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Persons associated with vocational rehabilitation are probably wondering why do we need
another book about employment services for people with brain injuries. For the past several
years there have been a number of conferences, white papers, manuals, and books about people
with brain injuries and \heir access to community-based services. In fact the Institute on
Rehabilitation Issues (IRI) studied this topic in 1985, and I had the pleasure of updating that
work just three years ago in 1990.

A year ago the suggested title for this book was "Increasing Employment Outcomes for
Persons with Traumatic Brain Injury." The Prime Study Group (the writers) were asked to:

1. Identify the range of employment issues for people with traumatic brain injury and
for the rehabilitation counselors serving them.

2. Identify strategies to increase positive employment outcomes for people with
traumatic brain injury and for increasing career options including return to former
career.

3. Identify local and national resources.

4. Identify the role of family in supporting return to work.

As in all Institute on Rehabilitation Issues the title and issues were a point of departure not a
mandate. It was felt by ‘the IRI Executive Committee that there was enough new data and that
these issues were different enough that a new study was warranted.

One of the problems with many texts about employment of persons with brain injury is
they often present things as they are in an ideal world--one where research dollars allow for
small caseloads and access to every imaginable specialist. The difference with this text is that
it has a very focused audience--the vocational rehabilitation counselor. Many of the persons who
participated in the writing of this text are either vocational rehabilitation counselors, persons who
work with and provide consultation to vocational rehabilitation counselors, or those individuals
who have trained vocational rehabilitation counselors. In writing this text, the group had many
lively discussions over certain topics or issues. However, the group always returned to "What
would a vocational rehabilitation counselor do and what resources would she or he have
available to address this issue?"

The group attempted to deveiop this text to highlight the relationship between the
vocational rehabilitation counselor and the consumer. The group felt that the interaction betweeit
these two was critical to a successful employment outcome.-

The first major issue the authors grappled with was whom were they talking about. The
majority eloguently supported the notion that traumatic brain injury (TBI) was too narrow--it
excluded too many people with brain injury. After discussion it was decided that the book
should discuss the needs of persons with Acquired Brain Injury (ABI). The difference between
the two is that "acquired" connotes the brain injury may have occurred from causes other than

tfrauma.




Next, the group decided that rather than limit individuals by diagnosis, they would
attempt to describe functional capacities and limitations. Function describes people by what they
can do while diagnosis usually highlights loss or deficiencies. The vocational rehabilitation
counselor is always concerned about functional capacities on which to help consumers build
their vocational future.

The purpose of writing this text is to provide a resource and problem-solving guide for
front-line vocational rehabilitation counselors. The group has attempted to take into account
known best practices that existed in 1993. Also included are limitations that may affect the
manner and intensity with which a vocational rehabilitation counselor provides services to
persons with brain injury. It is recognized that there are funding limitations, negative family
dynamics, bureaucratic red tape, and a variety of other factors that may interfere with how
vocational rehabilitation counselors serve consumers. The group also recognizes the limitations
of our current technology. It is understood that many vocational rehabilitation counselors work
in rural areas where services are not available and consequently must assume a majority of the
service-provider roles themselves. The group pooled their combined expertise to address these
issues.

Finally, the group felt they have an advocacy role. They strongly urge state consumer
organizations and agency administrative personnel to develop in-service and preservice training
programs fc: counselors. In addition, funding for specialists in rehabilitation of persons with
acquired brain injury is urged.

The reader will acknowledge that the Prime Study Group met the issues present.d head
on. They have developed a book that is valuable to service delivery to persons with acquired
brain injuries. The work of the Prime Study Group was edited by Augusta Cash, State Head
Injury Coordinator and Betiy Sarvis, Senior Vocational Rehabilitation Counselor. They, too,
assured that the material presented addressed the needs of practicing rehabilitation counselors.

It has been a distinct honor, privilege, and pleasure to work with this Prime Study Group.
They were all hard working and accepted the challenge presented. They were also a diverse
group in age, training, and experience in vocational rehabilitation. Their varying perspectives
made for an excellent bcok but for difficulty in editing. I had the final say in editing where the
overriding issue was understanding of the points made. Therefore I want to apologize in
advance for the omission of any member’s ideas from the final edition.

David W. Corthell, Ed.D.
Editor
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Chapter 1

INTRODUCTION

As a result of improved medical care, many people with traumatic brain injury (TBI)
have survived during the past twenty-five years. Advocates and public policy have clearly
indicated a need for providing rehabilitation services for persons with acquired brain injuries.
As a result, vocational rehabilitation counselors have seen their caseload of persons with brain
injury increase dramatically.

Over the- past ten years, some vocational rehabilitation counselors have acquired
knowledge, training, and understanding of traumatic brain injury. Vocational rehabilitation
counselers who have worked with persons with traumatic brain injury have also discovered
people with brain injury received from causes other than trauma, head-injured individuals whe
have been misdiagnosed, and individuals with head injuries who received inappropriate services
Or no services.

The major purposc for writing this text is to provide a resource and problem-solving
guide for front-fine vocational rehabilitation counselors. The authors pooled their combined
expertise and provided as much guidance and intormation as possible 0 assist counselors in
serving people with brain injuries. They attempted to describe practices existing in 1993 that
have achieved success. included are iimitations that may affect the manner and intensity with
which a vocational rehabilitation counselor provides services to persons with brain injury. It was
recognized that there may be funding limitations, negative family dynamics, bureaucratic red
tape, and a variety of other factors that may interfere with how vocational rehabilitation
counselors serve consumers. It is also understood that counselors work in diverse settings where
services may not be available or adequate. However, even with these circumstances, vocational
rehabilitation counselors have successfully served person with head injuries.

