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Introduction

Background about myself and acquired brain injury (ABI)

Why is this topic important?

What you'll learn and skills you will build through this 
seminar

Objectives

• Identify what constitutes an acquired brain injury (ABI) and recognize 
each type.

• Analyze behavior as it relates to ABI.

• Explain assessment tools utilized to identify behaviors in ABI.

• Summarize the need for behavioral support & planning with ABI in 
order to maximize functional outcomes.
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”That which makes us most human makes 

us most vulnerable to head injury.”

-Dr. Barry Rath

Meet Moira

● Moira is an actress in her late 60’s who 
recently sustained a TBI after a fall from 
stool in her closet, while rearranging her 
extensive wig collection.  

● Moira had a right frontal subdural 
hematoma requiring surgical 
intervention
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Meet Moira

● Moira currently lives with her husband 
and two adult children.  Her family will 
be able to assist her upon discharge, and 
she also has a supportive network of 
friends.  

● Her hobbies include re-watching old 
soap operas, singing in an acapella group 
(The Jazzagals), and assisting her son 
with his small business.  

Myth or Fact?

“If you’ve seen one brain 
injury, you’ve seen them all.”
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MYTH!

• Every single brain injury is 
unique!

• The effects of a brain injury on 
an individual vary greatly 
based on age of injury, time of 
injury, location of injury, and 
mechanism of injury (EBIG 5.0, 
2019). 

Myth or Fact?

“Persons who are agitated 
after a brain injury can’t 

participate in or benefit from 
therapy.”
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MYTH!

• Per Spiteri et al (2021), “This study provided 
novel evidence to support the contention that 
physical therapy is appropriate in PTA after a 
moderate to severe TBI.”

• They go on to say that “most patients could 
tolerate therapy even when clinical fatigue and 
agitation were reported.  Patient refusal and 
fatigue were the most commonly identified
barriers, with agitation less likely to impede 
physical therapy sessions."

Myth or Fact?

“Medications are the ONLY
effective way to control 

someone’s behavior.”
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MYTH!

Overmedication with excessive sedation 
and its consequences (swallowing 
disorders, paradoxical agitation) goes 
against the overall rehabilitation project. 

Generally, the level of evidence in favor of 
using medication in the agitation or 
aggressiveness crisis remains quite low.

SOFMER Group (2016)

What Constitutes an Acquired 

Brain Injury?

(ABI)
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Acquired 

Brain Injury 

• An acquired brain injury is an injury to 
the brain that is not hereditary, 
congenital, degenerative nor induced by 
birth trauma.

• The injury results in a change in 
neuronal activity, which affects the 
physical integrity, the metabolic activity, 
or the functional ability of the nerve cells 
in the brain (EBIG 5.0, 2019). 

Anatomy 

Review

Knowing the anatomy will 
help you:

• Choose appropriate 
assessment materials 

• Drive your treatment

• Predict pattern of recovery 

• Assist with educating your 
patient and their caregivers

Sukel, 2019
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Medical Terminology Review

• ABI: Acquired Brain Injury
• A Fib: Atrial Fibrillation
• Anoxia: Without Oxygen 
• CVA: Cerebrovascular Accident 

(Stroke)
• DAI: Diffuse Axonal Injury
• Embolism:  Blood Clot

• Hematoma:  Collection of clotted 
blood (bruise)

• Hemorrhage:  Bleed

• Hemiparesis:  Weakness on one side
• Hemiplegia:  Complete paralysis on 

one side
• NTBI: Non-Traumatic Brain Injury
• PTA: Post-Traumatic Amnesia
• SDH:  Subdural Hematoma
• SAH:  Subarachnoid Hemorrhage
• TBI: Traumatic Brain Injury

Common Medical Abbreviations, ASHA Member Resource 2022

Types of ABI

Traumatic (TBI)

Non-Traumatic (NTBI)



10

Traumatic

Brain 

Injury

• Traumatic brain injury (TBI), a form of 
acquired brain injury, occurs when a 
sudden trauma causes damage to the brain. 

• TBI can result when the head suddenly and 
violently hits an object or when an object 
pierces the skull and enters brain tissue. 
(National Institutes of Health, 2018).

• Two primary mechanisms of TBI:

• Traumatic Impact:  Open or closed

• Traumatic Inertial

Traumatic

Impact
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Traumatic

Inertial

TBI By the Numbers

As estimated 2.5 million people sustain a TBI each year per the CDC

There were 223,050 TBI related hospitalizations in 2018

TBI contributed to the deaths of 60,611 people in 2019

People aged 75 years and older had the highest numbers and rates of TBI-related hospitalizations and deaths

Males were nearly two times more likely to be hospitalized and three times more likely to die from a TBI

Children (0-17 years) had 16,480 TBI-related hospitalizations in 2018 and 2,476 TBI-related deaths in 2019

Centers for Disease Control and Prevention
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Causes of TBI

• Falls

• Motor Vehicle-Traffic Crashes

• Struck by/against events

• Assaults

• Unknown

Centers for Disease Control and Prevention (2018)

41%

14%
15%

11%

19%

Falls MVAs Struck by/against Assaults Unknown

Why Care About Numbers?

