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Dr. Nora Cullen graduated from medical school at the University of Toronto in 1994 and completed a
residency program in Physical Medicine and Rehabilitation in 1998. She did subspecialty training in
Traumatic Brain Injury Rehabilitation in Detroit at the Rehabilitation Institute of Michigan, in 1998-99
where she developed a passion for improving the quality of life of adults with brain injury. Subsequently,
she joined the staff at Toronto Rehab where she has worked clinically and in research. The focus of her
research and clinical care is on long term recovery of patients with brain injury and the treatments that
might improve their recovery. She is an Associate Professor at the University of Toronto, teaching medical
students, residents and fellows the rehabilitation management of brain injured adults. She is also the
Chief of Staff at West Park Healthcare Centre.
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Epidemiology of TBI
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Epidemiology of TBI
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Diffuse Axonal Injury
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Injury Severity using Post
Traumatic Amnesia

GOS and GOS-E

Patient’s abilities Definition

Death 2

Persistent vegetative state No cerebral cortical function as judged behaviorally; unable to interact with environment; unresponsive
Severe disability Conscious and able to follow commands but dependent on 24-h care and unable to live independently
Moderate disability Disabled but capable of independent care; unable to retum to work or school

Good recovery Mild impairment with persistent sequelae but able to participate in a normal social Iife, including able to retum to work or school

Death
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Normal Adult Brain Waves
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Traumatic Brain Injury
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