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Traumatic
Brain Injury Prevalence:
Indiana Department of Correction Prisoner Population
INTRODUCTION
A recent report by the Centers for Disease Control and Prevention (CDC)
suggests that many individuals in prison are living with traumatic brain
injury (TBI) (1). The CDC report also suggests that TBI-related problems
place additional burdens (e.g., severe depression, anxiety, substance
abuse, difficulty controlling anger, suicidal thoughts) on individuals both
while they are incarcerated and in adapting to societal norms once they
return to their communities. The CDC “recognizes TBI in prisons and
jails as an important public health problem” and encourages states to
develop programs to address this issue.
In Indiana, there is currently no systematic screening for TBI among
incarcerated populations; however, a recent analysis conducted by
researchers at the Indiana University Public Policy Institute (PPI) of baseline TBI screening data, collected in fall 2012 by the Indiana Department
of Correction (IDOC), suggests that nearly 36 percent of offenders in
Indiana facilities reported some form of TBI during their lifetime. This
issue brief summarizes the results of the Indiana baseline data analysis,
as well as research findings from other states and at the national level, on
the prevalence of TBI among incarcerated populations. The brief concludes with a discussion of recommended best practices for diagnosing
and treating TBI both pre- and post-release from prison, including recommended next steps for addressing this issue in Indiana.

NATIONAL OVERVIEW
TBI has been referred to as a “silent epidemic” because there is little public
awareness about the issue but also because the symptoms of TBI are not
always evident (2). A TBI is defined as any damage to living brain tissue
that is caused by an external force or penetrating head injury that disrupts
the normal function of the brain. Not all blows to the head result in a TBI
and the severity of a TBI may range from “mild” (brief change in mental
status or consciousness) to “severe” (period of unconsciousness or amnesia). In the United States, an estimated 1.7 million people sustain a traumatic brain injury each year (3). Research into the consequences of a TBI
suggests there are impairments in the way the brain functions and

processes information that can affect an individual’s everyday wellbeing.
For example, these impairments can impact decision-making and social
skills—leading to attention problems, decreased cognitive and emotional
functions, increased aggression, and a lack of impulse control—and are
particularly salient if the injury occurs during childhood (4-8). Given
these findings, researchers have hypothesized a link between TBI and an
individual’s predisposition toward criminal behaviors (9-11).
Only recently have criminal justice researchers examined TBIs when
assessing the mental and physical health needs of offenders. This
research has largely focused on determining whether the rate of TBI is
higher among offenders than the general population, but also, how best
to screen for a TBI among incarcerated populations. Estimates suggest
that about 9 percent of the general population have experienced a TBI
(12, 13), but that the prevalence of TBI is much higher among offender
populations, with studies showing rates ranging from 25 to 87 percent
(14, 15). A recent meta-analysis of this literature suggests 60.3 percent of
all offenders and 64.4 percent of male offenders have some form of a TBI
(14). Such variations may be explained by the different methodologies
used in sampling and in the measurement of a TBI.
To address such discrepancies in the measurement of TBI, researchers at
Ohio State University created the OSU-TBI Identification Method (OSUTBI-ID) (16, 17). The instrument used in this method has been shown to
be both reliable and valid; however, prior to its current use in this IDOC
baseline study, Ferguson and colleagues’ study of TBI among prisoners in
South Carolina was the only study to use the OSU-TBI-ID instrument to
determine the prevalence of TBI among prisoners (15). That study found
that the occurrence of one TBI with an alteration of consciousness among
male and female offenders was 65 percent and 72 percent, respectively.
Previous studies discussed above illustrate a need for more systematic TBI
data collection among incarcerated populations at both state and national
levels. This lack of data and awareness about TBI may cause problems for
correctional facilities and place additional burdens on incarcerated individuals in need of services and treatment for TBI. Only when baseline TBI
data are collected at the state level can better policies and programs be
developed to deal with the negative effects of TBI in correctional facilities
as well as the need for services while incarcerated.
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during the study period.The OSU-TBI-ID is one of only a few widely
used, nationally recognized TBI screening instruments that are readily
available and can be easily applied to different fields of study.

