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Abstract

Outpatient care following nonhospitalized traumatic brain injury (TBI) is variable, and often sparse. The
National Academies of Sciences, Engineering, and Medicine’s 2022 report on Traumatic Brain Injury: A
Roadmap for Accelerating Progress highlighted the need to improve the consistency and quality of TBI care
in the community. In response, the present study aimed to identify existing evidence-based guidance and
specific clinical actions over the days to months following nonhospitalized TBI that should be prioritized for
implementation in primary care. In systematic literature searches, 17 clinical practice guidelines met our eli-
gibility criteria and an additional expert consensus statement was considered highly relevant. We extracted
73 topics covered by one or more existing clinical practice guidelines. After removing redundant and out-
of-scope topics, those deemed essential (not requiring prioritization), 42 topics were subjected to a prioriti-
zation exercise. Experts from the author group (n = 14), people with lived experience (n = 112), and clini-
cians in the community (n = 99) selected and ranked topics they considered most important. There were
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areas of agreement (e.g., early education was ranked highly by all groups) and discordance (e.g., people
with lived experience perceived diagnostic tests/investigations as more important than the other groups).
We synthesized the prioritization survey results into a top-10 list of the highest priority clinical actions. This
list will inform implementation efforts aimed at improving post-acute care for nonhospitalized TBI.

Keywords: clinical practice guideline; craniocerebral trauma; priorities; survey; traumatic brain injury

Introduction

Traumatic brain injury (TBI) remains a leading cause of
disability across the life span." The majority of people
with TBI require minimal to no inpatient hospital care.
Outcomes from nonhospitalized TBI are variable, with
persistent symptoms and disability in up to one-third of
patients.2 Despite considerable scientific advances, diag-
nosis, prognostication, treatment, and equitable care
access pose ongoing challenges. Recognizing this, the
U.S. Department of Defense funded the National Aca-
demies of Sciences, Engineering, and Medicine (National
Academies, hereafter) to conduct a study to identify bar-
riers and possible solutions for improving TBI care and
research. After reviewing the scientific literature and
hearing testimony from people with lived experience
(PWLE) and others involved in TBI prevention, care,
recovery, and research, the committee outlined eight rec-
ommendations in their 2022 report Traumatic Brain
Injury: A Roadmap for Accelerating Progress.3 The
National Academies subsequently established a Forum on
TBI to facilitate implementation of these recommenda-
tions. An Action Collaborative on TBI Care was con-
vened under the auspices of this Forum to compile and
disseminate best practices and resources on symptom
management, care models, patient/family/provider mate-
rials, and other information aimed at enhancing recovery
in the period after TBI.

Action Collaborative members’ work focused initially
on adults with TBI who do not present to an emergency
department or are discharged directly from the emergency
department (i.e., nonhospitalized), but also applicable to
people with TBI who are able to care for themselves at dis-
charge from acute care. Most cases of nonhospitalized TBI
would fulfill criteria for mild TBL* Because the National
Academies TBI Roadmap report’ called for replacement
of the “inaccurate and misleading” (pg. 5) convention to
trichotomize TBI severity into mild, moderate, and severe,
and the subsequent National Institutes of Health initiative
to propose a new classification system,” the Action Collab-
orative elected to not use the term mild TBI.

One of the key recommendations in the National Aca-
demies TBI Roadmap report3 was to “reduce unwarranted
variability and gaps in administrative and clinical care
guidance to ensure high-quality care for TBI” (pg. 6).
Toward this end, members of the Action Collaborative on
TBI Care formed a Working Group in December 2022 to

review the landscape of current clinical practice guidelines
(CPGs) for managing TBI and to identify and synthesize
the top-priority recommendations from those documents,
at least some of which could be applied in primary care.
The CPG Working Group focused on the post-acute phase
(the days to ~6 months following injury) because this
period was perceived to have the greatest variability and
gaps in care, and complement efforts toward management
of TBI as a chronic disease.® Members of other Action
Collaborative Working Groups are currently (1) develop-
ing updated patient-facing education materials, (2) propos-
ing core elements of an interdisciplinary post-acute TBI
clinic, and (3) identifying goals for TBI follow-up care.

Here we describe the CPG Working Group’s process
for identifying priority clinical actions for outpatient
management of nonhospitalized TBI. The process
involved extracting topics from existing CPGs; conduct-
ing prioritization surveys with experts, clinicians, and
PWLE; and a final consolidation by consensus of CPG
Working Group members. Identifying top priority clini-
cal actions can inform the development of guidelines for
implementation in primary care settings.

