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Neuropsychiatry of TBI:

current understanding and future challenges

Aunctional anatomy of emotion, memory, and behavior circuits
KClinical deficits in OIF/OEF/OND brain injury and PTSD
ACurrent assess. & Rx advice for neuropsychiatric symptoms after TBl w & w/o PTSD

MBrief mention of selected VISN 6 MIRECC post-deployment projects
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Emotion and Memory
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Anatomy of Neurotransmitters:
Emotion, Behavior, and Memory
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Where are the injuriesibdurals, contusions, and D
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Blast Injuries: What is known?
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Taber KH, Warden DL, Hurley RABlastRelated Traumatic Brain Injury: What Is Knowrd?Neuropsychiatry
Clin Neuroscil8(2): 141145, Spring 2006.

Injury Types

Blast Wind 2 Nails, shrapnel, etc

Roll-over, hitting 4 Poisonous gasses,
steering wheel, etc burns, etc




Sensorineural Losses

A Accomodation convergence, reading, oculomotor dysfunction
(Brahm 2009;Stelmack 2009)

A Headaches (migraine, tension, mixed:98%),(Ruff, 2008)

A Sensorineural hearing loss (62% with inpatient), tinnitus (38%
with same sample)uptured tympanic membraine35% (Lew
2007;Xydakis 2007)

A Vertigo, gaze instability, motion intolerance, dizziness (59.3%;
balance problems 25.9%&cherer, 2009Terrio, 2009))

MH -TBI Co-morbidities:

A Personality change

A Cognitive impairment

A DepressiofMania

A Generalized anxietganic
A Post traumatic stress

A Substance abuse

A Psychosis

A Aggression

A Sleep impairments

A Affective lability

For more information:
http://www.publichealth.va.gov/epidemiology/reports/oefoifond/heedtteutilization/index.asp




Worldwide - Totals ., 15%

2000-2015Q1
B Penetrating 4,865
B Severe 3,422
B Moderate 27,728
Mild 269,580
B Not Classifiable 21,704 82.4%
Total - All Severities 327,299
Ao Forcak et Survalls Chas (AREILC)
Prepared by the Defense and Veterans Brain Injury Center (DVBIC) 2000-2015Q1,asof May 15, 2015

http://dvbic.dcoe.mil/sites/default/files/uploads/Worldwide%20Totals %2020 Q2Sept19th. pdf

@ Total Worldwide TBI Diagnoses Worldwide - Incidence by Severity
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TBI Exposures entering VA Healthcare System
15%20% entering VHA have TBI screenCarlson et al, 201®ietrzaket al, 2009)

April 2007- FY2009, 66,023 Veterans identified as possibly having a TBI through outpati
screening of individuals presenting to VA from OIF/OEF. Of those screened positive, 24,1

were confirmed to have sustained a TBI (378&)et er anés Health Initiative: Tr
http://www.publichealth.va.gov/docs/vhi/traumaticair-injury-vhi.pdf)




VA Health Care Utilizatiori OEF/OIF Veterans
FY 2002 through December 31, 2014

Among all 1,906,754 separated eligible
OEF/OIF Veterans

61% (1,158,359)f total separated OEF/OIF veterans have obtaiffedhealth care
since FY 2002 (cum. total)

92% (1,068,162 evaluated OEF/OIF
patients have been seencagpatients
only by VA and not hospitalized

8% (90,197)evaluated OEF/OIF patients have beespitalizedat least once in a
VA health care facility

Cumulative thru December 31, 2014.
http:/iwww.publichealth.va.gov/epidemiology/reports/oefoifond/heedtre utilization/index.asp

Common Diagnoses in OEF / OIF Veterans

Diagnosis
(Broad ICD-9 Categories) Frequency *

Disease®f Musculoskeletal System/Connective System (71139) 711,817
Symptoms Signs, llIkdefined Conditions (780799) 665,903

