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ndividuals with traumatic brain injury (TBI)

may come to the attention of law enforce-

ment as a result of behaviors and character-
istics of TBI (Cappitelli, 2012). Officers who en-
counter individuals with TBI must quickly attempt to
differentiate signs of a medical condition such as TBI
from alcohol intoxication (AI), which can mimic TBI.
There is substantial overlap between the signs of
TBI and the signs of Al (Macera, Aralis, MacGregor,

ABSTRACT: Purpose: This pretest/posttest study exam-
ined the effectiveness of an online training module
that was designed to assist law enforcement officers
in differentiating traumatic brain injury (TBI) from al-
cohol intoxication (Al). Officers must differentiate TBI
signs from Al signs during encounters with individuals
with TBI in order to respond appropriately, yet they
receive little training in TBI. This skill is important
because many signs of TBI and Al mimic one an-
other, and distinguishing them under stressful condi-
tions can be problematic. The increased number of
veterans who have returned from Iraq and Afghanistan
with TBI increases the likelihood of unnecessary and
unfortunate confrontations between individuals with
TBI and law enforcement officers.

Method: Eighty-five law enforcement officers from
agencies in Kentucky completed an online training
module that included information on identifying and
differentiating TBI and Al signs, supported by video
clips demonstrating TBI signs. The pre- and posttests

Rauh, & Galarneau, 2012; Rubenzer, 2011), and
telling them apart under stressful conditions is not a
simple matter. Officers must also manage behaviors
such as anger outbursts and escalation of tensions
once physical contact with an individual with TBI is
made. In fact, a number of legal actions have resulted
from confrontations between law enforcement officers
and military veterans with TBI who were exhibit-

ing what was erroneously thought to be intoxication,

consisted of an encounter scenario and identification
of TBI and Al signs.

Results: Results showed a statistically significant
increase in total posttest scores, suggesting that the
training was effective. Officers reported little TBI
training, and career experience was not associated
with higher pretest scores.

Conclusion: Training in TBI signs can be effective
in helping law enforcement officers differentiate

TBI signs from Al signs. Officer experience is not
sufficient to produce familiarity with signs of TBI.
Speech-language pathologists can play a role in
educating this important segment of our community
to minimize negative interactions between individu-
als with TBI and law enforcement officers and other
first responders.
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suspicious behavior, or noncompliance (Baker, 2012;
Longa, 2013). Veterans also have a higher risk for
mental health problems such as post-traumatic stress
disorder and substance abuse and for aggressive driv-
ing behaviors that are useful in combat but are dif-
ficult to leave behind after returning home (Weaver,
Joseph, Dongon, Fairweather, & Ruzek, 2013).

The high number of military veterans who have
returned from Iraq and Afghanistan with TBI over
the past decade increases the likelihood of un-
necessary and unfortunate confrontations between
individuals with TBI and law enforcement officers
(Macgregor, Dougherty, Tang, & Galarneau, 2013).
Yet, training in TBI may not be commonly available
to officers (Weaver et al., 2013). Mandatory training
in TBI for law enforcement agencies has been insti-
tuted in some metropolitan areas, but such training
is optional or nonexistent in many cities and states
(Cappitelli, 2012).

The Crisis Intervention Team (CIT) program
provides training on a number of disorders that may
bring individuals to the attention of law enforce-
ment, and a research base for its efficacy is develop-
ing (CIT International, 2014). It is not a resource,
however, for the many law enforcement officers who
work in agencies that have not adopted the program.
There is a need for convenient and openly available
training resources to assist and support law enforce-
ment officers and other first responders in managing
interactions with individuals with TBI. This pretest/
posttest study examined the impact of an online train-
ing module on officers’ awareness of and ability to
differentiate TBI signs from signs of Al.

We conducted a review of the literature to de-
termine common physical, cognitive, and behavioral
signs of TBI and AI, making a concerted effort to
focus specifically on signs rather than symptoms of
these conditions. Symptoms are experienced by the
person with a given condition but are not necessarily
observable by another person. Examples of symptoms
of TBI would be headache, numbness, or ringing in
the ears. In contrast, signs are observable by another
person and would include gait impairment, loss of
balance, or behavioral change such as anger out-
bursts. Because signs would be vastly more helpful
to law enforcement officers who are attempting to
differentiate TBI from Al in the field, we limited the
focus of this study to signs rather than symptoms. We
then used these signs to create the pretest, training
module, and posttest used in the study.