DEFINITION

People use the terms head injury, braia injury, head trauma, and traumatic brain injury
(TBI) interchangeably. Upon further inquiry, people frequently mean traumatic brain injury or
closed-head injury as defined in the publication from the Twelfth Institute on Rehabilitation
[ssues:

Traumatic brain injury, as dealt with in this publication, is defined as brain
damage from a blow or other externally inflicted trauma to the head that resuits
in significant impairment to the individual’s physical, psychosocial, and/or
cognitive functional abilities. It is characterized by altered consciousness (coma
and/or post-traumatic amnesia) during the acute phase after injury, the duration
of which varies greatly tetween individuals and with the severity of the injury.
(Corthell & Tooman, 1985, p. 3)

.
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A similar definition appeared in the 1990 revision of the Institute publication (Spivack
& Balicki, 1990). Both definitions focus only on trauma as a cause of head injury. This is in
part due to the fact that the most dramatic increase in head injury has been from trauma. In
addition, the number of persons with TBI consists largely of males between the ages of 15 and
34 who were most likely involved in a motor vehicle accident. Further, "due to improved
survival rates after severe head injury since the late 1970s, there may be as many as 1,500,000
Americans under age 45 with significant disabilities which interfere with their ability to reenter
their communities independently" (Spivack & Balicki, 1990, p. 16).

Spirited. discussion within the group participating in the 1993 Institute on Rehabilitation
Issues revolved around the value of keeping or expanding this definition. Traumatic brain injury
suits a researcher’s purpose well as it defines a relatively homogeneous population. However,
services within the rehabilitation community require a broader and more inclusive definition.
Since this publication is aimed primarily at service providers and more specifically vocational
rehabilitation counselors, an expanded definition is required.

There are several sources of injury to brain cells in addition to trauma or external
physical force. Among the other sources of injury are congenital or developmental disorders,
birth trauma, malignancy, degenerative process, heart attack, stroke, anoxia, toxic substance in
the blood, and infection (bacteria, virus).

Rehabilitation counselors are familiar with many of the congenital or early onset disorders
and probably do not even think of individuals with developmental disabilities as brain injured.
Fetal alcohol syndrome and congenital cocaine addiction are newly designated causes of brain
injury. As adults, individuals with these diagnoses may nzed vocational rehabilitation services
along with other services.

At the other end of the age range, the incidence of older adult onset brain injury will
undoubtedly increase. Medical advances have also occurred in management of these non-
traumatic brain injuries. The increase in the number of older adults also means more people will
survive nontraumatic brain injuries such as stroke and tumors.

Keeping all of these considerations in mind, the authors excluded from the current
definition of congenital or early brain injuries and included only aduit onset causes. It was felt
that persons with early onset brain injuries are significantly different from persons with sudden
onset in their teens or when adults.

In this book the definition of acquired brain injury is:

A change, often sudden, in func.‘onal ability as a result of insult te the brain.

The term "functional” appears frequently in this publication and refers to what a person
can do right now in the real world and what a person has difficulty ¢ ng. Asking both what
a person can and what a person cannot do is essential. Counselors and people with brain injury

must know about the person’s functional deficits or limitations and determine what can be
improved or accommodated. The person’s functional capacities tell us what the strengths are
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on which to build. For example, a person may use tools well, like to fix bicycles, have a right
visual field loss, and become agitated and restless in noisy or crowded environments. This
practical information about functioning becomes critical to selecting work environment and type
of work and setting up a work station.

THE UNIQUENESS OF PEOPLE WITH ACQUIRED BRAIN INJURY

The functional capacities and limitations of a person with acquired brain injury are
different from person to person and can be very different over time for the same person. The
reports counselors receive are a "snapshot” of functioning. The counselors may find a different
picture next month or next year. They may also receive different snapshots of the same person’s
function in the office, the mall, a structured work evaluation, or the person’s home. Because
of the changing picture, counselors must be flexible, and services often must be long-term and/or
ongoing. Counselors must also maintain a delicate balance when juggling hope for improvement
with the reality of permanent loss and the humility to understand and accept the imponderables
of such challenges.

COMMUNITY RESOURCES

Counselors need knowledge of resources that will assist people with brain injuries.
People with acquired brain injuries will often require multiple services from several agencies and
groups in order to function effectively. Unlike persons with other disabilities, persons with
acquired brain injury will find that multiple areas of functioning are commonly atfected. An
individual may have balance difficulties, emotional lability, visual field problems, trouble
remembering, and/or lack social awareness.

It is understood there are local variations in the availability of the following resources
and how they are used. The information is presented here to stimulate interest in and advocacy
for these resources.

Social Security. The Social Security Administration has incentive programs to help
people return to work. The Plan for Achieving Self Support (PASS) is a possible source of
funding for extended employment services, for case management, and for other services that
could be paid for in the context of a plan to become independent of Social Security. Those
persons interested in writing PASS plans should obtain a copy of the Red Book from the Social
Security Administration. It will provide the reader with examples of how to prepare PASS
plans. However, plans are approved only for persons working or who have another source of
income.

Circles of Support and Person-Centered Teams. Mount and Zernik (1989) describe
Circles of Support and Person-Centered Teams, two support networks for persons with brain
injury. Circles of Support are made up of family members, friends, neighbors, or other people
who care. The Circle can also include paid human service workers who spend a lot of time with
the focus person. The focus person and his or her existing relationships are the basis for this
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type of community support. A network is developed around the focus person to help provide
ongoing assistance to the individual who is interacting with work situations and the community
at large.

The primary focus of Circles of Support is on the needs of the individual with the brain
injury. The focus person develops a futuristic vision of his/her self and receives assistance from
the Circle in gaining that vision. Assisting the focus person to develop a vision does not mean
formulating that vision according to the desires of the Circle members. It means formulating
a vision according to the needs and desires of the focus person. There is no right or wrong to
the focus person’s vision of what he or she wants to accompiish. The Circle is there to help
accurately describe ways of making the vision a reality. At the same time, the Circle can
realistically describe barriers to the vision and possible solutions to those barriers.

Eventually, the Circle of Support expands outward to the community at large. Friends,
relatives, and other interested individuals can assist the focus person in developing community
connections. This may be done through clubs, churches, and places of employment.

The Person-Centered Team is a support network of service workers for those individuals
who have become the most segregated from full community participation. These may be
individuals who live in group homes, who work in sheltered workshops or activity centers, and
whose recreational activities are generally limited to watching television and group outings.
Over time, an individual with a severe brain injury may withdraw from social participation in
the community. The focus person in this case has little or no contact with family members,
nondisabled friends, or other community members.

