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    Abstract  

  A traumatic brain injury (TBI) is a signifi cant life event that can have 
 serious and long-lasting impacts on neurobehavioral and psychosocial 
functioning, and may cause disruptions in major life areas. High levels of 
emotional distress are frequently experienced by persons who have sus-
tained a TBI, and are associated with poorer functional outcomes follow-
ing injury. Effective assessment and treatment of emotional distress and 
the “wounded soul” (J Head Trauma Rehabil 1991, 6(4):1–10) in persons 
with TBI are well-recognized as important components of rehabilitation 
following TBI. This chapter will focus on the most common types of emo-
tional distress experienced by persons who have sustained a TBI: depres-
sion and anxiety. Factors associated with the experience of emotional 
distress following injury, assessment considerations, and interventions for 
emotional distress will be discussed. Finally, two case studies that high-
light issues that may impact the psychological treatment of emotional 
 distress in persons with TBI will be presented.  
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        Depression 

 Depression is the most common mood disorder 
experienced by persons who have sustained a 
traumatic brain injury (TBI). A recent systematic 

review found that the prevalence of depression in 
persons with TBI, diagnosed with structured 
 clinical interviews, was approximately 30 % 
across varying time-points post-injury [ 1 ]. In a 
prospective cohort study of patients hospitalized 
for TBI, 53.1 % of the sample met criteria for a 
diagnosis of depression at some point during the 
fi rst year following injury [ 2 ]. A recent longitudi-
nal study of persons with TBI who received inpa-
tient rehabilitation found that three-quarters of 
those who were depressed at 1 year post-injury 
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experienced clinically signifi cant depressive 
symptoms at 2 years post-injury [ 3 ]. Reported 
rates vary widely, likely refl ecting differences 
across study samples and in how depression is 
assessed (e.g., 11.9–64 % within the fi rst year of 
injury [ 2 ,  4 – 6 ]), yet the reported prevalence rates 
of depression in persons with TBI are often mark-
edly higher than the 7 % rate reported for the gen-
eral population [ 7 ]. These fi ndings underscore 
the large number of persons affected by depres-
sion following TBI. 

 Persons with depression following TBI expe-
rience poorer functional outcomes compared to 
persons without depression following injury, 
even after controlling for the severity of injury 
[ 5 ]. Post-TBI depression has been associated 
with decreased life satisfaction and perceived 
quality of life [ 2 ,  8 ,  9 ], disruptions in social and 
family functioning [ 10 – 12 ], and vocational diffi -
culties [ 11 ,  13 ,  14 ]. A recent study by Hart et al. 
[ 5 ] described a monotonic dose–response rela-
tionship between severity of depression and mea-
sures of disability, societal participation, and 
satisfaction with life. Increasing severity of 
depression was associated with increasing func-
tional defi cits in this sample. Rosenthal, 
Christensen and Ross [ 15 ] described depression 
in persons with TBI as “a barrier to the achieve-
ment of optimal rehabilitation goals in the suc-
cessful reintegration of the patient into the home, 
family, community, and work environment.” 

    Factors Associated 
with Depression Post-TBI 

 Several factors are associated with an increased 
risk of depression following injury, including 
younger age [ 2 ,  5 ], lower levels of education [ 2 , 
 16 ], a premorbid history of psychiatric disorder 
[ 2 ,  17 ], premorbid substance abuse [ 2 ,  5 ,  16 ], 
depression at the time of injury [ 2 ], and poorer 
pre-injury social [ 18 ] and vocational functioning 
[ 16 ]. Findings regarding sex are mixed, with 
some studies showing that women are at greater 
risk for depression following injury [ 5 ] while 
others have found higher rates of depression 
among men [ 16 ]. 

 There is consistent evidence that the severity 
of the injury, which is often defi ned according to 
Glasgow Coma Scale scores or duration of post- 
traumatic amnesia, is not related to depression 
following injury [ 2 ,  5 ,  13 ,  16 ,  19 ]. Yet other 
injury-related factors may contribute to 
 depression following TBI. Major depression fol-
lowing TBI has been associated with reductions 
in hippocampal [ 20 ] and left prefrontal gray mat-
ter volumes, especially in ventrolateral and dor-
solateral regions [ 17 ], as well as hypometabolism 
of the lateral and dorsal frontal cortex and cingu-
late gyrus, and increased activation in ventral lim-
bic and paralimbic structures [ 21 ]. Disruptions to 
major neurotransmitter systems, including serotin-
ergic, glutaminergic, cholinergic, and dopaminer-
gic systems, and neuroendocrine abnormalities 
have also been hypothesized to contribute to 
depression following TBI [ 21 ]. A particular lesion 
location is not considered necessary or suffi cient 
for the development of depression following TBI 
[ 21 ], but biological factors may play a greater 
role in early onset compared to late-onset post-
TBI depression [ 18 ,  22 ]. The development and 
experience of depression following TBI is likely 
infl uenced by biological, psychological, and 
social factors [ 21 ]. 

 The relationship between depression and 
functional outcomes is complicated, since 
depression may contribute to poorer functioning 
via reduced motivation or compliance with reha-
bilitation or may refl ect the emotional response 
to changes in functioning and participation fol-
lowing injury. Studies that investigated the tem-
poral relationship between depression and 
functional status suggest that the experience of 
functional limitations precedes the development 
of later depression [ 23 ,  24 ]. Pagulayan et al. [ 23 ] 
examined health-related quality of life and 
depression at 1, 6, and 12 months post-injury in 
135 adolescents and adults with complicated 
mild to severe TBI, and found that early report of 
health-related impairments was associated with 
depression at 1 year post-injury. In contrast, there 
was no signifi cant relationship between early 
depression and health-related impairments at 
1 year post-injury. Schönberger et al. [ 24 ] inves-
tigated the temporal relationship between depres-
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sion and functional status in 122 adults with mild 
to severe TBI, and found that poor functional sta-
tus at 6 months post-injury predicted depression 
at 12 months post-injury. In a consecutive sample 
of 96 patients with mild to severe TBI, lack of 
improvement in perceived functioning following 
hospital discharge was associated with depres-
sion at 3 months post-discharge, controlling for 
age and depressive symptoms at the time of dis-
charge [ 25 ]. In a related study, the persistence of 
disability and the development of disability fol-
lowing initial recovery were associated with 
depression and decreased feelings of self-worth 
in a sample of 334 persons 5–7 years following 
mild, moderate, or severe TBI [ 19 ]. These fi nd-
ings suggest that the experience of functional 
limitations and disability appears to play an 
important role in depression following TBI.  

    Depressive Symptoms 

 The assessment and diagnosis of depression fol-
lowing TBI can be challenging because some of 
the symptoms of depression, such as poor con-
centration, decreased energy, and sleep distur-
bances, may be attributed to the TBI. Concerns 
regarding infl ated scores on self-report measures 
and inaccurate diagnosis are understandable 
given these overlapping symptoms. Yet depres-
sive symptoms experienced by persons with TBI 
are generally consistent with depressive symp-
toms reported by the general population [ 13 ,  26 , 
 27 ]. Cook et al. [ 26 ] investigated responses to the 
Patient Health Questionnaire 9 (PHQ-9) in a 
sample of primary care patients versus a sample 
of patients with TBI to determine if PHQ-9 scores 
were infl ated among patients with TBI and to 
examine the validity of PHQ-9 items, especially 
those that assess transdiagnostic symptoms, to 
assess depression in persons with TBI. They 
found that all PHQ-9 items were loaded on a sin-
gle depression factor in both the primary care and 
TBI samples. There was no differential item 
functioning that could be attributed to TBI, and 
no systematic infl ation of scores in persons with 
TBI. They concluded that these fi ndings fail to 
support the belief that some symptoms of depres-

sion are not valid indicators of depression among 
persons with TBI. 

