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Traumatic Brain Injury

« Abrain injury caused by an
outside force.”

* Approximately 214,110 TBI-
related hospitalizations in
20202

« 69,473 TBIl-related deaths in
20212

 These estimates do not
include the many TBIs that are
only treated in the emergency
department, primary care,
urgent care, or those that go
untreated.?

Persistent post-concussive syndrome and post-
concussive symptoms are beyond the scope of this
presentation.



Presenter Notes
Presentation Notes
- TBI can be caused by a forceful bump, blow, or jolt to the head or body, or from an object entering the brain.



Mental Health

* About 23% of U.S. adults experienced mental
illness in 2021.3

* 5.5% of U.S. adults experienced serious
mental illness in 2021. 3

« 7.5% of U.S. adults experienced a co-
occurring substance-related disorder and
mental illness. 3

In the interest of time, depression, anxiety, and substance-related disorders will be the main mental
disorders covered.
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Presenter Notes
Presentation Notes
About 23% of U.S. adults experienced mental illness in 2021 (57.8 million people). This represents 1 in 5 adults.3
Five and a half percent of U.S. adults experienced serious mental illness in 2021 (14.1 million people). This represents 1 in 20 adults. 3
Seven and a half percent of U.S. adults experienced a co-occurring substance use disorder and mental illness in 2021 (19.4 million people). 3



For the


Depression

* Depressive disorders
are serious mental
health conditions.4

« Symptoms may
present differently,

depending on the
person.

« A depressive disorder
changes how one
functions day-to-day.*



Presenter Notes
Presentation Notes
- It is more than just feeling sad or going through a rough patch


Main Types of Depressive Disorders

Major depressive disorder (MDD):
characterized by discrete episodes

of at least 2 weeks duration, though Persistent depressive disorder:

more chronic form with mood

usually considerably longer, with
clear changes in affect, cognition,
neurovegetative functions, and
interepisode remission.>

disturbances continuing for at least
2 years in adults.?
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Presenter Notes
Presentation Notes
Will focus on just MDD for the talk, but wanted to be aware of more chronic course


Symptoms of MDD

* Five or more symptoms, nearly every day, in 2-week period, that is a
change from prior functioning and cause clinically significant distress
or impairment.

* One of the symptoms must be either

— Depressed mood most of the day, or

— Marked diminished interest or pleasure in all, or almost all, activities
most of the day.

« Other symptoms must not be clearly attributable to another medical
condition
— Significant weight loss or gain or decrease/increase in appetite
— Insomnia or hypersomnia
— Psychomotor agitation or retardation
— Fatigue or loss of energy
— Feelings of worthlessness or excessive or inappropriate guilt
— Diminished ability to think or concentrate, or indecisiveness
— Recurrent thoughts of death, suicidal ideation, or suicide attempt/plan
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MDD Statistics

* In 2021, the annual prevalence of major
depressive episode was 8.3%.3

* Prevalence is threefold higher in those
aged 18-29 compared to 60 and older.>

* WWomen are twice as likely to develop
MDD compared to men.>

« Having a first degree relative with MDD
puts ones’ risk 2-4x higher than the
general population.®

UL Health


Presenter Notes
Presentation Notes
Major depressive disorder may first appear at any age, but the likelihood of onset increases
markedly with puberty. In the United States, incidence appears to peak in the 20s; however, first
onset in late life is not uncommon.
The course of major depressive disorder is quite variable, such that some individuals rarely,
if ever, experience remission (a period of 2 or more months with no symptoms, or only one or
two symptoms to no more than a mild degree), while others experience many years with few or
no symptoms between discrete episodes. The course of depression may reflect social-structural
adversity associated with poverty, racism, and marginalization.
It is important to distinguish individuals who present for treatment during an exacerbation of
a chronic depressive illness from those whose symptoms developed recently. Chronicity of
depressive symptoms substantially increases the likelihood of underlying personality, anxiety,
and substance use disorders and decreases the likelihood that treatment will be followed by full
symptom resolution. It is therefore useful to ask individuals presenting with depressive
symptoms to identify the last period of at least 2 months during which they were entirely free of
depressive symptoms. Cases in which depressive symptoms are present for more days than not
might warrant an additional diagnosis of persistent depressive disorder.
Recovery from a major depressive episode begins within 3 months of onset for 40% of
individuals with major depression and within 1 year for 80% of individuals. Recency of onset is
a strong determinant of the likelihood of near-term recovery, and many individuals who have
been depressed for only several months can be expected to recover spontaneously. Features
associated with lower recovery rates, other than current episode duration, include psychotic
features, prominent anxiety, personality disorders, and symptom severity.
The risk of recurrence becomes progressively lower over time as the duration of remission
increases. The risk is higher in individuals whose preceding episode was severe, in younger
individuals, and in individuals who have already experienced multiple episodes. The persistence
of even mild depressive symptoms during remission is a powerful predictor of recurrence.