• In order to properly treat a condition as clinicians, we need to be aware of 
how prevalent the condition is.

• Awareness of comorbid conditions 

• Assists the clinician with organizing, summarizing, and interpreting 
information provided by research.

• Helps drive evidenced based practice (EBP)
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Non-

Traumatic

Brain 

Injury 

An injury to the brain caused by internal 

factors such as lack of oxygen or nutrients 

to the nerve cells of the brain, exposure to 

toxins, pressure from a tumor or 

blockage, or other neurological disorder.

(EBIG 5.0, 2019)

Causes of NTBI

• The data for the breakdown 
on NTBI is not readily 
available from the CDC as it is 
for TBI.

Stroke 

Infectious Diseases 

Seizure Disorders

Tumors

Toxic Exposure

Metabolic Disorders (insulin shock, diabetic coma)

Neurotoxic Poisoning

Lack of oxygen to the brain

EBIG, 5.0 2019
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Assessment of ABI

Glasgow Coma Scale (GCS)

Rancho Los Amigos Scale

Glasgow 

Coma 

Scale

(GCS)

• Used to objectively quantify the level of 
impaired consciousness in all types of 
acute medical and trauma patients.

• The scale assesses patients according to 
three aspects of responsiveness: eye-
opening, motor, and verbal responses.

• Reporting each of these separately 
provides a clear, communicable picture of 
a patient. 

• Can provide a useful overall level of 
severity of the injury at various points in 
time (i.e., the field, the ED, etc.).

Shobhit Jain; Lindsay M. Iverson (2021)
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Injury Severity

Mild Moderate Severe

Normal imaging Normal or abnormal imaging Normal or abnormal imaging

LOC:  0-30 minutes LOC:  >30 minutes; <24 hours LOC:  > 24 hours

AOC:  from a moment up to 
24 hours

AOC:  >24 hours

PTA:  0-1 Day PTA:  >1 day; < 7 days PTA:  > 7 days

GCS:  13-15 GCS:  9-12 GCS:  3-8

EBIG 5.0, 2019
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Clinical 

Implications:

Glasgow Coma 

Scale

(GCS)

• The GCS can be used to guide early management of 

patients with severe brain injuries in reference to 

securing the airway and triage for possible transfer to 

a higher level of care.

• In less severe injuries, it can help drive the need for 

imaging and admission for monitoring.

• Serial assessment is important for monitoring the 

clinical course of a patient and adjusting ongoing 

management.

• An initial GCS should be done at time of admission 

and then every four hours unless otherwise indicated 

by the medical team.
Shobhit Jain; Lindsay M. Iverson (2021)

Rancho 

Los 

Amigos 

Scale 

Revised

(RLAS-R)

• Original scale (RLAS) is eight levels:
• Level 1 is lowest level of function

• Level 8 is highest level of function

• RLAS was revised in 1997 because it 
didn’t capture individuals with a 
higher level of recovery.

• Revised scale (RLAS-R) is ten levels:
• Two levels were added to capture 

individuals with higher levels of 
cognitive recovery.

Lin, K; Wronton, M. 2020
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LEVEL

I No Response; Total Assistance

II Generalized Response; Total Assistance

III Localized Response; Total Assistance

IV Confused/Agitated; Maximal Assistance

V Confused, Inappropriate, Non-Agitated; Maximal Assistance

VI Confused, Appropriate; Moderate Assistance

VII Automatic, Appropriate; Minimal Assistance for Daily Living 
Skills

VIII Purposeful, Appropriate; Stand-by Assistance 

IX Purposeful, Appropriate; Stand-by Assistance on Request

X Purposeful, Appropriate; Modified Independent

Clinical 

Implications:

Rancho Los 

Amigos Scale 

Revised

(RLAS-R)

• The RLAS-R assists with evaluating a 
patient’s cognition after emergence 
from coma.

• Facilitates treatment planning in a 
rehabilitation setting

• Provides a common language amongst 
rehabilitation professionals as to a 
patient’s current functional level.

• Assists patients’ loved ones to better 
understand and support their 
recovery.

Lin, K; Wronton, M (2020)
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Revisiting Moira

• Moira has stood up from her chair because her 
stomach has begun to cramp.

• She yells out incoherently as she’s attempting to 
ambulate away from her chair with the alarm 
sounding.

