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Abstract 

Traumatic brain injuries (TBIs) are a major cause of mortality and long-term functional 

impairment (Gould, Ponsford, Johnston, & Schonberger, 2011; Whelan-Goodinson, Ponsford, 

Johnston, & Grant, 2009) and are associated with new-onset or worsening of many psychiatric 

disorders (Gould et al., 2011; Juengst, Whyte, & Skidmore, 2014; Masel & DeWitt, 2010; 

Whelan-Goodinson et al., 2009) including depression, anxiety, and post-traumatic stress (PTSD).  

Affected patients may also experience personality changes and problems with aggressive 

behavior, which can negatively influence personal relationships, ability to work and overall 

quality of life. This screening can help identify a past TBI, which may influence current mental 

health status and level of psychosocial function as well as leading to more patient referrals for 

further evaluation such as neuropsychological testing. Current psychiatric mental health nurse 

practitioner (PMHNP) and other mental health provider TBI screening practices during mental 

health evaluations are widely varied with many screening questions being limited only to asking 

about history of concussions, loss of consciousness or motor vehicle accidents resulting in head 

injury. This information though important may be insufficient in determining TBI history and 

symptoms.  This project used a pretest posttest design and an educational webinar to provide an 

overview of TBI and to introduce a brief brain injury screening tool which could be used by 

providers during mental health evaluations. Overall the educational offering was positively 

received with the all participants (n = 11, 100%) reporting improved knowledge of TBI and 

intent to use the screening tool in clinical practice.  
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Screening for TBI during Initial Mental Health Evaluations  

 Traumatic brain injuries (TBIs) are a major cause of mortality and long-term         

functional impairment (Gould, Ponsford, Johnston, & Schonberger, 2011; Whelan-Goodinson, 

Ponsford, Johnston, & Grant, 2009) and can severely impede one’s ability to live an independent 

life and contribute to society (Gould et al., 2011). TBIs account for approximately 2 million 

emergency room visits, 300,000 hospital admissions, and 50,000 deaths in the United States each 

year (Centers for Disease Control and Prevention [CDC], 2016).  These numbers do not include 

military statistics, outpatient management of TBIs, or unreported cases; therefore, more people 

are likely affected (Faul, Wald, Coronado, & Dellinger, 2010).  Falls are the leading cause of 

TBI (Olson & Berman, 2016). Other causes of TBI include nonassault-related trauma, motor 

vehicle and motorcycle accidents, and intentional assaults (CDC, 2016).  Explosions are also a 

cause of TBI, especially among active duty military members (Olson & Berman, 2016).  The 

elderly and very young children are at higher risk for hospitalization and emergency room visits 

due to a TBI (Faul, 2010). Men have more TBIs than women while the elderly population has the 

most TBI-related deaths (CDC, 2016). TBIs are a major public health concern.  

Background and Significance 

The majority of TBIs have been mild in severity and healed without long-term problems 

(Cohen, 2017; Gould et al., 2011; National Institute of Neurological Disorders and Stroke 

[NINDS], 2015; Whelan-Goodinson et al., 2009). While most people healed from mild TBI, 

many were left with disabilities that impaired daily function and quality of life (Jorge & 

Arciniegas, 2014; Silver, McAllister, & Arciniegas, 2009; Whelan-Goodinson et al., 2009).  In 
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addition to the already difficult journey of physical and neurocognitive recovery, many patients 

had experienced an additional burden of new-onset mood disorders (Whelan-Goodinson et al., 

2009).  Caregivers of TBI patients have struggled with loved ones irritability, mood swings, 

anxiety, depression, aggression and personality changes (Stefan, Mathe, & Société Française de 

Réadaptation et de Médecine Physique [SOFMER], 2015). This has also adversely affected 

family functioning and overall well-being (Ponsford & Schonberger, 2010). , 

Current screening practices for TBI during mental health evaluations have varied widely 

(Hux, Schneider, & Bennett, 2009), with many screening questions being limited only to asking 

about history of concussions, loss of consciousness or motor vehicle accidents which resulted in 

head injury. This information, though important, it has been insufficient in determining TBI 

history and symptoms.  TBI injury is often associated with active duty military members, contact 

sports injuries, and events which resulted in known or observed head injury (CDC, 2016). In 

such cases, a more detailed head injury assessment will likely occur during the clinical 

evaluation. Other populations at high risk for developing a TBI and associated poor outcomes 

include the elderly (Cheng et al., 2014; Harvey & Close, 2012; Mak et al., 2013; Thompson, 

2006) and victims of domestic violence (Barr, & Gill, 2011; Kwako et al., 2011). Screening for 

TBI during initial mental health evaluations will help nurse practitioners recognize potential 

latent symptoms of TBI which may be contributing to patients’ current psychological symptoms 

and level of function, thereby prompting timely referrals for neuropsychological evaluation.  TBI 

is an important public health concern, which given its prevalence and potential impact on 

affected patients’ mental health, warrants further attention from psychiatric nurse practitioners 

(PMHNPS). 
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Literature Review 

What is a TBI? 

