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This is being provided in a rough‑draft format.  Communication Access Realtime Translation (CART) is provided in order to facilitate communication accessibility and may not be a totally verbatim record of the proceedings.

****

   >> MODERATOR:  It is now 2 o'clock.  We will begin today's session.  Marian, the floor is yours.  
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   >> MARIAN VESSELS:  Good morning, or afternoon.  And welcome to the MidAtlantic ADA center's webinar on traumatic brain injury, considerations for employment support and success.  My name is Marian Vessels and I am the director of the MidAtlantic ADA center, and we’re pleased to have you join us today.
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A few little housekeeping details if this is new for you.  Listening to the webinar, you want to go online and you want to make sure your computer speakers are turned on and your headphones are plugged in.  You can control the audio broadcast via the audio and video panel that's on the left of your screen.  If you have sound quality problems, please go to the audio wizard by selecting the microphone icon that has a starburst in it on the top right side of the audio video panel.  
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If you are listening to the webinar you can go to 1‑443‑453‑3034 passcode 368564.  But note this is not a toll free number.  
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    We are having this session realtime captioned.  So to get to the captioning open the window by selecting the CC icon in the audio and video panel.  You can resize the captioning window, change the font size and save the transcript. 
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    We encourage you to submit questions at any point during the webinar.  So to do so go to the MidAtlantic ADA center in the participant list, double click it and that will open a tab in the chat panel or keyboard F6 and arrow up and down to find the MidAtlantic center.  Type your question in to the text box and hit enter.  Your question will be sent to the presenters.  Other participants will not be able to see your question.  Another option is to e‑mail us at adatraining@transcen.org.
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    If you experience any technical difficulties while on this webinar use the chat panel to send a message to us at the ADA center.  You can e‑mail us at e‑mail at ad‑ ‑‑ I am sorry.  E‑mail us at adatraining@transcen.org or call 301‑217‑0124.  
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    This webinar is being recorded and will be accessed via our archive within a few business days.  You will see an e‑mail with the information on accessing the archive.  
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We do provide continuing education credits for this webinar.  Please consult the reminder e‑mail that you received about this session for instructions on obtaining continuing education credits for this webinar.  You will need to listen for the continuing education code which will be announced at the conclusion of this session.  We need your request for continuing education credits by 12 p.m. EDT June 13th.  
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    It is my pleasure to introduce our speaker today.  Anastasia Edmonston is a traumatic brain injury and person‑centered planning trainer for the Maryland Mental Health Administration.  She has worked in the field of brain injury rehabilitation since 1983.  She has worked on a variety of brain injury initiatives for the Maryland Mental Hygiene Administration since 2003.  In addition she is the clinical coordinator for the brain injury transitions project serving transition-aged youth with brain injury and behavioral health issues.  She has trained human service professionals across the state on how to identify and support individuals with a history of brain injury.  
    It is my pleasure to turn this session over to Anastasia.  

   >> ANASTASIA EDMONSTON:  Thank you.  Thank you so much.  I do want to extend my thanks to you, Marian, and also to Barbara and Maynor for making this webinar possible today and for all your support.  
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I'm just going to go ahead and get started.  So today, I really want to give people just an overview of brain injury.  I was looking at the folks who are expected to be on this presentation this afternoon and there are some of you who could probably also do a presentation on brain injury.  So I hope that what we talk about today is going to be maybe a review or reinforcement, and maybe there will be something new that you can take with you.  
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And for those of you who are not so familiar with the area of brain injury and its functional implications, especially for people at work, I hope that there are some tools that you will be able to take with you so that you can help folks that you are working with in your jobs that are living with brain injury and help them to be successful in their employment.  
    So I am going to do just a brief overview of the brain.  This is for sure not a medical lecture.  But it is just generally speaking so that you have a sense of how people can be impacted depending on how their brain is hurt.  Who is impacted and how.  Talking about employment issues, what are the physical, cognitive and behavioral health problems that are related to brain injury.  Really to talk about some strategies.
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    Sorry.  I am hitting the button here.  Okay.  So I usually start off when I do live trainings and this is only my second one that I have done in this format.  So it is kind of unusual for me not to interact with the audience, but I think you can still do this exercise and come away with the sense of the purpose of it just by following along with me auditorily.  So when people who are living with brain injuries are having issues trying to do what they know they know how to do, so when you say, what is one of the frustrating things or what are the barriers, [for example], I know I know how to drive but I can't seem to take the knowledge and apply to driving or I can't take that knowledge and apply it to the tasks at work that are expected of me.  I know that I can apply it in a functional and effective manner.  This is a little sense of what that might feel like.  Those of you who have access to a pen or pencil and a piece of paper take those in hand and I am going to ask you to do something that you have been doing all your life and that is writing your name.  So if that's something you are able do physically, just write your name with your dominant hand.  
    I will give you a few minutes.  What we usually point out to people is typically this is something you can do with a recognizable signature, even if you have woken up in the middle of the night and are asked to sign your name and something that you can do and it looks like your signature.  Give you a few seconds to do that.  And people when I do this in live audiences it takes them longer to get out the pen or pencil than it does to actually write their name.  Now that you have done that, and just appreciate that this is something that you do every day, it is an easy task.  It is a well‑known part of your behavioral repertoire, no problem. Now, I would like you to take that pen or pencil and put it in your non-dominant hand if that’s available to you, and write your name.  Take a minute to write your name.  
    Typically, this is when the room gets very quiet.  People have a lot of concentration in doing this otherwise familiar task in a very different way.  So now that you can see what that looks like, I'm assuming it is not as pretty as the first time you signed your name,  I am going to increase the amount of things that you have got to keep juggling mentally.  So I would like you to take that pen or pencil and put it in your non-dominant hand again and then either pick your right foot up off the floor and start moving it counterclockwise in small circles.  If that's not available to you, move your tongue in your mouth counterclockwise in small circles and write your name with your non-dominant hand.  

