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Abstract

Referred to as a “silent epidemic,” traumatic brain injuries (TBI) are disruptions in normal brain functions caused
by an external force to the head (Center for Disease Control, 2017). Ranging from mild to severe in nature, TBI’s
can result in physical, cognitive, emotional, social, personality, adaptive, and behavioral changes in an individual.
These devastating symptoms render individuals with TBI’s disproportionately likely to become involved in the
criminal justice system. Once arrested, the symptoms of TBI make it difficult to make important legal decisions,
stand trial, and meet the conditions of probation, which results in an elevated risk for rearrests relative to those
individuals without a TBI. Despite these difficulties, probation officers have the potential to help improve outcomes
for clients with TBI. In particular, these professionals can help ensure that clients with TBI are referred to proper
assessment and diagnosis, individualized supervision that accounts for their strengths and weaknesses, and receive
appropriate treatment and medical assistance. As such, this article is intended to raise awareness of the challenges
of TBI in a probation setting and offer tips, strategies, and solutions for probation officers working with this clientele.
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Introduction

Traumatic-brain injury (TBI): An overview
With a high incidence rate and often undiagnosed, traumatic brain

injuries (TBI) have been referred to as a “silent epidemic” [1-7]. These
can be defined as a disruption in the normal function of the brain
caused by a bump, blow, jolt, or penetrating injury to the head by an
external force [1]. The frontal lobes of the brain are particularly
vulnerable to acceleration-deceleration forces resulting from the
abrupt head movement that occurs in motor vehicle accidents or falls,
causing diffuse axonal injury that can affect many brain structures [8].

The seriousness of a traumatic brain injury can range from mild to
severe and result in short-term to permanent alterations in brain
functioning. Such an injury can result in physical, cognitive, emotional,
social, personality, adaptive, and behavioral changes in an individual.
Traumatic brain injury risk has been linked to learning disorders, poor
judgment, impulsivity, socioeconomic status, and gender. Males are
twice as likely to suffer a traumatic brain injury as females [9].
Inaccurate diagnosis and co-occurring psychiatric and substance use
disorders often exacerbate the symptoms of TBI’s. A diagnosis of TBI
has forensic importance and many researchers warn that subjective
complaints in the mild TBI patients should not be treated as
insignificant [10].

Due these devastating symptoms, individuals with TBI’s are
disproportionately likely to become involved in the criminal justice

system [11]. In fact, prevalence rates are drastically higher than the
8.5% observed in the general population. Although prevalence rates of
TBI appear to vary by age, rates of 60% have been observed in adult
offenders [12] and 30% in juvenile offenders [13]. In their meta-
analysis, reported prevalence rates of 64% and 70% in male and female
offenders, respectively.

Once arrested, individuals with TBI often have trouble navigating
the criminal justice system. This includes a proneness to suggestibility,
confabulation, poor legal decisions like waiving legal rights, and false
confessions. During trials, defendants with TBI are often less equipped
to assist their lawyers with implementing a legal defense and may be
more likely to receive a harsher sentence or be wrongfully convicted of
a crime [5]. After conviction, individuals with TBI are more likely to
have continued involvement in the criminal justice system, including
an increase in rearrests relative to those individuals without a TBI.

Part of the reason for this elevated likelihood of recidivism may be
that individuals with TBI are not well equipped to meet the
requirements of community supervision (i.e., probation or parole)
[14]. For instance, a sentence of probation means that an individual
will be supervised in the community for a given time frame, rather
than incarcerated. This supervision is centered on an agreement that
the individual will meet certain requirements during their term of
probation. Not only is the individual required to report to their
probation officer at regular intervals, but the individual may be
required to receive psychological or substance use treatment, abstain
from the use of drugs, perform community service, avoid contact with
any victims, undergo electronic monitoring, maintain employment,
and pay restitution and legal fees. Unfortunately, these requirements
will likely be difficult to comply with for someone who suffers from
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many of the impairments that characterize TBI. For example, memory
impairments may make it difficult to show up on time for probation
and treatment appointments. Additionally, persons with a history of
TBI have higher recidivism rates due to impulsivity and anosognosia,
the inability to foresee the consequences of their actions [15]. As a
result, probationers with a history of TBI are 1.57 times more likely
than other offenders to be rearrested within 12 months [4].

