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Commentary

Inpatient Cognitive Rehabilitation: Is It

Time for a Change?

Lyn S. Turkstra, PhD

AS LENGTHS OF STAY become shorter and pa-
tients enter and leave inpatient traumatic brain
injury (TBI) rehabilitation at a more acute stage in re-
covery, it might be time to consider whether our ap-
proach to inpatient cognitive rehabilitation is meeting
patients’ needs. In particular, we might ask whether di-
dactic cognitive remediation is appropriate at the early
stage postinjury and whether there are other ways to
prepare patients with cognitive impairments and their
families for challenges they will face after discharge. The
following commentary considers the traditional model
of cognitive remediation within the context of changes
in inpatient hospitalization over the past several years,
and proposes an alternative model that focuses on giv-
ing patients tools to cope with their post-hospital expe-
rience.

A HISTORICAL PERSPECTIVE ON INPATIENT
COGNITIVE REHABILITATION

Inpatient brain injury rehabilitation has changed dras-
tically in the past 10 or 15 years. In the 1980s and early
1990s, patients with acquired cognitive impairments typ-
ically were transferred to inpatient rehabilitation when

*The terms “patient” and “family” are used here in the broadest sense
of individuals receiving care or treatment and stakeholders in their

outcome.
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they had recovered enough to engage in therapies in
a meaningful way. In some cases, children and adults
who were not ready for rehabilitation but no longer
needed hospital-level care were transferred to “step-
down units,” nursing homes, or even home until they
were ready to return for inpatient treatment. Once ad-
mitted, patients with cognitive impairments might stay
on a rehabilitation unit for weeks or months, receiv-
ing individual and group cognitive therapies, delivered
primarily by occupational therapists (OTs) and speech-
language pathologists (SLPs). When possible, OTs and
SLPs incorporated activities such as community out-
ings, with the aim of helping patients generalize cogni-
tive gains from therapy into community life. Therapists,
along with discharge planners, liaised with community
resources such as teachers or vocational rehabilitation
providers so that cognitive supports and services would
be in place to prepare for the patient’s discharge from
hospital.

Early cognitive rehabilitation was guided by a medi-
cal model: therapists tested patients’ cognitive functions,
and once we identified impairments, we treated them us-
ing activities and materials designed to “rebuild” cogni-
tive function from the ground up. Following the classic
model proposed by Ben-Yishay and Diller,! cognitive
rehabilitation began with the most basic cognitive func-
tions, such as orientation, and progressed sequentially
to complex “higher-order” cognitive functions such as
logical reasoning. If the patient was only partway up
the hierarchy of cognitive complexity when he or she
was discharged, discharge materials included a “cogni-
tive home program,” typically containing worksheets
and other cognitive exercises to be completed by pa-
tients under the supervision of their families. Thera-
pists often had time to train family members in im-
plementation of the home program and to monitor or
at least check on patients’ progress on an outpatient
basis.

Copyright © 2013 Lippincoll Williams & Wilkins, Unauthorized reproduction of Ihis article is prohibited



THE CURRENT INPATIENT
REHABILITATION CONTEXT

In 2012, the average length of stay in inpatient TBI
rehabilitation in the United States was 18 days. Com-
pared with the 1980s and 1990s, patients with acquired
brain injury are sicker when they are admitted to inpa-
tient rehabilitation and sicker when they leave. While
community awareness about brain injury has improved
considerably over the past 20 years, community services
remain inaccessible for many patients, particularly those
in rural areas. Even in areas where resources are available,
many patients have limited or no insurance coverage for
outpatient cognitive rehabilitation from OTs or SLPs. In
some states in the United States (the author’s included),
referrals for any service that includes the words “cogni-
tive rehabilitation” is almost guaranteed to be denied.
Vendors of “brain aerobic” programs have rushed to
fill this gap: patients and families are now able to pur-
chase a wide variety of products and services that aim
to “retrain” their brains, sometimes at a considerable
expense.