You can probably get away with not doing this exercise, but just imagine, this is one of the reasons I do it because most folks by the time I am asking them to move that foot or their tongue in motion while trying to write their name in a very awkward manner, they start to feel that frustration and perhaps some empathy, what it might be like to know you know how you know how to do something as simple as writing your name and not being able to do it.  And then if we take that feeling or that awareness of how frustrating that must be and just apply it to life after a brain injury where people oftentimes, and we will talk about the statistics who are affected after a point in life, when they already have some achievement and success and a career and accomplishments and now they are trying to do things as they have before but it just doesn't come so easy.  Maybe it is harder to react to the environment in the efficient way they have done before.  And maybe there are folks who are living with what we call with a hidden brain injury.  The environment and people expect them to respond in a certain way but because of that injury, they don't have the capacity to respond as quickly and efficiently and as effectively as people might expect.  And then other folks start to get frustrated with them and they become frustrated with themselves. And that could be a component towards some of the behavioral health issues that people experience after brain injury.
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    So very quickly, I am sure a lot of you are familiar with these definitions.  You may see this in somebody's medical record if you were in a job that gives you access to somebody's records, or people may say to you, I am living with a TBI or a traumatic brain injury and that's just what it sounds like.  That is an injury that’s the result of insult to the brain caused by an external force.  For example, an external force would be if somebody was assaulted, if somebody had a fall, if somebody was in a motor vehicle accident.  Diffuse axonal injury, which is the second bullet, can happen during a traumatic brain injury and/or an acceleration/deceleration action.  So if somebody is in a car, they are going down the highway and somebody plows in to them from behind, so their head could go in to the steering wheel and/or that head as it goes back and forth that brain is set in motion and you can have acceleration/deceleration, come back and forth within the skull and the nerve fibers can become torn and shorn and this can result brain swelling and that can cause damage.  
And the last bullet is an acquired brain injury.  It does include traumatic brain injury.  And it can also include diffuse axonal injury.  And it can include injuries that people sustain from a stroke, maybe near suffocation or drowning, or if somebody has had a cardiac event, they may lose oxygen to the brain, infections in the brain such as meningitis or encephalitis, lightning strike, things like that that can cause an acquired brain injury.  
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    So one of the things that I do not only when I've trained but starting back early in my career when I was working with young people who had incurred a brain injury is brain injury was almost a new disability at that time.  The Brain Injury Association of America, then known as the National Head Injury Association, I don't believe they got their start until 1982 or 1983.  It is a relatively new kind of group of people that recognize living with a disability and for a lot of reasons.  We now know how better to treat and stabilize folks who experience a traumatic brain injury.  So people are surviving, and oftentimes they are hiding it in plain sight.  

I used to keep lists of folks who I knew from the news and use it as a focus in talking to my groups, and I still use it when talking to professionals because I think it really brings home the point that brain injury is much more common than we might think it is.  And I use for the purposes of today's discussion this group of individuals, only one of whom has not had a brain injury as far as I know.  But the example of, “you look so good.”  Others may be puzzled when somebody looks so good, but has trouble meeting the demands of their environment either at work, home, or community in the absence of what we might think of as a recognizable disability.  So if anybody wants to enter into the chat room an answer, if anybody would like to do that I will give you a moment.  Who do you believe among this group has not had a brain injury?  I will give you a second and then I will give it away.  
    You are all thinking about it, aren't ya?  I am going to go down the list.  If somebody wants to jump in while I am doing that, feel free.  All but one of these prominent Americans is working and living with a brain injury.  The first one who is living with a brain injury is Ben Vereen. I think it’s pretty well known, especially for those of us who work in the field, that Mr. Vereen incurred a brain injury in 1992.  Actually he had several.  He was in a car and the car went off the road and it hit a tree and he as a result came up and his head met the roof of the car and it hit an artery.  He has a traumatic injury and apparently hit the artery and then he had a bit of a stroke as a result of that injury.  And he got out of the car a bit confused and started walking and was on a highway and then was hit by a truck and he got stuck with a traumatic brain injury.  This is quite amazing that he today is dancing, singing and living with the history of brain injury.  Not one but three.  So that's one example.  

I think most of you know Bob Woodruff, the ABC news correspondent/anchor person who was injured in Iraq when he was embedded with a military unit.  He has made a tremendous recovery by all accounts.  He is back working and reporting and coauthoring books, and is doing quite well.

Jason Priestly is somebody, I guess fans of the television show Beverly Hills 90210 [would know], was injured in 2002. It was a catastrophic injury from the reports.  He was unconscious for at least a day. He has said that in interviews.  He is working.  And for somebody who works in the field of acting, that requires quite a bit of memorization, which is an area that we will talk about, that folks after injury often have difficulty with. 
George Clooney is living with a traumatic brain injury.  And again, all these are in the news, I’m not outing anybody. But again I want to make that point that it can ‑‑ a person can look like they should be able to do what you expect them to do and then they are having issues.  And we oftentimes associate those issues as being perhaps psychiatric or something else going on other than the impact of a brain injury.  In Mr. Clooney's case it was a more mild injury.  He fell and hit his head during a scene while doing the film Syriana and started having issues over time with his memory and organization and some depression.  And ultimately he got proper treatment and reports that he is doing much better.  He is alive and thriving.  