Methods

Identifying existing CPGs

The CPG Working Group was aware of recently per-
formed systematic searches that had broader criteria than
considered necessary for the present purpose. We
decided it would more efficient to screen these search
results rather than conduct a new (redundant) systematic
search. We obtained the search results containing all
included and ineligible articles from Sander et al,” and
all included articles from systematic reviews performed
by Berrigan et al® (updated to April 2021) and Lithopou-
los et al’ (updated to October 2022).

The CPG Working Group created a priori inclusion/
exclusion criteria for existing CPGs based on an adapted
version of National Guideline Clearinghouse definition
of a CPG'® and additional criteria for alignment with the
scope of TBI Forum’s Action Collaborative on TBI Care
(see Supplementary Data S1). Two independent raters
(pairs of CPG Working Group members) screened titles
and abstracts, applying the eligibility criteria. Another
pair of independent raters reviewed full-text reviews,
with discrepancies resolved by a third (M.T.B.). We
searched for additional CPGs and recent updates of
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FIG. 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram.

CPG, clinical practice guideline; NASEM, National Academies of Sciences, Engineering, and Medicine.

eligible CPGs from the reference lists of published
reviews of CPGs'"'? and forward citation tracking of
eligible CPGs. The number of articles excluded at each
stage is reported in Figure 1.

The systematic search process yielded 17 eligible
CPGs. The CPG Working Group decided to include the
Concussion in Sport consensus statement'® because it
was expected to have a major impact on clinical prac-
tice even though it did not meet our definition of a
CPG and does not identify itself as a CPG. This addi-
tion raised the total to 18 eligible CPGs (listed in Sup-
plementary Data S1).

Identified topics covered in eligible CPGs

Each of the 18 eligible CPGs was assigned to a CPG
Working Group member (one extractor per CPG). The
extractors’ task was to complete a spreadsheet to mark
which topics were covered in each CPG. The co-chairs
(N.D.S. and K.L.) drafted an initial seed list of topics in
CPGs and invited extractors to add topics covered in the
CPG but not included in the seed list.

The extraction process identified 70 topics covered in
eligible CPGs. Of these, three were determined to cover
multiple distinct elements of care, and so were separated,
resulting in a total of 73. This list of 73 topics was circu-
lated to all CPG Working Group members, who were
invited to add topics that they believed should be covered

in a CPG on nonhospitalized TBI but were not covered
in previous CPGs. Seven new topics were added through
this mechanism. Of the complete list of 80 topics, 19
were removed because they were out of scope (e.g.,
involved pre-hospital or hospital care) and another 16
were removed because they were redundant or could be
integrated within another topic (e.g., return to driving
was incorporated into return to activity).

Of the remaining 45 topics, three were excluded from
the subsequent prioritization process because the CPG
Working Group considered them essential, leaving 42
topics (Supplementary Data S1). These three essential
topics were as follows: (1) confirm a diagnosis of TBI,
(2) determine the severity of the TBI, and (3) determine
if the patient requires assessment at an emergency
department for possible life-threatening complications.
In a later CPG Working Group meeting, after publication
of the 2023 update of the National Institute for Health
and Care Excellence (United Kingdom) guideline on
TBL'* which included a new recommendation (#1.4.12)
on abuse/neglect as a possible cause of TBI, the CPG
Working Group decided to add screening (and possible
safeguarding) for abuse/neglect as a fourth essential
topic. Finally, even though screening for social determi-
nants of health had been included in the prioritization
process, the CPG Working Group decided to add it as a
fifth essential topic.
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Public prioritization survey

To elicit input from the public, the CPG Working Group
designed an anonymous survey modeled after the type
used for “interim prioritization” in James-Lind Alliance
Priority-Setting Partnerships, for example, see Ref.'
The survey asked respondents to self-identify as (1) a
person who sustained a TBI, (2) a caregiver for a person
with TBI, or (3) a health professional who provides TBI
care. Respondents were then instructed to select up to 10
topics (from a list of 42) that are “most important” to
include in a CPG for TBI and in a second step, rank
order their selections. The survey included lay definitions
of TBI and CPG. Finally, respondents entered their
demographic characteristics. With branching logic, patients
and caregivers responded to additional questions about
the injury, most problematic symptoms, and care received.
A draft of the survey was circulated to lay reviewers at the
U.S. Department of Defense and a patient focus group
involved in other activities of the Action Collaborative on
TBI Care to get feedback and recommendations to
improve readability. A copy of the final survey is provided
in Supplementary Data S1. The survey was reviewed by
the Institutional Review Board of the University of Cal-
ifornia, San Francisco (IRB#: 23-39445, Reference#:
387719) and determined to be exempt.

