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Disclosures 
Successful Completion 
This live webinar offers 1.5 contact hours. To receive contact hours, participants must complete the 
activity in its entirety and complete the Evaluation/Request for Credit Form. CHES and NAADAC 
certificates as well as Certificates of Completion will be emailed within four to six weeks after 
submission of the Evaluation/Request for Credit form. 

Commercial Support/SponsorshipAdvcacy 

There is no commercial support for this training. 

Non-Endorsement of Products 
The University of Missouri-Kansas City School of Nursing and Health Studies, Mid-America 
Addiction Technology Transfer Center, NCHEC and NAADAC do not approve or endorse any 
commercial products associated with this activity. 
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Accreditation Statements 
NAADAC 

This course has been submitted to NAADAC for approval by the Addiction Technology 
Transfer Center (ATTC) Network Coordinating Office, as a NAADAC Approved Education 
Provider, for # 1.5 CE(s). NAADAC Provider #64973, Addiction Technology Transfer Center 
(ATTC) Network Coordinating Office, is responsible for all aspects of its programing.” 

Certified and Master Certified Heath Education Specialists (CHES & MCHES) 

Sponsored by the University of Missouri-Kansas City School of Nursing and Health Studies, 
a designated provider of continuing education contact hours (CECH) in health education by 
the National Commission for Health Education Credentialing, Inc. This webinar is 
designated for Certified Health Education Specialists (CHES) to receive up to 1.5 total 
Category I continuing education contact hours. 
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Other CEs 
• Iowa Board of Certification 
• Missouri Credentialing Board 
• Kansas Behavioral Sciences Regulatory Board 
• Nebraska (deemed alcohol and drug specific – accepted for 

continuing education for licenses alcohol and drug counselors in 
NE) 

Advocacy 

• NASW 
• CRC 
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Disclaimer and Funding Statement 
This presentation was prepared for the Mid-America Addiction Technology Center and the 
Mountain Plains Addiction Technology Transfer Center under a cooperative agreement from the 
Substance Abuse and Mental Health Services Administration (SAMHSA). All materials appearing in 
this presentation, except that taken directly from copyrighted sources, are in the public domain and 
may be reproduced or copied without permission from SAMHSA or the authors. Citation of the 
source is appreciated. Do not reproduce or distribute this presentation for a fee without specific, 
written authorization from Mid-America Addiction Technology Transfer Center. 

At the time of this presentation, Tom Coderre served as SAMHSA Acting Assistant Secretary. The 
opinions expressed herein do not reflect the official position of the Department of Health and 
Human Services (DHHS), or SAMHSA. No official support or endorsement of DHHS, SAMHSA, for 
the opinions described in this presentation is intended or should be inferred. 

The work of the Mid-America ATTC is supported by grant 1H79TI080208-01 the Mountain Plains 
ATTC is supported by grant TI080200_01. Funded by the Department of Health and Human 
Services, Substance Abuse and Mental Health Services Administration. 7 



      
 

     

   

Housekeeping Items 
• All attendees are muted and attendees cannot share video 

during this session. 

• Remember to ask questions using the Q&A feature 

• How to access training materials 

8 



     
       

      
    

  

NASHIA is a nonprofit organization 
created to assist State government in promoting 
partnerships and building systems to meet the 

needs of individuals with brain injury 
and their families. 
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Learning Objectives 

Participants will be 
able to describe the 
prevalence of brain 
injury in criminal & 
Juvenile Justice 
System. 

01 
Participants will learn 
about best practices 
for screening 
individuals for brain 
injury. 

02 
Participants will learn 
how to support 
individuals identified 
with brain injury. 
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Mental Health and Brain Injury 

• Almost half of adults with TBI who have no pre-injury history of mental health problems develop mental health problems after the TBI 
(Gould, Ponsford, Johnston, & Schonberger, 2011. Psychological Medicine, 41, 2099-2109.) 

• 1/3 of TBI survivors experience emotional problems between 6 months and a year post injury 

• Patients who reported: 

• Hopelessness 35% 

• Suicidal ideation 23% 

• Suicide attempts 18% 

• 85% of survivor families report that emotional or behavioral problems have an impact on their function 
Suicidal ideation can be 7x higher in people with TBI than in those without 

• Attempts of suicide post-TBI can be at rates close to 17% 

• Increased suicide risk persists up to 15 years post-injury 

(Fazel, et al. 2014. JAMA Psychiatry, 71(3), 326-33.; Mackelprang et al., 2014. Am J Public Health, 104(7), 
e100; Simpson & Tate, 2007. Brain Inj., 21(13-14), 1335-51.) 



     

     
 
    

  

Substance Abuse and Brain Injury 

Why would TBI be associated with 
substance abuse disorders? 
1. Intoxication causes TBI 
2. Early life TBI predispose to 

substance abuse 
3. Structural damage from TBI 

changes behavioral control 



              

       
 

         

      

Substance Abuse and Brain Injury 

Natural History of TBI to Age 25 from the Christchurch Birth Cohort (McKinlay, et al., 
2008) 

• Those hospitalized with 1st TBI before age 6 
• 3 times more likely to have a diagnosis of either alcohol or drug dependence by age 

25 

• Those hospitalized with 1st TBI between ages 16 and 21 
• 3 times more likely to be diagnosed with drug dependence 

• TBI highly associated with likelihood of arrest 



    

 
  

 

 

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) 

Meta-analysis found prevalence of brain injury in juvenile justice 
system to be an average of 44% (Dijkers & Seger, submitted) 



    

 

 

TBI & Criminal Justice: Prevalence 

Individuals with brain injury report greater numbers of incarcerations than those 
without brain injury (Piccolino & Solberg, 2014) 

In a Colorado study, female offenders endorsed a history of TBI at a rate of 97% 

Rate of TBI 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) 



  

    
      

    
       

 
    

    
     
    

Why it all Matters 

Report of history of TBI 
• 50% of young males, 49% of young

females in youth corrections 
• 65% of males and 73% females in 

county jails 
• 87% justice-involved adults over all 

7 + million people under supervision 
• = 3.78 million people living with brain 

injury in the justice system 



     

       
     

 
          

      
            

   

TBI & Criminal Justice: Negative Outcomes 

• Increased utilization of services while incarcerated (health and psychological) 
• Lower treatment completion rates and higher rates of disciplinary incidents 
• Lower ability to maintain rule-abiding behavior during incarceration 
• More prior incarcerations 
• Higher rates of recidivism, 69% compared to 37% of peers without TBI (Piccolino & 

