Becoming Traumatic Brain
Injury Informed

A Partnership Between
National Association of
State Head Injury
Administrators and
DuPage County Probation



* The following slides are courtesy of NASHIA, one of
the nation’s leaders in the field of Traumatic Brain
Injury.

* My intent today is to share how we became
connected with NASHIA; to lay a foundation as to the
importance of being TBI informed; and to identify
parts of our grant that may be of interest to other
probation and court systems.

* DISCLAIMER: | am not a subject matter expert in TBI.

| am an interested party who has had the fortune of '

working closely with a number of talented and

dedicated people at NASHIA and their partner ,

agencies. /
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Brain Injury Defined

Acquired Brain Injury

Traumatic
Brain Injury

External Forces
ex: assault, fall, blast
injury, motor vehicle

accident

Non Traumatic
Brain Injury

Internal Event
ex: stroke, tumor,
lack of oxygen,
infection









Mild TBI - Complications

/5% of TBls are mild. MTBI symptoms may appear mild, but can lead to significant, life-
long impairment affecting an individual’s ability to function physically, cognitively, and
psychologically

Symptoms may be subtle
* 90% of concussions are not associated with a loss of consciousness
* Concussive symptoms may develop over days or even months later

reated in non-hospital setting, not in ED, or not treated at all
* 90% of mTBI may go unreported
» Often not visible on CT scan or MRI

Brain Injury can mirror other disabilities or conditions




Mild TBI - Complications

* Most individuals with one, uncomplicated, mild brain injury will
resolve back to baseline

» 2 significant reasons why mild brain injury can result in lasting
Impairment:
— Repeated exposure, e.qg., abuse, intimate partner violence,
combat, sports.

— Underlying co-occurring conditions such as addiction or mental
ilIness.







Possible Physical Changes

Injury-related problem How it may affect a person functionally

Coordination Unsteady gait, poor eye-hand
coordination, slow or slurred speech,
tremors, paralysis

Visual Deficits Staring or poor eye contact, blurred or
double vision, inability to follow an
object with their eyes.

Additional Physical Seizures, deaf or hard of hearing,
Challenges fatigue.




Possible Cognitive Changes

Injury-related problem

Memory Trouble following directions, providing
requested information, making appointments.

Processing (receptive) Understanding what is being said and
reading.

Processing (expressive) Trouble putting thoughts into words — tip of

the tongue syndrome.

Problem solving (related to  Impulsive, easily frustrated, sexually
frontal lobe and temporal tip  disinhibited, verbally/physically combative,
injury) interpersonally inflexible, poorly organized.




Possible Emotional Changes

Injury-related problem How it may affect a person functionally

Depression Flat affect, lack of initiation, sadness,
irritability.

Unawareness Unable to take social cues from others.

Confabulation “Making up stories.”

Perseveration Gets “stuck™ on a topic of conversation
or physical action.

Anxiety Can exacerbate other

cognitive/behavioral problems.




Vulnerable Populations

Population TBIl with LOC Mod/Sev TBI

General Population 22% 5%
SUD TX Settings 53% 17%
Criminal Legal 50% 14%
Systems

People experiencing 47% 25%

Housing Insecurity
Psychiatric Inpatient 36% 20%

Source: SAMHSA Advisory: Treating Patients with TBI




Veterans and Brain Injury

* During peacetime, over 7,000 annually admitted to military and
veterans' hospitals with diagnosis of TBI (IOM, 2009)

* 80 percent of TBIs since Sept. 11, 2001, have been non-combat
related

 More common among non-combat military personnel than in the
general population:
- High concentration of service members in the highest incidence age groups
(18 — 44)
- Greater risk for injury associated with non-combat military duties
- Greater consumption of alcoholic beverages by military personnel




Individuals Experiencing Homelessness

* 43% (n over 2,000) of respondents reported a history of TBI with the mean
age of first injury being 15

* Individuals with TBl become homeless at a younger age and are more likely
to report mental health diagnoses, substance use, suicidality, victimization,
and difficulties with activities of dally living

* 51% reported sustaining their first injury prior to becoming homeless or at the
same age as their first homelessness episode. (Mackelprang, Harpin,
Grubenhoff, & Rivara, 2014)




Brain Injury & Intimate Partner Violence

* As many as 23,000,000 women in the United States who have experienced
intimate partner violence also live with brain injury

* The CDC estimates that at least 158,000 TBI-related deaths, hospitalization and
emergency Department visits in the US each year are related to assaults

* The rates of TBI in women who are seen in the emergency room or in a
domestic violence shelter are between 30-74 percent. Most of these injuries
occur from a direct blow to the head or from strangulation, which can result in
loss of oxygen to the brain