 However, depressive symptoms may manifest 
differently among persons with TBI. Seel, 
Macciocchi, and Kreutzer [ 28 ] have described 
how empirically based symptom manifestations 
in persons with TBI may present in relation to 
corresponding DSM-IV criteria for a major 
depressive episode. For example, the symptom of 
depressed mood may appear as irritability, frus-
tration, anger, or aggression. Lack of confi dence, 
discomfort around others, and social withdrawal 
may indicate feelings of worthlessness. Regarding 
the symptom of diminished thinking ability, self- 
reported attention and memory problems are 
often greater than objective fi ndings [ 28 ]. 
Symptoms that have been found to differentiate 
depressed from non-depressed persons with TBI 
include rumination, self-criticism, distress, guilt, 
depressed mood, lack of energy, feelings of 
worthlessness, and suicidal ideation [ 27 ,  29 ]. 
Although discussion of aggressive behaviors fol-
lowing TBI is beyond the scope of this chapter, it 
is important to note that among persons with 
aggression following TBI, depression is often 
present [ 17 ,  30 ].  

    Depression and Cognition 

 There is some evidence that depression impacts 
cognition, especially executive functioning, fol-
lowing TBI [ 17 ,  31 ,  32 ]. Schiehser et al. [ 32 ] 
investigated neuropsychological functioning, 
depression, and symptom-complaints in a sample 
of 71 noncombatant military personnel with mild 
to moderate TBI. They found that depression, but 
not injury severity, was associated with decreased 
scores on measures of executive functioning and 
memory. In a study by Jorge et al. [ 17 ], 91 
patients with mild, moderate, and severe trau-
matic brain injury underwent comprehensive 
psychiatric and neuropsychological evaluations 
at 3 months post-injury. Patients with and with-
out major depression did not differ on measures 
of injury severity. However, patients with major 
depression performed worse on two of three mea-
sures of executive functioning when compared to 
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patients without major depression; no differences 
were observed on measures of language and 
memory. In a sample of 74 patients with mild to 
moderate TBI approximately 6 months post- 
injury, patients with major depression performed 
worse on measures of working memory, 
 processing speed, and verbal memory, and 
showed greater perseveration on the Wisconsin 
Card Sorting Task [ 33 ]. In contrast, in a separate 
sample of 100 patients with moderate to severe 
TBI, there was no relationship between depres-
sion and neuropsychological functioning at 6 
months post-injury [ 34 ]. In a related study, Fann 
et al. [ 35 ] reported improvements in psychomo-
tor speed, cognitive effi ciency, verbal memory, 
and fl exible thinking following an 8-week treat-
ment trial of sertraline for depression in a sample 
of 15 persons with mild TBI.   

    Anxiety 

 The literature on anxiety following TBI, though 
smaller compared to that on post-TBI depression, 
indicates that anxiety is commonly experienced 
in persons with TBI [ 36 – 41 ]. The reported rates 
for anxiety disorders, like those for depression, 
vary due to methodological and sample differ-
ences but are generally higher than the rates 
reported for the general population [ 7 ]. 
Generalized anxiety disorder (GAD) and post- 
traumatic stress disorder (PTSD) are the most 
frequently diagnosed anxiety disorders in per-
sons who have sustained a TBI. Gould et al. [ 40 ] 
investigated the development of psychiatric dis-
orders using a structured clinical interview in a 
prospective sample of 102 persons with predomi-
nantly moderate to severe TBI, and found that 
44 % met criteria for an anxiety disorder during 
the fi rst 12 months following injury. The most 
common anxiety disorders diagnosed were anxi-
ety disorder not otherwise specifi ed (35 %) and 
PTSD (12.7 %). Whelan-Goodinson used a com-
puterized structured clinical interview to study 
psychiatric disorders in a sample of 100 persons 
with medically documented mild to severe TBI 
who were between 6 months and 5½ years post- 
injury and found that 38 % experienced at least 

one anxiety disorder [ 42 ]. The most common dis-
orders were GAD (17 %) and PTSD [14 %]. 
Ashman et al. [ 36 ] investigated rates of Axis I 
disorders in 188 persons with self-identifi ed TBI 
between 3 months and 4 years post-injury. The 
rate of PTSD was 38 % among those at 1 year 
post-injury, 18 % for those at 2 years post-injury, 
and 33–34 % among those 3–4 years post-injury. 
The combined rate of other anxiety disorders was 
30 % among those at 1 year post-injury, 27 % for 
those at 2 years post-injury, 21 % at 3 years post- 
injury, and 26 % at 4 years post-injury. Anxiety, 
like depression, is also associated with poorer 
functional outcomes, including occupational 
activities and interpersonal relationships [ 43 ]. 

 There is a high level of comorbidity between 
mood and anxiety disorders in persons who have 
sustained a TBI. Prevalence rates for the presence 
of a comorbid anxiety disorder among persons 
with depression following TBI range from 41 to 
76.7 % [ 2 ,  17 ,  44 ]. Anxiety is more common in 
depressed persons with TBI than in nondepressed 
persons with TBI [ 2 ]. The most consistent factor 
associated with anxiety following TBI is the pre- 
injury history of anxiety disorder [ 36 ,  40 ,  45 ]. 
However, some studies have also reported that 
older age [ 45 ], unemployment [ 45 ], and being 
female [ 36 ] were associated with anxiety follow-
ing TBI. The current evidence suggests that 
injury severity is not associated with anxiety fol-
lowing injury [ 40 ,  45 ], which is consistent with 
the fi ndings regarding depression and injury 
severity. Memory for the traumatic event has 
been associated with the development of PTSD 
in a prospective study of 120 persons with mild 
TBI [ 46 ]. Fourteen percent of the overall sample 
met criteria for PTSD at 6 months post-injury, 
and persons with memory of the traumatic event 
were at higher risk for developing PTSD com-
pared to persons with no memory for the event. 
Memory of the traumatic event, acute post- 
traumatic symptoms, acute symptoms of depres-
sion and anxiety, and history of psychiatric 
disorder were associated with increased risk of 
PTSD at 6 months post-injury in this sample. 

 Much of the recent literature on PTSD and 
TBI has focused on mild TBI in military samples. 
The relationship between PTSD and mild TBI is 
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complicated due to the overlap of symptoms and 
their association with postconcussive symptoms. 
A discussion of postconcussion syndrome is 
beyond the scope of this chapter. Yet it is impor-
tant to note that reports of postconcussion 
 symptoms and post-traumatic stress are highly 
interrelated in military samples. For example, 
Hoge et al. [ 47 ] reported that soldiers with injury- 
related loss of consciousness (LOC) had higher 
rates of physical and post-concussive symptoms 
compared to soldiers with other injuries as a 
result of injury; however, these relationships, 
with the exception of headache, were not signifi -
cant after adjusting for PTSD and depression. 
Other studies using military samples have also 
found that postconcussive symptom reporting 
following mild TBI is related to PTSD [ 48 ].  