Solberg, 2014) 

• Criminal behavior can increase after TBI (especially severe TBI) 
• Farrer & Hedges, 2011; Brooks et al., 1986; Fazel et al., 2011; McIsaac et al., 2016; Timonen 

et al., 2002; Elbogen et al., 2015 



     

   

   

TBI & Criminal Justice: Negative Outcomes 

• Severe depression and anxiety 

• Problematic anger 

• Suicidal ideation and/or 
attempts 

• Risk to personnel 



 

     

Psycho-Social 
Vulnerabilities 

Brain Injury and Criminal Justice Position Paper 
Colorado Evaluation and Action Lab grant, 2020 



     

  
   

   

 

 

 

 

  
 

  

Problems Worsen with Each New Injury 
30Depression 45 58 

29Anxiety 37 53 
6 No head injury Hallucinations 9 15 

1 head injury 
20Cognition px's 31 >1 head injury 44 

35Violent thoughts 42 54 
Behavioral Health 16 27Symptoms in Kentucky Suicidal ideation 34Prisoners 
(Walker, Hiller, Staton, & 11Leukefeld, 2003) Suicide attempts 20 28 



    Big Problem with Some Simple Solutions 



   Sequential Intercept Model (SIM) 



 

       
  

  
 

Tangible Solutions 

Train on brain 
injury 

01 
Screen for 
brain injury 

02 
Screen for 
impairment 

03 
Adjust 
supports to 
address 
impairment 

04 
Refer to 
community 
supports 

05 



  

          
            

 

 

        
   

 

           

Importance of Screening (lifetime history) 

• The Commission on Safety and Abuse in America’s Prisons was established in 2005 to 
identify and recommend solutions to the most serious challenges facing America’s jails
and prisons. 

• 2006 report (http://www.ojp.usdoj.gov/bjs/mhppji.htm and 
http://vera.org/project/commission-safety-and-abuse-americas-prisons) recommend 
increased health screening, evaluation, and treatment for inmates as well as 
• Routine screening for TBI 
• Screening individuals with TBI for substance abuse and co-occurring mental health 

diagnoses 
• Education for personnel about how to manage and support individuals with TBI 

http://www.ojp.usdoj.gov/bjs/mhppji.htm
http://vera.org/project/commission-safety-and-abuse-americas-prisons


   

                
     

           
      

      
   

           
   

Importance of Screening (lifetime history) 

42% of persons who indicated they had incurred a TBI as defined by the CDC did not seek 
medical attention (Corrigan & Bogner, 2007) 

Research indicates that a person’s lifetime history of TBI is useful for judging 
current cognitive and emotional states, particularly behavior associated with 
the executive functioning of the frontal parts of the brain (e.g., planning, 
impulsivity, addiction, interpersonal abilities) 

Brain injury increases risk for problem behaviors (Williams, Mewse, Tonks, Mills, 
Burgess & Cordan, 2010) 



   
          

      
    
         

     
  

        
        

 
  

  
      

    

Importance of Screening (lifetime history) 
• A person who has compromised functioning in the frontal areas of the brain: 

• Adapts less well in new or stressful situations 
• has greater problems following through 
• has more difficulty making lifestyle changes, especially when rewards are in the future 

• Supports can be adapted for neurocognitive deficits. Examples: 
• Minimize environmental distractions 
• Educational therapies (e.g. CBT, DBT) should emphasize pacing, provide frequent opportunities

for clients to respond, generate feedback, and provide reinforcement to maintain client 
engagement 

• Written material/handouts where possible 
• Repetition of key points 
• Non-electronic devices might include checklists, pictures or icons, photograph cues, post-it-

notes, calendars, planners, and journals 
• Therapies should be introduced with a simple rationale 



 

         

  
     

  
 
 

               
    

    

Screening tools (lifetime history) 

• Tools are best if cost effective and easy to administer 

• Best to use a valid tool 

• Tools to consider include: 
• Ohio State University – Traumatic Brain Injury Identification Method 
• Traumatic Brain Injury Questionnaire 
• Brain Injury Screen Questionnaire 
• Brain Check Survey 

• More information about these screens can be found at this link and by clicking on
“Lifetime History Screening Tool”:
Lifetime history screening tool chart 

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




 

 
     

Practice Case 

• Johnny 
• Age 25 
• Noted difficulties with follow through, attention, etc. 
• Marked difficulties with obtaining employment 



 

 

Johnny 25 

Car 22 accident 

Fight 14 

Football 5-10 16 to 18 
concussions 



 

       

    
 

       
    

  

Interpreting Findings -- Johnny 

Determined positive if meet ONE or MORE of the following criteria: 
* Worst: moderate/severe brain injury 
* First: injury with loss of consciousness before 

age 15 
* Multiple: 3 or more with altered mental status or 2 

injuries within a 3-month period 

NO 

YES 

YES 

All rights reserved: © CDE/MINDSOURCE 32 







    

      
      
  

      
      

  
  

    
     

  

Importance of Screening (impairment) 

• Most of the lifetime history screening 
tools do not provide you information
about current impairment 

• Understanding both the history of injury 
as well as current impairment allows for 
effective adjustments/accommodations
to be implemented 

• Identifying the current impairment will 
help increase the persons ability to 
advocate for themselves 



   

    
   

 

Importance of Screening (Impairment) 

Tools are best if cost 
effective and easy to 
administer 

2 approaches 

• 1. self-report 
• 2. neuropsychological screen 



    
    

  
      

               
    

 

    
      

      

Screening tools  (impairment) 
• 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 

• Self-Report Screening Tool to consider: 
Adult TBI Protocol: adult self-report and strategies 
Juvenile TBI Protocol: juvenile self-report and strategies 

https://www.nashia.org/cj-best-practice-guide-attachments-resources-copy
https://drive.google.com/drive/folders/1hQyoOR7gaZ1wFScLSRPy9JHzU5e206Ui?usp=sharing
https://drive.google.com/drive/folders/1r4IXw-r1fpy1fLoxzAJ31MpuJDPUUwks?usp=sharing


            
        

           

 
 

         
           

      

Neuropsychological Screen 

• The University of Denver has developed an on-line course designed to train community-
based mental health providers how to conduct neuropsychological screening. This course 
is offered through the University of Denver Center for Professional Development. 