A TBI is an acquired injury to the brain caused by sudden trauma to the head from an 

object penetrating the head or from non-penetrating closed injuries (NINDS, 2015).  Injury 

occurs when an external force causes changes to brain function, resulting in loss of or change in 

level of consciousness (Pangilinan, Kelly, & Hornvak, 2012).  Clinical manifestations of a TBI 

vary for each patient and may include decreased or altered level of consciousness, posttraumatic 

amnesia, confusion, disorientation and difficulty concentrating (NINDS, 2015). Primary injury is 

caused by the impact of the head being struck by or against an object, and/or brain movement 

causing the brain to strike the skull, and/or from acceleration-deceleration movement (Pangilinan 

et al., 2012; Su, Ragamuthi, Huh, & Corden, 2015). Brain damage occurs from swelling, 

stretching, and shifting of varying aspects of the neurons and can affect the way the brain 

processes information (NINDS, 2015). Injuries can be diffuse, as with axonal injuries, or focal as 

with hematomas or a combination of both (Pangilinan et al., 2012; Su et al., 2015). Secondary 

injury may occur when additional symptoms and injuries develop weeks to months post injury 

(Pangilinan et al., 2012), such as seizures, coagulopathies, temperature regulation issues and 

electrolyte imbalances (Su et al., 2015). TBIs are classified as mild, moderate, or severe. 

Measures of TBI severity are typically based on the Glasgow Coma Scale (GCS) (Teasdale & 

Jennett, 1974), length of loss of consciousness, and duration of memory deficits (Pangilinan et 

al., 2012; Williams, Rapport, Hanks, Mills, & Greene). The GCS describes a person’s level of 

consciousness by measuring eye opening, verbal and motor responses.  Assessing the GCS 

components results in a score ranging from 3 to 15, with 3 being the lowest possible score (no 

eye opening or motor responses) and 15 being the highest possible score (normal verbal and 
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motor responses and spontaneous eye opening) (Teasdale & Jennett, 1974). A person is said to 

have a mild TBI if loss or altered consciousness is less than 30 minutes and GCS score is 13-15; 

a moderate TBI if loss or altered consciousness lasts 30 minutes to 6 hours and GCS is 9-12; a 

severe TBI if loss or altered consciousness exceeds 6 hours and GCS is 3-8 (Pangilinan et al., 

2012). Computerized tomography (CT) images are not generally able to detect mild TBI (Cohen, 

2017; Corrigan & Bogner, 2007) because the affected white matter is not easily seen via CT.  

Magnetic resonance imaging (MRI) scans can show some diffuse injuries; however, MRIs are 

expensive resulting in limited use (Cohen, 2017).  

TBI and Psychiatric Disorders 

TBIs have led to continued and sometimes irreversible medical and mental health 

problems over time and therefore they should be viewed as a persistent disease process (Masel & 

DeWitt, 2010).  Depression has been the most common psychiatric diagnosis that occurs after a 

TBI (Gould et al., 2011; Whelan-Goodinson et al., 2009). There has been a higher rate of 

depression and mood disorders among TBI patients compared to the general population (Juengst, 

Whyte, & Skidmore, 2014). Depression rates were approximately 35% in TBI patients (Gould et 

al., 2011; Whelan-Goodinson et al., 2009), compared to 8% in the general population (Pratt & 

Brody, 2014). The development of depression after TBI was greatest within the first year post 

injury (Jorge & Arciniegas, 2014), but it sometimes did not occur until months or years later 

(Jorge & Arciniegas, 2014; Silver et al., 2009). During the first year post injury, over 70% of 

patients with a mood disorder reportedly “…also had a comorbid anxiety disorder” (Gould et al., 

2011, p. 2102). In their systematic review of studies and articles on psychiatric assessments post 

TBI injury, Zaninotto et al., (2016) found a high prevalence of depression, anxiety, and 

posttraumatic stress disorder (PTSD). These disorders tended to be comorbid among TBI 
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patients.  Depression and other mood disorders often resulted in long-term disability, impaired 

psychosocial function, and overall poorer outcomes among affected TBI patients (Jorge & 

Arciniegas, 2014; Kwako et al., 2011; Mallya, Sutherland, Pongracic, Mainland, & Ornstein, 

2015). PTSD among people with a TBI was associated with serious functional impairment 

(Mallya et al., 2015). Van Vliet-Ruissen, McKinlay, and Taylor (2014), evaluated functioning of 

mothers in a child abuse prevention program and compared participants with a TBI to those 

without TBI. They found that the women who had a TBI were not more likely to engage in child 

abuse; however they were at much higher risk for having psychiatric problems including 

substance abuse disorders.  There is a high likelihood of patients presenting for mental health 

evaluations related to mood, anxiety, psychosocial dysfunction, and trauma related disorders, 

who may benefit from TBI screening.  

TBI and Older Adults 

TBI has been associated with a higher risk of death among older adults (CDC, 2016; 

Cheng et al, 2014). Falls are the number one cause of TBI in elderly patients, who have the worst 

outcomes related to TBI (CDC 2016; Cheng et al., 2014; Harvey & Close, 2012; Thompson, 

2006).  Poor outcomes post injury may be due to a lack of intensive treatment of older adults 

with TBI compared to younger patients (Mak, et al., 2012). Treatment of elderly individuals with 

TBI presents challenges due to normal age-related changes to the brain (Papa, Mendes, & Braga, 

2012). Symptoms such as confusion, memory deficits and depression may be overlooked or 

attributed to other diagnoses due to misconceptions regarding the older adult population.  

