We kindly ask that you not share this document
with someone who has not paid for it.

In addition, more than 10,000 volunteer hours
contributed to the creation of this Manual. All of
the proceeds are reinvested into future versions

and additional research.

We hope you enjoy the Manual and the training,
and please let us know how we can improve it.

AC RM ACRM | AMERICAN CONGRESS OF REHABILITATION MEDICINE
HEADQUARTERS

1654 Plaza America Drive, Ste 535, Reston, Virginia, USA 20190
Tel: +1.703.435.5335  Email: info@ACRM.org
www.ACRM.org

(1) Produced by ACRM Publishing

© 2012 - 2016 American Congress of Rehabilitation Medicine. All rights reserved.
No part of this manual may be reproduced in any form or by any means, electronic or mechanical, including photocopying, recording, or
by any information storage and retrieval system, without permission in writing from the publisher.



mailto:mailto:info%40ACRM.org?subject=

COGNITIVE
REHABILITATION
MANUAL

TRANSLATING EVIDENCE-BASED
RECOMMENDATIONS INTO PRACTICE

Primary Author

Contributing Authors
and Editors

Managing Editor

Edmund C. Haskins, PhD
Rehabilitation Hospital of Indiana, Indianapolis, Indiana

Keith Cicerone, PhD, ABPP-Cn, FACRM
JFK Johnson Rehabilitation Institute, Edison, New Jersey

Kristen Dams-O’Connor, PhD
Mount Sinai School of Medicine, New York, New York

Rebecca Eberle, MA, CCC-SLP
Indiana University, Bloomington, Indiana

Donna Langenbahn, PhD, FACRM
Rusk Institute of Rehabilitation Medicine, New York, New York

Amy Shapiro-Rosenbaum, PhD
Park Terrace Care Center, Flushing, New York

Lance E. Trexler, PhD
Rehabilitation Hospital of Indiana, Indianapolis, Indiana

AC R AMERICAN CONGRESS OF
REHABILITATION MEDICINE

Improving lives through interdisciplinary rehabilitation research

BRAIN INJURY - Interdisciplinary Special Interest Group (BI-ISIG)




OI n ACRM for the VALUE

COI ' | I eCt with an interdisciplinary rehabilitation

community of providers, researchers, clinicians and administrators

Tremendous ACRM MEMBER BENEFITS
Member Value INDIVIDUAL
[ HIGHLIGHTS ] MEMBERSHIP
* Subscription to the ACRM scientific journal, Archives of Still only $350
Physical Medicine & Rehabilitation ($439 VALUE) SAVE $895+
INSTITUTIONAL L , o Off Nonmember Pricing
MEMBERSHIP * Subscription to the bi-monthly Rehabilitation Outlook,

. ACRM'’s members-only newsletter
Packages starting 4 Substantial discounts

at $4,250 * Significant discounts on ACRM Conference & events for Early Career

SAVE up to 60% Off o . . Professionals and
. ACRM membership for FREE registration to ACRM Mid-Year Meeting Students:

your staff * Discounts on educational publications and training www.ACRM.org/joiny/dues-categories

« Annual Conference

registrations * Subscription to weekly ACRM eNews for legislative
- ACRM products, advertising updates, funding opportunities and more
and sponsorship opportunities
+ Grow Your
ACRM MEMBERSHIP VALUE $1,245
Career Here
www.ACRM.org/join : ‘ AC R AMERICAN CONGRESS OF
+1.703.435.5335 REHABILITATION MEDICINE
memberservices@ACRM.org Improving lives through interdisciplinary rehabilitation research

BRAIN INJURY - SPINAL CORD INJURY - STROKE - NEURODEGENERATIVE DISEASES - PAIN

since 1923



COGNITIVE
REHABILITATION
MANUAL

TRANSLATING EVIDENCE-BASED
RECOMMENDATIONS INTO PRACTICE

Primary Author Edmund C. Haskins, PhD
Rehabilitation Hospital of Indiana, Indianapolis, Indiana

Contributing Authors Keith Cicerone, PhD, ABPP-Cn, FACRM
and Editors JFK Johnson Rehabilitation Institute, Edison, New Jersey

Kristen Dams-O’Connor, PhD
Mount Sinai School of Medicine, New York, New York

Rebecca Eberle, MA, CCC-SLP
Indiana University, Bloomington, Indiana

Donna Langenbahn, PhD, FACRM
Rusk Institute of Rehabilitation Medicine, New York, New York