In Indiana, there is currently no systematic screening for TBI among
incarcerated populations. During the fall of 2012, a group of partner
organizations, including the Indiana Criminal Justice Institute (ICJI), the
Brain Injury Association of Indiana (BIAI), and the Indiana Department of
Correction (IDOC) entered into discussions with PPI to assess the problem of TBI in Indiana’s correctional facilities. The group agreed that the
first step would be to conduct an initial TBI baseline screening of prisoners to determine both the prevalence of TBI and the need for programmatic services for offenders who reported a TBI.

In Indiana, all male offenders are screened at the Reception Diagnostic
Center immediately prior to incarceration. (Due to the limited time and
resources available to conduct the baseline study, and the fact that intake
for females is conducted at a separate facility, female offenders were
excluded from the baseline study.) Each inmate is evaluated by an intake
specialist; based on the review of their criminal history and medical
needs, they are placed into one of a number of IDOC facilities. In fall
2012, the BIAI trained 23 intake specialists to administer the short version
of the OSU-TBI-ID. The sample consisted of all male prisoners who
entered incarceration at the designated male offender IDOC intake facility from November 5, 2012 to December 3, 2012.

IDOC staff determined that the most efficient approach for the baseline
screening was to define a pilot period for collecting data and to incorporate TBI screening process into the standard set of screenings performed
by IDOC staff at intake. IDOC and ICJI requested the assistance of PPI
researchers in analyzing the Indiana baseline TBI screening data. The
baseline data analyzed by PPI suggested that nearly 36 percent of offenders in Indiana Department of Correction (IDOC) facilities reported some
form of TBI during their lifetime. More than 4 percent of inmates
screened were classified as experiencing a severe TBI, 6 percent were classified with a moderate TBI, 20 percent with a mild TBI, and 6 percent with
a possible TBI. (Table 1). TBI classifications were determined through a
scoring system utilized in the OSU-TBI-ID (see Exhibit 1).

The OSU-TBI-ID was designed to assess any lifetime history of TBI (see
OSU-TBI-ID text box). The instrument was administered through a structured interview that asked individuals to recall all injuries requiring medical attention, as well as injuries involving the head or the neck that
resulted in the occurrence of altered consciousness. Information gathered
on the source of injury, number of injuries, severity, age of injury, and the
occurrence and length of an altered or lost consciousness was then used
to assign subjects to an appropriate TBI category defined as improbable,
possible, mild, moderate, or severe. The baseline IDOC brain injury screening data was supplied, de-identified, to PPI researchers. In addition to
information on TBI screening results, PPI also received variables from the
IDOC Adult Admission Database Codebook, including demographic
information (age, race/ethnicity, and education), offense type, expected
released date, psychiatric screening results, and any incarceration in
IDOC facilities for the 10 years prior to screening.

METHODOLOGY
The major underlying objective of the Indiana TBI baseline study was to
examine the prevalence of TBIs among male prisoners in Indiana. IDOC,
with guidance from BIAI, selected the short form of the OSU-TBI-ID
screening instrument (Exhibit 1) to be administered to every male inmate

Table 1. Indiana TBI prevalence study sample, by subject TBI severity, 2012
TBI classification

Study sample
Count

%

All offenders screened

831

100.0

Any TBI

297

35.7

Severe TBI

36

4.3

Moderate TBI

48

5.8

Mild TBI

164

19.7

Possible TBI

49

5.9

No TBI (improbable)

534

64.3

Source: Indiana Department of Correction, Baseline TBI Screening of Male Offenders, December 2012.
Note: TBI severity classifications are determined by scoring system utilized in the OSU-TBI-ID.
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Exhibit 1. Ohio State University TBI Identification Method––Short Form
v.4/11/12-Lifetime - to be used when querying about lifetime history of TBI
Subject ID: __________________________Current Age: ___________________Interviewer initials: ____________________Date: _________________
I am going to ask you about injuries to your head or neck that you may have had anytime in your life.
Interviewer instruction: Record cause and any details provided spontaneously in the box at the bottom of the page. You do not need to ask further about loss of consciousness or other details during this step.
1. In your lifetime, have you ever been hospitalized or treated in an emergency room following an injury to your head or neck? Think about any childhood injuries
you remember or were told about.
Yes—Record cause in table below
No
2. In your lifetime, have you ever injured your head or neck in a car accident or from crashing some other moving vehicle like a bicycle, motorcycle or ATV?
Yes—Record cause in table below
No
3. In your lifetime, have you ever injured your head or neck in a fall or from being hit by something (for example, falling from a bike or horse, rollerblading, falling on
ice, being hit by a rock)? Have you ever injured your head or neck playing sports or on the playground?
Yes—Record cause in table below
No
4. In your lifetime, have you ever injured your head or neck in a fight, from being hit by someone, or from being shaken violently? Have you ever been shot in the
head?
Yes—Record cause in table below
No
5. In your lifetime, have you ever been nearby when an explosion or a blast occurred? If you served in the military, think about any combat- or training-related
incidents.
Yes—Record cause in table below
No
6. If all above are “no” then proceed to question 7. If answered “yes” to any of the questions above, ask the following for each injury: Were you knocked out or did
you lose consciousness (LOC)? If yes, how long? If no, were you dazed or did you have a gap in your memory from the injury? How old were you?
Cause