A small group of human service workers who have interaction with the focus person on
a day-to-day basis meet regularly with the focus person to discuss his or her individual goals.
The group helps the focus person to decide upon various strategies in meeting current and future
needs. The group identifies and works with other people in the focus person’s life. Family
members, if available, and line staff who have not been involved may be called upon for input
and information. These individuals may then be more willing to become involved with the focus
person. As in the Circle of Support, the Person-Centered Team works toward establishing and
building relationships for the focus person. Community inclusion is always the primary goal of
the Person-Centered Teams.

Vocational rehabilitation counselors may purchase the expertise of a provider in
establishing these support networks. The counselor may also act as a back-up to help problem
solve or trouble shoot when necessary. This approach to service is effective in meeting the
needs of the focus person. Intervention is kept to a minimum while still being intense when and
if necessary. This model can work across a number of domains, from residential to
employment, from recreation to finance. Once the Circle has been trained and established, this
support system should be very cost cffective, since the friends are just that--friends--and not paid
counselors or caregivers. The monitoring process for the vocational rehabilitation counselor
should be focused on the ability of the network to increase the functional capacity of the
individual. Once the individual’s support system is operating on it’s own the vocational
rehabilitation counselor could close the case, for successfully employed consumers. At a later
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date, the counselor could provide post-employment services should further support be necessary.

Ciubhouse. The Clubhouse model is based on Fountain House (Beard, Propst, &
Malamud, 1978), a community-based program that was originaily developed for persons with
psychiatric disabilities and that has recently been adapted for persons with acquired brain injury.
Fountain House is based on r inciples of peer support, consumer direction, and individual needs.
The program recognizes that the impairments faced by individual members do not define
personal abilities, interest, and goals. Instead, impairments are specific problems that interfere
with each person’s opportunity to live self-sufficiently and productively. The model also
recognizes that each person, regardless of handicaps, has contributing skills and abilities that
makes him or her an important and active individual in the community. By focusing on abilities
over disabilities, the project provides the most normalized and inconspicuous support that each
member needs to improve his or her quality of life.

There are no patients or even clients in Fountain House, only members with a limited
number of staff to support Clubhouse (program) operation and specialized member needs.

 Members live in diverse community settings and meet daily at the Clubhouse. Here, they take

responsibility for most aspects of program operation including answering telephones, clerical
work, maintaining the premises, daily finances, running support groups, operating the cafeteria,
special projects, and so on, according to their interests and abilities. These are real work
activities to keep the program operating, not make work.

Maintaining Clubhouse operation is not the therapeutic goal for Fountain House
members. The roles and functions provided within this setting, however, provide the values in
daily life and opportunities for vocational development. Those members who show interests and
abilities beyond the Clubhouse milieu pursue community placements in volunteer situations,
sheltered employment, transitional employment, supported employment, community jobs, and
school settings. Those who may never be capable of independent community or vocational life
remain at the Clubhouse where they are accepted within its social milieu for their capable
contributions; in this manner they become productive and accepted members of society.

The Clubhouse format offers a number of features that make it a viable program for
persons with acquired brain injury. Theses features include its (a) emphasis on individual values
and abilities, instead of disabilities; (b) respect for each member as a functional adult; (c)
community orientation; (d) peer support milieu; (e) nonmedical and : .oninstitutional setting; (f)
ability to meet the varying needs of individuals; and (g) emphasis on return to work and
productive engagement within the individual’s ability.

Life Coach. The concept of Life Coach is an outgrowth of the job coach concept
developed as part of the supported employment initiative. The Life Coach model provides the
type of support, structure, assistance, and advice some people need in order to function
effectively in a variety of settings including, home, school, work, and recreation and as a
consumer. The typical Life Coach is a generalist, trained and directed by a professional, who
will work with the focus person in a number of functional life areas. The Life Coach approach,
by design, starts with an assessment of the focus person’s functional abilities in a number of
environments. Based on this assessment, a plan is developed to assist the individual to perform
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each function with the least amount of assistance, prompting, and/or help necessary. The Life
Coach may start with training independent living skills. However, he\she also works to improve
functional skills of the individual in educational, recreational, or employment settings.

Like the supported employment job coach, the Life Coach works to reduce the amount
of time and number of interventions needed for the individual to complete a task. From the
start, the Life Coach model uses naturally occurring supports as much as possible to achieve its
goal. If at all possible, a person in the area where the task occurs (family, supervisor, friend)
is taught how to provide the intervention. Regardless of who provides the intervention,-once
the task is learned the fading process is begun. Throughout the fading process of Life Coach
activity, the individual is given more and more control of his/her life. If the individual still
needs assistance when it is determined that no further fading is possible, every effort is made
to transfer the assistance to more naturally occurring supports in the community (if not done
earlier). In this way, the responsibilities of the Life Coach are transferred to family, friends,
co-workers, supervisors, or others. This type of program allows a great amount of flexibility
in the functional areas addressed. In addition, this model can cover a wide variety of settings.
The Life Coach model also provides a consistent approach, since the same coach works with the
individual across all domains. The coach usually has access to outside consultation from their
supervisor (senior Life Coach) or program director. The approach allows a provider more
flexibility and the ability to cover a wide geographic area. This is usuaily true because most
Life Coaches work as sub-contractors to the provider or provider group.

Several areas of concern need to be dealt with by the counselor. First, a complete
assessment is the basis for service. Secondly, monitoring of progress is a regularly occurring
event. Since the service can cover a number of areas, the counselor needs to insure that the
goals and objectives are the consumer’s and not those of the program or Life Coach.

Finally, because thi~ approach is very dependent on the Life Coach, the consumer/coach
match is critical. The consumer and coach must get along since they will be spending a lot of
time together. Coaches need experience, training, flexibility, and an understanding of brain
injury in order t succeed. Often, though, the reality is that the coach has received training on
the job, rather than a formal more structured approach. As with most human service programs,
the results are only as good as the people providing the service. Even though programs try very
hard for consistency, the consumer/coach match is most critical.