Although there is a lack of resources in the areas of interventions,
preventative measures, and transition services for those with a TBI in
the criminal justice system [16], probation officers have the potential
to break this vicious cycle. While it is difficult to detect if someone has
suffered a traumatic brain injury, it is important to understand the
signs and symptoms, so a probationer may receive the appropriate
services and supports to be successful on probation and reintegrate
safely back into the community. Once recognized, these professionals
can help ensure that clients with TBI receive proper assessment,
individualized treatment plans, and seamless care during reintegration
into society [17]. Clients with TBI can benefit from supervision within
the Risk-Needs-Responsivity framework, where their individual risks
and needs are identified with a validated risk assessment tool and then
systematically addressed in a way that is responsive to their skills and
abilities [18]. This framework exists within an evidence-based platform
which has been shown to effectively reduce recidivism rates.
Furthermore, program fidelity is considered a necessary part of the
Risk-Needs-Responsivity framework of corrections [19]. Probation
officers should be continually trained and assessed on their effective
delivery of correctional programming. This could include the
incorporation and ongoing assessment of modeling, role plays, and
motivational interviewing techniques. Nonetheless, many probation
officers are unfamiliar with TBI and how to assist clients with this
issue. Training on the implementation of these skills and techniques
would help increase compliance and success for the probationer. As
such, this article is intended to raise awareness of the challenges of TBI
in probation settings and offer tips, strategies, and solutions for
probation officers working with this clientele.

Literature Review
The following are key points that are advised to take into

consideration when dealing with probationers who may potentially
have a traumatic brain injury.

Adaptive functioning
Individuals with TBI often suffer from impairments in adaptive

functioning. This ability requires a mix of social (e.g., communication)
and cognitive (e.g., attention and memory) skills. Individuals with
adaptive functioning limitations often have difficulty taking care of
themselves, complying with social responsibilities, and solving
problems and challenges that come up in everyday life [20,21].
Additionally, TBI may affect every day functioning in terms of mobility
and safe driving. Lifetime TBI is associated with 75% higher odds of
collision involvement due to cognitive and/or mood factors [22]. As a
result, individuals with TBI and adaptive functioning impairments are
not only characterized by poor educational and occupational
performance, but also present challenges on community supervision
[23]. In fact, many of these individuals may be ill equipped to fulfill
and maintain compliance with the conditions of probation. For
example, it is difficult for clients with TBI and adaptive functioning
impairments to follow simple directions and regularly show up on time
for appointments. To limit the harmful consequences of TBI, probation

officers should be aware of these potential issues and meet them with
patience and flexibility.

Co-occurring disorders
TBI can be comorbid with an array of mental health issues

including mood disorders, affective dysregulation, substance use, and
changes in personality. For example, disorders such as depression,
anxiety, and post-traumatic stress disorder (PTSD) are common
among individuals with TBI [17]. More than 40% of patients impacted
by TBI experience at least one recorded psychiatric diagnosis
compared with 20% of the non-TBI population [24]. Post traumatic
brain injury neuropsychiatric disorders, such as major depression and
anxiety disorders, are associated with long term decreased function
and quality of life, regardless of injury severity or time elapsed since
injury [25]. Further, self-harm and suicide rates are higher among
individuals with a TBI than in the general population. Persons with
traumatic brain injury also have a higher frequency of suicide
attempts, 8.1% versus 1.9% in the general population [26]. All these co-
occurring issues can complicate the supervision and treatment of
clients in the criminal justice system. When possible, these clients with
TBI should be placed on specialty caseloads that are supervised by
officers who have experience working with similar clients and
knowledge of mental health, co-occurring disorders, and available
resources. Probation officers should be aware of and trained on suicide
warning signs, risk factors, and interventions. If probation officers
determine that a probationer has any of these mental health issues,
they should attempt to gather more information to see if the client
suffers from symptoms associated with TBI and refer the client for
formal assessment and evaluation.