Amy Shapiro-Rosenbaum, PhD
Park Terrace Care Center, Flushing, New York

Managing Editor ~ Lance E. Trexler, PhD
Rehabilitation Hospital of Indiana, Indianapolis, Indiana

AC R AMERICAN CONGRESS OF
REHABILITATION MEDICINE

Improving lives through interdisciplinary rehabilitation research

BRAIN INJURY - Interdisciplinary Special Interest Group (BI-ISIG)




AC R AMERICAN CONGRESS OF
REHABILITATION MEDICINE

Improving lives through interdisciplinary rehabilitation research

ACRM LEADERSHIP
President Sue Ann Sisto, PT, MA, PhD, FACRM
Chief Executive Officer Jon W. Lindberg, MBA, CAE

BRAIN INTERDISCIPLINARY
INJURY SPECIAL INTEREST GROUP

Produced by ACRM Publishing

ISBN: 978-0615538877

ACRM HEADQUARTERS

11654 Plaza America Drive, Suite 535
Reston, Virginia, USA 20190

Tel: +1.317.471.8760

Fax: +1.866.692.1619

Email: info@ ACRM .org

www.ACRM.org

© 2012 - 2014 American Congress of Rehabilitation Medicine. All rights reserved.
No part of this manual may be reproduced in any form or by any means, electronic or
mechanical, including photocopying, recording, or by any information storage and retrieval
system, without permission in writing from the publisher.

This information is not meant to replace the advice from a medical professional.
You should consult your health care provider regarding specific medical
concerns or treatment.




APPENDIX A

Appendix A: Strategic and Tactical Goal Writing

A.1 Executive Dysfunction
BI-ISIG Cognitive Rehabilitation Task Force Recommendations

Practice Standard: Metacognitive strategy training for executive dysfunction and impairments of emotional self-
regulation after TBI, and as a component of interventions for deficits in attention, neglect and memory. This includes
self-monitoring and self-regulation

Practice Guideline: Training in formal problem-solving strategies and their application to everyday situations and
functional activities during post-acute rehabilitation after TBI.

Practice Option: Group based interventions may be considered for remediation of executive and problem-solving
deficits after TBIL

Goal Writing for the Treatment of Deficits in Executive Functioning

Strategic: Initial Monthly Goals/ Problem-Solving Protocol
* Initiate (e.g., Acquisition, Application, Adaptation) stage of formal problem-solving protocol using the

(e.g., Goal-Plan-Do-Review, WSTC, etc.) method and implement as able.

* Initiate metacognitive strategy training to address

Tactical: Follow-up/Specific Monthly Goals

 Patient will perform 1 task, at 2 level of difficulty, with 3
accuracy/speed or 4 assistance, using 5 equipment/strategies/modifications.
(1) Types of Tasks

Impairment Level
* Divided attention tasks
* Problem-solving/reasoning tasks
* Sequencing tasks
* Organization tasks
* Planning tasks
* Flexibility tasks

Functional Level
* Functional clinic tasks requiring
* Functional household tasks requiring
* Functional community tasks requiring

ability
ability
ability

* Functional work-related tasks requiring ability
(5) Types of Strategies
* Goal-Plan-Do-Review
* WSTC
e Self-talk
Examples
* Patient will perform simple problem-solving tasks with 80% accuracy.
* Patient will perform simple functional household tasks requiring planning ability with Min. Assistance.

* Patient will perform complex in-clinic tasks requiring problem-solving ability with Min. Assistance using
Goal-Plan-Do-Review strategy.

* Patient will perform complex functional household tasks requiring organizational ability with 100% accuracy using
Memory Notebook and WSTC strategies.
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A.2 Memory Impairment
BI-ISIG Cognitive Rehabilitation Task Force Recommendations

Practice Standard: For those with mild impairment, the committee recommends the use of memory strategy training
including the use of internalized strategies (e.g., visual imagery, mnemonics) and external memory compensations (e.g.,
notebooks, electronic devices).

Practice Guideline: For those with moderate to severe impairment, the committee recommends only the use of
external compensations (including notebooks, electronic devices, etc.) with direct application to functional activities.

Practice Option: For people with severe memory impairments after TBI, errorless learning techniques may be
effective for learning specific skills or knowledge, with limited transfer to novel tasks or reduction in overall functional
memory problems.

Practice Option: Group based interventions may be considered for remediation of memory deficits after TBL

Goal Writing for Deficits in Memory

Strategic/General Monthly Goals: Memory Book Protocol
* Initiate/complete acquisition stage of memory book protocol.
* Initiate/complete application stage of memory book protocol.
* Initiate/complete adaptation stage of memory book protocol.