    Suicide 

 A number of population-based and clinical stud-
ies have documented an increased risk of death 
from suicide among persons who have sustained 
a TBI [ 49 – 51 ]. Persons with TBI are at three to 
four times higher risk for committing suicide 
compared to the general population [ 52 ]. Elevated 
rates of suicide attempts [ 53 ] and suicidal ide-
ation [ 54 ] have also been reported among persons 
with TBI. Persons who sustain a TBI as a result 
of a suicide attempt had more pre-injury psychi-
atric and psychosocial problems, including sub-
stance abuse, previous suicide attempt, and 
previous psychiatric hospitalization compared to 
persons with unintentional injuries [ 55 ]. 

 Increased risk of suicide in persons with TBI 
has been associated with several factors including 
concurrent psychiatric disorders, substance abuse, 
and self-infl icted mechanism of injury [ 49 ]. 
Persons with ICD codes indicative of more severe 
injuries (cerebral contusion, intracerebral hemor-
rhage) showed an increased risk of suicide com-
pared to persons with ICD codes suggestive of less 
severe injuries (concussion, cranial fractures) [ 49 ]. 
The fi ndings regarding sex are mixed, with some 
studies reporting no sex differences with respect to 
suicide attempt or suicidal ideation [ 52 ,  54 ], while 
others have reported an increased risk of death by 

suicide among females [ 49 ]. Persons with TBI 
with a post-injury history of emotional or psychi-
atric disorders, substance dependence, or both are 
more likely to attempt suicide compared to those 
with no signifi cant psychiatric or substance abuse 
history [ 56 ]. Some neurobehavioral consequences 
of TBI, such as aggression, depression, and impul-
sivity, and concomitant disturbances in family and 
occupational functioning, are also general suicide 
risk factors and may contribute to increased risk 
following injury [ 57 ]. 

 Tsaousides et al. [ 54 ] investigated suicidal 
ideation (SI), defi ned as thoughts of dying or sui-
cide with or without plan, in a sample of 356 
adults who had experienced TBI. Approximately 
28 % of this sample endorsed SI at least once dur-
ing a 5-year follow-up period. SI was associated 
with pre-injury substance abuse, post-injury anx-
iety disorders, and concurrent depressive and 
anxiety disorders, but was not related to demo-
graphic characteristics, injury severity, time post-
injury   , or pre-injury psychiatric history. SI was 
also associated with lower perceptions of well-
being, quality of life, and perceived social sup-
port. The latter is consistent with research with 
veterans that suggests that social support may 
serve as a protective buffer against SI [ 58 ]. 

 Attention to warning signs as well as knowl-
edge of risk factors is important in the assess-
ment of suicide risk in persons with TBI. 
Simpson and Tate [ 56 ,  59 ] conducted interviews 
with 43 persons with TBI who had attempted 
suicide to identify antecedent circumstances to 
the attempt. Results of these interviews revealed 
that warning signs and circumstances that pre-
ceded the attempt included feelings of depres-
sion and hopelessness (e.g., “sick of being the 
way that I was”; “wish my life had ended at the 
accident”), relationship confl icts and break-
downs (“my wife decided to separate and took 
the children”), instrumental diffi culties, social 
isolation, an intolerable accumulation of stress, 
and nonspecifi c references regarding perception 
of injury (e.g., “nothing can be done to treat the 
brain injury”). They also found that 48.3 % of 
those who made an attempt post-injury made at 
least one other suicide attempt, and that repeated 
events were often done over a circumscribed 
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time period. Simpson and Tate [ 56 ] argue that 
persons with TBI who have attempted suicide 
should be closely monitored for at least 1 year 
following their fi rst attempt. 

 There is no evidence for a critical post-injury 
time period for increased risk of suicide [ 54 ,  60 ]. 
Rather, this risk appears to persist over time [ 54 , 
 60 ]. Given the persistence of elevated risk, 
Wasserman et al. [ 61 ] propose that clinicians uti-
lize a low threshold for screening for suicide 
among persons with TBI, especially for those 
with mood disorders and substance abuse, and 
include inquiries regarding suicidal ideation, 
behavior, and intent in clinical interviews [ 28 ]. 

 There is no signifi cant evidence regarding the 
validity of screening instruments specifi cally for 
suicide in persons with TBI, or for the effectiveness 
of specifi c treatments for suicidality in persons 
with TBI. Therefore, adherence to current general 
practice guidelines is recommended [ 57 ,  60 ]. 
Simpson and Tate [ 60 ] have described how the 
Institute of Medicine’s three-tiered model of sui-
cide prevention strategies (universal, selected, indi-
cated) can be applied to the TBI population. These 
prevention strategies are presented in Table  1 .

       Assessment Considerations 

 The structured clinical interview remains the 
gold standard for diagnosing depressive and anx-
iety disorders in persons with TBI. However, 
self-report measures are often used to screen for 
emotional distress and to monitor symptoms 
over time. Self-report measures are frequently 
used clinically and in empirical investigations of 
emotional distress. There are several measures 
with demonstrated validity as screening mea-
sures for depression and anxiety following TBI 
[ 28 ,  62 ]. These measures include: the Beck 
Depression Inventory-II [ 63 ], the Center for 
Epidemiological Studies-Depression Scale [ 64 ], 
the Patient Health Questionnaire-9 [ 65 ], 
Neurobehavioral Functioning Inventory-
Depression Scale [ 66 ], the Depression Anxiety 
Stress Scales [ 67 ,  68 ], and the Hospital Anxiety 
and Depression Scale [ 69 ]. 

 Self-report measures are best used for ruling 
out the presence of an emotional disorder [ 28 ]. 

Cook et al. [ 26 ] suggest that clinicians utilize an 
“inclusive” approach to the diagnosis of depres-
sion following TBI, where all symptoms are 
counted toward the diagnosis regardless of 
 possible cause (e.g., TBI or depression), and that 
clinicians not minimize reported cognitive or 
somatic symptoms when diagnosing depression 
in this population. Clinicians should use struc-
tured clinical interviews following a positive 
screen to confi rm a suspected diagnosis in persons 
with TBI. The structured clinical interview is also 
indicated for the differential diagnosis of patients 
with TBI who present with complex symptoms 
and with symptoms that can be attributed to mul-
tiple disorders [ 28 ]. In cases where clinicians 

   Table 1    Suicide prevention in persons with TBI   

 Level of intervention  Clinical management 

 Universal  • Promote positive mental 
health 

 • All persons 
with TBI 

 • Assess hopelessness and SI 
proactively 

 • Recognize that persons may 
be at risk at various times 
post-injury 

 • Promote long-term supports 
 • Monitor males and females 

equally 
 Selected  • Provide treatment for 

emotional disorders and 
substance abuse 

 • Persons with TBI 
at risk for suicide 

 • Monitor persons with 
comorbid conditions and 
persons who sustained TBI 
as result of suicide attempt 

 Indicated  • Reduce lethality of 
environment 

 • Persons with TBI 
for whom suicide 
is an identifi ed 
issue 

 • Provide treatment for 
emotional disorders and 
substance abuse 

 • For persons with past suicide 
attempt, be aware that 
persons may use more than 
one method 

 • Conduct full clinical 
interview, including 
structured risk assessment 

 • Monitor for at least 12 
months following a suicide 
attempt 

 • Provide emergency contact 
card with crisis numbers 

  Adapted from Simpson and Tate  
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have concerns regarding the impact of impaired 
awareness on the validity of a patient’s responses, 
use of specifi c and concrete questions during the 
clinical interview is recommended [ 28 ].  

