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Traumatic Brain Injury & 

Offending:   
A modifiable factor for reducing crime? 



Need for new policies to influence 

practice re: TBI in prison populations 
Â mental health & drug/alcohol problems identified  

Âòrelative to general population, [prisoners]éexperience poorer 
physical, mental, and social healthé[more] mental illness and 
disability, drug, alcoholésuicide, self harmélower life 
expectance [etc.]éó Orme et al. BMJ editorial, 2005, 330. p 918 

Â  and see Fazel & Danesh (2002a (Lancet))  

 

Â òé.delivery of services to prisoners with anxiety and affective 
disorders, drugs and alcohol problems, brain injury, learning 
disability, challenging behaviour and repetitive self-harm has 
changed little or worsened.ó Dearbhla Duffy,  et al. (2003) p. 242 
(our emphasis) 

 

Â TBI is largely neglected from policy documents (Youth 
Crime Action Plan, 2008 and Bradley report 2009) 

editorial psych bull.htm


http://www.loni.ucla.edu/~thomps
on/DEVEL/dynamic.html 

 

Ådorsolateral prefrontal cortex 
Ålate to reach adult levels of 

cortical thickness 

Åcircuitry sub-serving control of 

impulses, judgment, and 

decision-making. 

Åimplications of late maturation of 

this area have entered 

educational, social, political, and 

judicial discourse  

Brain development in children and adolescents: Insights from anatomical 

magnetic resonance imaging  

Rhoshel K. Lenroota and Jay N. Giedd (2006) 

Savage, 2009 

http://www.loni.ucla.edu/~thompson/DEVEL/dynamic.html
http://www.loni.ucla.edu/~thompson/DEVEL/dynamic.html
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Yates, Williams et al. 2006, JNNP:  

Attendance rates for moderate to severe head injury per 

100 000 population for each 5 year age band by sex and area 

residence (GCS under 12). 

Nb. Rates of  TBI (across all severities) in males across severities are given as between 5% to 24%  

250-450 per 100,000 across all severities (US/UK) - 80% approx are MILD 



Traumatic Brain Injury (TBI)  
(from: www.netmedicine.com/xray/ctscan/img_ct ) 

 

ÂTraumatic brain injuries: 

Penetrating injury 
Closed Injury 

Glasgow Coma Scale Loss of  Consciousness Post Traumatic 

Amnesia 

Mild 13-15 <30 mins < 24hrs 

Moderate 9-12 >1 to <7 days >30mins-<24 hrs 

Severe 3-8 >7 days >24hrs 

 

http://www.netmedicine.com/xray/ctscan/img_ct


Ç frontal-tempo-limbic systems are crucial for 

Monitoring arousal level & control of  behaviour 

towards ògoal statesó  

 
ÇModerate to Severe TBI 

Ç Neuropsychological deficits, behavioural 

problems and poor social outcomes (Stambrook, 

Moore , Peters  , Deviaene  , & Hawryluk, 1990).  

Çpoor planning and inflexibility (Milders, Fuchs 

& Crawford, 2003) 

òpoor anger management (irritability and 

impulse control are commonó (Hawley et al. 

2003) 

ÇNb. Limbic systems more vulnerable in children  

Brain Areas that typically Injuredé 

ÇMild TBI  

ÇWhen òcomplicatedó, or cumulative, there 

can be neuropsychological sequelae (15%?), 

esp. attention and executive systems 

(Williams, Potter & Ryland, 2010).  



Childhood Brain Injury: long term effects 
 

 

Â Problems: Attention, working memory, executive control disinhibition etc.  

 

Å lack of òmoraló reasoning.  
Â (Damasio 1996; Anderson, Bechara, Damasio, Tranel, & Damasio, 1999; Hanks, Temkin, Machamer & Dikmen 

1999; Levin & Hanten, Powell, 2004). 

Å  Often there is inappropriate social behaviour  

Å the most common and disruptive issue (Henry, Phillips, Crawford, Theodorou & 
Summers, 2006). 

Å may not be evident until adolescence (Lishman, 1998; Teichner & Golden, 2000)  

Å point at which ôdelayed costsõ of earlier ABI are expressed (see Anderson 2008 re: 
neuroplasticity & crowding effects) 

Å may occur in isolation from cognitive deficits (Anderson, Northam, Hendy & 
Wrennall, 2001 

 

Â persisting personality and emotional deficits ð due to de-coupling of cognition and 
emotion - has been described by Damasio (1994), as òacquired sociopathyóó ð  
Â Max et al, 2001: prospective study of 94 children with TBI aged 9 at time of injury  

Â  OPC in 57% of severe TBI sample (22/37) & 5% mTBI  (3/57) 

Â  labile and aggressive OPC subtypes most common - 3-4 x more 

 



 

Problems MIGHT also occur post 
MTBI  
 
Wrightson, McGinn and Gronwall (1995)  
Ápre-school children - MTBI tested after injury and 
then at 6 months and a year (V. orthopdeic control 
group).  
Áno differences after injury on a range of  cognitive 
tasks.  
ÁBut, at 6 months and then at 1 year, the MTBI 
children less good on visual problem solving and 
association with further injury.  

  
Limond et al. 2009 
follow up of  moderate-severe and (mostly) complicated 
MTBI showed persisting disabilities at 1 year ð  
>lack of  pro-social behaviour and emotional symptoms  
 



Prevalence studies of TBI in adult 

offender groups 
Â Self-report prevalence studies of TBI - with 25% to 87% of inmates reportedly 

experiencing a head injury (Schofield et al., 2006; Slaughter, Fann and Ehde, 2003; Morrell et al., 1998).  

 

Â Slaughter et al (2003)  - TBI in inmates in a county jail in the USA.  

Â  87% lifetime prevalence and 36% in the previous year.  

Â  TBI in the previous year had worse anger and higher psychiatric disturbance.   

Â Barnfield and Leathem (1998)  New Zealand, had 118 respondents  

Â  86.4% reported some form of òhead injuryó with 56.7% reporting more than one blow 
to the head.  

Â concomitant reports of difficulties with memory and socialization.  

Â Analysis of medical records.  
Â De Souza (2003)  Brazil - 

ÂOf 3233 offenders there were 133 cases of TBI reported (39 òmildó and 94 òmoderate 
or severeó).  

Â In the majority (111 cases) there was no account taken of the injury by service 
providers.  

 


