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Introduction

Members of the Children and Adolescents Committee, formerly known as the Education System Advisory
Group, of the Brain Injury Association of New Jersey (BIANJ) wrote this guide to help educators identify,
understand and respond to the special needs of students with brain injuries. The writers and members of the
Committee include professionals who work in the field of brain injury, cognitive rehabilitation, general and
special education, school nursing and parents.

This guide is written for general and special education teachers, school psychologists, educational consultants,
social workers, guidance counselors, principals, speech and language pathologists and other professionals who
work with students with brain injuries. The term educators is used broadly in this guide to include the wide
array of school staff, who all share the common goal of education. They each influence a student’s experiences
and accomplishments in school.

The contents include information about brain injury, including:
* types and causes of brain injury
* consequences of brain injuries
* anatomy of the brain
* school reentry
* assessment and teaching strategies
* Individualized Educational Program (IEP) development
e program planning and implementation
* transition to adulthood

Many educators have little training about brain injury since few courses or training programs on this topic
currently exist. This guide provides a foundation to train all educators. With this material, educators will gain
an increased awareness and understanding of students with brain injuries and their families. With an increase
in the identification of students with brain injuries in schools, educators become vital resources for students,
colleagues and families. This guide will help educators understand the unique characteristics that make this a
challenging and interesting population.

Our mission is to support and advocate for individuals affected by brain injury and raise public awareness
through education and prevention. Brain Injury Association of New Jersey has committed its resources to a set
of goals to provide services and programs urgently needed now and in the future. The current programs and
services offered by BIANJ include:

« information and resource service

* support groups for persons with brain injuries and their families

» a week-long summer respite and recreation program

* a supported employment demonstration project

* initiatives to help prevent brain injuries

* education about brain injury for educators, health care staff, human services personnel, and people
affected by brain injury

* advocacy and legislative action

* care coordination services for individuals who sustain brain injuries and their families

* outreach to provide information about brain injury and resources in languages other than English and

in alternate formats



BIANIJ can provide information about professionals who are available to speak to school personnel about brain
injury. In addition to this guide, BIANJ has also developed guides for school nurses and families about the
impact of brain injury on a student’s education. Please encourage school nurses and parents to contact BIANJ to
obtain these guides.

Brain Injury Association
of New Jersey, Inc.

Phone: 732-745-0200 VFaX: 732-745-0211 Email: info@bianj.ofg Web: www.bianj.org
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Chapter 1
What is Brain Injury?

The definition of brain injury has changed over the past 10 years. Brain injuries are described as traumatic or
acquired based on the cause of the injury. Knowing what causes a brain injury is very important for researching
effective treatment and developing prevention programs. The Brain Injury Association of America (BIAA) has
developed the following definitions:

Traumatic brain injury (TBI) is an insult to the brain, not of a degenerative or congenital nature, which

is caused by an external physical force that may produce a diminished or altered state of consciousness,
and which results in an impairment of cognitive abilities or physical functioning. It can also result in the
disturbance of behavioral or emotional functioning.

Traumatic brain injuries occur during everyday activities. Among young children, the most common causes are
falls, such as a fall from a changing table or down the stairs in a walker Tragically, physical abuse by hitting or
shaking a child is another major cause in young children. Car crashes, where the child is a passenger or is struck
by a car, are major causes of brain injury among all ages. Falls or collisions while skate boarding, roller blading
or biking, as well as sports injuries, are common causes of brain injuries in elementary school age children and
adolescents.

Acquired brain injury (ABI) is an injury to the brain that is not hereditary, congenital or degenerative.

Acquired brain injuries are caused by some medical conditions, including strokes, encephalitis, aneurysms,
anoxia (lack of oxygen during surgery, drug overdose, or near drowning), metabolic disorders, meningitis, or
brain tumors.

Although the causes of brain injury differ, the effects of these injuries on a child’s life are quite similar. This
guide uses the general term of “brain injury” to include children with traumatic and acquired brain injuries. The
term “traumatic brain injury” (TBI) is used when information is specific to those injuries.

The silent epidemic

Brain injury is called the “silent epidemic” because of the staggering number of people who are injured each
year. As many as 1.4 million people in the United States have traumatic brain injuries each year, but only one
sixth of them are admitted to hospitals. This number does not include people with acquired brain injuries.

This epidemic is the leading cause of death and disability in children and young adults. The majority of
children who have mild or even moderate brain injuries may not be hospitalized. This means that many children
and their families are not aware that a child with a brain injury may need special attention. Family members,
school personnel, and even medical professionals may have trouble figuring out why a child’s behavior or
abilities have changed when symptoms finally appear.

Often what is really a brain injury is diagnosed as a behavioral or learning problem. Thus,
the “silent epidemic” includes thousands of undiagnosed brain injuries.

Brain injury is also “silent” because most children with brain injuries look “normal”. Some difficulties may not
become apparent until the student reaches a developmental stage requiring more complex abilities. It is then
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that impairments from an earlier brain injury become evident. This may occur with new learning or when higher
level executive functioning is required. As a child tries to learn new and more complex information in school, or
make complicated and important moral decisions, difficulties may appear over time, even years after the injury.
Previously, individuals with brain injuries often did not survive. The advent of new medical technologies has
greatly increased survival rates. Increasingly, even children with severe brain injuries eventually return home
and go to school. By better understanding their needs, educators can help them improve not only their learning,
but also their social and emotional functioning. The ability of educators and other professionals to identify,
assess and educate these students has a critical impact upon their lives.