Independent Living Centers. An Independent Living Center is a valuable resource for
counselors and a continuing source of support for consumers. The Research and Training
Center on Independent Living (undated manuscript) describes independent living:

Essentially, it is living just like everyone else--having opportunities to make
decisions that affect one’s life, able to pursue activities of one’s own choosing--
limited only in the same ways that one’s nondisabled neighbors are limited.
Independent living should not be defined in terms of living on one’s own, being
emnloyed in a job fitting one’s capabilities and interests, or having an active
social life. These are aspects of living independently. Independent living has io
do with self-determination. It is having the right and the oppoitunity to pursue
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a course of action. And, it is having the frer - *o fail--and to learn from one’s
failures, just as non disabled people do.

Independent Living Centers are run by people with disabilities and vary in the se-vices they
provide. Four services are considered essential by independent living centers. These services
necessary for people with disabilities to live independently are:

1. Information and referral

2. Independent living skills training
3. Peer counseling

4. Advocacy

Historically Centers for Independent Living (CILs) have not been very successful in serving
persons with brain injuries. Originally, CILs primarily served persons with physical disabilities.
However, the more progressive ones now provide services to persons with a broader range of
disabilities including persons with acquired brain injury.

Head Injury Associations. The National Head Injury Association and local chapters
provide information, referral, advocacy, and other services. The groups can be a linkage
between consumers and professional organizations and services. Different states and different
areas within a state may have varying levels of expertise, accessibility, and support. In addition,
some states do not have a Head Injury Association. Consequently, the counselor must be aware
of the services available in his/her local area. Malec and Thomas (1993) describe a program
operated by the Minnesota Head Injury Association (MHIA) and designed to serve especially
underserved rural areas in Minnesota.

With the help of federal funding, MHIA has developed a system of regional
networks that includes brain injury advisory committees and an MHIA
representative ("community coordinators") in each of several rural regions
throughout the state. The community coordinators serve as liaisons between
consumers and professionals both within the region and throughout the state.
Besides linking consumers with professionals, the community coordinators assist
persons with traumatic brain injury in finding : supportive friend or family
member to work with them towards community re-integration in the Heads
Together program. With the advisory committees, community coordinators also
play an important advocacy role both locally and statewide. (p. 94)

The primary purpose of the National Head Injury Foundation (NHIF) is advocacy.
However, they provide other services and information about how to contact a head injury
association in a specific area (call 1-800-444-NHIF).

Communities may also have many other resources that are usefiil supports. For example,
the county or city transit system may provide volunteers to teach new bus routes or assist as
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necessary with transportation. Bank personnel are often helpful in money handling.  An
individual may learn to coordinate and manage his or her own life. He/she may have specific
people who help in specific areas (health information, money management, relationships, etc)
as everyone does. The essence of independent living and community reintegration is, in any
case, relationships and connections with people.
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Chapter 11

ASSESSMENT AND EVALUATION

It is important to keep several factors in mind when planning a strategy for
vocational assessment of persons with acquired brain injury. First, it is crucial
that the strategy remains flexible regarding the type of assessment being planned;
the length of time required to carry out the process; and any testing, work
sampling, situational assessment, or job trials that may be needed. Assessments
must also be functionally based and solidly seated in the demands expected in the
work world and in social situations typically encountered. Finally, assessmerts
must be ongoing, as opposed to time limited.

These strategies are necessary prerequisites since improvements in functional
skills, adaptations in the work environment, or acquisitions of compensatory
strategies are likely to occur continually. A static evaluation is valid only as a
baseline measure of where the person functioned at a specific point in time and
under certain limited conditions. Traditional neuropsychological and vocational
evaluations are by no means any less valuable in rehabilitation planning.
However, the counselor must relate this information to what is needed in order
to begin to provide employment related services.

This chapter' will review an assessment philosophy based upon these primary
assumptions. It will also suggest specific approaches and considerations for use
when working with persons who have an acquired brain injury.

PRELIMINARY CONSIDERATIONS

Assessment results must translate into reports the consumer and rehabilitation specialist
understand and can use for planning. For example, an assessment may suggest a person
performs poorly on tests of conceptual reasoning and perceptual organization. This information
is of no value to a counselor or consumer unless they can translate th~<e constructs into
functional and understandable terms. Abstract concepts convey little - 'ne way of useful
information in terms of vocational planning unless the report follows such statements with
functional skills or abilities. A different tactic is taken if the evaluation is done in the context
of comparing a person’s skilis and abilities against primary duties of a targeted job. In this case,
the person’s performance against industrial norms is useful.

The evaluator may define worker traits, present detailed percentile rankings, or list areas

ISome of the material incorporated into this chapter was taken from a chapter by Thomas (1990) in
Corthell’s (1990 Traumatic Brain Injury and Vocational Rehabilitation and modified to fit present needs.
Readers interested in further information can consult that document for additional details.




of relative deficit either in a report or through personal feedback. If so, the counselor must work
with the evaluator to develop a functional report. A useful report wil! note what a person can
do in a functional sense, what limitations are present that will keep him/her from functioning
independently, and what can be done to improve the individual’s functioning. For example, a
person who cannot perform basic math skills may perform this task adequately with a pocket
calculator. A person with poor visual spatial skills may perform well on a job that does not
require these skills. Compensatory strategies will not eliminate a problem but may make the
problem manageable. For example, the use of a written check list to compensate for a cognitive
deficit is much the same as using glasses to compensate for imperfect sight.

Assessment is an ongoing process for any individual in a stage of improvement or for
persons with permanent limitations whose job duties or type of work is likely to change.
Individuals are often encouraged to enter employment related programs for assessment or job
training when they are continuing to improve in cognitive, physical, and psychosocial skills.
When this happens, it is reasonable to expect that changes will occur throughout the
rehabilitation process and beyond. Wehman (1990) defined assessment of behavior at a point
in time as "a snapshot evaluation.”" As new compensatory skills or improved rehabilitation
technology is applied, it is likely that a person’s day-to-day functioning will improve. In
addition, changes in home, work, and/or community environments or job expectations can affect
functioning. Therefore, assessment needs to remain dynamic and continual, and must change
as new needs arise.