Signs of Al

Common physical, cognitive, and behavioral signs
of AI were identified in the literature. Instrumental
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measurements of intoxication and field sobriety tests
were not included as these typically occur after a po-
lice officer’s initial judgment based on behavior and
appearance (Mattox, 2002).

Physical signs of AI most commonly cited in the
literature were (a) odor of alcohol, (b) impaired fine
and gross motor control/walking, (c) loss of balance,
(d) slurred speech/effortful to articulate, (e) red eyes,
(f) poor distance and depth perception, (g) slow pace
of speech, and (h) nystagmus (Dickenson, 2009; Mat-
tox, 2002; McKnight, Langston, Marques, & Tippetts,
1997; Rubenzer, 2011). Cognitive signs of Al were
reported to be forgetfulness and decreased alertness
(McKnight et al., 1997; Rubenzer, 2011). Common
behavioral signs of Al were described as (a) acting
in an overly friendly manner, (b) standing too close,
(c) shouting and cursing, (d) speaking too loudly, (e)
displaying changing moods, (f) exhibiting aggressive
behavior, and (g) giggling (Dickenson, 2009; Mattox,
2002; McKnight et al., 1997; Rubenzer, 2011).

Signs of TBI

Physical signs of mild to moderate TBI were de-
scribed by a number of authors and include (a) motor
impairment (Brookshire & McNeil, 2014; Ruff et al.,
2009); (b) scars on the head (Dickenson, 2009); (c¢)
weak, breathy voice (Brookshire & McNeil, 2014;
Ruff et al., 2009); (d) nystagmus (Cockerham et al.,
2009); (e) dizziness/poor balance (MacGregor et al.,
2013; Maguen, Lau, Madden, & Seal, 2012; Vander-
ploeg et al., 2012); (f) slurred speech (Ruff et al.,
2009); and (g) impaired depth perception (Cockerham
et al., 2009; Ruff et al., 2009). Signs of severe TBI
were not included because individuals with severe
TBI are less likely to engage in behaviors such as
driving that might bring them to the attention of law
enforcement.

A number of cognitive signs of TBI presented in
the literature could be observable by a person in-
teracting with a TBI survivor. Among these are (a)
decreased attention/distractibility (Miller, 1999; Van-
derploeg et al., 2012); (b) forgetfulness or memory
problems (Macera et al., 2012); (c) slowness and inef-
ficiency in carrying out tasks (Miller, 1999; de Ries-
thal, 2009); and (d) cognitive—communicative deficits
such as slow processing speed, impaired verbal memo-
ry, and impaired word finding (de Riesthal, 2009).

The literature offers a number of neurobehav-
ioral signs that have been observed in individuals
with TBI. These include (a) mood changes (Dick-
enson, 2009), (b) irritability (Macera et al., 2012;
MacGregor et al., 2013), and (c) anger outbursts or
aggressive behavior (Aboulafia-Brakha, Greber
Buschbeck, Rochat, & Annoni, 2013).
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Overlapping Signs

Based on the literature review, we found that a high
number of signs overlap the conditions of TBI and
Al. These are judged to be (a) impaired motor co-
ordination, (b) slurred speech, (c) mood change, (d)
poor balance, (e) nystagmus, (f) slowness in verbal
response, (g) slowness in responding to requests, (h)
anger outbursts or aggressive behavior, (i) forgetful-
ness or poor memory, and (j) miscalculating depth or
distance. These overlapping signs complicate a first
responder’s ability to quickly identify an individual’s
condition.

Efficacy of Officer Training
With Special Populations

The literature supports the benefit of training law
enforcement officers to interact with special popula-
tions. A number of studies have examined the effica-
cy of CIT (CIT International, 2014). The CIT pro-
gram is a community-based partnership between law
enforcement, mental health providers, and consumers
that is designed to assist law enforcement officers to
manage crises involving people with mental illness,
substance use disorders, and developmental disabili-
ties. The program includes a training curriculum for
officers and the development of accessible mental
health resources and links within the community for
referral to appropriate treatment as an alternative to
arrest (CIT International, 2014).

