
Dr Dougall McCorry
Consultant Neurologist 

Queen Elizabeth Hospital Birmingham

Mild (subtle) Traumatic 
Brain Injury- An expert’s 

view



The way I wished it was .. 



Plan
 Traumatic brain injury- my role and the role of 

other experts

 The approach to assessing a TBI

 ‘subtle brain injury’

 Concussion 

 Cognitive recovery, epilepsy risk , headache, 
Fatigue.

 Tests 

 Why might there be a poor functional outcome 
after TBI?  



MILD TBI - An expert’s 
view
The approach to a highly 
disabled claimant after a 
very minor TBI 



Why do I feel so uncomfortable talking about 
mild TBI ?

 I deal with organic brain disease, I’m 
not psychiatrically or psychologically 
trained. 

 A range of factors, other than those 
directly reflecting the severity of 
injury, appear to be associated with 
outcome following mild TBI.



The doctor-patient 
relationship 



Vignette

 37 F district nurse

 Some 2 years before at work, rear 
ended

 Seen prof or neurology rehabilitation

 ‘ severe brain injury…. Loss of memory 
for a week after now off work with 
fatigue/ short-term memory problems’



The medical records 

 Ambulance attended, No LOC , NO ER 
attendance, indeed carried on work 
latter that day and for the weeks 
after…. 

 [Contemporaneous] medical records 
carry significant greater weight that 
the patient’s history , going against all 
of conventional medical teaching. 



As a medical expert, not 
as a treating doctor. 

 My duty is to the court not the client

 The clients narrative may be a modest part of the 
opinion I form; I have access to all the medical 
records

 I spend far longer doing a ML report than I do in 
my NHS day job understanding the issues and facts 
around a specific injury. 

 The differing responsibilities are key to 
understanding some of the ‘disappointment’  seen.  



Neurologist 

The brain is complex 

Neuropsychology

Psychiatrist Lawyers 

Neurosurgeon



What does a neurologist do?

� Specialises in diagnosis and treatment of disorders of the brain , spine and nerves

� Epilepsy
� Headache
� Multiple sclerosis
� Parkinson's
� TBI
� Lots of other conditions

� Provide a Differential diagnosis based on symptoms
� Differentiate organic from non-organic disease
� In medico-legal practice a key skill can be determine the likely cause of symptoms , particularly the index injury

In the real of a psychologist/ psychiatrist. 

� Assessment of mood and emotion
� Treatment and management of cognitive impairment
� Treatment of mood disorder
� Management of behaviour problems
� Assessment of mental capacity
� Assessment of clinical risk (e.g. Suicide; violence)



Definition- traumatic 
brain Injury 

 “TBI is a non-degenerative, non-congenital 
insult to the brain from an external
mechanical force, possibly leading to 
temporary or permanent impairment of 
cognitive, physical and psychosocial 
functions with an associated diminished or 
altered state of consciousness.”



Why is TBI severity relevant?

 Assists in determining prognosis

 Allows us to apply the relevant research studies to our 
patient

 Assists in determining allocation of limited follow up and 
treatment resources

 Avoids iatrogenic harm to patients

 Helps to flag cases where outcome is not as expected:

– Alternative mechanism of injury

– Pre-existing issues

– Functional presentations or symptom exaggeration



The natural history of a 
significant diffuse TBI

 Worse on onset

 Loss of consciousness at the scene

 Depressed conscious level at the scene

 Recovery of consciousness

 Then to period of diffuse brain dysfunction 
(confusion/ encephalopathy) 

 Then to lucidity with ability to attend and remember

 Recover of cognitive functions  



Deviation from the 
natural history of TBI 
needs additional 
explanation 



Considerations… 

 72 male, RTA head on collision, multiple rib 
fractures, No LOC, speaking to paramedics 
at the scene remembers his journey to 
hospital.

 24 h later confusion… Prolonged ITU 
admission, pneumonia, 2 months of 
confusion… 

 ‘Severe injury’ by brain injury rehab team. 

 Medical Diagnosis? = ‘delirium’  



Considerations 

 Secondary brain injury… 

 Ie profound hypovolemic shock from 
extensive polytrauma



Vignette

 69 m lived alone and independently

 Pedestrian vs vehicle – low speed, 
CCTV- hit head on ground- paramedics 
visible HI, confused, normal day of 
injury TBI…Discharged after 48h

 Presents with progressive cognitive 
complaints, unable to live 
independently-

 Clinical dx dementia 



Pre-injury vulnerability 

 How did the brain injury affect the 
natural history of what appears as a 
dementia…

 But for the brain injury what would be 
his position? 