* Only 34 percent of the people injured by intimate partners receive medical care
for their injuries




TBI & Criminal Justice: Prevalence

* A meta-analysis found the prevalence in the justice population
to be 60.25% (Shiroma, Ferguson, & Pickelsimer, 2010) vs.
8.5% of the general population with reported history of TBI
(Wald, Helgeson, & Langlois, 2008)

* A meta-analysis found that approximately 30% of juvenile

offenders have sustained a previous brain injury (Vaughn,
Salas-Wright, Delisi, & Perron, 2014)




TBI & Criminal Justice: Prevalence

» Criminal behavior appears to increase after TBI (Farrer & Hedges, 2011;
Brooks et al., 1986: Fazel et al., 2011; Mclsaac et al., 2016; Timonen et al.,
2002; Elbogen et al., 2015)

* |n E}Colorado study, female offenders endorsed a history of TBI at a rate of
97%

» Rate )of TBl is 3 to 8 times higher among juvenile offenders (Hughes et al.,
2015

 Half of youth offenders have a history of loss of consciousness, with repeat
injuries being very common (Davies et al., 2012; Koba et al., 2013)




Psycho-Social Vulnerabilities in a Justice Population

School Adult Substance Mental Health Suicide
suspension Victimization Abuse Attempts
——

60% cohort 54% cohort 62% cohort 93% history 75% at least 39% at least
10% general 26% men; 2% general of abuse / one one attempt
population 15% women population misuse diagnosis m cohort
general cohort cohort 4% thoughts,
population 7% general 19% general 1%plan n
population population general
population

Data from Colorado Pilot Program
University of Denver 2014-2018



Presenter Notes
Presentation Notes
Comparison of other compounding factors between the general population and those that had cognitive impairment


Anxiety

Problems Worsen With
Each New Injury

Hallucinations

Cognition px's

Behavioral Health Symptoms in
Kentucky Prisoners

(Walker, Hiller, Staton, & Violent thoughts
Leukefeld, 2003)

Suicidal ideation

Suicide attempts

Depression i_ﬁ_
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E——— 53

1 5 E No head injury
® 1 head injury

A 31 14 0>1 head injury
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Criminogenic Need (1 of 2)

* Low Self Control: arrested at a young age, large number of prior offenses,
rule violations on conditional release

* Pro-Criminal Companions: association with Pro-Criminal others, isolation
from pro-social others

* Pro-Criminal Cognitions: identification with criminals, negative attitudes
towards law and justice system, belief that crime will yield rewards, rationalizes
crime

* Anti-Social Personality Pattern: impulsive, adventurous, pleasure-seeking,
generalized trouble in multiple settings, callous disregard for others, lack of
empathy, anger problems




Criminogenic Need (2 of 2)

* Dysfunctional Family / Marital: poor communication, significant conflict
(parent-child or spouse-spouse), criminal involvement, lack of appropriate
behavioral expectations and rules

* Alcohol / Drug Problem: continued use despite significant life disruptions,
increased tolerance to drugs / alcohol, increased use over time, inability to stop
use

 Lack of Education / Employment: low levels of performance and
iInvolvement, low levels of rewards and satisfaction

 Lack of Prosocial Leisure / Recreation: low levels of involvement and
satisfaction




TBIl and Correctional Services

- Increased utilization of services while incarcerated (health and psychological)
- Lower rates of treatment completion

- Higher rates of disciplinary incidents

- Lower ability to maintain rule-abiding behavior during incarceration

- More prior incarcerations

- Higher rates of recidivism (50% higher than those with no reported TBI)

- Higher levels of AOD use preceding their current incarceration

Criminogenic Risk and Brain Injury

Piccolino & Solberg, 2014
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Trauma Informed Screening

* Begin by giving the client an overview of the types of questions they can expect
to be asked when screened using the OSU or other tool.

» Reassure the client they only need to share information that will help us identify
the type of severity of injury, and do not need to share any information they are
uncomfortable disclosing.

» Share that after the screening, results will be explained. If results indicate injury
history, there will be next steps to identify symptoms.

» Strategies to address those symptoms will be shared. Referrals for resources will
be discussed and those agreed upon will also be made to start addressing any
areas of concern.

*See handouts: Trauma Informed Approach to the Online Brain Injury Screening and Support System & Quit TIP CARD




Justice
for Vets










NASHIA Online Brain

Injury Screening and
Support System

OBISSS

NASHIA
OBISSS

The OBISSS is an online screening system to determine
the likelihood of brain injury and to identify associated
challenges that may be present for youth and adults.