It is likely that most educators will encounter students with brain injuries at some time. The educational system
is responsible for identifying, assessing, and teaching students with brain injuries. Because no two students
with brain injuries present the same profile, they are a challenge for everyone involved. By helping these
students to use their strengths, compensate for their weaknesses, and develop new skills, educators can enhance
their independence and productivity. Even though these students are unique, some aspects of the educational
planning and strategies discussed in this guide are applicable to other students with special needs.

Epidemiology

Traumatic Brain Injury

According to the Centers for Disease Control and Prevention (CDC), an estimated 5.3 million Americans, a
little more than 2% of the US population, currently live with disabilities resulting from traumatic brain injuries.
Brain injury occurs every 23 seconds and sends more than one million individuals to the hospital each year.
Additional statistics about traumatic brain injury can be found in the final section of this guide.

Acquired Brain Injury
The incidence and prevalence of various types of acquired brain injuries that may be seen in children are as
follows:

Tumors

Brain tumors of the central nervous system account for nearly 20% of pediatric cancers. This is much higher
than in adults, where they constitute only 1% to 2% of new cancers. No pattern of inheritance is found in most
cases. Survival rates depend on the type of tumor and its location.

The survival of children with brain tumors has increased with the advent of improved imaging that provides
earlier and more precise diagnosis and location of a tumor, new surgical techniques such as stereotactic
surgery, and new chemotherapy agents, and radiation protocols. The fact that children are living longer after the
diagnosis of a brain tumor also results in more children with acquired neurocognitive and behavioral deficits as
the result of the tumor and/or treatment.

Encephalitis

Encephalitis is an inflammation of the brain and spinal cord usually caused by viral infection that presents as
diffuse and/or focal neuropsychological dysfunction. In the US, determining the true incidence is impossible
because reporting policies are neither standardized nor rigorously enforced. Several thousand cases of viral
encephalitis are reported yearly to the CDC. This is probably a fraction of the actual number of cases.

Lead poisoning

According to the CDC, approximately 310,000 children living ages 1-5 years in the US have lead levels in their
-4-



blood that are high enough to cause irreversible damage to their health. Even low lead levels are harmful and
associated with decreased intelligence, impaired neurobehavioral development, decreased stature and growth,
and impaired hearing acuity.

Stroke

Stroke is more rare in children than older adults. However, certain groups of children are at risk. Approximately
one quarter of all children with sickle cell anemia will have a stroke. Sickle cell disease affects one of every 500
African American newborns. There are approximately 72,000 persons with sickle cell disease in the US.

Severity of traumatic brain injury

Traumatic brain injuries are characterized as mild, moderate, and severe. Although definitions vary, the
following guidelines describe these terms which are often used in medical reports.

Mild brain injury:
Brief (less than 1 hour) or no loss of consciousness (LOC)
Possible symptoms of a concussion

Moderate brain injury:
Coma lasting more than 1 hour but less than 24 hours
Neurological evaluation finds evidence of brain trauma
Possible positive findings on CT scan or EEG

Severe brain injury:
Coma lasting more than 24 hours

Rating scales used with brain injury

The Glasgow Coma Scale and the Rancho Los Amigos Scale of Cognitive Functioning are two scales
commonly used to assess a patient’s responses and functioning levels. These scales are typically used to assess
traumatic brain injury, but have been applied in other types of acquired brain injuries. Both of these are
widely used and referred to in many reports.

The Glasgow Coma Scale assesses the severity of injury within the first 24 hours after a brain injury. It develops
a score by testing eye, motor, and verbal responses. Scores range from 1 to 15. Individuals with scores of 9

or above are not considered to be in a coma state. This scale is also used to determine changes in the patient’s
status during the acute phase. The complete scale is included in the back section of this guide. There is an
adapted scale for children below 4 years of age and another for those 4 years and older.

The Rancho Los Amigos Scale of Cognitive Functioning is used during rehabilitation to categorize recovery of
cognitive and behavioral functioning. This scale is valuable in planning treatment programs and determining

progress. The Rancho Los Amigos Scale is also in the back section of this guide to help educators understand
rehabilitation records of students as they return to school.

Mild brain injury

Mild brain injuries occur much more often than moderate or severe injuries, and these students are more likely
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to be placed in a less restrictive environment such as the general education classroom. Sometimes children who
sustain more severe injuries are not able to return to their original schools.

Neurophysiological tests can confirm organic brain damage when there is a moderate or severe brain injury.
This helps identify those students. However, when the injury is a “mild” one (also referred to as a mild brain
injury or concussion), there is often no such identification. There is usually no hospitalization, and, if any
neurological testing was done, the results are often negative. The student and family are often told that there is
“no problem” and there is no reason for further testing.

A mild brain injury is defined as a brain injury in which there is brief loss of consciousness
of less than one hour or none at all. This definition varies among professionals, but the
commonality is no experience of coma.

Many children have blows to the head in the course of their normal play and development. While the majority
of these do not result in any lasting effects, there is evidence that a mild concussion can result in cognitive and
behavioral changes. The persistence of cognitive and physical complaints and sometimes, behavioral changes, is
a direct consequence of organic brain damage despite the mild degree of injury.

