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Focus of the Article

This article will highlight the importance of consistent communication between the school and family in order to meet the behavioral challenges of students who have sustained a traumatic brain injury.  The authors work in a TBI Program that is part of the Special Education Department of the Putman/Northern Westchester Board of Cooperative Educational Services (BOCES) located approximately 40 minutes north of New York City.  The program serves students between the ages of five and twenty-one who have been classified as "Traumatic Brain Injured" under the New York State definition and who have been referred to the program by their local school district.

The TBI Program actually began prior to the 1990 Reauthorization of the Individuals with Disabilities Act (IDEA), which included TBI as a special education classification.  In September 1994, BOCES received a grant from the New York State Education Department to provide technical assistance to staff in surrounding school districts that were working with students with acquired brain injuries (ABIs). The TBI Program continued to expand the services provided during the three years of the grant, and now is financially independent.

Depending on the severity of the students' injury, their academic and cognitive needs and the availability of local resources, a continuum of educational placements is available.  Some students remain in their home school district in mainstreamed classes, or in a self-contained special education class with mainstreaming opportunities.  Other students may be referred to a BOCES Program, such as a class for students who have multiple disabilities, communication disorders or emotional and behavioral difficulties.  Older students may be involved in the BOCES alternative high school, vocational program or the Community Outreach Program that provides experiences in community work and social interaction.

The core of the program is an interdisciplinary team consisting of a supervisor, neuropsychologist, social worker, educational specialist, speech-language pathologist, occupational therapist, physical therapist and teacher of students with visual impairments.  Depending on the needs of the student over time, some or all of this team works directly with the student in the appropriate educational placement and consults with the local school team (i.e., classroom and/or resource room teacher (s), aides, therapists).  Periodically, planning meetings are held which include the TBI team, the local school team, and the family--and depending on age and nature of injury--the child.  The goal is for the TBI team to bring its expertise to the local school and help establish, train and maintain a cohesive network of services for the student, as well as to integrate school and home approaches.  The ideas in this article are the product of clinical experience in this program, and not a review of ideas presented in the literature.

Integrating Children with Traumatic Brain Injury into the Educational System

It is well known that students who have sustained a TBI do best reentering the educational system when there has been advance communication and coordination between the rehabilitation hospital and the school system.    The hospital, family or school often notify the BOCES TBI Program of a child's injury prior to his/her return to school.  The goal is for BOCES to meet with the family to gather medical information and information about the child's functional physical, cognitive, behavioral and Activities of Daily Living (ADL) status, to assist the family in negotiating the special education system in order to receive to receive appropriate TBI services.  BOCES also meets with local school personnel prior to the child's re-entry to provide training about TBI in general and to familiarize the school with the child's specific needs.  Additionally, direct contact between the hospital and school is encouraged.

In comparison to adults re-entering the community after TBI, children have both potential advantages and realistic disadvantages.  On the positive side, virtually all children will return to an organized setting with educators who, by training, are experts in learning and the cognitive processes that underlie it.  Federal law mandates that students be provided with appropriate services toe enable them to access their educational environment in the least restrictive setting.  These are advantages.  Realistically, however, school personnel often are ill-equipped to deal with the idiosyncrasies of children with an ABI and lack the wherewithal to organize a team of teachers and therapists that maintains ongoing, consistent communication.  This is especially true for older children who have multiple teachers in multiple classrooms.

In addition, most families are accustomed to their child living in two quite different worlds--school and home.  Face-to-face contact with classroom teachers traditionally occurs during required parent-teacher meetings, or when there is a crisis.  When school and home remain separate worlds following a TBI, it is akin to the child living with left and right hemispheres, but no corpus callosum (i.e., the band of fibers that integrates functioning across the two sides of the brain).  The child lives in a split world, which can hopefully--at best--be non-conflicting.  In reality, it probably will lack the integration of information, feedback, organization and reinforcements necessary for optimal functioning.

What the child who has sustained a TBI needs most is consistent integration within and across settings.  At school, there needs to be a cohesive plot line for the entire cast of characters.  At home, consistency between the parents and other caretakers is critical. Most importantly, there needs to be consistency of communication and approach across the worlds of school and home.  This takes active effort to achieve; it does not happen automatically.

Special Needs of Children with TBI

In the broadest sense, a child's behavior after TBI is determined by the interaction among four factors: personality, neurological damage, the family system and the environment.