Benefit to the client:

* Identify TBIl and non-TBI history

« determine program eligibility

* identify impairment and share strategies regarding the
associated symptoms

« provide strategies for professionals for how to support
their client with a brain injury



https://www.nashia.org/obisssprogram

#=50 PARTICIPANT

Information I
Optional:
Subscriber Specific P R o ‘ E S S
Module/ltems

Symptoms Tips and
Questionnaire Strategies”®

OSU TBI-ID

*Email notification

OBISSS with materials sent

Complete” to participant and
provider

© 2024 NASHIA


Presenter Notes
Presentation Notes
This is a look at the process of the OBISSS. 

Consent and basic information is gathered in the first portion. Secondly, if a subscriber has added additional information-gathering items, they will appear following the basic information questions. 

Next, the questions for the brain injury screening appear (the OSU TBI- ID form). If the participant is negative for a lifetime history of brain injury according to the OSU TBI ID questions, the OBISSS experience is complete for that participant. An email will be sent to the participant and the provider with this information. 

If someone receives a positive screen for a lifetime history of brain injury on the OSU TBI ID questions, then the Symptoms Questionnaire for Brain Injury (SQBI) will be prompted to follow. 

If there are no current associated challenges based on the answers to the SQBI, then an email with that information is sent to the participant and the provider. If there ARE current associated challenges based on the answers to the SQBI, then an email with that information is sent to the participant and the provider, along with the participant tipsheets and provider guidebook.  




Presenter Notes
Presentation Notes
The OSU TBI-ID Method is an established tool that has been reviewed for validity and reliability and used with permission of The Ohio State University. (Information on reliability and validity studies include provided by Dr. John Corrigan:  almost all studies of the reliability and validity of the OSU TBI-ID have included persons 18 years old and older; the TBI Model Systems studies showing reliability and validity include persons ages 16 and older; the studies using the OSU TBI-ID in the Adolescent Brain Cognitive Development (ABCD) study show validity for use with youth aged 10 and older as well as their parental proxies.)

The version of the OSU TBI ID that is used in the OBISSS is the online, self-report/self-administration version. 

The Symptoms Questionnaire for Brain Injury (or SQBI “squib-ee”) is the Colorado Brain Injury Symptoms Questionnaire. It has been renamed and utilized with their permission. It is evidence-based and possesses content validity. It does not reflect objective cognitive performance but rather it measures “complaints” or presences of symptoms. 
The OBISSS is a subscription service. (Here, you may want to mention or change the wording to state that your organization provides ”no-charge” access to providers, or something similar.)

NASHIA suggests that the OBISSS is appropriate for ages 10 and up. There is a youth version and an adult version. The youth version differs on the consent form and the Symptoms Questionnaire tool that puts statements and examples into terminology more reflected of youth. 

The adult version is available based on the state’s age of majority. 
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PROVIDES A WAY TO ESTIMATE IF THERE IS A LIKELIHOOD
THAT CHALLENGES OR CONSEQUENCES EXIST FROM
ONE'S LIFETIME EXPOSURE TO BRAIN INJURY.
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Presenter Notes
Presentation Notes
It is important to note that every bump to the head will not result in a positive brain injury screen on the OSU TBI-ID. Rather, those injuries that are most likely to STILL be presenting challenges are the ones that show as a positive screen. 
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Presenter Notes
Presentation Notes
The SQBI looks at these nine areas of challenges following a brain injury. 




Presenter Notes
Presentation Notes
A great feature of the OBISSS is the data collection element. The demographic data that is collected so be used to make comparisons, for example among ethnicity, gender, setting; and inform programs to show perhaps where more funds and resources are needed to offer better service delivery. 




Presenter Notes
Presentation Notes
The final output on the OBISSS (if someone screen positive for a lifetime history of brain injury and challenges associated with a possible injury) is a set of tip sheets for the participant that suggests things to do to help with associated challenges and a guidebook for professionals that suggests things to do to work along side the participant with the associated challenges. 




MULTIPLE LEVELS OF DATA

INDIVIDUAL DATA

SUBSCRIBER DATA

NATIONAL DATA

-Helps identify someone with a
potential brain injury.

-Helps improve services and
service delivery for individuals to
reduce intervention time,

frustrations, and service barriers.

-Assists in improving
programming

and indicates
state-wide or
organization-wide
needs.

-Helps determine where
resources are needed.

-Compares program data to
other participating programs.

© 2024 NASHIA


Presenter Notes
Presentation Notes
One great feature of OBISSS is the data that is generated!


Individual data generated is 1) for the participant to understand their potential lifetime history of brain injury and 2) for the subscriber to understand more about the participants needs. 