 Complex issues…



Figure 1 
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Severity Indicators for TBI 

 Duration of Coma/Loss of Consciousness (LoC)

 Glasgow Coma Scale (Best recordable post-resuscitation). (Note Mild 
TBI – lowest GCS).

 Post Traumatic Amnesia (PTA)

 Brain Imaging:

– Secondary injuries (subsequent development of intracranial 
abnormalities (Mata-Mbemba et al, 2014) and hypoxia, 
hypotension and hypothermia (Chestnut et al, 1993; McHugh et 
al, 2007) also predict poorer outcome.



Glasgow Coma Scale (GCS)
Eye Opening Response

Spontaneously 4
To speech 3
To pain 2
None 1
Best Motor Response

Obeys commands 6
Localisation to painful stimuli 5
Normal flexion to painful stimuli 4
Spastic flexion to painful stimuli 3
Extension to painful stimuli 2
None 1
Best Verbal Response

Oriented 5
Confused 4
Inappropriate words 3
Incomprehensible sounds 2
None 1



Day of injury CT brain 



Vignette

 45 female knocked of bike- no helmet

 LOC, confused for 6 h, PTA less than 
24 hours

 Day of injury CT head Normal

 Discharged 48 h later

 Lt foot drop ‘back injury’ nerve 
conduction studies normal. L3/L4 
spinous process fracture.   



1 week later

 Episode of vertigo – collapsed, hx of 
movement induced vertigo days 
before

 Re-attended A/E

 MRI brain

 ‘14 mm Rt posterior frontal 
heamorrhage, tiny foci in frontal and 
parietal lobes – consistent with diffuse 
axonal injury.. 



MRI In TBI- a non-
routine test   



What is concussion ?

 A Traumatic brain injury

 Considered mild TBI, therefore used 
when  scans are normal

 Loss of consciousness may occur, but 
not necessarily so.  



Symptoms of concussion 

 Headaches

 Nausea

 Confusion

 Slow thinking

 Sleep changes

 Mood changes

 Dizziness



Tests for concussion? 

 There are no routine clinical objective 
tests for concussion

 It is a diagnosis based on symptoms 

 From the expert perspective- they 
should be documented , either within 
the records or in the narrative 
provided. 



Recurrent concussions- Mild TBI in 
professional American footballers 



’sub-concussion’ –
multiple cranial hits with 
concussion 



Alpine ski racer Lesley 
LaMasurier

 Started skiing at age six

 Attracted by challenge and speed



Crashing and TBI – part 
and parcel of skiing?

 For many years, Lesley rarely 
questioned her crashing

– It was just something that came with the 
sport

 She became more fearful when she 
was a teenager and started crashing 
more and more frequently



Lesley’’’’s history of 
concussions

 First mild concussion occurred playing 
soccer

– did not lose consciousness 

– confused state of mind

– headache

 Experienced two more concussion 
while skiing

 Doctors and coaches told her simply to 
be careful



Lesley’’’’s major crash

 Was training with the United States Ski 
Team while dealing with TBI 
symptoms for two years

– Migraines

– Trouble sleeping

– Difficulty staying focused

 Entered a race with a broken leg and 
torn ligaments

– Crashed and found her helmet in two 
pieces at her side



Pressure to continue

 Pressure from coaches, teammates, 
and family members

 Pressure to tough it out; get back on 
the slopes

 Kept her symptoms from others so she 
wouldn’t come across as complaining



No more faking it

 Lesley’s symptoms started to get 
worse:

– Migraines

– Increased heart rate

– Vision difficulties

– Didn’t feel like herself, wondered what 
was wrong

 “No blood, no break…keep going”



What can parents and 
coaches do to help their 
young athletes?
 Take even seemingly minor injuries to 

the head seriously

 Seek closer monitoring to protect 
athletes from additional concussions

 Identify healthcare professionals to 
diagnose the nature of the injury



Changing the ““““no pain, no 
gain”””” mindset

 There is often pressure from coaches, 
teammates, parents, and the athletes 
themselves to continue to play even when 
injured

 Education and awareness about the short-
and long-term effects of TBI are crucial

 Athletes often tend to listen more to their 
teammates than to doctors when it comes 
to being careful and seeking treatment after 
a TBI



Do multiple concussions 
make a person like Lesley 
more vulnerable?
 The persistence of symptoms and 

some subtle findings on examinations 
suggest that it would be unwise for 
Lesley to return to her previous level 
of competitive skiing

 Lesley has retired

– The risks are too high, but continued 
improvement is definitely part of the 
picture



To Date – I have not been 
an expert in commenting 
upon the effects of 
multiple  concussion or 
sub-concussion injuries.  