Anne Hathaway, as far as I know, the actress has not incurred an injury.  Ben Roethlisberger, for the Steeler fans, he is quite the name around here, he is somebody who is living with several documented brain injuries from his sports career.  He plays football for the Steelers but he is also being followed by the Center for Sports Medicine which literally he can get to by walking across the parking lot from his locker room.  He is being followed by Dr. Mark Lebel, as far as I know, that was reported in a book called The Concussion Crisis. And so he knows now to step away from play when he had any hit to his head that could be a concussion.  So again I just want to make the point that these are individuals who some of them have had serious brain injuries but are still alive, surviving and working.  
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    And this is just two pictures of the skull and I am not going to go in to a lot of detail.  But I think it is important for us when we are trying to understand what happens to our brain, when it is injured is that the skull is a wonderful thing and protects our brain.  Our three pound brain is floating around in there.  But on the inside of the skull, if you look on the second picture there, it’s as if someone has someone sliced a skull in half and you can see those boney ridges, those shelves and they are right underneath the frontal lobe.  And when you have a lot of acceleration/ deceleration pressure applied, there is some damage that can occur internally as the brain comes up against some of those boney ridges.  
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    And the next slide is just a representation of where the damage could be in that red section right there.  That's in the frontal lobe which is again sitting in the part of the skull where there is some rough edges.  
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    I am going to move on to the next picture.  And this is just a very gross representation of the brain.  And you can just see how much real estate that frontal lobe takes up.  It is a real big part of the human brain.  We have I think the biggest frontal lobe of all the primates and you can just see that's pretty exposed.  So I mention the three pounds.  That's how heavy our brains are as adults and those brains reach adult weight when we are 12 years of age.  The brain and most importantly the brain's frontal lobe region does not reach its full cognitive maturity until individuals reach their mid 20s.  So the brain isn't fully myelinated until we are in our mid 20s.  And I think we can probably make sense of that fact when we think of young adults and probably more teenagers and some of the decision making or not such great decision making that we witness in our children and maybe if we look back at our youth, but there is a reason for that, that we are still growing in terms of our cognitive capacity.
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    And I do want to talk about the frontal lobes specialty, which is our ability to make executive decisions, our executive skills.  Our ability to look at a problem or situation, and this is my working definition of it.  To look at a problem or situation, assess it, think through how we are going to approach that problem or situation, and then we step back and we develop a plan to approach that problem or situation, and then we put our plan in action.  And then this last piece of it is really critical, what if the plan that you have developed isn't working?  What do you do about that?  Well, for most of us we go to plan B.  For people after an injury, especially to the frontal lobe and the temporal tips, those areas of the brain are responsible for our ability to organize these higher thinking skills.  And so if somebody has difficulty either coming up with a problem, executing the problem, and then being able to be flexible enough to come up with another solution if their first solution is not working for them, most of us would go to plan B, but for those who have a frontal lobe, temporal tip injury their brain does not allow them to be as flexible and docile.  So they may have some very rigid responses.  They may become very frustrated, and functionally speaking for folks who have those issues in the workplace they may not be the best collaborators because it takes so much energy to come up with that first plan and if that one doesn't work and now you have to come up with something else, then that can really cause some interpersonal problems in their relationships with others and also with family members.  They can come across as rigid and inflexible and unable to tolerate another's point of view.  So that's kind of the functional outcome of that.
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    The temporal lobe right next to the frontal also has a lot to do with our behavior and our ability to regulate our behavior and those temporal tips are very vulnerable to injury.  But early in my career I did some job coaching and I worked with young men and I spent a great deal of my time helping them to pull back from saying and doing things that could have gotten them fired or frankly arrested, and it wasn't that they couldn't do the job.  They could not recognize when they could and could not say something, say, to a female manager or a female coworker.  So being able to contain those impulses is part and parcel of the work of the frontal and the temporal lobes.  And if those are injured then that individual may have issues interpersonally with others in the work site and at home and in the community. 
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The parietal lobe over in the back has a lot to do with our ability to touch, smell, taste, our ability to make sense of where we are in the world, in your environment, our spatial ability, some coordination.  There is also a language component in there.  I have read that the late Senator Ted Kennedy's tumor was in the parietal lobe and concerns were that his language may be affected and they had to go in and take that tumor out.  And from what I understand, and again, this is from me doing a little research, his language was intact.  What he experienced difficulty with following that surgery was his spatial skills.  So when he gave the keynote speech at the 2008 Democratic Convention he memorized, he memorized that speech because he had difficulty making sense of words on a page.  He could not read the teleprompter.  It is really quite amazing that he could do that very soon after surgery. 
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    The occipital lobe controls the vision and recognition functions of our brain, it is nice and protected there in the back.  
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And I just put this slide in here to give you a sense of how you can have an injury impact on one part of the head and you can still have damage in other parts of the brain.  It’s important to know that the frontal lobe does not have to be hit directly to be damaged.  Any force applied to the head can set the brain in motion if the force is strong enough, resulting in damage to the frontal lobes.  And I refer you, and there is a link to it on one of the last slides of your handout, to a free webinar by John Corrigan of Ohio Valley who gives a really good description of this phenomenon.  That motion, that force when applied to the head can cause damage to the frontal lobe even if it is not directly a hit to the frontal lobe. 
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    And the next slide just shows you a bit of that diffuse axonal injury in action.  So it can happen from shaking a baby, shaking an adult.  Unfortunately domestic violence is one way that diffuse axonal injury can happen.  Boxers, I have been told that an upper cut punch is one that really puts the brain at risk because it results in a rapid turning of the head and the brain twists on its axis.  And you have tearing and sheering of those nerves and it can cause damage and swelling, and if it is bad enough, it is not consistent with life, if it was thrown bad enough.  
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Not going to go through statistics in any great detail but I do think it is important to know from a public health perspective that brain injury is a really big problem in the country.  Our Centers for Disease Control & Prevention collect data.  Every five to six years ‑‑ four to six years we get the updates on states and surveillance the number of folks in the country who sustain a traumatic brain injury.  The last report we have 1.7 million sustain a traumatic brain injury and 275,000 are at least hospitalized.
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I also have to say and to recognize that we lose a number of our citizens every year to brain injury.  At least 52,000 civilians die of their injuries every year.  And I wish I could give credit to the epidemiologist who came up with this comparison, but over the course of a year, that may not be evident, the extent of loss except of course to the families and loved ones of those who are killed as a result of traumatic brain injury, but it does equal the capacity of Yankee stadium, so if you filled it up with 52,000 people and suddenly they were gone, that gives you a sense of the loss of our society that is caused by brain injury.
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How do people incur traumatic brain injuries?  Back when I started in the '80s, we understood that motor vehicle accidents were the prime cause of brain injury.  That is not the case anymore I believe for a lot of reasons. We also have much better safety measures on the roads and in our vehicles that might account for some of it.  But falls really have taken the lead and the cause of brain injuries in our country, among young children and the elderly.  So either population ages, and older adults, older Americans are more active.  I think that's just going to continue from what I understand.  And there is a lot of things that play into that.  Reaction time gets slower as we age.  Our vision may not be as acute.  Medications can cause balance issues and our balance I understand sadly for myself and I am sure some of you on this webinar that our balance does start to decrease in our mid 40s.  So it just puts us at higher risk for having a fall.  21 percent is a known cause.  I am not quite sure how they determine that.  And then there’s motor vehicles that you’re struck by or against, that's you are struck by or against intentionally or unintentionally by an object or another object or person.  That can include hand, fist, elbow, a cane, elbow, baseball bat, the butt of a gun.  This is all coming from the CDC report as well as a push injury or a fall that was from a push and this one includes sports accidents.  And, of course, assaults. 
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Who has a brain injury?  I mention children.  So 0 to 4, and older adolescents, and then adults 65 years of age and older are more likely to sustain a traumatic brain injury.  The good news is the majority of brain injuries that occur each year are concussions or other forms of mild traumatic brain injury.  Again these numbers are from our centers for disease control.  They have wonderful fact sheets and information on concussion and brain injury that's available for anybody.  So if you are interested I suggest that you check that website out.  And for every age group TBI rates are higher for males.  
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So distribution of severity, and I am not going to go in to this with great detail.  I just think that is great to be aware that the biggest group of types of brain injuries are mild injuries.  About 75 percent and that means that a person who has had that type of injury has had a loss of consciousness of less than 30 minutes and perhaps no loss of consciousness.  And I believe up until fairly recently, it was thought that if someone did not lose consciousness they are less likely to experience problems associated with a brain injury.  

Now we know that post-traumatic amnesia, that PTA, is an indicator that the brain has been affected in the absence of a loss of consciousness and that's the period of time when the brain is not laying down new memories.  And the longer that person's post traumatic amnesia, the more likely it is that they will experience functional problems after that injury.  And several studies published in 2010 found that PTA duration correlates with the length of hospitalization and functioning after discharge, furthermore, and for us employment folks, a PTA, a post traumatic amnesia of four weeks post injury seems to have negative implications for successful employment post injury.  So folks who are on PTA may be alert and answer questions, but they are not taking in the information.  They won't be able to report back to you conversations or events that occurred when they were in that period of post traumatic amnesia.  So moderate injuries are about 10 to 13 percent of all brain injuries, and you will have loss of consciousness up to 24 hours.  And then a severe brain injury you are going to have loss of consciousness for over 24 hours plus.
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    So what about concussion and sports?  I think there is so much more awareness now in our country about brain injury and a lot of that stems from what we are seeing in the news about concussion.  So per Lisa McGuire and she is at the Centers for Disease Control she reports that as many as 3.8 million sports‑related concussions and more severe brain injuries occur each year in the United States.  In the period from 2001 to 2009 there was a 60 percent increase of emergency department visits from those 0 to 19 years old, so those are our kids.  And there is a lot of discussion as to why that increase is being seen.  Possibly there is more kids involved in organized sports.  So if is there is a witnessed suspicion of a concussion during play or practice, kids are sent to the ED, and families also are more aware of the risk of brain injury and concussion and to side on the error of safety will take their child in to be checked out.  