    Interventions 

 Patients with depression and/or anxiety may receive 
pharmacological and/or psychological treatment for 
their emotional distress. Unfortunately, the litera-
ture suggests that there are large numbers of persons 
with clinically signifi cant depression and anxiety 
who are not receiving treatment [ 2 ,  42 ]. There is 
insuffi cient evidence regarding the effi cacy of a 
specifi c class of medications for the treatment of 
depression or anxiety following TBI [ 70 ,  71 ]. 
There is not suffi cient evidence to support prac-
tice recommendations regarding specifi c psycho-
logical treatments for depression or anxiety [ 70 , 
 71 ] of persons with TBI. However, there is a 
growing body of literature investigating the use 
of psychological interventions validated in the 
general population, especially cognitive-behav-
ioral therapy, to treat emotional distress in per-
sons with TBI. 

 Cognitive-behavioral approaches to the treat-
ment of emotional distress have demonstrated 
effectiveness in many populations, and appear 
ideally suited for the TBI population because 
they offer inherent structure and focus. This 
structure and content can be adapted for use with 
persons with cognitive defi cits [ 72 ]. In fact, the 
majority of psychological interventions for 
 emotional distress following TBI described in the 
extant literature are cognitive-behavioral inter-
ventions that have been modifi ed for use with 
persons with cognitive defi cits following injury 
[ 73 – 76 ] or include cognitive-behavioral compo-
nents [ 77 ]. Results of these studies suggest that 
the use of adapted cognitive and behavioral inter-
ventions may improve emotional functioning fol-
lowing TBI. However, there are several limitations 
to these fi ndings including small sample sizes, 
lack of control group, mixed etiology of injury, 
and use of convenience samples that may not be 
experiencing signifi cant levels of emotional dis-
tress. Some studies excluded persons with more 

severe cognitive defi cits, resulting in improved 
internal validity, but limited generalizability of 
fi ndings and prevention of further examination of 
the impact of cognitive defi cits on response to the 
intervention. 

 Persons who sustain a TBI, especially a 
 moderate or severe TBI, often experience cogni-
tive defi cits that could have a negative impact on 
their ability to benefi t from standard psychologi-
cal treatments. For example, poor attention and 
memory could impact learning and recall of ses-
sion content. Decreased initiation could impact 
perceived compliance with treatment. Problem- 
solving defi cits could impact completion of 
homework assignments. Thus, psychological 
interventions for the treatment of depression and 
anxiety following TBI should take such defi cits 
into account and be adapted to fi t the needs of the 
individual client. Incorporating cognitive reha-
bilitation techniques into psychotherapeutic 
interventions may be important for maximizing 
response to psychological treatments for emo-
tional distress following brain injury [ 78 ]. 

 Reported adaptations to the structure and con-
tent of cognitive-behavioral interventions are 
listed in Table  2 . These and other adaptations 
have also been applied in a recent pilot study of a 
mindfulness-based stress reduction program for 
reducing depression in persons with mild TBI 
and post-concussion syndrome [ 79 ]. Findings to 
date suggest that persons with cognitive defi cits 
can participate in and benefi t from these adapted 
interventions [ 73 ,  74 ,  76 ].

   Table 2    Adaptations to cognitive-behavioral interventions   

 • Provision of 
supplementary written 
materials 

 • Built-in repetition and 
review of key concepts 

 • Focus on concrete goals  • Providing “extra time” 
for sessions 

 • Provision of session 
summary notes 

 • Providing within-
session breaks 

 • Limiting the amount 
of text on worksheets 

 • Use of larger font size 

 • Limiting size of group  • Using visual aids and 
checklists 

 • Providing multiple 
choice options on 
worksheets 

 • Reducing emphasis on 
self- directed, higher 
level reasoning skills 
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   It is also important to note that psychological 
treatment of emotional distress is a key compo-
nent of comprehensive cognitive rehabilitation 
programs, and there is evidence that participation 
in these programs is associated with improved 
outcomes, including community integration, life 
satisfaction, emotional functioning, and self- 
effi cacy [ 80 ,  81 ]. However, the impact of pro-
gram components that are specifi c to the treatment 
of emotional distress is unknown at this time. 

 The importance of developing and maintain-
ing a meaningful life following TBI is often an 
important part of psychotherapy following TBI 
[ 82 ]. Ruff [ 83 ] describes some of the unique 
issues faced by psychotherapy clients with TBI 
due to the nature of their injury-related defi cits 
and their effects on multiple life areas, including 
social relationships, vocational functioning, and 
fi nancial status. Ruff suggests specifi c topic areas 
to explore when helping clients to re-establish 
meaning following TBI. These include identify-
ing expectations for the anticipated future prior to 
injury, understanding how the TBI has altered the 
client’s life and introduced functional limitations, 
grieving the loss of the anticipated future, and 
developing a realistic and meaningful future that 
involves living in accordance with one’s core val-
ues. Given the relationship of functional limita-
tions to depression, addressing functional 
limitations may be of considerable importance 
for improving and maintaining emotional 
 well- being. Pagulayan et al. [ 23 ] suggest that 
 addressing functional limitations may be an 
important part of treatment for depression in per-
sons with TBI. Finally, consideration of individ-
ual preferences regarding treatment types is also 
important since comfort with and acceptance of 
treatment type may impact participation and 
adherence. Fann et al. [ 84 ] conducted a telephone 
survey of 145 persons with mild to severe TBI to 
explore preference regarding different treatments 
for depression. Physical exercise and counseling 
were preferred over other types of treatment 
including antidepressants, self-help materials, 
and group therapy or support groups. 

 There is a strong need for more research in 
psychotherapeutic interventions for emotional 
distress following TBI. Specifi cally, future studies 

should include larger samples, utilize measures 
validated for the diagnosis of emotional distress 
in the TBI population, include an appropriate 
 control condition as well as measures of treat-
ment fi delity, and include long-term follow- up 
 assessments. Investigation of cognitive and 
 psychosocial factors that may impact response to 
treatment is also warranted so that patients may 
be “matched” with the treatment most appropriate 
for them. Examination of interventions validated 
in other populations, such as behavioral activation 
approaches, may also be benefi cial. Development 
and evaluation of interventions that target the 
needs of persons with dual substance abuse and 
mood disorder diagnoses following TBI is impor-
tant given the unique needs of this population. 
Finally, efforts aimed at preventing depressive 
and anxiety disorders and maintaining emotional 
well-being over time can have signifi cant and 
positive impacts on persons with TBI.  