¢ Implement modified memory book protocol, stage.

Strategic: Memory Strategy Training
* Initiate internalized/memory strategy training including visual imagery and self-talk procedures.

Tactical: Follow-up/Specific Monthly Goals

* Patient will recall/perform 1 , at 2 level of difficulty, with 3
accuracy or 4 cues/assistance, using 5 equipment/strategies/modifications.
(1) Types of Tasks

Impairment Level

* List learning tasks

e Story memory tasks

* Prospective memory tasks

* Visuospatial memory tasks

* Etc.
Functional Level

* Functional clinic tasks requiring ability
ability
ability

* Functional household tasks requiring
* Functional community tasks requiring

* Functional work-related tasks requiring
e Others

ability

(5) Types of Strategies
* Internal strategies/Mnemonics
* Memory Notebook
* Electronic device
Examples
* Patient will recall simple autobiographical information with 80% accuracy using Memory Notebook.
 Patient will learn and recall names with 70% accuracy using internal strategies.

 Patient will perform complex functional in-clinic tasks requiring prospective memory with 70% accuracy using
Memory Notebook.

* Patient will perform simple household tasks requiring list learning with minimal assistance using
Memory Notebook strategy.
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A.3 Attention Impairment

BI-ISIG Cognitive Rehabilitation Task Force Recommendations

Practice Standard: Remediation of attention is recommended during post-acute rehabilitation after TBI. Remediation
of attention deficits after TBI should include direct attention training and metacognitive training to promote develop-
ment of compensatory strategies and foster generalization to real world tasks. Insufficient evidence exists to distinguish
the effects of specific attention training during acute recovery and rehabilitation from spontaneous recovery, or from
more general cognitive interventions.

Practice Option: Computer-based interventions may be considered as an adjunct to clinician-guided treatment for the
remediation of attention deficits after TBI or stroke. Sole reliance on repeated exposure and practice on computer-based
tasks without some involvement and intervention by a therapist is NOT recommended.

Goal Writing for Deficits in Attention and Concentration

Strategic Monthly Goals: APT Protocol

* Initiate Strategy Training to address impairment in (sustained,
alternating, selective, divided attention).

¢ Initiate APT Protocol to address
* Initiate Time Pressure Management to address

* Consider psychostimulant or other medication to enhance attention/concentration.

Tactical: APT Goals

Sustained Attention

* Simple sustained attention tasks with ____ accuracy/speed and ________ cues

* Moderate sustained attention tasks with ___ accuracy/speedand ___ cues

* Complex sustained attention tasks with ____ accuracy/speed and —______ cues
Alternating Attention

» Simple alternating attention tasks with __ accuracy/speedand _____ cues

* Moderate alternating attention tasks with ___ accuracy/speed and ________ cues

* Complex alternating attention tasks with ____ accuracy/speedand _______ cues
Selective Attention

* Simple selective attention tasks with ____ accuracy/speedand —______ cues

* Moderate selective attention tasks with ___ accuracy/speed and ____ cues

* Complex selective attention tasks with ___ accuracy/speedand _____ cues
Divided Attention

* Simple divided attention tasks with _____ accuracy/speed and ________ cues

* Moderate divided attention tasks with ___ accuracy/speed and _______ cues

* Complex divided attention tasks with ____ accuracy/speed and _______ cues

Tactical: Follow-up/Specific Monthly Goals

 Patient will perform 1 at 2 level of difficulty,
with 3 accuracy/speed or 4 cues/assistance, using
5 equipment/strategies/modifications.
(1) Type of Tasks

Impairment Level
e Sustained attention task
* Alternating attention task
* Selective attention task
* Divided attention task
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Functional Tasks

* Functional household tasks requiring ability
* Functional community tasks requiring ability
* Functional work-related tasks requiring ability
e Others

Examples

 Patient will perform simple selective attention tasks with 80% accuracy.

 Patient will reduce time to completion on tasks of complex sustained attention by 20%.

 Patient will perform simple functional household tasks requiring sustained attention with minimal assistance.
* Patient will perform complex in-clinic tasks requiring alternating attention with minimal assistance.

* Patient will perform complex functional household tasks requiring divided attention with 100% accuracy.

A.4 Visuospatial Strategies

BI-ISIG Cognitive Rehabilitation Task Force Recommendations

Practice Standard: Visuospatial rehabilitation that includes visual scanning training is recommended for left visual
neglect after right hemisphere stroke.