In most cases, students are told to rest, take medication for headaches, and return to school within a few
days. Upon returning to school, students may not complain of any cognitive changes. However, they may
have decreased school performance and increased behavioral problems that did not exist prior to the injury.
The student may complain of headaches, dizziness, problems with processing language, memory problems,
concentration difficulties, and poor judgment after a concussion. These can affect classroom work and
relationships.

Recovery or progress after a mild brain injury can be hindered by preexisting conditions
that include: learning disabilities, personality disorders, substance abuse, impulsivity, and
attention deficit disorders. These conditions are likely to alter outcomes for a student with
any degree of brain injury.

The teacher is often the first person to notice changes in a student that may be the result of a mild brain injury.
The next critical step is to communicate this information to the family and support systems within the school.
The family can then begin retracing events that led to these changes.

Anatomy of the Brain

Some general knowledge about the anatomy of the brain can enhance understanding of the student’s behavior
and challenges as they relate to the site of injury. Each area of the brain has specific functions, although many
areas overlap. The following chart provides a summary of primary areas of the brain and how each affects
cognitive, behavioral, and motor abilities.



Region

Functions

Brain stem
Cerebellum

Mid brain

Posterior
Anterior

Left hemisphere
Right hemisphere
Occipital

Parietal
Temporal

Frontal

RIGHT CEREBRAL HEMISPHERE

LEFT CEREBRAL HEMISPHERE

Autonomic body functions

Coordination and memory for over learned motor tasks

Transfer of information between brain regions, movement, basic drives including arousal,
motivation, growth, hunger,thirst, emotional reaction, aggression, and sexual response
Receptive abilities

Expressive abilities

Verbal abilities, sequential reasoning, detail problem solving

Visual spatial abilities, understanding the overall gestalt

Visual disturbances

Visual — spatial, sensory perception, awareness of deficits

Auditory perception, memory and learning, receptive language and receptive nonverbal auditory
input, behavior

Expression, attention, organization, planning, cognitive flexibility, the ability to profit from
feedback, and regulation of behavior

PARIETAL LOBE

Intellect
Thought
Reasoning

FRONTAL LOBE
Thought
Reasoning
Behavior
Memory

Movement

OCCIPITAL

Smell

CEREBELLUM

BRAIN STEM

This diagram reprinted with permission from Acute Brain Injury: A Guide for Family and Friends The University of lowa 2000



What happens after a brain injury?

The path of treatment and rehabilitation for a student with a moderate to severe brain injury usually begins with
the emergency department and often moves to inpatient care at a local hospital or trauma center. This may be
followed by transfer to an inpatient rehabilitation hospital and then to outpatient rehabilitation when the student
finally returns home. A typical day in the rehabilitation hospital includes cognitive, speech/language, physical,
and occupational therapies, plus psychosocial support services.

Some inpatient rehabilitation programs have a hospital-based school program with a special education teacher.
This is sometimes the first academic experience that the student has following a brain injury and it serves as a
baseline for cognitive and academic functioning. In many cases, especially with mild brain injury, the student
returns home from the hospital, or is never admitted at all, and goes back to school without any rehabilitation.

For those students who have been hospitalized and are now living at home again, rehabilitation therapies may
still be needed. Just when the student needs to take it easy, there are multiple demands to catch up in school, do
homework, and attend out-patient therapies or do a home therapy program. These students can end up having a
longer day with greater demands than they did prior to their injury!

Brain injury is complex and unique. The road to recovery is a long process. The initial
return to school is just the beginning. Educators are critical players and resources on this
journey as it continues over time.

With rehabilitation and the support of family, friends and the community, many students with brain injuries are
able to resume pre-injury activities. Recovery may take weeks, months, or years. Often recovery is slow and
incomplete. Factors that affect recovery are:

* age when injured

* time lapsed since the injury

* length of coma, if any, and presence of post traumatic amnesia

» personality characteristics prior to injury

« intellectual and functional levels prior to injury

* cause, location, and severity of injury

* support systems

* environment and treatment since the injury

* overall medical health



Chapter 2
Consequences of Brain Injury

A brain injury has many effects on the physical, cognitive, and psychosocial well-being of a student. Many of
these overlap and affect school performance. The following are some common changes following a brain injury.

Physical changes

Brain injury frequently affects sensory-motor functioning, which can significantly alter school performance.
While vision and hearing normally are evaluated during rehabilitation care, it is important to reassess both
during the first year post injury. Also, since many children return home directly from the hospital and do not
enter rehabilitation programs, or are not hospitalized at all, these conditions may not be identified until
difficulties appear in school. Early identification of these problems is important as the child returns to school.
Some of the more commonly found sensory-motor difficulties are:

Vision
* Nerve damage (partial/total loss)
* Field cuts
* Double vision

Hearing
» Nerve damage (partial/total loss)
* Middle and inner ear damage
* Conductive and sensory-neural or mixed hearing loss.

Increased fatigue

Fatigue greatly affects the length of school day that the student is able to handle when returning to school.
Accommodations are often necessary, such as scheduling heavier content courses during the morning or at a
time that best suits the student’s tolerance level. Other helpful changes are a shorter school day, or a rest period
or nap.

Headaches

These are very common during the first year following an injury. They are generally treated with over-the-
counter medications and monitored by a doctor for possible neurological changes. Intermittent dizziness may
accompany headaches.