Flexibility in assessment is necessary if improvements in functional skills are to occur.
Flexibility is also needed as adaptation and compensatory strategies are developed and used in
the planning and conducting of the vocational assessment. -

A hypothesis testing approach as suggested by Glisky (1993) and Thomas (1990c) seems
to work well. For example, a reported probicm at home and at the job may suggest a functional
impairment. One may develop a hypothesis that due to allegedly poor executive functioning,
a person may need structure, assistance with decision making, and assistance in planning work
tasks. This hypothesis may be supported by results of neuropsychological testing. However,
care is necessary if the hypothesis that poor results on tests of executive functions automatically
translates to poor work functioning. Counselors often find that a person functions better on a
job than the neuropsychological report predicts. This observation is especially true if the tasks
were routine for the person prior to the injury. Flexible planning, on the basis of functional
skills observed in the work world is thereby an essential ingredient in rehabilitation planning.

As Figure II-1 (Corthell & Griswold, 1987) illustrates, vocational evaluation is an initial
step in the screening process used to determine employment related service needs. As such, it
may be conceptualized as a time limited component in the service delivery process. Vocational
assessment, however, is viewed as a process that begins with the vocational evaluation and
continues through post employment services. The term vocational evaluation is used in this book
when referring to time specific services offered at the onset of the rehabilitation process. The
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more generic and broader term vocational assessment is used when referring to the ongoing,
dynamic, and interrelated synergistic services strategy in which the rehabilitation counselor or
case manager is the primary service provider.

REFERRAL FOR VOCATIONAL REHABILITATION SERVICES

Changes in vocational rehabilitation services have caused an increasing number of persons
with brain injuries to seek service from the state/federal vocational rehabilitation systern.
Service delivery will change further with implied eligibility and the requirement that eligibility
decisions be made within sixty days of an application. Certainly the emphases upon consumer
involvement and choice are likely to benefit persons with acquired brain injuries entering or re-
entering the working worid. Along with these changes toward a more user friendly service
delivery ideal comes changes in expectations of persons providing services. Greater experience
among rehabilitation service providers will increase the need for practical and functional
vocational assessments. The following text will discuss the challenges for the rehabilitation
counselor and other assessment professionals posed by these changes.

Starting the Process: The Initial Interview

Conducting an initial interview with a new referral is a routine and familiar task to the
rehabilitation counselor. However, for the person with a brain injury and his/her family, it often
represents a long-awaited step. The complexities involved in the process may, however,
precipitate emotionally charged moments. Because of the amount of information needed, these
interviews can become lengthy. Consequently, the counselor should establish some guidelines
regarding the time needed for this process. In some cases, several sessions may be required to
obtain necessary initial interview material. The initial interview with the consumer and family
members may explore areas not covered in the usual initial interview. Areas important to
explore during the initial interview(s) with an acquire- brain injury referral are listed below.
See the Vocational Assessment Protocol (Thomas, 1993) for full details.

1. Cognitive Function

Ability to learn

Memory for things to be done in the future
Ability to plan and carry out activities
Ability to self-evaluate

Initiative to start and finish tasks

Speed of thinking

2. Social Skills

Emotional status

Sensitivity

Social and interpersonal skills
Emotional tolerance to stress




® Relationship to family members and close friends
® Club membership and community and organizational involvement

3. Job Related Questions

Endurance

Physical skills necessary for work, play, and self-care

Work potential for job placement or return to a former job

Pre-injury skills and abilities having possible transferable skills

Present hobbies and spare time activities

Job goals both immediate and long term

Specific job requirements (salary, location, benefits, working conditions, hours,
etc.)

* Willingness to travel or relocate for work

4. Supports

Financial stability and income sources
® Family support mechanisms
® Support group involvement or therapeutic support sources

5. Other Questions

® What are your greatest concerns
Alcohol, prescription, and illicit drug use
e Description of a typical day’s time schedule and activities

Obtaining a Working Commitment

Often well intentioned individuals strongly urge a relative or friend with a brain injury
to participate in vocational rehabilitation. Hence, it is especially important for the counselor to
obtain a commitment from the consumer to voluntarily participate in rehabilitation services.
This should be assessed at the outset of the interview. The prospective consumer is informed
that the evaluation is open only to those who agree to participate. If necessary, the counselor
can further reinforce the fact by informing the person that he/she cannot be forced to attend the
program. Such a statement can serve to reduce conflicts and reinforce the person’s perception
of the importance of involvement (Thomas, 1987). This action can initiate a powerful
motivation mechanism that is intended to give the person a sense of control (Weiner, 1982).

However, some persons may refuse to participate in a structured vocational assessment.
In this case, a compromise may be reached by asking them to try a few days before making a
decision to drop out. Reluctance to participate in evaluation activities is not uncommon. Such
reluctance must be handled through a directive approach and should not be viewed as a refusal
to participate. When the person refuses to participate, the evaluator may inform the person that
he/she will be scheduled for two days of evaluation after which time his/her continuation in the

program will be negotiated.
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Often, the thought of trying something new is frightening, but after some success during
the first few days, attitudes may change. Each case should be viewed individuaily, using the
judgment ot the rehabilitation team to determine the level of commitment necessary in order to
continue the evaluation. The evaluator should, however, avoid the position of pleading with a
person to remain in a program. Statements such as "I would like you to finish the day (or two
more days, or a week, depending on the situation) before you decide to quit, although that
decision is up fo you" demonstrate support for the person but demand that the person make a
commitment to the rehabilitation program in order to continue.

Vocational Goal Setting

It is important to examine what the consurner thinks of himself or herself in the present
sense. Where would the person like to be in one year, three years, and five years? Factors
such as upward mobility and capacity to advance on the job are important and critical factors
to examine. Since a brain injury can take a toll on memory and previously learned knowledge,
it is important to assess if the person retains the skills commensurate with his/her level of
education and work related training. For example, a school teacher sustained a significant head
injury and can no longer recall names and dates of historical events with accuracy; however, this
person wants to continue teaching history.

Other personal information important to examine includes the use of alcohol and other
substances along with past and recent legal difficulties. A brain injury seldom improves an
individuai in terms of behaviors and conduct. A person who has had a history of legal
difficulties, substance abuse, or problems dealing with people will likely continue having the
same problem. The same holds true for work place behavior. Consequently, it is important to
get other people’s view of their work place behaviors.