Loss of consciousness (LOC)
No LOC

< 30 minutes

30 minutes –
24 hours

Dazed/Memory gap
More than 24
hours

Yes

No

Age

7. Have you ever lost consciousness from a drug overdose or being choked?
____# overdose
____# choked
SCORING
______
_____
_____
_____
_____

# TBI-LOC (number of TBI’s with loss of consciousness from #6)
# TBI-LOC ≥ 30 (number of TBI’s with loss of consciousness ≥ 30 minutes from #6)
age at first TBI-LOC (youngest age from #6)
TBI-LOC before age 15 (if youngest age from #6 < 15 then =1, if ≥ 15 then = 0)
Worst Injury (1-5):
If responses to #1-5 are “no”, classify as Improbable TBI.
If in response to #6 reports never having LOC, being dazed or having memory lapses, classify as Improbable TBI.
If in response to #6 reports being dazed or having a memory lapse, classify as Possible TBI (no LOC).
If in response to #6 loss of consciousness (LOC) does not exceed 30 minutes for any injury classify as Mild TBI (with LOC).
If in response to #6 LOC for any one injury is between 30 minutes and 24 hours, classify as Moderate TBI.
If in response to #6 LOC for any one injury exceeds 24 hours, classify as Severe TBI.
_____ # anoxic injuries (sum of incidents reported in #7)
* adapted with permission from the Ohio State University TBI Identification Method (Corrigan, J.D., Bogner, J.A. (2007). Initial reliability and validity of the OSU TBI
Identification Method. J Head Trauma Rehabil, 22(6):318-329
© reserved 2007, The Ohio Valley Center for Brain Injury Prevention and Rehabilitation
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CHARACTERISTICS OF INDIANA BASELINE SCREENING SAMPLE

TBI PREVALENCE

A total of 831 male offenders were screened for TBI during the study
period, of which 297 (35.7 percent) reported experiencing some form of
TBI, meaning that they were categorized as having a possible, mild, moderate, or severe TBI.The ages of all offenders included in the screening
ranged from 16 to 69 years, with an average age of 32.9 years (see Table
2). Individuals who reported experiencing some form of TBI were
younger than both the sample population and the group of offenders
determined to have no TBI. The average age of offenders with some form
of TBI was 31.9 years, while the average age of offenders with no TBI was
34.7 years. Table 2 illustrates that the rate of TBI was not significantly different by race/ethnic groups. Thirty-five percent of the study sample did
not complete high school.

Nearly 36 percent of the 831 offenders screened for TBI during the study
period reported experiencing a TBI at some point during their lifetime
(see Table 1). Approximately 20 percent of offenders screened suffered
from mild TBI, while about 10 percent of the sample reported moderate
(5.8 percent) or severe (4.3 percent) TBI. The TBI prevalence rate found
among Indiana offenders is slightly higher than the only other study to
use a brief structured interview to screen all admitted offenders. This
study, conducted by Morrell, Mertbiz, Jain, & Jain (1998), screened 1,000
offenders consecutively admitted into a Midwestern prison and found
that 24.9 percent had at least one head injury (18).