Seizures

Seizures occur more often just after the initial injury and during early stages of hospitalization. If seizures
occur, prophylactic anti-seizure medications are given. After a child is seizure free, these medications often are
discontinued because of side effects that slow cognitive processing. As with other students with seizures from
other causes, anti-convulsant medication can affect concentration and cognition.

Motor deficits

Common problems after a brain injury include poor muscle coordination, unilateral or bilateral weakness or
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paralysis, spasticity, involuntary movement, and apraxia (impaired ability to carry out goal directed acts in the
absence of paralysis or paresis).

Cognitive issues

Cognitive changes are common in students following brain injuries. They can profoundly affect educational and
social functioning. Even a student with a mild brain injury, who did not lose consciousness and had negative
findings on an EEG and/or CT scan, may complain of decreased memory, word-finding difficulties and slowed
processing.

Attention and concentration

Impairments in sustaining attention and concentration are among the most common changes in cognitive
functioning. They range from the inability to attend to a specific task for more than a few minutes to more
prolonged difficulties, such as concentrating during a lecture. These problems disrupt academic functioning
and may warrant individualized teaching and/or “cognitive breaks” during the day. If attention and/or
concentration difficulties existed before the injury, they are likely to be more pronounced after the injury.

Communication skills

Communication deficits involve problems with both receptive and expressive language skills. Reducing the
amount of information given, altering the complexity of information, and slowing the rate of presentation helps
a student overcome these weaknesses. Expressive language difficulties are often demonstrated in weak
organization of thought, difficulty staying on topic, and finding the right word to use on command. Written
language reflects all these deficits and is often weaker than pre-injury levels.

Rate of processing information

When the rate of processing visual and/or auditory information is reduced, the student is able to grasp only part
of what has been presented. This affects all aspects of processing information whether it involves listening to a
teacher, watching a slide show, or interacting with peers. The result is often misunderstanding, confusion, and
subsequent inappropriate comments by the student.

Organization

Problems with organization interfere with the ability to learn and remember information. Students may have
difficulty organizing their homework and managing time.

Memory

Memory loss is very common. Mild brain injuries can result in short-term memory deficits, while moderate and
severe injuries can cause both short-term and long-term memory deficits. Memory is often decreased after a
brain injury since attention, concentration and organizational skills are usually affected. This results in difficulty
learning new material, retaining it, and being able to retrieve information upon command. For example, a
student may need many repetitions of material before grasping a concept, forget the information a day later,

or not be able to recall information spontaneously. Yet this student may still demonstrate knowledge of the
material on a multiple choice test.

In addition to cognitive deficits that directly affect academic performance, brain injuries can also alter
behavioral and emotional functioning in the classroom. The most frequent behaviors that can impact academic
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functioning are irritability, hostility, aggression, disinhibition (decreased emotional control such as sudden
crying), poor insight into problems, apathy, depression, poor judgment, and mood swings. Neurophysiological
damage can also interfere with sleep, which further affects the ability to function in the classroom.

Executive functioning

Executive functioning affects a student’s ability to work in a systematic and orderly manner. Difficulties in
executive functioning result in impaired reasoning, abstract thinking, problem solving, and simultaneous
processing (for example, listening and taking notes at the same time). It also affects the ability to set goals,
self-monitor, initiate, plan, and shift ideas to find alternative solutions to a problem, or shift to a different
subject, book, etc.

These executive functions develop at a greater rate in early adolescence (ages 12 and up), progressing through
high school. The full impact of a student’s brain injury, and ensuing problems with executive functioning, may
not become evident until junior high or high school as the curriculum becomes less teacher driven and more
conceptual.

Psychosocial issues

A student with a brain injury can have psychosocial difficulties for many reasons. The student may have
unresolved fears and resentment about the injury. The part of the brain that influences emotional functioning
may have been damaged. The student may feel insecure, isolated and different from peers. These issues may
appear in the following ways:

Behaviors

Behavioral and personality changes often present the greatest challenges for the student after a brain injury.
These changes are seen not only in moderate and severe injuries, but also in mild ones. If a student had any
preexisting psychological or emotional problems, it is likely that a brain injury will exacerbate those problems.
The same is true for those students with a previous psychiatric history. Special attention and support is crucial
during recovery, treatment, and school reentry for these students. Psychosocial effects of brain injury can be the
result of:

* brain damage

« emotional difficulties prior to the injury

* changes in intelligence

* cognitive changes leading to behavioral, social and emotional reactions

 emotional trauma

* loss of family or friends in the incident which caused the injury

Psychotherapeutic approaches for students with brain injuries differ from approaches used with other students.
Effective approaches depend upon the student’s age, severity of the brain injury, and pre-injury personality
traits. The cognitive issues affecting the student in school can affect how counseling is provided. Students with
brain injuries may require different therapeutic techniques because of these impairments.

When the brain injury causes changes in behaviors, a behavioral psychologist may create a behavioral
management program to be consistently used by everyone involved with the student. Rather than attempting to
reward or punish behavior after it has occurred, a more effective strategy is to identify the precipitating event
or cause of the behavior. It is more productive to focus on managing the antecedents to the behavior when a
student has a brain injury, instead of focusing on the consequences.
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For example, the student who is constantly turning in incomplete or inaccurate homework may be working in
an environment that is too distracting, thus reducing concentration. By setting up a quiet study environment,
distractions lessen and concentration increases, thus resulting in complete and more accurate work with lower
frustration.