Mental Disorders (290319) 662,722
Disease®f Nervous System/ Sense Organs (3389) 581,598

Injury/Poisonings (800-999) 374,565
Disease Category (ICD 2919 code) Total Number of
OIF/OEF Veterans*
PTSD (ICD9CM 309.81)+ 364,894
Depressive Disorders (311) 294,967
Neurotic Disorders (300) 281,992

*Cumulative through December 31, 20hdtp://www.publichealth.va.gov/epidemiology/reports/oefoifond/health
caredutilization/index.asp




95,077 (8.2% of totals) OEF/OIF Veterans were treated at a VIS
VA facility between FY02 and December 31, 2014

http://www.publichealth.va.gov/epidemiology/reports/oefoifond/heedtteutilization/index.asp

WWW.polytrauma.va.gov
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Level 3 Outpatient Centers:

Currently there are 8olytraumaSupport Clinic Teams
(PSCT) located in VA medical centers across the cou



Polytrauma Centers

A Level 1 and 2:
intensive inpatient
Durham intensive outpatient
ﬁ:ﬁ?t:r\%ue A Level 3:
Hampton

salem  Level 3 Screenings

Secondevel exams
multidisciplinary followup

Richmondi level 2 A Level 4:
Screenings

Richmondi Level 1

Clinical Screening
” and indepth 2d
level exams

V\ Why am | being screened for
\.L Traumatic Brain Injury (TBI)?
VA wants to provide you the highest quality health care. We offer all
veterans and active duty service members who served in the

combat theaters of Iraq or
Brain Injury (TBI).

You are at risk for TBI if you were involved in a:

* Blast or explosion (IED, RPG, Land Mines, Grenades, etc.)

+ Vehicular accident/crash

+ Fragment wound above the shoulder

+Fall
If you choose to be screened, you and your health care team will get important
information about your health. The screening may bring up issues or concerns
that you have not thought about before. If you have TBI, we can start treatment
more quickly and help you better manage symptoms.

You have the right to refuse TBI screening. This will not affect your on-going care
in the VA or access to other services.

Amember of the health ill jons about y1
health and combat experiences. It takes about 5 minutes to answer the questions.

iing for TBI after each

We will tell you rigl ing if your test results are positi

g does mean you have TBI. It means that you are
wounds. broken boaes noticing Tike th peop have TB. Your
also be due to other medical conditions.




Mild TBI: Clinical Practice Guidelines

Clinical Practice Guideline

Management of
Concussion/mild Traumatic
Brain Injury

VA/DoD Evidence Based Practice

WWW.healthquality.va.gov

MRI in Acute Stage

Indications for MRI in Acute Stage include:

+ Sustained a concussion with alteration of consciousness
(AOC) to include any memory loss greater than 15 minutes
and has persisting or worsening symptoms after 72 hours.

« Sustained concussion with loss of consciousness (LOC)
greater than 30 minutes and has persisting or worsening
symptoms after 72 hours despite a normal CT

« Sustained three or more concussions in past 12 months

+ Has a documented diagnosis of concussion and has a Military

Acute Concussion Evaluation (MACE) Cognitive Score of less
than 25, after 72 hours post-injury

Aocus on promoting recovery
-Vast majority improve without
lasting effects
-Common injury with timdimited,
predictable course

Miagnosis is measure of exposure and t
you nothing about current symptoms

AEducation of patients and families is bed
available recommended treatment

Arhe practice guideline takes the clinicia
through each symptom stdyy-step for
recommended assessment and treatme

Sub-acute Stage

Sub-acute: 8 to 89 days after injury

- Goal : Evaluate SM, enhance understanding of symptoms, provide
education, and identify the need for specialist referral
- Key Points

Minimum requirements for MRI are outlined in the
Preferred 1.5 T Protocol (Appendix A)

* MRI should be complete before referral to speciaity care
- If MRl is unavailable or contraindicated, CT is the modality of choice
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