Table 2. Indiana TBI prevalence study sample demographic characteristics, 2012
Demographic characteristics

Study sample

Subjects with No TBI

Subjects with Any TBI

Count

%

Count

%

Count

%

831

100.0

534

100.0

297

100.0

16 to 20

74

8.9

53

9.9

21

7.1

21 to 29

291

35.0

199

37.3

92

31.0

30 to 39

257

30.9

166

31.1

91

30.6

40 to 49

147

17.7

89

16.7

58

19.5

50 to 59

52

6.3

20

3.7

32

10.8

60 to 69

10

1.2

7

1.3

3

1.0

32.9

na

34.7

na

31.9

na

White

509

61.3

319

59.7

190

64.0

Black

273

32.9

182

34.1

91

30.6

Latino

All offenders screened
Age group

Average age
Race/ethnicity

37

4.5

25

4.7

12

4.0

Multiracial (not Latino)

4

0.5

2

0.4

2

0.7

Asian

1

0.1

1

0.2

0

0.0

Unknown

7

0.8

5

0.9

2

0.7

Did not complete high school

291

35.0

199

37.3

92

31.0

High school diploma or more

536

64.5

333

62.4

203

68.4

0

0.0

2

.4

2

0.7

Education level

Unknown

Source: Indiana Department of Correction, Baseline TBI Screening of Male Offenders, December 2012.
Note: All offenders screened for TBI during the baseline study were male.
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Offense Type

TBI and Psychiatric Disorders

Offenders screened for TBI during the study period were incarcerated for
various types of criminal offenses. These criminal offenses were categorized into four groups: person offenses, which were most commonly robbery, battery, and sexual misconduct (25 percent); property offenses, which
were primarily burglary and theft (30.2 percent); controlled substance
offenses, including both the possession and dealing of illegal substances
(25 percent); and other offenses, including crimes such as operating a vehicle while intoxicated, weapons charges, and resisting arrest (19.7 percent).
In creating these categories, PPI researchers examined whether there
were differences in offense types among those offenders who had a TBI
and those who did not (Table 3). Findings suggest that those with a TBI
were 1.5 times (range 1.1 – 1.8, p<0.002) more likely to have committed a
crime against a person than those without a TBI (Table 3).

After the initial intake, offenders are clinically screened at a later date to
determine potential mental health problems. In the IDOC data offenders
are coded as either “free of mental illness” or as having a psychiatric disorder that requires provision of psychiatric services. Table 4 shows that
119 of the 831 offenders screened (14.3 percent) were coded as having a
psychiatric disorder and of these nearly 56 percent also had a TBI (shown
in Table 4). In comparing the presence of a psychiatric disorder among
those with and without a TBI, PPI researchers found that, among the 297
offenders reporting a TBI, 22 percent had a psychiatric disorder, compared
to only 10 percent of offenders without a TBI. This relative risk difference
was statistically significant, suggesting that the proportion of offenders
with a psychiatric disorder is about 2.2 times (range 1.6 – 3.1, p<0.000)
higher among those with TBI than those with no TBI (Table 5).

Table 3. Indiana TBI prevalence study sample, by TBI status and offense type, 2012
Offense type

Study sample

Subjects with Any TBI

Subjects with No TBI

Relative risk of
committing offense type

Count

%

Count

%

Count

%

RR = % TBI/
% No TBI

All offenders screened

831

100.0

297

100.0

534

100.0

na

Person*

208

25.0

93

31.3

115

21.5

1.5

Property

251

30.2

84

28.3

167

31.3

0.9

Controlled substance

208

25.0

64

21.5

144

27.0

0.8

Other

164

19.7

56

18.9

108

20.2

0.9

Source: Indiana Department of Correction, Baseline TBI Screening of Male Offenders, December 2012.
Notes:
* The relative risk of offenders with TBI who committed a crime against a person compared to offenders with no TBI was found to be statistically significant (range 1.1 - 1.8,
p<.002).
Differences between other offense types were not found to be significant.

Table 4. Indiana TBI prevalence study sample, by subject TBI severity, prior incarcerations, and diagnosed psychiatric disorders, 2012
TBI classification

Study sample
Count

%

Subjects with ANY prior
incarcerations

Subjects diagnosed with
psychiatric disorder

Count

Count

%

%

All offenders screened

831

100.0

253

100.0

119

100.0

Any TBI

297

35.7

113

44.7

66

55.5

Severe TBI

36

4.3

14

5.5

6

5.0

Moderate TBI

48

5.8

20

7.9

9

7.6

164

19.7

61

24.1

40

33.6

49

5.9

18

7.1

11

9.2

534

64.3

140

55.3

53

44.5

Mild TBI
Possible TBI
No TBI (improbable)

Source: Indiana Department of Correction, Baseline TBI Screening of Male Offenders, December 2012.
Note: TBI severity classifications are determined by scoring system utilized in the OSU-TBI-ID.
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Table 5. Indiana TBI prevalence study sample, summary of TBI status, prior incarcerations, and psychiatric disorders, 2012