Influence of age of injury on behavior

The age of the student when injured has a profound effect on behaviors. Preschool and primary aged students
are likely to show characteristics of an attention deficit disorder with hyperactivity, distractibility, impulsivity,
and a short attention span accompanied by acting out behaviors. By contrast, some students may experience
lethargy, an effect that could be described as decreased emotions.

Middle and high school aged sudents are likely to have acting out behaviors such as agitation, hostility, and
disinhibition. All these can lead to substance abuse, inappropriate sexual conduct, delinquency, and involvement
with the law enforcement system.

Preschool years

Preschoolers with brain injuries often are not reported to educational systems. Consequently, many do not
receive special education services. It is very difficult to determine whether a short attention span is the result
of a brain injury or whether the child has Attention Deficit Hyperactivity Disorder, or neither of the two. Better
programming can be developed when schools have updated medical information that includes falls or other
accidents, as well as conditions such as seizure disorders and tumors. Unfortunately, many falls, accidents, and
cases of abuse go unreported. It is critical that team members have as much information about the student’s
history as possible. When combined with the teachers’ observations (either through a HeadStart or other
preschool program) about the child’s cognitive, communication, motor, social, and emotional functioning, a
program suited to the individual needs of the child can be developed.

Predicting success for preschoolers with brain injuries is different from predicting success with adolescents,
or even with older elementary school age children. Preschoolers have no history of cognitive functioning as
a baseline. They often do not have any motor or speech problems and look fine. Academic problems may not
appear until higher level cognitive skills, such as abstract thinking, are required during later years in school.
Social skills may also be problematic and caused by injuries during these early years.

Elementary school years

A brain injury during these years generally requires interventions in school to help these students learn. Because
of their age, higher order cognitive skills such as abstract reasoning have not been developed and difficulties
may show up later. These students respond better than older students to using strategies, even though the
learning process is disrupted. The reason seems fairly clear; these students do not need time to adjust to a new
way of learning. Their learning pattern is not yet reinforced, so adapting to a different way becomes easier.

Later school years

Adolescents have the hardest time adjusting to a different self and a different way of learning. Their identities
are so very important at this stage, but a brain injury leaves them not knowing who they are and what they
can do. Often, adolescents become isolated from peers and family, neither of whom may fully understand the
turmoil that the student has to deal with every day in school. Change in academic levels, modified schedules,
and changes in future goals are all part of this emotional turmoil. These students can be helped through
counseling and by explanations to peers. When peers understand how and why the student has changed,

they can learn how to adjust and how to help.
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Influence of peers on behavior

Loss of friends and peers is common among students with brain injuries, although the timing varies. Friends
tend to pay hospital visits at the beginning, but these visits become less frequent as time elapses. If members
of the peer group were involved in the incident that led to the student’s brain injury, feelings of guilt can affect
ongoing contact with their friend and the family.

Peers and teachers sometimes interpret the student’s return to school as a sign that recovery is complete. In
many cases, the effects of a brain injury are life long and recovery is never complete. Peers often overlook
changes in course load or other modifications and only see that their friend is back in school taking the same
courses, and so assume there are no problems. Such feelings reflect a lack of understanding and are not meant to
be hurtful; however, hurt feelings can surface quickly. It is helpful when peer groups come to understand what
their friend has undergone, what changes have occurred and, most significantly, how they can best support the
student.

Students with brain injuries often have difficulty following conversations, particularly in a busy room and/
or when the conversation is moving at too fast a pace. The student’s confusion may lead to inappropriate
comments and responses. Peers may now view their friend as “different” and not understand why this is
happening. Unfortunately, this often leads to increased isolation. A social skills group with a focus on
conversational skills serves as both a support group and a place to practice conversational skills in a less
intimidating environment.

The extent of behavioral changes following a brain injury varies and is affected by:

* type and amount of support available from the school, family, and friends
* student’s interest in improving

* nature of peer interaction

* student’s abilities to self-monitor

* social skills

* insight into the injury.

Impact on Families

Many families describe the experience of brain injury as a “living nightmare” during the early stages of
hospitalization. Having seen their child in a coma and fearing that their child might not survive, the initial
physical recovery of many children truly seems “miraculous” to many parents. However, as children return to
school, parents become aware that the physical recovery can be deceptive. Changes in learning now become the
main concern.

Relief over leaving the hospital now changes into uncertainty about the child’s future. Most families have no
prior experience with special education prior to a child’s brain injury. They now enter a new world of terms,
staff, meetings, regulations and procedures that are confusing at best, and frustrating at their worst. Educators
can help by guiding families through this process and involving them whenever possible. Most of all, educators
can help by listening to families. After all, they still know their child best - before and after the injury. They are
valuable and critical participants of the educational team.
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Chapter 3
School Re-Entry

Is this student ready to return to school? That is the question asked by educators and parents if the student

has been out of school for medical and rehabilitation treatment. Results from assessments performed by
rehabilitation and educational teams help determine what services the student will need upon discharge from the
hospital.