• She puts her arms up as staff members approach 
to signal she’s fine but begins to lose her balance.

• Staff members direct her to sit back down, and 
she does with tactile cueing.

• She is taken to the bathroom where she is cued to 
complete toileting with staff.

What RLAS-R level do you think Moira is at?

LEVEL

I No Response; Total Assistance

II Generalized Response; Total Assistance

III Localized Response; Total Assistance

IV Confused/Agitated; Maximal Assistance

V Confused, Inappropriate, Non-Agitated; Maximal Assistance

VI Confused, Appropriate; Moderate Assistance

VII Automatic, Appropriate; Minimal Assistance for Daily Living 
Skills

VIII Purposeful, Appropriate; Stand-by Assistance 

IX Purposeful, Appropriate; Stand-by Assistance on Request

X Purposeful, Appropriate; Modified Independent
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Revisiting Moira

• Moira is currently between a 
Rancho Level IV - V

• How do we know Moira is at a 
level IV - V?

• What kinds of things can we do to 
support Moira right now?

Identifying & Defining Behavior
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Things to remember...

• As we discuss the ins-and-outs regarding behavior, keep Moira in 
mind.

• Consider how she may be feeling based on the information  that has 
been provided.

• Our patients are people first, and their diagnoses second.

• We cannot control someone’s behavior… we can only assist them with 
managing it.

What is 

behavior?

Behavior
n.
1. an organism’s activities in response 

to external or internal stimuli, 
including objectively observable 
activities, introspectively observable 
activities (see covert behavior), and 
nonconscious processes (APA 
Dictionary of Psychology).



21

What 

determines 

our 

behavior?

Behavior is affected by factors relating to the person, 
including:

• Physical factors: age, health, illness, pain, influence 
of a substance or medication

• Personal and emotional factors: personality, 
beliefs, expectations, emotions, mental health

• Life experiences: family, culture, friends, life events

• What the person needs and wants.

Behavior is also affected by the context, including:

• What is happening at the time

• The environment—heat, light, noise, privacy

• The response of other people, which is affected by 
their own physical factors, personal and emotional 
factors, life experiences, wants and needs.

NSW Government (2020)

Behavior 

Management 

Terminology

• Agitation

• Confabulation

• Confusion

• Disinhibition

• Disorientation

• Impulsive

• Perseveration

• Post-Traumatic Amnesia
Brainline (2018)
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Common Behavioral Disturbances Following 

ABI

• Aggression

• Agitation/irritability, poor frustration 
tolerance

• Poor initiation/apathy

• Denial of deficits/poor self-awareness

• Disinhibition/inappropriate sexual 
behavior 

• Eating disturbances

• Emotional changes including flat/restricted 
emotions, lability, dysphoria, depression 

• Impulsivity

• Poor judgment and reasoning

• Psychosis - delusions, euphoria, hallucinations

• Nighttime disturbances

• Anxiety

EBIG 5.0, 2016

Assessment of Behavior 
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Behavioral Assessment:  Why use a formal tool?

Provides common language between professionals

Objective

Measurable

Helps drive treatment plan

Can show functional improvements or functional declines 

Behavioral Assessment:  Choosing an Assessment Tool

What are 
you 
trying to 
measure?

What do 
you want 
to do with 
the data 
obtained?

What are 
your 
goals?

Ease of 
administration

Accessibility 
of the 
assessment 
measure

Ease of 
translation 
and/or 
adaptation
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Assessment 

Tools

There are a multitude of 
assessment tools available, but 
we are going to look at the 
following:
• Agitated Behavior Scale 

(ABS)
• Overt Behavior Scale (OBS)
• Orientation Log (O-Log)
• Cognitive Log (Cog-Log)

Agitated 

Behavior 

Scale (ABS) 

• The Agitated Behavior Scale (ABS) was 
developed to assess the nature and extent of 
agitation during the acute phase of recovery 
from acquired brain injury. 

• Its primary purpose is to allow serial 
assessment of agitation by treatment 
professionals who want objective feedback 
about the course of a patient's agitation.

• Serial assessments are particularly important 
when treatment interventions are being 
attempted.

Bogner, J (2000)
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Agitated 

Behavior 

Scale 

(ABS)

Bogner, J (2000)

Clinical 

Implications:

Agitated 

Behavior Scale 

(ABS) 

• Levels of Agitation
• No agitation: <21

• Mild: 21-28

• Moderate: 29 - 35

• Severe: >36

• Provides a common language between all 
persons working with an individual

• Provides a clear focus for support of 
distressed behaviors

• Provides feedback as to the effectiveness 
of interventions.

Bogner, J (2000)
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Overt 

Behavior 

Scale

(OBS)

• The Overt Behavior Scale (OBS) was 
developed to record a range of challenging 
behaviors displayed by people with 
acquired brain injury (ABI) living in 
community settings. 