The survey was programmed into Qualtrics and dis-
tributed by email by staff and members of the TBI
Forum to a list of professional and patient associations/
organizations (primarily within the United States and
Canada) compiled by the CPG Working Group. CPG
Working Group members also shared the survey invita-
tion within their professional networks and encouraged
snowball sampling and social media promotion. Adver-
tisements highlighted that the public survey was intended
for “adults with TBI who do not require acute hospital
care (mild TBI/concussion)” or “individuals with lived
experience of mild TBI, including patients and their fam-
ily members.” The English-language survey opened on
November 14, 2023, with an advertised deadline of
December 15, 2023. A Spanish-language version was
open from February 22 to March 24, 2024 and then
because of low engagement, extended to April 21, 2024,
with additional promotion.

Expert prioritization survey

CPG Working Group members were invited by email to
complete a copy of the same survey designed for the
public, but with minor changes. This survey differed
from the public survey in that respondents were explic-
itly asked to consider the following factors for determin-
ing the “importance” of topics: (1) prevalence of the
problem/symptom, or the proportion of patients the topic
applies to, (2) underuse, overuse, or misuse of the advice,
diagnostic test, or intervention, (3) concerns about

practice variation, (4) costs associated with different
practice options, (5) concerns (other than cost) about
inequities in access to or delivery of diagnostic tests,
interventions, or information, (6) likelihood that the
guideline recommendation will be effective in influencing
practice, (7) if consistently implemented, likelihood that
the guideline recommendation will improve the quality of
care and/or patient outcomes, and (8) quality of evidence
supporting guideline recommendation. These criteria are
based on the ADAPTE Manual and Resource Toolkit
(Version 2.0, 2019, accessed from www.g-i-n.net June
18, 2023) and tailored for the present study. The expert
survey was conducted from October to November 2023.

Statistical analysis

Rankings were reverse coded so that the highest rank (1)
equals the highest score (10). Unranked topics were
assigned a score of 0. We calculated an average of the
reverse-coded rankings within each group. Higher mean
item scores (maximum = 10) reflect topics that were
ranked higher by more people. As a complementary met-
ric of perceived importance, we also report the propor-
tion of respondents in each group who included a given
topic in their top 10, regardless of rank within top 10.
Data are reported descriptively, except for a supplemen-
tary analysis in which we used independent samples
t-tests to compare priority ratings in PWLE with lengthy
versus no hospitalization for TBI.

Results

We received a total of 288 responses to the public prioriti-
zation survey, including 157 from PLWE (patients and
caregivers) and 131 from clinicians. Of this response pool,
112 (71.3%) of PWLE provided valid data (i.e., selected
at least one topic as important) and 99 (75.6%) clinicians
provided valid data. Only 11 (3.8%) of the total responses
and 6 (2.8%) of the valid responses were completed in
Spanish. Participant characteristics are reported in Table 1.
The majority of PWLE identified as women and White,
reported having a college degree and an annual household
income of at least $50,000, and were from the United
States. The sample of clinicians had a similar demo-
graphic profile but was more balanced on gender.

The majority of PWLE respondents (84 of 101; 83.2%
of valid responses) reported on a TBI that occurred more
than a year ago. Nearly a third of PWLE (30 of 99;
30.3% of valid responses) reported that the most recent
TBI involved a hospital admission of more than seven
nights (see Table 1). PWLE who reported on a TBI
requiring hospitalization more than seven nights (n = 30)
had similar ratings to those reporting on nonhospitalized
TBIs (n = 53) for their highest priority topics, including
computed tomography (Q1), magnetic resonance imag-
ing (MRI) (Q2), neuropsychological assessment (Q5),
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Table 1. Demographics of Survey Respondents

Table 1. (Continued)