Teller, Munetz, Gil, and Ritter (2006) studied how
police officers handled mental disturbance calls before
and after CIT training over a 2-year period. They
found that CIT training resulted in increased identifi-
cation of individuals with mental health disorders and
increased referrals to emergency treatment facilities.

Using a pretest/posttest design, Compton,
Esterberg, McGee, Kotwicki, and Olivia (2006)
found that police officers reported greater knowl-
edge and improved attitudes about individuals with
schizophrenia after completing a 40-hr CIT train-
ing program. Of particular interest was the officers’
improved attitude related to aggressive behavior and
improved support for treatment programs for indi-
viduals with schizophrenia.

The University of Louisville and Louisville Metro
Police collaborated on a study examining the impact
of CIT implementation on referrals to their emergen-
cy psychiatric service over a 1-month period (Strauss
et al., 2005). They concluded that CIT-trained officers
competently identified individuals with mental illness
and appropriately referred them for evaluation and
treatment. During their first year post CIT training,
the officers also reported an arrest rate of 2.1% for

all CIT calls, which is significantly lower than the
national average of 20.0%.

Watson, Morabito, Draine, and Ottati (2008)
questioned which elements of the CIT program led
to these improved outcomes. Their comprehensive
review indicated that studies have not yet determined
whether improvements in managing cases of mental
illness result specifically from officer training, prac-
tice with de-escalation techniques, improved linkages
with mental health facilities, or the characteristics of
the officers who volunteer for CIT training.

Efficacy of Officer Training Related to TBI

Some studies have supported the efficacy of offi-
cer training related specifically to TBI. In a study
conducted by Togher, McDonald, Code, and Grant
(2004), a 12-hr training program in communica-
tion strategies resulted in a significant increase in
the amount of time and attention that police officers
in Australia spent in learning about the needs and
experiences of people with TBI during routine service
inquiries made by telephone. Togher et al. concluded
that police officers learned effective strategies for
structuring communication with people with TBI.

Weaver et al. (2013) created an 8-hr training
course that was designed to enhance law enforce-
ment officers’ abilities in negotiating crisis interac-
tions with military veterans. Their pre- and posttest
addressed the officers’ relevant knowledge, attitudes
toward veterans, and skills in managing crisis in-
teractions. The authors found that the officers had
significantly improved total posttest scores, although
improved knowledge and attitudes were not retained
at the time of a 3-month follow-up evaluation.

Although some studies support the effectiveness
of law enforcement officer training with regard to
interaction with special populations, a common thread
mentioned in the law enforcement training literature
is that training is complicated by the nature of law
enforcement work and law enforcement officers’
schedules. The logistics of bringing officers together
for training are complex, and the expense of send-
ing officers away for training can be high. A training
program that is available partially or entirely online
would be convenient and cost effective for agencies.
The purpose of this pretest/posttest study was to ex-
amine the efficacy of an online training module that
was designed to assist law enforcement officers in
differentiating TBI from Al.

The following research questions guided this
study.

* Was the online training effective, as evidenced
by law enforcement officers as a group scoring
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significantly higher on the overall posttest than
on the overall pretest?

* Was the training effective for each sign, as
shown by law enforcement officers scoring
significantly higher on the posttest than on the
pretest for each of the signs (Al only, TBI only,
and both)?

* Were more experienced law enforcement officers
better at identifying TBI, as evidenced by those
with more years of law enforcement experience
showing higher pretest scores?

METHOD

Study participants completed a consent form, demo-
graphic questions related to years of officer work
experience and amount of training in TBI and Al, a
pretest, an online training module, and a posttest. Ad-
ditional demographic information was not requested
due to participant privacy concerns.

Pretest/Posttest Development

The pre- and posttest, developed by the authors, con-
sisted of two sections. The first section presented an
encounter scenario between a law enforcement officer
and a suspicious person in which numerous signs
of possible TBI were described. The participant was
then asked to indicate how many signs of TBI were
present (one to two signs, three to five signs, six or
more signs, or not sure). The second section con-
sisted of a grid listing 19 signs of TBI and/or Al. For
each sign, the participants were required to indicate if
the sign showed AI, TBI, or both AI and TBI.