• The OBS provides clear operational 
definitions of behaviors of interest and a 
common language for frequently-
encountered behaviors. 

Kelly, G. (2010)

Overt 

Behavior 

Scale

(OBS)

Kelly, G. (2010)
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Clinical 

Implications:

Overt Behavior 

Scale

(OBS)

• Promotes reporting of all behaviors due to 
its structured format

• Prioritizes behaviors to be targeted which 
assists in goal setting

• Clarifies the perceptions of staff and/or 
family members

• Evaluates the efficacy of interventions

Kelly, et al 2006

Orientation 

Log (O-Log)

• The O-Log focuses on orientation to place, 
time, and circumstance. 

• Place is evaluated by asking for the name 
of the city and the hospital. 

• Time is evaluated by asking for the month, 
day of the week, date, and year.

• Circumstance refers to awareness that an 
event has taken place.

Novack, T. (2000)
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Example:

Orientation 

Log (O-Log)

Novack, T. (2000)

Clinical 

Implications:

Orientation 

Log (O-Log)

• Identifier of post-traumatic amnesia (PTA)

• < 25 indicates the person is still in PTA

• Activation of a Post-Traumatic 
Amnesia Protocol to facilitate 
improved cognition and support such 
as the one utilized at Moss Rehab –
Drucker Brain Injury Center

• Drive construction and 
implementation of external memory 
aides (i.e., memory book).

Hart, et all 2020
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Orientation 

Log – Video 

Example

Cognitive Log

(Cog-Log)

• The Cognitive Log (Cog-Log) provides a 
measure of general cognitive abilities that 
can be obtained at bedside. 

• The Cog-Log can be considered a 
companion measure to the Orientation-
Log. 

• Clinical experience suggests that people 
with brain dysfunction can be oriented, 
but still exhibit significant cognitive 
limitations, such as with respect to 
memory functioning and executive skills.

Novack, T. (2004)
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Example:

Cognitive Log

(Cog-Log)

Novack, T. (2004)

Clinical 

Implications:

Cognitive Log

(Cog-Log)

Alderson, A.L. & Novack, T.A. (2003)

• Provides a reliable 10-item scale that 
briefly assesses higher cognitive processes. 

• Permits partial credit based on 
responsiveness to cueing or partially 
correct responses. 

• Enables rapid graphical representation of 
total scores is an important tool for 
providing feedback to patients, families, 
and interdisciplinary team members. 

• Analysis of item performance can be used 
to guide additional evaluations and 
treatment interventions. 
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Cognitive  Log 

– Video 

Example

Supporting Distressed Behavior
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How do we manage distressed behavior?

Consider the ENVIRONMENT

Consider the PATIENT

Consider the STAFF

The 

Environment

• The physical and social 
environment can have an affect on 
behavior, for better or worse 
(Behe, et al 2019).  

• It is our job as healthcare 
professionals to provide a safe and 
secure environment for our 
patients. 

• Our patients are often unable to 
manage their own environments 
therefore we (as the 
professionals)  assist them to 
ensure they continue to recover.
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A Note on Fall 

Prevention…

• Items such as fall mats, bed/chair 
alarms, bed in low position are all 
important precautions for fall 
prevention for all patients.

• Those items are not specifically covered 
in the following slides as we’re focusing 
on how the patient’s environment can 
impact their behavior.

Environmental Modifications

Low Stimulation 
Environment Daily Structured 

Schedule Rest Breaks

Memory Book 
(visual aides)
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Low Stimulation Environment

• Sabin et al in 2017 identified various ‘triggers’ for aggression for persons 
recovering from traumatic brain injury. 

• Among these were overstimulation, which refers to overcrowding and too 
much noise.

• Persons with acquired brain injury can have photophobia or phonophobia.
• Modifying the person’s daily routines to include avoidance of places which may 

be likely to trigger behavioral outbursts (e.g. busy, noisy places) until the 
person becomes more able to manage their behavior in these types of 
environments/situations.

When could a low stimulation 
environment be needed?

• Be aware of both overt AND covert signs:
• Yelling
• Hitting
• Increased agitation
• Throwing items
• Rocking
• Elopement
• Avoidance
• Refusal
• Increase BP, HR, & RR
• Sweating
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Low Stimulation Environment Suggestions

• Keep lights dim or limit the number of lights that are used.

• Keep the door to the room closed and pull the curtain around the bed 
(if shared room).

• Encourage and allow frequent rest periods.

• Limit the amount of time the television or radio is 

turned on. 

Craig Hospital 2015

Low Stimulation Environment Suggestions

• Limit the number of visitors in the room (usually no more than 2). 
Speak one at a time. Keep visits short.