Suicide
Deficits associated with TBI have been linked to self-harm, suicidal

ideation, and suicidal behaviors in a review of 48 studies [27]. Simpson
and Tate report that 21 to 22% of individuals with TBI experience
suicidal ideation and 18% of the individuals with severe TBI go on to
attempt suicide [28]. Similarly, Silver, Kramer, Greenwald, and
Weissman found that those who suffered from a loss of consciousness
due to a blow to the head are at least 4 times as likely to attempt suicide
as individuals without this experience. There is an elevated rate of
suicide completion for this population too [29]. Suicidal ideation
within this population is up to 10 times higher for people without a
high school education than people with similar education level in the
general population [30]. Further, research suggests that the association
between TBI and suicide does not diminish with time; as theory found
the suicide rate among individuals with TBI was consistent across a 15-
year follow-up period [31]. This association between TBI and suicide is
only exacerbated by co-occurring mood and substance use disorders
[32,33]. Other factors that increase the risk of post-TBI suicidal
behaviors include the severity of the TBI and diminished executive
functioning, impulsivity, being male, sleep-related issues,
unemployment, loss of support system, social isolation, and changes in
family dynamics [34]. Some research suggests that individuals with
TBI attempt suicide by overdosing on prescription medications [33].
Due to this dangerous potential, probation officers and the client’s
support system should be aware of warning signs for self-harm and
suicidal behaviors [34]. If a client with TBI attempts suicide, they
should be carefully monitored for continued issues over at least the
course of the following year. Interventions that address a specific
client’s needs in neurology, psychology, and social functioning through
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therapy (e.g., rehabilitation, coping strategies, psychoeducation, and
daily life management skills), support groups, and medication hold the
most promise [34].

Concentration impairments
The concentration impairments of TBI can have a range of

devastating consequences. Inattention and difficulty focusing are
common deficits experienced after a mild traumatic brain injury such
as a concussion [35]. These injuries can produce challenges in
understanding instructions and regulations, which can result in poor
performance and rule compliance in probation settings. Additionally,
individuals with TBI often have impaired reading comprehension
levels and slowed reading and writing abilities [36]. This places them at
risk of not understanding documents that need to be read and signed.
This often results in probationers being viewed as non-compliant and
may be a factor when a probation violation occurs. As such, probation
professionals should modify supervision approaches to be aware of the
concentration deficits experienced by probationers impacted by TBI.

Communication deficits
Traumatic brain injury can cause trauma in many different areas of

the brain, including areas that generate and comprehend speech [37].
Such impairments can manifest themselves in several ways including
the art of conversation, where the individual may have difficulty
speaking, listening, and comprehending information, leading to
increased frustration and a compromised social network [38]. Beyond
this, individuals with TBI may have issues with detecting social cues,
maintaining eye contact, violating the norms of personal space, and
demonstrating empathy. As a result, probationers with a TBI may
misunderstand directions, guidelines, and expectations due to their
deficits. To limit such potential consequences, probation officers
should speak slowly, clearly, and keep it simple. Probation officers may
need to explore alternative means to aid in successful communication
with the probationer. With increased reporting and frequent check-ins,
probationers may also have opportunities to be reminded about their
conditions and expectations. When placing this population in
programming, be aware of interpersonal communication
complications and the challenges that the client may encounter.

Memory impairments
Memory deficits are among the most frequently reported cognitive

impairments after traumatic brain injury [39]. The prevalence of
memory impairment after traumatic brain injury is more than 60%
[40]. Common injuries such as frontal lobe damage associated with
acceleration-deceleration injuries can cause diffuse axonal injury
leading to impaired memory for daily activities and goal driven
activities, such as planning and execution of arriving at an
appointment [41]. These impairments can take the form of both short-
and long-term memory issues including suggestibility and
confabulation, which present challenges in criminal justice settings.
Some areas where these memory impairments can potentially
contribute to supervision issues are treatment, medication, and
appointment compliance [4]. Specifically, clients with TBI may simply
have difficulty remembering appointments and their medication
schedule. In turn, frequent reminders, compliance checks, and
monitoring of treatment medication side effects are extremely
important. Additionally, individuals with TBI have difficulty learning,
remembering, and comprehending the rules of probation. When TBI is
present, probation officers are encouraged to find alternate methods to

aid their clients in remembering the rules of probation or supervision
[42]. Considering TBI-related challenges and possible mental health
diagnoses as mitigating factors, probation officers should attempt to
investigate if poor performance and rule infractions are willful or
resulting from these issues prior to violating a client.