SDoH and MDD

* Adverse childhood experiences, especially
when multiple and of diverse types, constitute
a set of potent risk factors.>

 Low income, limited formal education, racism
and other forms of discrimination, are
associated with higher risk.>

* Higher levels of income inequality are
associated with higher prevalence.>

* The chronicity of MDD appears to be higher
in African Americans and Caribbean Blacks
compared to non-Latinx Whites.>
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Functional Consequences of MDD

* Impairment can range form mild to
complete incapacity.®

* For individuals seen in general medical
settings, those with MDD have more pain
and physical illness and greater decreases
in physical, social, and role functioning.®

UL Health



Presenter Notes
Presentation Notes
- Impairment can be very mild, such that many of those who interact with the affected individual are unaware of depressive symptoms.5 
- However, impairment may range to complete incapacity such that the depressed individual is unable to attend to basic self-care needs or is mute or catatonic.5



Comorbidities with MDD

MDD frequently co-occurs with substance-
related disorders, panic disorder, generalized
anxiety disorder (GAD), posttraumatic stress
disorder (PTSD), obsessive-compulsive
disorder (OCD), anorexia nervosa, bulimia
nervosa, and borderline personality disorder.®

* Women are more likely to report comorbid
anxiety disorders, bulimia nervosa, and
somatoform disorders.°

 Men are more likely to report comorbid
alcohol and substance use.>
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Presenter Notes
Presentation Notes
Somatoform disorders are any of a group of disorders marked by physical symptoms suggesting a specific medical condition for which there is no demonstrable biological evidence and for which there is positive evidence or a strong probability that they are linked to psychological factors


Anxiety

« When feelings of intense
fear and distress become
overwhelming and prevent
us from doing everyday
activities, an anxiety
disorder may be the cause.®

« All anxiety disorders have
one thing in common:
persistent, excessive fear or
worry in situations that are
not threatening.®

* Anxiety disorders differ from
one another in the types of
objects or situations that

induce fear, anxiety, or

avoidance behavior, and the
associated cognition.®



Presenter Notes
Presentation Notes
- We all experience anxiety. Anxiety can be beneficial when it helps us to be prepared or cautious.
- Fear is the emotional response to real or perceived imminent threat, whereas anxiety is anticipation of future threat. 


Main Types of Anxiety Disorders

Social anxiety disorder: fearful or
anxious about or avoidant of social
interactions and situations that
involve the possibility of being
scrutinized.?

Agoraphobia: fearful and anxious in
many different situations, and
symptoms in two or more of the
following: using public transportation,
being in open spaces, beingin
enclosed places, standing in line or
being in a crowd, or being outside of
the home alone in other situations.”

UL Health

Panic disorder: recurrent unexpected
panic attacks and persistently concern
or worry about having more panic
attacks or changes behavior in
maladaptive ways because of the
panic attacks.”

Generalized anxiety disorder (GAD):
persistent and excessive anxiety and
worry about various domains,

including work and school
performance, that is difficult to
control.”




Symptoms of GAD?

« EXxcessive anxiety and worry (apprehensive
expectation), occurring more days than not for at least
6 months, about a number of events or activities that
cause significant distress or impairment.

« Worry is difficult to control.

« Additionally, 3 or more symptoms that are not
attributable to the effects of a substance or another
medical condition.

— Restlessness or feeling keyed up or on edge
— Easily fatigued

— Difficulty concentrating or mind going blank
— lrritability

— Muscle tension

— Sleep disturbance
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GAD Statistics

* In 2021, the annual prevalence of anxiety
disorders was 19.1%.3 The annual
prevalence for GAD is 2.9% for adults.®

* WWomen are twice as likely to experience
GAD than men.>

 Genetics account for one third of the risk
of developing GAD. >

UL Health



SDoH and GAD

* |ndividuals of European descent are more
likely to meet criteria for GAD compared to
those of Asian or African descent.?

» Considerable cultural variation in the
expression of GAD, in some cultural contexts
somatic symptoms predominate expression
of GAD, whereas other culture the cognitive
symptoms are most prevalent.®

* |In the US, higher prevalence of worry is
associated with exposure to racism and
ethnic discrimination.>
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Functional Consequences of GAD

« EXxcessive worry can impair one’s capacity to do
activities quickly or efficiently as worry takes time
and energy.°

« Associated symptoms of muscle tension and
feeling on edge, tiredness, difficulty concentrating,
and disturbed sleep may also contribute to
impairment. °

« Associated with significant disability and distress
that is independent of comorbid disorders.>

» Linked to decreased work performance, increased
medical resources use, and increased risk for
coronary morbidity. ®
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Comorbidities with GAD

* Those with GAD likely have met, or
currently meet, criteria for other anxiety or
unipolar depressive disorders. ®

« Comorbidity with substance use, conduct,
psychotic, neurodevelopmental, and
neurocognitive disorders is less common. ®

UL Health



Substance-Related Disorders

A cluster of cognitive,
behavioral, an
physiological symptoms
Indicating that the _
iIndividual continues using
the substance despite
S|g?n|f|cant substance-
related problems.°

 Often occur
simultaneously in
individuals with mental
iliness, usually to cope
with overwhelming
symptoms.’

Will focus alcohol use disorder, as most research
regarding substance use after TBI has focused
on alcohol use.



