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Moderator: Now I will introduce Karen at this point. She’s a licensed clinical psychologist and a neuropsychologist in specialty training at the San Francisco VA with Shira Maguen. She’s currently in practice at the Kaiser Permanente facility in San Raphael. Shira, who’s on the line for questions, is the mental health director at the OEF/OIF integrated care system and a staff psychologist at San Francisco VAMC and a professor of psychology at UCSF. So with that, we welcome Karen. 

Dr. Karen Lau: Thank you, Rob, for such a wonderful introduction, and good afternoon and I guess morning to everyone. I really appreciate the time you all are spending to, as part of the seminar. So before we get started I did want to kind of take a quick poll to get a sense of just who my audience is, you know, what is your primary role at the VA, what kind of work do you do, just so that, you know, in many ways to kind of help guide this seminar. 

Moderator: And the answers are coming in.  We’re going to give people a few more moments to make their answers, and then we’ll stop and I’ll read off what we have. Looks like things are slowing down, so I’m going to go ahead and close that. And what we have is, oops, I think I made a mistake here. I’m not showing the poll, so let me grab that and share the poll. 

Dr. Karen Lau: Great, great. Thank you, Rob. Awesome!

Moderator: Can you see that?

Dr. Karen Lau: I did for a minute and then it disappeared, but I got a quick snapshot that it looks like a large proportion of listeners are clinicians and then there are some, the second is researchers, and then some trainees. 

Heidi: What we’re seeing is 17% student, trainee, or fellow.

Dr. Karen Lau:  Okay.

Heidi: Fifty-nine percent clinician; 9% researcher; 9% administrator, manager, or policy maker; and 7% other. 

Dr. Karen Lau: Great, thank you. 

Moderator: Thank you. 

Dr. Karen Lau: Thanks so much for taking the time just so I get a sense of, you know, who I’m talking to. So without kind of further delay, let’s talk a little bit about just the work that I did with Dr. Maguen at San Francisco VA over a number of years. And so, you know, when we first started on this project, I reported early on in the 2010 timeframe, that about 250,000 US service members were identified with a traumatic brain injury. But as, you know, in preparing for this presentation, the numbers have really clearly have risen over the years. And now the DoD has reported about 300 and, over 350,000 incidents of a traumatic brain injury in our Veterans and other service members. So, you know, I think this is a number of reasons, you know, either our, I think as our Veterans are returning home from Iraq and Afghanistan, we’re just seeing more of that. And also, it also may speak to our better ability to identify traumatic brain injury. 

But, you know, the pattern has not changed over the years. Certainly mild injuries still remain the largest representation of traumatic brain injuries. So more than 80% of traumatic brain injuries sustained in our Veterans are mild in nature, and often times due to the warfare in Iraq and Afghanistan, a lot of the injuries are sustained through blasts, as we know, and then also from secondary and tertiary effects either following or a blast while in a motor vehicle. And in the population that we’re going to be talking about today, at San Francisco VA at the time when we did the analysis, a third of our Veterans had reported multiple injury mechanisms. So about 30, roughly 30% of them have, it was more than just a single mechanism of injury. 

Now as many of you may know, the diagnosis or the identification of mild TBI within the VA occurs on a two-tiered screening process. Oftentimes I say mild TBI because more moderate and severe forms of traumatic brain injury are often identified already prior to initiating care at the VA. So, as you all may know, that the VA TBI initial screen is just a four-item screen just to really identify individuals who may be at, who had had a possible injury that needs further specific evaluation. Those who are positive on this screen then go onto a second level comprehensive TBI evaluation where they see a specialty clinician who completes a detailed history, who, you know, discusses their injury, how it occurred, their current symptom. And based on the information that they’re getting, they make a decision about their mild TBI status. 

So I think that one of the things that comes up from this evaluation is really that the challenges of making this diagnosis in the VA, particularly in the military, is quite challenging. And so I think the next slide that really has a table from a recent release from Davenport discussing the challenges of the diagnosis of mild TBI in comparison to civilian mild TBI really is helpful. You know, in the civilian world, typically mild TBIs are diagnosed within hours to days to help make, to document the injury but also to really inform, you know, initial and early intervention and recovery. 

In the military, and especially at the VA, we’re often seeing Veterans who are months or years after they’ve had their injury. So, you know, in addition to documentation, the goals of identification and assessment is a little different. Oftentimes it’s really to identify those who may be at further risk or have symptoms and to improve the functioning and to ensure that they’re not worsening. I think one of the major differences in some ways about military mild TBI and then the assessment of it is really kind of spoken here in the third point that oftentimes the mild TBI is occurred within the confounds of a traumatic experience for many Veterans. And so, you know, I think this speaks to that. 

