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Associations between substance
use and traumatic brain injury:

1. Intoxication and occurrence of TBI

2. History of substance abuse among
persons who incur TBIs

3. Substance abuse and negative
outcomes among persons with TBIs




1. Intoxication and TBI

Review of published literature found 1/3 to
1/2 of persons hospitalized with TBI had
BAC=.10; minimal data on other drug
screens (Corrigan, 1995).

OSU Suboptimal Outcomes Study: 25%
BAC>.10, 12% + drug screen, 32% either
(n=356 consecutive admissions for acute
rehabilitation).

1. Intoxication and TBI

TBI Model Systems: 29% BAC>.10
(n=1,019 admissions to Model Systems
acute rehabilitation centers).

Colorado TBI Surveillance and Follow-up
System: 19% BAC=.10 (n=1,513 1996
and 1997 hospitalizations).

2. History of substance abuse among
persons who incur TBI

Review of literature concluded almost 2/3 of
adolescents and adults admitted for
rehabilitation have prior histories of
substance abuse (Corrigan, 1995)

TBI Model Systems National Database
(n=1,262; Corrigan et al., 2003):
43% at least problem alcohol use

29% illicit drug use
48% history of either




2. History of substance abuse among
persons who incur TBI

OSU Suboptimal Outcomes Study (n=356
consecutive admits to acute rehab):
54% alcohol abuse or worse
34% other drug abuse or worse
58% history of either

University of Washington (n=142 consecutive
admits to acute rehab, Bombardier,
Rimmele & Zintel, 2003):

59% at-risk alcohol use or worse
34% recent illicit drug use
61% history of either

3. Substance abuse and negative
outcomes after TBI

Health Effects

Negative effects for those intoxicated at time of
injury and those with a prior history of substance
abuse (from Corrigan, 1995)

Interactive effect in pathophysiological indicators of
brain function (Barker et al., 1999; Baguley et al.,
1997; Bigler et al., 1996)

Event related evoked potentials

P300 Amplitude

Controls Alcohol TBI+Alcohol

[from Baguley, et al., 1997]




3. Substance abuse and negative
outcomes after TBI

Gets worse 2-5 years post-discharge (corrigan,
Smith-Knapp & Granger, 1998; Kreutzer et al., 1996; Kreutzer,
Witol & Marwitz, 1996; Corrigan, Rust & Lamb-Hart, 1995)

10% to 20% develop problems for the first

time after the injury (Corrigan et al., 1995; Kreutzer et
al., 1996)

Is associated with unemployment, living alone,
criminal activity and lower subjective well-

being (Sherer et al.,1999; Corrigan et al., 1997; Kreutzer et
al., 1996; Kreutzer et al., 1991; Corrigan et al., 2003)

Recap: Scope of the problem of
TBI and Substance Abuse

20% to 30% of persons with TBI show alcohol intox-
ication at hospitalization, minimal data on other drugs.

50% to 60% of adolescents and adults in acute
rehabilitation have prior histories of substance abuse.

Indices of brain structure and function suggest an
additive effect of substance abuse and TBI.

Substance abuse is associated with unemployment, living
alone, criminal activity, lower subjective well-being.

Need for assistance controlling use going unmet.
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4 Quadrant Model of Service Provision

High
Severity Quadrant III
Collaboration in the
Substance Abuse

System

Quadrant I

Acute Medical Settings
and Primary Care

Substance Use Disorder

Low
Severity

Acquired Brain Injury

Quadrant IV

Integrated Treatment
in the Community

Quadrant II

Collaboration in
Rehabilitation Programs
& Services

High
Severity

4 Quadrant Model of Service Provision
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Collaboration in the
Substance Abuse
System
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TBI and Substance Abuse

Quadrant II: Collaboration in
Rehabilitation Programs and Services

Frank Sparadeo, Ph.D.

