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Measures

Neuropsychological:
- lowa Gambling Task (IGT)I

- Electrodermal Activity (EDA) [14]

Questionnaire Based:
- Explicit Knowledge/Strategy (131
- Demographics

Methods

17 Brock University Students
- 6 individuals reporting a MHI (35%)

- 11 individuals not reporting a MHI (65%)

Results
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Participants

- 50:50 split between males and females

- 3 had a LOC greater than 5 minutes

--3 had more than one injury

- 2 treated medically but did not stay
over night

Hypothesis 1:
IGT Performance

MHI and non-MHI did not differ in the
number of cards chosen from each deck
(F (1, 15) = 1.19, p = ns). Both groups
shift their selections towards the more
advantageous decks over time, however,
MHI show a slower tendency to shift when
differentiating advantageous from
disadvantageous decks (as a function of
ratio) than the non-MHI group(F (3.95,
59.28) = 0.65, p = ns).

Hypothesis 2:
Explicit Knowledge

Net totals estimated by participants did

not differ for two types of deck (F (1,15)
=3.98, p = ns), nor as a function of MHI
status (F (1,15) = 0.80, p = ns).

Thus participant’s explicit knowledge
does not appear to be sufficient to
account for their learning to differentiate
between advantageous and
disadvantageous decks. This suggests
that there is a dissociation between
knowing and doing.

Hypothesis 3:
Physiological Arousal

MHI subjects present physiologically
underaroused relative to their cohort at
baseline and throughout the study (as
predicted); however this difference is not
significant (F (1,15) = 1.02, p = .329, ns).
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The figures above show that, particularly during the later trials, MHI
remain physiologically underaroused during anticipation of making a
selection compared to the non-MHI group.

Difficulties eliciting somatic markers that would typically guide:
decision-making processesl® 9 may account for the alterations in IG
learning rate between MHI and non-MHI groups.

Conclusions &
Implications

These results demonstrate that alterations in decision-making
processes (i.e., slower transition from disadvantageous to
advantageous decks) can occur even in mild forms of head inj
This has substantial implications for social decision-making (i.
financial, interpersonal etc.)l, whereby individuals who have
sustained mild injuries may be more inclined to make riskier
decisions which, in turn, may lead to adverse outcomes.
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between what participants know and how they b

Finally, as expected, MHI were physiologicall;
anticipation of making decisions compared
This may reflect a neurally-based comprol
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