TBI and Violence 

Being the victim of violence can lead to the development of one or more TBIs and may 

also lead to the initiation of violence by affected individuals (Langlois et al., 2008). Victims of 
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domestic violence are often subjected to frequent violent acts which cause brain injury from 

physical blows, falls, or strangulation (Kwako et al., 2011) and can lead to significant 

dysfunction, cognitive disorders, learning disabilities, and mood disorders (Kwako  et al., 2011; 

Langlois et al., 2008).  Victims of domestic violence experience more psychiatric problems and 

neurologic disturbances than non-victims of domestic violence (Kwako et al., 2011). During 

mental health evaluations, patient reports of symptoms of depression, anxiety, PTSD, mood 

disturbance, and cognitive dysfunction are typically assessed within the context of environmental 

factors such as current living situation, physiologic considerations, and the Diagnostic and 

Statistical Manual (American Psychiatric Association, 2013) criteria. Although these symptoms 

may have been present prior to head injury, in some cases they may have occurred as a result of 

one or more TBIs acquired during the course of an intimate relationship marred by violence 

(Kwako et al., 2011). TBI symptoms may not develop for months or even years after the initial 

injury (Kwako  et al., 2011, p. 115; Langlois et al., 2008). Frontal lobe lesions found in patients 

with TBI have been linked to alterations in memory, mood, behavior, perception, and cognition 

up to two years post TBI (Kwako et al., 2011).  

TBI and Incarcerated Persons 

Approximately 25% to nearly 90% of incarcerated individuals reported 

receiving a head injury at some point in their lives (Williams, et al., 2010); while psychiatric 

problems such as anxiety, increased irritability, attention and memory deficits may contribute to 

ongoing mental health problems in this population (Piccolino & Solberg, 2014; Williams et al., 

2010). These problems, which include substance abuse disorders, have contributed to increased 

recidivism rates (Piccolino & Solberg, 2014; Williams et al., 2010). 
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TBI and Psychotropic Medication 

In a study that tracked psychotropic medication use in over 2,100 patients with TBI in ten 

inpatient rehabilitation settings, Hammond et al. (2015) found nearly 70% of participants had 

been given antidepressants; younger patients received more anti-anxiety medications; Asian 

patients were least likely to receive psychotropic medications.  There have been few studies on 

treatment of cognitive and psychiatric disorders in patients with a TBI. As a result there is not 

enough evidence to recommend guidelines for treatment (Fann, Hart, & Schomer, 2009; 

Hammond et al., 2015; Whyte, 2010).  

TBI Screening 

There is no current consensus on screening for the presence or history of a TBI during 

mental health evaluations. Providers have not consistently screened patients for TBI, despite the 

ease of use of some screening tools such as HELPS (Picard, Scarisbrick & Pauluck, 1991)  and 

the potential benefits of screening for patients (Hux et al., 2009). The acronym HELPS stands for 

H = Hit in the head; E = Emergency room treatment; L = Loss of consciousness; P = Problems 

with concentration and memory; S = Sickness or other physical problems following injury. The 

tool consists of five general yes/no questions:  

 Have you ever hit your head or been hit on the head? 

 Were you ever seen in the emergency room, hospital, or by a doctor because of an 

injury to your head? 

 Did you ever lose consciousness or experience a period of being dazed and 

confused because of an injury to your head?  

 Do you experience any of these problems: headaches, dizziness, anxiety, 

depression, difficulty concentrating, difficulty remembering, and difficulty 
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reading/writing/calculating; poor problem solving, difficulty performing 

job/school work, change in relationships with others, or poor judgment in your 

daily life since you hit your head?  

 Have you had any significant sickness?  

Additional interview guidelines are included under each heading on the HELPS tool to 

help guide the interview process. A positive screening result is not indicative of a TBI but rather 

the possibility of one. The HELPS tool (Appendix C), was designed to be used by professionals 

who do not routinely perform TBI screenings and assessments (Kwako et al., 2011). The use of a 

TBI screening tool by the nurse practitioner may elicit more detailed patient responses, which 

might result in more positive screenings than would have been obtained if the patient had only 

been asked about history of car accidents, concussions, loss of consciousness, and/or known 

severe head injuries. The use of a TBI screening tool can help to identify TBI symptoms and 

prompt early patient referrals by PMHNPs for neuropsychological testing or other additional 

evaluation.  

Neuropsychological Testing 

Neuropsychological testing helps determine which areas of patient functioning have been 

affected by brain injury (Malik, Turner, & Sohall, 2015; Williams et al., 2013) and can lead to 

diagnostic refinement by a clinical or neuropsychologist or guide collaborative treatment, such as 

the addition of adjunct medications by a neurologist, like an anti-parkinsonian agent to help 

manage aggression. Neuropsychological testing can help patients with a history of TBI that have 

been struggling with psychiatric disorders such as anxiety and depression.  The additional 

neuropsychological testing can identify specific deficits, which may contribute to functional 

impairment or worsening mental health. Deficits may include difficulties with learning, 
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cognition, perception, memory, language, concentration, problem solving, and processing. 

Findings from neuropsychological testing may result in patients receiving interventions (Hux et 

al., 2009), such as personal care assistance, disability services, educational and other social 

services that address their specific needs (Malik et al., 2015), and which would enhance quality 

of life.   

PICOT Question 

What would be the effect of an educational offering on PMHNP and other mental health 

providers’ overall knowledge of TBI, its effects on mental health and provider intent to use a 

TBI screening tool during mental health evaluations? 

 Population: PMHNPs and other providers who perform mental health assessments.  

 Intervention: Educational offering (webinar) 

 Comparison: Pretest versus posttest level of overall TBI knowledge and TBI effects on 

mental health. 