Presenter Notes
Presentation Notes
The substance-related disorders encompass 10 separate classes of drugs: alcohol; caffeine; cannabis; hallucinogens (with separate categories for phencyclidine [or similarly acting arylcyclohexylamines] and other hallucinogens); inhalants; opioids; sedatives, hypnotics, or anxiolytics; stimulants (amphetamine-type substances, cocaine, and other stimulants); tobacco; and other (or unknown) substances.5

All drugs that are taken in excess have in common the ability to directly activate the brain reward
systems, which are involved in the reinforcement of behaviors and establishment of memories.
Instead of achieving reward system activation through adaptive behaviors, these substances
produce such an intense activation of the reward system that normal activities may be neglected.
The pharmacological mechanisms by which each class of drugs produces reward are different,
but the drugs typically activate the system and produce feelings of pleasure, often referred to as a
“high.” Furthermore, studies suggest that the neurobiological roots of substance use disorders for
some individuals can be seen in their behaviors long before the onset of actual substance use
(e.g., lower levels of self-control may reflect impairments of brain inhibitory mechanisms);
research also suggests the negative impact of substance use itself on brain inhibitory
mechanisms.



Symptoms of Alcohol Use Disorder®

« A problematic pattern of alcohol use leading to clinically significant impairment or
distress, as manifested by at least two of the following, occurring within a 12-
month period:

— Often taken in larger amounts or over a longer period than was intended.

— Persistent desire or unsuccessful efforts to cut down or control alcohol use.

— Agreat deal of time is spent in activities necessary to obtain, use, or recover from its effects.
— Craving, or a strong desire or urge to use.

— Recurrent use resulting in a failure to fulfill major role obligations.

— Continued use despite having persistent or recurrent social or interpersonal problems
caused or exacerbated by the effects.

— Important social, occupational, or recreational activities are given up or reduced because of
use.

— Recurrent use in situations in which it is physically hazardous.

— Use is continued despite knowledge of having a persistent or recurrent physical or
psychological problem that is likely to have been caused or exacerbated by use.
— Tolerance, as defined by either of the following:
* A need for markedly increased amounts to achieve intoxication or desired effect.
» A markedly diminished effect with continued use of the same amount.

— Withdrawal, as manifested by either of the following:

» The characteristic withdrawal syndrome for alcohol (refer to Criteria A and B of the criteria set for
alcohol withdrawal).

» Alcohol (or a closely related substance, such as a benzodiazepine) is taken to relieve or avoid
withdrawal symptoms.

UL Health




Alcohol Use Disorder Statistics

In the US, lifetime prevalence rates among adults
were estimated to be 29.1%.°

— 8.6% mild,
— 6.6% moderate
— 13.9% severe.
« Twelve-month prevalence in the US was 16.2%

among individuals ages 18-29 years, and 1.5%
among individuals 65 years and older.”

* |In the US, lifetime prevalence was greater among
men (36.0%) than among women (22.7%).>

 Likelihood of developing is three to four times
higher in close relatives of individuals with alcohol
use disorder.®
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SDoH and Alcohol Use Disorder

« Among US adults, the 12-month prevalence °:
— 14.4% in African Americans
— 14.0% in non-Hispanic Whites
— 13.6% in Hispanics,
— 10.6% in Asian Americans and Pacific Islanders.

* Risk factors may include poverty and
discrimination (including structural inequities such
as differential incarceration rates and differential
access to medications for addiction treatment),
unemployment and low levels of education.®
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.

Functional Consequences of Alcohol Use Disorder

» Associated with a significant increase in the
risk of accidents, violence, and suicide.>

e |tis estimated that one in five intensive care
unit admissions in some urban hospitals is
related to alcohol.®

* |t is estimated that 40% of individuals in the
US experience an alcohol-related adverse
event at some time in their lives, with alcohol
accounting for up to 55% of fatal driving
events. °

UL Health



Presenter Notes
Presentation Notes
- The diagnostic features of alcohol use disorder highlight major areas of life functioning likely to be impaired.



Comorbidities of Alcohol Use Disorder

* Bipolar disorders, schizophrenia, and
antisocial personality disorder are associated
with alcohol use disorder, and most anxiety
and depressive disorders are associated with
alcohol use disorder as well.>

» Severe, repeated alcohol intoxication may
also suppress immune mechanisms and
predispose individuals to infections and
increase the risk for cancers. ®
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Suicide

« Suicidal ideation is
thinking about,
considering, or
planning suicide.

 Suicide intent is a
clear desire to
attempt suicide.

« Suicide attempt is
intentionally trying to
end one’s life.




Individual Risk Factors?

History of : :
: - : Serious illness ..
Previous suicide depression and ) Criminal/legal
such as chronic

attempt other mental S5y problems
illnesses

Current or prior
history of adverse
childhood

experiences

Impulsive or
aggressive Substance use
tendencies

Job/financial

problems or loss

Violence
Sense of victimization
hopelessness and/or
perpetration
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Relationship Risk Factors?®

Family/loved
Bullying one's history
of suicide

Loss of
relationships

High conflict
or violent
relationships

Social
isolation
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Community Risk Factors®

Suicide cluster
Lack of access : Stress of
in the :
to healthcare : acculturation
community

Community Historical

: Discrimination
violence trauma
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Societal Risk Factors®

Easy access to
lethal means of

Stigma associated
with help-seeking

. suicide amon
and mental illness 5

people at risk

Unsafe media

portrayals of
suicide
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Individual Protective Factors®

Reasons for living
(for example,

Effective coping
and problem-

solving skills family, friends,

pets, etc.)

Strong sense of

cultural identity
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Relationship Protective Factors?®

Feeling

Support from
connected to
others

partners, friends,
and family
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Community Protective Factors®

Availability of
consistent and high

Feeling connected to
school, community,

qguality physical and
behavioral healthcare

and other social
institutions

UL Health



Societal Protective Factors®

Cultural, religious,
or moral

Reduced access to
lethal means of
objections to
suicide

suicide among
people at risk

UL Health



Suicide Statistics

* Inthe US in 202272,

— 13.2 million seriously thought about suicide.
— 3.8 million made a plan for suicide.

