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1Bl Awareness

atic brain injury (TBI) was
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Viechanisms of Injury
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Assault
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Unknown/Other
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emographics

years and older are most likely to

nost half a million err ergency department for TBI

= TBI rates are higher for males than females



lypes of Brain Injury

| B Acquired Braminjuy
[ |

Non-traumatic
Brain Injury

[ \

Closed Open
Head Injury Head Injury

Source: Savage, 1991



e atic HER LY

1 by a blow or jolt to the head or a

1 injury that disrupts the

mal function of the brain. Not all blows or

s to the head resultin a TBI. The severity of
may range from “mild” i.e. a brief change
atal status or unconsciousness to “severe”
extended period of unconsciousness

* the injury




fining Severity



1 areas of impact

o with some effect:



ess, difficulty balancing
sed sensitivity to noise or bright lights
'@ Seizures



may report that all actions
2, talking, thinking and

2 and memory: these are most common
ng brain injury



cutive Functioning

lay to day functioning
King meds as prescribed, relating to

ulty being organized
ulty being flexible
ulty problem solving
- = Difficulty prioritizing



ly agitated or saddened

es in emotional expression (flat, non-
nal, inappropriate or overreactions)

__ idance of people, family, friends
5 Ditficulty sleeping
= Increased irritability or impatience



sOmmon Psychosocial problems

hol and Drugs
Self esteem



Concussion

y worse than a concussion?

y going on (premorbid anxiety,
hes)



Substance Abuse

jury, people who sustain a TBl are
.others in the community to have

post injury
studies indicate that between 10% and 20% of

pe s with TBI develop a substance abuse issue
for the first time after their injury

Mount Sinai Medical Center
Ohio Valley Center for Brain Injury Prevention and Rehabilitation
(Corrigan et al. 1995; Kreutzer et al, 1996)



leading Causes in Domestic
Violence or any kind of Abuse

90% of all injuries secondary to
1ead, neck or face region-
sartner on the head with an

shing her head against a wall
ing her downstairs
1g her

1gling her

New York State Office for the prevention of DV
(Monahan & O’Leary, 1999)



\ssault only once

helters in NY showed:

oy their partners more than once
it in the head and severely shaken
head over 20 times in the past



ted Concussions

olve repeated incidents of abuse
mulative effect

s related to post concussive

rome can be significant life long

rments and have debilitating effects on
vho survive them




INTerature Review



visit Study

sociation of America Reports:

urveyed out of 169 women
‘s over a 7-9 month
ed to assault or abuse

with injurie
1 35% of the participants were identified
gamlBbl



iterature Review

ain injury determined by number
ing LOC

uded, 6 were excluded
eported TBI as a result of battery

gs supported that women with TBI
demonstrated greater levels of PTSD
symptomology than women without



jterature Review

ere assessed using neuropsychological,
use history measures

1ed at least one partner related brain

y, learning, cognitive flexibility
vely associated with general distress,

Valera and Berenbaum, 2003



rature Review

omen, 92% reported having
0 the head

elations between fre quency of being hit in
1d and severity of cognitive symptoms
onificant

Jackson, Nuttall, Philp & Diller, 2002



Literature Review

> % prevalence rate
verienced head inju
r intimate partner
njured battered women had more difficulty
e non head injured women with decision
, g, retaining information, initiating self
directed activity, abstract thinking, memory loss
and mental fatigue.

vattered women who had
luring a battering incident with

Monahan and O’Leary, 1999
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Barrow - Community Partnership

n 2012
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ents screened for TBI upon admission
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HELPS Screening Tool

Developed in 1991 by
Pickard et al as a briet
screening assessment to
determine if a person

may have suffered from
a 1Bl

5 basic questions

If “Yes” to =22 questions,
more evaluation/referral
warranted

Used by our shelters to
refer patients to our
clinic (TBI of all causes)

HELPS BRAIN INJURY SCREENING TOOL

Consumer Information:

Agency Soreener's Informerticn:

H Have you ever Hit your Head or been Hit on the Head? O%es O o
Helic Proinpt clang Lo Bk about ol ncakarhi thal @iy S odcusinl o any s, i B Dhat del nsl s
ek vk adcidints, Tals, dokdel, dvotd, Spedis, ab Sorbad o doshiily wolindn whd dild Gk, and S e
dteitn ilabid injurken. & TBI caf sk abour frss it bakdeg of i b, sk a8 B shabih o & balvy o chlld.