Neuropsychological evaluation

A neuropsychological evaluation is administered by a neuropsychologist. This is a doctoral level psychologist
with extensive training in brain-behavior relationships. The evaluation is usually performed during the child’s
inpatient or outpatient rehabilitation. Many areas of cognitive functioning are assessed including:

* perception and motor skills

« attention and concentration

« rate of information processing

« intellectual and academic functioning

* memory (short and long term)

» communication skills

* styles of learning new information

* organizational skills

* problem solving abilities

* executive functioning

* social skills and emotional functioning

The examination is lengthy because there are many areas to assess. It differs from standard psychological
evaluations, not so much in content, but rather in the degree to which each area is assessed. This group of

tests is essential for defining the cognitive strengths and weaknesses of the student. It is crucial for planning
cognitive and educational programming. At present, educational systems typically outsource this evaluation due
to the specialized expertise and time required.

The results from an initial neuropsychological evaluation are important for determining the student’s academic
program soon after the injury. They cannot predict or determine the student’s academic and social performance
in future years when developmental maturation may bring new cognitive challenges. It is important for students
to be reassessed as they recover from their brain injuries, and also as they move from one developmental stage
to another.

It is not unusual for initial intelligence scores to be depressed. They are generally useful
as baseline data. Improvement in intellectual functioning often occurs during recovery
from the brain injury and with cognitive rehabilitation.

Educational evaluation

Educational evaluations are often not administered until a student returns to school, unless they were completed
in a rehabilitation setting by independent examiners. There are no specific educational tests for students with
brain injuries. For this reason, results should be used with caution.

Educational evaluations and academic level testing are reflective of what a student has learned, but may not
reflect the student’s ability to learn new information. Results may not reflect the student’s actual performance
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in the classroom where there is greater stimulation, distraction, need for recall, and new learning with demands
for increased processing speed. All these cognitive areas are critical to learning, yet educational evaluations
frequently do not provide this information. The educational evaluations do provide a baseline level of academic
skills for initial interventions.

Before planning a program, the educational specialist needs to incorporate the results of the neuropsychological
evaluations with any other discipline specific testing. It is important, not only to define initial academic skill
levels, but also to determine how the learning process is affected by the student’s cognitive functioning.
Assessment of cognitive strengths and limitations and determination of needed compensatory strategies is as
valuable as determining the specific grade/age level of academic skills.

Cognitive rehabilitation

Cognitive rehabilitation is often recommended to improve a student’s performance in the classroom. The field
of cognitive rehabilitation encompasses many different professionals who share expertise in working with
neurological issues. Cognitive rehabilitation focuses on retraining the thinking processes that are affected

by a brain injury. These are the very thinking skills that are required for a student to function and succeed in
school. It is likely that learning abilities will be different and less efficient than prior to the injury. For some
students with brain injuries, skills are permanently damaged and require a compensatory, rather than remedial,
approach.

Cognitive rehabilitation may be provided in an individual or group format that simulates a classroom
environment. Strategies are designed to help develop the following skills:
focusing on a task
egenerating ideas
sproblem solving and decision making
forming opinions
scategorizing and understanding concepts
*making and testing predictions
srecognizing how new information relates to old information
earranging information in sequential order
sstrengthening recall of information
sprocessing and interpreting information

During cognitive rehabilitation, it is beneficial for the student to receive academic instruction as well.
Depending on the needs of the student and the setting, academic instruction can be provided either at the
cognitive rehabilitation facility, in the student’s home, or in the regular school setting.

Home instruction

Home instruction typically begins during the hospital stay, once medical issues have been stabilized and the
student has a sufficient energy level for academic work. By monitoring the student’s tolerance, time allowed for
instruction (typically five hours per week for non-classified students) can be best utilized. This is a

good time to begin the process of evaluation to determine eligibility for special educational services. Even if the
student is not ready for formal school re-entry, once found eligible for special education, the student can then
receive the maximum ten hours per week of home instruction.

A student with a brain injury often returns to school part-time with a gradual increase in hours until a full-time
schedule can be maintained with appropriate services. Given this part-time schedule, a home instructor may
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be part of the academic team. It is important for the home instructor to understand the needs of the student, the
impact of the brain injury, strengths and weaknesses, and compensatory strategies. With proper preparation, the
home instructor becomes the person who communicates with other school personnel about effective strategies,
processing issues, and learning needs for this student.

Special services or accommodations in school

One of the most important decisions that families and healthcare and education professionals face is whether the
student is ready to return to school. Factors to consider for this return include changes in:

*medical stability

senergy level

sattention and concentration

smemory

eorganizational abilities

eability to handle stimulation of a small group or classroom

In actual practice, the timing for a child’s return to school is affected by considerations other than these
readiness factors. The current healthcare environment includes shorter stays in acute care hospitals and
rehabilitation programs. There is often limited access through health or car insurance funding for necessary
therapies. For both reasons, children may well return to school needing to continue their rehabilitation. Based
on the student’s functional abilities and limitations, it is a good idea to explore eligibility for special education
and related services or other accommodations prior to a student’s return to school.

Creativity at school can make the difference between a child’s success or failure in school. The ongoing
changes in the student’s brain require flexible programs. The confines of the general education system may
unduly limit the scope of services that are available. Differing degrees of supports and academic assistance may
be available through either the federal Individuals with Disabilities Education Act (IDEA) and/or Section 504 of
the federal Rehabilitation Act of 1973.

Section 504 Plan
The language of Section 504 is similar to the Americans with Disabilities Act; it bars discrimination against

children and adults with disabilities by all recipients of federal funds (including public schools and private
schools).

