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Webinar Learning Objectives

Understand basic 

functions of the brain 

and how these are 

altered during brain 

injury

Understand how 

substance use 

disorders impact brain 

injury recovery

Learn ways to modify 

addiction treatment for brain 

injury survivors
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The Merging of Two Fields

Limited education and understanding across fields

Brain injury survivors are twice as likely to have abused alcohol/substance prior to 
their injury and up to 20% of survivors will develop a substance use disorder after 
injury

Higher drop out rates in treatment after a TBI due to ineffective methods, lack of 
understanding around TBI, premature discharge due to “non-compliance”, etc.

Availability of treatment programs that address both substance abuse and brain 
injury are lacking

In order for treatment to be effective after brain injury, methods need to be 
modified. This is not yet universally understood or accepted.

We know the who and the what, but what about the how?



“Substance abuse is a risk factor for having a 

traumatic brain injury and traumatic brain injury is a 

risk factor for developing a substance abuse 

problem.”

– John Corrigan, PhD



Polling Question #1



Anatomy of the Brain



Social cognition

Moral cognition

Inhibition

Control

Goal-setting

Delayed gratification

Prefrontal Cortex

The prefrontal cortex is the part of the brain often damaged by

both chronic substance abuse and brain injury



Problem solving skills

Judgement

Organization

Attention

Concentration

Awareness

Personality

Emotions

Planning

Inhibition

Initiation

Frontal Lobe



Amygdala – “fight or flight” 

response, emotions, 

emotional memories

Hippocampus – memory 

function, highly 

susceptible to loss of 

oxygen

Limbic System



So What Happens in 

Brain Injury?



Traumatic Brain Injury

(65% annually)

Brain Injury Defined – TBI vs. ABI

“an insult to the brain, not of a 
degenerative or congenital nature but 
caused by an external physical force, that 
may produce a diminished or altered state 
of consciousness, which results in an 
impairment of cognitive abilities and/or 
physical functioning. It can also result in 
the disturbance of behavioral or emotional 
functioning. These impairments may be 
either temporary or permanent and cause 
partial or total functional disability or 
psychosocial maladjustment” - BIAA

17%

35%
10%

16%

22%

Cause of Injury

MVA

Falls

Assaults

Struck
By/Against

Other



Acquired Brain Injury

(35% annually)

Brain Injury Defined – TBI vs. ABI

“an injury to the brain that has 
occurred after birth and is not 
hereditary, congenital, or 
degenerative. The injury commonly 
results in a change in neuronal 
activity, which affects the physical 
integrity, the metabolic activity, or the 
functional ability of the cell. The term 
does not refer to the brain injuries 
induced by birth trauma.” - BIAA

87%

7%6%

Cause of Injury

Stroke

Tumor

Other,
including
TBI



Approx. 5.3 million people in the United States living with a disability due to brain 
injury

Approx. 1.4 million new brain injuries sustained every year in the United States

1.1 million require a visit to the emergency room

235,000 require hospitalization

50,000 are fatal – of these almost 32% are due to MVA related 
injuries

Injury is 1.5 times more likely in men than women, at any age

Risk of a second injury is 3x greater and risk of a third injury is 8x greater

The estimated cost per year to society is $76.5 billion.

“ A Silent Epidemic”

(‘looking good, but feeling strange’)



Primary – original insult or injury

Secondary – swelling, bruising, bleeding, 

or lack of oxygen resulting from the 

primary insult

Open – brain has been exposed, skull 

has been penetrated

Closed – brain has been harmed, but 

skull remains intact

Focal – damage to the brain remains in 

one primary location

Diffuse – connections throughout the 

brain are stretched and/or broken due 

to shaking, tearing, or stretching 

through rotation

Coup-Contrecoup – brain bounces back 

and forth or side to side upon impact

Types of Injuries



Glascow Coma Scale

Loss of Consciousness

Post-traumatic Amnesia

Other factors, tests, etc.

Measurement of Injury

Mild

Moderate

Severe

Inpatient

Outpatient

Acute Rehab

Long-term rehab

Residential

Etc.