— 1.6 million attempted suicide.

— Over 49,000 died by suicide.
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SDoH and Suicide

« Racial/ethnic groups with the highest rates in 2022: non-
Hispanic American Indian, Alaska Native people, and non-
Hispanic White people.®

« Rate among males in 2022 was approximately four times
higher than females.® However, women are more likely to
report suicidal ideation.

* Americans with higher-than-average rates of suicide are
veterans, people who live in rural areas. °

* Young people who identify as lesbian, gay, or bisexual have
higher prevalence of suicidal thoughts and behavior.®

« Between 2018-2021, suicide rates significantly increased
overall among non-Hispanic AI/AN (26%) and non-Hispanic
Black (19.2%) people, and declined by 3.9% among non-
Hispanic White people.?

UL Health




Continuum of Suicidality

Morbid Ideation

Suicidal Ideation

Method

Suicidal Intent

Specific Plan

Suicidal Behavior

Attempt
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Mental Health Prior to TBI

* Those with TBI were 4x more likely to have
depressive symptoms year prior to TBI
compared to matched controls.3
— These odds were significantly higher males with

TBI v control, but not significant in females.'s

* When stratified by age, those 265 years old
with TBIl were 7.32x more likely to have pre-
injury depression compared to controls.s

* Those 265 with TBI were 6.58x more likely to
report excessive alcohol use compared to
controls. 13

UL Health


Presenter Notes
Presentation Notes
- Those with TBI were 4x more likely to have depressive symptoms year prior to TBI compared to matched controls (OR=4.16 [95% CI=1.79–9.67, p=0.001]).13
- These odds were significantly higher males with TBI v control, but not significant in females.13
- When stratified by age, those ≥65 years old with TBI were 7.32x more likely to have pre-injury depression compared to controls (OR=7.32 [95% CI=2.02–26.52, p-value=0.003]).13
- Also, in those >=65 with TBI were 6.58 times more likely to report excessive alcohol use compared to controls (OR=6.58 [95% CI=1.17–37.1, p-value=0.033). 13



Mental Health Prior to TBI

* |[n a sample of patients with TBI, 15.7%
were depressed at the time of injury.?

* In this same sample, about 27% had a
history of depression prior to TBI.22

UL Health



Mental Health Prior to TBI

* |n first year post-TBI, up to 77% receive a
psychiatric diagnosis: anxiety, mood, and
substance-related disorders are common
and often present comorbidly.23

* Pre-injury psychiatric iliness was a strong
predictor of experiencing post-TBI
psychiatric disorder. '°

UL Health


Presenter Notes
Presentation Notes
- However, a large number of mood and anxiety disorders were experienced de novo.19



Depression After TBI

« A meta-analysis’® revealed

— On average, across studies, 27% diagnosed
with MDD or dysthymia after TBI (range: 9-
67%).

— Average prevalence seems to increase in first 5
years post-TBI (21-43%), then decline to
acute/post-acute levels (22%).

— Mild TBI with significantly lower prevalence of
MDD and dysthymia (16%) compared to mixed
sample of mild/mod/severe TBI (30%).

— Persons with TBI 1.66x more likely to develop
MDD or dysthymia, compared to controls.

UL Health



Depression After TBI

» During the first year after TBI, 53.1% met
criteria for MDD. 42

* Point prevalence for MDD was highest first
month after TBI.22

* For those screening positive for MDD in first
3 months, median time depressed was 4
months.22

* About a quarter screened positive for MDD at
only one time point and more than a third
screened positive for 6 months or more.4?

e The rate of new MDD was 499%.22

UL Health



Presenter Notes
Presentation Notes
- About half of the patients who became depressed were identified by 3 months. 
- These data contradict the theory that poor awareness of impairment precludes depressive reactions during the first 6 months after injury31 and suggest a window of opportunity for early identification and treatment or prevention efforts. 
- Nevertheless, TBI survivors remained at risk of MDD throughout the first year regardless of preinjury depression history. Risk of post-TBI MDD probably persists beyond 1 year since the do not seem to level off by 12 months


Depression After TBI

* Prevalence of depression diminished
gradually over time, with rates of returning
to near the population base rate at 5 for
depressive disorder.’®

* Most prevalent diagnosis is MDD, which
typically emerges 3 months post-injury for
MmTBI. In moderate to severe TBI,
symptom onset is often delayed between 6
to 12 months post-injury.?°

UL Health




Depression After TBI

« MDD within first year after TBI is associated
with increased problems with mobility, usual
activities, role functioning, and poorer self-
reported health. 42

« TBI patients with depression have poorer
functional and psychosocial outcomes.®

» Risk factors for post-TBI depression include
stress, social isolation, and maladaptive
coping styles, suggesting that reactions to
injury-related deficits drive depressive
symptomatology. '8
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Depression After TBI

* Challenge with depression criteria is that
the effect of TBI on somatic and
motivational symptoms may occur
independently of the effects on mood."®

« Fatigue, sleep disturbance, concentration
difficulties, and apathy are common signs
and symptoms in TBI survivors, both with
and without mood disorder. 18

UL Health




Depression After TBI

* Cognitive changes associated with TBI can
lead to fewer reports of depression.’>

* |f the measure was created for the general
population and incorporates items that are
physical or cognitive TBI symptoms, this
could inflate self-reports of depression. 1°

* Prevalence changes over time underscore
the importance of monitoring individuals over
an extended period and providing ongoing
access to mental health support services.’