Vignette

 45 IT manager in competitive field 

 Low speed bump off bike- wrist fracture 
circa 2015

 Symptoms of fatigue, impaired memory , 
irritability , not coping at work 60 h weeks , 
not keeping up with younger colleagues

 Dx ‘post concussion syndrome’ 

 Recommended reduction of hours, 
‘disadvantaged in open labour market’



Defendant instruction

 Paramedic records

 ‘no head injury. No injury to cycle helmet’ 

 No symptoms of concussion documented in 2 A/E 
attendances 

 3 weeks later episode of headache and nausea at 
work

 2016 heart attack,CABG

 Evidence of anxiety and depression after 2016 
health scare  

 2016 first mention of fatigue, memory issues



Expert comments

 Is there evidence of a TBI?

 Is this post-concussion syndrome?



My Views on a single Mild 
TBI in ‘healthy’ person 

 In those who had a mild TBI (PTA < 
24h)  there would be expected to have 
a full neuropsychological recover 

 If there is a poor functional recovery ie
ongoing cognitive complaints - this 
will not likely be due to organic brain 
damage….. 



Post-Concussional Complaints

 Dizziness

 Fatigue

 Poor concentration

 Poor Memory

 Headaches

 Photosensitivity

 Sensitivity to noise

 They are not specific to TBI (WHO, 2014) or diagnostic

 They occur at a similar rate in orthopaedic controls and normal 
samples

 They occur at a higher rate in mental health conditions (Donnell et 
al, 2012)

 Discrepancy between PCS literature in psychology and diagnostic 
systems (ICD-10; DSM-IV-TR).



Post-traumatic 
headache/ migraine

 International headache society 
recognises trauma and whiplash as a 
cause of headache

 No diagnostic tests for the diagnosis

 The temporal relationship to onset 
from injury support causality

 Poor relationship between severity of 
injury and symptoms

 Expectation of improvement with time 



Post brain –injury fatigue 

 Fatigue is a common manifestation of many 
neurological diseases, such a multiple 
sclerosis. Though also non-specific

 Common after a brain injury- on occasion 
(such a brain stem injury can be 
incapacitating)

 Poor correlation to severity of injury, though 
it would expected some degree of brain 
injury.

 No diagnostic test



Post-brain injury fatigue

 No effective medical therapy- lifestyle 
adaptation

 Support causation: evidence that fatigue 
temporally related to injury

 Expected worse at onset and gradual 
recovery- do records support this ?

 Does all the evidence support fatigue other 
than witness statements.  – case 
management records?

 Is there other potential causes- medical or 
psychiatric?  



Annegers JF et al. N Engl J Med 1998;338:20-24.

Cumulative Probability of Unprovoked Seizures in 4541 Patients with 
Traumatic Brain Injuries, According to the Severity of the Injury and the 

Incidence of Seizures in the General Population.



Effects of mild brain 
injury

 BPPV- benign paroxysmal positional 
vertigo- very common

 (?) Loss of smell

 Tinnitus-ENT!!



PTA: Definition

 Post traumatic Amnesia or ‘PTA’  is the period following TBI when continuous 
memory fails.

 Patients are often confused and disorientated

 They lack the capacity to store and retrieve new information. 

 They have a wide range of cognitive problems compared with patients with 
chronic isolated memory difficulties, consistent with a confusion state.

 They  are often agitated but agitation should not be confused with 
maladaptive aggressive behaviours

 Islands of memory or recollection of events may surface before the end of 
PTA –this can lead to underestimates of PTA duration

 The length of Post-traumatic amnesia is the time between injury and recovery 
of continuous day to day memory (including coma).  

 It consists of Confusion, Amnesia and Agitation

(Greenwood, 2002)



Post-Traumatic Amnesia (PTA)

 PTA correlates strongly with the length of coma in diffuse 
brain injuries but poorly in focal injuries.

 Duration of PTA of less than 2 months is unlikely to be 
associated with severe disability

 PTA of > 3 months is unlikely to be associated with a good 
recovery

 New suggested classifications (Nakase-Richardson. JNNP, 
2011): PTA of 0-14 days was classified as a moderate TBI, 
PTA of 15-28 days was classified as a moderately severe TBI, 
and a PTA of 29-70 days was classified as a severe TBI.