    Case Studies 

 The following case studies present different psy-
chological approaches to treating emotional dis-
tress in persons who have experienced a TBI, and 
discuss factors that can inform treatment plan-
ning. Case 1 is an example of the treatment of 
emotional distress in a traditional outpatient set-
ting. Case 2 is an example of the treatment of 
emotional distress within an interdisciplinary 
rehabilitation setting, and illustrates how other 
behavioral interventions can have an impact on 
emotional functioning following TBI. These 
examples also highlight how cognitive rehabilita-
tion techniques can be incorporated into psycho-
logical interventions for emotional distress. 

    Case 1 

 A 39-year-old woman who experienced a moder-
ate TBI at the age of 22 presented for neuropsy-
chological evaluation with complaints of 
attention problems and anxiety. There was no 
other signifi cant medical history. The patient 
graduated from high school and was employed 
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full-time in a call center. She was the single 
mother of an 11-year-old boy. During the clinical 
interview, the patient described feeling over-
whelmed at work following a recent promotion 
and uncertain of her ability to handle new job 
responsibilities. Her son is enrolled in gifted 
classes at his middle school, and she stated she 
was “not smart enough since my injury” to help 
her son with his increasingly diffi cult homework 
or to communicate with his teachers. She 
reported feeling “sick to my stomach” at a recent 
back-to- school night as the teachers reviewed 
upcoming student projects. Neuropsychological 
evaluation revealed mild impairments in informa-
tion processing speed and variable performance 
on measures of attention, verbal learning, and 
memory. Performance on other cognitive mea-
sures was within normal limits. Responses to self-
report measures of emotional functioning revealed 
moderate to severe anxiety and mild depressive 
symptoms. The patient was referred for psycho-
logical treatment for anxiety and depression. 

 The results of the neuropsychological evalua-
tion suggested that this patient would be a good 
candidate for a psychological intervention that 
included components of CBT, and her treatment 
plan was developed in accordance with this 
model. The patient expressed good understand-
ing of this therapeutic approach and was able to 
identify thoughts with minimal prompting. She 
was an active and engaged participant during 
treatment sessions; however, she demonstrated 
very poor completion of assigned homework. 
Discussion of this homework issue revealed that 
the patient misplaced her homework on some 
occasions and, at other times, did not remember it 
until she was on the way to her appointment. 
Thus, this failure to complete the homework 
refl ected a memory problem rather than noncom-
pliance with the treatment plan. The therapist 
applied a structured problem-solving approach to 
the discussion of potential compensatory strate-
gies she could use to help remember her home-
work, including the use of a memory station, 
memory notebook, smartphone, and checklists. 
The patient expressed a strong preference for use 
of her smartphone applications to help remember 
homework, and to have electronic versions of the 

homework that she could access easily. The 
patient, in collaboration with the therapist, devel-
oped a compensatory strategy centered around 
her smartphone to help her remember her home-
work. This strategy became quite successful fol-
lowing some initial refi nement of the components. 
The patient’s role in developing this strategy and 
successfully managing this memory problem was 
also used as evidence to counter her belief that 
she was “not smart enough” since her injury.  

    Case 2 

 A 19-year-old male who experienced a severe TBI 
at the age of 7 was referred to a post-acute brain 
injury rehabilitation program for vocational ser-
vices. Neuropsychological evaluation showed 
impairments in multiple domains including atten-
tion, learning, memory, executive functions, and 
processing speed, as well as clinically signifi cant 
depressive symptoms. Clinical interview revealed 
that the patient had some acquaintances, but no 
close friends; he socialized exclusively with family. 
Notable social communication defi cits were 
observed including poor eye contact, the telling of 
moderately offensive jokes, frequent interruptions 
characterized by off-topic comments. The exam-
iner noted that the client frequently acted younger 
than his age. His stated goals were to get a job, to 
obtain his driver’s license, and to have a girlfriend. 

 In contrast to Case 1, the results of the neuro-
psychological evaluation described in Case 2 
documented several cognitive impairments that 
would likely impact his ability to benefi t from a 
CBT-based approach, especially impairments in 
executive functions. Thus, a more behavioral 
approach to the treatment of his depressive symp-
toms appeared warranted. The client expressed 
understanding of, and agreement with, his treat-
ment plan. Further assessment revealed that the 
client enjoyed outdoor activities such as playing 
sports and walking with his dog   . The client and 
therapist developed a schedule of regular mean-
ingful activities and investigated community-
based recreational sports programs which led to 
his registration in a local judo class. Initially, he had 
some diffi culty following his activity schedule. He 
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reported that he could not remember what he was 
supposed to do fi rst. Family also reported that he 
would confuse the order of the steps or get dis-
tracted by another activity and fail to return to the 
task. The therapist helped the client to develop 
checklists that contributed to improved comple-
tion of the tasks. Also, family decided to start 
paying client for completing household chores, 
including simple yard work and laundry, to 
reward successful task completion. Participation 
in meaningful activities and task completion 
improved. This was associated with improve-
ments in depressive symptoms. The patient also 
participated in a social skills intervention group 
to address his social communication problems. 
Strengthening social skills can contribute to 
improved relationships with others, and thus 
increase perceived social support, which also 
plays an important role in the experience of emo-
tional distress.      

  Acknowledgments   Preparation of this chapter was 
 partially supported by the U.S. Department of Education 
National Institute on Disability and Rehabilitation 
Research (NIDRR) grants H133G070222, H133A070043, 
H133B090023, and H133A120020.  

   References 

    1.   Guillamondegui, O. D., Montgomery, S. A., Phibbs, 
F. T., McPheeters, M. L., Alexander, P. T., Jerome, R. 
N., et al. (2011). Traumatic brain injury and depres-
sion. Comparative effectiveness review no. 25. 
(Prepared by the Vanderbilt Evidence-based Practice 
Center under Contract No. 290-2007-10065-I.) 
AHRQ publication no. 11-EHC017-EF. Rockville, 
MD: Agency for Healthcare Research and Quality. 
Retrieved from   www.effectivehealthcare.ahrq.gov/
reports.fi nal.cfm      

               2.    Bombardier, C. H., Fann, J. R., Temkin, N. R., 
Esselman, P. C., Barber, J., & Dikmen, S. S. (2010). 
Rates of major depressive disorder and clinical out-
comes following traumatic brain injury.  JAMA, 
303 (19), 1938–1945.  

    3.    Hart, T., Hoffman, J. M., Pretz, C., Kennedy, R., 
Clark, A. N., & Brenner, L. A. (2012). A longitudinal 
study of major and minor depression following trau-
matic brain injury.  Archives of Physical Medicine and 
Rehabilitation, 93 (8), 1343–1349.  

    4.    Rao, V., Rosenberg, P., Bertrand, M., Salehinia, S., 
Spiro, J., Vaishnavi, S., et al. (2009). Aggression after 
traumatic brain injury: Prevalence and correlates. 

 Journal of Neuropsychiatry and Clinical Neuro-
sciences, 21 (4), 420–429.  

         5.    Hart, T., Brenner, L., Clark, A. N., Bogner, J. A., 
Novack, T. A., Chervoneva, I., et al. (2011). Major 
and minor depression after traumatic brain injury. 
 Archives of Physical Medicine and Rehabilitation, 
92 (8), 1211–1219.  

    6.    Bay, E., Hagerty, B. M., & Williams, R. A. (2007). 
Depressive symptomatology after mild-to-moderate 
traumatic brain injury: A comparison of three mea-
sures.  Archives of Psychiatric Nursing, 21 (1), 2–11.  