We did an analysis in 2012 as well looking at the initial screens, but what this is really just showing is that the TBI is very comorbid with PTSD and depression. It’s just highly associated. And so, you know, it certainly furthers our diagnostic challenges in kind of identifying well, does the Veteran have symptoms that are due to the TBI, or is it kind of for PTSD? Is it from depression? And identifying the injury separate from that is hard. So I think that there is generally a lack of consensus about kind of the utility of the second level comprehensive TBI evaluation, more so just what kind of factors are collected as part of that evaluation that’s important when considering whether, that a Veteran had mild TBI and is still showing effects of the mild TBI. So the aim of our study was really to investigate the self-reported clinical factors that are contributing to a clinician-confirmed diagnosis of mild TBI on this second level evaluation, particularly in the subset of our OEF/OIF/OND Veterans who screened positive on the initial VA TBI screen. 

What we did was we did a retrospective analysis of VA administrative data collected clearly from the San Francisco VA and are associated CBOC. And between 2007 and 2010, we had identified Veterans who screened positive on the TBI screen, and then we limited our samples to 350 Veterans who also received a follow-up comprehensive TBI evaluation. 

And then we identified factors that were important indicators in the second level comprehensive TBI evaluation that might be important for clinicians to look at when making their diagnosis. So these retrospective injury severity markers as well as the current neurobehavioral symptoms and often sometimes also call this post concussive symptoms. As you can see, the injury severity markers really are retrospective, is asking the Veteran to identify yes/no or uncertain if you lost consciousness as part of the injury. Did you experience any posttraumatic and in some cases retrograde amnesia? And then were you feeling disoriented or confused following the incident? 

The next slide is just the NSI, the neurobehavioral symptom. I’m not going to go through each of the symptoms, but it really is a measurement of current subjective rating of complaints, of physical, cognitive, vestibular, and emotional complains. And our Veterans rate this on a five-point Likert scale from zero to four. For the purposes of our evaluation and our analyses, we collapsed the Likert scale into three categories so they either had no disturbance, mild to moderate, or severe to very severe. 

And then our outcome variables, really the clinician TBI diagnosis, so based on this evaluation, the clinician makes a judgment about whether the Veteran’s experience and symptoms are consistent or not consistent with a TBI. So you can kind of see the progression from the initial screen to positive to our second level evaluation and then from here they make a determination whether they’re confirmed or not confirmed. And, you know, interestingly when I started these analyses, I kind of just assumed that most people kind of would go into their second level having screened positive to having confirmed diagnoses, but in actuality about 60% of our Veterans were confirmed to have a mild TBI, whereas about 40% were not. Not surprisingly, our sample essentially were primarily male, under the age of 30, active duty, and served in the Army. So this is not different from our other OIF/ OEF/OND Veterans. 

The first thing we did was we wanted to see whether or not these injury severity markers, so loss of consciousness, PTA, and disorientation, whether they were associated with the clinician confirmed TBI status. It’s really just a regression analysis. And you can see in this slide that primarily all of these injury severity markers were associated with having a clinician confirmed diagnosis, which is not surprising given that, you know, these are all criteria that’s necessary for making the diagnosis. So having at least one of these markers were almost 18 times more likely to receive a clinician confirmed TBI. And like I said, it’s not surprising given that each of these criteria are necessary as part of identifying the injury. These, and also it’s very consistent with our other well-known criteria for classifying TBI, so with the American Congress of Rehabilitation Medicine, with the Mayo clinic, as well as from the CDC. 

When we look at each of the criteria separately, we found that loss of consciousness and PTA were about 10-11 times more likely to be associated with a clinician confirmed TBI, whereas disorientation and confusion was really less, it was associated but to a lesser degree. And you know, I think that while this is not surprising, it’s also, you know, helpful for, and promising for us to kind of think about well, why might this be. And I think what this shows really is that loss of consciousness and having posttraumatic amnesia more clearly reflects a possible neurologic injury. 

So in other studies that were done, both civilian and as well as in the military population, physicians tend to have greater agreement about a mild TBI diagnosis when there is an associated loss of consciousness and PTA, whereas, you know, clinicians were a little bit less in agreement when it’s just confusion. And I think particularly in our population in amongst Veterans, disorientation and confusion in and of itself can be confounded in some ways by the traumatic nature of the event that occurred. Sometimes in the, as we know, the initial shock of the trauma can be disorienting and confusing, so it is kind of left up to our clinicians who complete the second level evaluation to determine is this disorientation due to the injury or the traumatic nature of the event, particularly occurred in warfare. 