Subscriber data generated is delivered with descriptive data to understand more about the participant population that they are serving that can inform resource distribution, funding, and training needs. 

An aggregate view of national subscribers’ data is helpful to compare other participating programs or states and look at prevalence within certain identified settings. 
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STEPS TO THE
OBISSS






Presenter Notes
Presentation Notes
The next questions area the consent and demographic questions. Custom subscriber questions will also appear is available.  (A demonstration video is available by choosing ”play”)





Presenter Notes
Presentation Notes
The next question set is the OSU TBI ID brain injury screening questions. (A demonstration video is available by choosing ”play”)


STEPS TO THE OBISSS -4

YES? NO?
» IF A PARTICIPANT SCREENS POSITIVE + IF A PARTICIPANT SCREENS NEGATIVE (-
(+) TO A POSSIBLE BRAIN INJURY, ) TO APOSSIBLE BRAIN INJURY,

INFORMATION WILL BE EMAILED TO THE

INFORMATION WILL BE EMAILED TO
PROVIDER AND THE PARTICIPANT (IF

»
THE PROVIDER AND THE THEY INCLUDED AN EMAIL ADDRESS)
PARTICIPANT (IF THEY INCLUDED AN
EMAIL ADDRESS) + THE PARTICIPANT IS NOW DONE WITH
THE OBISSS

 THE PARTICIPANT WILL THEN
ANSWER QUESTIONS ABOUT
CHALLENGES THEY MAY BE blAMNX€5iA

 THE PARTICIPANT WILL PRESS SUBMIT
AND CLOSE THE SCREEN


Presenter Notes
Presentation Notes
As mentioned earlier, if the participant is negative for a lifetime history of brain injury according to the OSU TBI ID questions, the OBISSS experience is complete for that participant. An email will be sent to the participant and the provider with this information. 

If someone receives a positive screen for a lifetime history of brain injury on the OSU TBI ID questions, then the Symptoms Questionnaire for Brain Injury (SQBI) will be prompted to follow. 

IT IS IMPORTANT TO REMEMBER THAT SUBMIT MUST BE CLICKED/CHOSEN IN ORDER FOR THE INFORMATION IN THE OBISSS TO BE SENT TO THE SYSTEM. 




Presenter Notes
Presentation Notes
For those with a positive screen for a lifetime history of brain injury, the SQBI questions are next. There are nine sections. On a scale of “I am not bothered by this at all” to “I am extremely bothered at this”, a participant is asked to rate a comment based on “In the recent weeks, how much have you been bothered by the following.” (A demonstration video is available by choosing ”play”)

Examples of questions include “I misplace items”  and ” I have trouble following a conversation”. 


STEPS TO THE OBISSS -6

YES? NO?

» |F THE SQBI INDICATES CHALLENGES,  |F THE SQBI INDICATES NO
THE PROVIDER AND THE CHALLENGES, THE PROVIDER AND
PARTICIPANT (IF EMAIL PROVIDED) THE PARTICIPANT (IF EMAIL
WILL GET AN EMAIL WITH TIP SHEETS PROVIDED) WILL GET AN EMAIL WITH
FOR SUPPORT THAT INFORMATION

 THE PARTICIPANT WILL THEN PRESS  THE PARTICIPANT WILL THEN PRESS
SUBMIT AND CLOSE THE SCREEN SUBMIT AND CLOSE THE SCREEN

© 2024 NASHIA

« THE OBISSS IN NOW COMPLETE » THE OBISSS IN NOW COMPLETE


Presenter Notes
Presentation Notes
As mentioned earlier, if there are no current associated challenges based on the answers to the SQBI, then an email with that information is sent to the participant and the provider. If there ARE current associated challenges based on the answers to the SQBI, then an email with that information is sent to the participant and the provider, along with the participant tipsheets and provider guidebook.  

IT IS IMPORTANT TO REMEMBER THAT SUBMIT MUST BE CLICKED/CHOSEN IN ORDER FOR THE INFORMATION IN THE OBISSS TO BE SENT TO THE SYSTEM. 





Presenter Notes
Presentation Notes
It is important to know that knowing a participants lifetime history of brain injury has the potential to focus the time spent with the participant, reduce missed appointments, improve service recommendations, and improve communication with all parties. 


Professional Guidebook:
Strategies for
Managing Brain Injury
Challenges in Adults

| UNIVERSITYef '6' NATIONAL ASSOCIATION
DENVER Q7 Shaisisiin

Adapted for use by the National Association of State Head Injury Administrators with permission by
MINDSOURCE Brain Injury Network, 2022
© 2024 National Association of State Head Injury Administrators, All Rights Reserved.