It is clear that the length and acuity of inpatient cogni-
tive rehabilitation have changed. The content, however,
is often still a version of the medical model, designed
to remediate cognitive functions through a hierarchy of
exercises. Cognitive rehabilitation often involves didac-
tic worksheets and activities that allow OTs and SLPs
to quantify progress for third-party payers. The focus
on impairment-based activities may be encouraged by
electronic record keeping, which, in many settings, has
reduced intervention to a series of checklists of cognitive
benchmarks (“follows 2-step commands,” “can remem-
ber 3 of 3 items after a delay”). Patients and their families
may traverse the entire inpatient program without even
beginning to appreciate the patient’s deficits, the tra-
jectory of spontaneous recovery, and the myriad needs
they will have after discharge.

AN ALTERNATIVE MODEL OF INPATIENT
COGNITIVE REHABILITATION

The question posed in this commentary is whether the
model for delivering inpatient cognitive rehabilitation is
the best fit for a 17-day inpatient rehabilitation stay. In
the ideal world, patients would come to cognitive reha-
bilitation when they are fully prepared to participate in
it and when basic research and sound clinical judgment
suggest that it would be most effective. As cognitive and
sensorimotor functions have different recovery trajecto-
ries, therapies might be phased in and out over time,
with a focus on sensorimotor function early in rehabili-
tation and cognitive rehabilitation later in recovery.

The ideal world just described might not be possible at
present—particularly phased scheduling, which presents
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significant logistical challenges—but there might be
some ways in which inpatient cognitive rehabilitation
could be improved. As a starting point, we might recon-
sider the overall goals of cognitive rehabilitation in the
first few days or weeks postinjury. In a rehabilitation en-
vironment characterized by acutely sick patients, short
stays, and few post-acute care resources, rather than at-
tempting to remediate cognitive function through direct
treatment of impaired functions, inpatient cognitive re-
habilitation might have the following goals:

1. Establish a therapentic alliance with patients and fam-
ilies, so they identify OTs and SLPs as an ongoing re-
source as needs arise postdischarge. The notion of a
therapeutic or “working” alliance dates from the
psychoanalytic literature of the 1960s and 1970s.2
It refers to the collaborative aspect of therapy, or
the extent to which the patient and therapist work
together to achieve the patient’s goals. The concept
has been discussed in the TBI literature primarily
in the context of setting patient-centered therapy
goals and improving treatment adherence.>* In a
system with short lengths of stay, however, per-
haps as important is developing the type of re-
lationship with patients and families that would
encourage them to ask analogous professionals in
the community for help with cognitive problems
that arise in the future. Cognition is not something
most people think about in everyday life, at least
not in the way it is operationalized in rehabilita-
tion, and cognitive problems can be difficult to
articulate and stigmatizing for patients and fami-
lies. Perhaps one outcome of inpatient cognitive
rehabilitation is that families not only understand
something about what we do but also trust us—and
people like us—to be a resource in the future.

In addition to the “who” of cognitive rehabilita-
tion, it might help to give families more formal
information about the “what.” One consequence
of short stays is that patients are discharged very
early in their recovery process so that goals set in
rehabilitation may be irrelevant even a few days
after discharge. As a result, it can be difficult for
families to know what to ask for when seeking out-
patient services, which is particularly important
when there are no formal qualifications to be a
cognitive rchabilitation provider. One way to
address the mismatch between in- and outpa-
tient settings is to provide families with a writ-
ten “roadmap” of goals and expectations, to help
them advocate for appropriate services in the fu-
ture. Goal maps can be created using the frame-
work of the International Classification of Func-
tioning, Disability, and Health® so that treatment
planning begins with the patient’s desired out-
come (eg, “return to school”) and works backward
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(return to school <listening to a lecture and tak-
ing notes <writing a summary of a written para-
graph <writing single words = what we are doing
in therapy today). In this way, the patient, family,
and clinician are all on the same team, treatment
activities have transparent face validity and explicit
connections to the patient’s long-term goals, and
the patient has a concrete notion of steps to achieve
those goals that can be carried into the next stage of
intervention and recovery. The process of develop-
ing a goal map can be a goal in itself, quantified in a
treatment plan (eg, “Interviewed family to identify
patient’s preinjury interest and abilities for setting
long-term goals” or “Developed a patient-centered
goal map”). The plan is expected to be modified
as the patient recovers and his or her strengths and
challenges become more apparent. The aim is not
to create a binding plan but rather to build a col-
laborative relationship that will carry the patient
into the next stage of recovery.