 Outcome: Knowledge level of TBI and intent to use screening tool 

 Timeframe: By the end of the educational offering (webinar) 

 

Purpose Statement 

The purpose of this project is to offer an educational intervention to increase PMHNPs 

and other mental health providers’ knowledge of TBI and its effect on mental health, as well as 

their intent to use a brief brain injury screening tool during mental health evaluations.  

Relevance to Clinical Practice 

In most cases patients with an acute TBI will be cared for and managed in a hospital 

setting, such as the emergency room, intensive care unit, or neurology unit. Care will be based on 
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symptom severity and clinical presentation of the patient. In more severe TBI cases, post-acute 

care of patients will likely occur in an inpatient rehabilitation setting (Hammond et al., 2010). 

Psychiatric nurse practitioners and other mental health providers will not likely be managing 

such patients. This project pertains to mental health provider evaluation of patients who may 

have a history of TBI. In some cases patients may be unaware of TBI history. Examples of this 

include an elderly person who fell but did not seek medical care or a chronic domestic violence 

victim who does not associate frequent instances of being battered with a possible brain injury. 

Many athletes experience one or more head injuries. Symptoms such as disorientation or delayed 

motor response may be underreported or minimized by affected athletes or coaches to allow 

continued participation in sporting activity (Sahler & Greenwald, 2012). When TBI symptoms 

are not identified, patients may not be referred for more definitive care that could address any 

neuropsychological sequelae of TBI or they may be referred much later after unsuccessful 

treatment of psychiatric disorders.  

Conceptual Framework 

 This educational intervention was based on concepts from the Knowles Adult Learning 

Theory ([KALT] Knowles, 1970). The use of this theory as a framework in constructing an 

educational offering will facilitate the learner’s attainment of educational objectives. KALT is 

based on six principles: 

● The learners need to know; 

● The self-concept of the learner; 

● Prior experiences of the learner; 

● Readiness to learn; 

● Orientation to learning; 
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● Motivation to learn. 

KALT focuses on the needs of the adult learner and recognizes the need for adults to be self-

directed in learning. Additionally, this theory promotes adults’ self-evaluation of learning and 

practical application of learned knowledge to life.  KALT has been used in prior nursing studies 

such as that of Textor and Porock (2006), which studied the effectiveness of the theory’s 

concepts in evaluating nurses’ pain management knowledge and exploring methods to educate. 

Smith, Gilcreast, and Pierce (2008) used KALT as the conceptual framework to study decreased 

rates of retention of Advanced Cardiovascular Life Support (ACLS) and Basic Life Support 

(BLS) knowledge and skills over time, with the goal of exploring ways to improve retention rates 

and ultimately patient outcomes. 

The use of KALT as a conceptual framework for this project was relevant, as this theory 

focuses specifically on the needs of the adult learner. All participants in the study fell into this 

category. Continuing education is an important part of professional growth and is often a 

requirement in many professions, such as in nursing for license retention. Readiness and 

motivation to learn are more likely to occur if the knowledge is seen by learners as being 

necessary, relevant, and beneficial to practice and having a positive impact on professional 

growth. The content of the educational webinar reflected the significance and potential benefit of 

TBI screening to patients. Screening patients for symptoms of TBI during mental health 

evaluations could enhance clinical practice and improve patient outcomes. The use of a posttest 

questionnaire allowed for participant self-evaluation of learning, a key concept of KALT.  

Methods 

Participants  

This scholarly project used a quantitative pretest-posttest design and an online educational 

offering via webinar. This project specifically targeted psychiatric nurse practitioners (PMHNPs) 



 Screening for Traumatic Brain Injury   18 

 

and other mental health providers in the state of Alaska. Mailing addresses were obtained via 

online search. Information regarding current license status was obtained from the Alaska Board 

of Nursing. Participants accessed the webinar via an online registration link which was sent by 

email from the Alaska Nurses Association (AaNA) who sponsored the educational offering and 

provided continuing education (CE) credit to participants who completed it. The email included 

the registration link and instructions on how to access the webinar. Additional participants 

received information about the webinar via snowball sampling, and were given the link 

information by PMHNPs who informed them of the webinar. An informational letter (Appendix 

D), containing webinar and registration information was sent via U.S mail to Alaska PMHNPs 

whose email information was not available. Webinar information was also made available to 

members of the Alaska Nurse Practitioner Association (ANPA) via online post on the 

organization website and an email to all its members.  

Measures 

Pre-Webinar Survey Questionnaire. Participants were given access to an investigator-

developed pretest questionnaire, which was used to obtain non-identifiable demographic 

information and information regarding current TBI knowledge level, screening practices, and 

neuropsychological testing referral practices (Appendix E). The questionnaire contained a total 

of 17 questions, all of which were developed by the investigator.  Five of the questions used a 

10-point Likert scale. The remaining 12 questions were either select all that apply, multiple 

choice or yes/no questions and focused on participant basic demographic information such as age 

and gender, as well as information that described the sample, such as type of certification, years 

in clinical practice, type of clinical practice setting, TBI screening and neuropsychological 

testing referral practices. Participants were required to complete the pre-webinar questionnaire 



 Screening for Traumatic Brain Injury   19 

 

prior to viewing. Participant demographic information collected included: age, gender, type of 

licensure and certification, years in practice and type of clinical practice setting. 