Strategies for Memory Challenges/Ways to Remember Information

Strategies for Delayed Processing/Ways to Understand Information

Strategies for Challenges with Attention/Ways to Help with Attention

Strategies for Impulsivity/Ways to Think Before Acting

Strategies for Physical and Sensorimotor Challenges/Ways to
Manage Physical and Sensory Changes

Strategies for Language Challenges/Ways to Understand and
Use Language

Strategies for Organizational Challenges/Ways to Organize
Time and Activities

Strategies for Mental Flexibility Challenges/Ways to Think and
Respond

Strategies for Emotional Dysregulation/Ways to Manage Emotions

Checklist for Better Sleep

QOVEOOOOM®EO

© 2024 NASHIA


Presenter Notes
Presentation Notes
This is an example of the provider guidebook. The left image is the cover page and the right image is the table of contents. The first title is how a professional may refer to the brain injury challenges and the second title is how the OBISSS refers to the associated challenge to be a bit more plain language. 


Strategies for Impulsivity/ Ways to Think Before Acting
Ways to Think Before Acting

Impulsivity is the conscious or unconscious inability to suppress or refrain from engaging in an action or thought.

Impulsive behaviors are unplanned, may be risky or dangerous, and are often carried out without thinking about Impulsivity is when you find it hard to think before you act or say something. You might notice yourself
the consequences. Individuals with impulsivity challenges may appear inconsiderate, thoughtless, or sensation cutting someone off before they finish talking or doing the first thing that comes to mind. You may also
seeking. They may have difficulty following instructions when completing tasks, may interrupt others when find it hard to control your emotions and show them in a way that others will understand. Even though
speaking, or may dominate conversations in both individual and group settings. The use and repeated practice these behaviors are not on purpose, it can be frustrating if you find yourself getting in trouble for your
of the following suggestions can be helpful: actions. Using and practicing the following suggestions can be helpful:

1. If the participant appears distracted or unfocused, you can use a grounding exercise to return their attention
to the room. For example, ask the participant to describe the chair they are sitting in (or some other small
object from the room) in great detail for 60 seconds. Have them tell you about the texture, shape, temperature,
and physical features of the chair or object.?'

2. Make paper available during meetings and encourage the participant to write down their comments and
questions instead of blurting them out. Encourage them to use this practice to avoid talking out of turn.
Repetition and reinforcement will build the skill and make it consistent over time.??

THINK

3. To minimize conversational disruptions in group settings, ask the participant to silently repeat question(s) to
themselves before offering an answer.®

4. Breathing techniques can help to relax or de-escalate the participant when they are feeling out-of-control. A
simple exercise that you can do with the participant is have them focus on their breathing for 60 seconds.

Instruct the participant to breathe in through their nose, hold their breath for 6 seconds, and then breathe out . . . . )
through their mouth. 24 2. Breathing techniques can help you relax when you are feeling out-of-control. A simple exercise that

you can do is focus on your breathing for 60 seconds. Breathe in through your nose, hold your breath

1. Stop —» Think — Act! When you notice yourself acting on the first thing that pops into your mind,

STOP and count to 3 while you think about the possible outcomes of what you are about to do before
you do it.

5. When giving the participant any assignment, prompt them to create a checklist or write down step-by-step

instructions to take home with them.25 for 6 seconds, and then breathe out through your mouth.

6. You can use brief mindfulness exercises during your meetings to help the participant fight off urges that may 3. Wait until others have finished talking before sharing your thought. If you find yourself disrupting
be caused by stress. For example, use the “Five Senses Exercise” and have the participant do the following: conversations, try silently repeating the question(s) to yourself before offering an answer. This can
find five things in the room that you can see; find four things in the room that you can feel; notice three things help you avoid cutting others off when they are speaking.
in the room that you can see; identify two things in the room that you can smell; focus on one thing in the 4. If you find it hard to stay focused in any setting, physical or mental breaks can help. For example, try

room that you can taste.?®

7. Poor sleep can contribute to impulsivity. You can review the attached sleep checklist with the participant to
help promote better sleep habits.

going for a short walk to take a break and refocus.

5. When working with others in a group setting, bring a notepad with you to write down your thoughts
as they pop into your head. This can help avoid any interruptions that may have been caused by

king out of turn.
Compiled by E. Halbert, K. Janicke, & T. Morgan March 11, 2019. speaking ot ot turn

6. Write down step-by-step instructions or create a checklist to help yourself complete tasks or
instructions.

7. Poor sleep can contribute to impulsivity. You can review the attached checklist for better sleep to
help promote better sleep habits.