E ‘Were you ever seen in the Emergency room, haspital, or by & doctor because of an injury to your

L Did you ever Loss corsciousness or evperience 2 period of being dazed and confused becasms of
an injury to your head? Oves Oha
ol Paopls with TEL iy o) lioke (et i ol dopsrares an "l aies of Corearvekruss ™ This iy ke
Wiy daned, eoalisiel, or deoriinlinl @ e v o e Fjury, o Dl usadi 1o nTesiber O vt Sormording

e
P Do you experience any of these Problems in your daiy lfe since you hit your head? Oves O ho

muwkrmmmuummunﬂhﬂnmm.u
e oo e off Ll Sr il oo Thald il el Pt e b B WUy,

O difficuity reading, writing, caloulating
O poor problem sohing
O difficuity performing your joby/school work
O change in relationships with others
O poar judgment (being fired from job, amests,
fights}
5 Any significant Sicknesses? OYes Oho
Mot Trasrat braks injury gl & phreskoal Slow 1o th buad, bl Seoured Sraie injury sy aben b carsed by

vl e, saach k: bran Busion, g, Wl Kl e, Soke, . SRS erein o elatdi of
Soyipm Sprealice soch i bolosmineg 4 hadat ot Carlas ioncood pOr g, fur drossang, o (ear auffeatn,

Scoring the HELPS Soreening Tool
& HELPS soreening is considered positive for a possifés TBI when the: folloving 3 fems are identified:
1.} Am ewent that ooulkd have caiesed 3 brain injury (yesio H, E or 5), and
L.} A period of loss of conedousness of altersd consoiousness afer the injury or another indication that the
Injury waes sevene [yes bo Lor E), and
3.} The presence of bwo or mone chionic problemes Bstsd under P Shat were not present before he injuny.

& A peithee soreening & ot sufficent to diagmsse TEI 2 the rexson for current symphome and
difficulies - ofher possible cCauses may need b be ruled out

¢ Gome individesls could present exceptions (o the Sosening results, such 2 people who do have
TEI-reated problems but answened "no™ bo some quesions

¢ Dongder posiive responses within the confest of the: person’s seif-report and dooumentation of altered
[behavdioral andior cognithes functioning
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pective Review

chart review of all patients seen

oram from its inception in
ovember 2015



Demographics

= 109/115 female (94.8%)
= Age: 4-68y
= Mean = 37.9y (SD 10.8)
(only 1 child in study)

= Compared to 18-24 risk
age

Age Distribution (in years)
50
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ST - bhics, cont.

64 (55.6%)
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rican Indian = 4
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DV Study - PMH

a patient report (no medical records

1 history of a psychiatric

15 (60%) - depression
5 (47 %) - anxiety
(11.3%) - bipolar disorder

(11.3%) - PTSD

5 (8.7 %) - psychiatric symptoms (AH, VH, etc.)
Interestingly, the large majority of patients who reported
- a psychiatric history had received psychiatric care

*Headache history unreliable, not quantified



V. Study - DV History

Times of Abuse

/115 (38.2%) -
ildhood abuse
115 (23.5%) - Both

Of patients abused as a child,
61 % went on to be abused as an
adult



Adult

= 94/98 (95.9%) - IPV
= 4/98 (4.1%) - other

= 39/44 (88.6%) - parent

10/44 (22.7%) - parent
- plus other

m QOwverall, 45/115 (39.1%)
had more than one abuser

bused as Child Victims:

DV Study - Abusers

Childhood Abuse Inflicters

“Parent
= Other

)

Both

Victims of Abuse in Childhood

45 g
40 1 1 1
35 1 1
30 + > L
25 7 - -
20 1 | Total
5 | | BYes
10 7

5 | .