Signs of each condition and overlapping signs
were drawn from the literature review, with a focus
on common observable signs that could be described

concisely (see Table 1). Similar signs or signs that
typically lead to the same observable behavior were
combined to prevent a pre- and posttest of unmanage-
able length. For example, dizziness and poor balance
were combined as poor balance; task inefficiency

and slowness were combined as slow to respond to
requests, and slow processing speed, impaired verbal
memory, and impaired word finding were combined as
slow to respond to questions. Impaired walking was
combined with impaired gross motor coordination and
was described in two ways: staggering or unsteady
walking to reflect the gait impairment associated with
Al, and uneven but consistent walking to describe the
typical gait impairment associated with TBI.

Training Module Development

Training module content on TBI was drawn from
current literature on the subject and included the top-
ics listed in Table 2. Brief video recordings showing
typical slurred speech, gait impairment, discussion of
impulsive behavior, and performance on field sobriety
tests were recorded with consent from an assistant
with mild-to-moderate TBI. Agency administrators
were asked to review the module and determine that
the video recordings would play on agency computers
before distribution of the training link.

The training materials that we developed related
to handling an encounter with a TBI survivor sug-
gested a respectful and professional approach during
interaction. The content recognized that law enforce-
ment officers are not expected to make a medical
diagnosis. In addition, the content recognized that of-
ficers have a responsibility to sometimes act quickly
in order to maintain the safety of the subject, any
bystanders, and him- or herself. Training content em-
phasized the benefit to be gained by asking appropri-
ate questions and by using de-escalation techniques
as an alternative to physical force.

Table 1. Alcohol intoxication (Al), traumatic brain injury (TBI), and overlapping signs.

Signs of Al only

Overlapping signs

Signs of TBI only

Staggering or unsteady walking
Odor of alcohol

Eyes are red

Overly friendly, giggly

Slurred speech
Sudden mood change
Poor balance
Nystagmus
Slow to answer questions

Uneven but consistent walking
Scars on head
Irritable
Distractible
Weak, breathy voice

Slow to respond to requests
Anger outbursts when provoked
Poor memory
Miscalculating depth or distance
Poorly coordinated movements
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Table 2. Training module topics.

Topic

Introduction

What is traumatic brain injury?

There are two main types of TBI

Physical problems

Problems with communication

Problems with cognitive or thinking skills

Problems with behavior or emotion

What are some indicators that a person you’ve encountered
might have TBI?

What might indicate a person has mild TBI?

Telling the difference between alcohol intoxication and TBI

How would a person with TBI perform on field sobriety
tests?

Handling an encounter with a TBI survivor

Participants were typically able to complete
the tests and training module within a 30-min time
period. Due to law enforcement agency administra-
tor concerns regarding officer availability and time
required to complete the training module, an effort
was made to limit the length and complexity of the
tests and the training content. The related topics of
signs of posttraumatic stress disorder and signs of
intoxication from substances other than alcohol were
therefore not included in this study.

Validity review. The pretest/posttest and training
module materials were reviewed by a panel of subject
matter experts representing both TBI and law en-
forcement. Feedback on the accuracy of information
and clarity of wording was recorded, and modifica-
tions were made as necessary.

Participants

A sample of 85 law enforcement officers from agen-
cies in Kentucky participated in the training module
during the summer and fall of 2013. Regional agen-
cies and public university police departments in Ken-
tucky were contacted by e-mail and phone to describe
the research study and to request participation. Four
agencies of the eight contacted agreed to participate
and followed through with the study. These agencies
requested that the researchers not contact any officers
directly. In order to protect the privacy of the of-
ficers’ contact information, we provided each agency
administrator with the link to the survey. The admin-
istrators then provided the link to their officers along
with a request to participate in the study.

Because we were not provided with exact num-
bers of eligible officers, calculation of the return rate
is approximate. The number of completed surveys

measured against the estimated number of officers
available to complete the survey suggested a return
rate of approximately 80%. Nonavailable officers
were described as those who were off duty with
injuries or were away for training or conferences,
and their unavailability was not judged to bias the
sample.

Data Collection and Analysis

Data was collected through Qualtrics, an online
matrix service. In order to maintain participant
anonymity, survey responses were automatically en-
tered into a database with a computer-generated PIN
number. Analysis was completed using SPSS 21.
Data were recoded so that higher numbers reflected
higher levels of variables (such as experience and
training frequency), with unsure or incorrect re-
sponses coded as 0.