Since between 2009 and 2013 all 50 states and the District of Columbia have passed return‑to‑play laws.  And they all have three core components. To educate coaches, parents and athletes about concussions. Remove anybody from play who has been suspected to have incurred a brain injury or a concussion. And not to return to play, which is a third component, until permission has been granted by a qualified health professional.  For at least 24 hours it is recommended that nobody return to play and then before return to play a qualified health professional has to sign off on it.  I think it is important to note that there is some emerging research on the long‑term impact and injury incurred in childhood and adolescence.  And again, I refer you to the Corrigan website for a summary of that research.  In general, for it suggests that childhood brain injuries that result in at least a night’s hospitalization may be associated with difficulty with behavioral regulation as an adult. And, of course, that has implications for those of us who work in human resources and work in employment.  
    And there has been some other studies that have shown that even with that scenario, you know, family support and health of the family, can really mitigate some of the negative impact.  That probably has some policy implications for further discussion.
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    So brain injury is expensive.  It is very expensive.  The cost of brain injury according to a report found that funding for brain research is $85 million, which seems fine, but when you look at the treatment for a single individual with a severe TBI it is estimated between $2 to 4 million.  And in 2011 the estimated total cost of a traumatic brain injury was $73.3 billion.  And again that's Dr. McGuire of the CDC, and I looked at that three separate times to make sure my eyes were not deceiving me.  And when she broke it down, she said that the medical costs were at $11.5 billion and in indirect costs, which would include loss of productivity, etc., $64.8 billion so and ‑‑ so it is hard to kind of quantify that.  And researchers have said that across the world actually, what is the burden caused by traumatic brain injury but I think we can probably be secure in acknowledging that it does have a huge cost both societal and also for individuals and their families.
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    And I want to talk – I’ve talked quite a bit about this.  I think it is really important that we recognize that unidentified traumatic brain injury is very much an under‑recognized, unrecognized and a major source of social and vocational failure.  And this is from Dr. Wayne Gordon at Mount Sinai, that’s one of our model systems programs, they do a lot of research.  Dr. Gordon has been working in the field since the '70s, I believe.  
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And that statement I think was definitely underscored by a study done by John Silver and his colleagues at NYU and what they did was, they had probably a bunch of graduate students go in to New Haven, Connecticut and interview citizens of New Haven, they all together talked to five thousand people.  And they did a brain injury screen and of those folks, 7.2 percent recall a blow to the head with unconsciousness or a period of confusion.  So that’s that post-traumatic amnesia, and the effects of, perhaps, a more mild injury.  So despite these injuries or concussions or mild injuries, they found when those who further agreed to testing, they found they had twice the rate of depression and drug and alcohol abuse and elevated rates of panic and obsessive compulsive disorder.  So, again, there is a connection between, even for some people, an association between an injury and then some behavioral health issues.  I think that's a really important piece of research there.
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  So the fact that someone is living with a brain injury is often hidden, especially in the workplace.  
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And I want to just share with you somebody that I worked with a few years ago.  This was a person who was a professional in her mid 40s.  She worked for a major airline, she was an accounting executive, she has been employed by the airline for 20 years.  She was a mid-level professional, really knew her job.  She not only worked her 40 hours a week but as part of dealing with customers and obtaining business she did a lot of after hours dinner engagements and events.  So she was a person on the job much more than 40 hours a week juggling a lot of information.  She was coming across the parking lot in a ‑‑ I believe she was shopping.  So in a mall situation and a van backed up and hit her knocked her down and resulted in a pretty significant concussion.  

Now like a lot of folks who have a concussion she was seen but she was discharged from the emergency department and told once your headache resolves you are fine to go back to work.  So she goes back to work, and as she described I cannot problem my way out of a paper bag.  Why can't I do this job that I have been doing for so long without feeling like I am in a fog.  I am exhausted.  I am on the edge of tears, and her supervisor said to her you must be having problems because you and your boyfriend just broke up.  So the supervisor did not even take in to consideration that this person had had a van hit her.  And so after a few weeks of feeling very frustrated and that her job was going to be ending soon she took a leave of medical absence.  She was a very smart lady.  She took a leave of absence and she got a neuropsychological evaluation.  But that is a series of tests that really look at somebody's ability to learn, remember, problem solve, and it is something that is used to get a handle on what the functional problems are after a brain injury.  

And so with that test in hand and the results the recommendation was that she have some cognitive rehabilitation, so she came to an outpatient program, which is how I knew her.  And quickly went through the day program individual therapies and became aware of what some of the issues were that the injury caused, learned how to strategize around them and had an employment specialist who was able to work with her and her employer.  Once the employer was educated as to how that concussion impacted this individual, accommodations were made.  She went back part‑time and she worked at home for several hours.  And the employment specialist along with the speech and language therapist and the occupational therapist paid a visit to the home and help set things up in the home office.  

At the same time of this injury, she had just moved to a new apartment.  And things were in boxes and got really overwhelmed on so many fronts.  She had those professionals come in, organize and structure her environment both for her home and also for work.  And she eventually was back to work full time.  We did suggest that she not go out as frequently for client events, that she really needed to take care of herself in terms of sleep in particular.  But that's an example of somebody who had a seemingly mild injury with pretty significant consequences that gratefully was able to get the kind of interventions that saved her employment.  
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So what are some of the physical issues that people may experience after brain injury?  Headaches are very common.  I mentioned that was the case with the woman I just described.  Pain.  Some people describe pain in their head.  A friend of mine's son has had three significant concussions playing football and he has migraines that occur every now and then.  And he has been told not to do any kind of sports that could put his head at risk for another hit.  Dizziness, feeling unstable on your feet, seizures, traumatic brain injury increases the risk for seizure and it is important to know that alcohol also lowers the seizure risk – excuse me, makes you increase the risk of seizure and lowers the seizure threshold in the brain.  And I worked with somebody who had a severe brain injury.  He had been a mechanic, went back to work and made an amazing recovery and went back to work and started drinking again and probably drinking to the level before the injury, I would say a moderate drinker, but that was enough to cause his brain to react.  And he had a pretty significant seizure that required a brush‑up in rehab.  