Disability is defined by Section 504 as a mental or physical impairment which substantially
limits one or more “major life activities” including walking, seeing, hearing, speaking,
breathing, learning, working and caring for oneself.

Section 504 provides for “reasonable accommodations” which are typically provided within general educational
programs. The written document detailing needed accommodations is referred to as a Section 504 plan.

IDEA

IDEA refers to the federal Individuals with Disabilities Education Act, reauthorized in 2004. This law
provides for a free and appropriate education for all students from birth through age 21 in the least restrictive
environment.

Traumatic brain injury (TBI) has been listed as a separate handicapping condition under federal law since 1990.
Not all states have included TBI as a unique classification. New Jersey, for example, has included a separate
TBI category as the basis for eligibility for special education and related services only since 1998. According
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to the New Jersey Department of Education, Special Education Administrative Code, Title 6A:14-3.5, the New
Jersey definition of TBI is as follows:

“Traumatic brain injury”... means an acquired injury to the brain caused by an
external physical force or insult to the brain, resulting in total or partial functional
disability or psychosocial impairment, or both. The term applies to open or closed
head injuries resulting in impairments in one or more areas, such as cognition;
language,; memory, attention, reasoning; abstract thinking, judgment, problem
solving; sensory; perceptual and motor abilities; psychosocial behavior, physical
functions; information processing; and speech.”

This definition can be interpreted to exclude acquired brain injuries that are the result of a medical condition
such as encephalitis, aneurysm, anoxia, stroke, metabolic disorders, meningitis, or brain tumors. Children with
any of these acquired brain injuries may, if appropriate, be found eligible for services under IDEA based on the
category of “other health impaired.”

If a student with a brain injury can handle a grade-level curriculum only with accommodations in the classroom,
the development of a Section 504 plan may be appropriate, with the necessary accommodations listed. If grade-
level curriculum cannot be handled even with accommodations, the student should be evaluated for eligibility
under IDEA.

ALERT! Because of how the brain develops, difficulties may appear as the student
becomes older and more abstract thinking and organization are required. Ongoing
monitoring is strongly recommended to identify any ‘late effects’ even if the student
initially appears to have no major weaknesses after the brain injury.
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Some differences between Section 504 and IDEA

Accommodations in a Section 504 Plan

Common Questions IDEA Section 504

Purpose To provide a free, appropriate To provide people with disabilities, to the
public education (FAPE) in the | maximum extent possible, the opportunity to be
least restrictive environment fully integrated into mainstream American life.

Scope Applies to all public schools (and | Applies to any program or activity that receives
charter schools) federal financial assistance

Protection Children and youth from birth Any person, child or adult, who (1) has a physical
through high school graduation or mental impairment that substantially limits one
who fall within one or more or more major life activities, (2) has a record of
of the specific categories such an impairment, or (3) is regarded as having
of qualifying conditions — such an impairment — Individuals with brain
Traumatic Brain Injury (TBI) is | injury are protected in and out of school
included as a category

Legal Procedures for ensuring Procedures for ensuring enforcement are
enforcement are specified specified under federal 504 and Americans with
under the federal Individuals Disabilities Act regulations.
with Disabilities Education
Improvement Act regulations

Eligibility Requires that a child’s disability | Not all students who are eligible for Section 504
affects his/her educational are also eligible for IDEA
performance - All students who
are eligible under IDEA are also
eligible for Section 504

Evaluation Requires that a child be Evaluation draws on information from a variety
comprehensively evaluated by a | of sources and is documented
multidisciplinary team

Resulting Requires an Individualized Does not require an IEP, but does require a

Document Education Program (IEP) written plan

Annual IEP must be reviewed once a 504 plan must be reviewed periodically, but it

Review year at minimum is up to the educational agency or institution to

establish procedures for review

Reevaluation Required every three years or Required before significant change in placement
more frequently if needed, or for school-aged children — Post-secondary
at request of the parent, but not | education requirements vary from school to
more than once a year, unless the | school
district and parent agree

Many types of accommodations can be provided depending on the needs of the student. Accommodations
commonly provided in a Section 504 Plan are listed below:

Test-taking accommodations include...
* extra time for tests
* dictating responses
« taking tests in a quiet setting
* having directions read, repeated or re-worded
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Classroom environment accommodations include...
* preferential seating
« use of an FM system (headphones that directly link the teacher to the child and screen out
extraneous noise)
* note-taker

Equipment access accommodations include...
» calculator
* laptop computer
* tape recorder

Assignment accommodations include...
* shortened class work
* shortened homework tasks
« enlarged print

Accommodations may also be made for behavior management and other areas, again depending on the needs of
the student.

Appropriate classification for students with brain injuries

If classification is indicated, students with traumatic brain injuries should be classified under the category of
“traumatic brain injury” whenever possible. Even when there are multiple handicapping conditions secondary
to the brain injury, it is important that TBI be listed as one of the handicapping conditions. Those who have
acquired brain injuries from brain tumors, brain infections, anoxia and strokes may be best classified under
“other health impaired”. Despite having a distinct TBI classification, some districts erroneously classify

the student with a brain injury under “specific learning disability”, “cognitive impairment” or “emotional
disturbance”.

