Treatment Efficacy Summary
Cognitive-Communication
Disorders Resulting From
Traumatic Brain Injury
Communication requires a complex
interplay between cognition,
language, and speech across the
lifespan. Cognitive processes range
from basic to complex, including
attention, memory, abstract reasoning, awareness, and executive functions (e.g. self-monitoring, planning,
and solving problems). Broadly
understood, communication
involves listening, reading, writing,
speaking, and gesturing at all levels
of language.i, ii Cognitive-communication disorders are the result of
disruption of cognition. Adults and
children who have experienced a
traumatic brain injury (TBI)
frequently exhibit cognitivecommunication disorders.
Results from group and singlesubject studies indicate that
cognitive-communication disorders
improve after intervention that is
tailored to both the unique needs of
the individual and contextual
factors.iii Recently published reviews
of the efficacy literature provide
evidence-based practice guidelines
for speech-language clinicians.iv
Gains in cognitive-communication
impairments, activities, and participation in society have been noted
after speech and language intervention.v Patients who receive rehabilitation have better than average cost
outcomes, according to outcome
data provided by five well-established

inpatient rehabilitation programs.
Additionally, TBI patients receiving
early intervention services were
shown to be discharged at higher
levels of cognitive functioning and
had higher percentage of discharge
to home versus long-term care
facilities.
Data gathered from ASHA’s
National Outcomes Measurement
System (NOMS) show that a large
percentage of patients with TBI who
received speech-language pathology
services made significant gains on
the Functional Communication
Measures (FCMs) in 3 key areas of
cognitive-communication skills—
attention, memory, and pragmatics.
FCMs are a series of seven-point rating scales ranging from least functional (Level 1) to most functional
(Level 7) designed to measure
improvement in a variety of clinical
areas. Functional gains were demonstrated by 81% of the patients treated for memory, 82% of the patients
treated for attention, 83% of the
patients treated for pragmatics, and
80% of those treated for problem
solving. Moreover, in all three of
these areas, the majority of patients
achieved multiple levels of FCM
progress.
Additionally, cognitive rehabilitation
has been endorsed by the National
Institute of Health (NIH) consensus
panel (1998), which notes existing
studies that support this treatment.
Speech-language pathologists provide services to persons with TBI by:
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• evaluating cognitive-communication disorders in various contexts
• determining the appropriate combination of intervention approaches (e.g., behavioral approaches,
skill training, counseling, processspecific training, metacognitive
approaches) while taking into
account other individuals who
provide support (e.g., family,
employers, educators); and
• implementing the intervention
plan in collaboration with other
professionals
Early in recovery, intervention goals
focus on providing sufficient environmental support and structure to
facilitate re-emergence of communication. Later in recovery, intervention goals focus on generalizing
cognitive-communication skills
across activities in various contexts.
Ultimately, the goal of cognitivecommunication intervention is for
the person to achieve the highest
level of communicative participation
in daily living.
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