Practice Guideline: The use of isolated microcomputer exercises to treat left neglect after stroke does not appear
effective and is NOT recommended.

Practice Option: Limb activation or electronic technologies for visual scanning training in those with neglect. Tt
also suggested that systematic training of visuospatial and organizational skills may be considered for those with
right cerebral hemisphere dysfunction causing visual perceptual deficits without visual neglect, but not for those with
a left hemisphere stroke or TBI. It also considers the possibility that computer-based interventions may be helpful in
extending damaged visual fields in those with stroke or TBIL.

Goal-Writing for Treatment of Visual Neglect

Strategic: Protocol for Neglect
¢ Initiate protocol for visual neglect, including limb activation strategies and scanning strategies (if appropriate).

Tactical: Follow-up/Specific Monthly Goals

 Patient will perform 1 at 2 level of difficulty, with 3 accuracy/
speed or 4 assistance, using 5 equipment/strategies/modifications.
(D) Type of tasks

Impairment Level
* Visual scanning tasks
* Visuospatial construction tasks
* Visuospatial perception tasks

Functional Level

* Functional clinic tasks requiring ability

* Functional household tasks requiring ability

* Functional community tasks requiring ability
* Functional work-related tasks requiring ability
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(5) Type of Strategies
* Visual scanning
e Limb activation strategies
Examples
* Patient will perform simple visual scanning tasks with 80% accuracy.

* Patient will perform complex functional household tasks requiring scanning ability with minimal assistance,
using Lighthouse strategy.

 Patient will perform complex in-clinic tasks requiring scanning ability with Min. Assistance using limb
activation strategy.

 Patient will perform complex functional household tasks requiring organizational ability with 100% accuracy
using combined strategies of limb activation and scanning.

A.5 Sample Template of Monthly Goals

Month 1: Strategic Goals
1. Begin Acquisition stage of Memory Notebook training.

2. Begin Acquisition stage of problem-solving protocol, if able.

Tactical Goals

1. Patient will perform simple problem-solving tasks with 80% accuracy.

2. Patient will perform simple functional household tasks requiring planning ability.

3. Patient will recall simple autobiographical information with 80% accuracy using Memory Notebook.

4. Patient will learn and recall names with 70% accuracy using internal strategies.

Month 2: Strategic Goals
1. Begin Application stage of Memory Notebook training, if able.
2. Begin/Continue with Acquisition stage of problem-solving, if able.

3. Begin self instructional strategy, if able.

Tactical Goals

1. Patient will perform complex in-clinic tasks requiring problem-solving ability with minimal assistance
using Goal-Plan-Do-Review strategy.

2. Patient will perform complex functional household tasks requiring organizational ability with 100%
accuracy using Memory Notebook and WSTC strategies.

3. Patient will perform complex functional in-clinic tasks requiring prospective memory with 70%
accuracy using Memory Notebook.

4. Patient will perform simple household tasks requiring list learning with minimal assistance using
Memory Notebook strategy.
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Appendix B: General/Non-Specific Forms

B.1 Acquisition Record
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ACRM OVERVIEW
AC R AMERICAN CONGRESS OF
REHABILITATION MEDICINE

ACRM (American Congress of Rehabilitation Medicine) is a vibrant, global
group united by the common interest in rehabilitation and scientific research
to enhance the lives of those with disabilities.

MISSION

With the mission of IMPROVING LIVES of those with disabling conditions
through interdisciplinary rehabilitation research, ACRM curates and
disseminates world-class rehabilitation research in person (at the Annual
Conference), in print (through it’s monthly journal, the Archives of Physical
Medicine and Rehabilitation) and online (at ACRM.org). All members of the
rehabilitation team, researchers, clinicians, patients and loved ones benefit
from ACRM.

ACRM holds the LARGEST interdisciplinary rehabilitation research conference
in the world every autumn with nonstop content in the areas of: brain injury,
spinal cord injury, stroke, neurodegenerative diseases, pain, cancer, pediatric
rehabilitation.

ACRM is the premier professional association representing both researchers
and consumers of research in the field of rehabilitation. ACRM is the only
group representing ALL members of the interdisciplinary rehabilitation team,
including: physicians, psychologists, rehabilitation nurses, occupational
therapists, physical therapists, speech therapists, recreation specialists, case
managers, rehabilitation counselors, vocational counselors, and disability
management specialists.