0+ : ~

Abuse by Parent  Abuse by Other ~ Abuse by Both  Future Victim of
Abuse as an Adult




DV Study - Injuries

87.8%) = >1 injury
= Prior studies = 25-72 %1
= Of these: 93/101 (92.1%) = too many to count

Number of Injuries

“Too Many to Count
1

2
"3
“4

“Inconsistencies in disclosure of injury types; unreliable



DV Study - Symptoms
Surrounding Injury

o) reported loss of consciousness
associated with at least one of their injuries

= Prior studies = 30-80% 12

nly 24 /115 (20.9%) sought medical care at the
ne of at least one of their injuries

Prior studies = 25-74 %3 4

Loss of Consciousness Sought Medical Help for Injuries

"Yes
No

1 Corrigan et al 2001, Davis 2014, 3 Valera & Berenbaum 2003, 4 Kwako et al 2011




eadache (60/115, 52.2%)
Memory loss (31/115, 27%)
" Other cognitive complaints (13/115, 11.3%)

1 Kwako et al 2011, 2 Corrigan et al 2001



PVESTudy - Symptom Severity

= All BCBIC patients complete
symptom severity scale

CURRENT SYMPTOMS

= Mone, el
1T‘Inn1 cle on hl'nrun.g,llu “le ]
Fhysical Changes:

@ Symptoms in 3 categories: —

Selzures
[Hzzirwess or imbalance

Physical, Behavioral, sy,

Pain [other than head)

+
'Y
4
4
4
4
4
1

Cognition -

@ Data collected from all _
patients” scales and overall - !
average taken for each w‘:’: | :
symptom to identify most s
severe average reported 3*3‘; - :

symptoms



Weakness/Paralysis —
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Dizziness

Sleep EEG—

Smell/Taste M—

symptoms:
Headache (4.51)

‘Sleep problems (4.39)
Sad/Depressed (4.17)

e reported

Average Symptom Severity

Vision I—

Overreact

Impulsive M—
Aggressive I

Sensitive IEE—

Reading Em———
Directions NEEEE———
Organization EEEG—_——

Speaking /EE—

Attention IEG_—
Expression E_—_—_——

Symptom
Headache
Problems sleeping

Tired

Sensitive

Focus

Moody

Pain

Dizziness
Overreact
Organized
Thinking
Attention
Directions
Expressing
Vision problems
Reading
Speaking
Impulsive
Aggressive
Weakness/Paralysis
Smell or taste
Seizures

Maximum

® Average Severity
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tudy - Sym ptom Se\/erity

Symptom Severity (number of patients)

Mean (SD)
4.51 (1.9)
4.39 (2.01)
4.17 (2.02)
4.13 (2.13)
4.04 (2.23)
3.94 (2.19)
3.88 (2.02)
3.62 (2.44)
3.57 (1.81)
3.54 (2.37)
3.53 (4.43)
3.51 (2.23)
3.32 (2.22)
3.26 (2.3)
3.25 {2.35)
3.24 (2.27)
3.24 (2.42)
3.04 (2.32)
2.89 (2.47)
2.77 (2.39)
1.92 (2.0)
1.85 (2.22)
0.56 (1.51)




PDVESTUdy - Symptom Severity

= Most severe symptoms by category:
1. Behavioral (3.63, SD 0.55)
2. Cognitive (3.39, SD 0.25)
3. Physical (2.96, SD 1.3)

Symptom Severity by Category
' -

Cognitive




St - Follow Up

o) returned for follow up

ibed for 81 patients (usually

81 (56.6%) confirmed compliance

latry consultation ordered for 45 patients
already had providers)

46.7 %) presented for their appointment



MRI Brain Results




NEetro Psychology Evaluation

= Formal testing ordered in 30 patients:
= Complete in 19/30 (63.3%)

= Abnormal in 17/19 (89.5%)
a BUT, 8/17 invalid due to significant mood disturbance