Learning problems
Learning problems are a common deficit associated with TBI.

Traumatic brain injury often results in diffuse axonal injury, which is
the disconnection between the neurons within associating brain
networks. Injuries affecting the frontal lobes often result in
organizational deficits that cause issues with written and verbal
expression, attention, and concentration [43]. Traditional intervention
and treatment programs may not recognize or address learning
challenges among these impacted individuals. If learning deficits are
not addressed, individuals with TBI may be incapable of
comprehending crucial treatment interventions [44]. It is critical for
probation professionals and treatment providers to recognize TBI-
related deficits and modify intervention and treatment approaches to
meet the needs of this special group of clients.

Physical impairments
TBI can have many physical symptoms including pervasive

headaches and migraines, physical weakness and coordination
problems (e.g., numbness, dizziness, clumsiness, and balance issues),
sleep issues (e.g., drowsiness and insomnia), sensory impairment (e.g.,
loss of sense of smell, taste, and vision), and chronic pain. Many times,
physical impairments will present along with the cognitive and
emotional impairments [45]. Light sensitivity and loud noises can also
create some issues for this population. Living with these symptoms
and/or impairments has a significant impact on the probationer’s
emotional stability [46]. Probationers may have physical disabilities
that need to be taken into consideration regarding probation
requirements such as being a fall risk or having paralysis. Probation
officers should question the probationer about visible marks and
bruises; especially, if they are a common occurrence. It would also be
important to consider if they are frequenting hospitals and emergency
rooms if that information is available. These diverse challenges should
bring awareness to probation officers regarding their surroundings
when talking to clients who may have TBI.

Mobility issues
Physical coordination and maintaining equilibrium are essential

abilities for typical daily activities like walking, driving, working, and
exercising [22]. Problematically, TBI can have a profound impact on
physical coordination and maintaining equilibrium, resulting in
difficulties performing everyday tasks [45]. For example, activities such
as a riding a bike may become hazardous to the client after suffering a
TBI, even though the client previously had no issues with this activity.
Although many of those who have sustained severe traumatic brain
injuries have undergone long rehabilitation processes to gain back
mobility and coordination, these faculties are often still compromised
[45]. These issues are magnified in challenging settings like the
criminal justice system where the risk for injury and victimization are
high.
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Impulsiveness
Impulsivity is common among individuals with TBI and contributes

to involvement in the criminal justice system. Frontal lobe head
trauma causes damage to the “braking” area of the brain, resulting in
individuals acting on impulse and emotion [47]. Poor impulse control
commonly brings about irritability, aggression, loss of temper, and
poor decision making, which may impede rehabilitation [48]. In short,
individuals with TBI often lack the ability to think ahead and see the
consequences of their actions. Considering these high levels of
impulsivity, clients with TBI may become confused about why they are
in violation of probation and may not comprehend what went wrong.

Aggression
The behavioral disinhibition that frequently accompanies a

traumatic brain injury [49] increases the likelihood of aggressive
behavior [50]. Many factors including gender, age at the time of the
TBI, presence of frontal lobe lesions, and conditions prior to the TBI
(e.g., cognitive skills, substance use, aggressiveness, and history of
mental health issues like mood and anxiety disorders) all predispose an
individual to aggression after a TBI [51]. Clinically, there are different
types of aggressive behavior that can occur sometimes after the
individual has sustained TBI. In many instances, aggressive behaviors
that occur post-TBI result from impulse control problems [52]. When
present, this type of behavior can be long-lasting, with many
probationers struggling with the unknown of a situation, especially
when potentially facing a violation. This may increase the probationer’s
irritability, aggression, or loss of temper. Due to the lack of ability to
think ahead and foresee the consequences of their actions, the
probationer may end up resisting arrest or assaulting officers,
particularly when an officer’s actions are perceived as aggressive or
unfair [53]. Probation officers should use caution when interacting
with probationers and be conscious of how they are being perceived by
the probationers. Additionally, probation officers should work to
ensure that their clients receive appropriate assessments and
treatments. This will likely require contact with the client’s physician to
gain insight into the client’s condition and treatment progress. All of
this information can help inform the probation officer’s interactions
with their clients and the supervision strategy as a whole.