[bookmark: _GoBack]The next thing we did was we wanted to look at whether or not current neurologic symptoms on the NSI predicted a clinician confirmation of TBI status. And, you know, what I’m going to do in this setting is kind of talk about these symptoms from kind of grouping them in the physical symptoms, cognitive symptoms, and emotional symptoms because that’s essentially how the NSI in previous research has been analyzed into. So, you know, you can see here that physical symptoms like dizziness, coordination, oops, headaches, nausea, having visual problems, sensitivity to light and hearing difficulties, along with numbness and tingling were at least two to three greater odds of receiving a clinician confirmed mild TBI status. 

In terms of the cognitive symptoms that are collected in the NSI, really only slowed thinking, difficulty getting organized, and not being able to finish things was associated but it kind of at a .05 level so to a lesser degree than the physical symptoms that we’re talking about. And it’s really interesting that, you know, even though cognitive symptoms have been identified as, you know, associated with mild TBI, the subjective nature assessed on the NSI was not except for slow thinking, and I think that that’s somewhat consistent given that slowed thinking, getting organized have some relationship to executive functions. And some of the research on diffuse axonal shearing have shown that these are some common deficits in mild TBI, whereas if you go back, concentration, forgetfulness, decision making, some of those may be confounded by other factors. 

So, why my other cognitive symptoms, particular subjective symptoms, not be related to this confirmation? A study by French, Lange, and Brickell, I hope I’m saying these names correctly, have showed that there is some pretty poor relationship between subjective cognitive complaints and objective neuropsychological findings. And in their study they essentially showed that the cognitive complaints on the NSI correlated highly with PTSD as well as other psychological factors, and the Veterans who had subjective cognitive complaints tend to perform within the normal range when given objective testing. So I think what this is telling us is that in some ways our subjective complaints on the NSI of, just need further assessment to ensure that they are true findings. 

In terms of the emotional symptoms, you kind of see a similar pattern where most of the emotional symptoms are not related to a clinician confirmed mild TBI diagnosis except for irritability. Having severe or very severe endorsement of irritability was associated with about a three times greater odds of getting a confirmation. And it’s actually pretty interesting and especially in preparing for this presentation, recently the VA has released kind of a research review paper which I included in this slide, on just the whole, on irritability and its association with mild TBI. 

But nevertheless it’s a common characteristic, and in about 30% of folks with mild TBI tend to report irritability even a year later. And some suggested it has to do with more, like disruption in the control in the brain that are sensitive to brain injury. The graph on the right is really kind of just a reproduction of Hoge et al.’s report of irritability in their paper that kind of shows a step-wise increase in the report of irritability, particularly in folks with TBI with loss of consciousness. So it kind of goes along with our previous finding of loss of consciousness and PTA being possible an indicator of greater injury severity. So if you look at this, the greater the severity perhaps the greater the report of irritability. 

So in terms of just a general overview of our findings, we showed really that the retrospective factors, the criteria associated with the injury have the great utility. That’s not surprising because mild TBI is an injury event that occurred and is defined by the criteria and the symptoms that one experienced at the time of the injury. But when we look at more current symptoms, really less than a third of the NSI symptoms distinguished between Veterans with and without clinician confirmed mild TBI. Clinicians seem to tend to place greater weight on what seems to be more neurologic and physical symptoms, with limited association in the cognitive and emotional symptoms. 

So it kind of raises quite a few clinical implications, particularly on the goal of our second level TBI evaluation. I think that in many ways it’s a diagnosis for documentation as many of our returning Veterans are also seeking service connection and ensuring that they‘re getting their treatment and care for years to come. But I think in many ways, given that oftentimes this is, these confirmations are made, you know, months and years post injury, it’s really in many ways to plan treatment so that we can identify Veterans who are risk for continued and worsening post concussive symptoms, either through unresolved symptoms related to the TBI or perhaps even to assess and to ensure that external factors are being addressed as part of their care. 

So, you know, as I’ve already stated before, the injury severity markers are really key for making this diagnosis and for making and understanding the significance of the event. I think it’s really promising that we use similar criteria, that’s consistent with really national criteria that’s used by different folks within the country on how to identify a mild TBI. And then, you know, I think that there is some limited utility of the neurologic or post concussive symptoms, but there are certainly quite a few that are associated with it. 

And then I think one of the other implications I bring up is really the importance of this data for educating our Veterans about the fact that when we make a diagnosis that we’re describing an event and that really to inform them of the expectations for recovery and what aspects might be contributing to their recovery and their function and to stress the importance of multidisciplinary care. 