Descriptive statistics were used to describe
officer experience and training. A reliability analy-
sis was conducted to support pretest reliability,
and a comparison of the means was conducted to
evaluate the effectiveness of the training module.
Paired-samples ¢ tests were conducted to examine
the effectiveness of training for individual signs. A
Pearson product-moment correlation was calculated
to determine the effect of officer experience on the
pre- and posttest scores.

RESULTS

Descriptive statistics showed that officer experience
ranged from 1 to 39 years in law enforcement work,
with an average of 11.94 years on the job (SD =
8.75). Approximately 50.00% of the participants had
between 1 and 10 years of experience.

The officers reported receiving substantially
greater frequency of training in the identification of
Al than TBI (Figure 1). Not surprisingly, 90.00% of
the officers reported receiving training in Al at the
time of their initial hire, and 65.00% reported receiv-
ing training in Al at some time during their career.
Only 0.02% of the officers (2 of the 85 participants)
reported that they had received no training in Al at
any time. In sharp contrast, 31.00% of the officers
reported receiving training related to TBI at hire, and
24.00% reported receiving TBI training at some point
during their career. The majority of officers (55.00%)
reported receiving no training in TBI at any time.

A reliability analysis revealed a Cronbach’s
coefficient oo of .701 for the pretest, indicating good
reliability. A paired-samples ¢ test showed that the
law enforcement officers scored higher on the post-
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Figure 1. Percentage of participants (N = 85) who received training
in identifying alcohol intoxication (Al) and traumatic brain injury
(TBI) at the time of hire and/or through professional education dur-
ing their career.
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test than on the pretest, #(84) = -9.48, p < 0.05,
supporting the effectiveness of the training module
(Table 3). Paired-samples ¢ tests revealed that the of-
ficers had significantly higher posttest scores on the
scenario and on 11 of 19 AI and TBI signs (Table
4). Years of experience in law enforcement was not
significantly correlated with the pretest total scores,

r(82) = —.114, p = .302.

Discussion and Conclusion

Our demographic data revealed that police officers

Al at hire and during their career. Training in the
identification of TBI, however, was much less com-
mon, with more than half of the officers reporting
no training in TBI at any time. With the increased
number of military veterans who have returned
from combat with diagnosed and undiagnosed TBI
in the past decade, this lack of training is of con-

cern. Law enforcement officers who work in areas
of the country adjacent to military bases and large
hospitals are especially likely to encounter individ-
vals with TBI and would benefit from knowledge

reported frequent training in the identification of this population.

Table 3. Paired-samples data for pre- and posttest overall total scores.

and skills related to interacting successfully with

Paired-samples statistics

Pair 1  PreTestSum
PostTestSum

Pair 1  PreTestSum + PostTestSum

Pair 1 PreTestSum — PostTestSum

M N SD SEM
12.89 85 3.65 .39
16.89 85 2.37 26

Paired-samples correlation

N Correlation Sig.
85 22 0.043%*

Paired-samples test

Sig.
M SD t df (2-tailed)
-4.00 3.89 -9.48 84 000

*p value < 0.05.
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Table 4. Paired-samples statistics and tests for the scenario and the signs of Al, TBI, and both.

Signs M SD SE N t df Sig. (2-tailed)
Scenario 26 44 05 85
75 43 .05 85 -8.66 84 .000%*
Al-only signs
Staggering A3 34 04 85
A48 .50 .06 85 -6.16 84 .000%*
Odor of alcohol 91 .29 03 85
95 21 02 85 -1.27 84 208
Eyes are red 73 45 05 85
.89 31 03 85 -2.65 84 010%*
Friendly, giggly 48 .50 .06 84
.84 37 04 85 -5.33 83 .000%*
TBI-only signs
Uneven consistent gait 22 42 05 85
.69 46 05 85 -7.63 84 .000%*
Scars on head 49 .50 06 85
.82 .38 04 85 -5.59 84 .000*
Irritable A3 34 04 85
28 45 05 85 -2.96 84 004*
Distractible .13 34 04 85
33 A7 .05 85 -3.64 84 .000%*
Weak breathy voice 20 40 .04 84
.66 A48 .05 84 -7.58 83 .000%*
Overlapping signs
Slurred speech .86 35 .04 85
94 24 03 85 -1.83 84 070
Sudden mood change 71 46 05 85
.69 46 05 85 0.19 84 .849
Poor balance .80 40 04 85
91 .29 03 85 -2.23 84 028%*
Nystagmus .56 .50 05 85
91 .29 03 85 —6.28 84 .000%*
Slow to answer questions .86 35 .04 85
.88 32 04 85 -0.50 84 .620
Slow to respond .86 35 .04 85
.88 32 04 85 -0.45 84 .657
Anger outbursts .68 47 05 85
72 45 .05 85 -0.62 84 535
Poor memory 74 44 05 85
.59 .50 05 85 2.40 84 019%
Miscalculating depth .80 40 .04 85
.82 38 04 85 -0.45 84 .657
Poor coordination .83 .38 04 84
.86 35 04 84 -042 83 672