. Help patients and families observe and understand the

natural history of cognitive recovery after brain injury to
belp them interpret behaviors they are seeing each day and
appreciate their family member’s progress. As Holland
and Fridriksson® observed in their argument for
a counseling-based approached to acute interven-
tion after stroke, most people have little knowledge
about cognitive functions or brain damage before
it happens to them and are mostly worried about
whether the patient’s mind is going to be okay. Giv-
ing the family concrete examples to show how the
patient’s cognitive function is recovering can pro-
vide both psychosocial support and insights into
the recovery process. Such activities might include
teaching families how to track specific behaviors as
they improve over time, such as counting the num-
ber of minutes a patient is able to sustain attention
from one day to the next or the number of words
he or she can produce on a fluency task. In an early
study by Sohlberg and colleagues,’ the simple act
of tracking behaviors decreased family members’
stress and frustration with those behaviors and in-
creased caregivers’ use of support behaviors. It can
also provide families with a framework for tools
they will learn to use in the future, when they
may be the patient’s primary cognitive supports.
Again, activities such as tracking spontancous cog-
nitive recovery can easily be translated into treat-
ment goals, as family training (“Spouse will demon-
strate accurate use of tracking chart to record
patient’s use of whiteboard to check date”) and
also as an indicator of the family’s awareness of the
patient’s limitations and needs (“Patient’s father
will identify time of day at which patient is most
alert”).

3. Provide patients and families with some tools to help man-

age the everyday consequences of the patient’s cognitive
impairments at home. In the first few weeks postin-
jury, family members often are overwhelmed and
stressed, particularly as the time for discharge ap-
proaches. Thus, for many people, acute care reha-
bilitation may not be the optimal time for formal
training in the use of strategies to manage cog-
nitive problems at home. Nevertheless, as many
patients will not receive any cognitive rehabilita-
tion services after discharge, there are good rea-
sons to attempt to train families in the use of 1
or 2 simple strategies that can help minimize the
burden of cognitive impairments. An SLP might,
for example, train family members in the use of
a single conversation strategy that minimizes the
demands on declarative memory, such as talking
about personally relevant, well-known events in
the past; providing background information be-
fore making a statement, rather than quizzing the
patient (an approach one team refers to as “Don’t
ask, just tell”); or discussing opinions or advice.
Family training i1s a measurable goal (eg, counting
the number of times a family member uses a spe-
cific strategy in a 5-minute conversation) and may
be the most appropriate use of therapy time in the
early-stage postinjury.

. Minimize bad habits that can develop during the early

days postinjury when patients have normalimplicitlearn-
ing of habits but impaired declarative memory and rea-
soning. Research on implicit learning and memory
has had a profound impact on rehabilitation. Un-
like explicit (declarative) memory, implicit mem-
ory is adultlike from early childhood® and seems
impervious to almost any form of brain damage.
Most important for TBI rehabilitation, it is pre-
served during posttraumatic amnesia’ and in pa-
tients with chronic, profound declarative memory
impairments.!? Implicit learning underlies most of
our learning of habits and procedures and is prob-
abilistic in nature—that is, we learn what we prac-
tice the most, regardless of our explicit experience
of the learning event.!! When patients have im-
paired declarative learning, implicit learning has
free rein, which means that patients are learning
whatever they do the most: repetitive questions
to staff, socially inappropriate behavior, saying “I
don’t know” when someone asks them the date,
disclosing personal information to strangers (eg,
hospital staff).

Inpatient rehabilitation presents an opportunity
for careful observation of patient behavior to iden-
tify potential habits that can be major problems
after discharge. Observation should be done by
all team members, including physical therapists
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and nursing staff, and should include both iden-
tification of triggers of problem behaviors (eg, if
a patient has an outburst after being asked many
questions to which he or she has no answer) and
also opportunities to reinforce positive habits. The
observation process will reveal what the patient 1s
actually learning during his or her inpatient stay,
which can guide rehabilitation and help anticipate
challenging behaviors postdischarge.