 PTA < 24 hrs is mild (WHO, 2014) despite Russell 
Classification and others



Severity Indicators

Mild 

Uncomplicated

LoC = 30 mins or less

GCS at scene or 30 mins later = 13-15

PTA = less than 24 hours

No Imaging abnormalities/no imaging required

No neurological signs of brain damage

Mild

Complicated

LoC = 30 mins or less

GCS at scene or 30 mins later = 13-15

PTA = less than 24 hours

Imaging abnormalities (including depressed/base of skull 

fracture) 

Other neurological signs 

Moderate Loc = over 30 mins but less than 6 hours

Initial GCS = 9 –12

PTA = 24 hours or over but less than 7 days

Abnormal imaging

Severe LoC = 6 hrs or over

Initial GCS = 3-8

PTA  = 7 days or over

Abnormal imaging



Mild 
TBI

Severe 
TBI

Decreasing confidence in 
organic impairment

Increasing likelihood of 
psychological explanation 

Increasing confidence of 
organic impairment 

The challenge of mild traumatic brain injury 



Effort/Symptom validity

 A huge issue

 Effort explains about 50% of variance in 
test scores and more than severe TBI

 Mild TBI rates of failure are around 40% in 
people pursuing compensation

 Tests of under-performance

 Tests of over-reporting



A model for outcomes of 
Mild TBI in children 



A brain injury

 To the individual it is a serious life event

 Views based upon the medical records and the 
narrative provided.

 May be highly variable functional outcomes to TBI 
with similar clinical features

 The greatest predictor of outcome is dependent on 
factors present pre-injury. 

 Poor outcomes from an isolated minor injury cannot 
be explained (in my View) through organic brain 
damage… ? Post-traumatic migraine ? Fatigue-
most likely psychological or psychiatric. 



What affects outcome in 
mild TBI? 
 A total of 84 adults with mild TBI were compared with 53 adults with other minor injuries 

as controls in terms of postconcussional symptomatology, behaviour cognitive 
performance at 1 week and 3 months postinjury. 

 At 1 week postinjury, adults with mild TBI were reporting symptoms, particularly 
headaches, dizziness, fatigue, visual disturbance, and memory difficulties. They exhibited 
slowing of information processing on neuropsychological measures, namely the WAIS–R 
Digit Symbol subtest and the Speed of Comprehension Test. By 3 months postinjury, the 
symptoms reported at 1 week had largely resolved, and no impairments were evident on 
neuropsychological measures. 



 Subgroup of 24% of participants who were still suffering many 
symptoms, who were highly distressed, and whose lives were still 
significantly disrupted. These individuals did not have longer 
posttraumatic amnesia (PTA) duration. They were more likely to 
have a history of previous head injury, neurological or psychiatric 
problems, to be students, females, and to have been injured in a 
motor vehicle accident. The majority were showing significant levels 
of psychopathology. 

 A range of factors, other than those directly reflecting the 
severity of injury, appear to be associated with outcome 
following mild TBI.
PONSFORD, J., WILLMOTT, C., ROTHWELL, A., CAMERON, P., KELLY, A., NELMS, R., . . . NG, K. (2000). Factors influencing 
outcome following mild traumatic brain injury in adults. Journal of the International Neuropsychological Society, 6(5), 568-
579.



The future

 A simple test to measure degree of 
brain injury? 

 Hopefully…. 

 But the physical damage of the brain 
will only be a small component of 
understanding the functional effects of 
the injury…  



Thank you

 Thanks Dave Hacker 
neuropsychologist 



WHO Colloborating Task Force on MTBI (2014)

 “MTBI is an acute brain injury resulting from mechanical
 energy to the head from external physical forces”.

Operational criteria for clinical identification include:
 (i) one or more of the following: 

– confusion or disorientation,
– loss of consciousness for 30 minutes or less,
– post-traumatic amnesia for less than 24 hours, 
– and/or other transient neurological abnormalities such as focal signs, seizure, and 

intracranial lesion not requiring surgery; 

 (ii) Glasgow Coma Scale score of 13–15 after 30 minutes post-injury or later 
upon presentation for healthcare. 