Neuro Psychology Results

B Ordered
B Complete
m Abnormal
Invalid Due to Mood

Meuro Psychology Evaluation



)\/ Sudy - Highlights

1ts:

avioral and Cognitive domains overall most severe

0 psychology evaluation was abnormal in

h" Almbst half were invalid due to mood

= MRI was abnormal in 14% of patients (excluding
nonspecific white matter lesions)



sarrow DV TBI Study

ess subjective cognitive

sion:
ory of TBI due to DV

nts who were referred for speech therapy by
rologist in consultation

= Patients had at least one follow up in neurology
clinic after beginning therapy



Cognitive Therapy Study

rol groups
vere referred for therapy

4 in both group
ne measure: subjective cognitive
severity scores over time



f each line recorded



Table 1. Patient Demographic, Injury and Medical History Data

STUDY n=14 CONTROL n=14
(%) (o)
Female sex 14 (100) 14 (100)

Age in years, mean (SD) 42.71 (8.03) 38.29 (8.37)
Number of DV-related head injuries

I
2

Too many te count
Abuse Timing

Childhood
Adulthood
Both

Loss of consciousness (LOC)
Choking

LOC due to choking
Non-DV related head injury
Illicit drug use history
Learning disorder history

Psychiatric history
Depression

Anxiety

Bipolar disorder
Post-traumatic stress disovder

(PTSD)

1 (7.1)
1 (7.1)
12 (85.7)

1(7.1)
4(28.6)
9 (64.3)
11(78.9)
3(21.4)

1(7.1)
5(35.7)
5(35.7)
2 (14.3)

10 (71.4)
8 (57.1)
2 (14.3)
5(35.7)

0 (0)
1 (7.1)
13 (92.3)

0 (0)
8 (57.1)
6 (42.9)
10 (71.4)

1(7.1)

0 (0)
5(35.7)
2(14.3)
5(35.7)

11(78.9)
8(57.1)
2 (14.3)
4(28.6)




REsUIts - Individual Symptoms
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REsUIts - Individual Symptoms
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RESUILS — Average Cognitive Symptoms

AVERAGE COGNITIVE SYMPTOMS
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Overall Results

Table 2. Statistical Relationship Between Number of Visits and Symptom Severity Among Cognitive

Symptoms
SYMPTOM SLOPE CORRELATION P-VALUE"
COEFFICIENT
Study Control Study Control
Cannot focus -(.648 -1.057 -0.337 -0.541 0.43
Difficulty reading -0.472 -0.721 -0.253 -0.368 0.933

Difficulty understanding -0.932 -0.806 -0.476 -0.393 0.115
directions
Difficulty getting -0.685 -0.376 -0.351 -0.183 0.431
organized
Difficulty speaking -0.435 -0.32 -0.249 -0.166 0.262

Difficulty paying attention -0.488 -0.542 -0.266 -0.262 0.362

Difficulty expressing -(.507 -0.118 -0.278 -0.059 0.288
oneself
Difficulty thinking -0.753 -0.387 -0.424 -0.222 0.594

Average cognitive” -0.615 -0.541 -0.428 -0.356 0.361

*P-value was calculated between the study and control groups

**Values for the average of all cognitive symptoms were calculated using data from Fig. 1



“onclusions

e symptoms demonstrated
ment in the study (speech

eater degree in study group as well
sample size
ective outcome measure

= Evidence for cognitive intervention in a
- population exposed to repeated head trauma



antions



of Processing

ask at a time. Break down
versations in to

ow for repetition to assist
brocess information

t instructions to demonstrate
tanding

itor and check for understanding



Memory Deficits

ation down. Provide a day
dar to help her remember
lon such as police numbers,

er of Protection information, and court

S s going to use her phone confirm she is
a 0 use the calendar feature

‘B Encourage the use of a journal
& Provide repetition of information.
= Develop checklists.



- ory Deficits

instructions a visual schedule

ease feelingsho peing overwhelmed by
- short periods of learning, shorter and
requent sessions are better

1red one on one environment



ion and Concentration

tractions when having detailed

g times limited.
yrate short breaks.



tive Functioning

itizing goals and break them



1izational deficits

ney allow it help organize their
ith dividers for paperwork,



"W information

n documentation to supplement
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