Fine motor deficits.  Some folks find they are very clumsy.  One side is worse than the other.  If the injury to the left side of the head, some will have weakness on the right and then vice versa.  I probably worked with one individual whose brain injury resulted in a hearing impairment.  From what I understand, it is a pretty well-preserved and well‑protected nerve, but apparently among our service members who are exposed to blasts along with the brain injury they may have some hearing issues.  As a matter of fact, I understand that some of the concussions that service members came back with were identified or tipped off to when doctors looked in their ears and saw evidence of a ruptured eardrum and that led them to expect an exposed to blast and led to a screen of brain injury before that became common practice.  

Dizziness, it affects 20 to 65 percent of individuals with post traumatic brain injury and it is associated according to the research with much more psychological manifestations as anxiety and depression.  I am going to give you another example of a person I have worked with who went back to work successfully with more significant accommodations than the woman I mentioned previously.  A woman in her 40s, college educated, she was instructional assistant in an elementary school.  While supervising recess, she was hit in the head by a stray soccer ball.  It was a seemingly mild injury.  She did have some dizziness, some vertigo, she could not go in to a busy department store.  Her balance was off.  Cognitively, she was a very bright lady and she wanted to go back to work.  Unfortunately, her job as an instructional assistant required her to move around the elementary school.  So if you have been in an elementary school recently or as you were growing up, you might recall how busy that environment is, how loud it is.  It is contained but it is still chaotic.  

So the concern was with the vertigo and with the balance and with her tendency become very overwhelmed with a lot of visual information, that she would not be able to take that cart and move from classroom to classroom as she had before.  And so the job coach after doing the task analysis and realizing that would probably not be the best scenario for her actually had to go to the school board and make sure that an accommodation was made for her.  And so what happened was they gave her a small office, I think they actually cleaned out a janitor's closet.  So the kids came to her.  So the kids that needed that small group work or individual one‑on‑one reinforcement from the classroom work because that's what she did, she was able to do it in a quiet environment.  But if you think about it, it was probably better for those kids as well.  Those are some of the things that people may experience in the physical area.  
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And here’s a few more, visual deficits, visual field cut, this happens also from stroke but it is not unknown among individuals who have had a traumatic brain injury, especially from things like a gunshot wound.  I worked with a woman who had, unfortunately, a self‑inflicted gunshot wound, and she had a visual field cut. She was aware of it, it wasn’t a neglect, and in the neglect, people are not aware of their loss to their vision, but for folks who have a field cut they can compensate by turning to the left if it is a left field cut or turning to the right.  And so the person that had a gunshot wound went back to work with specific accommodations with her visual issues.  Putting red dots in the corner of her computer screen to cue her to look towards the left when scanning the screen.  Using a ruler that had been Velcroed on the tips and Velcro applied to the computer, doesn't look so pretty, but it allowed her to take that line and go down line by line, you know, with that ‑‑ with the ruler so that she was able to read the page on the computer.  Some folks have sleep issues, insomnia, fatigue.  

And then another thing for employment folks to keep aware is the side effects of certain medications.  So I remember a gentleman I worked with was taking a medication that he needed to take because he had a seizure disorder but it made him very sleepy.  So we talked to the doctor who was working with him and he was able to administer the dosage in a different way so that it was spread out through the day and he didn't have that morning sleepiness. 
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So let's talk about cognitive or thinking issues after brain injury.  So for folks after injuries these can be very subtle or very blatant.  So people may have difficulty staying on topic.  When they are talking to you they kind of jump around from thought to thought.  Sometimes they may not be saying anything, but as you are talking they are not able to take it all in.  They can't process it, make sense of what's being said in a very efficient way.  Maybe they can understand the processing or comprehension, but it is a slower rate of processing.  
    Some people are very vague or unclear in their language.  So if you ask a direct question, you may get a very meandering response and hard to pull together and organize a clear response to what they are hearing or what they are reading.  Perseveration is something that is noted.  It’s a cognitive issue. People may repeat themselves, on a certain issue or a topic.  If they are at work, they may find themselves going back to their boss.  Is this okay.  Is this okay.  Is this okay.  Perseverating on one thing. Some people get confused very easily, especially if this is a new situation.  

Memory problems, I think in my experience memory is the most common self‑reported cognitive problem after injury.  So I can't remember something I was told yesterday or even this morning.  I remember bits and pieces of it.  Some people are very concrete in their thinking.  They don't get the joke.  So they look confused when somebody is talking in a more abstract way.  Some people have a really hard time modulating their language.  They talk too loud, too fast.  And again going back to that memory, I have never met anybody in my experience who had a moderate to severe brain injury that had any firsthand memory of the injury, maybe bits and pieces.  Most of what they recall is what people have told them.  
There was a young man I worked with.  He was in college at the time of his injury and he did through some really hard work went back, actually had a new job because he was a college student.  This was a new job.  It was for a federal agency and he had strong family supports.  And you have a very good division of rehabilitation services counselor here in Maryland.  And some of the issues that he had included being very impulsive and not being very clear sometimes when he was talking.  
And so he was working at this agency and a lot of cubes, cubicles, that’s how the floor was set up.  And I am going to step back for a minute and just tell you that these ‑‑ before I heard the story of the cubicles he asked me by way of his disability specialist at this agency if I would come and talk at disability day about brain injury.  I thought, that's wonderful.  The agency is interested in brain injury.  So I got up and I gave a very brief overview of how a brain injury can affect somebody.  And then as I walked away after my time was done, I was surrounded by his coworkers who started giving me not so veiled examples of this young man's behavior in the workplace.  So what was happening from what I could glean is that he would start at his cubicle and kind of meander through the room stopping at different people's cubicles and asking how their day was going or talking about his weekend.  And long story short without talking about him directly, I said if you have an issue with his behavior or anybody's behavior in the workplace, you need to redirect him and be clear and direct.  Because he is an adult, and you need to pretty much treat him like one.  You need to work.  And he needs to let you do that.
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 So I am going to move on to the next slide.  And I think we might also have an opportunity if anybody has questions Marian is going to let me know what those are. 

   >> MARIAN VESSELS:  Hi.  We do have a question.  Your very first case study, the woman who is the account executive, a questioner wants to know would technology have helped in her job?  

   >> ANASTASIA EDMONSTON:  Maybe if it had been available at that time.  Because this was before pda’s were commonplace.  So for her the issue was more fatigue.  Cognitively she had some really intact skills.  And when she was overwhelmed and tired that is when she started to experience difficulty, and also was organizational.  So working on gearing her back up to work in a gradual way and also keeping some structure in her work ‑‑ in her work environment so that the job coach helped her organize the tasks in a very clear way.  So I would have to say not in a way that we think about it today with technology used.  It was more structuring the environment so that she would not become overwhelmed.  

   >> MARIAN VESSELS:  Thank you.  That's all the questions we have for now.  