When I remember working with some Veterans in the PM&R about their TBI, oftentimes it’s about well, I have this TBI and I don’t know what to do with it. And part of that is readdressing that well, you did have this event and now the goal is to help you recover and to address the symptoms from this and other factors. So again, I think it really speaks to multidisciplinary treatment, which I think the VA does a wonderful job at. In terms of, you know, the VA Consensus Conference, they’ve really outlined some kind of guidelines for how to proceed with multidisciplinary treatment of TBI and for Veterans with a TBI. And I think that, you know, one of the things that they do stress is to initially work on in addressing these physical symptoms. And I think in many ways it speaks to why perhaps our clinicians, the physical symptoms on the NSI is so rated and is more associated with their confirmation because addressing the physical symptoms is going to help address a whole host of things, and these physical symptoms can be addressed easily in the office with the clinician. 

And then I think the reason one of the, why perhaps the cognitive and emotional symptoms may be less associated is because our clinicians recognize the importance of mental health care and the, having neuropsychology available to really tease those other symptoms, current symptoms apart, so further assessment and treatment through mental health. And then also working with neuropsychology to identify whether these subjective cognitive complaints are, actuality are they objectively there? And if they are, to what degree they reflect a TBI versus other factors that might be going on, and then of course to coordinate and integrate treatment. 

So, you know, with that said, even though our analyses were completed a little while ago, I still think that they’re very relevant today, both in the, you know, in the VA and especially even for me now working more with civilians externally. But I think there are some future directions that we can certainly take with this work. I mean I think learning, looking at a larger national data would be really helpful to see if, you know, if this pattern is consistent across the nation. And then the other thing is, that would be interesting to me is that we took an aggregate. We have multiple clinicians doing ratings, but it would be interesting to look in the VA. What is our consistency in terms of rating mild TBI with the second level evaluation? 

So with that, you know, there were a number of wonderful contributors that were a part of our work and I wanted to acknowledge that along with Dr. Maguen’s research funding. And that, hopefully, and I’m going to turn it over. I’ve got some references here, but I’m going to turn it back over to Rob in terms of if there’s any questions or comments. 

Moderator: It looks like we have some wonderful questions here. I’ll jump right in. I notice that in our polytrauma clinic, only about 5% or so of Veterans who present to the TBI-Digma second level evaluation do not present with significant depressive or PTSD-related symptoms. Is there any concern that the folks who are presenting to these clinics are those who predominantly have mental health issues, but the folks with a history of mTBI who don’t have significant psychological symptoms are selecting themselves out of studies such as your own since the folks with mTBI histories who don’t have significant mental health concerns tend not to present themselves to TBI clinics at VA?  

Dr. Karen Lau: Yeah. I mean I think that that is certainly the case. I think that, you know, there is a little bit of bias in that, in that the folks with depression and PTSD certainly have greater report of symptoms and want greater care. So they’re certainly going to be presenting to the VA with, more so than folks with mild TBI. But I think in many ways that also speaks to the, you know, expected recovery of mild TBI, too, in that uncomplicated traumatic brain injuries typically, you know, follow a course of recovery. And I think some of the numbers are debatable, but you know, there is some consensus that most people with uncomplicated mild traumatic brain injuries recover. So in many of those cases, they were probably not presenting to the VA because they have essentially recovered and that they don’t have any external factor that might be, or inhibiting their recovery. 

Dr. Shira Maguen: And this is Shira.  Karen, great answer, and I’m going to jump in, and really wonderful presentation. You know, I think the other factor to consider is a lot of the OIF/OEF Veterans that we’re talking about get screened in primary care, and so they actually are getting screened as part of a package when they come in for, you know, a visit into primary care. So they’re coming in many times for potentially physical symptoms or just to establish primary care, and that’s the point at which many of them get screened. And so the good news is that because they’re being captured at that point, for many of them, there are certainly many of them with mental health problems, but there is likely to be a much, sort of more diverse distribution of the types OIF/OEF Veterans that we’re seeing, many of whom, you know, with my hat in terms of the OIF/OEF integrated care clinic, we see a lot of Veterans that come in and actually don’t, are not even referred to mental health because they’re doing fine but just want to establish primary care but may have, you know, a history of TBI. So I think that because we’re trying to capture them in primary care, and for those who don’t get captured in primary care, then we will capture them through a TBI clinic or through mental health. We’re trying to just sort of get them at several different points, which hopefully will increase the number of people that we see that may have, you know, uncomplicated TBI so to speak. 

Moderator: Thank you, next question. Was the Veteran’s function taken into consideration when identifying/diagnosing mTBI?

Dr. Karen Lau: I think that’s a really great question. I think, Shira, do you think you can answer that? 

Dr. Shira Maguen: Sure.  With the function? So, you know, because we looked at existing databases, we could only really look at the data that we have. And I think that that is, you know, in terms of functioning, oftentimes what will happen is once there’s an issue they might get referred to neuro-psych testing or something as a next step. And their functioning is assessed at that point. But it’s not, unfortunately, and this has been an issue not only [inaudible 31:23 to 31:27] for looking at TBI, but also for a variety of mental health outcomes. We don’t have a good measure of functioning already in the database or already, you know, in sort of the data that we have. And so I think oftentimes those measures come later and are not standardized. So we can’t really look at that systematically. But really, really important point, and in fact, I think it’s kind of a critical issue that we’re missing, that we’re not looking at functioning in much greater detail much earlier on as opposed to later down the line. 