     7.    Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, 
K. R., & Walters, E. E. (2005). Prevalence, severity, 
and comorbidity of 12-month DSM-IV disorders in 
the National Comorbidity Survey Replication. 
 Archives of General Psychiatry, 62 (6), 617–627.  

    8.    Hibbard, M. R., Ashman, T. A., Spielman, L. A., 
Chun, D., Charatz, H. J., & Melvin, S. (2004). 
Relationship between depression and psychosocial 
functioning after traumatic brain injury.  Archives of 
Physical Medicine and Rehabilitation, 85 (4 Suppl 2), 
S43–S53.  

    9.    Underhill, A. T., Lobello, S. G., Stroud, T. P., Terry, 
K. S., Devivo, M. J., & Fine, P. R. (2003). Depression 
and life satisfaction in patients with traumatic brain 
injury: A longitudinal study.  Brain Injury, 17 (11), 
973–982.  

    10.    Jorge, R. E., Robinson, R. G., Starkstein, S. E., & 
Arndt, S. V. (1994). Infl uence of major depression on 
1-year outcome in patients with traumatic brain 
injury.  Journal of Neurosurgery, 81 (5), 726–733.  

    11.    Gomez-Hernandez, R., Max, J. E., Kosier, T., 
Paradiso, S., & Robinson, R. G. (1997). Social impair-
ment and depression after traumatic brain injury. 
 Archives of Physical Medicine and Rehabilitation, 
78 (12), 1321–1326.  

    12.    Groom, K. N., Shaw, T. G., O’Connor, M. E., Howard, 
N. I., & Pickens, A. (1998). Neurobehavioral symp-
toms and family functioning in traumatically brain- 
injured adults.  Archives of Clinical Neuropsychology, 
13 (8), 695–711.  

      13.    Seel, R. T., Kreutzer, J. S., Rosenthal, M., Hammond, 
F. M., Corrigan, J. D., & Black, K. (2003). Depression 
after traumatic brain injury: A National Institute on 
Disability and Rehabilitation Research Model Systems 
multicenter investigation.  Archives of Physical 
Medicine and Rehabilitation, 84 (2), 177–184.  

    14.    Franulic, A., Carbonell, C. G., Pinto, P., & Sepulveda, 
I. (2004). Psychosocial adjustment and employment 
outcome 2, 5 and 10 years after TBI.  Brain Injury, 
18 (2), 119–129.  

    15.    Rosenthal, M., Christensen, B. K., & Ross, T. P. 
(1998). Depression following traumatic brain injury. 
 Archives of Physical Medicine and Rehabilitation, 
79 (1), 90–103.  

        16.    Dikmen, S. S., Bombardier, C. H., Machamer, J. E., 
Fann, J. R., & Temkin, N. R. (2004). Natural history 
of depression in traumatic brain injury.  Archives of 
Physical Medicine and Rehabilitation, 85 (9), 
1457–1464.  

A.N. Clark

http://www.effectivehealthcare.ahrq.gov/reports.final.cfm
http://www.effectivehealthcare.ahrq.gov/reports.final.cfm


267

         17.    Jorge, R. E., Robinson, R. G., Moser, D., Tateno, A., 
Crespo-Facorro, B., & Arndt, S. (2004). Major 
depression following traumatic brain injury.  Archives 
of General Psychiatry, 61 (1), 42–50.  

     18.    Jorge, R. E., Robinson, R. G., Arndt, S. V., Starkstein, 
S. E., Forrester, A. W., & Geisler, F. (1993). 
Depression following traumatic brain injury: A 1 year 
longitudinal study.  Journal of Affective Disorders, 
27 (4), 233–243.  

     19.    Whitnall, L., McMillan, T. M., Murray, G. D., & 
Teasdale, G. M. (2006). Disability in young people 
and adults after head injury: 5–7 year follow up of a 
prospective cohort study.  Journal of Neurology, 
Neurosurgery, and Psychiatry, 77 (5), 640–645.  

    20.    Jorge, R. E., Acion, L., Starkstein, S. E., & Magnotta, 
V. (2007). Hippocampal volume and mood disorders 
after traumatic brain injury.  Biological Psychiatry, 
62 (4), 332–338.  

       21.    Jorge, R. E., & Starkstein, S. E. (2005). 
Pathophysiologic aspects of major depression follow-
ing traumatic brain injury.  The Journal of Head 
Trauma Rehabilitation, 20 (6), 475–487.  

    22.    Jorge, R. E., Robinson, R. G., Arndt, S. V., Forrester, A. 
W., Geisler, F., & Starkstein, S. E. (1993). Comparison 
between acute- and delayed-onset depression following 
traumatic brain injury.  Journal of Neuropsychiatry and 
Clinical Neurosciences, 5 (1), 43–49.  

      23.    Pagulayan, K. F., Hoffman, J. M., Temkin, N. R., 
Machamer, J. E., & Dikmen, S. S. (2008). Functional 
limitations and depression after traumatic brain 
injury: Examination of the temporal relationship. 
 Archives of Physical Medicine and Rehabilitation, 
89 (10), 1887–1892.  

     24.    Schönberger, M., Ponsford, J., Gould, K. R., & 
Johnston, L. (2011). The temporal relationship 
between depression, anxiety, and functional status 
after traumatic brain injury: A cross-lagged analysis. 
 Journal of International Neuropsychological Society, 
17 (5), 781–787.  

    25.    Ownsworth, T., Fleming, J., Haines, T., Cornwell, P., 
Kendall, M., Nalder, E., et al. (2011). Development of 
depressive symptoms during early community reinte-
gration after traumatic brain injury.  Journal of 
International Neuropsychological Society, 17 (1), 
112–119.  

      26.    Cook, K. F., Bombardier, C. H., Bamer, A. M., Choi, 
S. W., Kroenke, K., & Fann, J. R. (2011). Do somatic 
and cognitive symptoms of traumatic brain injury 
confound depression screening?  Archives of Physical 
Medicine and Rehabilitation, 92 (5), 818–823.  

     27.    Kreutzer, J. S., Seel, R. T., & Gourley, E. (2001). The 
prevalence and symptom rates of depression after 
traumatic brain injury: A comprehensive examination. 
 Brain Injury, 15 (7), 563–576.  

          28.    Seel, R. T., Macciocchi, S., & Kreutzer, J. S. (2010). 
Clinical considerations for the diagnosis of major 
depression after moderate to severe TBI.  The Journal 
of Head Trauma Rehabilitation, 25 (2), 99–112.  

    29.    Aloia, M. S., Long, C. J., & Allen, J. B. (1995). 
Depression among the head-injured and non-head- 

injured: A discriminant analysis.  Brain Injury, 9 (6), 
575–583.  

    30.    Baguley, I. J., Cooper, J., & Felmingham, K. (2006). 
Aggressive behavior following traumatic brain injury: 
How common is common?  The Journal of Head 
Trauma Rehabilitation, 21 (1), 45–56.  

    31.    Chamelian, L., & Feinstein, A. (2006). The effect of 
major depression on subjective and objective cogni-
tive defi cits in mild to moderate traumatic brain 
injury.  Journal of Neuropsychiatry and Clinical 
Neurosciences, 18 (1), 33–38.  