Post-Webinar Survey Questionnaire. Participants completed an investigator-developed 

posttest questionnaire (Appendix F) after viewing the webinar. The posttest survey included 11 

Likert questions and one free text question. Four of the questions were used to evaluate what 

changes if any there were in overall TBI knowledge level, TBI classification, TBI effects on 

mental health, and TBI outcome by comparing pretest responses to posttest responses. 

Participants were also asked about their intent to use the HELPS Brain injury Screening Tool 

during mental health evaluations and the likelihood of referring patients for neuropsychological 

testing should screening assessment indicate a possible TBI. The posttest also gave participants 

the option to provide comments and suggestions allowing them to voice any additional thoughts 

or concerns which may not have been addressed on the questionnaires as well as 

recommendations for improvement. Participants accessed the questionnaires from within the 

webinar. Both the pretest and posttest surveys were reviewed by PMHNP students and faculty to 

establish face validity and by a TBI expert to establish content validity.  In addition to the 

investigator developed pretest and posttest questionnaires, participants were given a post webinar 

evaluation by the AaNA in order to receive continuing education (CE) credit for the educational 

offering (Appendix G). 

Intervention 

The webinar was made available on the AaNA website. Content validity of the webinar was 

verified by Dr. Adam Grove, chair of the Alaska Brain Injury Network. Best practices for adult 

learning was based on KALT, which was also the conceptual framework used for this project and 
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described in detail earlier. Best practice standards for teaching online courses were based on the 

Quality Matters Higher Education Rubric (Matters, 2014).  

Quality Matters Higher Education Rubric General Standards 

The webinar was developed to be consistent with the guidelines of the eight general 

standards within the Quality Matters higher Education Rubric (Matters, 2014). These standards 

include: Course Overview and Introduction, Learning Objectives, Assessment and Measurement, 

Instructional Materials, Course Activities and Learner Interaction, Course Technology, Learner 

support, and Accessibility and Usability.  

Course Overview and Introduction. Participants were introduced to the author of the 

educational offering via a scripted and narrated biography. Clear language described the purpose 

and design of the webinar and made participants aware that they were participating in a scholarly 

project towards the author’s completion of a master’s degree via narrative and written slide. 

Clear directions were given on how to navigate through the webinar and all requirements to 

complete it. Participants were informed of voluntary nature of participation and their right to 

withdraw from participation at any point.   

Learning Objectives.  The webinar adhered to Quality Matters Rubric Standards for 

developing course objectives by ensuring they were clear, described measurable outcomes, and 

were written from the point of view of the learner. The objectives were narrated and scripted as 

follows:  

By the end of this webinar you should know 

- TBI definition and classifications  

- Who is most at risk for TBI  

- Populations most affected by TBI 
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- Some of the long term outcomes of those affected by TBIs  

- How to use the HELPS brain injury screening tool  

- The benefits of screening for TBI during mental health evaluations  

- The benefits of referring patients for neuropsychological testing. 

Assessment and Measurement. The use of pretest and posttest questionnaires allowed for 

assessment and measurement of changes to participant overall knowledge of TBI and effect on 

mental health, intent to use HELPS Brain injury Screening Tool in clinical practice, and 

participant opportunity to describe the effectiveness of the educational offering along with 

recommendations for improvement.  

Instructional Materials. The HELPS Brain Injury Screening Tool was introduced and 

discussed with participants. Each aspect of the tool was described including directions on how to 

use it in clinical practice. The screening tool was cited appropriately as required in the Quality 

Matters Rubric instructions in this category. There were no textbooks for this course as it was not 

a formal institutional offering. 

Course Activities and Learner Interaction. The webinar included a TBI overview, 

which included definitions, classifications, incidence, prevalence, latent symptoms, effects on 

mental health, and other long term outcomes of affected patients. Additionally, the HELPS Brain 

Injury Screening Tool was introduced and discussed in detail.  The narrative, diagrams and 

images used in the webinar were designed to facilitate participant learning keeping the stated 

learning objectives in mind. Participants viewed slides and listened to information addressing 

each aspect of the HELPS tool, how to use it and important considerations to keep in mind when 

asking patients questions using the screening tool. There was no direct interaction between the 

investigator and participants or between participants as the webinar was part of a scholarly 
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project requiring anonymous participation by the learners as well as anonymous data analysis by 

the investigator. 

Course Technology.  The webinar was posted on the CE website of the AaNA. The 

webinar was accessible by registration only. Participants interested in viewing the webinar were 

required to provide email address information to an AaNA liaison that managed the course site 

and registered participants. A registration link was sent to participants by the AaNA along with 

login and password information. Registration link and login information was specific to each 

participant and could not be shared. The software and technology used for the webinar was 

developed by the Litmos Learning Management System (Callidus Cloud, 2007), which the 

AaNA uses for its online training CE offerings.   

Learner support. Participants were given clear instructions on steps to take should they 

encounter technical difficulties when viewing the webinar or taking the survey questionnaires, 

including contact information who to contact for technical support if needed. 

Accessibility and Usability.  As part of the course participants were instructed on how to 

navigate through the course in clear easy to understand language. Participants were able to take 

the course at their own pace saving their progress and resuming at a time more convenient for 

them. This facilitated ease of use. The slides and images used in the presentation were designed 

to enhance interest and readability.  