Substance abuse
Traumatic brain injury can increase the risk of substance abuse. It is

estimated that as many individuals with TBI have a co-occurring
substance abuse diagnosis [44]. Traumatic brain injury and substance
abuse are co-occurring in a record number of offenders [54-56]. For
example, over 80% of jail inmates report having a history of at least one
incident of head trauma in their past [44] and inmates with TBI are
over two times more likely to use illicit drugs than inmates without
TBI [57]. Alcohol misuse is often linked with TBI as alcohol
intoxication is a proximate cause of a large subset of injuries, leading to
more than half of TBI instances being directly or indirectly caused by
alcohol use [58]. When substance abuse is present in clients with TBI,
cognitive impairments including disinhibition, decision making
deficits, and high-risk behaviors may increase [55]. Such
neuropsychological impairments appear to be more pronounced in the
presence of both TBI and substance abuse than when only one of these
conditions is present [59]. To protect against this possibility,
probationers should be screened for substance abuse, as the use of
drugs can only exacerbate emotional and behavioral dyscontrol.

Emotional immaturity
Traumatic brain injuries can stunt the development of emotional

maturity at the point in time when the injury was sustained. This is
particularly relevant when the TBI occurred during childhood or
adolescence [60]. After the injury, emotional growth may slow and
hover around the age when the injury took place. As a result, the
individual may act and make decisions like a person younger than
their actual age in many instances, displaying characteristics of an
immature child including impulsivity, inflexibility, and impatience
[61]. As such, it is important to understand this disconnect between
emotional age and chronological age when dealing with probationers
who have sustained a traumatic brain injury. For example, a client who
is 40 years old may have the emotional maturity of a 15-year-old.
Additionally, traumatic brain injury in early life is associated with poor
language competency, non-verbal communication, and slowed
processes that are linked to the development of social skills [62]. In
such instances, probation officers should help ensure that the level of
communication and intervention approaches are suitable for the
client’s emotional maturity.

Inappropriate social boundaries
Offenders with TBI often have difficulty interacting with others due

to emotional dysregulation, poor cause-effect thinking, social
overstimulation, and limited social skills (e.g., inability to establish and
maintain relationships and boundary issues). As a result, offenders
with TBI have been associated with lower ability to maintain rule
abiding behavior during incarceration and have higher rates of
incarceration [63]. Individuals with TBI often exhibit socially
inappropriate behaviors and have difficulty adapting behavior in social
contexts by applying learned rules of appropriateness [61]. For
example, sexual inappropriateness may emerge due to a lack of ability
to “put the brakes” on their behavior or because they misinterpret or
do not recognize social cues. This may stem from trauma-induced
deficits in the frontal lobe, resulting in acting on emotion and impulse
for immediate satisfaction. Alternatively, probationers with TBI are
also incredibly prone to manipulation by others, which can result in
them taking the blame for actions committed by others or committing
acts that they never would have committed by themselves [32].
Considering these potential issues, probation officers should become
familiar with their client’s level of social competency, which may be
quite lower than their chronological age. Along these lines, the
probation officer may find it beneficial to learn about the client’s social
circle and ensure that they develop a strong pro-social support system.
Further inquiry into their social activities can help gauge if they
identify more closely with peer aged individuals or younger
individuals. This process will require communicating with sources
other than the client, as TBI is characterized by memory issues that
limit the quality of self-reported information [32].