CPG working PWLE Clinicians
Variable group(n=14) (n=112) (n=299)
Location
United States 9 79 59
Caribbean 0 2 0
Canada 3 11 25
South America 0 2 0
Europe 2 3 4
Africa 0 0 1
Asia 0 2 0
Oceania 0 3 2
Missing 0 10 8
Gender
Woman 7 71 47
Man 6 22 40
Gender fluid 0 5 0
Non-binary 0 1 0
Transgendered 0 1 0
Prefer not to say or missing 1 12 12
Age group
18-24 0 3 4
25-34 3 13 8
35-44 4 20 26
45-54 2 31 18
55+ 5 31 35
Missing 0 14 8
Race
White 9 76 62
Black 1 8 4
Latino/Hispanic 1 3 2
Asian/Asian American 2 5 10
Indigenous/Native American 0 3 1
Other 1 1 5
Prefer not to say or missing 0 16 15
Highest education attainment — —
Less than high school 3
High school diploma 1
Some college, no degree 22
Bachelor’s degree 30
Graduate/professional degree 41
Missing 16
Recency of TBI — —
Within the past year 17
1-4 years ago 34
5-10 years ago 24
More than 10 years ago 26
Missing 11
Admitted to hospital for most — —
recent TBI
Yes, for >7 nights 30
Yes, for 0-7 nights 16
No 50
Unsure 3
Missing 13
Required neurosurgery for most — —
recent TBI
Yes 15
No 29
Unsure 3
Not applicable (not admitted) 50
Missing 15
Household income — —
Under $25,000 11
$25,000 to $49,999 9
$50,000 to $99,999 20
$100,000 and over 36
Prefer not to say or missing 36

(continued)

CPG working PWLE  Clinicians
Variable group(n=14) (nh=112) (n=299)
Health specialty/discipline —
Neurologist 4 16
Neurosurgeon 1 8
Physiatrist/rehabilitation 3 6
medicine
Primary care/family 0 4
physician
Emergency medicine 0 3
physician
Sports medicine physician 0 3
Psychiatrist 0 1
Occupational therapist 0 16
Speech-language pathologist 0 12
Physical therapist 0 8
Neuropsychologist 2 4
Other 4 12
Missing 0 6
Primary work location —
Academic medical center 8 37
Outpatient rehabilitation clinic 1 25
Veterans Health/military facility 2 8
Other 4 20
Missing 0 9
Years of clinical experience —
Less than 1 0 6
1-5 years 2 13
5-10 years 3 11
10-15 years 1 7
More than 15 years 6 53
Missing or not applicable 2 9

CPG, clinical practice guideline; PWLE, people with lived experience;
TBI, traumatic brain injury.

and computerized cognitive testing (Q6), all p < 0.05.
However, PWLE respondents who had experience with a
TBI involving lengthy hospitalization rated early educa-
tion (Q12) as significantly more important than those
who had experience with a nonhospitalized TBI [M =
4.20, SD = 3.7 vs. M = 1.7, SD = 2.9; #(81)=3.43,
p =0.0009].

Neurologists, occupational therapists, and speech-
language pathologists were the most represented disci-
plines. The majority of clinicians were senior (independent
practice >15 years) and worked at an academic medical
center or outpatient rehabilitation clinic. Virtually all clini-
cians reported caring for adults in the general population
and a substantial portion reported providing care to athletes
(n =45; 46%) and/or military service members or veterans
(n =29; 30%). The results of the public prioritization sur-
vey are presented in Table 2, specifically, respondents’
rankings for topics that the expert group ranked within the
top 10, and their own top 10 ranked topics.

All 17 CPG Working Group members were invited to
complete the expert survey, and 14 did. Their character-
istics are also reported in Table 1 and results in Table 2.
There were seven topics rated in the top 15 by all three
groups (rows colored green) and an additional six topics
rated in the top 15 by two groups (rows colored orange).
Within the latter category, there were some marked
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Table 2. Prioritization Survey Results

Expert working group

nh=14) PWLE(n=112) Clinicians (n = 99)

Topic

Rank Score® % top10° Rank Score % top10 Rank Score % top10

PWLE, people with lived experience; Green, topics rated in the top 15 by all three groups; Orange, topics rated in the top 15 by two groups;

Red, topics rated in the top 15 by one group.

“Rankings were reverse coded so that 1 (highest ranking) =10 (highest score), unranked topics were assigned a score of 0, and an average was
calculated across respondents in each group. Higher scores (maximum = 10) reflect topics that were ranker higher by more people.
PThe proportion of respondents who included this topic in their top 10 (regardless of rank within top 10).

discrepancies between groups. For example, PWLE and
clinicians both rated neuropsychological assessment and
computerized cognitive testing as very high priorities,
whereas experts ranked these topics as 24th and 42nd out
of 42. Only two topics were rated in the top 15 by one
group and neither of the other two groups (rows colored
red): screening for health condition that could complicate
recovery, and when to order a brain scan.