Moderator: Great. Thank you. Next question. Does patient function come to play in diagnosing mTBI in the non-Vet population? 

Dr. Karen Lau: I, when, I can only speak in terms from a neuropsychology standpoint when I see patients and Veterans with mild TBI who have, you know, cognitive impairment. I believe, you know, as part of our, my analyses and our diagnostic criteria function as a critical piece in terms of identifying whether or not one would need a criteria for a cognitive impairment, but certainly, you know, I think it is certainly taken into consideration. 

Moderator: Thank you. There is widespread disparity between TBI severity levels by clinicians. Have you had any experience using the post concussive event PCE questionnaire to make a final determination?

Dr. Karen Lau: I think that’s a great question. I have not used the PCE, but in part, it’s a good question. I have not. I think that’s, I’ll take note of that questionnaire. It would be really helpful and it might be, it’s not something we typically have used also in the VA when I was there, but certainly something I can keep in mind to learn more about. 

Dr. Shira Maguen: Yeah, I think just to add on to that, I think that there are a lot of great measures out there and that we could definitely at VA certainly stand to kind of expand the types of measures that we’re using. And there, I think the number of measures is definitely growing, and I would love to see, I think that there’s great opportunity to really kind of take a deeper look at what we’re doing across VA. And it might be, you know, a great time to reexamine that and the existing measures that have been developed over the years as well.

Moderator: Thank you. We have a few questions left, and I think there may be time for more, so if anybody is holding back, I would encourage you to go ahead and send some questions in. The next one is it probably results in a restriction of range on a lot of your study variables, may even get stronger effects. I’m sure, I think this is actually just a comment. Get stronger effects including the mentally healthy mTBI folks in future samples. 

Dr. Karen Lau:  Yeah, that’s a great suggestion. I do think that that may be a possibility. I don’t know. Shira, can speak a little bit more to that? 

Dr. Shira Maguen: Sure. Can you, sorry, can you repeat the question one more time, the comment one more time?

Moderator: Certainly. It probably results in a restriction of range on a lot of your study variables. May even get stronger effects including the mentally healthy mTBI folks in future samples. 

Dr. Maguen: The mentally, well, so just to clarify, too, this did include people who didn’t necessarily have a mental health diagnosis. So I just wanted to speak to that. So we did, you know, at least in our VA the way that it’s done is the majority of people get screened in primary care. And so as I mentioned, we actually see people who may be coming in because of mental health issues into primary care, and what we actually do is, in our VA, is do a three-part visit. So most OIF/OEF/OND Veterans who come into primary care really come into primary care to establish that care, and then as part of their entire visit we actually have a one-stop shop model where they also get mental health and social work. Even as, it’s kind of part of the wraparound care that they get, but many times what we’re seeing, and I’m clinically sort of doing some of those mental health visits as well as directing the overall clinic. But what we’re seeing is that a lot of people that do come in actually don’t need mental health follow-up some of the time. And so we really do get a diversity of people that we see in that clinic where the majority of screening is happening, so I definitely agree with the comment that if we were to do this for example when, in the DoD when people just got out, we would get a much wider range of people. But just to clarify, we are getting people who don’t necessarily have a mental health diagnosis. And as Karen mentioned before and definitely agree with the reviewer, that mental health complicates things, and so we have a bit of a restricted range but definitely have some diversity there. 

Moderator: Thank you. Did you have any knowledge of whether the Veteran in your study, Veterans in your study have been diagnosed with TBI while in the military? In other words, did you have results from DoD of the TBI screening scores. If so, do you know how well they correlate with VHA clinicians’ screenings?

Dr. Shira Maguen: I can jump in on that one if you want, Karen. 

Dr. Karen Lau: Yeah. No, go ahead. Please do. 

Dr. Shira Maguen: What’s interesting is that the TBI screen is set up, and this is a limitation of the way it’s set up in the system. When Veterans come in, if they have a preexisting TBI diagnosis, they actually don’t receive the screen. And so the idea is that the screen is really capturing those people that have been missed. And so that’s why we’re getting a lot more people in the mild range, that the screen is capturing. So we actually tried back when we doing the study to get the DoD data, and at that time it was very challenging to do. Now it’s a little bit easier I think with the data being more advanced and some of the links being more advanced, although still it’s not, you know, you’re not guaranteed to be able to see that data. And I know people have encountered a lot of barriers in being able to sort of work across the system, although it’s getting better. And so I think that what complicates things is that really the screen was set up as a way to capture the people that hadn’t already been captured in the DoD. So we weren’t able to compare those, but I think subsequent studies are very interested in doing that. And I haven’t seen any data recently that does that, but I know that there are people working on that to really be able to look at the DoD as well as VA records in terms of TBI diagnosis and kind of look at those a lot more carefully. 