UL Health



Presenter Notes
Presentation Notes
Individuals may exaggerate symptoms, especially if seeking financial compensation, highlighting importance of assessing symptom validity when disingenuous performance may be an issue. Study findings on changes in prevalence over course of TBI highlight temporal changes to the risk of developing depression, possibly reflecting on the changing influence of varying factors. Underscores the importance of monitoring individuals over an extended period of time and providing ongoing access to mental health support services. Of note, caregivers/family/friends of those who have sustained a TBI reported suffering from high levels of depression (23%), indicating considerable risk for they are also at considerable risk of developing depression and may require monitoring and treatment to optimize their outcomes. 



Anxiety After TBI

« A meta-analysis'® revealed:

— The incidence rate of novel anxiety after TBI
is 17.45% (95% CI 12.59%-22.31%).

— Those with TBI are 1.9x more likely to be
anxious compared to non-TBI counterparts.

— No significant differences were noted
regarding prevalence of anxiety between mild
and moderate-severe TBI.

UL Health


Presenter Notes
Presentation Notes
- TBI may damage neural circuits involved in regulating fear responses or cog impairment after TBI could reduce coping capacity and use of adaptive cognitive strategies
- Those with TBI are more likely to report an anxiety disorder compared to symptoms of anxiety.


Anxiety after TBI

* Prevalence of anxiety diminished gradually
over time, with rates of returning to near the
population base rate at year 2 for anxiety.®

UL Health



Alcohol Use After TBI

* TBI was significantly positively correlated
to days of alcohol use in the past 3
months.14

* TBI was significantly positively correlated
to number of days of alcohol use on which
>5 drinks were consumed. 4
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Presenter Notes
Presentation Notes
Individuals were recruited from a large urban mental
health core service agency in Washington, District of
Columbia. Case managers referred their clients to the
study whom they felt met the eligibility criteria, and all
referred individuals were required to attend an information session prior to enrollment
The Ohio State University TBI Identification Method (OSU
TBI-ID) documented a history of TBI.
Colorado Symptom Index is a 14-item self-report scale to
assess psychiatric symptom severity. Respondents report the frequency of each symptom during the past
month from 0 (not at all) to 4 (at least every day).
The symptom items include the following: “How often have you felt nervous, tense, worried, frustrated
or afraid?” “How often did you hear voices, or hear or
see things that other people didn’t think were there?”
and “How often did you have problems with thinking too fast (thoughts racing)?” The average of the
14 items represents overall symptom severity. The
Colorado Symptom Index has shown good psychometric properties among people with serious mental
illness.


Suicidal Ideation after TBI

 Rates have been found to exceed 20% in
some studies.?’

* Risk factors appear to align with those that
have been identiflied among the general
population.?’

UL Health


Presenter Notes
Presentation Notes
- TBI may cause dysfunction in the frontal and frontal subcortical circuits, resulting in aggression, poor decision-making ability, and impulsivity


Suicide Risk after TBI

« A meta-analysis'® showed:

— Those with TBI had a pooled prevalence if
19.1% for suicidal ideation and 2.1% for
suicide attempt.

— These prevalence rate are significantly higher
than the general population.

— Those with severe TBIl were 1.4x more likely
to die of suicide than those with mild injury.

UL Health


Presenter Notes
Presentation Notes
. High prevalence of SI/SA in TBI patients has been associated with other diseases, with depression being the most common (50-60%) of those who complete suicide. Depression may adversely affect neuropsychological functioning, social relationships, sense of social participation, life satisfaction, and QOL, resulting in elevated suicide risk. Prevalence of chronic pain was 57.8% in TBI patients, while chronic pain is an independent risk factor for suicide. 


Suicide Risk After TBI

* In a population-based cohort study In
Taiwan’:
— All TBI subgroups had a higher-than-normal
risk of attempted suicide.
« Mild TBI: 2.22-fold increase

» Moderate TBI: 2.23-fold increase
 Severe TBI: 2.32-fold increase

UL Health



Hope After TBI

* Hope is essential to the rehab and recovery
process for persons with TBI. 44

* Those 3 years post-TBI had significantly
lower hope and significantly higher
depression compared to the general
population. 44

* Hope and dispositional optimism predict
depression severity. 24

* Higher depression predicted lower
dispositional hope. 24

UL Health



Presenter Notes
Presentation Notes
- Higher levels of perceived stress predicted increased reporting of depressive symptoms. 
- Dispositional (of or relating to a natural tendency, whether of a person or a thing, toward a particular condition or action, a quality of character) hope positively predicted life satisfaction and work productivity.


SDoH, Mental Health, and TBI

* As adults with TBI age, they are less likely
to obtain mental health services which
may be due to physical or cognitive
problems affecting service access.?3

» Lack of insurance is one barrier to seeking
mental health services.??
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SDoH, Mental Health, and TBI

* Females, those without employment, and
those with a history of psychiatric
disorders or substance use disorders pre-
TBI were at higher risk for psychiatric
disorders post-TBI.2°

* Less education was associated with
prevalence of anxiety and depressive
disorders post-TBI. 2°
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SDoH, Mental Health, and TBI

» Black patients with TBI had a greater rate of
depression than non-Hispanic White, and
similar rate as Hispanics.?’