All offenders screened
Subjects with ANY prior incarcerations
% with prior incarcerations
Subjects diagnosed with psychiatric disorder
% with psychiatric disorder

Study Sample

Any TBI

No TBI (improbable)

Relative risk
RR = % TBI/
% No TBI

831

297

534

na

253

113

140

30.4

38.0

26.2

119

66

53

14.3

22.2

9.9

1.5

2.2

Source: Indiana Department of Correction, Baseline TBI Screening of Male Offenders, December 2012.
Notes:
The relative risk of offenders with TBI who who had been previously incarcerated compared to offenders with no TBI was found to be statistically significant (range 1.1 - 1.7,
p<.004).
The relative risk of offenders with TBI who who had been diagnosed with a psychiatric disorder compared to offenders with no TBI was found to be statistically significant
(range 1.6 - 3.1, p<.000).

TBI and Prior Incarcerations
More than 30 percent (253 of 831) of offenders screened for TBI had
experienced one or more prior incarcerations in the IDOC in the 10 years
prior to the TBI screening, and of those offenders with a prior incarceration, nearly 45 percent reported having a TBI (Table 4). Among the 297
offenders reporting a TBI, 38 percent had one or more prior incarcerations, while 26 percent of offenders with no TBI had been previously
incarcerated. The proportion of offenders with any prior incarceration is
significantly higher among those with a TBI when compared to those
without a TBI. In short, offenders with a TBI were about 1.5 times (range
1.1 – 1.7, p<0.004) more likely to have been incarcerated in the IDOC in
the past 10 years than those without (Table 5).

CONCLUSIONS
Determining the prevalence of TBI among incarcerated populations is an
important clinical and intervention question for consideration in developing programs that will enhance offenders’ ability to manage their incarceration and minimize the risk of post-release recidivism .
The Commission on Safety and Abuse in America’s Prisons recommends
increased health screenings and treatment programs for offenders who
had experienced a TBI (19). Further, reentry programs should include specialized transition services and treatment to better assist individuals with
TBI-related problems as they return to their communities.1 Therefore,
effective TBI screening and treatment is needed to reduce individuals’
burden of dealing with TBI symptoms throughout the criminal justice
process and to potentially decrease repeat criminal offenses. From here,
criminal justice professionals can help link those with a TBI to rehabilitation treatments and services such as case management, peer-to-peer support, educational assistance, pre-vocational resources, employment assistance, and extended support provision.

IMPLICATIONS FOR FUTURE SCREENING AND TREATMENT IN INDIANA
TBI is a chronic health condition that is associated with a range of emotional, behavioral, and cognitive problems. Only recently have researchers
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started to examine TBI within a criminal justice context; this research suggests that, whether directly or indirectly related, TBI is linked to criminal
activity (9-11). Detecting TBI as early as possible in the criminal justice
process could reduce the burden of dealing with TBI symptoms in a confined environment and, in doing so, decrease repeat criminal offenses.
The Indiana TBI baseline study demonstrates that the short version of the
OSU-TBI-ID, which takes less than ten minutes to complete upon intake,
can be incorporated and combined with existing screening instruments to
obtain information about the presence of TBI among offenders. Findings
suggest that the prevalence of TBI is significantly greater among Indiana
offenders than the general population. Further research is needed, however, to replicate the use of the OSU-TBI-ID among consecutively admitted prisoners to see if similar TBI prevalence rates are detected.
The IDOC Reception Diagnostic Center is designed as an intake facility
to categorize offenders before sending them to long-term facilities.
Unfortunately, the prison often serves as the treatment of last resort
where individuals can obtain routine diagnosis and needed services;
given that, TBI treatment could be located in a centralized facility, and the
results of OSU-TBI-ID could be used in identifying offenders’ need for
services. It is also recommended that practitioners attempt to identify
ways that they might detect and intervene in TBI-related cases earlier in
the criminal justice process. Given the brevity of the OSU-TBI-ID, the
screening could be administered during jail or prior to criminal sentencing to aid in judicial decisions and help divert offenders into needed
treatment and service facilities.
IDOC, in collaboration with BIAI and ICJI, is currently developing an
adapted “resource facilitation” pilot program that will serve Indiana
offenders (and their families) who have experienced a TBI when released
to the community (20). The purpose of the resource facilitation approach
is to increase the independence and quality of life of offenders living with
TBI, both during incarceration and post-release from prison. Resource
facilitators are trained practitioners who will work closely with offenders
with TBI to break down barriers and navigate systems, with the goal of
connecting these individuals with programs, services, and treatments that
best meet their individual needs. IDOC estimates the pilot program
design will be completed by Fall 2013.