5. Help patients and families be advocates for their own
needs postdischarge and educated consumers of cognition-
related resources. It is common to provide family
members with education in the form of handouts
or online resources about TBI and its conse-
quences. Given the acuity of injury at the time
of discharge for many patients, however, it might
also be helpful to provide specific materials for ad-
vocacy. For example, Lash and Cluett!? developed
a series of specific advocacy strategies for parents
of children with brain injury, such as creating a
short description of their injured family member’s
main strengths and needed supports (eg, “Jake has
some memory problems. He needs you to write
things down.”). Developing this type of script for
families or for patients themselves (who can learn
it using implicit learning strategies) can be a valu-
able use of therapy time, and both developing and
using the script can be stated as treatment goals. It
might also be useful to provide families with for-
mal instructions to help them be better consumers
of services, such as a handout on how (or if) they
should purchase commercial materials for cogni-
tive stimulation, given the likelihoad that they will
be seeking resources once the patient has returned
home.

LIMITATIONS OF THE PROPOSED MODEL

There are several potential critiques of the sugges-
tions presented in the preceding sections, and a few
of these will be considered here. First, it might be ar-
gued that this model is already in use in most clinical
settings. Counseling, education, building rapport, sup-
porting positive behaviors, and documenting sponta-
neous recovery: these are all elements of conventional
intervention approaches used in inpatient cognitive re-
habilitation (as well as in other types of acute care re-
habilitation). Indeed, the ideas presented here might be
best described as a shift in emphasis of inpatient cog-
nitive rehabilitation rather than a true change in the
model of service delivery, with more focus on prepa-
ration for the future and less on didactic cognitive
remediation.
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Another critique is that there is a lack of data to sup-
port the ideas proposed here. To the author’s knowledge,
only 2 studies have considered specific didactic ther-
apy methods in acute care cognitive rehabilitation,'*+!*
Neither found any advantage for one method of cogni-
tive retraining over another, but neither considered the
framework proposed in this Commentary. Other studies
have included didactic cognitive rehabilitation as part of
a multicomponent, multidisciplinary intervention,!*¢
but, in this type of model, it is difficult to determine
which elements of the intervention accounted for treat-
ment benefits.

Related data from other populations may inform deci-
sions about the structure of inpatient cognitive rehabil-
itation, For example, there is a growing body of animal
literature on the risks of intensive intervention in the
very acute stages postinjury (see the review by Kleim
and Jones'?). This research is still in the early stage,
however, and it is not yet clear how it will translate into
human rehabilitation. Even if empirical studies are con-
ducted, it may always be the case that factors such as re-
lationships with therapists and the extent to which team
members use patient-centered goal setting, while critical
for intervention outcomes, will be difficult to quantify
(or standardize) and thus might not be revealed. Ulti-
mately, one’s choice of intervention framework is likely
to be driven by a combination of logic and reason, the-
oretical principles, available direct evidence, studies in
related fields, and experience, which are all sources of
“evidence” in evidence-based practice.'®

CONCLUSION

The suggestions in this Commentary are not original
but rather reflect a convergence of ideas from several
sources: current trends in aphasia therapy, advocacy
by the disability rights community, changes in think-
ing about outcome measurement, our growing under-
standing about appropriate instructional methods for
patients with declarative memory impairments, studies
showing limited benefit from didactic impairment-based
cognitive rehabilitation for outcomes beyond the clinic,
and the harsh realities of limitations in healthcare de-
livery and reimbursement. The ideas stated here also
evolved through comments to the author from a variety
of stakeholders in the TBI community, most notably
patients, families, OTs, SLPs, and community service
providers such as vocational rehabilitation therapists
and case managers, Taken together, information from
these sources suggests that it might be time for a shift
in the focus of inpatient cognitive rehabilitation, from
remediating cognitive deficits to preparing patients and
their families for the challenges associated with TBI as a
chronic disease.
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