Gathering Background Information

Background information is usually available from a variety of sources. However, caution
is required when using this information (behavioral observations and psychometric test data) in
considering service needs.  Psychological tests, standardized work samples, behavior
observation, and self-report rating scales exhibit certain inherent characteristics that may or may
not paint an accurate picture of a person. A test score or work sample rating is a sample of
a specific behavior at a point in time. A person who has sustained a brain injury typically
improves rapidly during the early stages of recovery and perhaps even faster when involved in
treatment, therapy, or remedial programs. Behaviors or psychological constructs measured
during this time are likely to change. These behaviors and psychological traits might not
represent how the person may function later.

On the other hand, areas in which the person functioned adequately during baseline or
post-acute care rehabilitation are not likely to decline unless additional trauma, stress, or changes
in physical or mental status occur. These areas of relative strength .re important because they
should be the focus of compensatory strategies for information processing, learning, and
adapting to the work environment. Since areas of relative strengih have the potential to show
improvement over time, periodic reassessment of these areas will provide clues to the rate of
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overall progress being realized by a person.

Variations exist in the quality and nature of background information available for
assessment planning. Individuals who have recently acquired a brain injury may have medical
records and clinical assessments of sufficient volume to fill a file drawer. For others, limited
information may exist, and the case manager or evaluator must request background information
from a variety of sources. In other cases, the person with the brain injury might have recently
participated in a comprehensive medical rehabilitation program where the discharge summary
will provide sufficient information.

Requesting and receiving information takes considerable time. Therefore, it is best to
identify what sources of information will probably be most valuable. The mere volume of this
information often makes it unwieldy and inconsistent since it may have been generated during
recovery. Discharge summaries or comprehensive reports that discuss the nature of the injuries
and services received can draw this all together in a few concise pages. Such summaries are
more valuable than pages of progress notes and acute care specialty consultations that likely have
no relevance on present functioning.

During the interview(s) (with consumer, family members, or significant othzrs) additional
records may be identified that are valuable in rehabilitation planning. Frequently the person has
received emergency medical service at one center, post-acute rehabilitation services at another,
and outpatient follow-up and neuropsychological testing at still another. Independent living skill
evaluations, neuro imaging techniques (CT, MRI), psychiatric evaluations, and other clinical
consultations may also be available. However, only selected records are of value in developing
individual rehabilitation plans with the consumer. When scheduling appointments with families,
request that they bring any information they have in their possession for review.

It is important to examine both the individual and the family’s perspective about how the.
person has changed since his/her injury. People often tend to retain their pre-injury work and
avocational interests. A solid understanding of their work history, vocational interests, and
social style prior to the injury will provide valuable clues to potential vocations. If significant
changes have occurred in learning capacity, psychosocial skills, strength and stamina, etc., it
is important to determine the person’s current view of themself in relation to these factors.

Persons with head injuries and their families have typically gone through a great deal of
stress, physical and emotional pain, and disappointment.” These feelings may surface during an
interview. As vocational plans are challenged by the family or the rehabilitation counselor,
feelings of anger, disappointment, and unwillingness to accept a different job goal may emerge.
Consequently, it is wise to develop a good working relationship with the consumer before
discussing vocational plans.

Denial is often mentioned as a "deficit" or "functional limitation.” Denial is a common
defense mechanism, which un.ay not indicate an unhealthy adjustment. Confrontational
approaches, in the early stages of rehabilitation, are rarely effective in overcoming denial and
should be avoided.
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SOURCES OF INFORMATION

Medical Information

Medical conditions often improve rapidly during the early months following an injury.
This is particularly true for individuals who were recently disabled by a traumatic brain injury
and require frequent contacts with medical personnel. If significant improvement in physical
condition is likely, additional re-evaluation at periodic points may be needed.

Details of physical problems and limitations should be available in receni general medical
evaluation reports. Family members often know about additional physical restrictions or
precautions. If a mew physical exam is required, the rehabilitation counselor should obtain
medical opinions regarding work tolerance, work schedules, or special precautions. However,
referral to a physiatrist (a physician specializing in physical medicine) may provide the best
information regarding current physical status.

Neuropsychological Results in Evaluation Planning

A properly constructed neuropsychological evaluation can be of considerable value in
planning the evaluation. Information on cognitive and sensory-motor skills, learning
characteristics, attention and memory, and personality characteristics are typically discussed in
a neuropsychological report. These factors can lay the groundwork for areas worthy of further
exploration in the vocational evaluation. -

Many neuropsychologists write reports containing technical information and jargon that
is difficult to understand. If this occurs and the report is not helpful, contact the psychologist.
Be prepared with several functional questions, €.g., "Can this individual return to his job as an
auto mechanic?" “What problems should we look for?" “What accommodations may be
necessary?"

Larger rehabilitation offices may develop a working relationship with a neuropsychologis:
as a consultant. This individual can interpret technical reports, suggest behavior rnanagement
programs, and assist in treatment program development. These consultants can also work with
the neuropsychological community by training others to produce reports useful to the counselor
and consumer. Rehabilitation or clinical psychologists, who can clearly relate
neuropsychological functioning to work-related matters, are good consultants if they have a
thorough knowledge of brain-behavior relationships (Corthell & Tooman, 1985).

In some cases, however, a psychologist who has not had specific trainng in head injury
rehabilitation or neuropsychology may do more harm than good. A lay person reading a report
usually will regard a psychologist as an authority on the subject and accept the opinions
expressed as faci. However, a psychologist without proper training may refute the presence of
neuropsychological dysfunction (despite evidence of confirming reports), especially if
neuropsychological problems are not severe.

In rural areas, evaluators may find themselves unable to obtain a neuropsychological
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evaluation. When this is the case, the evaluator will necessarily assume a greater responsibility
for interpreting the reports of other specialists such as occupational therapists, physical
therapists, and language therapists. When the evaluator must patch together information from
a variety of sources, it becomes even more important that the evaluator obtains a comprehensive
working knowledge of brain behavior relationships. The report of a neurologist or psychiatrist
should not replace a neuropsychological report, since the manner in which these disciplines
approach an examination are not comparable. When he/she is working without comprehensive
background information, the counselor will need to develop an assessment strategy based on
"What do I need to know?"