   >> ANASTASIA EDMONSTON:  Okay.  Thank you.  So I just wanted to ‑‑ I cannot stress this enough, but it is important to note that many cognitive or neurological problems manifest themselves behaviorally or what is sometimes called behavioral issues and neuropsychiatric issues.  People after brain injury who return to work and have some problems, well‑meaning coworkers like the woman's boss may attribute it to something else.  Always having problems at home.  I have known of several young people who had injuries that had more significant consequences than the severity looked to be on the surface, and folks automatically assumed because they are in adolescence.  That's why he is not handing in his work.  And that's why he is so disorganized.  He is a teenager, not thinking back to that young person's football career or soccer career and how that may be impacting what's going on now.
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    And I also want to mention that, and I even talked about it later, but I don't want to forget about it if you have that injury to your frontal lobe as a young person, say you are in that elementary school age and you have that environment that is so structured and your family is on you and they make sure you get to where you need to be and your school is structured.  And you have to go with your classmate to the bathroom, that’s how structured it is.  And if you have had a brain injury at that young age, typically you can get really good rehab and services for pediatrics in this country.  And then you seem to be doing okay in that structured elementary school.  But say a year passes from your injury and you go on to middle school and all of a sudden the structure falls away a bit.  Now you are expected to memorize three locker combinations, for academics, for music, for gym, and you are expected to have seven notebooks for seven classes.  And this building is three times larger than my elementary school and there’s a lot of new faces.  And so that child may not be able to cognitively step up to the plate of expectation that we would think they could given where they are developmentally.  

Dr. Gerry Joya, of National Medical Children's Center terms this is you are growing in your brain injury.  A childhood brain injury that can impact cognitive and behavioral issues later in life, also need to be something that people keep in the back of your mind.  

Okay.  So a little bit more of the functional issues that you might see related to that brain injury, related to that organic damage.  So examples.  Issues of following directions, delayed and/or tangential responses, even aggressive or hostile responses can be rooted in memory and or attention or in difficulty processing or comprehending information, especially new information.  So again, let me give you another example from the files, one of the places I worked I was in the employment specialist and we did ‑‑ we call them occupational trials.  And there was a gentleman who had been discharged right before I left, but I was asked to do a follow‑up call and he was working in a law firm as a clerk.  And I looked through his files and I was told by my supervisor that he was somebody who had the same lobster toast from the same Chinese restaurant every night for dinner.  So that gave me a little sense of how much this young man needed structure and predictability in his life.  

I called the supervisor and he had been on the job for a month.  And I said who I was and I was there to follow up and he was a participant in a rehab program and we had permission to follow up with his employer.  And the employer said we are just about ready to fire him.  So I caught my breath and I saw that disadvantage, never having met this young man face to face.  And I said well, tell me what's going on.  And he said well, he is supposed to make copies.  That is basically his job.  A huge law firm in Manhattan. Who is giving him the job, I asked.  Oh, the attorneys, the paralegals, the secretaries.  His stuff is not organized.  Nobody is getting their papers back in a timely manner.  So he was very irritable.  

So I said well, how about you try this, if you don't mind me suggesting.  Could there be one person that acts as the conduit, the funnel who can put these jobs in order of priority.  He thought about it for a moment and he said yeah, we can do that.  So I breathed a sigh of relief.  And I said I will call you in a week and see how it is going.  So I called back, and he said it is going fine.  So, he could not impose a structure for himself, and his first response was to be feeling very upset and very irritable because he knew things weren't going right but he was not at a level where he could advocate for himself and say gee, it would be really great if you can give me some assistance or tell me what is it I should be doing first.  So that was a really simple fix for that young man.  
    So the other thing I wanted to mention is the last bullet, confabulation.  That is when somebody who has a memory issue is asked a question, or asked about something and they give a response that sounds right but it is really them trying to fill in the blanks in their memory.  And oftentimes it could be misinterpreted by others as they are lying.  They are being grandiose, or somehow an evasive kind of a person. And with confabulation, even professionals like me have been fooled by confabulation. So again, it’s not purposeful, it’s not lying.  

The latest example in my career was a young lady that was a transitional age youth.  And at the end of our interview she said her boyfriend never visited her in the hospital.  I thought, that’s really sad, and I said to her, it is really difficult for loved ones to see the person they care for who is injured.  I said I am sure once you adjust to the situation I would be happy to talk to him.  Come to find out there was no boyfriend.  She made it up.  She would like a boyfriend and it was a really long involved story.  I am giving you the cliff notes version of it.  But I believed her and she was not lying to me.  She was filling in the blanks when I asked her about life and her significant other.  That's kind of an example of that.
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    Okay.  Behavioral health issues.  Again, we at the Maryland Mental Hygiene Administration, we believe that brain injuries should be considered a behavioral health issue because people with brain injuries often have co-occurring depression, anxiety.  Depression is the most common mental health issue after brain injury and unfortunately, also substance abuse can be part of the profile for people coming in to the emergency departments with a brain injury.  About 30, up to 50 percent have alcohol on board or substances on board at the time of the injury and then after injury, alcohol, of course, can depress recovery.  And for those who never had an issue with substances they may develop ‑‑ about 5 percent may develop difficulty or an issue with substances post their injury.  So it is something to be mindful of.  

And the experts in the field when I first speak on the topic suggested that no alcohol is probably a good idea after brain injury.  It is an individual choice and between the person and their doctor but generally speaking, it is probably not the best for a brain that's been injured.  And I just want to note that depression in those with traumatic brain injury exhibits much like the young man I referenced in the law firm as irritability and possibly aggression, so you are not going to see somebody who is tearful or blue.  It is going to present as that kind of irritability and everything, just pluck my last nerve.  And that can translate to social skill issues.  You will see people with extreme mood swings after injury that has been associated with frontal lobe damage.  Problems in pulling back their feelings and controlling themselves.  You will see people who giggle or laugh at a period when it is not appropriate for people to laugh and also the opposite, cry in a situation that does not warrant crying and people who can't keep their thoughts to themselves and again, sometimes can get people written by HR for being inappropriate sexually and also can be kind of subtle but still socially off-putting.  

And again this is one barrier for successful reintegration in to work for some people.  They just don't know how to recognize social cues.  They have trouble initiating in conversations.  Maybe they have something to say, but by the time they pull that thought together the group or the folks having the conversation have moved on to the next thing.  So all these can contribute to anxiety and depression.  It is hard to make new relationships.  And if you are a young person kind of growing and have a history of that brain injury and are moving in to adult roles, it is really hard to make new friends.  A lot of folks are left behind by their high school friends.  They have gone on to work and school and they are getting married.  And they may be still dependent on their parents and feeling really behind of where they thought they would be at this point in their lives.  And all that  can contribute to mental health issues and substance abuse issues.
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Other things that can impede employment, the longer duration of post traumatic amnesia and loss of consciousness, mobility challenges, those cognitive difficulties we just described.  Difficulty kind of controlling how we act to situations and neuro-behavioral aspects.  So I think that's pretty much all I want to say about that.  