 These manifestations of MTBI must not be due to drugs, alcohol, 
medications, caused by other injuries or treatment for other injuries (e.g. 
systemic injuries, facial injuries, or intubation), caused by other problems 
(e.g. psychological trauma, language barrier, or coexisting medical 
conditions) or caused by penetrating craniocerebral injury”



[Cognitive] Executive 
functions:

– Working memory  (Digit Span forwards less affected)
– Perseveration/Rigidity of thinking
– Poor inhibitory control
– Impulsivity
– Planning and error checking
– Decreased initiation/abulia

Schretlen and Shapiro, 2003; Millis et al, 2001) : Meta-analyses
 Rapid recovery first 6 months
 Continued recovery for 18-24 months with plateau thereafter
 Millis (2001): Up to 5 years. Some show continued improvement, 

some stay same; others decline (older).



M-S TBI Meta-analysis

 Schretlen and Shapiro(2003) analyzed 39 studies 
from 1984 to 2003 and compared 
neuropsychological outcome in patients with MTBIs 
(n = 1716) with those with moderate to severe 
brain injuries (n = 1164). 

 Moderate to severe TBI – rapid recovery in first 6 
months with plateau aroudn 18 months to 24 
monts. Mills et al (2001): some improve up to five 
year f/u – small group decline. 

 Many moderates do well but may have issues with 
EF (Fenninger, 2013).



MTBI outcome

 WHO (2004) Meta-analysis of MTBI outcome (Journal of 
Rehabilitation Medicine)

– `Children, adolescents, and adults, as a rule, have good outcome following 
uncomplicated MTBIs 

 MTBIs result in clear decrements in cognitive functioning that resolve 
in 1–3 months. 

 Other meta-analyses confirm the above (e.g. Larabee et al, 2013).
 PCS in prospective studies seem to follow same course (Kashluba et 

al 2004).

 Mild Complicated TBI: evidence is very mixed:
 Kashluba (2008) often cited as outcome similar to moderate TBI (but 

used GCS and imaging – PTA and TTFC well outside of ‘mild’ range; 
similar for Willams (1990).







Persistent PCS in MTBI

 Important to rule out positive neurological findings 
(e.g. vestibular dysfunction); cervicogenic
symptoms etc; neuroendocrine.

 Associated with PMHx; Mood; Litigation; Gender

 Some view as a somatoform disorder

 Role of atttributional bias (Good old days; 
expectation effects)

 Financial incentives: Dose response relnp; not 
always obvious



Complicated vs. Uncomplicated MTBI

Complicated: GCS of 13-15 but:
– Abnormality on CT scan i.e. oedema; haemorrhage or 

contusion; 
– Depressed skull fracture

Williams et al (1990) noted patients with complicated 
MTBI more likely to have persistent cognitive deficits 
and psychological symptoms.

Kashluba et al (2008) 6 Month recovery pattern 
similar to those of moderate TBI patients.
Hanlon (1999) and Hughes (2004) pattern of recovery 
similar in MTBI and cMTBI



Track TBI (Dikmen et al, 2017)

� N = 421 Seen at 1 month and 1 year

� At 1 month:

� ucMTBI (GCS 13-15) showed no difference on GOS or any 
neuropsychological test compared to trauma controls

� cMTBI (GCS 15) showed difference only on a measure of 
episodic memory and GOS

� cMTBI (GCS 13-14) showed difference on most neuropsych
measures + GOS

� At 12 months: 

� cMTBI (GCS 13-14) showed difference on episodic memory 
only



� Panenka et al (2015):

� MRI/DTI – differentiation did not predict any group 
differences on cognitive tests at 6-8 weeks post-injury. 

� Both groups showed some white matter differences 
compared to trauma controls

� Need to more fully understand differences in 
location/extent of imaging findings and outcome in 
cMTBI



Behavioural Sequelae

 Frontal lobe syndrome or ‘[Behavioural] 
Dysexecutive syndrome’

 AKA Organic Personality Change/Disorder
– Disinhibition

 Social (comments and vulnerability); verbose

 Sexual

 Aggression/poor frustration tolerance

– Impulsive decision making

– Poor judgement (failure to think about context or the 
whole)

– Decreased insight (anosagnosia)

 Often poorly detected on formal psychometric testing:

– Clinical observation

– Functional Ax (Multiple errands)

– Third party report (BRIEF-A; FrsBe)



Amotivation/Abulia

 Difficulty initiating thoughts or actions

 Reduced motivation 

 Flattened Affect and reduced range of emotions

 Can occur with disinhibition and impulsivity (both can reflect 
over-reliance on environmental cues)

 Can look like depression

– Distinguishing features

– Late onset or progressive (2-y disability)

– Report of low mood/sadness



Dysexecutive Syndromes
 Scott and Schoenberg, 2011:

 Broad subdivisions of dysexecutive syndrome:

 Dorsolateral (outer surface) frontal damage more associated 
with cognitive symptoms

 Mesial (inner) more associated with abulia/amotivational 
syndrome

 Orbitofrontal (disinhibition; aggression etc).