& Farrell, D., & Taylor, C. (2017). The teaching and learning of psychological trauma — A moral dilemma. Psychology Teaching Review, 23(1), 63-70. . .
2 | aCount, P., Hartung, C., Shelton, C., & Stevens, A. (2018). Efficacy of an organizational skills intervention for college students with ADHD symptomatology and ComP“Ed by E. Halbert, K. Janicke, & T. Morgan March 11, 2019.
academic difficulties. Journal of Attention Disorders, 22(4), 356 - 367.
2 Colorado Department of Education. (2018). Brain injury in children and youth: A manual for educators. Denver, CO: Colorado Department of Education.
2 Hoffman, S. G., & Gomez, A. F. (2017). Mindfulness-based interventions for anxiety and depression. Psychiatric Clinics of North America, 40(4), 739-739.
5 Colorado Department of Education. (2018). Brain injury in children and youth: A manual for educators. Denver, CO: Colorado Department of Education.
% Ackerman, C. (2019). 22 mindfulness exercises, techniques, & activities for adults. Refrieved from htps://positivepsychologyprogram.com/mindfulness-exercises-
techniques-activities#mindfulness-interventions-techniques-worksheets. Adapted for use by the National Association of State Head Injury Administrators with permission by MINDSOURCE Brain Injury Network, 2022,

© 2024 National Association of State Head Injury Administrators. All Rights Reserved.

© 2024 National Association of State Head Injury Administrators, All Rights Reserved. © 2024 NAS H IA



Presenter Notes
Presentation Notes
The image on the left is the professional guidebook strategies for the “Ways to Think Before Acting”. The image on the right is the participant tip sheet for “Ways to Think before Acting”. 











Neuropsychological Screen

 When compensatory strategies are not working, consider going to the next tier,
neuropsychological screen

* Provides objective information on cognitive impairment

« Can provide insight into other psychological concerns

* Neuropsychological Screening Tools to consider include:
— Automated Neuropsychological Assessment Metrics, Core Battery
— Neuropsychological Assessment Battery — Screening Module
— Repeatable Battery for the Assessment of Neuropsychological Status

More information about these screens can be found at this link and by clicking on
“Neuropsychological Screening Batteries Chart”:
Neuropsychological Screens



https://www.nashia.org/cj-best-practice-guide-attachments-resources-copy

Neuropsychological Screening Course: Learn more here

NEU[geleSYaglelloflell  MODULE 1 - 3: FOR MASTERS-LEVEL
Screening: CLINICIANS ($150)

Using Brain Injury MODULE 4: FOR SUPERVISORS ($150)

and Cognitive
Screening to Inform CONSULTATION HOURS AVAILABLE

Treatment Planning
ACross Settings

SIGN UP TODAY

with
Dr. Kim Gorgens HCUSHEN@NASHIA.ORG

@ NATIONAL ASSOCIATION
OF STATE HEAD INJURY
Q@@ ADMINISTRATORS



https://www.nashia.org/np-modules#!form/Neuropsych

Neuropsychological Evaluation

* When neuropsychological screening does not provide enough guidance to improve
outcomes, consider a neuropsychological evaluation

* Neuropsychological evaluation is the gold standard for assessing neuro-cognitive and
other impairment associated with brain injury

» Barriers for obtaining a neuropsychological evaluation are cost and availability

* Fortunately, the first two levels of screening typically are enough to guide support for
individuals with brain injury engaged in the criminal legal system




Strategies to Assist with Functional Behavior

Doesn't feel rules are fair
and expresses feelings

inappropriately Expressive
/Pragmatic Language

Is off-task while
reviewing
expectations:

Attention

Can’t remember
expectations:
Memory

11

4 . )
Teach appropriate ways
to express verbal
. discontent y
4 )
Make sure you have
attention before reviewing
expectations
U J
4 )
Write out/draw out steps to
compensate for memory
& J




Strategies to Assist with Functional Behavior

o [ \
Doesn't read visual cues: _
: : May need to teach facial
Visual-Spatial cues, non-verbal cues
& J
4 )
Doesn't understand Review expectations in
expectations: Receptive visual, multi-modal fashion
Language \& J
4 )
May need to teach Cognitive
No problem-solving skills: Behavioral Therapy skills
Executive Dysfunction (CBT)







Motivational Interviewing and Brain Injury

“Ml is a collaborative, goal-oriented style of communication with particular attention to the

language of change. It is designed to strengthen personal motivation for and commitment

to a specific goal by eliciting and exploring the person’s own reasons for change within an
atmosphere of acceptance and compassion.” (Miller & Rollnick, 2013, p. 29)

A Guide related to Motivational Interviewing and Brain Injury is in the works!