Chairman
Rhode Island Governor’s
Permanent Advisory
Commission on TBI




TBI and Substance Abuse

Clinical issues
» Unique characteristics of dual diagnosis
e Integration of treatment methods
« Clinical philosophy
Programmatic Issues
* Policy Development
¢ Program Development
e Training

Clinical Issues

Review the medical record

Understand the milieu/treatment ecology
Delineate specific clinical questions
Team meetings

Client’s expectations

Assessment results reviewed with patient and
team

Clinical Issues

Treatment Approach
— Philosophical and theoretical underpinnings
— Specific applications
— Family involvement
— Role of self-help groups
— Role of drug/alcohol testing
— Follow-up/aftercare




Programmatic Issues

Review current agency policies and procedures
— Client actively influenced by substances
— Client using substances at the agency
— Client using substance at an agency social event
— Staff using substances at the agency or at an
event or under the influence at the agency.
— Drug testing: clients and staff

Programmatic Issues

Staff Knowledge
— Clinical Staff
— Support Staff
— Administrative/leadership staff

Determine Training Needs

— Utilize instruments to determine
knowledge level of all staff

— Implement training program

Programmatic Issues

Development of Assessment Protocols

— Formal instruments
¢ SASSI, AEQ, IDS, SCQ, etc.
— Interview techniques
— Personality Assessment
— Psychosocial Assessment
— Cognitive Factors
— Understanding AOD use triggers
— Understanding previous successes




Programmatic Issues
Development of Treatment Protocols
— Review models

— Match models with population and level
of sophistication of the clinical staff

— Develop a AOD abuse specialist leader

Programmatic Issues

Staff Development

— Three Component Curriculum Development

o Clinical Staff
o Support Staff
» Administrative and Leadership Staff

TBI and Substance Abuse:
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Substance Use and TBI

Quadrant III: Collaboration in the
Substance Abuse System

Robert Ferris, LSW

Massachusetts Rehabilitation
Commission

Statewide Head Injury Program

Modifying Substance Abuse Treatment

A Brain Injury Rehabilitation Perspective

Modifying Substance Abuse Treatment

Identify cognitive functioning strengths and
deficits. Obtain neuropsychological testing or
summaries of tests.

Using this information, insure that counseling
and interactions with the individual are done in
a manner that will maximize his/her ability to
understand and follow-through on
expectations.




Modifying Substance Abuse Treatment

Recognize that there is a high degree of denial
of cognitive and even functional deficits
among people with brain injuries.

Identify concrete examples of behavior related
to substance abuse and use these to assist
the individual in recognizing need for
treatment.

Modifying Substance Abuse Treatment

Know the pre-morbid drug use patterns of the
person as well as current patterns of use.

Knowledge of current prescribed medications
and interactions is essential.

Modifying Substance Abuse Treatment

Provide increased opportunities for 1:1
counseling and support or use small group
sessions. Steer clear of large groups.

Adjust and utilize Motivational Enhancement
therapy; cognitive-behavioral or skills-based
therapy.




Modifying Substance Abuse Treatment

Avoid confrontational and psychotherapeutic
approaches in most cases.

For most individuals, encourage use of a
journal or notebook and assist them in
using it.

Educate counselors and AA sponsors in how
to present the 12 step model to people
with brain injuries.

Approaches to Residential Treatment

Brain injury training for all staff.

Ongoing consultation between brain injury
specialist and selected or identified staff.

Acquisition of neuropsychological evaluation
and/or comprehensive functional assessment
of incoming consumer prior to intake
interview.

Approaches to Residential Treatment

Intake interview focuses on educating the
consumer to the need for treatment.

Provision of higher levels of 1:1 counseling
and/or small group sessions.

Use of mentoring or “buddy-system” with
“buddy” or mentor having basic awareness of
brain injury issues.




Approaches to Residential Treatment

Program rules and procedures need to be
presented in @ manner that will be understood
and retained by brain injured person.

Approaches and methods of treatment may need
to be modified in @ manner that can be
understood and retained.

Approaches to Residential Treatment

Length of stay determined by need of
consumer.

On-going communication between TBI
specialist and designated point person
within the program.

