MATTHEW GARLINGHOUSE, PH.D.

INJURY CONFERENCE
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® In a house
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® Natural Disasters

Iy

..



1\\; TRAUMA - CONTINUED

O

® Both the husband and his spouse could be traumatized by the incident shown

in this picture.

Which is why they
invented thisl!
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CONSEQUENCES OF TRAUMA TO THE BRAIN

® How do environmental

events impact our physical
health?

® Hypothalamic-pituitary-
adrenal axis (HPA)

® How environmental factors
impact physiological
function

® The simple model mediated
in large part via cortisol

® It all begins with
uncontrolled anxiety and
fear
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Healthy Brain
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TRAUMA  TRAUMA




* Stroke .

( ® Heart Attack



* Stroke .

(f ® Heart Attack
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@ Default-mode Cingulo-parietal @ Ventral attention SM hand
Fronto-parietal @ Cingulo-opercular @ Dorsal attention @ SM mouth
@ Salience ® Retrosplenial temp No network @® Visual
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Physiological

* Headache
* Noise/light sensitivity
* Nausea
* Fatigue
Cervical Cognitive
* Neck pain * Slowness- “brain feels slow”
e Headache * Concentration
* Numbness/tingling * Memory- “can’t remember”
* Thinking clarity- “can’t think clearly™
Balance/Vestibular Emotional
* Dizziness * [rritability- “shorter fuse”
* Imbalance- “off balance” * Sadness

* Clumsiness * Anxiety
Motion discomfort * Moodiness- “more em

Sleep

* Falling asleep
* Staying asleep
* Sleeping more than usual
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‘ BUT = you' OR the symptoms wil
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persist










* No> yma-specific and
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® This s all good...

> “rules” for clinical service actually

prohibit us from cqi'fh' for a patient.
o ® | need shelter, but | can’t emotionally manage my trauma without cannabis. We don’t allow
cannabis — so you can’t get shelter.




* Under ents and providers can be

seen as needing t




ctory

® Instead to pts to explain these
symptomes, empowe rs patient emoving the you should” in “you should be

better” and focuses on using patient strengths to cope with symptoms.













® As prowde s can “walk with the patient”

to assist in re- crea’rmg a healthier life SCI’IpT
/ ® Don’t get “absorbed” into a dysfunctional life script of a patient




‘be aware of how

o

our life scripts lion (shared values).

®* How do we address authority
®* How do we address clinical billing issues?

®* How do we function when we’re stressed?




- an freat everyting fhat is mpaciing you

mood and 'r.h'il"({"g. T

( ® Explain there is recovery
O




t and medications and
certain i
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® Some patients may need more than 45-minutes to address their concerns

( ® Some patients may not be able to present on time for morning appointments
&



ther drugs?

® |s it contributin: nderstanding DBT instructions, problems
g g P

leaving the patient’s home or ete.
® |s it contributing to frequent phone calls from the patient with questions¢ How do you
&
address this as a provider and institution?
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r vision for

¢ Unders’rcm how B o-exist qnd impact function in

( patients. Use this knowledge to assist in qchlevmg the patient’s vision.




and intentional
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