Personality Factors

Personality factors play a large role in outcome following brain injury.  Some children seem to have an ease and grace about them that is not destroyed by the brain injury; these children often find ways to "seduce" responsivity out of their environment despite neurologically devastating injuries.  On the other hand, not all negative behaviors are the result of brain injury.  Many children premorbidly displayed defiant or aggressive behavior or had learning or attentional problems, which the TBI only serves to exacerbate.  Knowing, understanding and factoring in the preexisting personality traits is extremely important in working successfully and realistically with children with TBI.

Neurological Damage

Neurological damage is known to affect behavior.  Damage to the frontal and temporal lobes, which is particularly common following a TBI, is known to cause changes in personality, emotional functioning and control of behavior, as well as in those executive functions (i.e., planning, organizing, anticipating, judging, self-monitoring, decision-making) which are cognitive functions directly related to behavior.  At times, psychiatric disorders (i.e., depression, anxiety disorders, obsessive-compulsive disorders, psychoses) can be the direct result of neurological damage.  In general, however, it has been our experience that the neurological severity of the injury probably has less direct effect on behavior than the other three factors.

The Family System

Children are extensions of their families.  They are, so to speak, the tip of the family iceberg.  Whether it is the child who succeeds unbelievably despite all odds after a brain injury, or the child who seems to create chaos around him/her despite the best plans and interventions, there is an almost uncanny consistency between the behavior of the child and the personality of the family.  Dysfunctional children come form dysfunctional families; adaptive children come from adaptive and resourceful families.  This is a gross overgeneralization, of course, but it is true enough to justify investing a large amount of energy in engaging the family in a productive working relationship.  On the other side of the coin, it also is true that families need to look at when their own dynamics may be detrimental to the progress of their child and be courageous enough to get help and guidance they need.

Environment

Given a child with a certain personality in a specific family with a particular neurological injury, the remaining variability in behavior is accounted for by the environment in which the child operates.  A child processes his/her environment differently after TBI.  The needs for clarity, structure and anticipation often are much different from what they were prior to the injury.  While parents are dedicating all their energy to learning about and adapting to a tragedy in their family's life, teachers are trying to blend the needs of one individual child with brain injury into a complex set of multi-child demands.  Their attention must be shifting constantly across multiple students, all of whom deserve the same help as the child with TBI.  The result is that the school environment often is at odds with the needs of the child.  In fact, negative behaviors can be elicited or reinforced simply out of a lack of awareness.  It is important to remember that the environment is the one variable over which teachers, therapists and families have the most control.  Personality, family dynamics and neurological damage are not controlled as easily; however, we can create the home and school environments that usually make the difference between success and failure for a child with TBI.

While the academic nature of school implies that cognitive issues should take center stage after TBI, whether a child thrives or deteriorates in a particular school usually has more to do with behavior than cognition.  The eager, compliant child will win the teacher's attention, rewarding his/her efforts in ways that will lead to positive outcomes despite cognitive impairments that are often quite severe.  On the other hand, a child's cognitive potential does not matter if he/she has alienated peers and teachers with impulsive, aggressive and generally non-compliant behavior.  These children will fail both to learn and often even to stay in school.  The difficult behaviors of a child with TBI provide the greatest challenge to the school and family.

Behavioral Issues After TBI

The behaviors that children with TBI may exhibit in the classroom can be divided grossly among "positive" and "negative."  "Positive" does not mean good; rather it indicates that the active expression of a behavior as a problem, as opposed to the lack of something as a problem (a "negative" behavior).  The following is a list of some of the positive and negative problem behaviors which commonly are observed in students who have sustained a TBI.

Positive Problem Behaviors

Positive problem behaviors (meaning behaviors that occur or happen) include:

· Aggressiveness: Aggression--verbal or physical--is the single largest behavioral problem following brain injury.  Aggressive behavior can be understood as some combination of: (1) possible pre-existing personality variables, (2) a possible family dynamic which is being replayed at school, (3) possible direct neurological damage to the brain and, most importantly, (4) of environmental contingencies.  Children may criticize or yell at other children or teachers thoughtlessly or act aggressively with their bodies, shoving into other children's space or pushing or hitting them.  They may respond to real or imagined criticism or mocking by lashing out verbally or physically, at times in ways that require physical restraint or even removal from the class.