Finally, the CPG Working Group integrated the survey
results from the PWLE and clinicians with their own to
create a “top 10 list of priority topics. They started by
including all topics ranked highly by at least two groups
(n = 14; green and yellow rows of Table 2) and those
topics deemed essential by the CPG Working Group
before the prioritization surveys (n = 5), leading to a list
of 19 topics (Table 3—Ileft column). The CPG Working
Group then consolidated topics that could be covered in a
single recommendation. For example, three topics were
assessments/diagnostic tests/investigations intended to
clarify how TBI affected brain structure and function, and

so were condensed into a single topic. After seven itera-
tions, the CPG Working Group reached unanimous con-
sensus on a final “top 10” list (Table 3—right column).

Discussion

Many people with TBI do not receive follow-up
care,'®!7 or receive inadequate or inappropriate care,
predisposing them to suboptimal recovery and chronic
disability.> This may be especially true in marginal-
ized and minoritized groups.'®'® CPGs can reduce the
variability in care by synthesizing empirical evidence
and translating them into actionable recommenda-
tions. Quality CPGs for TBI exist, but most target
subpopulations (e.g., athletes with sport-related con-
cussion'?) or specific providers (e.g., physical thera-
pists'®) or the emergency department/acute care
hospital setting.'****! None are ideally suited for clini-
cians in the general community, where the greatest var-
iability in TBI care practices likely exists.> The
comprehensiveness (voluminousness) of prior CPGs
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Table 3. Top 10 Priority Topics for a Clinical Practice Guideline on Management of Nonhospitalized Traumatic Brain Injury

Priority clinical actions based on surveys

Final list of top priority clinical actions

1. Confirming the diagnosis of TBI
. Determining the severity of the TBI

W N

complications is required
. Safeguarding measures when abuse/neglect is a cause of TBI
. Screening for social determinants of health
. Providing education to the patient/family
Guidance on rest and when to return to usual daily activities
. Assessing a patient’s risk for slow recovery or long-lasting symptoms
Recommendations on when to return for follow-up medical visits
. Use of post-concussion symptom checklists

—_—
— O 0L A

3]

memory, and reaction time (neuropsychological assessment)

—
w

imaging scan of the brain)
14. Prioritizing which symptoms to treat first

. Determining if an emergency department assessment for possible life-threatening 2.

. Assessing thinking skills (e.g., concentration, memory, and reaction time) with
an in-office test done on the computer (computerized neurocognitive battery) 7.
. When to refer for a detailed evaluation of thinking skills such as concentration,

. When to order a brain scan to view small areas of damage (magnetic resonance

1. Confirming the diagnosis of TBI and determining whether
emergency department evaluation is required
Requesting assessments/investigations to characterize the
effects of TBI
3. Screening for social determinants of health, including abuse/
neglect as a suspected cause of TBI
4. Providing guidance on rest and when to return to usual daily
activities
5. Providing education to the patient/family
6. Assessing a patient’s risk for slow recovery or long-lasting
symptoms and providing recommendations on when to return
for follow-up medical visits
Prioritizing which symptoms to treat first
Providing first-line treatments for post-traumatic headache
9. Screening for mental health disorders and providing first-line
intervention for mental health disorders
10. Recommending when to refer a patient to a specialist provider
or interdisciplinary clinic that specializes in brain injury

o

15. Screening for mental health disorders and first-line intervention for mental health

disorders
16. First-line treatments for post-traumatic headache
17. Investigations to characterize the effects of TBI

18. When to refer a patient to a specialist provider or interdisciplinary clinic that spe-

cializes in brain injury

19. Choosing a treatment designed to improve overall post-concussion symptoms

TBI, traumatic brain injury.

may also limit their implementation in primary care.*
The CPG Working Group of the TBI Forum’s Action
Collaborative on TBI care therefore sought to identify
the highest priority clinical actions in the days to
months following nonhospitalized TBI, with input
from PWLE and clinicians in the community.