• Always identify yourself when entering the room.

• Use a calm voice and speak slowly.

• Conversations in the room should be directed towards the patient. If 
the patient is not involved in the conversation, step out of the room.

• Consider the amount of visual stimulation in the room (number of 
pictures, banners) etc.
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Daily Structured Schedule and

Rest Breaks

• Decreases anxiety 

• Habituates a new task and/or 
behavior

• Automates daily activities

• Gives sense of control

• Assists with maintaining sleep 
schedule

• Regular wake time/bedtime

• Structured mealtimes

• Designated rest breaks during 
the day

• Rituals 
• Wake up

• Bedtime 

Missios, 2021

Revisiting Moira

• Do you think Moira would benefit 
from a low stimulation 
environment?

• Do you think Moira would benefit 
from a structured daily routine?

• Why or why not?
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Memory Book

Memory Book

• Can be basic or detailed

• Contain an “about me” page

• Contain a calendar

• Contain information about therapy

• Contain information about current location

• Visitor’s Log
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Low-Stimulation 

Environment: 

PTA Protocol

• Developed by Moss Rehabilitation Drucker 
Brain Injury Center in 2020 for patients in 
Post Traumatic Amnesia (PTA) following an 
acquired brain injury (ABI).

• PTA for this protocol is determined by score 
on the O-Log, which is administered at least 
every 72 hours.

Moss Rehab 2020

Post-Traumatic Amnesia 

(PTA)Protocol 

Post Traumatic 

Amnesia (PTA) 

Protocol

Patient inclusion criteria for PTA protocol: 
The primary determinant is an O-Log score 
below 25, with considerations noted below: 

• This CAN include non-TBI patients, in a 
clinical state consistent with PTA. 

• This does NOT include individuals with 
severe language impairment (e.g., 
aphasia). 

• This does NOT include patients with 
disorders of consciousness.

Moss Rehab 2020
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Post Traumatic 

Amnesia (PTA) 

Protocol

If a patient is appropriate for the protocol they will be 
given a reference log, which is to always be with the 
patient.

Reference log contains:

• Info for orientation - completed by speech therapist 
• ME page - info on patient, to be completed by the 

neuropsychology/social work team 
• Team pictures with discipline descriptions 
• Calendar (2 months)
• Team Communication – space for date and comment as 

needed 
• Visitor Log – space for date and name

The reference log is contained in a bright orange folder 
and signs are posted to alert staff members.

Moss Rehab 2020

Post Traumatic 

Amnesia (PTA) 

Protocol

Moss Rehab 2020
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Do’s and Don'ts of Staff Communication 
for Patients in PTA

DO DON’T
● Introduce yourself. State your name and 

purpose
● Provide information
● Focus questions on the here & now
● Establish habits and routines using the 

same sequence each time you practice 
● Help them avoid making errors by 

modeling or step-by-step prompting 
● Evaluate their learning by what they do, 

not by what they say

• Assume they remember you 

• Ask the individual to recall information 

• Quiz them for explicit information 

• Use lengthy verbal explanations

• Expect them to remember what they’ve 
been told 

• Encourage them to “guess” or “try” after a 
failed verbal or physical attempt

Moss Rehab (2020)

Video Example:

PTA Do’s

Moss Rehab 2020

Post
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Video Example:

PTA Dont’s

Moss Rehab 2020

Post

Revisiting Moira

• Qualifies for the PTA protocol?

• Would you structure her 
memory book per the protocol?

• How would you personalize it to 
reflect her personality and 
interests?
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Revisiting Moira

• Yes - Based on the information given, 
Moira would quality

• Yes – Following the protocol will help 
give more structure for staff to most 
effectively interact with Moira

• Including pictures of family, friends, 
as well as encouraging visitors to 
write in the visitation log will assist 
with personalizing Moira’s 
rehabilitation.

The Patient

• Assess the patient on an ongoing basis to 
determine their current level of function.

• Utilize scales such as RLAS-R to better 
gauge where the patient is currently 
functioning.

• Meet the patient where they are and not
where you wish them to be.
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Patient Considerations

Premorbid 
Personality

Internal 
Factors Hearing/Vision

Communication 
Skills

Cultural 
Considerations Metacognition

Premorbid Personality

• Premorbid personality refers to traits present prior to illness or injury.

• There is evidence that lifelong personality traits persist even after traumatic 
brain injury. 

• Clinical interviews with patients and family can provide insight about 
important premorbid personality characteristics that may have implications 
for how the individual copes with acquired disability. 

• Both negative and positive traits may be associated with adjustment to 
injury or illness.