• Neuropsychological Screening Tests for Mental Health Clinicians: An Intensive Short 
Course: https://www.du.edu/registrar/elevate-
courses/course.html?instanceCode=CPD0201_NEUROPS&courseInstanceID=CPD-
0201_96447117&courseCode=CPD-0201 

• This 3-hour online, self-paced, training course is designed for licensed mental health 
providers (including LPC, LMFT, LCSW, and LAC) who are interested in learning about the
use of neuropsychological screening batteries for clinical practice. 

https://www.du.edu/registrar/elevate-courses/course.html?instanceCode=CPD0201_NEUROPS&courseInstanceID=CPD-0201_96447117&courseCode=CPD-0201


 

   

Colorado Symptoms Questionnaire 

To obtain, contact Liz 
Gerdeman @ 
liz.gerdeman@state.co.us 

mailto:liz.gerdeman@state.co.us


Strategies for Inmate/Probationers 



Strategies Guidebook for Professionals 



    

    
    
   

   
   

 
  

 

 
 
 

  
  

 

The “So What”: Adjustments/Accommodating 

Framework for Support 

We are NOT treating 
the brain injury; we 
ARE treating the 
behavioral health 
concern in the 
context of brain injury 

Demystifies 
brain injury for 
non-brain 
injury 
professionals 

Empowers 
individuals with 
brain injury and 
families to 
advocate for 
appropriate 
supports 



    

 

 
 

The “So What”: Adjustments/Accommodating 

Strategies should be easy to implement and appropriate to the 
environment 

Strategies should be person 
centered; the person needs to be 
integral in: 

1. Recognizing the need for a strategy 
2. Developing a strategy 
3. Monitoring progress 
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Memory Sensory-Motor Inhibition Processing Speed 

Language 
Processes 

Learning Processes 
Visual-Spatial 

Processes 

Social Emotional 
Competency 

Executive Functions 

Achievement/ Cognitive 
Ability/ Reasoning 

Attention 

45 



 

 

 

 

 

 
 

 
 

 

Memory Sensory-MotorInhibitionProcessing Speed 

Language Processes 

Learning Processe
s Visual-Spatial 

Processes 

Social Emotional
Competency Executive Functions 

Achievement/ Cognitive 

Ability/ Reasoning 

Attention 

46 



    

 

   
    

 
 

 

The “So What”: Adjustments/Accommodating 

Impaired Attention 

What it looks like: 
• Fidget, squirms in seat, can’t sit still 
• Interrupts conversation 
• Talks excessively 
• Off topic 
• Impulsivity (inability to inhibit) 



    

 

           
             

     
 

      

The “So What”: Adjustments/Accommodating 

Impaired Attention 

Adjustments/Accommodations: 
• Check to make sure you have the persons attention before giving instructions 
• Work on one task at a time to avoid the need to divide attention 
• Reduce distractions, meet in a quiet environment 
• Off topic 
• Keep instructions brief, simple and to the point 



    

   

   
       
 

 
   
 

The “So What”: Adjustments/Accommodating 

Short Term Memory Loss 

What it looks like: 
• Can’t remember more than one thing at a time 
• Can’t remember details 
• Appears disorganized 
• Appears to have an “attitude” problem 
• Appears manipulative 



    

   

   
  
   

   
   

The “So What”: Adjustments/Accommodating 

Short Term Memory Loss 

Adjustments/Accommodations: 
• Repeat and summarize information 
• Provide written summary 
• Review new information frequently 
• Stick to routine as much as possible 
• Keep information concise, tangible, and relevant 



   

Can’t vs Won’t 

Looking Through a Different Lens 



    
               

 

   

 

    

Get $, get social
status… We

feel manipulated

Get away with
something…

We feel manipulated

Look For: The Function of the Behavior 

Problem 
Behavior 

Escape/ 
Avoid 

Something 

Obtain/Get 
Something 

Stimulation/ 
Sensory 

Tangible/ 
Activity 

Social 

Adult Peer 
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• Lack of attention
to feedback in 
environment =
poor MEMORY &
poor LEARNING
= repetitive
mistakes

tions

MemoryAttention 
Executive DYSFUNCTION: 
• Inability to delay gratification (wait) 
• Inability to manage time – no future 

thinking which results in poor planning, 
organization or initiation 

Processing 
Speed 

Language
Processes 

Learning 

Processe
s 

Social Emotional 

Competency Executiv

Achievement/ 

Cognitive Ability

Reasoning 
Soc
• 

ial INCOMPETENCE: 
Inability to make better behavioral or 
social decisions. 

Sensory-MotorInhibition 

Visual-Spatial 

Processes 

CO Brain Injury Steering Committee: Adapted from Miller, 2007; Reitan and 
Wolfson, 2004; Hale and Fiorello, 2004 



 

  

Skill vs Will 

If think they don’t have the skill, less If think they have the skill but likely to think punishment, more choose to not use it, likely to think likely to think of teaching the skill punishment 



   

  

   

  
 

  
     

 

       
 

 

 

   
 

 

Can’t remember 
expectations: 

Memory 

Is off-task while 
reviewing 

expectations: 
Attention 

Doesn't feel rules are 
fair and expresses 

feelings inappropriately 
Expressive /Pragmatic 

Language 

Doesn't read visual 
cues: 

Visual-Spatial 

Behavior: 
Non-

compliance 

No problem-solving 
skills: 

Executive 
Dysfunction 

And what about the setting events? = 
Internal Interferences 

Doesn't understand 
expectations: 

Receptive Language 

Community 

Home Work/scho 
ol 

Function of the Behavior 



feelings inappropriately 

Doesn't understand 
expectations: 

Receptive Language 

Doesn't feel rules are 
fair and expresses 

Expressive /Pragmatic 
Language 

Review expectations  in 
visual, multi-modal 

fashion 

Teach appropriate 
ways to express verbal 

discontent 

And what about the setting events? = Home School/wo 
Internal Interferences rk 

Can’t remember 
expectations: 

Memory 

Is off-task while 
reviewing 

expectations: 
Attention 

Make sure you have 
attention before 

reviewing expectations 

Write out/draw out steps 
to compensate for 

memory 

   

  

   

  
 

  
     

 

       
 

 

 

   
 

 

 
 

  
 

    
  

 

    
   

   
  
 

 

    
 

        
 

 

  
  

Doesn't read visual 
cues: 

Visual-Spatial 

Behavior: 
Non-

compliance 

No problem-solving 
skills: 

Executive 
Dysfunction 

May need to 
teach facial 
cues, non-

verbal cues 

May need to teach 
Cog. Beh. Therapy skills 

CBT 

How 
pervasive? 
What’s your 

Body of 
Evidence? 