Poor executive functioning abilities
Traumatic brain injuries (TBI) are characterized by executive

function impairments [64]. These impairments can include short- and
long-term memory deficits, diminished attention capacity, impulsivity,
poor self-control, apathy, and limitations in self-reflection [42,65,66].
Consequences of executive function impairments often take the form
of difficulty understanding cause and effect and poor judgment,
decision-making, and problem solving. Individuals with TBI may also
display concrete thinking and egocentricity [61]. As such, probation
officers should expect that clients with TBI may have poor planning
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abilities and follow through that will limit their ability to complete
complicated courses of action. This will make it difficult for the client
to comply with the rules of probation and maintain steady
employment. These clients will benefit from probation officers that
recognize the executive function impairments and, in turn, assist them
in overcoming their barriers [42]. This assistance can take the form of
ensuring the client receives a thorough assessment and psychological
care along with structural assistance to keep appointments and court
dates.

Sleep problems
Frequently, criminal justice professionals and mental health

providers are unaware of the links between TBI and issues of sleep.
Psychological fatigue is defined as related to weakness, sleepiness,
anhedonia, extended mental activity, and lack of energy [67]. As many
as eighty percent of individuals report sleep changes after sustaining a
TBI relative to 23% of the general population [68]. Specifically,
individuals with a traumatic brain injury frequently report
experiencing insomnia, more nighttime awakenings, longer sleep onset
latency, and increased levels of anxiety and depression that interfere
with sleep [68]. Sleep-related problems among this population can
create a host of problems that negatively interfere with the individual’s
ability to successfully comply with rules of probation [69]. Probation
officers are encouraged to modify approaches to consider the
additional deficits that can result from TBI-related sleep
problems. Foremost among these steps is referring impacted
individuals to a qualified healthcare provider who can properly
evaluate and treat sleep-related problems caused by TBI [70].

Poor information retention
Individuals with TBI have difficulty retaining information. Many

suffer from anosognosia, the inability to see the “big picture” and
anticipate the consequences of their actions. The onset of anosognosia
after a TBI typically involves behavioral, cognitive, and emotional
disorders with a tendency towards positive self-evaluation and the
avoidance of adverse information [71]. For example, individuals with
TBI commonly have a diminished ability to understand the
consequences of not complying with probation. This can lead to higher
recidivism rates because of impulsivity and the inability to learn from
previous mistakes [72]. Frank discussions about behavior and actions
can benefit individuals who are not adept at recognizing the
consequences of their choices. Probation officers should expect that
they will have to repeat information several times throughout the
course of supervision. Probationers may continually ask the same
questions due to the lack of information retention [72]. It is helpful to
provide probationers with visual aids to assist with information
processing and retention (e.g., performing a cost-benefit analysis,
thought-feeling-action link, or other workbook style supervision tool).

Impaired self-awareness
Individuals with TBI often suffer from a lack of self-awareness. This

may present to the probation officer as a lack of interest in completing
treatment successfully or complying with rules of probation. However,
these behaviors may simply be the result of TBI. This may be especially
prevalent in the juvenile population as juvenile offenders are at 3.38
times higher odds of having a traumatic brain injury than the general
population [13]. This lack of self-awareness may also increase the
likelihood that the individual with TBI will struggle with grasping the
extent of their symptoms and overcoming them [73,74]. To combat

these difficulties, individuals with TBI should be taught about their
symptoms and how to overcome these symptoms through treatment
[17]. A stumbling block in this process may be denial or a lack of
coping skills [75].

Confabulation
Deficits caused by TBI may increase the risk of confabulation

among [76]. Confabulation occurs when an individual provides
inaccurate information based on false memories without the intention
to deceive [77-80]. In other words, the individual believes that these
incorrect memories are the truth, which is why this has been referred
to as “honest lying” [81]. This can take the form of distortions of actual
recollections to the large-scale fabrication of information with no basis
in reality [82]. Although the etiology of confabulation is unclear, the
mechanisms underlying the phenomenon are generally considered
complicated. Particularly, TBI’s seem to increase the risk of
confabulation, but confabulation can still occur in individuals with no
such injuries or other impairments [83]. Not only may correctional
clientele be more likely to have suffered from a TBI, they could also be
at risk to confabulate. As such, probation officers need to consider this
possibility and avoid asking the probationer leading or misleading
questions. Additionally, probation officers should avoid relying solely
on self-reported information from the client whenever possible.
Collateral sources of information including official records, health care
providers, family members, and friends should be contacted to verify
information. Failure to utilize collateral sources of information could
result in inaccurate or inconsistent information ending up influencing
important processes like a pre-sentence investigation (PSI).
Remembering that confabulation is not intentional and referring
clients for thorough neuropsychological evaluations are also of
paramount importance [84].