Several prioritization survey findings were notewor-
thy. There was fair agreement between PWLE, clini-
cians, and the CPG Working Group that follow-up care
should include early education, guidance on return to
activity, and assessing risk for prolonged recovery and
the need for return visits and referral to specialty TBI
services. Interestingly, the three surveyed groups also
agreed that screening and initiating treatment for mental
health complications were a priority, which aligns with
evidence on the high incidence and impact of psychiatric
comorbidity on TBI recovery.”> >’ There were also areas
of disagreement. Of the five most highly ranked topics
by PWLE, four concerned assessments/diagnostic tests/
investigations to characterize the effects of TBI on brain
structure and function, or in other words, to help answer
the question “how has my brain been injured?” Clini-
cians similarly valued these kinds of assessments. The
large representation of occupational therapists and
speech-language therapists in this sample, who are often
providers of cognitive assessment, may partly explain
this finding. However, the CPG Working Group did not
rank assessments among their highest priorities.
Debriefing in the CPG Working Group meetings sug-
gested a primary reason—a low likelihood of results
that would change clinical management. For example,

MRI in patients with persisting symptoms following TBI
not requiring hospitalization will usually show no traumatic
intracranial abnormalities”™* or abnormalities that do not
alter the treatment plan. That said, confirming an absence or
presence of TBI-related pathology on MRI may be helpful
in some clinical contexts.

The top 10 topics listed in Table 3 are not
implementation-ready. While they highlight important con-
tent areas for TBI outpatient care, they do not provide spe-
cific guidance on what actions clinicians should take, when
to take them, and with whom. Development of these topics
into a new CPG could achieve that necessary specificity.
We only included prior CPGs that were published in
English, which is a limitation. Another limitation of the
present study is underrepresentation of certain regions
(outside of the United States) and demographic groups
(e.g., Black and Latino/Hispanic respondents) in the
public survey. The public survey also did not specify a
time frame after TBI to consider when identifying their
priorities. The priorities in the acute stage post-injury
may not have been captured well, as the vast majority
of PWLE group referred to the injury sustained >1 year
ago. Moreover, despite our attempts to advertise the
public survey as for PWLE with “mild TBI/concus-
sion,” a proportion of respondents likely experienced
more severe TBIs, given that 30% were hospitalized
for more than 7 days and 15% required neurosurgery.
This may have contributed to differences in priorities
between the surveyed groups, although we found evi-
dence of this for early education only. Primary care
physicians were not well-represented in the clinician
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survey sample. They provide the majority of post-acute
TBI care and so should be engaged in future CPG
development and implementation efforts.

The CPG Working Group is now in the process of
writing a new CPG by translating each of the 10 priority
topics identified in the present study into actionable rec-
ommendations based on syntheses of existing CPGs. We
acknowledge that merely publishing a new CPG will not
markedly enhance TBI care without theory and evidence-
informed implementation efforts.?*>° Moreover, wide-
spread adoption of a new CPG could potentially exacer-
bate rather than reduce care variability, particularly by
recommending interventions that are costly or otherwise
inaccessible in some communities. Attention to health
inequity considerations in the CPG design will be essen-
tial to avoid that unintended outcome.*'-*?

The top 10 priority clinical actions identified here over-
lap with the top 10 research priorities identified in the
recent James-Lind Alliance Priority-Setting Partnership
on concussion.'> For example, early referral to TBI spe-
cialty care and treatments for post-traumatic headache
appear in both lists. That PWLE and clinicians in both pri-
ority setting efforts identified similar areas of importance
provides reassuring convergence. The fact that the James-
Lind Alliance Priority-Setting Partnership aimed to iden-
tify the most important unanswered research questions,
however, raises a concern that there may be insufficient
evidence to write strong recommendations on these topics.

Conclusions

The present study scoped existing CPGs that covered, at
least in part, outpatient care for nonhospitalized TBI, com-
piled a comprehensive list of topics covered in those CPGs,
and then gathered input from experts, PWLE, and clinicians
to refine the top 10 priorities for implementation. Another
key contribution of the present study was to show how per-
ceptions of importance aligned and differed between these
groups. Including perspectives from PWLE in the CPG
development process is critical to ensure that their needs are
effectively addressed in outpatient TBI care.

Transparency, Rigor, and Reproducibility

The study protocol was not preregistered. The analyses
were descriptive. No null hypothesis testing was planned
or performed, and accordingly, the sample size was prag-
matic rather than based on power calculations. Data were
acquired from October 2023 to March 2024. The surveys
are made available as supplementary material, to support
reproducibility. De-identified data from this study will be
made available (as allowable according to IRB stand-
ards) by emailing the corresponding author.
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