THE OHIO STATE UNIVERSITY TRAUMATIC BRAIN INJURY
IDENTIFICATION METHOD (OSU-TBI-ID) (21)
The OSU-TBI-ID is a systematic screening method used to determine

OSU-TBI-ID clinical version has been made available through

lifetime history of TBI. The process involves a structured interview

the BrainLine website. This version uses the acronym “T-B-I” to

with individuals, using an instrument designed to incorporate Center

remind clinicians about the basic tenets of identifying TBIs (Trauma,

for Disease Control and Prevention case definitions and best practices

Behavioral effect immediately, Impact on everyday function). The clin-

for observing, diagnosing, and treating TBI. The OSU-TBI-ID

ical version includes questions that can be incorporated into a clinical

approach is to obtain self-reported information from individuals in an

assessment or other interview to determine a client’s lifetime exposure

interview setting that will then be fed into summary indices, enabling

to TBI. The supporting materials include guidance on interpreting the

clinicians to measure TBI occurrences over a person’s lifetime. The

elicited information as well as suggestions for how to accommodate

screening method focuses primarily on injuries involving “a blow to

consequences of TBI in practice.

the head or neck” and resulting in “the occurrence of altered consciousness, its nature, and treatment received.”

OSU-TBI-ID research version is the longest version of the instrument; as the basis of the original validation articles, it is being used in

The limitations of self-reporting of personal injuries are widely

several federally funded research projects. It provides the most sum-

accepted by both researchers and clinicians. While researchers

mary indices, but can typically require 20 minutes to administer. Gale

acknowledge these limitations, including a high vulnerability to

Whiteneck and colleagues adapted the OSU-TBI-ID approach for a

under-reporting and variations in the interpretation of TBI terminolo-

Computer Assisted Telephone Interview (CATI), which can be admin-

gy (e.g., head injury, traumatic brain injury, concussion, knocked out,

istered typically in a few minutes and provides all the summary

loss of consciousness) by individuals being interviewed, the self-

indices of the research version.

reporting approach is now an accepted best practice for both research
and clinical uses due in part to the impractical nature of obtaining
individual medical records for injuries treated over a lifetime in primary care practices, medical specialists’ offices, immediate care clinics
and emergency facilities, and hospitals. OSU made efforts to minimize potential biases by incorporating injury recall methods used in
previous studies that have proven to maximize individual ability to
recall details of personal injury.

In addition to uses in the NIH Common Data Elements, PhenX
Toolkit, and the TBI Model Systems National Database referenced
above, the OSU-TBI-ID is now a widely recognized best practice
approach for assessing lifetime TBI exposure and has been used in a
number of federally funded research projects studying diverse populations (i.e., military personnel, veterans, prisoners). The instrument has
also been incorporated into the training of “public sector providers in
multiple states for screening clinical populations, including clients in

OSU developed the following versions of the instrument that vary in

substance abuse treatment, high-risk adolescents, victims of domestic

length and can be customized for “clinical screening, treatment plan-

violence and older adults.”

ning, system administration, or research applications”:

For more information on the OSU-TBI-ID screening method, includ-

OSU-TBI-ID short version can be used for clinical, research, or

ing a detailed description of the tools used during the screening

programmatic purposes. It is the briefest version that still provides

process, an explanation of the self-reporting approach, and a discus-

several summary indices on which the original version was validated.

sion of federally funded projects using OSU-TBI-ID, visit the Ohio

To shorten the instrument, TBIs resulting in loss of consciousness are

Valley Center for Brain Injury Prevention and Rehabilitation.

emphasized over less severe injuries. Symptoms, either at the time of
injury or persisting to current day, are not elicited. The short version
can typically be administered in 5 minutes and is the form recommended by the NIH Common Data Elements and the PhenX Toolkit.
The TBI Model Systems National Database uses another version of
this shorter instrument, developed for use interviewing after a recent,
documented TBI.

Source: Ohio Valley Center for Brain Injury Prevention and Rehabilitation, 2013
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