Return to work, it is really hard to get a real exact number for what is the return to work after brain injury.  They have found that people do go back to work but it is not at the same rate as prior to the injury.  There was a study done by Baylor and they found that about 3,500 patients after brain injury, mostly males over 15 years of age, employment rate prior to brain injury was 67 percent and it declined to 52 percent in the first year post their injuries.  And it did rise up to 57 percent, but never went up to pre-injury levels, even after a third-year follow-up. So it is an issue.  
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    So what people need to keep in mind, especially employment specialists, these are the four things, the four disability characteristics of brain injury that can impact employment.  And this is from our colleagues in Oklahoma.  So there is a slower learning curve, especially if somebody is going in to a new job.  So it’s not the job they had prior to their injury.  There’s a lower capacity for generalization.  Just because they know how to do a task in one environment doesn't mean they can take that knowledge and transfer in to a different one, and then, they need to practice, and then, vulnerability to change.  I’ve had folks go back to work and done great and get a new supervisor and then they need a reboot with a job coach.  
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And then return to work picture here in Maryland, I won't read this, this is a dense slide.  But we did serve about 500 people in a resource coordination project for about six, seven years and most of the folks were not working and those who were it was part-time.  And some of them went through several part‑time jobs over the course of time we worked with them.  Our Division Rehabilitation Services, I know there are folks from DORS online, we do have an acquired brain injury program in the state that is administered by the division of rehab services and the closure rate for folks who are served by that service, by that program do better than folks who are served by DORS in general.  And also RSA has their return to work rates for people with brain injuries is not as high as the DORS.  It is like 48 percent versus 62 percent, and that 48 is without support employment for RSA data and then 53 percent with support employment.  So I think it really speaks to the importance of having specialty services and counselors who understand brain injury and the access to cognitive therapy.
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    I am not going to read this to you.  It is very dense.  But I think it says in a nutshell that you really have to consider where somebody was before, what part of the brain was injured and what are the lingering functional barriers and then address those in rehabilitation.  
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VR brief, this came out in 2012 and has a nice summary of evidence‑based suggestions.  So work with folks early on if you can and try to create a supportive work environment.  
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Cognitive skills training and then, of course, assistive technology which has really opened up so many doors for folks living with brain injuries and for those of us who work with them.
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So what might it look like?  So people have trouble remembering.  I am not going to read these to you, but I wanted you to have them because, again, people after injury, the cognitive, organic problems can be so easily misinterpreted.  Somebody with memory problems can they look like they are not invested, when in fact they are.
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Somebody who has trouble sustaining attention, again, they look like they are not involved and not paying attention and they don't care.  
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And some of the clues are in those bullets, again, it may be a direct result of that brain injury. 
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And then the rigid thinking, again pejorative attributes are assigned to folks, when in truth, it is just a manifestation of that injury.
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    So I am going to move on to what some of the strategies are and again I put these down.  Hopefully they make sense as a stand-alone.  So we don't have to go in to great, great detail, but I wanted to give a sense from things that over the years that I have found useful.  So creating a template of a routine work task.  Again you don't want people reinventing the wheel every day.  So as long as there is something they can go to and they save that energy for new and challenging tasks.  So if you have, say, a log or a manual for your daily tasks that are most routine, then that really takes a lot of pressure off of people.  And a young lady that I worked with, she worked in a medical ‑‑ it was OR central sterile supply area.  So things came ‑‑ instruments came in from the OR and they had to be sterilized and repackaged and sent out again, a huge medical center, and it was pretty complex, and the OR did different operations and had different tools.  She gave herself some time to construct a template of what you do for each OR. And when she left her job her supervisor said I want a copy of that.  I am going to use that to train my next person.  Things like labeling drawers and files and shelves, again, can take so much off of folks when trying to think, where did I put that, where did I file that.  Just label it.  A log or diary, and questions and comments for job the coach, the employment specialist, boss or coworker should be written down in advance.  So when you see this person, you will have the opportunity to ask them about it, you will have those questions at the ready.  
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Other strategies, identify a mentor or colleague.  The woman I mentioned with the self‑inflicted gunshot wound.  She had a very, very complex job at the phone company.  She was responsible for processing bills for the MidAtlantic region.  They gave her colleague who was willing to sit with her and help her as needed and I helped the both of them to structure the information and she went back to work.  She did fine.  She had been there, again.  This is a job that was familiar to her but she needed different ways of doing it because of visual issues and some memory.  Some folks just need to have distractions screened out for them, so, partitions are great, earplugs, noise-cancelling headphones, I worked with one young man who did fine listening to the radio.  He put the headphones in and he was able to pay attention because otherwise, he was staring at all the nice looking ladies who worked in his office and that was becoming his issue.  So once he was able to focus on the task at hand he did great.  Breaking down the task into smaller steps and I think I gave you an example with the gentleman who was at the law office and just needed somebody to break down those tasks for him.  
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    Written and verbal instruction, and model tasks whenever possible.  Some folks after injury have language issues.  They have difficulty either expressing themselves, pulling those words out and making their thoughts known, or they have difficulty understanding what is being said to them, kind of interpreting it.  Some people can do it but they have a bit of a lag time.  So whenever providing instruction if you can do it in all the modalities possible and encourage people to paraphrase back to the speaker.  You can use e‑mail text to summarize expectations.  There are so many wonderful apps now that people can use to strategize in the workplace. 
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    The other thing you want to do is just observe what works best for that person.  And then there is ‑‑ I have here teach self‑prompting techniques, that might not be so self-explanatory, so I am going to give you a quick example.  A young man who was very good at math wanted to be an account assistant and had a program in mind at a community college, but whenever he worked with our education specialty made careless errors.  So the self‑prompting technique was for him to become aware of assessing his work, to go over his work and correct his mistake which he could do once they are pointed out.  So because he was so impulsive, the occupational therapist he was working with he couldn't pick his pencil off the paper until a timer that she had set up had gone off.  

It forced him to keep looking at the paper, even though he thought he was done, and checking his work and checking his work.  Over time she decreased the time on the timer and then by the end, his strategy, self‑prompting strategy was right at the bottom of any work he was doing, check over, that’s all he did, and eventually he integrated that and he did go back to school and he went back to work.  But that's because he was becoming mindful of checking his work.  