Presenter Notes
Presentation Notes
When Bill Miller and Stephen Rollnick began teaching MI back in the 1980s, they talk about how much focus was placed on the techniques and “how to do” MI and less about the underlying “spirit” of MI. They speak about how they felt like they were teaching the words to the practitioners but not the music. So, the “music” of MI, or the “spirit” of MI involves four key elements: partnership, acceptance, compassion, and evocation.  MI is based on a respectful and curious way of being with people that facilitates the natural process of change and honors client autonomy.


The Spirit of Motivational Interviewing: PACE

« Partnership
Collaborative process.
People are the experts of their own lives.

* Acceptance
Nonjudgmental stance; seek to understand.
Express empathy.

 Compassion
Support the person's needs and prioritize well being.
Validate efforts.

« Evocation
Spotlighting the person’s priorities, values and personal wisdom to explore reasons for
change.



Presenter Notes
Presentation Notes
Partnership. MI is a collaborative process. The MI practitioner is an expert in helping people change; people are the experts of their own lives.
Acceptance. The MI practitioner takes a nonjudgmental stance, seeks to understand the person’s perspectives and experiences, expresses empathy, highlights strengths, and respects a person’s right to make informed choices about changing or not changing.
Compassion. The MI practitioner actively promotes and prioritizes clients’ welfare and wellbeing in a selfless manner.
Evocation. People have within themselves resources and skills needed for change. MI draws out the person’s priorities, values, and wisdom to explore reasons for change and support success.


The Spirit of Ml Through a Brain Injury Lens

« Partnership: .The post injury trajectory is unique and not linear. The individual is the only one who can
convey their thoughts and feelings; they are the expert in their own journey.

« Acceptance: The individual may be struggling with learning to accept differing skill levels. Being
nonjudgmental is critical to building a partnership. Reinforcing that ambivalence is normal is key to
engagement, including feelings of uncertainty about life after their injury.

- Compassion: Prioritizing the person’s well being is particularly iimportant. You may be helping them
come to new realizations about what their well being needs are. Believe people when they say they
can’t; they may have the will but not the skill. Empathy in and of itself is an evidence based therapeutic

approach.

- Evocation: What if the person has the will but not the skill? Change may be related to the acceptance
of supports and implementation of strategies to navigate life after injury.




MI Core Skills Through a Brain Injury Lens: OARS

Open Ended Questions: Good for announcing a topic. May help to define the person’s
level of awareness of the impact of their injury.

Affirmations: Opportunities to provide person centered specific positive feedback. Use
to foster a sense of accomplishment and support skill building and practice.

Reflections: Promote self awareness. Use to help the person possibly clarify their
thoughts and intent.

Summaries: Excellent for setting context and supporting people with memory
challenges.




BH and Bl Tip Card

What Providers Need to Know: Behavioral Health and Brain Injury

What is Brain Injury?

Acquired brain injury (ABI): injury to the brain
that is not hereditary, congenital,
degenerative, or induced by birth trauma.
ABI includes both of these injury types:

Traumatic Brain Injury:

alteration in brain function,
or other evidence of brain
pathology, caused by
external force, such as falls,
assaults, motor vehicle
crashes, sports injury

Approximately one in five
American adults have
sustained a TBI severe enough
to result in some loss of
CONScioUsSness.

The vast majority of injuries are mild, with more than 90%
released from emergency departments. Most will recover from
a mild brain injury. However, there is evidence to suggest that
individuals with co-occurring behavioral health conditions
often have poorer outcomes following injury then those who
do not.
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Not only does brain injury cause behavioral health problems,
but associated deficits can also affect the effectiveness of
behavioral health treatments. ldentifying and supporting those
with brain Injury can lead to more successful outcomes.

SAMSHA Publication NO. PEP27-05-03-007, 2021

What are Common Symptoms?

Motor and SEI"ISOI":{ Effects:

= Dizziness, lightheadedness, or vertigo

+ Fatigue or lethargy

* Changes in walking and coordination
* Headaches and other pain symptoms

Emotional/Behavioral Dysregulation:

Increased likelihood of concurrent mental health issues (nnxiety)
. + Increased likelihood of behavioral problems (ﬂnger, irritability, socially inappropriate
behavior)

Cognitive Impairment:
* Slowed thinking (inability to process information efficiently)
. * Memory challenges (indbility to remember things in the pclsl)
‘Eﬁ, * |ssues in attention/concentration [knawing what to do in the present}
* Difficulties multitasking
* Impairments of language and communication

Troumatic Brain injury and Substonce Use Disorders, Lemsky C., 2021, attcnetwork.org

What About the Intersection with Substance Use and Behavior?