Community 

Function of the Behavior I 
Be mindful of Rx interactions, family stress, financial stressors, 
medical/neurological factors 



 

          
  

 
    

               
     

  

Psychoeducational Supports 

• It is important to provide education about brain injury to the justice-involved individual 
and, when appropriate, their family 

• The screening process might be the first time they are identifying and understanding that 
they have a brain injury 

• Message needs to be that they are not “broken” and that there are ways to compensate 
for the deficits that they experience 

• The person may not be able to recognize their deficits immediately. It is important to 
meet them where they are 



AHEAD, Colorado Model 



    

          
  

 

            
    

Building in Wrap Around Supports 

• Supports can be provided while the person is “in” the system 

• Important to consider what supports will be necessary and available when they are no 
longer under supervision 

• Beneficial to do a warm hand off from the justice system to the community support 
while they are still under supervision 

• Resource facilitation/case management has proven to be an effective means to reducing 
recidivism support for justice-involved individuals 



  

 

      
   

   
  

Case Management/Resource Facilitation 

Components: 

1. Assessment of needs 

2. Provision of brain injury education and 
promote awareness of resources 

3. Proactive navigation to community-
based supports, resources, and services 

4. Connection to appropriate resources 



    

          
 
           

 
       

          

    

Efficacy of Case Management/Resource 
Facilitation 
Indiana researchers found: 
• Return to work for Resource Facilitation (RF) group was significantly better in

RCT’s (64-69% as compared to 36-50%) 
• Level of disability associated with brain injury decreased even at 10 years post-

injury with RF 
• Significant improvement in activities of daily living with RF 
• Perceived need for services declined with RF and number of services used 

declined with RF 

(Texler L.T., et. al, Journal of Head Trauma Rehabilitation, 2018) 



Resources 



  
  

     
  

     

                   
            

   

Accommodating the Symptoms 
of TBI Booklet PDF 
Presented by: 

Ohio Valley Center for Brain Injury 
Prevention and Rehabilitation 
With contributions from Minnesota Department of Human 
Services State Operated Services 

Developed in part with support of a grant from the US Department of Health and Human Services, Health Resources and 
Services Administration (HRSA) to Ohio Rehabilitation Services Commission and The Ohio State University 

Booklet order form PDF 

63 

https://wexnermedical.osu.edu/-/media/files/wexnermedical/patient-care/healthcare-services/neurological-institute/departments-and-centers/research-centers/ohio-valley/for-professionals/accommodating-symptoms/accommodating-tbi-booklet-1-14.pdf?la
https://wexnermedical.osu.edu/-/media/files/wexnermedical/patient-care/healthcare-services/neurological-institute/departments-and-centers/research-centers/ohio-valley/for-professionals/accommodating-symptoms/orderform8-18.pdf?la=en&hash=1C10E366E91EB463BAC7DAAE966882BC1198E11E


 

       

TBI Toolkit 

Mental Health, Criminal Justice, and Brain Injury Toolkit 

https://www.mirecc.va.gov/visn19/tbi_toolkit/


Cokids with Brain Injury
www.cokidswithbraininjury.com 

http://www.cokidswithbraininjury.com/


 
           

 
    

    
 

     
 

       

NASHIA 

• Website Resources 
Criminal & Juvenile Justice 
Criminal & Juvenile Justice Best Practice Guide for State Brain Injury Programs 

• Leading Practices Academy 
• Direct state TA & consultation 
• Six Academy meetings per year 
• Peer-to-peer support 
• Online HUB with resources & community forum 
• Annual Summit 

Leading Practices Academy on Criminal and Juvenile Justice 

https://www.nashia.org/resources-list?category=Criminal%20and%20Juvenile%20Justice
https://www.nashia.org/cj-best-practice-guide-attachments-resources-copy
https://www.nashia.org/lpa-cjj


 
     
   
   

    

  
 

  

      
 

Best Practices Protocol 
1. Screening for lifetime history of brain injury 
2. Screening for current impairment 
3. Adjusting to support impairment 
4. Training and education for criminal justice

staff 
5. Psycho-education for justice involved 

individual with brain injury 
6. Referral to community-based support 

Criminal and Juvenile Justice Best Practice Guide and Supporting 
Materials: 

https://www.nashia.org/resources-
list/ultvlaoicnk14l0k1f0prgqvhlt04f-8wllr 

https://www.nashia.org/resources


 

 

 

 

     

Resources 

Brain Injury Association of America: https://www.biausa.org/ 

National Association of State Head Injury Administrators: https://www.nashia.org/ 

TBI Model Systems Knowledge Translation Center: https://msktc.org/tbi/factsheets 

United States Brain Injury Alliance: https://usbia.org/ 

https://www.biausa.org/
https://www.nashia.org/
https://msktc.org/tbi/factsheets
https://usbia.org/


https://www.ted.com/talks/kim_gorgens_the_surprising_conn
ection_between_brain_injuries_and_crime?language=en 

https://www.ted.com/talks/kim_gorgens_the_surprising_connection_between_brain_injuries_and_crime?language=en


Thank you. 

nashia.org  |  jdettmer@nashia.org 

mailto:jdettmer@nashia.org
https://nashia.org


   

       

GPRA Link (SAMHSA Required Evaluation) 

This is a shared event of the Mid-America and Mountain Plains ATTC 

ttc-gpra.org/GPRAOnline/SG?e=456753 

71 

https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fttc-gpra.org%2FGPRAOnline%2FSG%3Fe%3D456753&data=04%7C01%7C%7C0fc6aeb984ce4a38f53408d9098fe78e%7Ce3fefdbef7e9401ba51a355e01b05a89%7C0%7C0%7C637551335931249555%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=ttY3rzbca%2BZGWA7ncvhSJK7xn5QiWa%2FQAFpKAb359Og%3D&reserved=0
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	There is no commercial support for this training. 
	Non-Endorsement of Products 
	The University of Missouri-Kansas City School of Nursing and Health Studies, Mid-America Addiction Technology Transfer Center, NCHEC and NAADAC do not approve or endorse any commercial products associated with this activity. 
	Figure
	Accreditation Statements 
	This course has been submitted to NAADAC for approval by the Addiction Technology Transfer Center (ATTC) Network Coordinating Office, as a NAADAC Approved Education Provider, for # 1.5 CE(s). NAADAC Provider #64973, Addiction Technology Transfer Center (ATTC) Network Coordinating Office, is responsible for all aspects of its programing.” 
	NAADAC 