*p value < 0.05.

Effectiveness of the Training Module

The online training module was effective in facilitat-
ing officer differentiation of AI and TBI signs. This
result is consistent with research literature related to
officer training with special populations (Togher et
al., 2004; Weaver et al., 2013).
Officers’ scores showed significant improve-

ment with three out of the four Al-only signs (i.e.,
staggering or unsteady walking, eyes are red, overly

160

friendly/giggly), perhaps indicating that the officers
learned that these signs do not overlap the two condi-
tions. Significantly improved scores on five of the
five TBI-only signs indicate that the officers acquired
some useful indicators for possible TBI. Three of the
10 overlapping signs (i.e., poor balance, nystagmus,
and poor memory) had significantly higher posttest
scores. The improved performance on the nystagmus
item was encouraging, as this is very commonly
considered to be a sign of intoxication during field
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sobriety tests but may not be commonly known by
police officers to be a sign of TBI. The training mod-
ule raised the officers’ awareness that the presence of
nystagmus is not sufficient to indicate intoxication,
and that further questioning is required to explore
medical explanations for the behavior.

The remaining seven overlapping signs had high
pretest means, and although the posttest means were
higher for each item, the difference was not statisti-
cally significant. These high pretest scores may have
been the result of participants being able to make
a reasonable guess when the response options were
placed side-by-side before them.

Officer Experience

An interesting finding during this study was that
officer experience as measured by years on the job
was not associated with higher pretest scores. That is,
experienced officers had no more knowledge regard-
ing TBI signs than officers in their first years of
work. This is not surprising when we consider the
limited training on TBI signs that officers reported at
hire and during their career. When training on TBI is
offered, it tends to be bundled with many other diag-
noses (CIT International, 2014), which would serve to
dilute its effect.

One might expect that over time, officers would
pick up information and gain skills in working with
many types of people. But, it is altogether possible
that officers face a barrier in learning to recognize
some patterns of behavior associated with medical
diagnoses. Once the officer makes a decision to arrest
or refer, he or she may not receive any indication
about the outcome of that case after it passes out of
his or her hands. If an officer encounters individuals
with TBI but never receives feedback regarding the
eventual diagnosis, it would be difficult to appreciate
and learn from patterns of behavior over time. In a
situation such as this, direct instruction is necessary
so as to provide officers with the knowledge and
skills needed to differentiate the two conditions and
interact successfully with individuals with TBI.

Officer Comments

At the end of the posttest, the participants were of-
fered an opportunity to provide comments. Several
officers indicated that they had found the training
helpful. One officer who clearly understood the mes-
sage of the training content stated, “This training was
actually pretty helpful. In this line of work, most
often the symptoms for TBI are generally associated
with A.I., so this is a good reminder that if some-
thing really does not seem right, then there could

definitely be something else going on with an indi-
vidual.” Another officer recommended changing the
module to include intoxication from drugs or medica-
tion, accurately pointing out that Al is not the only
condition that might mimic TBI.