Frank, R 2011
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Internal Factors

• Pain 

• Positioning

• Toileting 

• Lines/tubes

• Hunger/Thirst

• Altered Diet 

Vision & Hearing

• 20 – 40% experience vision 
issues following injury

• Blurred Vision

• Double Vision

• Decreased Peripheral Vision

• Complete loss of vision in one 
eye or both

• 58% experience 10-15dB across 
frequencies following injury

• Hearing Loss

• Tinnitus

• Vestibular Dysfunction
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Communication Skills

• According to a 2013 study of 303, 716 OEF/OIF/OND veterans who 
received VA care, 1848 were diagnosed with a communication 
disorder; 40% of those were also diagnosed with a TBI.

• Veterans who sustained a TBI were more likely to have a diagnosis of 
a communication disorder, regardless of TBI severity. 

Rocio et al 2013

Communication Skills

• Auditory processing 

• Verbal expression

• Reading Comprehension

• Communication impairments can easily be 
disguised as cognitive impairments –
differential diagnosis is key!
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Communication 
Clues

• Direction Following

• Localizing sound

• Missing items in visual field

• Nodding in agreement

• Trouble naming objects

• Poor initiation vs. Understanding

Cultural Considerations

The ideas people have about health, the languages they use, the health 
literacy skills they have, and the contexts in which they communicate about 
health reflect their cultures.

Public health workers and health care providers belong to professional 
cultures with their own language—such as medical and epidemiological 
terms. 

These terms are not familiar to the public and hinder the public’s 
understanding of written and spoken health messages. Understanding can 
be further obstructed when other cultural differences exist.

Centers for Disease Control 2021
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Cultural Considerations

• Incorporate Food
• Incorporate Music
• Decor
• Religious Items
• Gender preferences
• Using preferred pronouns

• Interview family members
• Interview friends
• Interview partners

Metacognition

• 45% of persons with moderate – severe 
injuries have deficits in executive functioning 
post injury.

• Executive impairments after TBI been shown 
to predict functional and psychosocial 
outcomes and indeed make a more significant 
contribution to poor functional outcome than 
impairments of attention, processing speed, 
and memory.

I

Executive Function and Self Awareness INCOG 
Recommendations for Management of Traumatic Brain injury, 

Part III, 2014
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Metacognition

• Metacognitive strategy instruction is “direct 
instruction to teach individuals to regulate their 
own behavior by breaking complex tasks into steps 
while thinking strategically.”

• To self-regulate, individuals need to: 

• Identify an appropriate goal and predict their performance 
in advance of the activity; 

• Identify possible solutions based on their general 
predictions (one of which will work based on past 
experience); 

• Self-monitor or assess their performance during an 
activity; 

• Change behavior by choosing a strategy (i.e., use self-
control) if, through self-assessment, the goal has not been 
met.

Kennedy et al., 2008

Metacognition

• Metacognitive strategy training may be utilized with people who have 
a higher level of cognitive abilities, and who have emerging carryover 
and insight.

• Emerged from PTA

• It can assist those people with avoiding situations that could 
potentially exacerbate unwanted behaviors and assist the with 
working through those unwanted behaviors.  
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Utilizing Metacognitive Strategies

• Strategies to focus on everyday problem and functional outcomes, 
i.e. possible things can arise during specific tasks that need to be 
completed – ADLS

• Optimized when the patient has the awareness of the need to use the 
strategy, as well as being able to identify contexts in which the 
strategy should be used.

• Direct, corrective feedback is needed

Executive Function and Self Awareness INCOG Recommendations for Management of Traumatic Brain injury, 
Part III, 2014

Revisiting Moira

• Based on what we know about Moira, what are 
her communication skills like?

• Is she going to respond well to yelling and loud 
voices?

• What internal factors could be driving Moira’s 
behavior?

• How could you find out more about Moira?

• Would Moira be someone you could use 
metacognitive strategy training?
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Revisiting Moira

• When we first met Moira, she was able to talk 
but it was mostly incoherent.

• No – she’s not going to respond well to loud 
voices and yelling.

• From what we know about Moira, toileting is 
going to be an internal factor driving factor

• Call her family!

• Metacognitive strategy training would not be 
appropriate for Moira at this time

The Staff

• As the professionals, we need to keep in 
mind that we can monitor and control our 
behavior.

• We are expected to be proactive – NOT 
reactive. 

• We are also expected to maintain a calm 
demeanor.

• Ask yourself the following 
questions:

• Are you prepared to work 
with this patient population?

• Are you comfortable?
• Are you familiar with your 

facility’s policies and 
procedures?
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Staff Considerations

Staff 
Education/Training Verbal 

Communication
Non-verbal 

Communication

Team Approach

Staff Education/Training

Facility Based Education:

• Dedicated Staff
• Mentoring
• Annual Competencies
• Inservices monthly; quarterly
• Provide policies and procedures

Seek out specialty certifications:

• Certified Brain Injury Specialist 
(CBIS)

• Certified Brain Injury Specialist 
Trainer (CBIST)

• Crisis Prevention Intervention (CPI)
• Non-Abusive Psychological and 

Physical Intervention Training 
(NAPPI)
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Verbal 

Communication 

• Be sure they can see your face when you 
speak.