Having one or more brain injuries with loss of consciousness is associated with greater risk for
behavioral health problems, including problematic substance use beginning in adolescents and
more psychiatric symptoms and a significantly elevated risk of suicide.

Troumatic Brain injury and Substonce Use Disorders, 2021, attcnetwork.org.

SUBSTANCE USAGE

A -

People with brain
injury of any severity
have 2 to 4 times the
risk of attempting or

having a death by

suicide.

One-third of individuals with
brain injury experience
mental health problems
& months-1year post injury. - -

Individuals with Bl  Gen Population

Fazel et al. 2014
[ Either

Dreer, LE et al. 2018

Alcohol Abuse Ilicit drugs:

NSDC, Corrigan, 2003

What About Screening for Brain Injury?

Unless an individual has been hospitalized with a severe brain injury,
they may not be aware they have a brain injury and that it could be
affecting their functioning. A person who has compromised
functioning in the frontal areas of the brain (common after TBI):
* Adapts less well in new or stressful situations
* Has greater problems following through on recommendations
from professionals
* Has more difficulties making lifestyle changes, particularly when
rewards are in the future

Ohio Valley Center for Brain Injury and Rehabilitation:
https:/iwexnermedical. osu. edu/neurological-institute/de partments-and-centers/research-
centers/ohio-valley-center-for-brain-injury-prevention-and-rehabilitation/osu-thi-id

Several brief, easy to use, reliable, valid, and standardized
methods are available for screening for brain injury. This
information will ensure the clinician is aware of potential
consequences that can affect treatment:

The Ohio State University TBI Identification
Method (OSU TBI-ID) is the most widely used
screening tool, typically requiring 5-7 minutes.
It can be administered by any staff with
interviewing skills after brief training that is
available free, online: OSU TEI ID

For children and youth, Colorado State
University's Life Outcomes after Brain Injury
Research Center developed the Brain Check
Survey to screen for brain injury in children
aged 5-21. This tool is a brief screen which is
intended to be completed by a parent or
guardian on behalf of the youth. This tool is
available free online: Brain Check Survey

# MATICONAL ASSDCIATICON
Q OF STATE HEAD IRJURY

‘i ADMINISTRATORS

For more info:

_https://attenetwork.org/centers/mid-america-attc/traumatic-brain-injury-sud-series

What Now?

There are simple adjustments that can be made to help support an
individual with a history of brain injury.

Framework of Support:

* You are not treating the brain injury; you are treating
the behavioral health concern in the context of brain
injury.

Your aim is to demystify brain injury for non-brain
injury professionals.

The goal is to empower individuals with brain injury
and families to advocate for appropriate supports.

Strategies for Support Should be:

* Easy to implement and appropriate to the environment

* Person centered; the person needs to be integral in
recognizing the need for a strategy, developing the
strategy, and monitoring progress

Example Strategies

Initiation

Looks like: appears unmotivated, needs constant cueing

Tips: Provide small tangible steps, help the person get started,
use checklist and calendars

Delayed Processing Speed

Looks like: appears confused, slow to respond, doesn't follow
instructions

Tips: Additional time to review, be concise, check for understanding

Short Term Memory Loss
Looks like: can’t remember details, disorganized, appear manipulative
Tips: Provide written reminders, stick to routine, summarize discussion

Sensory Motor Skills

Looks like: appears overwhelmed, emotional melt downs, irritable
Tips: Meet in a guiet, calm environment, schedule breaks, encourage
rest



https://static1.squarespace.com/static/5eb2bae2bb8af12ca7ab9f12/t/61f0358124b7ca6f704ba537/1643132290149/ATTC+Tip+Card+%2812%29+%282%29.pdf

SAMASAADVISORY

Substance Abuse and Mental Health
Services Administration

S A M H S A Ad Vi SO ry : TREATING PATIENTS WITH

TRAUMATIC BRAIN INJURY
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Each year in the US traumatic brain injury (TBI) results in approximately 2.8 million emergency
department visits, hospitalizations, or deaths.” TBls account for almost 2% of all emergency

department visits, and more than one-guarter million Americans are hospitalized each year with a
TBI. Heightened public awareness of sports-related concussions and TBls incurred in combat in Irag
and Afghanistan have contributed to a marked increase in emergency department visits over the past
two decades; however, the greatest increase has been in the rate of fall-related TBls among older
adults. Potentially hundreds of thousands more individuals sustain TBI each year but are not included
in the data sets used to form these estimates because they do not seek medical treatment or because
they are freated in physicians’ offices