Additional Sources of Background Information

School. The majority of all persons who sustain a traumatic brain injury are adolescents
and young adults. Therefore, it is likely that they have had recent contact with school
psychologists or guidance counselors for academic testing. School personnel may also provide
a contrast between pre-injury and post-injury skills, especially if education was completed since
the injury. The level of post-injury educational and remedial support needed in order to
complete course work is important to consider. Some consumers may have intentions of
attending college and may possess above average intelligence and academic skills. However,
memory problems and poor reasoning ability could lead to academic failure. Information of this
nature may be available only through informal means such as telephone consults with current
or former teachers.

Work and Training. Information about training obtained prior to and since the injury
can also provide insights into both present and former abilities. A man who was trained as a
skilled craftsman, for example, may maintain an interest in hands-on occupations. Family,
friends, or co-workers may provide additional information regarding special traits or abilities
that may be important when advising on future training potential. Pre-accident worker
characteristics can serve as indicators for future functioning levels. The person who was a
marginal worker or who had a poor work history before the accident will likely demonstrate less
potential tha . one who was a steady and reliable employee to whom an employer may be willing
to offer special re-training and accommodations (Thomas, 1989). Information regarding former
work habits, special skills, interests, and technical abilities may provide clues for future
vocational involvement. Former co-workers can be an excellent source of information about
vocational skills.

Psycho-Social Relationships. Experienced rehabilitation counselors know that the
consumer’s positive relationship with others is vital for success. Consequently, the assessment
must include such areas as the person’s living situation, interpersonal relationships, family
relationships, community supports, and social supports. These relationships are just as important
as physical or mental abilities in affecting the vocational outcome. The reader is referred to
standard texts in rehabilitation counseling and specifically to Counseling and Career Guidance
in the Rehabilitation Partnership (Corthell & Newcomb, 1993) for further information about
psycho-social relationships.
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Formulation of Referral Questions

The process of identifying referral questions can help direct the evaluation. Sometimes
a review of background information and a preliminary assessment indicate that a person may
return to previous employment or a related job with transitional support. Usually these are
individuals experiencing mild to moderate work related limitations. If the immediate goal is to
place the person on a particular job, the process of evaluation is streamlined and in fact is
prescriptive if the referral question is "Can this person return to his/her former job?"

As an illustration, consider two hypothetical referral questions. In the first example, the
referring agent asks the standard question: "Is Ms. White employable and if so, identify jobs
for which she is best suited in terms of interest and potential." As a second example, consider
these referral questions: "What is the likelihood that Mr. Brown can return to his previous job
as a diesel mechanic at ABC Transport? Also, please comment on job modifications which may
prove helpful. If return to the previous job is not recommended, what other related jobs is he
capable of performing considering his 20 years of mechanical experience?" Although
rehabilitation staff are accustomed to dealing with development of referral questions, it is
especially important to formulate and address such questions when dealing with the assessment
of a person with a brain injury (Thomas, 1989).

Determine Need for Further Neurcpsychological Information

The rehabilitation counselor should review background information for content in order
to answer basi~ questions about rehabilitation needs. Next, the rehabilitation counselor is faced
with the question of whether or not additional evaluations or consultations, including
neuropsychological, are necessary. (The reader is directed to Appendix A for an Understanding
of Neuropsychological Factors Related to Work Performance). There are several factors that
need to be considered in making a determination to seek further assessment. They are as
follows: ‘

1. Is there documentation of previous neuropsychological examinations on file?
Sometimes, a counselor will find reports from a series of examinations over several
months or several years with little or no changes between examinations. In such
cases, additional evaluations are of limited value in determination of functional
limitations or work-related needs.

2. Does the available information including technical reports answer the referral
questions? Neuropsychological evaluations are done with varying levels of intensity
and quality of reporting of the information. If a recent evaluation appears
inadequate, a consultation with the examiner may be in order. A report may be
unclear or highly technical. If so, review the report with a person who has
knowledge and who understands the discipline. The consultant may provide answers
to questions and help in further assessment planning. However, if the information
received is of little value and unclear, seek a consultant that can answer your
questions and communicate with you more expectively.

30




3. Have there been any major emotional changes or changes in the person’s support
structure since the last evaluation? Often the family or the person with the head
injury will have questions regarding his/her status, including feelings of depression
or concerns over memory or attention. In such cases, a re-examination or a
consultation with a specialist in brain trauma rehabilitation may be advisable to
determine if additional specific assessments are necessary.

4. Is funding available to cover the costs of further assessment? Evaluations vary
widely in cost. Some state vocational rehabilitation agencies pay a pre-determined
maximum amount for evaluations. The counselor must therefore decide whether or
not the information will indeed answer the questions addressed or if resources are
better used for other case services.

5. Is it possible to answer the questions you have without another neuropsychological
evaluation? Or if one is unavailable, can you formulate an assessment plan based on
what you already know? Some professionals argue that a neuropsychologist and
other professionals are found in any locale. However, Thomas & Menz (1993)
found that between 30-40 percent cf all vocational assessments for persons with brain
injuries in midwestern states (RSA Region V) are completed without the benefit of
a neuropsychological evaluation. Frequently, in such cases personnel were not
available, the consumer refused the testing, or financing was not adequate to obtain
this type of examination.

Present Self-Appraisal and Adaptive Functioning

There are several important areas to consider during the course of an assessment
regardless of the source of the assessment data. Areas to assess are related, for example, to
work skilis, independent living skills, and social adaptive behaviors. Areas to assess apply to
the work place as well as to social situations. The following discussion will detail some of these
important considerations.

Some individuals know they have problems with memory. Others cannot adequately
function under circumstances where there are visual or verbal distractions, but they are able to
express this difficulty. These individuals, who understand their impairment, are often viewed
as considerably different from persons who have such problems and cannot acknowledge them.
Self awareness can serve to mediate or minimize the functional limitations or deficits, by
recognizing situations where these problems m.y occur. Wehman and Kreutzer (1990) found
that the level of disparity between a work supervisor’s ratings and a person’s self-ratings of
functional limitations was important in determining who would or would not encounter problems
on the job. This was not a function of the level of severity of limitations as estimated by work
supervisors. Instead the determinant was the acceptance by the worker that there were problems
and that compensatory strategies or work modifications were necessary.