• Stand about 2 to 5 feet away from them.

• Make sure they are in a comfortable position, 
such as sitting down.

• Reduce distractions such as noise from 
televisions or radios.

• Make sure to get their attention before you 
start talking.

• Speak slowly, simply and clearly.

• Talk about subjects that are of a personal 
nature, or of specific interest to the person.

• Stay on one subject at a time.  Avoid jumping 
from one topic to another.

Sutter Health 2021

Verbal 

Communication 

• Use short, complete sentences.  Pause before 
starting a new sentence.

• Repeat and reword or rephrase what you say.

• Use gestures and facial expressions to help 
illustrate what you’re saying.

• Allow time for responses. Don't rush the 
person.

• Pay attention to their facial expressions and 
body language. Are they interested, happy, 
bored, upset, sad, worried or impatient?

• Treat them with respect. Remember, they can 
understand more than their ability to 
communicate indicates. Include them in your 
conversations.

• Allow for rest periods. Reduce stimulation 
and activity when they are tired.

Sutter Health 2021
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Non-Verbal 

Communication

Nonverbal communication can play 
five roles:

Repetition

Contradiction

Substitution

Complementing

Accenting

• Facial Expressions

• Body Movement/Posture

• Gestures

• Eye Contact

• Touch

• Space

• Voice

The Importance of Effective Communication, Edward G. Wertheim, Ph.D, 2008

Communication 

Example
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Improving YOUR Communicative 
Effectiveness

• Practice active listening
• Focus on nonverbal communication
• Manage your own emotions
• Ask for feedback
• Practice public speaking
• Develop a filter

MasterClass, 2020

Team Approach

• The Colorado Division of Workers’ Compensation Moderate/Severe 
Traumatic Brain Injury Medical Treatment Guidelines (2019) state:

• An interdisciplinary treatment team is an alliance of professionals from 
different medical or therapeutic disciplines that provides a coordinated 
treatment program. 

• The team establishes treatment priorities and goals and provides treatment. 

• Team members contribute their respective skills, competencies, insight, and 
perspectives to the rehabilitation process. This includes education, 
communication, and alignment of expectations to optimize treatment outcomes. 
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Team Approach

• Each member of the team can 
bring valuable feedback to the 
plan of care for the patient.

• We need to remember that it truly 
‘takes a village’ and every staff 
member who works with that 
patient should be able to provide 
feedback to the rest of the team.

Revisiting Moira

• Based on what we know about Moira, what 
staff members do you think she would 
respond well to?

• What type of training would be beneficial for 
staff to have prior to working with Moira?

• How could a team approach benefit Moira?

• How would you know when to change staff 
members working with Moira?
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Revisiting Moira

• Staff who had a calm demeanor

• CBIS training; CPI training

• Get information about Moira during 
different times of day; Her behavior when 
she has visitors, etc.

• When Moira started not responding well 
to them – getting irritated, anxious during 
their interactions

Behavior Support Plan

• Individual behavior plans are detailed plans that include strategies 
and interventions designed to address specific issues that are 
impeding an individual’s progress toward goals.

• Consistency is key – all members of the team participating in the 
patient’s care need to be on board!

• Behavior planning assists the entire interdisciplinary team to be 
PROACTIVE as opposed to REACTIVE.
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Implementing a Successful Behavior Support Plan

Beatty, 2020

The individual 
should be 

included in the 
development & 
implementation 
of the behavior 
support plan. 

Directions for 
teaching/eliciting 

the adaptive 
behavior should 

be included.

Types and timing 
of reinforcement 

should be 
defined. 

Implementing a Successful Behavior Support 

Plan

Beatty, 2020

Rehabilitation is a difficult process. 

Encouragement and praise should be given for all attempts to complete the 
desired behavior.
The plan should be a tool for teaching. 

Some individuals may display ‘avoidance’ and ‘escape’ behaviors. 

When a demand is initiated, individuals with TBI may respond by acting out in 
order to escape the task.
Being proactive and teaching alternative behaviors can help the individual to cope 
with the task. 
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Follow task completion with a positive reinforcerFollow task completion with a positive reinforcer

Develop an advance agreement to complete the avoided task at a specified timeDevelop an advance agreement to complete the avoided task at a specified time

Teach the skills to the individual in small, manageable stepsTeach the skills to the individual in small, manageable steps

Identify the skills needed to complete the avoided taskIdentify the skills needed to complete the avoided task

Implementing a Behavior Support Plan

Implementing a 

Behavior Support Plan

• The plan should be carried out in all contexts.
• Behavior is influenced by environmental 

factors and therefore can be displayed in the 
home, in the community, in the rehabilitation 
setting, etc. 