It is extremely important to "read" the environment from the child's point of view in order to understand the antecedent causes of aggression, as well as to identify unwitting reinforcement of the aggressive behavior.  The best antidote to aggression is prevention; knowing what the child needs in order to feel organized, in control, with choices and not overwhelmed.  Alternate options to the aggression need to be identified and anticipated. Medications often are critical adjuncts to a child's ability to control his/her aggression, and should not be shied away from.  Despite everyone's best efforts, however, it sometimes is not possible to prevent a level of aggression that makes it possible for a child to stay in any given educational setting.  The potential for aggression also is heightened and complicated when there is a specific sensory deficit such as deafness.

· Impulsivity/Disinhibition: Children with TBI--especially when there has been pre=frontal cortical damage--often have difficulty inhibiting all aspects of their behavior (i.e., responding to verbal cues, touching or otherwise provoking other children).  Children may: (1) call out in class, (2) do quick, sloppy work, (3) hit, grab or impulsively pull items out of their desk, (4) bolt from the room and/or (5) itch or expose any or all parts of their body without awareness of propriety.  Periods of transition during the day, unstructured settings, fatigue and decreasing blood levels of certain medications all will increase tendencies toward impulsivity.  A myriad of techniques (i.e., careful structuring of the environment, redirection, simple confrontation, feedback, providing breaks, frequent changing of tasks, medication) exist to help a child stay focused and reduce impulsivity.

· Oppositional/Defiant:  This problem can be differentiated from aggression, although the two often co-exist.  In our experience, oppositional and defiant behaviors often reflect some combination of personality and family dynamic issues.  Avoiding power struggles, giving options and incentives--in combination with unavoidable negative consequences--all are part of the repertoire of dealing with oppositional and defiant behaviors.  Our experience has been that individual counseling in the school setting with someone who is familiar with the child's routine and service providers often is very helpful.

· Sexual Acting Out:  Sexuality is the single biggest unaddressed issue after brain injury, usually coming to attention when a child acts in sexually inappropriate ways.  This most often takes the form of inappropriate comments to other children, some kind of self-exposure or, for older children, engaging in normal sexual activities at the wrong place and time.  At times, simple information about what is appropriate--with repeated reminders--is necessary and appropriate.  Group discussion of sexuality and sexual language and behavior may be helpful with older children.  Communicating with families about how sex is discussed and responded to at home also is critical.  Frank discussions with teenagers and their families about sexual activity and partners is as much a part of a child's education as learning math and history.  This is particularly true for the child with TBI who may lack the expected knowledge, judgment and control over impulses.  A strong school-family liaison is essential.

Negative Problem Behaviors

While the positive behaviors noted above are the most disruptive and elicit the strongest responses, the "negative" problem behaviors (meaning the lack of certain behaviors happening), actually are more common.  They also are more insidious in that they can go unnoticed and unattended for long periods of time, to the child's serious disadvantage. Negative problem behaviors include the following:

· Lack of Initiation:  The flip side of a pre-frontal cortex that is unable to contain limbic (i.e., emotional) impulses is a pre-frontal cortex that is unable to recruit emotional energy to drive behavior.  The resulting "lack of motivation," which may be a psychological issue for a child who is not injured, can become a neurological issue after brain injury.  Children with injuries lower in the frontal system (i.e., brainstem injuries) may show a related lack of consistent arousal or "cortical tone."  In larger classrooms not adapted to the need of a child with TBI, these children quietly may get lost in the shuffle.  There is a need to work individually with them to create an interactive dynamic that elicits and sustains goal-oriented behavior.

· Social "Cluelessness":  Although this phenomenon has more technical names, it can be defined in a common sense as simply "not understanding social interactions."  This behavior becomes more of a problem as: (1) children get older, (2) more subtleties are required both in reading and responding to social situations and (3) flirtatious and sexual behavior becomes, at times, the norm during the teenage years.  This behavioral lack of sophistication is the result of failing to read and integrate social cues, as well as the lack of finely tuned judgment as to how to act.  It can have the devastating effect of leading to the erosion of friendships.  Education about social cognition may be a critical dimension in the classroom experience of a child with TBI.  While social skill groups, modeling and role-playing all have some value in learning about social behaviors, the most powerful intervention is on-the-spot (i.e., immediate) feedback when some social interaction misfires.

· Depression/Low Self Esteem:  Strictly speaking, these are internal affective states--not behaviors--but they are common after TBI in children and lead to behavior that is listless, self-defeating or irritable and hypersensitive to negative stimuli in the environment.  It is important to understand when such behavior is a reflection of some combination of depression and low self-esteem, which are separable but often co-exist.  Depression and low self-esteem are common and in a sense "normal" secondary to awareness of loss of functioning in a person--regardless of age.  More intelligent children with greater self-awareness may become more depressed; this actually is a positive prognostic sign for the long-term.