ACRM is dedicated to:

® serving as an advocate for public policy and legislative issues that support
individuals with disabilities and providers of rehabilitation services,

* helping develop innovative and cost-effective models of collaborative care and
comprehensive rehabilitation management,

¢ |leading research efforts that examine and develop the most effective clinical
technology and treatment paradigms, and

® initiating dialogue with payers and regulators to communicate the collaborative
care models that produce positive rehabilitation outcomes.
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LEADERSHIP ROLE

As rehabilitation science continues to evolve, ACRM’s goal is to keep the
community connected by creating opportunities to exchange and share
information among clinical practitioners, rehabilitation researchers, knowledge
brokers, research funders, provider organizations, healthcare payers, and
industry regulators.

The ACRM encourages leaders in rehabilitation to identify current best
practices and best providers at all levels of care, and share this information

via education meetings and the journal, Archives of Physical Medicine and
Rehabilitation (ARCHIVES). Publishing original, peer-reviewed research on
important trends and developments in medical rehabilitation and related
fields, the content in ARCHIVES is relevant to all rehabilitation professionals.
According to the recently released Journal Citation Reports® published
annually by Thomson Reuters, the ARCHIVES continues to be the most highly-
cited journal in the category of rehabilitation. In 2012, Archives had an amazing
16,222 citations — an achievement no other journal comes close to matching,
and its Impact Factor increased for the ninth time in 10 years to 2.358, a three
percent increase.

The ACRM aims to support multidisciplinary leadership and practice innovation
to ensure that people living with chronic disease or disability have access to
effective rehabilitation services throughout their lives.

The ACRM serves as a forum for creating and discussing new treatment
paradigms that take into account the composition of the rehabilitation team,
the duration of care, and the venues required to achieve optimal functional
outcomes for people with chronic disease and disabilities.

www.ACRM.org
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MEMBERSHIP APPLICATION

@ ACR

Improving lives through interdisciplinary rehabilitation research

AMERICAN CONGRESS OF
REHABILITATION MEDICINE

O Dr. O Ms.

First Name

OMr. OMrs. Referred by

Credentials

(Please include designations as you would like them to appear. EX: PhD, MS, OTR/L)

SPECIALIZATIONS (Check all that apply)

Address |

Address 2

City St/Province
Zip/Postal Code Country
Tel Mobile

Email

Organization

Title

Department

Work Address |
Work Address 2

City

St/Province

Zip/Postal Code Country
Tel Mobile
Email

O Bioengineering

O Biostatistics | Clinical Research
O Case Manager

O Clinical Epidemiology

O Counseling, Pastoral

O Counseling, Rehabilitation
O Counseling, Vocational

O Dietetics | Nutrition

O Licensed Practical Nurse

O Neurology | Neurosurgery
O Neuropsychology

O Occupational Therapy
Pediatrics

Physician

Psychology

Physiatry

Physical Therapy

Psychiatry

Recreation Therapy
Rehabilitation Nursing
Rehabilitation Psychology
O Social Work

O Speech | Language Pathology
O Other (Please specify):

ONCRONONCRCRONONG)

\ WORK FUNCTION (Choose one)

COMMUNICATION PREFERENCE

(check one)

| prefer to receive email: O AT HOME O AT WORK

| prefer to receive regular mail: O AT HOME O AT WORK

O I wish to not be listed in the ACRM member directory

O Administrator

O Clinician

O Consultant

O Educator

O Payer

O Program Evaluator
O Researcher

O Student

O Other
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AC R AMERICAN CONGRESS OF
REHABILITATION MEDICINE

Improving lives through interdisciplinary rehabilitation research

CATEGORIES & DUES (Choose one)

O

REGULAR

For professionals in medical rehabilitation or related field
and are actively engaged in the practice, administration,
education or research of medical rehabilitation.

INTERNATIONAL
REGULAR status residing outside the U.S.

CONSUMER
For people with disabilities and caregivers who use
rehabilitation services and/or research.

EARLY CAREER
For professionals during the first five years after completion
of post-graduate studies.

Completion Date (mo/yr)

RESIDENT, STUDENT OR FELLOW

Enrolled in an accredited school of medicine or approved
graduate or undergraduate program or fellowship in a
medical rehabilitation discipline.