	Certified and Master Certified Heath Education Specialists (CHES & MCHES) Sponsored by the University of Missouri-Kansas City School of Nursing and Health Studies, a designated provider of continuing education contact hours (CECH) in health education by the National Commission for Health Education Credentialing, Inc. This webinar is designated for Certified Health Education Specialists (CHES) to receive up to 1.5 total Category I continuing education contact hours. 
	Figure
	Other CEs 
	• 
	• 
	• 
	Iowa Board of Certification 

	• 
	• 
	Missouri Credentialing Board 

	• 
	• 
	Kansas Behavioral Sciences Regulatory Board 

	• 
	• 
	Nebraska (deemed alcohol and drug specific – accepted for 


	continuing education for licenses alcohol and drug counselors in NE) 

	Advocacy 
	Advocacy 
	• 
	• 
	• 
	NASW 

	• 
	• 
	CRC 


	Figure
	Disclaimer and Funding Statement 
	This presentation was prepared for the Mid-America Addiction Technology Center and the Mountain Plains Addiction Technology Transfer Center under a cooperative agreement from the Substance Abuse and Mental Health Services Administration (SAMHSA). All materials appearing in this presentation, except that taken directly from copyrighted sources, are in the public domain and may be reproduced or copied without permission from SAMHSA or the authors. Citation of the source is appreciated. Do not reproduce or dis
	At the time of this presentation, Tom Coderre served as SAMHSA Acting Assistant Secretary. The opinions expressed herein do not reflect the official position of the Department of Health and Human Services (DHHS), or SAMHSA. No official support or endorsement of DHHS, SAMHSA, for the opinions described in this presentation is intended or should be inferred. 
	The work of the Mid-America ATTC is supported by grant 1H79TI080208-01 the Mountain Plains ATTC is supported by grant TI080200_01. Funded by the Department of Health and Human Services, Substance Abuse and Mental Health Services Administration. 
	Housekeeping Items 
	• 
	• 
	• 
	All attendees are muted and attendees cannot share video during this session. 

	• 
	• 
	Remember to ask questions using the Q&A feature 

	• 
	• 
	How to access training materials 


	Figure
	Figure
	NASHIA is a nonprofit organization created to assist State government in promoting partnerships and building systems to meet the needs of individuals with brain injury and their families. 
	NASHIA Provides 
	Resources and Information Training andProfessional Development Advocacy 
	Connections State and National Trends 
	Learning Objectives 
	Participants will be able to describe the prevalence of brain injury in criminal & Juvenile Justice System. 01 Participants will learn about best practices for screening individuals for brain injury. 02 Participants will learn how to support individuals identified with brain injury. 03 
	Figure
	Mental Health and Brain Injury 
	• with TBI who have no pre-injury history of mental health problems develop mental health problems after the TBI 
	Almost half of adults 

	(Gould, Ponsford, Johnston, & Schonberger, 2011. Psychological Medicine, 41, 2099-2109.) 
	• 
	• 
	• 
	1/3 of TBI survivors experience emotional problems between 6 months and a year post injury 

	• 
	• 
	• 
	Patients who reported: • Hopelessness 35% 

	• 
	• 
	• 
	Suicidal ideation 23% 

	• 
	• 
	Suicide attempts 18% 



	• 
	• 
	• 
	report that emotional or behavioral problems have an impact on their function Suicidal ideation can be in people with TBI than in those without 
	85% of survivor families 
	7x higher 


	• 
	• 
	• 
	Attempts of suicide post-TBI can be at rates close to 17% 

	• 
	• 
	Increased suicide risk persists up to 15 years post-injury 




	(Fazel, et al. 2014. JAMA Psychiatry, 71(3), 326-33.; Mackelprang et al., 2014. Am J Public Health, 104(7), e100; Simpson & Tate, 2007. Brain Inj., 21(13-14), 1335-51.) 
	Figure
	Substance Abuse and Brain Injury 
	Figure
	Why would TBI be associated with substance abuse disorders? 
	1. 
	1. 
	1. 
	Intoxication causes TBI 

	2. 
	2. 
	Early life TBI predispose to substance abuse 

	3. 
	3. 
	Structural damage from TBI changes behavioral control 


	Figure
	Substance Abuse and Brain Injury 
	(McKinlay, et al., 2008) 
	Natural History of TBI to Age 25 from the Christchurch Birth Cohort 

	• 
	• 
	• 
	• 
	Those hospitalized with 1st TBI before age 6 

	3 times more likely to have a diagnosis of either alcohol or drug dependence by age 25 
	Ø


	• 
	• 
	• 
	Those hospitalized with 1st TBI between ages 16 and 21 

	3 times more likely to be diagnosed with drug dependence 
	Ø


	• 
	• 
	TBI highly associated with likelihood of arrest 


	Figure
	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) 
	Meta-analysis found prevalence of brain injury in juvenile justice system to be an average of 44% (Dijkers & Seger, submitted) 
	Figure
	TBI & Criminal Justice: Prevalence 
	Individuals with brain injury report greater numbers of incarcerations than those without brain injury (Piccolino & Solberg, 2014) 
	In a Colorado study, female offenders endorsed a history of TBI at a rate of 97% 
	Rate of TBI 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) 
	Figure
	Figure
	Why it all Matters 
	Report of history of TBI 
	• 
	• 
	• 
	50% of young males, 49% of youngfemales in youth corrections 

	• 
	• 
	65% of males and 73% females in county jails 

	• 
	• 
	87% justice-involved adults over all 


	7 + million people under supervision 
	• = 3.78 million people living with brain injury in the justice system 
	Figure
	TBI & Criminal Justice: Negative Outcomes 
	• 
	• 
	• 
	Increased utilization of services while incarcerated (health and psychological) 

	• 
	• 
	Lower treatment completion rates and higher rates of disciplinary incidents 