Depression also can be the direct result of neurological damage to the brain.  While it is always best to avoid medications in children when possible, the opposite extreme (i.e., the refusal to consider helpful medication when a child is suffering) is equally irresponsible.  The more a child feels he/she is in control of the environment, and the more they feel they are learning and succeeding--which are the normal challenges of childhood--the less likely they are to become or remain depressed.

Other Factors Influencing Behaviors

Finally, a number of other factors can influence behavior and need to be considered.  Drug and alcohol abuse can exacerbate or create negative behaviors in older children.  Seizure disorders can lead to medically determined behaviors that need to be managed specially.  Additionally, alterations in brain functioning between seizures may introduce a variety of psychiatric dimensions into a child's behavior.  Cultural factors also can influence strongly a family's tolerance of and response to negative behaviors, especially those that become defiant to the elderly or those in authority.  Cultural biases concerning the role of women also can color a family's ability to respond to the mapping out of behavioral plans by school personnel--who are traditionally female--particularly when they call for organizations and discipline at home what runs counter to cultural expectations.

The Range of Behavioral Interventions

Programming to manage difficult behaviors in children after 
TBI effectively is a topic that far exceeds the scope of this article.  The reader is referred to the excellent chapters in Mark Ylvisaker's book entitled Traumatic Brain Injury Rehabilitation (1998) for an in-depth discussion of this topic.  The central point to be made is that management of difficult behaviors after TBI is not a matter of having a plan of how to respond once those behaviors occur.  Rather, it is the knowledge of a child's abilities and inabilities, the anticipation of what they need to feel in control in their environment and the structuring of a consistent environment to meet these needs, that is the key to managing difficult behaviors.  This does not mean that traditional rewards--and at times punishments--are not used, for they certainly are. It does not mean that anticipating the circumstances out of which difficult behaviors occur will be much more effective in preventing those behaviors rather than attempting to eliminate the behaviors once they occur, or even trying to elicit and reward more positive behaviors without an awareness of the antecedent causes of the difficult behaviors.

We also need to be aware that children are not passive responders to environmental stimuli, but are capable of shaping the environment to meet their needs.  For example, the child with brain injury who has an inattentive father at home may learn that by  "mouthing off" to Dad he finally is able to get his attention.  The male classroom teacher who allows the same child to work to long without attention, inexplicably may find himself being talked back to for no apparent reason.  Difficult behaviors are often a communication ("I need more help or attention than I am getting!"), and apparently dysfunctional behaviors (i.e., disrupting class) may serve a function from the child's point of view (i.e., to get the teacher to focus on his/her needs).

The issue of behavior modification often comes up when discussing the management of difficult behaviors.  The reality is--whether we subscribe to the principles of behavioral modification or not--teachers, parents and therapists constantly are responding or not responding to behavior, and therefore modifying it in some way (i.e., either eliciting it, or making it more or less likely to happen again).  "Soft" behavioral programs of providing incentives and disincentives can be useful adjuncts for managing difficult behaviors (i.e., the child who knows he/she can earn 10 minutes of computer time at the end of the day if he/she can remain seated for the entire period may be better able to meet that goal.)  "Hard" behavioral programs built around tokens or points are artificial in school settings and, frankly, do not work unless the entire environment can be controlled consistently.  On the other hand, a "soft point system" where a student can earn points toward a special reward may work well for a particular student. Most importantly, all persons involved with the student must be aware of the potential their own behavior has to reinforce or extinguish the student's behavior.  
An awareness of the student's needs and structuring the environment to meet those needs is critical.

Formal therapeutic interventions also have a place in managing difficult behaviors.  Many children--given sufficient awareness and verbal skills--will benefit from individual counseling.  Ideally, this is provided by a school social worker or psychologist who has knowledge about the impact of brain injury; if not, by an outside therapist.  Savvy therapists may create an interactive therapeutic by seeing the student with brain injury interact with one or two peers in order to address behavioral issues in parallel to other cognitive goals.  Pushing interventions within the classroom also can be scheduled to engage a peer for similar purposes.  For some children who have sufficient awareness and memory to generalize to other situations, social skill groups may provide learning and practice in adaptive social behaviors.  In addition, a well-trained, instinctively on-target aide is sometimes the best therapeutic tool for implementing the necessary cues and options to help prevent and manage difficult behaviors.  Aides always should be included in planning meetings, especially when plans are being developed to deal with difficult behaviors.  Finally, medications have been mentioned as an often essential--although never first line--response to behavioral challenges.