Screening and Assessment
Improving the screening and assessment of TBI in criminal justice

settings is imperative, particularly at entry points to the criminal
justice system like probation. To enable this, probation departments
must launch training programs to improve the familiarity of staff with
the symptoms and consequences of TBI [85]. In fact, it may even be
helpful for probation officers to adopt an approach where they
consider the presence of TBI to be the rule rather than the exception.
This section highlights several considerations for probation officers
when confronted with the possibility of TBI among probationers.

A thorough evaluation is a necessary first-step when an individual is
being sentenced to probation during the pre-sentence investigation or
later during intake to probation. This evaluation should include a
complete medical, psychosocial, and neurological assessment of the
individual [86]. The possible presence of TBI must be carefully
considered throughout this evaluation. This process will not be easy
[53], as individuals with TBI often have co-occurring psychiatric and
substance use disorders along with a history of misdiagnosis.
Considering these diagnostic difficulties, it would be beneficial to view
the presence of substance abuse, domestic violence, military service,
and athletic history as warning signs that warrant a thorough
assessment of the potential presence of TBI.

When these warning signs or evidence of a head injury are present,
probation officers should explore if there have been any potential
impacts on cognitive functioning, personality, and behavior [32].
Determining the lingering aspects or long-term effects are particularly
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challenging. In some cases where the TBI occurred during childhood,
the presence of changes in brain functioning may not have even been
apparent until several years later. In many cases, cognitive and learning
deficits might not emerge until middle school or high school when
greater educational demands are present [87]. As such, this decreases
the likelihood that TBI was properly identified as the cause of the
emerging issues.

Even in such difficult instances when the TBI occurred decades
before, one way that probation officers can have a profound impact on
their success in gathering accurate information is how they ask about
the presence of TBI [18]. Avoiding the use of official medical
terminology is an important strategy to consider. For example, the
probation officer may not get an accurate response if they ask a client if
they have ever suffered a traumatic brain injury. However, the
probation officer could be more likely to receive an accurate response if
they ask the client if they have ever been knocked out or suffered a
concussion in a car accident or playing football [18]. Once the client is
on the same page, the probation officer will likely be more effective in
eliciting useful information through follow-up questioning.

Nonetheless, the veracity of information self-reported by the client
is cast in doubt by the associated symptoms of TBI’s. Specifically, the
short- and long-term memory impairments of TBI make it difficult to
rely solely on information obtained from the client when making
important supervision and treatment decisions [84]. As such,
probation officers must seek out collateral sources of information like
official records, other professionals familiar with the client, family
members, and peers. If the information from the client can be verified
by these alternative sources, then the probation officer can be much
more comfortable making decisions that affect the client [88].

Thorough and accurate diagnosis can better enable criminal justice
professionals to effect positive change in clients with TBI [63]. Such
information allows criminal justice professionals to better tailor
supervision and treatment plans to manage the client’s risk of
recidivism [23]. Early recognition of TBI only improves the likelihood
of intervention success. Despite these benefits, TBI is still commonly
overlooked in probation settings, which decreases the effectiveness of
supervision and treatment plans and results in higher rates of
recidivism among clients with TBI [89].

Discussion

Interventions, supports, and services
Probationers with TBI will likely struggle to benefit from typical

intervention and treatment approaches. The symptoms of TBI like
attention and memory deficits make it difficult to participate in and
maintain engagement in psychological treatment. Complicating
matters, probationers with TBI often present with comorbid
psychiatric, substance use, and neurological disorders [2]. Not only
does this complex clinical picture make interventions more difficult,
but the available treatment programs and resources in the surrounding
community may not be an adequate fit for the client [11]. Nonetheless,
ensuring that probationers with TBI receive adequate and responsive
treatment and services is imperative because insufficient care places
the client at risk for worsening symptoms and an increased likelihood
of recidivism [57]. To this end, there is a strong need for the systematic
development of TBI-focused treatment options in community
corrections settings across the nation.