Moderator: Thank you. A quick one, do all Vets…

Dr. Maguen: Sorry about that. Karen, I don’t know if you had anything to add to that?

Dr. Karen Lau: No, no I don’t. Actually it was funny because I was just going to answer it the same way you did. 

Dr. Maguen: Oh, perfect! Okay, good. We’re on the same page. 

Dr. Karen Lau: Absolutely.

Moderator: Do all Vets involved in blasts in VAs, etc., get screened for TBI?

Dr. Karen Lau: That’s really a great question. I’m not too clear about that. Shira, can you, do you know if that’s, I think that as part of the initial screen the question about blasts do come up. 

Dr. Shira Maguen: Right. So is the question are all Veterans who are exposed to blasts get asked about that on the TBI screen?

Moderator: The questioner doesn’t go into much detail. Do all Vets involved in blasts in VAs, etc., get screened for TBI?

Dr. Shira Maguen: Right. So the answer to that is that any Veteran who comes into, at least this is the way that it’s set up at our VA. Any Veteran who comes into primary care, whether or not they were even exposed to a blast gets the TBI screen. So it’s pretty much anyone who’s touching down in primary care. Or if they are not setting up primary care, if they go to mental health or if they come in through another clinic, that’s a mandatory screen. And so we’re hopefully, yes, we’re capturing all of the people who are exposed to blasts, but even those who might not have been exposed to blasts get that first level TBI screen. So again, the goal of that screen is really to capture anyone who is being missed by the DoD screening. So that’s really, hopefully, and what we know by and large is that actually, this is a different paper that Karen worked on and I worked on with a number of our collaborators, and I’m happy to make that paper available as well. But when we looked at, you know, what kinds of mechanism people were coming in, like were the majority exposed to blasts, falls, etc., and really by and large most people in this population not surprisingly were exposed to blasts. I think that’s the, really the majority of people that we are dealing with here. I can send that paper to, you know, to the organizers to make available to anyone who’s interested. 

Moderator: Great. Thank you. So often patients with mTBI are not diagnosed and end up with substance abuse and legal issues. Are Veteran spouses educated in what to look for post injury in terms of possible mTBI? 

Dr. Shira Maguen: Do you want me to jump on that one, Karen. 

Dr. Karen Lau: Yeah, yeah. Please do, Shira.

Dr. Shira Maguen: Sure. So I think that, you know, one of the things that is supposed to happen is, you know, when people come into the system and are diagnosed with TBI that, you know, here certainly we offer them the opportunity to meet with families, and sometimes even families are coming in and can really sit down with Veterans. I think that it’s not happening nearly enough. As Karen was mentioning, a lot of times, unfortunately, what happens is we see people at the point several years down the line in many cases, and so there isn’t that opportunity for early intervention with something like alcohol or even with the anger-irritability symptom. I think a lot of times it can really help to intervene early with some of those things. But, unfortunately, what we know from some other research that we have done is that Veterans are waiting many years to come into the VA. And so we don’t have the opportunity to do some of the early intervention, not only in terms of families. I am a huge proponent of involving families in the care and in the education and really love that model. But I think we’re not only missing those opportunities because we miss that kind of critical window but also opportunities for early intervention with irritability and with other symptoms that can really be helped much earlier on, some of the cognitive issues that we’re talking about, too. So I think that the take-home message here is that, you know, we really need to be working much more closely with the DoD to get people enrolled in the VA much sooner so that early intervention can occur not only with families but across multiple domains and across multiple symptoms. 

Moderator: Next question. Have you looked at validity testing results obtained during the neuropsychological testing and whether there is a correlation in the likelihood of an mTBI diagnosis?

Dr. Karen Lau: Validity testing and its correlation with mild TBI. I have not personally looked, oh, Shira?

Dr. Shira Maguen: I would just say I think, yes, I think that you can, you know, you can speak to sort of the paper, the part of the paper that we didn’t end up publishing but kind of looked at neuro-psych testing. 