	• 
	• 
	Lower ability to maintain rule-abiding behavior during incarceration 

	• 
	• 
	More prior incarcerations 

	• 
	• 
	Higher rates of recidivism, 69% compared to 37% of peers without TBI (Piccolino & Solberg, 2014) 

	• 
	• 
	Criminal behavior can increase after TBI (especially severe TBI) 


	• Farrer & Hedges, 2011; Brooks et al., 1986; Fazel et al., 2011; McIsaac et al., 2016; Timonen et al., 2002; Elbogen et al., 2015 
	Figure
	TBI & Criminal Justice: Negative Outcomes 
	• 
	• 
	• 
	Severe depression and anxiety 

	• 
	• 
	Problematic anger 

	• 
	• 
	Suicidal ideation and/or attempts 

	• 
	• 
	Risk to personnel 
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	Psycho-Social Vulnerabilities 
	Figure
	Brain Injury and Criminal Justice Position Paper 
	Brain Injury and Criminal Justice Position Paper 
	Colorado Evaluation and Action Lab grant, 2020 
	Problems Worsen with Each New Injury 
	30
	Depression 
	45 58 
	29
	Anxiety 
	37 53 
	6 No head injury 
	Hallucinations 
	9 15 
	1 head injury 20Cognition px's 
	31 >1 head injury 
	44 
	35Violent thoughts 
	42 54 
	Behavioral Health 16 
	27
	Symptoms in Kentucky 
	Suicidal ideation 

	34
	Prisoners (Walker, Hiller, Staton, & 
	11
	Leukefeld, 2003) 
	Suicide attempts 
	20 28 
	Figure
	Figure
	Big Problem with Some Simple Solutions 
	Figure
	Sequential Intercept Model (SIM) 
	Figure
	Tangible Solutions 
	Figure
	Train on brain injury 01 Screen for brain injury 02 Screen for impairment 03 Adjust supports to address impairment 04 Refer to community supports 05 
	Figure
	Importance of Screening (lifetime history) 
	Figure

	• 
	• 
	• 
	The Commission on Safety and Abuse in America’s Prisons was established in 2005 to identify and recommend solutions to the most serious challenges facing America’s jailsand prisons. 

	• 
	• 
	• 
	2006 report (and increased health screening, evaluation, and treatment for inmates as well as 
	http://www.ojp.usdoj.gov/bjs/mhppji.htm 
	http://vera.org/project/commission-safety-and-abuse-americas-prisons) recommend 


	• 
	• 
	• 
	Routine screening for TBI 

	• 
	• 
	Screening individuals with TBI for substance abuse and co-occurring mental health diagnoses 

	• 
	• 
	Education for personnel about how to manage and support individuals with TBI 




	Figure
	Importance of Screening (lifetime history) 
	Figure
	42% of persons who indicated they had incurred a TBI as defined by the CDC did not seek medical attention (Corrigan & Bogner, 2007) 
	Research indicates that a person’s lifetime history of TBI is useful for judging current cognitive and emotional states, particularly behavior associated with the executive functioning of the frontal parts of the brain (e.g., planning, impulsivity, addiction, interpersonal abilities) 
	Brain injury increases risk for problem behaviors (Williams, Mewse, Tonks, Mills, Burgess & Cordan, 2010) 
	Importance of Screening (lifetime history) 
	Figure
	• 
	• 
	• 
	• 
	A person who has compromised functioning in the frontal areas of the brain: 

	• 
	• 
	• 
	Adapts less well in new or stressful situations 

	• 
	• 
	has greater problems following through 

	• 
	• 
	has more difficulty making lifestyle changes, especially when rewards are in the future 



	• 
	• 
	• 
	Supports can be adapted for neurocognitive deficits. Examples: 

	• 
	• 
	• 
	Minimize environmental distractions 

	• 
	• 
	Educational therapies (e.g. CBT, DBT) should emphasize pacing, provide frequent opportunitiesfor clients to respond, generate feedback, and provide reinforcement to maintain client engagement 

	• 
	• 
	Written material/handouts where possible 

	• 
	• 
	Repetition of key points 

	• 
	• 
	Non-electronic devices might include checklists, pictures or icons, photograph cues, post-itnotes, calendars, planners, and journals 
	-


	• 
	• 
	Therapies should be introduced with a simple rationale 




	Figure
	Screening tools (lifetime history) 
	Figure

	• 
	• 
	• 
	Tools are best if cost effective and easy to administer 

	• 
	• 
	Best to use a valid tool 

	• 
	• 
	• 
	Tools to consider include: 

	• 
	• 
	• 
	Ohio State University – Traumatic Brain Injury Identification Method 

	• 
	• 
	Traumatic Brain Injury Questionnaire 

	• 
	• 
	Brain Injury Screen Questionnaire 

	• 
	• 
	Brain Check Survey 



	• 
	• 
	More information about these screens can be found at this link and by clicking on“Lifetime History Screening Tool”:


	Lifetime history screening tool chart 
	Lifetime history screening tool chart 

	Figure
	Figure
	Practice Case 
	Figure
	• 
	• 
	• 
	Johnny • Age 25 

	• 
	• 
	Noted difficulties with follow through, attention, etc. 

	• 
	• 
	Marked difficulties with obtaining employment 


	Figure
	Johnny 
	Figure
	Figure
	25 
	Car 
	22 
	Figure

	accident Fight 
	14 
	Figure
	Football 5-10 16 to 18 concussions 
	Figure

	Interpreting Findings --Johnny 
	Figure
	Determined positive if meet ONE or MORE of the following criteria: 
	* Worst: moderate/severe brain injury 
	* First: injury with loss of consciousness before age 15 
	* Multiple: 3 or more with altered mental status or 2 injuries within a 3-month period 
	NO YES YES 
	All rights reserved: © CDE/MINDSOURCE 32 
	Figure
	Figure
	Figure



	Importance of Screening (impairment) 
	Importance of Screening (impairment) 
	Importance of Screening (impairment) 

	Figure
	Sect
	Figure

	• 
	• 
	• 
	Most of the lifetime history screening tools do not provide you informationabout current impairment 

	• 
	• 
	Understanding both the history of injury as well as current impairment allows for effective adjustments/accommodationsto be implemented 

	• 
	• 
	Identifying the current impairment will help increase the persons ability to advocate for themselves 


	Sect
	Figure
	Importance of Screening (Impairment) 

	Tools are best if cost effective and easy to administer 2 approaches 
	Sect
	Figure
	• 1. self-report 

	• 2. neuropsychological screen 
	Sect
	Figure
	Figure
	Screening tools  (impairment) 

	Figure
	• Neuropsychological Screening Tools to consider include: 
	• 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 
	Neuropsychological Screens 
	Neuropsychological Screens 

	• Self-Report Screening Tool to consider: 
	Adult TBI Protocol: 
	adult self-report and strategies 

	Juvenile TBI Protocol: 
	juvenile self-report and strategies 

	Figure
	Neuropsychological Screen 
	Figure


	• 
	• 
	• 
	The University of Denver has developed an on-line course designed to train community-based mental health providers how to conduct neuropsychological screening. This course is offered through the University of Denver Center for Professional Development. 