Early identification and interventions hold the most promise for
probationers with TBI. After a thorough assessment and diagnostic
process, a comprehensive treatment plan should be developed to focus
on the individual’s risks and needs [5]. For example, a probationer with
anger issues may benefit from anger management treatment. Further,
treatment should focus on reducing any behaviors that may have
contributed to the client suffering the TBI to curtail the possibility of
subsequent TBI’s. Vocationally, probationers need evidence-based
frameworks for evaluation and placement as their cognitive and/or
physical abilities are compromised [90]. Regardless of the established
success of a treatment program in corrections settings, the treatment
will likely need to be adjusted to account for the unique needs of
clients with TBI. Any programming should be feasible for the client to
participate in and complete considering their capabilities. Ongoing
screening should be a part of the treatment and supervision plans to
help ensure that the client’s diverse and evolving needs are addressed
[5]. When done with fidelity, such programming can help prevent the
development or exacerbation of secondary conditions and decrease the
likelihood of continued criminal justice-involvement [91].

Not to be neglected is the client’s support system (i.e., care
providers, family, caregivers, and friends). Because clients with TBI’s
may not fully recover their social and financial independence, many
will have to rely on the support of friends and family [92]. As such,
probation officers will need to verify if the client has a strong enough
support system to meet their needs. Resources to help support system
members become more familiar with TBI are warranted. Without the
backing of a sufficient support system, clients with TBI are more likely
to have their symptoms worsen and secondary conditions like mental
illness and substance abuse may emerge [93]. To ensure everyone is on
the same page, probation officers should regularly communicate with
key members of the support system about the expectations and
requirements of probation and treatment when appropriate releases
have been signed by the client [94].

These endeavors will require a significant expenditure of the
probation officer’s time. It is no small investment to ensure that a client
with TBI has adequate supervision, treatment, education, and supports
[95]. This will require helping the client remain organized and
accountable despite their TBI-related impairments. This may take the
form of helping the client overcome memory deficits by writing down
step-by-step instructions and appointments and conducting meetings
in calm environments with minimal distractions [96]. Through such
diligence, the probation officer can help the client maximize their
chances of successfully completing treatment and avoiding further
entanglements in the criminal justice system [97]. To increase the
likelihood that probation officers can meet these demands, ongoing
training and education in TBI and relevant skills like interviewing
techniques are imperative.

Conclusion
Traumatic brain injuries can be permanent conditions that cause

some individuals to become involved in the criminal justice system.
Unfortunately, individuals with TBI are ill equipped to navigate the
criminal justice system. For example, the individual could make poor
legal decisions like waiving the right to an attorney, falsely confessing
to a crime, or not assisting their lawyer during their trial. As such,
individuals with TBI are often convicted of crimes and sentenced to
serve a period of time on probation. Once on probation, individuals
with TBI will likely have some difficulty meeting the requirements of
probation such as attending appointments, completing treatment, and
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maintaining employment. There are many deficits associated with TBI
that impact a probationer in their ability to understand and follow
through with probation requirements. Impairments such as cognitive
skills, executive functioning, emotional immaturity, and impulsiveness
can result in consequential action that is counterproductive to the
probationer. Probation officers are in a unique position to assist such
individuals in understanding requirements and behavioral action
geared to successful reintegration into society. To help prevent these
issues, it is essential that probation officers fully understand the
implications and deficits associated with TBI. However, this requires
specific education and training focused upon the causes, symptoms,
and warning signs of TBI. Another area of training should focus on
individualizing supervision within a risk-needs-responsivity
framework, which is an evidence-based practice proven to positively
impact recidivism rates. Finally, probation officers should receive
training in how to establish relationships and work with medical and
treatment professionals to ensure that their clients receive adequate
care. Awareness, education, and training in these areas among
probation officers are crucial to more successfully work with this
population. With such appropriate services and supports, the client will
be more likely to successfully complete probation.
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