Vocational Assessment

Vocational assessment should determine patterns of assets and functional limitations prior
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to placing persons at worksites. This often will include an analysis of behaviors in work
situations as well as assessment of activities typically associated with executive functions such
as searching for a job, processing supervisory feedback, modifying behavior on the basis of task
performance, and demonstrating self-regulatory behaviors.

Several approaches are useful to consider in the assessment process. These approaches
are grouped into the six categories of assessment methods listed below:

1.

Formalize 1 testing. Formalized testing includes neuropsychological testing and
specific vocationai testing completed as part of an evaluation. Specific vocational
tests of achievement or aptitude, vocational interests, and capabilities are assessed
through commercially available tests.

Traits and abilities testing. Traits and abilities testing include dexterity tests and
work samples that attempt to examine a unitary factor or trait such as fine motor
skills, gross motor coordination, or fine assembly skills.

Safety evaluation. This process includes an assessment of one’s safety awareness
especially involving machinery or hazardous materials. For example, a person may
want to perform a machine tending or machine operation task, however, there is
suspicion that cognitive or attention difficulties may interfere with the safe operation
of machines. In this situation, a safety evaluation should be conducted (possibly in
a simulated situation) prior to placement on a job.

Behavioral assessment. Behavioral assessments are often performed during the
course of an evaluation and continue during the course of a community-based
assessment or job trial. This may include an assessment of interactions with other
workers and documentation of behaviors that may interfere with social adaptation or
on-the-job functioning.

Environment analysis. An assessment of the environment in which the person will
work is typically conducted both prior to and after the person is placed on a job. A
job analysis and a content task analysis of specific duties are usually performed. In
addition, an evaluation of co-workers’ behaviors and the immediate work
environment is essential to consider when conducting an environmental analysis.

Functional assessment. A functional assessment is a description of a person’s
ability to perform the basic skills necessary for community integration. It is typically
used with persons who have significant functional limitations. Factors assessed
include an appraisal of social interaction in the neighborhood, use of public
transportation, and the ability to adapt to changing environments. This often includes
an assessment of a person’s ability to open doors of access and egress, access toilet
facilities, obtain food, and secure medical help if necessary (Thomas & Menz, 1993).

The most desirable approach for assessment of a person for placement in community-
based employment must be determined by the eva'uator. In some cases, a return to a former
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level of employment is warranted, which may require a visit to the worksite for «n
environmental and job analysis. This can be followed by a brief evaluation in a controlled
situation to determine if the person has the necessary skills, aptitudes, and behaviors to manage
a return to work.” In other cases, a limited assessment in a controlled situation such as a
vocational evaluation laboratory may be indicated. The goal of this assessment may be to
determine safety awareness, ability. to follow directions and instructions, and identification of
compensatory strategies that are needed or have been developed.

Compatibility with a job may be determined through a situational assessment in a targeted
job area, if one has been identified. A more extended job trial may be appropriate for those
individuals who are still improving at the end of a situational assessment. A specific assessment
plan is developed prior to starting the ... “essment. It should include special accommodations for

“anticipated schedule pro..ems. For example, ongoing medical or therapy appointments may

interfere with the assessment process or a job tryout. Involvement in ongoing therapy or support
programs do not necessarily preclude involvement in vocational assessment but are factors that
are considered when arranging work trials. A physical examination should identify the ability
of the person to tolerate a minimum of 16 to 20 hours of work per week and document any
special precautions that must be taken.

Thomas (1989) identified five general areas to consider in a vocational assessment.
These areas include the following:

1. Ability to use a telephone to search for jobs.
2. Ability to formulate an independent or counselor-assisted structured job search.

3. Exploration (through work sampling or situational assessments) of the skills, abilities,
and characteristics necessary to succeed at targeted job and independent living goals.

4. Ability to function on a community-based employment worksite.
5. Capacity to advance on the job after placement in terms of upward mobility.
Initiating a Structured Vocational Evaluation

Vocational evaluation of a person with a head injury can be simplified by defining the
type of evaluation most appropriate for the individual. The assessment may begin in a controlled
environment such as a vocational evaluation unit and conclude with situational assessments. The
situational assessment may start in a controlled environment and progress to community-based
sites. By starting in the vocational evaluation unit, the evaluator will have the opportunity to
observe behaviors and begin to develop ¢ strategy for the remaining evaluation.

Vocational evaluation may begin by assessing dexterities, assembly skills, and fine motor
skills as one would proceed with most referrals. Basic academic testing and vocational interest
testing are also good measures to consider in the early part of the evaluation. It work samples
are used, one may wish to examine factors such as range of motion, reflexes, gross and fine
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motor abilities, and work stamina. As the assessment progresses, problem-solving skills,
especially those that occur in social ar.d unstructured situations, should be evaluated. Other
attributes such as mental flexibility and ability to transfer learning from one situation to the next
should also be assessed. Working memory and ability to problem solve on the job are
documented as well. Emotional-related issues are evaluated in a general sense from information
obtained during counseling sessions; direct observation; and conversations with family,
supervisors, and others during the evaluation. For a more detailed description of what is
essential to a comprehensive vocational assessment for persons with acquired brain injury, the
reader is referred to the Vocational Assessment Protocol (Thomas, 1993).

Evaluation tasks need to be arranged to promote success in the first few days, yet must
be challenging enough to hold the person’s interest. The evaluator should be prepared to explain
how the tasks relate to assessment of work potential since this may be frequently challenged.
If necessary, part-time involvement should be considered, especially if one is scheduling a brief
baseline type of assessment. Most vocational evaluations are scheduled for six to seven hours
per day. If the evaluator wants to test the person’s tolerance for an eight-hour work day, this
should be explained to the person and the family prior to scheduling several consecutive eight
hour work days. Since lack of endurance and stamina is a common problem following a brain
injury, the evaluation schedule is an important consideration.

Independent Living Assessment

At the very minimum, an assessment of independent living skills may be done during an
information gathering interview with reliable family members or significant others. People with
acquired brain injuries may not accurately report how well they manage independent functioning.
Therefore other