» Black patients with TBI had lower life
satisfaction rates over time compared to non-
Hispanic White.?’

» Racial/ethnic minorities more likely to report
nigher levels of caregiver burden after TBI. ¢/

* Black patients with TBI more likely to report
challenges coping with depression. ¢/
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SDoH, Mental Health, and TBI

« Compared to men, women frequently report more
symptoms of depression and perceived stress after TBI
and higher rates of anxiety.?*

« Women with TBI report multiple challenges after injury,
including 24
— an altered sense of self
— Issues with power and control
— |solation
— alteration in caring and gender roles.
— |solation

* Compared with controls, more women with Bl had less
emotional support postinjury.2*
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Presenter Notes
Presentation Notes
- Women felt they must attempt to “pass as normal” due to fear of being stigmatized by others, which led to isolation and dependency on others. Women felt they were vulnerable and that others were taking advantage of them, which stemmed from role changes that occurred after TBI. 
- This emphasizes that sex-based differences in depression and related symptoms after injury are present after TBI. 


SDoH, Mental Health, and TBI

» SDoH associated with psychological
distress generally are similar in adults with
and without TBI.2°

* Therefore, opportunities to adapt existing
population level mental health services
and supports for individuals with TBI
should be explored.2®
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Presenter Notes
Presentation Notes
- These accommodations can address potential barriers associated with participation and attendance and may include reminder calls or alerts to attend appts or sessions or using “teach-back” method to check for understanding.
- Education on TBI for healthcare professionals within mental health settings should be explored to enable them to recognize clients with TBI so delays in treatment may be precented and existing services adapted to address unique challenges associated with TBI. 
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Motivational Interviewing (Ml)

« Adirective, client-centered counseling style
for eliciting behavior change by helping
clients to explore and resolve ambivalence.®

« Spirit of facilitating interpersonal
relationship.°

* Acceptance
 Compassion
« Evocation/Understanding
*If you have ACE, you create Partnership *

UL Health


Presenter Notes
Presentation Notes
Patient-oriented​
Collaborative​
Focus on motivation​
Explore ambivalence​
Elicit reasons to change​
Elicit concerns​
Clinician listens more

Engaging – the relational foundation​
Focusing – guiding patient to problem or target behavior important to them​
Evoking – draw out patient’s intrinsic motivation and their ideas for how to accomplish​
Planning – bridge to goals and change
Resist Righting Reflex​
Understand patient motivation​
Listen​
Empower

Open-ended questions​
Are you going to therapy today? ​
What are your plans for therapy today?​
Affirmations​
You’re doing such a great job!​
You were on time for your appointment, you are committed to your recovery.​
Reflections​
“You’re angry about what I said?”​
“You’re angry about what I said.”​
Summary​
“On one hand, you are not sure what you can do if you have to use a wheelchair and on the other hand you want to get back to doing more. Where does that leave you?”





Cognitive Behavioral Therapy (CBT)

» Based on several core principles,
including:
— Psychological problems are based, in part, on
faulty or unhelpful ways of thinking.

— Psychological problems are based, in part, on
learned patterns of unhelpful behavior. !’

— People suffering from psychological problems
can learn better ways of coping with them,
thereby relieving their symptoms and
becoming more effective in their lives.!

UL Health


Presenter Notes
Presentation Notes
CBT treatment usually involves efforts to change thinking patterns. These strategies might include:
Learning to recognize one’s distortions in thinking that are creating problems, and then to reevaluate them in light of reality.
Gaining a better understanding of the behavior and motivation of others.
Using problem-solving skills to cope with difficult situations.
Learning to develop a greater sense of confidence in one’s own abilities.
CBT treatment also usually involves efforts to change behavioral patterns. These strategies might include:
Facing one’s fears instead of avoiding them.
Using role playing to prepare for potentially problematic interactions with others.
Learning to calm one’s mind and relax one’s body.
Not all CBT will use all of these strategies. Rather, the psychologist and patient/client work together, in a collaborative fashion, to develop an understanding of the problem and to develop a treatment strategy.
CBT places an emphasis on helping individuals learn to be their own therapists. Through exercises in the session as well as “homework” exercises outside of sessions, patients/clients are helped to develop coping skills, whereby they can learn to change their own thinking, problematic emotions, and behavior.
CBT therapists emphasize what is going on in the person’s current life, rather than what has led up to their difficulties. A certain amount of information about one’s history is needed, but the focus is primarily on moving forward in time to develop more effective ways of coping with life.



CBT Model

Thoughts

Behaviors

UL Health




Acceptance and Commitment Therapy (ACT)

» Rather than focusing on changing
psychological events directly, ACT seeks to
change the function of those events and the
individual’s relationship to them.?

* Aims to promote psychological flexibility by
teaching individuals to accept their thoughts

and feelings while committing to actions
aligned with their personal values.

« Based on a psychological flexibility model.?

UL Health
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Psychotherapy after TBI

 CBT was found to be effective for
hopelessness, stress, and anxiety, compared
to usual care; however, it may be as effective
as supportlve psychotherapy for
depression.<8

 CBT combined with Ml may be as effective
as CBT combined with nondirective
counseling for depression, stress, and
anxiety. %8

» Acceptance and commitment therapy was

2e8ffec:t|ve for anxiety, stress, and depression.