     32.    Schiehser, D. M., Delis, D. C., Filoteo, J. V., Delano- 
Wood, L., Han, S. D., Jak, A. J., et al. (2011). Are 
self-reported symptoms of executive dysfunction 
associated with objective executive function perfor-
mance following mild to moderate traumatic brain 
injury?  Journal of Clinical and Experimental 
Neuropsychology, 33 (6), 704–714.  

    33.    Rapoport, M. J., McCullagh, S., Shammi, P., & 
Feinstein, A. (2005). Cognitive impairment associated 
with major depression following mild and moderate 
traumatic brain injury.  Journal of Neuropsychiatry and 
Clinical Neurosciences, 17 (1), 61–65.  

    34.    Satz, P., Forney, D. L., Zaucha, K., Asarnow, R. R., 
Light, R., McCleary, C., et al. (1998). Depression, 
cognition, and functional correlates of recovery out-
come after traumatic brain injury.  Brain Injury, 12 (7), 
537–553.  

    35.    Fann, J. R., Uomoto, J. M., & Katon, W. J. (2001). 
Cognitive improvement with treatment of depression 
following mild traumatic brain injury.  Psychosomatics, 
42 , 48–54.  

       36.    Ashman, T. A., Spielman, L. A., Hibbard, M. R., 
Silver, J. M., Chandna, T., & Gordon, W. A. (2004). 
Psychiatric challenges in the fi rst 6 years after trau-
matic brain injury: Cross-sequential analyses of Axis 
I disorders.  Archives of Physical Medicine and 
Rehabilitation, 85 (4 Suppl 2), S36–S42.  

   37.    Hibbard, M. R., Uysal, S., Kepler, K., Bogdany, J., & 
Silver, J. (1998). Axis I psychopathology in individu-
als with traumatic brain injury.  The Journal of Head 
Trauma Rehabilitation, 13 (4), 24–39.  

   38.    Hiott, D. W., & Labbate, L. (2002). Anxiety disorders 
associated with traumatic brain injuries. 
 NeuroRehabilitation, 17 (4), 345–355.  

   39.    Fann, J. R., Katon, W. J., Uomoto, J. M., & Esselman, 
P. C. (1995). Psychiatric disorders and functional dis-
ability in outpatients with traumatic brain injuries.  The 
American Journal of Psychiatry, 152 (10), 1493–1499.  

      40.    Gould, K. R., Ponsford, J. L., Johnston, L., & 
Schönberger, M. (2011). The nature, frequency and 
course of psychiatric disorders in the fi rst year after 
traumatic brain injury: A prospective study. 
 Psychological Medicine, 41 , 2099–2109.  

    41.    Bryant, R. A., O’Donnell, M. L., Creamer, M., 
McFarlane, A. C., Clark, C. R., & Silove, D. (2010). 
The psychiatric sequelae of traumatic injury.  The 
American Journal of Psychiatry, 167 (3), 312–320.  

     42.    Whelan-Goodinson, R., Ponsford, J., Johnston, L., & 
Grant, F. (2009). Psychiatric disorders following trau-

Emotional Distress Following Traumatic Brain Injury



268

matic brain injury: Their nature and frequency.  The 
Journal of Head Trauma Rehabilitation, 24 (5), 
324–332.  

    43.    Whelan-Goodinson, R., Ponsford, J., & Schönberger, 
M. (2008). Association between psychiatric state and 
outcome following traumatic brain injury.  Journal of 
Rehabilitation Medicine, 40 (10), 850–857.  

    44.    Jorge, R. E., Robinson, R. G., Starkstein, S. E., & 
Arndt, S. V. (1993). Depression and anxiety following 
traumatic brain injury.  Journal of Neuropsychiatry 
and Clinical Neurosciences, 5 (4), 369–374.  

       45.    Whelan-Goodinson, R., Ponsford, J. L., Schönberger, 
M., & Johnston, L. (2010). Predictors of psychiatric 
disorders following traumatic brain injury.  The 
Journal of Head Trauma Rehabilitation, 25 (5), 
320–329.  

    46.    Gil, S., Caspi, Y., Ben-Ari, I. Z., Koren, D., & Klein, 
E. (2005). Does memory of a traumatic event increase 
the risk for posttraumatic stress disorder in patients 
with traumatic brain injury? A prospective study.  The 
American Journal of Psychiatry, 162 (5), 963–969.  

    47.    Hoge, C. W., McGurk, D., Thomas, J. L., Cox, A. L., 
Engel, C. C., & Castro, C. A. (2008). Mild traumatic 
brain injury in U.S. Soldiers returning from Iraq.  New 
England Journal of Medicine, 358 (5), 453–463.  

    48.    Lippa, S. M., Pastorek, N. J., Benge, J. F., & Thornton, 
G. M. (2010). Postconcussive symptoms after blast 
and nonblast-related mild traumatic brain injuries in 
Afghanistan and Iraq war veterans.  Journal of 
International Neuropsychological Society, 16 (5), 
856–866.  

       49.    Teasdale, T. W., & Engberg, A. W. (2001). Suicide 
after traumatic brain injury: A population study. 
 Journal of Neurology, Neurosurgery, and Psychiatry, 
71 (4), 436–440.  

   50.    Ventura, T., Harrison-Felix, C., Carlson, N., 
Diguiseppi, C., Gabella, B., Brown, A., et al. (2010). 
Mortality after discharge from acute care hospitaliza-
tion with traumatic brain injury: A population-based 
study.  Archives of Physical Medicine and 
Rehabilitation, 91 (1), 20–29.  

    51.    Brenner, L. A., Ignacio, R. V., & Blow, F. C. (2011). 
Suicide and traumatic brain injury among individuals 
seeking Veterans Health Administration services.  The 
Journal of Head Trauma Rehabilitation, 26 (4), 
257–264.  

     52.    Simpson, G., & Tate, R. (2002). Suicidality after trau-
matic brain injury: Demographic, injury and clinical 
correlates.  Psychological Medicine, 32 (4), 687–697.  

    53.    Silver, J. M., Kramer, R., Greenwald, S., & Weissman, 
M. (2001). The association between head injuries and 
psychiatric disorders: Findings from the New Haven 
NIMH Epidemiologic Catchment Area Study.  Brain 
Injury, 15 (11), 935–945.  

        54.    Tsaousides, T., Cantor, J. B., & Gordon, W. A. (2011). 
Suicidal ideation following traumatic brain injury: 
Prevalence rates and correlates in adults living in the 
community.  The Journal of Head Trauma 
Rehabilitation, 26 (4), 265–275.  

    55.    Brenner, L. A., Carlson, N. E., Harrison-Felix, C., 
Ashman, T., Hammond, F. M., & Hirschberg, R. E. 
(2009). Self-infl icted traumatic brain injury: 
Characteristics and outcomes.  Brain Injury, 23 
(13–14), 991–998.  

      56.    Simpson, G., & Tate, R. (2005). Clinical features of 
suicide attempts after traumatic brain injury.  Journal 
of Nervous and Mental Disease, 193 (10), 680–685.  

     57.    Dennis, J. P., Ghahramanlou-Holloway, M., Cox, D. 
W., & Brown, G. K. (2011). A guide for the assess-
ment and treatment of suicidal patients with traumatic 
brain injuries.  The Journal of Head Trauma 
Rehabilitation, 26 (4), 244–256.  