Dr. Karen Lau: Yeah. Yeah. Oh yeah, we did. Yeah, you’re right. And from what I recall, there was really very limited association. So we did do a kind of secondary analyses looking at the objective neuropsychological testing that was completed in a subset of folks who were then from the second level referred on to neuro-psych testing. And within the domain, there were very limited associations between that and its relationship to a confirmed diagnosis. So some people were referred on to neuro-psych who have the confirmation of mild TBI, and there were quite a few that weren’t, that had neuro-psych that were not, did not receive a mild TBI confirmation. So it kind of goes back to speaking to the research that was presented by French and her team is that, you know, oftentimes some of the folks who have mild TBI tend to perform within the normal, within normal ranges. So certainly not, and there is a number of research that has talked about kind of effort and external factors that might be contributing to continued cognitive complaints in those situations like litigation or service connection assessment. Those need to be taken into consideration, too. I don’t know, Shira, if you have others, that you want to add anything else to that?

Dr. Shira Maguen: No. No, that sounds great. Just to add on, too, we also looked at, you know, it didn’t make it into the paper just because we already, our space was kind of limited, but we did look at neuro-psych testing. We also looked at imaging as well, and you know, there were just not enough cases that were referred onto imaging to really, for us to be able to draw any conclusions about that. But I think that that’s also a really interesting area for future investigation to look at the relationships between the data that we’re talking about today and larger samples of neuro-psych testing as well as imaging. I think that there, we can learn a lot from looking at those questions in much larger samples. 

Moderator: How do you respond to patients and families who present with mTBI histories and have concern about chronic traumatic encephalopathy given the early nature of the research on and understanding of CTE?

Dr. Karen Lau: Yeah, I think there’s a lot of really interesting and promising research about CTE, but the way I work with patients in talking to them about CTE is I also present to them that the CTE generally occurs within the context of very repeated, excessive, continued blows throughout a lifetime. I think that oftentimes that may be reflective of our Veterans who may have repeated concussions. But it’s really, I think that I usually tell them that the literature and the research on it is still pretty debated about whether or not CTE reflects a neurodegenerative decline or its own entity in and of itself. So, you know, particularly with our OEF/OIF/ OND Veterans who are typically of kind of on the younger side, I usually talk to them about the fact that, you know, these things are, may be part of the picture but that I kind of remind them of their individual factors that are, you know, contributing to where they are now. So certainly excessive worrying about CTE and the possibility of that doesn’t necessarily play a role, but it goes back to what we’ve been talking about in terms of providing psychoeducation to our Veterans about what a mild TBI is, the extent to which the recovery pattern, and then also our understanding of what might be contributing, how CTE might play a role later in life, but also that there is, you know, a lot of room for addressing factors to help improve their current functioning. I don’t know, Shira, if you have other things that you kind of help in addressing with the Veterans that you work with?

Dr. Shira Maguen: Yeah. I mean I think, you know, Veterans do raise the issues. I think especially now that there’s been a lot of attention in the media even to things like linking, potentially linking TBI to dementia, and so a lot of Veterans will even bring up that issue. Oh, am I at greater risk for dementia as I get older because this happened to me? And I think I’m just really being honest with Veterans if they bring it up about what the research is showing and what to look out for as they age. I think that there are certain risk factors. TBI can be a certain risk factor for a number of things as they grow older. And so I think the more education we can provide early on so that they know what to look for and know if they’re having certain symptoms to just check them out, to kind of be in touch with their providers and have an ongoing conversation just as they would about anything else they were concerned about. So I think that that’s really the key, is that education can be sort of our biggest ally, and them just having open communication about these topics is just really important. 

Moderator: Thank you very much. Will you do a different approach in assessing and management of someone with mTBI but was officially diagnosed with mTBI 10 years after? 

Dr. Karen Lau: I think that’s a really great question, and I think that I’m not sure necessarily the approach would be different versus someone who was diagnosed presently versus someone who was diagnosed 10 years down the line. I mean certainly at present the, you know, in addressing acute symptoms is gonna be more important, but even so, someone who was diagnosed with mild TBI 10 years ago who continues to have residual symptoms, I probably would kind of view someone who was diagnosed 10 years later with residual symptoms in kind of a similar manner. We would be addressing the current symptoms that are going on in providing kind of the same level of multidisciplinary care for addressing someone regardless of when in the process that they’re being diagnosed, and then also considering the factor that might be contributing to their current report of symptoms. Shira, I don’t know if you have something else you would like to add to that, too?

Dr. Shira Maguen: Yeah.  No.  No, that sounds great. And I think, you know, again the people, just to reiterate what Karen was saying. I think the people that we’re seeing, you know, if they are having, you know, screening positive 10 years down the line it’s because they’re having, they’re continuing to have symptoms, which is, you know, I think we would treat that the way that we would. You know, ideally we would want to have seen them sooner. So I think a lot of times if, when they’re coming to us 10 years down the line going back to that really good question about functioning. Their functioning might be a lot more impaired, and so they’ve gotten into more trouble in terms of difficulty potentially with school and with work, and so we don’t have that opportunity to have the early intervention with them. But I think we will serve, is better, you know, 10 years down the line than like 30 years down the line which, unfortunately, we’ve seen as well. So I think whatever point we can get them at is, we can sort of intervene then. But no question that I think the people that are coming to us later on down the line are having much more trouble functioning, and so it’s, you know, they really appreciate sort of any help that they can get and sort of helping them structure their days and help with some of the symptoms that they might be having. 