Graduation Date (mo/year)

Training Director (name, credentials and email)

Membership Dues

Donations (Unspecified)

ACRM Walk-a-thon Donation
Wilkerson Fund Donation

$ 350

$ 350

$ 350

$ 150

$ 85

INTERDISCIPLINARY SPECIAL
INTEREST & NETWORKING GROUPS

B H B A

Promo Code Total

PAYMENT OPTIONS (Payment accepted in U.S. dollars only)

ACRM members are welcome and encouraged to
join any and all interdisciplinary special interest groups
(ISIGs) and networking groups. Please select all groups
in which you wish to participate:

O Brain Injury Interdisciplinary Special Interest Group
(BI-ISIG)

O Spinal Cord Injury Interdisciplinary Special Interest
Group (SCI-ISIG)

O Stroke Interdisciplinary Special Interest Group
(STROKE-ISIG)

O Cancer Networking Group

O Early Career Networking Group

O Geriatric Rehabilitation Group

O Health Policy Networking Group

O International Networking Group

O Military / Veterans Affairs Networking Group

O Neurodegenerative Diseases Networking Group
O Outcomes Measurement Networking Group

O Pain Rehabilitation Group

O Pediatric Networking Group

Check payable to ACRM

Mail to: PO Box 759272, Baltimore, MD 21275-9272

Credit Card

Fax to: +1.866.692.1619
Email to: MemberServices@ACRM.org

O VISA
Card #

Signature

O MasterCard O Amex O Discover

Exp

SUBMIT

EMAIL: MemberServices@ACRM.org OR FAX: +1.866.692.1619 OR MAIL: PO BOX 759272, Baltimore MD 21275-9272
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We believe in
IMPROVING LIVES through

interdisciplinary rehabilitation research.

If you do, too, please join us in at our

Annual Conference and as a member...

STROKE

ACRM
Conference

L 2

PROGRESS IN
REHABILITATION RESEARCH

HELD ANNUALLY EACH FALL

The LARGEST interdisciplinary rehabilitation CALL FOR PROPOSALS
research conference in the world... DEADLINES DEC - MARCH

www.ACRMconference.org

jOlN this compassionate community

COMPRISED OF A GLOBAL AUDIENCE OF 1,500+ REPRESENTING 35+ COUNTRIES
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ACRM Rehab JOB BOARD

Find your happy place

Jobs in Rehabilitation Research

r 1

www.careers.ACRM.org

W )

browse jobs / + FREE for job seekers Part of the National
Health €
post jobs + ACRM member discounts for employers. Nzﬁworckare areer

Starting at $250/mo
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“The Cognitive Rehabilitation Manual is a landmark volume translating decades of research
into clearly described procedures indispensable for working clinicians. This manual is an
invaluable guide to the evidence-based practice of cognitive rehabilitation for clinicians with
or without strong research backgrounds.”

JAMES F. MALEC, PhD, ABPP-CN, RP, FACRM
REHABILITATION HOSPITAL OF INDIANA, INDIANAPOLIS, IN (USA)

“Thoughtfully organized, practical, and invaluable — this manual provides step-by-step
techniques for delivering cognitive therapies. This promises to be an essential guide to the
delivery of cognitive rehabilitation services for persons with brain injury.”

RONALD T. SEEL, PhD
DIRECTOR OF BRAIN INJURY RESEARCH
SHEPHERD CENTER, ATLANTA, GA (USA)

“This manual has moved the post-acute brain injury industry significantly forward by
providing clear guidelines for delivering ‘best practice’ cognitive rehabilitation.”

SID DICKSON, PhD, ABPP
PATE REHABILITATION, DALLAS, TX (USA)

“Useful for both experienced professionals in cognitive rehabilitation and for a first approach.”

PAOLO BOLDRINI, MD,
OSPEDALE CA’ FONCELLO, PIAZZALE OSPEDALE
TREVISO, ITALY

“The Cognitive Rehabilitation Manual is a comprehensive collection of evidence-based
research practices organized in a clear manner. The information is presented in a format that
will benefit both seasoned professionals and entry level clinicians working with patients who
present with cognitive/communication deficits.”

DAVID J. HAJJAR, MS, CCC-SLP
CROTCHED MOUNTAIN FOUNDATION, GREENFIELD, NH (USA)

“The manual is well aimed at ACBIS qualified staff and Clinical Psychologists and
Occupational Therapists. It covers many of the well-researched and presented single or small-n
case studies and the larger group outcome studies up to the present. It is certainly evidence-
based in my view and it succeeds in translating the disparate evidence base in the clinical
literature to workable recommendations for staff
on the ground.”

DR BRIAN WALDRON
ACQUIRED BRAIN INJURY, DUBLIN, IRELAND
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