UL Health




BrainACT

* BrainACT is a modified ACT for people
with ABI to address possible needs related
to cognitive deficits.??

« Adaptations may include memory aids,
simplified tasks, repetition of content,
concrete examples, involving caregivers,
adjusting duration/number of sessions. 2°

UL Health


Presenter Notes
Presentation Notes
Adaptations may include memory aids (visual resources, workbook, session summaries, written notes), simplified tasks, emphasis on behavioral techniques, repetition of content, structured sessions, incorporating breaks, use of concrete examples, involving relatives in therapy or homework tasks, one-on-one face-to-face sessions, adjusting number of sessions or duration, including an initial session focused on psycho-education and normalizing reactions to ABI. May chose to audiotape experiential exercises. Make metaphors personally relevant. Use shorter exercise, provide tangible ideas. One metaphor at a time, frequently repeat it. Do not adhere too much to original meaning of the metaphor but should allow patient to develop their own meaning. Reflect on how ABI has prevented them from engaging in valuable activities and how to engage in valuable activities with physical and/or cognitive limitation. 


Main Take Aways

* Depression, anxiety, alcohol use, and suicidal
ideation are more common after TBI
compared to the general population.

 These challenges occur across all severity
levels of TBI, can occur soon after injury, and
may persist for some time.

» Consider the impact of mental health on
functional outcomes.

 Highlight the importance of ongoing mental
health screening with referral to an
appropriate provider as needed.

UL Health



Presenter Notes
Presentation Notes
- Research on individuals who received medical attention for TBI found that those with comorbid mental health disorders were more likely to experience hospitalization, delayed dc, increased medical cost post-TBI and reduced functional gain during IRF.
- Urgent need to screen for mental health challenges among individuals with TBI to prevent poor prognosis and enable post-injury care, including rehab, and to consider potential impact of psychological distress on treatment.



WHAT I SAY WHAT I THINK

SO ANY PLEASE DON'T ASK

QUESTIONS? ANY QUESTIONS!
PLEASE LET THIS BE OVER.

END OF PRESENTATIQ}

workchronicles.com

follow on Instagram / Twitter / Facebook



References

©ONDGOR WD =

16.
17.
18.

20.
21.

22.
23.
24.
25.
26.

27.
28.

29.

UL Health

https://www.ninds.nih.gov/health-information/disorders/traumatic-brain-injury-tbi

https://www.cdc.gov/traumatic-brain-injury/data-research/index.htmi

https://www.nami.org/about-mental-illness/mental-health-by-the-numbers/

https://www.nami.org/about-mental-illness/mental-health-conditions/depression/

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental disorders (5th ed., text rev.). https://doi.org/10.1176/appi.books.9780890425787
https://www.nami.org/about-mental-illness/mental-health-conditions/anxiety-disorders/
https://www.nami.org/about-mental-illness/common-with-mental-illness/substance-use-disorders/#:~:text=Substance%20use%20disorders%20%E2%80%94 %20the %20repeated, %2C%200r%20co%2Doccurring%20disorders.
https://www.cdc.gov/suicide/risk-factors/index.html

https://www.cdc.gov/suicide/facts/data.html

Rollnick, S., & Miller, W. R. (1995). What is motivational interviewing? Behavioural and Cognitive Psychotherapy, 23(4), 325—-334. https://doi.org/10.1017/S135246580001643X
https://www.apa.org/ptsd-guideline/patients-and-families/cognitive-behavioral#:~:text=CBT %20treatment%20usually%20involves%20efforts,behavior%20and%20motivation%200f%200thers.

Hayes, S. C., Pistorello, J., & Levin, M. E. (2012). Acceptance and commitment therapy as a unified model of behavior change. The counseling psychologist, 40(7), 976-1002.

Bulas, A. M., Li, L., Kumar, R. G., Mazumdar, M., Rosso, A. L., Youk, A. O., & Dams-O'Connor, K. (2022). Preinjury health status of adults with traumatic brain injury: a preliminary matched case-control study. The Journal of head
trauma rehabilitation, 37(3), E186-E195.

McHugo, G. J., Krassenbaum, S., Donley, S., Corrigan, J. D., Bogner, J., & Drake, R. E. (2017). The prevalence of traumatic brain injury among people with co-occurring mental health and substance use disorders. The Journal of
Head Trauma Rehabilitation, 32(3), E65-E74.

Osborn, A. J., Mathias, J. L., & Fairweather-Schmidt, A. K. (2014). Depression following adult, non-penetrating traumatic brain injury: a meta-analysis examining methodological variables and sample characteristics. Neuroscience
& Biobehavioral Reviews, 47, 1-15.

Chen, F., Chi, J., Niu, F., Gao, Q., Mei, F., Zhao, L., ... & Ma, B. (2022). Prevalence of suicidal ideation and suicide attempt among patients with traumatic brain injury: a meta-analysis. Journal of affective disorders, 300, 349-357.
Lu, Y. C., Wu, M. K, Zhang, L., Zhang, C. L., Lu, Y. Y., & Wu, C. H. (2020). Association between suicide risk and traumatic brain injury in adults: a population based cohort study. Postgraduate medical journal, 96(1142), 747-752.
Kim, E., Lauterbach, E. C., Reeve, A., Arciniegas, D. B., Coburn, K. L., Mendez, M. F., ... & Coffey, E. C. (2007). Neuropsychiatric complications of traumatic brain injury: a critical review of the literature (a report by the ANPA
Committee on Research). The Journal of neuropsychiatry and clinical neurosciences, 19(2), 106-127.