	• 
	• 
	Neuropsychological Screening Tests for Mental Health Clinicians: An Intensive Short 
	Course: https://www.du.edu/registrar/elevatecourses/course.html?instanceCode=CPD0201_NEUROPS&courseInstanceID=CPD0201_96447117&courseCode=CPD-0201 
	-
	-



	• 
	• 
	This 3-hour online, self-paced, training course is designed for licensed mental health providers (including LPC, LMFT, LCSW, and LAC) who are interested in learning about theuse of neuropsychological screening batteries for clinical practice. 


	Sect
	Figure
	Colorado Symptoms Questionnaire 

	Figure
	To obtain, contact Liz Gerdeman @ 
	To obtain, contact Liz Gerdeman @ 
	liz.gerdeman@state.co.us 
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	Strategies for Inmate/Probationers 
	Strategies for Inmate/Probationers 

	Figure
	Strategies Guidebook for Professionals 
	Strategies Guidebook for Professionals 

	Figure
	The “So What”: Adjustments/Accommodating 
	Figure
	Framework for Support 
	Framework for Support 

	Figure
	We are NOT treating the brain injury; we ARE treating the behavioral health concern in the context of brain injury 
	We are NOT treating the brain injury; we ARE treating the behavioral health concern in the context of brain injury 
	Figure

	Demystifies brain injury for non-brain injury professionals 
	Empowers individuals with brain injury and families to advocate for appropriate supports 
	Sect
	Figure

	The “So What”: Adjustments/Accommodating 
	Strategies should be easy to implement and appropriate to the environment Strategies should be person centered; the person needs to be integral in: 1. Recognizing the need for a strategy 2. Developing a strategy 3. Monitoring progress 
	Figure
	44 
	44 

	Memory Sensory-Motor Inhibition Processing Speed Language Processes Learning Processes Visual-Spatial Processes Social Emotional Competency Executive Functions Achievement/ Cognitive Ability/ Reasoning Attention 
	Memory Sensory-MotorInhibitionProcessing Speed Language Processes LearningProcesses Visual-Spatial Processes Social EmotionalCompetency Executive Functions Achievement/ Cognitive Ability/ Reasoning Attention 
	The “So What”: Adjustments/Accommodating 
	Figure

	Impaired Attention 
	Impaired Attention 
	Impaired Attention 
	What it looks like: 
	What it looks like: 

	• 
	• 
	• 
	Fidget, squirms in seat, can’t sit still 

	• 
	• 
	Interrupts conversation 

	• 
	• 
	Talks excessively 

	• 
	• 
	Off topic 

	• 
	• 
	Impulsivity (inability to inhibit) 



	Figure
	The “So What”: Adjustments/Accommodating 
	Figure


	Impaired Attention 
	Impaired Attention 
	Impaired Attention 
	Adjustments/Accommodations: 

	• 
	• 
	• 
	Check to make sure you have the persons attention before giving instructions 

	• 
	• 
	• 
	Work on one task at a time to avoid the need to divide attention 

	• 
	• 
	Reduce distractions, meet in a quiet environment 

	• 
	• 
	Off topic 

	• 
	• 
	Keep instructions brief, simple and to the point 



	Sect
	Figure

	The “So What”: Adjustments/Accommodating 
	Figure

	Short Term Memory Loss 
	Short Term Memory Loss 
	Short Term Memory Loss 
	What it looks like: 
	What it looks like: 

	• 
	• 
	• 
	Can’t remember more than one thing at a time 

	• 
	• 
	Can’t remember details 

	• 
	• 
	Appears disorganized 

	• 
	• 
	Appears to have an “attitude” problem 

	• 
	• 
	Appears manipulative 



	Figure
	The “So What”: Adjustments/Accommodating 
	Figure


	Short Term Memory Loss 
	Short Term Memory Loss 
	Adjustments/Accommodations: 
	• 
	• 
	• 
	Repeat and summarize information 

	• 
	• 
	Provide written summary 

	• 
	• 
	Review new information frequently 

	• 
	• 
	Stick to routine as much as possible 

	• 
	• 
	Keep information concise, tangible, and relevant 


	Figure


	Can’t vs Won’t 
	Can’t vs Won’t 
	Figure
	Figure
	Looking Through a Different Lens 
	Figure
	Look For: The Function of the Behavior 
	Figure
	Problem Behavior 
	Escape/ Avoid Something 
	Obtain/Get Something 
	Stimulation/ Sensory 
	Tangible/ Activity 
	Social 
	Figure
	Figure
	Figure
	Figure
	Adult 
	Peer 
	MemoryAttention 
	Executive DYSFUNCTION: 
	• 
	• 
	• 
	Inability to delay gratification (wait) 

	• 
	• 
	Inability to manage time – no future thinking which results in poor planning, organization or initiation 


	Processing Speed LanguageProcesses Learning Processes Social Emotional Competency ExecutivAchievement/ Cognitive AbilityReasoning Soc• 
	Figure
	ial INCOMPETENCE: 
	Inability to make better behavioral or social decisions. 
	Sensory-MotorInhibition Visual-Spatial Processes 
	CO Brain Injury Steering Committee: Adapted from Miller, 2007; Reitan and Wolfson, 2004; Hale and Fiorello, 2004 

	Skill vs Will 
	Skill vs Will 
	Figure
	If think they don’t have the skill, less 
	If think they have the skill but 
	likely to think punishment, more 
	choose to not use it, likely to think 
	likely to think of teaching the skill 
	punishment 
	Figure
	Can’t remember expectations: Memory Is off-task while reviewing expectations: Attention Doesn't feel rules are fair and expresses feelings inappropriately Expressive /Pragmatic Language 
	Doesn't read visual cues: Visual-Spatial Behavior: Non-compliance No problem-solving skills: Executive Dysfunction 
	Figure
	And what about the setting events? = Internal Interferences 
	Doesn't understand expectations: Receptive Language 
	Community 
	Figure