Ethics and IRB Considerations 

An application was submitted to the University of Alaska, Anchorage (UAA) 

Institutional Review Board (IRB), following a review of the proposal by the project chair and 

committee members. The UAA IRB deemed this project to be exempt, as there were no 

foreseeable risks to participants (Appendix A).  The design, objectives, and content of the 
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webinar were explained in detail at the beginning of the webinar. Participants were also informed 

that no identifiable information would be collected, there would be no foreseeable risks to them, 

and that they could withdraw at any time without penalty.  Informed consent was reviewed prior 

to the start of the webinar (Appendix B), giving participants the option to agree to continue or 

exit from the program.   

Data Collection and Analysis 

A total of 47 people were invited to view the webinar via email and U.S. mail. From this 

number, 14 people registered for the webinar. Of the 14 who registered, a total of 11 participants 

viewed the webinar and completed the pretest and posttest surveys; one participant completed 

the surveys but reported having technical difficulties which prevented her from viewing the 

webinar; two registered for the webinar but did not complete it.  Data was collected from the 11 

participants who viewed the webinar and completed the pretest and posttest survey 

questionnaires during a specified five week period. The final sample, (n = 11) represents a 23.4% 

response rate. Data were analyzed using descriptive statistics to summarize the sample 

characteristics of age, gender, years in practice, and type of practice, as well as to summarize the 

responses to individual items in the pretest and posttest surveys. The independent variable (IV) 

was the educational offering, which included a screening tool for assessment and recognition of 

symptoms of possible TBI in patients. There were a total of three dependent variables (DVs). 

Two DV’s,  TBI knowledge level and knowledge of TBI effects on mental health were measured 

using investigator developed 10-point Likert questions to compare pre-webinar and post-webinar 

responses.  The third DV, provider intent to use the assessment tool was measured using a post-

webinar 10-point Likert question which was also developed by the investigator. Due to the small 

sample size and single item Likert scale, the Wilcoxon Signed Rank test was used to analyze the 
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data.  A minimum of five pairs of measurements are required for sample size when using this test 

(Plichta et al., 2013).  For this project there were 11 pairs of measurements, which satisfied the 

requirement. 

 Demographics Data Summary 

The sample was predominantly female (n = 8 of 11, 73%). Participants ranged in age 

from 35 to 69 years of age (M = 54). Nine of the eleven participants (82%), identified as 

advanced nurse practitioners (ANPs) in the state of Alaska, including 8 of 11, 73% with PMHNP 

certification and one family nurse practitioner (FNP). Three participants chose the ‘other’ option 

when asked about certification, including 1- ‘other ANP’; 1- ‘other primary care’; and 1- ‘other 

unspecified’. Those who chose the ‘other’ option indicated that they screen for TBI. Participants 

reported working in outpatient, community, primary care, and private practice settings. Three 

participants reported being in clinical practice for less than 5 years; two reported being in clinical 

practice between 5 and 9 years; two reported being in practice between 10 and 14 years; two 

reported being in clinical practice between 15 and 19 years; two reported being in clinical 

practice for greater than 20 years. Ten of eleven participants (91%) reported performing mental 

health assessments and referring for neuropsychological testing. The predominant reason given 

for neuropsychological referral was diagnostic refinement (n = 10).  Only one participant 

reported using a screening tool to screen for TBI. Tables 1- 4 illustrate participant clinical 

practice data.  
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Table 1 

 

In what type of clinical setting do you practice? (Choose all that apply) 

 

Clinical setting 

 

Inpatient Mental Health 

         

       # of participants              

          

          0 

 

 

Outpatient Mental Health 

 

          4 

 

 

Primary Care  

 

           1 

 

 

Community Mental Health 

 

          3 

 

 

Private Practice 

 

          2 

 

 

Other                            2  

Note- Some participants worked in multiple settings   

 

 

Table 2 

 

When do you currently screen for TBI during patient mental health evaluations? (Choose all that 

apply)  

 

Frequency 

 

Never 

 

        # of participants         

           

          0 

 

 

With every new patient 

 

           6 

 

 

With every mental health assessment 

 

           2 

 

 

When fall is reported by patient            5  

 

When head injury is reported by patient 

 

           7 

 

 

When memory deficits are reported by patient/family                            6  
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Table 3 

 

Have you ever used a screening tool to assess for brain injuries? 

 

Frequency 

 

Yes 

 

          # of participants         

         

          1 

 

 

No 

 

          10 

 

   

   

   

   

 

 

Table 4 

 

When do you refer patients for neuropsychological testing? (Choose all that apply) 

 

Frequency 

 

Never 

 

           # of participants         

         

         1 

 

 

Rarely 

 

         1 

 

 

With treatment resistant patients 

 

         6 

 

 

For diagnostic refinement 

 

       10 

 

 

Results 

Participants were asked to rate their overall TBI knowledge level before and after the 

educational offering using a 10-point Likert scale where 0 represented ‘no knowledge’ and 10 

represented ‘very knowledgeable’.  All participants reported an increase in TBI knowledge level 

after viewing the webinar (M = 8.09, SD = 1.36) than before viewing the webinar (M = 4.64, SD 

= 1.80). Participants were also asked to rate their pre-webinar and post webinar knowledge level 

of TBI effects on mental health where 0 represented ‘no knowledge’ and 10 represented ‘very 

knowledgeable’. The majority, 91% (n = 10), reported an increase in knowledge of TBI effects 
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on mental health after viewing the webinar (M = 8.13, SD = 1.23) than before viewing the 

webinar (M = 5.14, SD = 2.65). One participant reported no change in knowledge level of TBI 

effects on mental health, with a pre and post webinar score of 9 out of 10 in this category. 