Other things you can do with a Smartphone take pictures of work tasks so you have a record of it.  So you don't have to reinvent the wheel.  
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This next group of strategies may not be something that a lot of you would use in your environment, but I think if you are somebody who is doing employment work with folks pretty soon after their injury and having some behavioral or cognitive issues you can certainly try some of these for folks who have got trouble with temper, counting to five, taking deep breaths, breathing in over seven counts and holding it over seven and then letting it go, all these things to make people mindful of how they are coming across to others, because again, that what gets folks in trouble and interferes with both the job and their social connections with their co-workers.
Role play, how do you talk to folks on the job in a social environment.  And then if somebody is having problems processing a lot of new information, they can be encouraged to ask for time to organize their thoughts.  
Slide 57

And again I just want to ‑‑ I can't say this enough probably, that a lot of these issues are very, very subtle.  And that may be the person lurking in your doorway and you think, why is he just standing there?  Well, maybe it is something that he feels that he needs to let you know and if he doesn't tell you right now he is going to forget.  So in that case, I would tell people to write it down and approach a supervisor when you know if he or she is available.  
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If you have permission to speak to an employer or a mentor there is some good guidelines for that.  The Mayo Guide for Employers is excellent, you can give that to an employer and go over it with them, and educate the co-workers on the aftermath of brain injury.
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  Plan and rehearse those social situations.  Review workplace interactions with individuals.  Maybe somebody they work with they just don't like and they cannot be up front about that.  How do you deal with somebody that you may not particularly care for but yet have to work with?  So role play that offsite.  
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So a lot of folks still after injury may have significant issues with awareness of how their injury is causing or could cause a functional problem.  And you also may have folks who are very vocationally naive going in to the workplace.  They may not know what is an appropriate interaction, say, with a peer versus a manager.  So an individual that I worked with who had been a steel worker and he did go back to work.  His major impairment post-injury was expressive aphasia.  He could understand what was being said and he could read, but things coming out was very challenging for him, and he was still worried about his impulsivity and playing in to safety.  So I job coached him in a big warehouse.  I thankfully didn't have to go up on a building.  But this was a huge warehouse that was putting together pieces of buildings to be transported into the sea.  He and I sat for hours going over the OSHA tapes and making notes, how to be safe. We get on to the floor, and I am trying to stay to the side and just observe.  When all of a sudden I hear him call my name and I look up and he has one of these huge power tools with a sharp edge to it and he is pointing it at me and going bang bang.  That's really funny.  And the minute he did it I could tell the awareness kind of crept in and he said oh, sorry, sorry.  His language again was impaired.  Sorry, sorry.  His coworker's heart was in his throat.  

So he put it down and we had a discussion.  That was a nail gun and what if you pull the trigger.  To really put a lot of emphasis on that safety and even though I thought I had anticipated it once we got on the job site it was apparent he still needed a little reinforcement on that.  
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So the next ‑‑ next resource I just want to point out is this wonderful guide that New Jersey put together, their Brain Injury Association, a strategy guide for job coaches.  And it really gave us a cookbook of things that the employment specialist can do, family members.  It is a really nice free resource.  So I believe there is a link to that to the resources as well.
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  In general just keep in mind that for folks with a brain injury sometimes traditional vocational assessments that those of us who got our degrees in rehabilitation were exposed to, a lot of those traditional assessments do penalize people who have poor cognitive processing or motor speed.  They have a skill but they don't have it at the speed they would have had beforehand.  And oftentimes the situational assessments are far more valid for putting people I believe in evidence‑based practice and putting people in the job and seeing how they do. 
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Even folks living with brain injury with severe learning issues can learn.  They can learn with a lot of review, a lot of repetition and a lot of rehearsal.  And that's called procedural memory.  And eventually for most people it will sink in and if it doesn't then you support them.  

So my last example and this is somebody who is being served by one of our traumatic brain injury waivers more than 20 years post injury.  I knew him when I worked in New York and he is now here.  Back in the day he was told he would never work again.  He is working.  He still has significant memory problems and his judgment is poor but he is working at a supermarket bagging and greeting customers. He is still very gullible and can be led astray.  One of the things he does is he would give money to people.  We’d say, stop giving money to people, John.  So, his employment specialist made a card for him and put it in his wallet that says don't give anybody money. So the next time somebody thought he would get some cigarette money off of him, he opens up his wallet and says sorry, I can't do that.  That was a strategy that worked really well for him.  It was simple and was not high tech.  
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So I think I am going to stop here and see if you have any questions.  I do have a number of resources that I hope that you have time to check out.  The Job Accommodation Network is fabulous.

Slide 66

And, I can't say enough about brainline.org.  They do have this list of life‑changing apps for iPhone.  I have put some on my phone and I have used them and I shared them with people.  But they also have really good information on brain injury in general.  
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And there is the Mayo guide and returning to work after injury.  
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And then Dr. Corrigan's webinar you can listen to, so there is the link for that.  
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If you want to watch a good movie about life after brain injury, then there’s two of them here, there’s Beyond the Invisible, it is more of a documentary, and then there is The Lookout which is a feature film release about a young man living with brain injury and how he uses his strategies at work and in the community to get himself out of a dicey situation.  So I will stop there, Marian, if there is any questions.  

   >> MARIAN VESSELS:  There was a question about sports.  You indicated soccer for one person.  Can you tell us what sports are more likely to create brain injury?  

   >> ANASTASIA EDMONSTON:  And again this is all from the Centers for Disease Control.  Overall activities associated with the greatest number of traumatic brain injury emergency room visits included bicycling, football, playground activities, basketball and soccer.  For females aged 10 to 19, the visits were most associated with soccer, basketball and biking, and for males it was football and bicycling.  I think it’s important for us to know that for us girls our necks don't develop as early as boys.  They are not as strong as boys are, and are a little more vulnerable to that rapid whiplash back and forth.  So playing lacrosse, soccer, girls just have to be really mindful of that.  

   >> MARIAN VESSELS:  We have a question about other sources for apps.  You did one.  Are there other places where people can go to look for apps?  

   >> ANASTASIA EDMONSTON:  Well, as far as apps that have been vetted for use with people with cognitive disabilities that's the only one I am aware of.  I am sure if you go to the app store and kind of doodle around there, if you are working with somebody, especially a young person, they are digital natives and they would know what works best for them.  So that will be my suggestion.  If it is a specific person, you know, go to the app store with them and perhaps use that brain line listing as a starting point just to see what works for that person.  
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   >> MARIAN VESSELS:  Okay.  Thank you.  We really appreciate all that Anastasia has told us today.  I think ‑‑ I know I learned and I am sure many of you have great strategies and resources.  Her contact information she is most generous to share it with us and has invited you to contact her.  If you have any further questions. 
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If you have general questions about the ADA and how ADA and people with traumatic brain injury may be accommodated as part of the reasonable accommodation or any aspect of the Americans with Disabilities Act, you can reach us at 1‑800‑949‑4232.  If you have any questions about this specific presentation, you can reach us at that number or our local number 301‑217‑0124. And we encourage you to visit our website at www.adainfo.org.  
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We mentioned at the beginning we have CEUs we can offer.  Check your e‑mail.  The continuing education code for this session is Success Strategies.  So look at your e‑mail and follow up on that.  We appreciate your joining us today.  We will be sending an e‑mail with the way to get the resources and the link for the webinar.  And please check back on adainfo.org to find out about the many training and resources we have available.  I wish you a good afternoon.  Thank you for joining us. 

   >> ANASTASIA EDMONSTON:  Thank you.  
    (Session concluded at 2:29 p.m. CST)
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