Signs, Symptoms, and Effects 

Physical Cognitive Emotional

Headaches

Dizziness

Fatigue

Visual impairment

Balance problems

Seizures

Motor impairments

Reduced mobility

Muscle stiffness

Weakness

Memory loss

Poor concentration

Poor attention

Poor judgment

Poor decision making

Disorientation

Language difficulties

Lack of awareness

Confabulation

Slowed thought process

Slowed speech

Concrete thinking

Depression

Anxiety

Mood swings

Flattened emotion

Irritability

Agitation

Inappropriate behaviors

Increased frustration

Isolation

Lack of motivation

Impulsiveness

Egocentrism



The ‘Cycle of Response’

Mental 
Fatigue

Confusion

FrustrationGuilt

Depression



And What About 

Substance Use 

Disorders??



40% - 60% of people with a substance use disorder have also had a previous traumatic brain injury

the cost of alcohol/substance abuse to our society is over $700 billion per year

2008 National Survey on Drug Use and Health

23.1 million people (ages 12+) were in need of addiction-specific treatment

20.8 million people did not receive treatment

2.3 million people did receive treatment (10%)

WHY?

Some Perspective

Health Care Overall

Tobacco $130 billion $295 billion

Alcohol $25 billion $224 billion

Illicit Drugs $11 billion $193 billion



Most common reasons

- won’t help

- stigma attached to being an addict

- no one else cares

- would rather not live any longer

- hope it will go away on its on

- fear of being cut off from supply

- fear of giving up their “high”

- denial and control

Of that 20.8 million, 95.2% never sought 

treatment



3.7% felt they needed treatment, but still 

did not seek it

38.8

32.1

12.3

12.9

11.8

Treatment Needed, Not Sought

Not Ready

No Insurance/Cost

Possible Effect on Job

Not Sure Where

Possible Negative Opinion



And 1.1% felt that needed treatment, sought it 

out, but still did not receive it

27.4

29.3

13
10.5

8.1

8.2

8.3

7.4 7.7

Treatment Needed, Sought, but Not 
Obtained

Cost/No insurance

Not Ready

Self-treated

No transportation

Unsure where

Wrong timing

Lack of tx availability



Data Obtained by The National Institute on Drug 

Abuse and The CDC
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DEATHS DUE TO OVERDOSE
2004 2014

In all drug categories, men had a higher rate of overdose.



disrupted communication between different areas of the brain

changes in chemical structure

negative effect on one’s ability to have good impulse control

poor decision making

memory loss, mood swings

The Brain On Drugs



The Cycle of Addiction

Guilt/Shame 
around use

Emotional 
discomfort

Cravings

Relapse

Intoxicated/High
Impaired 

judgement

Poor decision 
making

Inappropriate 
behaviors

Consequences

Sober/
High 

wears 
off



Medications

Stages of Change

CBT, Motivational Interviewing

Motivational Incentives / Contingency Management

Abstinence Model vs. Harm Reduction Model

Self Help / 12 Step Groups

Inpatient / Residential Settings

Goals of treatment

Reduce or eliminate use

Identify triggers to cravings

Desensitize client to their cravings

Rebuild social network / Repair relationships

Typical Components of Treatment for 

Substance Use Disorders
(and why they may not work for TBI)



But what happens when 

they collide?



Polling Question #2



In adolescents and adults:

20% of those hospitalized were intoxicated at the time of injury

30% of those requiring rehab were intoxicated at the time of injury

50% of those treated in acute rehab had a prior history of alcohol abuse

35% of those treated in acute rehab had a prior history of substance 
abuse

60% of those treated in inpatient rehab had a history of a substance use 
disorder

44-66% of TBI survivors report alcohol abuse issues compared to 24% of non-TBI 
survivors

21-37% of TBI survivors report use of illegal drugs compared to 15% of non-TBI 
survivors

Some More Perspective...



slower recovery

increased damage to the brain

increased behavioral issues

continued impact to cognitive functioning

more powerful effects from alcohol/drugs

seizures

increased depression, anxiety, etc.