Two officers made comments that indicated suspi-
cion regarding the motives of the researchers. One of-
ficer indicated, “Working in this job for 29 years has
made me paranoid of a lot of things. For all I know
this is being conducted by some law firms pre law
college intern under disguise to gather information
to use in cases against police in the future.” Another
officer commented, “If it’s confidential why did we
get a nasty memo about who had completed it? The
memo was internal at pd but that tells me it’s not
confidential.” These comments underscore the impor-
tance of communicating purpose and procedures with
this participant population, which has legitimate con-
cerns regarding privacy. Had we been able to meet
with the officers in person and build a relationship of
trust, there may have been fewer concerns about how
the data would be used. Although a message clarify-
ing our purpose and the anonymity of responses was
sent to each agency administrator at the conclusion of
the study, we had no means of ensuring that the mes-
sage was sent on to the officers.

Limitations and Future Implications

Although this study supports the effectiveness of
training in helping law enforcement officers differen-
tiate signs of TBI from signs of Al, the rigor of the
study was limited by lack of a control group and by
small sample size. Future studies would benefit from
use of a control group and a larger sample so as to
minimize threats to validity.

The training assessed in this study was a 30-
min online module, which was highly accessible
and convenient for officers but was very brief. An
expanded training exercise would allow for additional
content that would be more comprehensive, relevant,
and beneficial. This study considered only Al as a
condition that mimics TBI. The issues of posttrau-
matic stress disorder and types of intoxication other
than alcohol should be included for a more complex
but realistic portrayal of possible encounters. Future
studies should also include evaluation of maintenance
to determine effective methods of ensuring that the
officers retain knowledge over time.

Future curriculum development should include
law enforcement and military shareholders in order to
increase buy-in on the part of agency administrators
and participants. Professionals outside the military
and paramilitary culture may have limited credibil-
ity in presenting some information contained in the
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curriculum. Participants might be more likely to trust
and attend to presenters in uniform and with direct
law enforcement or military experience. Future ef-
forts should also seek to facilitate opportunities for
officers to receive accredited professional education
hours so as to encourage participation in the training.

Advocacy Opportunities for
the Speech-Language Pathologist

A speech-language pathologist who is interested in
advocacy for individuals with TBI can play an ac-
tive role in community education. An important first
step is to determine the nature of the population of
individuals with TBI in your community. Identify
local medical and rehabilitation centers, which can
influence the number of people with TBI who reside
in your area. Identify military bases, veteran service
organizations, and veterans affairs hospitals to raise
your awareness of organizations and services that
may affect the number of wounded veterans in your
community.

It is important to assess your appropriateness as
an advocate by examining your relevant knowledge
and experience. Ask yourself, “Who am I to advocate
for this group?” If there are gaps in your knowledge
or experience, invite a collaborator who can fill those
gaps, such as a TBI survivor, a member of a local
nonprofit agency, a social worker in the mental health
arena, or a practitioner who has experience working
with military veterans. State and national TBI as-
sociations would be strong collaborators in advocacy
efforts.

Begin building a relationship with local law
enforcement agencies and other first responder agen-
cies. These may include the county sheriff’s office,
city police department, university police depart-
ment, fire department, emergency medical services,
and private security and investigative organizations.
Most agencies have a training officer or coordina-
tor, and this person is often the best initial contact.
Be mindful that agencies have rigorous professional
training requirements for which their employees
receive documented hours from accredited sources.
They also have fluid shift schedules that make it
very difficult to bring all employees together at one
time. Training officers will therefore vary in their
interest in your advocacy topic, whether it be com-
municative and cognitive disorders in general or
TBI specifically. Before suggesting a presentation, it
would be helpful to discuss encounters with special
populations and the perceived need for information
on this topic.

If the flexibility of an online presentation
would meet the needs of a local agency, consider

creating brief presentations and making them avail-
able through a web-hosting service such as YouTube.
An expanded training curriculum on TBI for law
enforcement officers is available through Western
Kentucky University and can be accessed by contact-
ing the first author.

We strongly believe that law enforcement officers
and individuals with TBI are both members of society
who deserve respect. Law enforcement officers have
a challenging and often dangerous job, and their deci-
sions are frequently second-guessed by those unfa-
miliar with their circumstances. Individuals with TBI
often have a difficult and frustrating path of recovery
as they attempt to reconstruct their lives post injury.
Speech-language pathologists are in a position to
advocate and educate in order to minimize unneces-
sary negative encounters between these two groups.
Speech-language pathologists can work toward a
partnership with law enforcement agencies and other
first responders to share information about interacting
professionally and safely with individuals exhibiting
communicative and cognitive disorders.
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