Moderator: Thank you. What do you think about the recent animal and imaging evidence suggesting that PTSD could be cause by mTBI? And how might this relate to the lack of mTBI diagnoses based on symptoms overlapping with PTSD?

Dr. Shira Maguen: Yeah, I think that research in this area is so important. I think that we’re, you know, there’s a lot of research trying to disentangle what causes, you know, which comes first, which causes what. And I think it’s, you know, with our Veterans because of the same reasons Karen was kind of mentioning. What happens is that a lot of times the same event can contribute to both the TBI and the PTSD, so I really appreciate and thank animal, the animal research is very, very important. And if we’re going to kind of take that into what’s clinically relevant for us, I think certainly we want to be aware of that research. What’s really tricky with the Veterans is a lot of times one might not come first, but they might happen simultaneously. And so I think that that’s also really important for us to keep in mind. And so a blast happens, you know, someone loses someone who is really close to them. They might be injured as well. And then the ripple effects matter, not only a TBI, but also pretty debilitating PTSD that might unfold. And so I think as a clinician what I’ve found really helpful is just really understanding the circumstances of that and kind of being aware of what I see at the door, and oftentimes it is both of those things. It’s the TBI and the PTSD together and sometimes with comorbid depression and alcohol as well. And so I think from a clinical perspective it’s always good to be aware of that research. And I think for a lot of our Veterans it’s very hard to paint a coherent timeline of which came first because of the fact that we’re seeing them so many years down the line after these injuries, and it’s even hard for them to remember. You know, we get the information we can from them down the line, but it’s hard to remember sort of the sequence of things and what came first. 

Moderator: Wonderful. Thank you. If the cognitive and emotional symptoms reported by Vets are not considered to be consistent with mTBI, are you suggesting that these are not neurological and are rather psych related? If so, is this PTSD or are you suggesting some other syndrome, perhaps even a new one?

Dr. Karen Lau: I think that what I want to reiterate in that question is that I think that in our study the cognitive symptoms and the emotional symptoms were not associated with the clinician’s diagnosis or the confirmation of the mild TBI. But I don’t think that necessarily means that the cognitive symptoms and emotional symptoms may not, are not associated with mild TBI in general. It’s just not that, these particular subjective symptoms just may not play the same utility because I think that in making the diagnosis because there are clinicians and specialty clinics within the VA that can further kind of assess these and to plan treatment around that. So I certainly think that these cognitive emotional symptoms play a role in mild TBI and does not necessarily just reflect PTSD, but I think that, you know, our clinicians within the TBI clinic are, and even in primary care, are kind of taking the knowledge that they have and the information they have at hand and then placing knowledge on the information they’ve got and then we’ve got other specialists being able to further assess the information that’s necessary. So I don’t necessarily think that they’re not mild TBI related, but rather that, you know, clinicians may not be taking this information as strongly as the other symptoms that are being reported. 

Moderator: We’re about out of time. So there are a few more questions, but since Karen and Shira have their emails up, I would suggest to audience members who would like to ask questions that didn’t get answered, please go ahead and email these ladies, if that’s okay with you, Karen and Shira?

Dr. Shira Maguen: Yes, of course. 

Dr. Karen Lau: Yes. That’s fine, yeah. 

Moderator: Thank you both, and thank you, Ralph DePalma, for taking the time to prepare and present and answer these wonderful questions. For the audience, when I close the meeting momentarily, you’ll be prompted with a feedback form. Please take a few moments to fill that out. We really do appreciate and count on your feedback to continue to deliver high quality Cyberseminars. Thank you, everyone, for joining us today’s HSR&D Cyberseminar, and we look forward to seeing you in a future session. Go ahead. 

Dr. Shira Maguen: Oh, I was going to say just thank you so much to the audience for really great questions and a stimulating conversation that was prompted by your questions, and we really appreciate it. 

Dr. Karen Lau: Yeah.

Moderator:  Great questions.

Dr. Karen Lau:  Thank you guys so much. Yeah. 

Dr. Ralph DePalma: Yes. Dr. DePalma. We should add one more comment. There are 107 people listening in, and this has been a very important contribution to clinical expertise in dealing with this problem. Thank you! 

Dr. Shira Maguen: Thank you!

Dr. Karen Lau: Thank you! 

Moderator: Thank you, everyone! 

[ END OF AUDIO ]