TBI and Substance Abuse:
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Substance Use and TBI

Quadrant IV: Integrated Treatment
in the Community

John D. Corrigan, Ph.D.
Frank Sparadeo, Ph.D.

Robert Ferris, LSW

Integrated Treatment
of Traumatic Brain Injury and

Substance Abuse

Integrated Treatment of TBI and SA

Case Management to change
the environment and

organize the team ce abuse treatment

igh new attitudes,
beliefs\and skills

Therapeutic

Alliance(s)
Rehabilitajjon to
improve funtional
abilities




Integrated Treatment of TBI and SA

Therapeutic

Alliance

Integrated Treatment of TBI and SA

Unique challenge for persons with TBI:
Establishing a therapeutic alliance is more difficult with
clients who are ego-centric, or otherwise lack insight into
others’ thoughts and feelings.

Professionals will need greater commitment to and
experience with this population, as well as flexibility
engaging them in treatment.

Programmatic options: specialized caseloads, smaller
caseloads, greater counselor freedom to customize
procedures, consistency in personnel from engagement
through treatment completion.

Integrated Treatment of TBI and SA

Therapeutic

Alliance(s)




Integrated Treatment of TBI and SA

Unique challenge for persons with TBI:

Having multiple therapeutic alliances can lead to
inconsistencies, if not confusion.

Professionals need to communicate with each other,
optimally with the client included.

Programmatic options: joint treatment planning and
progress review and agency flexibility in allowing
staff participation with “ad hoc” teams.

Integrated Treatment of TBI and SA

Substance abuse treatment
to establish new attitudes,
beliefs and skills

Therapeutic

Alliance(s)
Rehabilitation to
improve functional
abilities

Integrated Treatment of TBI and SA

Unique challenge for persons with TBI:

Substance abuse services are not cognitively and
attitudinally accessible.

Substance abuse providers need to be able to identify and
treat clients with unique learning or communication
styles; be able to appreciate both neurobehavioral and
motivational sources of behavior; and understand the
unique presentation of traumatic brain injury.

Programmatic options: in-service and pre-service training,
staff sharing, reduce barriers to consultation, allow more
flexibility in program structure.




Integrated Treatment of TBI and SA

Unique challenge for persons with TBI:

Rehabilitation professionals have biased views and,
thus, expectations about persons with substance use
disorders.

Rehabilitation professionals need current and accurate
information about the nature and extent of addictions,

as well as their treatment. They need to increase their
knowledge and comfort level so that they can address

these issues and clients more objectively.

Programmatic options: in-service and pre-service
training, staff sharing, reduce barriers to consultation.

Integrated Treatment of TBI and SA

Case Management to change
the environment and
organize the team,

Therapeutic

Alliance(s)

Integrated Treatment of TBI and SA

Unique challenge for persons with TBI:

Case management requires the time to develop a strong
therapeutic relationship and address multiple access and
resource needs, while taking responsibility for the
coordination of all the providers involved,

Case managers need smaller caseloads, the capability to
engage via outreach, and longer allowable lengths of stay.
Changing the environment requires knowledge of health,
behavioral health, social service and vocational systems, as
well as cooperation from these provider communities.

Programmatic options: skilled staff, specialized caseloads,
smaller caseloads, flexibility structuring treatment.




Integrated Treatment of TBI and SA

Case Management to change
the environment and

organize the team ge abuse treatment

to estabNgh new attitudes,
nd skills

Therapeutic

Alliance(s)
Rehabilitajon to
Gtional
abilities

Making Services More Responsive

Initiate cross-training, facilitate consultation and
explore staff-sharing options.

Promote staff participation in “ad hoc” teams.
Take advantage of specialized caseloads.

Allow smaller caseloads and maximize consistency of
personnel throughout treatment.

Provide case management services that can engage
and be effective with this population.

Attract the most skilled staff to the most demanding
roles, and empower them.

Thanks!

John D. Corrigan, Ph.D.
Frank Sparadeo, Ph.D.
Robert Ferris, LSW

TBI Technical Assistance Center

HRSA/MCHB Federal TBI Program

NASHIA Planning Committee & Staff
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