Howlett, J. R., Nelson, L. D., & Stein, M. B. (2022). Mental health consequences of traumatic brain injury. Biological psychiatry, 91(5), 413-420.

Martinez, Y. P., Agbor, D. B. A,, Panday, P, Ejaz, S., Gurugubelli, S., Prathi, S. K., ... & Prathi, S. (2024). Mood disorders in the wake of traumatic brain injury: a systematic review. Cureus, 16(6).

Mackelprang, J. L., Bombardier, C. H., Fann, J. R., Temkin, N. R., Barber, J. K., & Dikmen, S. S. (2014). Rates and predictors of suicidal ideation during the first year after traumatic brain injury. American journal of public
health, 104(7), e100-e107.

Bombardier, C. H., Fann, J. R, Temkin, N. R., Esselman, P. C., Barber, J., & Dikmen, S. S. (2010). Rates of major depressive disorder and clinical outcomes following traumatic brain injury. Jama, 303(19), 1938-1945.

Kureshi, N., Clarke, D. B., & Feng, C. (2023). Association between traumatic brain injury and mental health care utilization: evidence from the Canadian Community Health Survey. Injury epidemiology, 10(1), 16.

Oyesanya, T. O., & Ward, E. C. (2016). Mental health in women with traumatic brain injury: a systematic review on depression and hope. Health care for women international, 37(1), 45-74.

Scholten, A. C., Haagsma, J. A., Cnossen, M. C., OIff, M., Van Beeck, E. F., & Polinder, S. (2016). Prevalence of and risk factors for anxiety and depressive disorders after traumatic brain injury: a systematic review. Journal of
neurotrauma, 33(22), 1969-1994.

Chan, V., Marcus, L., Burlie, D., Mann, R. E., Toccalino, D., Cusimano, M. D., ... & Colantonio, A. (2022). Social determinants of health associated with psychological distress stratified by lifetime traumatic brain injury status and
sex: cross-sectional evidence from a population sample of adults in Ontario, Canada. Plos one, 17(8), €0273072.

Johnson, L. W., & Diaz, |. (2023). Exploring the social determinants of health and health disparities in traumatic brain injury: a scoping review. Brain sciences, 13(5), 707.

Flores-Sandoval, C., Teasell, R., MacKenzie, H. M., Mcintyre, A., Barua, U., Mehta, S., ... & Bateman, E. A. (2024). Evidence-based review of randomized controlled trials of interventions for mental health management post-
moderate to severe traumatic brain injury. The Journal of Head Trauma Rehabilitation, 39(5), 342-358.

Rauwenhoff, J. C., Bol, Y., van Heugten, C. M., Batink, T., Geusgens, C. A., van den Hout, A. J., ... & Peeters, F. (2023). Acceptance and commitment therapy for people with acquired brain injury: Rationale and description of the
BrainACT treatment. Clinical rehabilitation, 37(8), 1011-1025.




	Beyond the Physical Injury:�Mental Health after Traumatic Brain Injury�
	Disclosures
	Slide Number 3
	Learning Objectives
	Traumatic Brain Injury
	Mental Health
	Depression
	Main Types of Depressive Disorders
	Symptoms of MDD5
	MDD Statistics
	SDoH and MDD
	Functional Consequences of MDD
	Comorbidities with MDD
	Anxiety
	Main Types of Anxiety Disorders
	Symptoms of GAD5
	GAD Statistics
	SDoH and GAD
	Functional Consequences of GAD
	Comorbidities with GAD
	Substance-Related Disorders
	Symptoms of Alcohol Use Disorder5
	Alcohol Use Disorder Statistics
	SDoH and Alcohol Use Disorder
	Functional Consequences of Alcohol Use Disorder
	Comorbidities of Alcohol Use Disorder
	Suicide
	Individual Risk Factors8
	Relationship Risk Factors8
	Community Risk Factors8
	Societal Risk Factors8
	Individual Protective Factors8
	Relationship Protective Factors8
	Community Protective Factors8
	Societal Protective Factors8
	Suicide Statistics
	SDoH and Suicide
	Continuum of Suicidality
	Slide Number 39
	Mental Health Prior to TBI
	Mental Health Prior to TBI
	Mental Health Prior to TBI
	Depression After TBI
	Depression After TBI
	Depression After TBI
	Depression After TBI 
	Depression After TBI
	Depression After TBI
	Anxiety After TBI
	Anxiety after TBI
	Alcohol Use After TBI
	Suicidal Ideation after TBI
	Suicide Risk after TBI
	Suicide Risk After TBI
	Hope After TBI
	SDoH, Mental Health, and TBI
	SDoH, Mental Health, and TBI
	SDoH, Mental Health, and TBI
	SDoH, Mental Health, and TBI
	SDoH, Mental Health, and TBI
	Slide Number 61
	Motivational Interviewing (MI)
	Cognitive Behavioral Therapy (CBT)
	CBT Model
	Acceptance and Commitment Therapy (ACT)
	ACT Model of Behavior Change12
	Psychotherapy after TBI
	BrainACT
	Main Take Aways
	Slide Number 70
	References