• Consistency in implementing the program is 
critical for its success. 

• Any inconsistencies may cause confusion and 
may indirectly reinforce the undesirable 
behavior. 

• The plan should include opportunities for 
feedback.

Beatty, 2020
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The frequency in which the desired and undesired behavior occurs should be 
documented.

First, tracking behavioral frequency provides feedback for the individual regarding their 
progress. 

Second, by tracking behavioral patterns, the effectiveness of the individual behavior plan 
can be evaluated and revised as needed. It may be necessary to adjust expectations if the 
desired behavior is too easy or too difficult or to adjust the frequency or type of rewards.

Implementing a Behavior Support Plan

Beatty, 2020

Sample 

Written 

Behavior Plan
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Medication

When is it appropriate?

A note on use of 

medications… 

• Pharmacological treatments are often considered for 
agitation management following TBI. 

• There is no consensus on the most efficacious and safest 
strategy to treat these complications.

• Several types of agents have been proposed for the 
treatment of agitation. However, the benefit and safety of 
these agents in TBI patients as well as their differential 
effects and interactions are uncertain.

Williamson, David R  et a l. 2016

Williamson, David R et al. 2016
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A note on use of 

medications… 

• The Society of Critical Care Medicine, the 
Neurobehavioral Guidelines Working Group, and the 
Brain Trauma Foundation guidelines offer no specific 
recommendations. 

• The International Traumatic Brain Injury Cognitive 
Rehabilitation Guidelines (INCOG) suggest the 
avoidance of neuroleptics because of pre-clinical 
studies suggesting potential harm.

Williamson, David R  et a l. 2016

Williamson, David R et al. 2016

A note on use of 

medications… 

• Medications should not be utilized in the place of a 
behavior management program or protocol.

• Ultimately the physician will make the decision to initiate 
use of medication throughout the course of a patient’s 
rehabilitation.

• As a member of the interdisciplinary team, be prepared to 
report to the physician their effect on the patient and their 
rehabilitation.

• ASK QUESTIONS!

Williamson, David R  et a l. 2016
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Behavior Rounds

How can they be effective?

Behavior Rounds Items Discussed in Rounds:

Behavior levels

Ambulation/mobility

Safety concerns

Behavior identified

Medications

Behavior plan

Low stim environment

• A brief meeting designed to examine and review 
current patients that would benefit from more intensive 
behavior planning and follow up.

• Ideally occurs 1-2x/week with the interdisciplinary 
team, meaning anyone who is involved in the patient’s 
care on a daily/ongoing basis.  

• The patient’s current status is discussed, as well as any 
challenges that have arisen.

• Formal behavior plan can be initiated or edited, based 
on the patient’s needs.
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Behavior Rounds –
Implementation

Identify when...

Identify who...

Designate...

Come prepared...

Identify any barriers...

Identify any positive items...

Alter the plan...

Communicate...

Revisiting Moira

• What kind of questions would you 
ask during behavior rounds for 
Moira?

• What do you think would be 
important for the team to know 
about Moira?

• How would you know when it 
would be appropriate to decrease 
the frequency of behavior checks?
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Revisiting Moira

• Is she sleeping?  Is she continent?  
How’s her pain?  

• That she hasn’t seen a mirror yet!

• When she demonstrated longer 
periods of appropriate behavior -
asking to use the bathroom, using 
the call bell, etc.

Conclusion

Wrapping Up… 
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Reviewing Our Updated Care Plan

• Upgraded use of assessment tools

• Upgraded ability to identify behavior

• Upgraded ability to support distressed 
behavior

• Upgraded ability to behavior plan, and 
behavior round

Revisiting Our Objectives

• Identify what constitutes an acquired brain 
injury (ABI) and recognize each type.

• Analyze behavior as it relates to ABI.
• Explain assessment tools utilized to identify 

behaviors in ABI.
• Summarize the need for behavior management 

& planning with ABI in order to maximize 
functional outcomes.
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What happened 
to Moira?

• Moira had a full recovery 
and is now at a Rancho 
Level 10

• Got elected to town 
council

• Reprised her soap opera 
roll that made her famous

• Moved back to Hollywood!

Key Takeaways

• Treat everyone with respect, dignity, and a mix of professionalism and 
warmth.

• Set the occasion for effective interactions

• Stay calm

• Be willing to evaluate your own interaction skills

• Don’t take things personally

EBIG 5.0, 2016 “Tips for Effective Interactions”
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Thank you!

Email:  allison@arcseminars.net

Website:  www.arcseminars.net
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