Principles of Consistency

The approaches outlined above are more effective when there is consistency among all staff working with the student, school and the family.  The following principles will be helpful in promoting a consistent, integrated approach.

· Consistency within the School

Every general and special education teacher, aide and therapist must be on the same page in both anticipating and responding to behavioral issues.  There needs to be a central "behavioral care plan" for the student that all persons are aware of and implement.  If certain principles work to decrease the likelihood of aggressiveness (i.e., frequent breaks, choices, rewards, clarification), then each person needs to be implementing them in his/her interactions with the student.  If there is a certain response to the onset of aggressive behavior (i.e., distraction) or impulsive outbursts (i.e., therapeutic timeout), then each person--regardless of role--needs to be aware of and prepared to carry out the response.

· Communication within the School

In order to carry out the first principle, people need to be communicating with each other about what works and what does not, and to formally develop a behavioral plan for the student.  This communication includes both formal and informal levels.  Release time needs to be provided so teachers, aides and therapists can meet on a regular basis--before a crisis occurs--to make necessary revisions to the plan.  One person needs to be responsible for formulating the plan in written form and ensuring that all persons on the team have the information.  Informally, service providers should touch base in the halls and by phone about the progress of the child, sharing information about day-to-day events and any noted idiosyncrasies (i.e., fatigue level, illness, difficult weekend or vacation, fight with a peer).

· Communication between School and Home

This is critical.  At an informal level, there should be a communication book--separate from the homework assignments--that goes back and forth daily, in which both teachers and parents can write observations, concerns and questions.  Phone calls should be encouraged at specified times to talk through issues that cannot be resolved through the communication book.  Periodically throughout the year, there should be formal meetings where the parents are invited to sit down with all school personnel to discuss the child's progress and make revisions to the program.  Younger children can be involved in parts of these meetings for feedback, support and input.  Adolescents may be present during the entire meeting, depending on the student.  These meetings particularly are important at transition times (i.e., going from the hospital to school, graduating from one grade level or school to the next, at the start of a new school year).  Reducing the frequency of meetings and, perhaps, limiting attendance may make sense during periods of relative stability.

· Communication among the Community Professionals, School and Family

Children with TBI often are involved on a regular basis, especially in the period immediately following the injury.  It is very important that there be open lines of communication among those professionals, the school and the family.  In part, this is for informational purposes, as school personnel need to know the latest information about the medical treatment the child is receiving or the goals of therapy.  More importantly, it is for consistency of approach.  This is especially true if the child is receiving parallel treatments in school and at home (i.e., PT, OT, SLP, counseling).  The child will benefit most if all persons working with him/her share a common formulation of the issues, problems, and goals.  With regard to difficult behaviors, there needs to be agreement on how to structure the environment and respond to incipient or full-blown problem behaviors.  Consistency of response is crucial.  Disruptive behaviors are maintained powerfully by periodic (i.e., inconsistent) reinforcement.  Ongoing communication also will make it possible to shift directions when one approach is not working and another needs to be tried.  Nothing is worse for a child than multiple, fragmented and inconsistent interventions.

· Consistency between School and Home

The bottom line regarding the successful management of difficult behaviors is consistency of structure and response across school and home.  If the classroom teacher responds one way to an outburst and Dad responds another way, no functional learning will occur.  If Mom knows how to structure homework time with breaks and rewards, but this is not appreciated by the classroom or resource room teacher, the child will not be able to learn and contain their behavior on a consistent basis.  Consistency of approach is a prerequisite for internalization of adaptive behaviors and long-term behavioral change.  Taking time in school-family meetings to talk through and write down a behavioral plan will pay dividends.  Identifying one person to take minutes in the meeting, write them up and distribute them to all participants--including the family--has worked well in the BOCES TBI program.  Identifying in these minutes any changes in or revisions to the plan, as well as actions to be taken, allows for a quick review of these issues at the next meeting and the probability that the goals will be addressed consistently.

Conclusions

Families vary enormously in how eager they are to be involved in the child's school program. It is the school's responsibility to reach out to each family, establish cooperative lines of regular communication and develop, with the family, a consistent plan for structuring the environment and responding to difficult behaviors.  It is the responsibility of families to work closely with the school--after all, they know their child better than anyone--and to initiate and insist on the interactive process of the school fails to set it in motion.  The child will be the beneficiary of a cooperative approach, and that is as it should be.
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