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Appropriate placement for the rehabilitation of head-injured clients, either in a full or part-
time program, is necessary to ensure optimal outcomes. There may be a wide range of 
alternatives from which to choose depending on the needs of the client and on the goals 
which have been set, including residential facilities, day programs, academic programs, 
vocational programs and behavior programs. 
 
Once the patient has demonstrated good physical recovery and is ready to be released 
from the rehabilitation hospital setting, the rehabilitation specialist will need to assist the 
family and others concerned in making a decision regarding the next step in the rehabili-
tation process. Rehabilitation of the traumatically head-injured person does not end at 
discharge from the hospital setting. While some patients may return home, needing only 
minimal services in the community, this is not commonly the case. Others may be so 
severely impaired physically, cognitively, behaviorally, or emotionally that rehabilitation is 
not possible although they can no longer remain in the acute rehabilitation hospital; for 
these patients an interim or possibly long-term placement in a nursing care or other type of 
facility may be the only option. But for those head injury victims who can benefit from 
further post-acute rehabilitation efforts, there are a variety of types of programs from which 
to select. The subcommittee on Post-Acute Care and Treatment of the Task Force on Head 
Injury of the American Congress of Rehabilitation Medicine has been struggling for several 
years to develop descriptive definitions of the types of programs, which are available and 
appropriate for the traumatically head-injured. While the following definitions have not yet 
been finalized and approved by the Congress they do at least provide a starting point: 
 
(1) Residential Rehabilitation Facility: A residential rehabilitation facility provides for the 
rehabilitation needs, as well as for the care and supervision, of head-injured individuals. 
Each individual remains a resident of the facility only for the duration of treatment at that 
facility. 
 
(2) Residential Care Facility: 
Respite Care: The head-injured individual is a temporary resident of the facility for the 
purposes of care and supervision, not to extend beyond a one-year stay. 
Long Term: The head-injured individual is a resident of the facility for the primary purpose 
of care and supervision and is expected to be a resident of the facility for more than one 
year. 
 
(3) Day Rehabilitation Program: A day rehabilitation program has as its primary purpose 
provision of rehabilitation services to head-injured individuals for a number of hours per 
day. These programs do not provide for any residential accommodations but may be 
coordinated with a residential facility. 
 
(4) Day Care Program: A day care program has its primary purpose the care and 
supervision of head individuals in a non-residential setting. 
 
(5) Academically Oriented Program: An academically-oriented program is one, which 
focuses on the schooling of head-injured clients. 



 
(6) Vocational Rehabilitation Program: A vocational rehabilitation program focuses on the 
rehabilitation of injured individuals by providing vocational assessments, work evaluation, 
work adjustment training or site job training, job analysis, and job placement. This program 
may be combined with other programs for injured populations. 
 
(7) Behavior Rehabilitation Program: A behavior rehabilitation program is one, which 
provides for the rehab of head-injured individuals whose maladaptive behavior may 
preclude them from participating in other rehabilitation services. Formal behavior 
modification principles are used. 
 
One of the most important factors to consider when determining appropriate placement for 
the rehabilitation of head-injured clients is that the cognitive impairments, which are 
present, will affect the entire rehabilitation process. Therefore, it is vital that the program 
address the cognitive deficits of the individual as an integral the rehabilitative process. In 
most circumstances, rehabilitation programs designed for other populations are not 
appropriate for head injury victims. For example, placement in traditional sheltered 
workshops serving the mentally impaired, or the physically disabled, often selected 
because there may be no other local resources, are seldom successful in remediating the 
problems presented by the head-injured client. 
Another subcommittee of the ACRM Head Injury Task Force has been developing 
standards for Cognitive Retraining Programs. They have defined cognitive retraining as:  
 
"a systematic, goal-oriented program of cognitive/perceptual exercises  based on an 
assessment and understanding of the patient's neuro-functional deficits and provided by a 
qualified practitioner, aimed at making functional changes by: 
1. Reinforcing and strengthening previously learned patterns of decision making, problem 
solving, responding, or;  
2. By establishing new patterns of cognitive activity as compensatory mechanisms for 
neurologic systems too impaired for functional return to occur." 
 