Alternate classifications are ill advised as students with brain injuries often have learning needs that are unique
and require special programming. Further, classifying such students on the basis of their brain injuries helps
ensure that statistics on the incidence of TBI are accurate. This leads to more appropriate funding, research, and
the ability to determine the effectiveness of school programs. If erroneously classified under another category,
the magnitude of this population and its needs are underestimated.

Unlike other educationally handicapping conditions that are developmental and of lifelong duration, the status
and needs of students with brain injuries often change, requiring specialized and flexible programming. The
pattern of recovery is a process that may be extended and unpredictable.

Students with brain injuries may remember how they functioned and learned prior to their injuries. This can
lead to depression, anger and frustration over their changed abilities. Their previous learning styles and work
habits may no longer be effective and can interfere with the student’s willingness and abilities to learn new
strategies. Furthermore, these students are often characterized by greater inconsistencies in their learning
profiles in comparison to students with other educationally handicapping conditions.

Indeed, it is good practice for school districts to include questions regarding any history of brain injury, loss of
consciousness, or falls when:

* conducting routine preschool and kindergarten screening

* screening referrals to Child Study Teams, and

* updating student health records

By asking these questions, the etiology for learning problems may be better understood. Gathering this
information helps differentiate between the needs of students with learning disabilities and those with brain
injuries.
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Similarities and differences among students

Students with brain injuries share common characteristics with students having other handicapping conditions.
Students with brain injuries may appear similar to students with learning disabilities in school since they are
experiencing learning problems. However, it is their differences that set them apart.

What is the difference between brain injuries and specific learning disabilities?

A student with a brain injury may have a prior knowledge base that is still intact following a brain injury,
however their ability to learn new information may be impacted. Unlike a child with a specific learning
disability, they need to adjust to a new way to learn.

For teachers to work with students with brain injuries, it is critical that the differences between them and
students with specific learning disabilities be clarified. The following highlights some of these similarities and
differences:

Similarities

Students with brain injuries and students with specific learning disabilities may both exhibit...
* reduced attention span, distractibility, impulsivity
* low frustration tolerance
» weak organizational skills
* overwhelmed reaction to too much information
* inappropriate social judgment
* problem with integration skills
* slow processing of information
* deficits in problem solving and abstract thinking
» reduced performance relative to abilities

Differences

Compared to students with specific learning disabilities, students with brain injuries may have...
* greater variation in performance levels
* wider gap in abilities
* adjustment to learning with a different style than prior to injury
» more difficulty with new learning; old facts more often retained
» more pronounced memory deficits
* adjustment to a new and different self from pre-morbid self
* greater success learning prior to brain injury
» altered social contacts, loss of friends
* exaggerated inconsistent performance
* reduced self-control
* wide range of inappropriate behaviors
* lack of insight into problem

How do students with brain injuries differ from those with cognitive impairments? (formerly referred to
as mental retardation)

A person with a brain injury may demonstrate problems that suggest reduced cognitive functioning. For some,
scores on formal intelligence tests fall within the mentally handicapped range. The classification of students
with brain injury should not be based soley upon an IQ score, which may be depressed.

The IQ score is not representative of the student’s actual learning potential after a
brain injury.
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Similarities

Students with brain injuries and students with cognitive impairments may both exhibit...
* problem solving difficulties
 weak abstract reasoning
* reduced judgment
* overwhelmed reaction to too much information

Differences

Compared to students with cognitive impairments, students with brain injuries have...
* inconsistent learning rate
* no previous history of special education
* need to adjust to changed sense of “self” by student, family, and peers
* more inconsistent behavior

How do students with brain injuries differ from students with emotional disturbances?

Students with brain injuries may have attention, impulse control, and cognitive difficulties that affect their
behavior and emotional stability, but the cause is primarily organic. This may or may not be the case with
students classified as emotionally disturbed. While some of their behaviors may appear similar, responses to
interventions often differ. For example, injury to the frontal lobe may result in poor ability to respond to reward
and punishment systems.

Similarities

Students with brain injuries and students with emotional disturbances may both exhibit...
* reduced self-control
« difficulties regulating mood

Differences

Compared to students with emotional disturbances, students with brain injuries have...
* over-sensitivity to change
* over-sensitivity to sensory stimuli such as noise, movement, temperature, light
* limited or lack of awareness of deficits
* poor recognition of cause and effect relationships
» more impulsivity, confusion and/or disinhibition
* less responsiveness to rewards and punishments

Least Restrictive Enviroment

There is no one specific placement that is appropriate for all students with brain injuries. The goal is for
the student to participate in the least restrictive environment (LRE) that will enhance abilities and address
difficulties or disabilities. Initially it may be beneficial to provide more intense support to minimize
academic or social problems, or physical fatigue.

There are different philosophies on this issue. Some feel that every effort should be made to have the student
enter the same program as prior to the injury and then add services as needs become evident. Others feel that
providing a more intense level of service initially gives a greater “safety net” that can be reduced later as the
student improves.

You may copy pages 22-23 to use with a student by checking characteristics that apply. By doing this at regular
intervals, you can track the student’s progress and identify new difficulties. This information can be very useful
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for IEP meetings, problem solving and developing educational strategies.

The following checklists include factors to consider for determining appropriate support and accomodations for
the student with a brain injury (check items that apply).

Student name *Date

Health-related issues

[ ] medical equipment

[ ] safety precautions

[ ] s