risk of additional head injuries

Effects of Continued Use



screening for brain injury is not done

ghosting

anosognosia

honeymoon period – 2-5 years

misdiagnosis

non-compliant or resistant

treatment may be unavailable or require an inpatient setting

additional transportation/financial concerns

Additional Barriers to Treatment



remembering who you were prior to your injury and striving to return to that life

can be considered an identity disorder

can create hostility with providers as client attempts to receive feedback 

consistent with their viewed self

ALWAYS take this into consideration when treatment planning

“Ghosting”



lack of awareness around physical or cognitive deficits

specifically damage to the right parietal, right frontal areas of the brain

doesn’t necessarily pertain to all deficits

can improve over time

how?

do not use failure as a way to teach

do not point out deficits

utilize compensatory strategies

main a supportive relationship

Anosognosia



So how do we provide 

treatment?



Polling Question #3



Client attends an intake assessment. They mention they were in a car accident last year and 
have felt different ever since. To cope with this, they have started drinking alcohol daily and 
occasionally using cocaine. You complete your assessment and suggest they meet with a 
psychiatrist and attend a group therapy for people actively abusing alcohol/substances. They 
agree to try out your recommendations. Later that week they meet with a psychiatrist and 
start group therapy weekly. The medications start making the client fatigued. Group consists 
of sharing past use history, watching an educational film on addiction, and discussing triggers. 
Homework is assigned and at the second group homework is reviewed and the second part of 
the film is viewed. The client never did the assignment and appears lost when watching the 
film. The client misses group three and four so you call to check in. They apologize and 
request to meet with you individually to discuss some concerns. You’re unable to 
accommodate this due to a high caseload and busy schedule so the client agrees to attend 
the next group. The client again does not show up, so you discharge them due to treatment 
non-compliance and figure they are resistant to treatment or not ready to change.

What went wrong??

What Doesn’t Work



combination of education, intensive case 

management, and inter-professional 

consultation

significant differences in outcome found 

when comparing untreated clients, 

premature discharge, and completion 

of treatment goals

median length of stay in order for client to 

be discharged successfully was 2 

years

A Community Based Model Suggested by John 

Corrigan, PhD and Colleagues



“honeymoon periods” are common immediately after a brain injury due to 

increased treatment and supervision – but treatment is still important!

TBI Screening Form- HELPS

Montreal Cognitive Assessment – MoCA

Neuropsychological Assessment

Early Intervention and 

Screening Tools



not necessarily changed, but possibly refocused

engagement – how? 

“success” is redefined

building awareness around brain injury and resulting changes (insight)

increasing independence

modifying behavior if needed

de-escalation techniques

boundary setting

socialization

Additional Treatment Goals



Behavior Modification

Do’s Dont’s

De-escalation - Speak slowly/clearly/calmly

- Gentle/caring

- Offer a chance to calm down

- Avoid nervous behavior

- Take a break

- Give them space

- Involve others

- Be threatening or instill fear

- Respond in a hostile manner

- Raise your voice

- Speak too fast

- Restrict movement

Socialization - Create new social connections

- Encourage discussion among 

peers

- Assist in conflict resolution

- Force it

- Overwhelm

- Rely solely on peer interaction

- Provide tx with only non-TBI 

clients

Boundary Setting - Set and maintain consistent 

professional limits

- Explain why a behavior may be 

inappropriate

- Remind clients of the boundary 

set

- Redirect behavior

- Create group and/or program 

rules

- Encourage boundary setting 

with peers

- Joke or laugh off inappropriate 

behavior

- Allow consistent breaking of 

group rules

- Ignore when a client shows 

good boundary setting or 

following

- Get frustrated



“wrap around” treatment

education, individual, group, family, self-help, case management, team

increased frequency of treatment

shorter length of treatment sessions

longer duration of treatment 

location of treatment

structured, concrete, repetitive

material is presented in a variety of formats

encourage note taking during sessions

modified treatment planning

feedback provided

A Different Course of Treatment



Memory

Friends/Family

Calendar

Lists

Cell Phones/Tablets

Clocks/Alarms

Organization

File Folders

Note-taking

Lists

Language

Note cards

Cue to slow down

Ask others to slow down

Attention

Routine

Giving yourself extra time

Talk through tasks

Checklists

Emotions

Walk away

Count to 10

Take a deep breath

Avoid unpleasant situations

Social Skills

Modeling by others

Role playing

Praise

Compensatory Strategies



The 12 Steps for Traumatic Brain Injury

ie. AA Step One – “We admitted we were powerless over alcohol; 

that our lives had become unmanageable”

ie. Modified for TBI – “Admit that if you drink and/or use drugs your 

life will be out of control. Admit that the use of substances after 

having had a TBI will make your life unmanageable.”