    58.    Brenner, L. A., Homaifar, B. Y., Adler, L. E., 
Wolfman, J. H., & Kemp, J. (2009). Suicidality and 
veterans with a history of traumatic brain injury: 
Precipitants events, protective factors, and prevention 
strategies.  Rehabilitation Psychology, 54 (4), 
390–397.  

    59.    Simpson, G. K., & Tate, R. L. (2007). Preventing sui-
cide after traumatic brain injury: Implications for gen-
eral practice.  Medical Journal of Australia, 187 (4), 
229–232.  

       60.    Simpson, G. K., & Tate, R. (2007). Suicidality in peo-
ple surviving a traumatic brain injury: Prevalence, risk 
factors and implications for clinical management. 
 Brain Injury, 21 (13–14), 1335–1351.  

    61.    Wasserman, L., Shaw, T., Vu, M., Ko, C., Bollegala, 
D., & Bhalerao, S. (2008). An overview of traumatic 
brain injury and suicide.  Brain Injury, 22 (11), 
811–819.  

    62.    Dahm, J., Wong, D., & Ponsford, J. (2013). Validity 
of the Depression Anxiety Stress Scales in assessing 
depression and anxiety following traumatic brain 
injury.  Journal of Affective Disorders, 151 (1), 
392–396.  

    63.    Beck, A. T., Steer, R. A., & Brown, G. K. (1996). 
 Manual for the Beck Depression Inventory-II . San 
Antonio, TX: Psychological Corporation.  

    64.    Radloff, L. S. (1977). The CES-D Scale: A self-report 
depression scale for research in the general popula-
tion.  Applied Psychological Measurement, 1 (3), 
385–401.  

    65.    Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). 
The PHQ-9: Validity of a brief depression severity 
measure.  Journal of General Internal Medicine, 
16 (9), 606–613.  

    66.    Kreutzer, J., Marwitz, J., Seel, R., & Serio, C. (1996). 
Validation of a neurobehavioral functioning inventory 
for adults with traumatic brain injury.  Archives of 
Physical Medicine and Rehabilitation, 77 , 116–124.  

    67.    Lovibond, S. H., & Lovibond, P. F. (1995).  Manual 
for the Depression Anxiety Stress Scales  (2nd ed.). 
Sydney: Psychology Foundation.  

    68.    Henry, J. D., & Crawford, J. R. (2005). The 21-item 
version of the Depression Anxiety Stress Scales 
(DASS–21): Normative data and psychometric evalu-
ation in a large non-clinical sample.  British Journal of 
Clinical Psychology, 44 , 227–239.  

A.N. Clark



269

    69.    Zigmond, A. S., & Snaith, R. P. (1983). The hospital 
anxiety and depression scale.  Acta Psychiatrica 
Scandinavica, 67 (6), 361–370.  

     70.    Fann, J. R., Hart, T., & Schomer, K. G. (2009). 
Treatment for depression after traumatic brain injury: 
A systematic review.  Journal of Neurotrauma, 26 (12), 
2383–2402.  

     71.   Soo, C., & Tate, R. (2007). Psychological treatment 
for anxiety in people with traumatic brain injury. 
 Cochrane Database Syst Rev,  (3), CD005239  

    72.    Khan-Bourne, N., & Brown, R. G. (2003). Cognitive 
behaviour therapy for the treatment of depression in 
individuals with brain injury.  Neuropsychological 
Rehabilitation, 13 (1–2), 89–107.  

     73.    Hsieh, M. Y., Ponsford, J., Wong, D., Schönberger, 
M., McKay, A., & Haines, K. (2012). A cognitive 
behaviour therapy (CBT) programme for anxiety fol-
lowing moderate-severe traumatic brain injury (TBI): 
Two case studies.  Brain Injury, 26 (2), 126–138.  

    74.    Simpson, G. K., Tate, R. L., Whiting, D. L., & Cotter, 
R. E. (2011). Suicide prevention after traumatic brain 
injury: A randomized controlled trial of a program for 
the psychological treatment of hopelessness.  The 
Journal of Head Trauma Rehabilitation, 26 (4), 
290–300.  

   75.    Anson, K., & Ponsford, J. (2006). Evaluation of a 
coping skills group following traumatic brain injury. 
 Brain Injury, 20 (2), 167–178.  

     76.    Bradbury, C. L., Christensen, B. K., Lau, M. A., 
Ruttan, L. A., Arundine, A. L., & Green, R. E. (2008). 
The effi cacy of cognitive behavior therapy in the treat-
ment of emotional distress after acquired brain injury. 
 Archives of Physical Medicine and Rehabilitation, 
89 (12 Suppl), S61–S68.  

    77.    Armengol, C. G. (1999). A multimodal support 
group with Hispanic traumatic brain injury survivors. 

 The Journal of Head Trauma Rehabilitation, 14 (3), 
233–246.  

    78.    Mateer, C. A., Sira, C. S., & O’Connell, M. E. (2005). 
Putting Humpty Dumpty together again: The impor-
tance of integrating cognitive and emotional interven-
tions.  The Journal of Head Trauma Rehabilitation, 
20 (1), 62–75.  

    79.    Azulay, J., Smart, C. M., Mott, T., & Cicerone, K. D. 
(2013). A pilot study examining the effect of 
mindfulness- based stress reduction on symptoms of 
chronic mild traumatic brain injury/postconcussive 
syndrome.  The Journal of Head Trauma 
Rehabilitation, 28 (4), 323–331.  

    80.    Cicerone, K. D., Mott, T., Azulay, J., Sharlow-Galella, M. 
A., Ellmo, W. J., Paradise, S., et al. (2008). A randomized 
controlled trial of holistic neuropsychologic rehabilita-
tion after traumatic brain injury.  Archives of Physical 
Medicine and Rehabilitation, 89 (12), 2239–2249.  

    81.    Tiersky, L. A., Anselmi, V., Johnston, M. V., Kurtyka, 
J., Roosen, E., Schwartz, T., et al. (2005). A trial of 
neuropsychologic rehabilitation in mild-spectrum 
traumatic brain injury.  Archives of Physical Medicine 
and Rehabilitation, 86 (8), 1565–1574.  

    82.    Prigatano, G. P. (1991). Disordered mind, wounded 
soul: The emerging role of psychotherapy in rehabili-
tation after brain injury.  The Journal of Head Trauma 
Rehabilitation, 6 (4), 1–10.  

    83.    Ruff, R. (2013). Selecting the appropriate psychother-
apies for individuals with traumatic brain injury: 
What works and what does not?  NeuroRehabilitation, 
32 (4), 771–779.  

    84.    Fann, J. R., Jones, A. L., Dikmen, S. S., Temkin, N. 
R., Esselman, P. C., & Bombardier, C. H. (2009). 
Depression treatment preferences after traumatic 
brain injury.  The Journal of Head Trauma 
Rehabilitation, 24 (4), 272–278.      

Emotional Distress Following Traumatic Brain Injury


	Emotional Distress Following Traumatic Brain Injury
	Depression
	Factors Associated with Depression Post-TBI
	 Depressive Symptoms
	 Depression and Cognition

	 Anxiety
	 Suicide
	 Assessment Considerations
	 Interventions
	 Case Studies
	Case 1
	 Case 2

	References