	Home Work/scho ol 
	Function of the Behavior 
	feelings inappropriately 
	Doesn't understand expectations: Receptive Language Doesn't feel rules are fair and expresses Expressive /Pragmatic Language Review expectations in visual, multi-modal fashion Teach appropriate ways to express verbal discontent 
	And what about the setting events? = Home School/wo Internal Interferences 
	rk 
	Can’t remember expectations: Memory Is off-task while reviewing expectations: Attention Make sure you have attention before reviewing expectations Write out/draw out steps to compensate for memory 
	Doesn't read visual cues: Visual-Spatial Behavior: Non-compliance No problem-solving skills: Executive Dysfunction May need to teach facial cues, non-verbal cues May need to teach Cog. Beh. Therapy skills CBT How pervasive? What’s your Body of Evidence? 
	Figure
	Community 
	Function of the Behavior I Be mindful of Rx interactions, family stress, financial stressors, medical/neurological factors 
	Psychoeducational Supports 
	Figure

	• 
	• 
	• 
	It is important to provide education about brain injury to the justice-involved individual and, when appropriate, their family 

	• 
	• 
	The screening process might be the first time they are identifying and understanding that they have a brain injury 

	• 
	• 
	Message needs to be that they are not “broken” and that there are ways to compensate for the deficits that they experience 

	• 
	• 
	The person may not be able to recognize their deficits immediately. It is important to meet them where they are 


	Figure
	AHEAD, Colorado Model 
	Figure
	Building in Wrap Around Supports 
	Figure

	• 
	• 
	• 
	Supports can be provided while the person is “in” the system 

	• 
	• 
	Important to consider what supports will be necessary and available when they are no longer under supervision 

	• 
	• 
	Beneficial to do a warm hand off from the justice system to the community support while they are still under supervision 

	• 
	• 
	Resource facilitation/case management has proven to be an effective means to reducing recidivism support for justice-involved individuals 


	Figure
	Case Management/Resource Facilitation 
	Figure

	Components: 
	1. 
	1. 
	1. 
	Assessment of needs 

	2. 
	2. 
	Provision of brain injury education and promote awareness of resources 

	3. 
	3. 
	Proactive navigation to community-based supports, resources, and services 

	4. 
	4. 
	Connection to appropriate resources 


	Figure
	Efficacy of Case Management/Resource Facilitation 
	Figure

	Indiana researchers found: 
	• 
	• 
	• 
	Return to work for Resource Facilitation (RF) group was significantly better inRCT’s (64-69% as compared to 36-50%) 

	• 
	• 
	Level of disability associated with brain injury decreased even at 10 years post-injury with RF 

	• 
	• 
	Significant improvement in activities of daily living with RF 

	• 
	• 
	Perceived need for services declined with RF and number of services used declined with RF 


	(Texler L.T., et. al, Journal of Head Trauma Rehabilitation, 2018) 
	Figure
	Resources 
	Figure
	Figure
	Accommodating the Symptoms of TBI 
	Accommodating the Symptoms of TBI 
	Booklet PDF 

	Presented by: 
	Ohio Valley Center for Brain Injury Prevention and Rehabilitation 
	With contributions from Minnesota Department of Human Services State Operated Services 
	Developed in part with support of a grant from the US Department of Health and Human Services, Health Resources and Services Administration (HRSA) to Ohio Rehabilitation Services Commission and The Ohio State University 
	Booklet order form PDF 
	Booklet order form PDF 
	Booklet order form PDF 


	TBI Toolkit 
	Figure
	Mental Health, Criminal Justice, and Brain Injury Toolkit 

	Cokids with Brain Injury
	www.cokidswithbraininjury.com 
	www.cokidswithbraininjury.com 
	www.cokidswithbraininjury.com 

	Figure
	NASHIA 
	Figure
	• Website Resources 
	Criminal & Juvenile Justice 
	Criminal & Juvenile Justice 
	Criminal & Juvenile Justice Best Practice Guide for State Brain Injury Programs 

	• Leading Practices Academy 
	• 
	• 
	• 
	Direct state TA & consultation 

	• 
	• 
	Six Academy meetings per year 

	• 
	• 
	Peer-to-peer support 

	• 
	• 
	Online HUB with resources & community forum 

	• 
	• 
	Annual Summit 


	Leading Practices Academy on Criminal and Juvenile Justice 
	Leading Practices Academy on Criminal and Juvenile Justice 

	Figure



	Best Practices Protocol 
	Best Practices Protocol 
	Figure
	1. 
	1. 
	1. 
	Screening for lifetime history of brain injury 

	2. 
	2. 
	Screening for current impairment 

	3. 
	3. 
	Adjusting to support impairment 

	4. 
	4. 
	Training and education for criminal justicestaff 

	5. 
	5. 
	Psycho-education for justice involved individual with brain injury 

	6. 
	6. 
	Referral to community-based support 


	Criminal and Juvenile Justice Best Practice Guide and Supporting Materials: 
	list/ultvlaoicnk14l0k1f0prgqvhlt04f-8wllr 
	https://www.nashia.org/resources
	-

	Figure
	Resources 
	Figure
	Brain Injury Association of America: National Association of State Head Injury Administrators: TBI Model Systems Knowledge Translation Center: United States Brain Injury Alliance: 
	https://www.biausa.org/ 
	https://www.nashia.org/ 
	https://msktc.org/tbi/factsheets 
	https://usbia.org/ 
	https://usbia.org/ 
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	https://www.ted.com/talks/kim_gorgens_the_surprising_connection_between_brain_injuries_and_crime?language=en 
	https://www.ted.com/talks/kim_gorgens_the_surprising_connection_between_brain_injuries_and_crime?language=en 
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	Figure
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	Thank you. 
	Thank you. 
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	GPRA Link (SAMHSA Required Evaluation) 
	This is a shared event of the Mid-America and Mountain Plains ATTC 
	Figure
	ttc-gpra.org/GPRAOnline/SG?e=456753 
	ttc-gpra.org/GPRAOnline/SG?e=456753 
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