoms are either eliminated or 
manageable, and then as your symptoms are better controlled, you can gradually increase your activity 
level. 

You should aim to remain below your significant 
symptom threshold to promote recovery.    

Use your timer to set time restrictions for activities to 
ensure that a task is stopped soon after symptom 
onset (i.e. if symptoms increase by 2-3/10 and then 
return back to baseline within 30-60 min, this is an 
appropriate amount). This will allow you to monitor 
your response to activity and teach you how to self-
pace and self-monitor.   You need to challenge the 
system in a manageable way in order to change it. 

Additional Strategies 
 Start with shorter bouts of exercise or activity with rest in between  OR
 Try switching between different types of activities (e.g., switching from reading to walking).
 Doing nothing at all will not promote recovery, but doing too much each day may cause prolonged

symptoms.  Therefore, completing structured, paced activities throughout the day with rest breaks
as appropriate is ideal.

Appendix 2.2
The Parkwood Pacing Graphs

_________________________________________________________________________________________________________________________
Developed by Parkwood Hospital outpatient ABI Team
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 Use a Planner/Agenda/Technology
o Plan your day in advance.  This promotes scheduling of necessary rest breaks into your day,

and activities across a number of days, rather than trying to ‘push through’ and get things all
done at once.

o If you have memory issues, an agenda or technology aid may assist you, with remembering
appointments, upcoming tasks/commitments and sending out reminders (in the case of
technology solutions).

o Track your activities to help you determine any cause and effect or patterns of setbacks
which may occur during your recovery.   Tracking activities and symptoms in the
notes/journal/agenda can also help with determining if there is a relationship between
certain activities and symptom onset.

Using strategies to plan and pace 
your day will help you reach your 
long term activity goal to be able to 
engage in activities for longer 
periods of time without making your 
symptoms significantly worse, and 
eliminates the need for prolonged 
recovery time. 

_________________________________________________________________________________________________________________________
Developed by Parkwood Hospital outpatient ABI Team

Appendix 2.2: Parkwood Pacing Graphs
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Using a Timer for Planning & Pacing 

What is it? A timer on your microwave/oven, cellphone, or a digital timer from the dollar store should 
have an alarm/beep/light that notifies you when the set time has elapsed.  

Why? A timer is very important for recovery and for helping you get back doing the day-to-day activities 
you did before your injury. After brain injury, you have or will experience various symptoms which may 
be worsened by overstimulation. Overstimulation may include too much “going on” (e.g., sights and 
sounds) for the brain to process. It is important for you to learn to recognize how much overstimulation 
it takes to bring on your symptoms (e.g., headache, tremor, fatigue, etc.).  

Temporal (time) awareness in brain injured patients may be disrupted as well, resulting in individuals 
“pushing through” symptoms to finish tasks. Additional challenges may include difficulty 
starting/stopping activities and over or under-underestimation of the passage of time.  A timer is a good 
way to promote pausing, rest, and evaluation of symptoms and to give the brain a break before the 
symptoms become problematic. It also helps to “reset” your internal clock, as time estimation skills 
often improve with continued use of a timer.  

How to use it: Set a timer for a defined amount of time (e.g., 20 minutes), and then take a break from 
the task for a defined amount of time (e.g., 10 minutes). Breaks should consist of resting or doing 
something that encourages focus on something that is not up close. For example, if you read for 20 
minutes, then perhaps take a walk for 10 minutes, rest or grab a healthy snack. This will give your brain 
the break it needs for recovery and to prevent onset of symptoms. 

How to progress: Over time, longer work periods (relative to rest), may be established using a timer and 
increasing the on-task time in increments of 5 minutes every few days. Your goal is to work relatively 
symptom-free or without a lasting increase in symptoms. 

Summary 
 Many patients return to activities too quickly, or participate in symptom provoking activities for too

long.
 We encourage you to participate in activities below the level of symptom onset in order to gradually

build tolerance.  As tolerance increases, symptoms may not occur as quickly, and many patients
begin to recover and have less symptoms as time progresses.

 Stay conscious of the significant symptoms zone (red), even when symptoms begin to subside, as it
is easy to slide into old habits of pushing through symptoms.

_________________________________________________________________________________________________________________________
Developed by Parkwood Hospital outpatient ABI Team

Appendix 2.2: Parkwood Pacing Graphs