A Wilcoxon Signed rank test was used to analyze the difference in pretest and posttest 

scores for overall TBI knowledge level. The test indicated the difference in scores was 

significant, z = - 2.95, p < .01. The Wilcoxon Signed Rank was also used to analyze differences 

in participant pre-webinar and post-webinar scores of knowledge of TBI effect on mental health. 

The test indicated that the difference in scores was significant, z = -2.81, p <.01 which suggests 

that the educational offering had a significant effect on increasing knowledge of TBI effect on 

mental health.  There was a mean increase of 2.99 in provider self-reported knowledge level of 

TBI effects on mental health after viewing the webinar. Table 5 illustrates the mean pretest and 

posttest score for specific questions in order from greatest knowledge increase to least.  
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Table 5 

 

Mean Pretest Posttest Score Comparisons for Specific Questions  
 

Question                                                   Pretest              

 

          Posttest 

 

       Knowledge Increase 

 

On a scale from 0 to 10 

how would you rate  

your current knowledge  

level of TBI classification?                    3.18                                      
 

 

           

               

               

               7.86 

 

           

               

               

               4.68 

 

 

On a scale from 0 to 10 

how would you rate  

your current  

knowledge level of TBI outcomes?         4.45                          

 

 

          

           

                

 

                8.18       

 

 

          

           

                

 

                3.73       

 

 

 

On a scale from 0 to 10 

how would you rate  

your current overall  

knowledge level of TBI?                     4.64                                    

 

           

            

                 

 

                8.09            

 

           

            

                 

 

                3.45            

 

 

On a scale from 0 to 10 

how would you rate your current  

knowledge level of TBI effect  

on mental health?                                    5.14                                      
 

 

            

               

               

               

                8.13 

 

            

               

               

               

                2.99 

  
 

 

 

Participants were asked on the investigator developed post-webinar survey, to rate 

likelihood of using the HELPS brain injury screening tool in clinical practice on a scale from 0 to 

10 with 0 being ‘not likely’ and 10 being ‘very likely’.  All participants (n = 11) indicated their 

positive intent to use the HELPS tool during mental health evaluations (M = 7.82). Additionally, 

the majority of participants, (n = 8 of 11, 73%) reported on the AaNA post evaluation survey  

they anticipated changing clinical practice as a result of the educational offering; 2 participants 

reported being undecided,  and 1 participant reported they would not be making any change to 

clinical practice. Figure 1 illustrates these results.  
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Figure  1. Anticipated Change in TBI Screening Practice- AaNA post webinar evaluation 

Discussion 

This project initially sought to target PMHNPs in the state of Alaska who frequently perform 

mental health assessments and screen for TBI; however, the investigator decided to broaden the 

sample to include other providers of mental health in Alaska. The educational offering provided 

an opportunity for Alaska mental health providers to improve TBI screening practice by making 

them aware of a tool that could be used during mental health evaluations. Although all 

participants reported screening patients for TBI, only one participant reported using a screening 

tool. Following the webinar, all participants reported intent to use the HELPS tool on a 10 point 

Likert scale (M = 7.82), which suggests participants’ felt that more thorough TBI screening 

would be beneficial to patients. This question may have provided a more precise indication of 

provider intent to use the screening tool had it been a multiple choice question with a yes, no, 

undecided, and other with free text as answer options instead of a Likert style question. 

Participants were asked to rate their knowledge level of TBI effects on mental health, TBI 
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outcomes, TBI classification, and overall TBI knowledge before and after viewing the webinar.  

The greatest increase in knowledge was in TBI classification with a mean pretest score of 3.18 

and mean posttest score of 7.86 representing a mean increase in knowledge level of TBI 

classification of 4.68. The second greatest area of increased knowledge was in TBI outcomes 

with a difference in mean pretest versus posttest score of 3.73. Participants’ self-assessment of 

overall TBI knowledge level indicated a mean score increase of 3.45 after viewing the webinar 

while posttest knowledge level of TBI effects on mental health increased by 2.99.  The results 

indicate that this project was successful in its aim to increase PMHNP and other mental health 

provider knowledge of TBI and its effects on mental health as well as provider intent to use a 

TBI screening tool in clinical practice. A weakness of this project was the small sample size, n = 

11. It is possible that a larger sample may have further supported the findings of this project or 

provided a different outcome.  

 

Figure 2.Mean Pretest Posttest Scores for Overall TBI Knowledge 
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Figure 3. Mean Pretest Posttest Score for Knowledge of TBI Effects on Mental Health 

Data Dissemination 

The educational webinar will remain on the AaNA website for at least three months 

following the project and made accessible to nurse practitioner members of the organization. 

Members of the Alaska Health Education Consortium (AHEC) will also have access to the 

webinar through the AaNA.  Findings will be posted on the Alaska Nurse Practitioner 

Association (APNA) website. A poster presentation will be presented at the annual Alaska 

Psychiatric Association Conference in April 2018.  Additionally, findings will be presented at 

one of the monthly psychiatric nurse practitioner consultation group meetings. The specific 

meeting chosen for presentation will be determined by members of the consultation group.    