 In reality often false divisions.

 Symptoms of apathy and reduced motivation are common and 
are sometime described as ‘pseudodepression’. 



MCA in TBI: common issues

 PTA

 Lack of insight

 Cognition:

– Memory (adaptations)

– Working memory (weighing up).

 Impulsivity (says the right things; does something 
else – does not weigh ‘in the moment’.

 Family vs IMCA



Effort/Symptom validity

 A huge issue

 Effort explains about 50% of variance in 
test scores and more than severe TBI

 Mild TBI rates of failure are around 40% in 
people pursuing compensation

 Tests of under-performance

 Tests of over-reporting



Effect sizes on overall NP functioning
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The effect of litigation on NP functioning in TBI (Iverson, 2006)



Effort testing



 The prevalence of apathy as a symptom 
after severe TBI has been estimated to 
range from 47% to 71% 

 (Kant, Duffy and Pivovarnik, 1998; Andersson, Gundersen and Finset, 1999; Andersson, Krogstad & 
Finset, 1999; Andersson and Bergedalen, 2002) 

 3 of the studies finding a rate of 60 to 70%.

 But can co-occur with depression



Case Study 1
 Mrs R

– Hit on head by object falling off supermarket 
shelf

– No PTA; No LoC; GCS unknown but presumed 
15

 Hx panic/anxiety and depression

 Fails effort test (1/3) but with profile suggestive of 
severe memory impairment

 History of migraines; anxiety; memory problems 
getting worse

 Scan shows extensive subcortical vascular 

ischaemia.



Case Study 2:

 Polish male 40’s

– Premorbid measures indicate at least ‘high 
average’ to superior intellect but English not 
first language

– RTC; PTA > 1mth; TTFC > 2 weeks; initial GCS 
8/15; CT SAH; Frontal contusions; DAI

– Test results largely in average range; back at 
work but subjective complaints of slowed down; 
feels ‘life at an end’ but not visibly upset; 
‘stoic’; 

– Partner: less emotional; unempathic; 
unmotivated; not interested in socialising; poor 
abstract thinking.

– ‘mild’ depression on self-report scale 



Case Study 3
 Social worker back at work but struggling

 Shunt accident; whiplash; No LoC; drove self to 
work; No PTA; CT NAD

 Host of PCS and mood symptoms

 IQ in LD range

 Failed effort testing performing at level of someone 
with a dementia



Case study 4

 Seen in hospital

 History of football hooliganism and trouble with police

 Moderate TBI; frontal contusions; Slapped wife in PTA; now 
emerged; wanted to leave so discharged; 

 ? Capacity as wife denies changes (has never liked hospital).

 Cognitive issues apparent (memory and slowed processing)

 On d/c Police called at home; violence to wife (new); Section 
2 (MHA)



Case Study 5
 Motorcycle RTA

 Orthopaedic injuries

 Unable to return to work and likely to lose job due to 
cognitive issues

 Has spent all of money for new house on surviving (living in 
camper van)

 Arguments with wife

 Tries things – gets frustrated and can’t manage

 PTA < 1 hours; CT NAD; GCS =15; No Loc
Reveals significant PTSD symptoms progressing to depression

 Passes effort testing

 Test to re-assure no impairment reframe as trauma.

 Access CBT treatment through legal case



Rehabilitation & neuropsychology

 Impairment
– Cognitive Remediation Cognitive Compensations
– Cicerone (2011) review of rehabilitation efficacy

 Disability
 Use of preserved skills (e.g. errorless learning)
 Reduction of problem behaviours

– Behavioural psychology
– Dealing with mental health issues as a result of 

disability
– Dealing with emotional consequences of brain injury

 Social Participation
– Advice on the level of support required



Mental capacity

MCA (2005):

 Capacity assumed

 Decision specific and time specific (‘relevant information’).

– Understand

– Communicate a choice

– Retain (long enough to make a decision)

– Weigh information in decision making

 Need to make reasonable adaptations before concluding lack 
of capacity

 Backed up by Deprivation of Liberty Safeguards (DoLS).

– 1:1 observation

– Restriction of liberty

– Prevention of leaving building (if repeated attempts) but 
not always clear cut