Substance Use/Brain Injury (SUBI) Bridging Project – Client Workbook

The Brown Schools Rehabilitation Center – 12 Step Workbook

The Mask Exercise

Modified Treatment Tools



Nutrition counseling

Family counseling

Meditation/Mindfulness

Vitamins/Supplements/Medication

Yoga

Social training

Basic mental health education

Anger management

Stress management

Support systems

Important Additions to Treatment

(it’s not just about the substances)



1) When being assigned a new client make sure to read the summary of the neuropsychological evaluation 
to better understand the client’s cognitive strengths and weaknesses. Be sure to accommodate these as 
you provide services.

2) Use concrete examples to explain your points. Use visual aids to show what you mean, don’t describe it.

3) If someone is hearing or visually impaired, make sure they sit close to the information being presented

4) Requiring complete abstinence is not usually helpful and may only increase resistance. Instead, 
encourage the client to decrease their use and assist them in developing a plan to reduce the harm of 
their use.

5) Introduce new information slowly and in small increments. Repeat frequently.

6) Encourage clients to take notes or complete worksheets to aid in later recall.

7) Keep sessions very structured – check in, review previous session, present material, activity/discussion, 
review, homework (if applicable).

8) Be sure to redirect any monopolizing behavior by asking others to offer their suggestions or opinions.

15 Tips for Treating SUD in TBI Survivors



9) If any client tends to fall behind, suggest that another client offer them assistance or offer more 
individual time

10) Clients will be late and will miss sessions. Allow room for this and try to understand the reason behind it. 
Don’t jump to discharge.

11) Some clients may not be comfortable sitting in an unfamiliar group or even coming in for individual 
sessions. Be willing to go where the client is more comfortable in order to being the engagement 
process.

12) Be attentive to mood shifts and non-verbal communication. If you notice a client becoming agitated or 
beginning to escalate, encourage them to talk about what is upsetting them. If they become fully 
escalated allow them to take a moment away. Do not engage them in further conversation.

13) Make sure to keep clients on the topic being discussed. If a client begins to stray, redirect by reminding 
the client what was being talked about.

14) If it is difficult to follow a client’s thought process, ask questions to clarify. This will also make it easier for 
others to understand.

15) Remind clients to take turns speaking. If someone is interrupted, redirect and let the client finish what 
they were saying.

15 Tips for Treating SUD in TBI Survivors 

Continued...



Why was treatment ineffective for this client?

treatment was never offered at the time of injury

education about brain injury was never provided

neuropsychological evaluation was never requested

only group therapy was assigned, individual time was unavailable

unable to relate to other group members

sessions were only weekly

a lot of information was provided in group therapy, some of it being based on previous 
sessions

no assistance was provided to help client remember appointments

it was assumed that client was resistant when in actuality they were set up to fail

Back To Our Client...



every brain is different, so every brain injury is different and the resulting effects 

are different

“time does not heal a brain injury, it reveals it”

“While the rest of the world is trying to get ahead of the ball, the brain injured 

person is trying to determine what the ball is, where the ball is, and perhaps even 

why the ball is.” - Survivor

And Remember...



Brainline.org

Brain Injury Association of America

State/Local Brain Injury Associations

TBI Model Systems National Database

OSU Suboptimal Outcomes Study

Ohio Valley Center for Brain Injury Prevention and Rehab

DrugAbuse.gov

Vinland National Center

Resources



Christine (Brenton) Boucher, LPC, LADC, CBIS

(860) 965-2443

cccschristine@gmail.com

Thank You!

Your

Cultivating Change Counseling Services, LLC

Tolland, CT
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