Conclusion 

 TBIs are a major public health concern that can lead to new or worsening mental health 

problems. Patients affected by TBI experience difficulties with mood disorders, personality 

changes and overall poorer psychosocial functioning. Some individuals are unaware of having 

experienced a TBI in the past. Screening for TBI during mental health evaluations may lead to 
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recognition of symptoms which may be contributing to patient’s mental health problems. The use 

of the HELPS tool will likely elicit more detailed information from patients during evaluations 

and may lead to more timely referrals for neuropsychological testing.  
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Appendix B 

Informed Consent 

Screening for Traumatic Brain Injury during Mental Health Evaluations 

  

 Researcher:    Onome Okurume RN, UAA School of Nursing 

  

Description: 

My name is Onome Okurume. I am an RN currently in my last semester of University of Alaska 

Anchorage psychiatric nurse practitioner program. This webinar is part of a required scholarly 

project towards the completion of a Master’s degree. You are being asked to view this webinar 

which discusses traumatic brain injuries and screening, and to describe your thoughts about the 

educational offering and brain injury screening tool. You will need to register to view the 

webinar.  If you agree to participate you will need to complete the attached pretest and posttest 

questionnaires.  Your pre and posttest evaluations will be obtained using software within the 

webinar. This is how you will be granted continuing education credits for completion. The 

pretest should take no more than 5 minutes to complete. The webinar will take 30 minutes to 

view and will be followed by a posttest questionnaire, which will take 5 to 10 minutes to 

complete.  The pretest, webinar, and posttest will have to be completed in order. You will be able 

to stop and resume the program. The program will save your progress. You will not be able to 

fast forward while viewing the webinar. You will have to view the entire webinar in order to 

reach the posttest questionnaires. Upon completion of the entire webinar including pre and 

posttest questionnaires-evaluation, you will be granted CE credit. There will be no cost to you 

for the CE credit as it is being sponsored by the Alaska Nurses Association (AaNA). 
 

Voluntary Nature of Participation: 

Your participation in this project is voluntary.  You may stop at any time and you do not have to 

answer any questions you don’t want to. Nothing will happen to you if you choose not to answer 

any questions or if you decide not to complete the survey questionnaires. 

  

Confidentiality: 

Your responses to the questionnaire are confidential. Your name will not appear on the survey.  

Completed questionnaires will be kept on an encrypted flash drive in a secure file cabinet in the 

researcher’s home. Data will be compiled in such a way that you cannot be identified. We will 

not attach your name, mailing, email, or any other identifiable information about you to any of 

your responses, or to any reports or publications describing the results of this study. Your IP 

address will register when you sign in to take the webinar, however, the IP address will not be 

recorded.  The registration link will be used to access the program and to obtain questionnaire 
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and evaluation responses, but your IP address will remain separate and secure from the principal 

investigator.   

  

Potential Benefits and Risks: 

There are no foreseeable risks or benefits to you from participation in this study. Your 

willingness to share your perceptions of the educational offering and screening tool will provide 

valuable information on TBI screening practices among psychiatric nurse practitioners in Alaska. 

Your participation will require that you spend approximately 45 minutes to view the webinar and 

complete the questionnaires. 

 

Contact People 

If you have any questions about this study, please contact Dr. Maureen O’Malley, project 

director, at 786-4584. If you have any questions or concerns about your rights as a research 

participant, please contact Ms. Sharilyn Mumaw, UAA Compliance Officer, at (907) 786-1099. 

I would like to express my deepest gratitude to Dr. Adam Grove, chair of the Alaska Brain Injury 

Network, for taking the time to review this webinar for content validity. 

 

Consent 

 

By clicking ‘Yes’, you will be taken to the pretest questionnaire. Clicking ‘No’ will exit you 

from the project.  
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Appendix C 

HELPS Brain Injury Screening Tool 
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Appendix D 

Mailed Webinar Information Letter  

Hello,   

  

My name is Miss Onome Okurume. I am a future psychiatric nurse practitioner 

currently wrapping up my final semester of UAA's psychiatric nurse practitioner 

program. 

  

I invite you to view a webinar Screening for Traumatic Brain Injury during 

Mental Health Evaluations. This educational offering is part of a required 

scholarly project towards the completion of my master’s degree. It is directed to 

Alaska PMHNPs but may be viewed by any nurse practitioners who are 

interested. The webinar is being sponsored by the Alaska Nurse's Association who 

will offer CE credit to you at no charge. The webinar will take approximately 45 

minutes total, including questionnaires and evaluation.  The program allows you to 

save your progress as you go and resume when it is convenient for you. 

  

If you are interested in viewing the webinar please email Dr. Angelia Trujillo 

at actrujillo@alaska.edu to receive a personalized registration link from the 

Alaska Nurses Association. Thank you for your time and consideration.   

  

your future colleague, 

  

Onome Okurume RN, BSN, PMHNPs 

 

 

 

 

 

 

 

 

 

 

mailto:actrujillo@alaska.edu


 Screening for Traumatic Brain Injury   44 

 

Appendix E 

 

Prettest Questionnaire 
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Appendix F 

Posttest Questionnaire 
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Appendix G 

AaNA Post-Webinar Survey Questions 

 

 

1. Have you improved your knowledge regarding TBI screening? 

2. Based on your attendance at this training, do you anticipate making changes in your daily 

practice regarding TBI screening? 

3. Why did you attend this CE offering? (select all that apply) 

4. What do you plan to do with this information? (select all that apply) 

5. If other plans for this information, please specify: 

6. What other training topics would you be interested in? Please specify: 

7. Please share any comments you have about this webinar, speaker or site. Thank you 

 


