
Enhanced Cognitive Rehabilitation 

to Treat Comorbid TBI and PTSD

Amy Jak, Ph.D.

Staff Neuropsychologist, Director TBI Cognitive Rehabilitation Clinic,

VA San Diego Healthcare System

Associate Professor of Psychiatry, 

UC San Diego School of Medicine



Traumatic Brain Injury

~20% of deployed Iraq/Afghanistan service members 

experience a TBI (Tanelian & Jaycox, 2008)



Posttraumatic Stress Disorder 

» 11-20% of Iraq and Afghanistan Veterans have PTSD

70% of U.S. Adults 

have experienced 

some form of 

trauma

Up to 20% will 

develop PTSD



Treatment Recommendations

▪ VA/DoD guidelines state that co-occurring disorders should not prevent 

veterans from receiving empirically supported treatments for PTSD and 

in fact assert that treatment of mood and pain are first line treatments. 

▪ Research supports this guideline - history of TBI should not preclude 

trauma-focused therapies (Ragsdale & Horrell, 2016; Walter et al., 2014; Davis et al., 2013)

▪ Nonetheless, concern remains about the ability of those with a history of 

TBI to participate in structured trauma-focused treatment (Cook et al., 2014).



Treatment

▪ Symptom-specific treatments

▪ Psychoeducation, expectation 

management, cognitive 

rehabilitation

▪ Practice standards for 

treatment of mild to moderate 

TBI have been organized into 

a manualized treatment, 

Cognitive Symptom 

Management and 

Rehabilitation Therapy 

(CogSMART). 

▪ Trauma focused therapy such as Cognitive 

Processing Therapy (CPT) or Prolonged 

Exposure (PE)

▪ Use cognitive behavioral treatment (CBT) 

approaches

▪ Recognize and challenge thought patterns 

and behaviors 

Treatment of TBI Treatment of PTSD



Treatment of mTBI







Treatment of PTSD

For every 100 people with PTSD who receive a trauma-

focused therapy (such as Cognitive Processing Therapy 

or PE), 53 will no longer have PTSD after about three 

months.



(Resick et al., 2015)



Polytrauma Clinical Triad

Lew et al., 2009



Veterans Presenting for Treatment of 
Cognitive Complaints

• Less than 30% of Veterans with a history of concussion had 

objective deficits upon formal testing

• ~85% had PTSD or other comorbid mental health concerns

(Jak et al., 2015) 



Dynamic relationship between comorbid 
PTSD and history of mTBI

Fig. 1. Adapted from Vasterling, Bryant, and Keane (2012).



Question:

▪ Among Veterans with history of mTBI presenting for treatment, 

comorbidity of other conditions (e.g., mental health, pain) is highly likely

» True

» False



Treatment of Comorbid Conditions

▪ PTSD and history of concussion are highly prevalent 

and comorbid in Veterans

▪ Psychological factors play a significant role in 

persistence of cognitive and other post-concussive 

symptoms 

▪ Empirically supported treatments that target comorbidity 

are lacking. 



SMART-CPT

▪ SMART-CPT: hybrid treatment integrating principles of cognitive 

rehabilitation into CPT to streamline treatment and target common 

comorbidity. 

▪ More time efficient for both patient and clinic: SMART-CPT takes 15 

hours completed in 12 weeks vs. 24 hours completed in 12-24 weeks for 

CPT and CogSMART





Interventions

• SMART-CPT:  Incorporates TBI psychoeducation, 

compensatory strategies for attention, memory, and 

executive functioning, more concrete language, 

written and verbal repetition and reviews of key 

CPT points, and simplified and restructured 

homework pages into standard CPT.

• 12 sessions, est. 75 minutes each  (actual avg. 87 min.)

• Veteran provided with manual with all in-session material, 

handouts, and homework

• CPT – strategies for challenging maladaptive 

thought processes related to trauma

• 12 sessions, est. 60 minutes each (actual avg. 67 min)

• Veteran provided with homework handouts



SMART-CPT Modifications

▪ Active breaks

▪ Self-talk

▪ Calendar use – remember appts/homework & other important 
activities, organize time/priorities including to-do lists

▪ Home for important items

▪ Strategic reminders (notes/visual cues, alarms) 

▪ Visual imagery

▪ Retrieval strategies

▪ Goal setting and planning

▪ Brain storming and problem solving

CogSMART strategies integrated into CPT:



SMART-CPT Modifications

▪ Provide written copies of session agendas and session reviews 

▪ Patient handouts include written summaries of key topics discussed 
orally in session

» E.g., PTSD symptoms, fight/flight/freeze, just world belief, natural vs 
manufactured emotions, hindsight bias, self blame, five themes

▪ Color-coded A-B-C and challenging beliefs worksheets (CBWs) to 
clearly separate sections

▪ CBWs are also simplified

▪ More concrete language

▪ Repetition of key points

▪ Built-in breaks







Participants



Change in Mental Health and 

Neurobehavioral  Symptoms

▪ Statistically and clinically significant improvement in PTSD, depression, 

and postconcussive symptoms - No group differences

▪ Similarly, significant improvement in quality of life (general life 

satisfaction, daily activities, family, health), but no group differences



Change in Cognitive Functioning 

Jak et al., 2019



Summary

▪ Individuals with a history of concussion and persistent post-
concussive symptoms can successfully complete structured and 
empirically supported mental health therapies with or without 
modifications

▪ Both CPT and SMART-CPT resulted in clinically significant 
reductions in PTSD and post-concussive symptomatology as well 
as improvements in quality of life 

▪ Adding compensatory cognitive strategies to mental health 
treatment does provide differential benefit in the cognitive 
domains of attention, learning/memory, and novel problem solving

▪ SMART-CPT has the potential to defragment care and significantly 
improve treatment for this clinically complicated group



Thank you!

▪ amy.jak@va.gov