Cognitive Rehabilitation 
 
It is important to note several points in the definition of cognitive retraining: 
(1) Such retraining is directed toward functional changes; that is, changes which will impact 
on the brain injured person's day to day living, whether in regard to activities of daily living, 
vocational pursuits, or leisure activities. While there are computer programs, exercises, and 
techniques directed specifically toward training thought processes impaired by brain injury, 
such activities must be supplemented by program components, which provide experiences 
in functional approaches to daily living. 
(2) Cognitive retraining shall be provided by a "qualified practitioner". The specific discipline 
of the practitioner does not appear to be as important as the training and experience, which 
he or she has had. Such experience should be sufficient to assess the neurologic functions 
being treated as well as identifying the deficits requiring assistance and the appropriate 
rehabilitative techniques. 
(3) Cognitive retraining may take the form of either remediating (reinforcing and 
strengthening) cognitive processes or developing and establishing compensatory tech-
niques. Szekeres. et al. (1983) suggest that there are four types of impaired cognitive 
functions in the brain-damaged population: 
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"Functions that are restored with no intervention.  
Functions that are restored with targeted practice.  
Functions that are not restorable, but can be compensated for.  
Functions that are not restorable and cannot be compensated for." 
 
It is important that those treating the traumatically head-injured client have the ability to 
distinguish these functions, one from the other, as the approach to cognitive retraining may 
differ depending upon the capacity for functional restoration of each of the client’s cognitive 
abilities. 
 
Assessment Processes 
 
Because traumatically induced brain damage does not result in any defined pattern of 
cognitive impairments, but rather in a population characterized more by their differences 
than by their similarities, individual planning is vital to successful cognitive retention. 
Therefore, the first step in developing an appropriate rehabilitation plan must be intensive, 
comprehensive evaluation of the client by all members of the treatment team, including 
professionals in such specialties as speech/language pathology, neuropsychology, reading, 
psychoeducation, occupational therapy, and art therapy. 
 
Following is a list of formal evaluation tools which have been found to be beneficial in 
assessing cognitive performance an may be used, along with supplemental behavioral 
observation interviews, to distinguish those cognitive functions which are intact from those 
which are impaired, and to what degree: 
Analytic Reading Inventory 
Boston Diagnostic Aphasia Examination 
Clinical Evaluation of Language Functions  
Detroit Test of Learning Abilities  
Diagnostic Reading Scales 
Frositg Developmental Test of Visual Perception  
Halstead-Reitan Neuropsychological Test Battery  
Hooper Visual Organization Test 
Illinois Test of Psycholinguistic Abilities 
Iowa Silent Reading Tests 
Kaufmann Assessment Battery for Children 
Minnesota Test for Differential Diagnosis of Aphasia Peabody Individual Achievement Test 
Peabody Picture Vocabulary Test & PPVT-R  
Reading Comprehension Battery for Aphasia  
Senior High Assessment of Reading Performance  
Silver Drawing Test of Cognitive and Creative Skills Southern California Perceptual Motor 
Survey  
Symbol Digit Modalities Test 
Token Test 
Wechsler Memory Scale 
Woodcock-Johnson Psychoeducational Battery  
Woodcock Reading Mastery Tests 
 
Interpretation of the results obtained using these tests must be made with great care as the 
majority of them were neither designed nor standardized specifically for a population of the 
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traumatically head-injured. However, they can be extremely useful when administered and 
interpreted by properly qualified professionals. The best evaluation philosophy to be used 
with the traumatically head-injured is that of a "process evaluation," where the examiner 
goes beyond the specific procedures defined for the test instrument in order to determine 
why a response is given, how the client arrived at that response, and what specific 
cognitive processes were involved in producing the response. The actual scores obtained 
are frequently far less valuable to the trained clinician than the behavioral observations, 
which can be made during the evaluation. 
 
Ylvisaker (1983) indicates that "no head injury assessment is complete without some 
combination of the following: 1) observation of the patient's behavior in unstructured, 
uninstructed problem solving tasks in a distracting environment, and 2) a thorough 
interview of family members, therapists, nursing staff, work supervisors regarding typical 
head injury sequelae.” Observations and interdisciplinary communication allow 
interpretations to be made as to how the various cognitive impairments affect the client's 
actual performance of day- to- day activities. 
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