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Gerry is a 25-year-old who was referred for substance use. He’s 

experimented with several drugs and uses about 2 grams of cannabis 

daily, but the substance of concern listed on his application for service 

is alcohol. After three attempts, he is present for his intake appointment. 

He was 25 minutes late. He didn’t have his identification with him, and he 

seemed frustrated at the start of the interview. Gerry explained that he 

wasn’t sure he needed treatment for his alcohol use—his girlfriend had 

asked him to attend the appointment. Once he settled in, Gerry seemed 

willing to talk about his substance use and could recognize some of the 

problems it caused. He was able to recognize that there had been times 

when his behavior got out of hand when he is drinking. He’d broken 

things in his apartment and had some bad falls. He gets along well with 

his family most of the time but had had a lot of arguments about his 

drinking. He’s been able to go for weeks without drinking too much after 

an argument, but he states he keeps screwing up. 

Although he had some trouble with timelines, Gerry was able to tell you 

about his history. He had a great family life and was one of five kids. He had 

an uncle and grandfather who had a problem with alcohol, and when he 

was growing up, they didn’t keep alcohol at home. He finished high school. 

He has been working as a laborer on construction sites. He is hoping to 

get his license as a plumber. From the time he was of legal drinking age, he 

drank regularly with his friends. He didn’t finish all of the intake paperwork,  

but he denied having any health problems when asked. 

Gerry agreed to a second appointment but didn’t show up. When he called to 

make another appointment, his girlfriend could be heard in the background. 

After six weeks of very limited progress, Gerry’s provider began to question 

Gerry’s motivation. He was often late or missed appointments. He never 

seemed to make it to groups or sessions unless someone dropped him off. He 

seemed sincere when he was talking about the changes he wanted to make 

but didn’t follow through with any of the plans he made in sessions. He went to 

a few group sessions and sometimes made relevant comments. After about a 

half-hour or so, he’d start to fidget to the point that other group members were 

distracted. There were even times that he looked like he might be ready to fall 

asleep. He apologized but then did the same thing again. 

Gerry’s provider started to ask more questions about his history and learned 

that Gerry had been in a car accident at the age of fifteen. He was knocked 

out for twenty minutes or so. He had fractured his spine, and his rehabilitation 

team focused on that. His rehabilitation took a couple of years, and he 

missed a lot of school. School was a bit harder for him when he finally got 

back to it. He noticed that his memory wasn’t as good and that there were  

some things about his personality that had changed, too. He had been a 

careful, kind of shy person before his injury but seemed to be more outgoing 

after the injury. Before his accident, he kept his room neat and his collections 

of sports memorabilia organized. After his injury, he was still interested in 

sports but had trouble keeping his stuff organized. He lost some of his 

friends because they thought his behavior was sort of childish. He was 

described as a bit of a hothead. 
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Recommendations for Service Delivery 
Programs geared to support individuals with concurrent disorders, including 

the impact of brain injury, will generally need to take a long-term perspective, 

anticipating that the course of intervention will take longer than for individuals with 

less complex difficulties. Many people living with brain injury will require more 

individualized support and case management to achieve their goals. The goals 

of case management will be largely determined by the client’s stage of change 

with respect to their substance use, as well as their level of awareness of the 

difficulties that they are having as the result of their cognitive impairments. People 

who are less aware of the difficulties they are having with cognition and/or are not 

compensating for the difficulties they have in a meaningful way are much more 

likely to require environmental support to achieve their goals. 

Like established models of care for people living with mental health and substance 

use disorders, intervention is best conceptualized as occurring in phases, each 

with its own set of key tasks.47 The first phase, sometimes called engagement, is 

focused on doing whatever is necessary to support a client to become engaged 

in intervention and building expectations for intervention as well as for a strong 

working alliance. Once engaged, the goals of intervention may begin to focus on 

changes in behavior that reduce harm, support a healthy and engaged lifestyle, 

and may result in reducing substance use. Tasks associated with this phase in 

intervention may focus on helping a client to better understand how substance 

use is interfering with achieving a more desirable lifestyle. Once the motivation 

for change has been well established, a phase of preparation may follow. Tasks 

associated with this phase often include activities that directly compete with 

substance use but may also include preparing for referral to a structured treatment 

program for further intervention. Once a plan has been established, a phase 

of action will follow. When some success has been achieved, goals will turn to 

maintaining the gains realized through intervention. 

The figures that follow provide an overview of the phases of care as adapted by 

the Substance Use and Brain Injury Bridging Project at Community Head Injury 

Resource Services of Toronto. 
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Substance Use and Brain Injury (SUBI) 
Workbook 
Understanding and implementing cognitive adaptations can be daunting for service 

providers new to working with individuals with cognitive impairment. The SUBI 

Workbook (link below) was designed to illustrate how to implement many of the 

recommendations reviewed in this toolkit. 

Its primary purpose is to illustrate how to provide organizational cues, elicit 

information from the client using self-assessments, and simply present the material. 

Goal statements help clients to understand the context for the information provided. 

The written format acts as a memory aid. The workbook is not intended to be a 

complete program of care. Rather, it’s a set of resources that can be modified or 

used as a jumping-off point to develop new materials. It is available free of charge 

through the SUBI website, www.SUBI.ca. 

  TRAUMATIC BRAIN INJURY AND SUBSTANCE USE DISORDERS: MAKING THE CONNECTIONS 
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Key Considerations in 
Program Development: 
Longer-term interventions and smaller caseloads may be required to 
adequately address clients’ needs. Clients with brain injury present with greater 

symptom complexity and are likely to require longer periods of intervention along 

with more integrated aftercare supports. 

Coordination with community partners will be needed. This will likely require 

actively reaching out to, and creating partnerships with, brain injury providers and 

other support agencies in the community. 

Providers should recognize the elevated risks for impulsive behavior, including 
suicide, and regularly assess suicide risk. 

Providers should be aware of these elevated risks of pain, seizure, endocrine, 
and neurogenerative disorders and make referrals for assessment as required. 
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Addressing the Gap between “Say” and 
“Do” with Environmental Supports 
As a general rule, the more limited or inconsistent an individual’s level of 

awareness, the more likely they are to require environmental supports to 

accomplish their goals. Often, the difficulty the client is having in following through 

with therapy-related tasks is that they are distracted by their current environment 

and begin to neglect the goal that they had sincerely expressed in a therapy 

session. Failing to meet a goal may cause a client to avoid treatment settings. 

Difficulty with follow-through will often result in clients being labeled “unmotivated” 

or “uncooperative.” The provision of environmental supports helps clients to stay in  

treatment and achieve treatment goals. 

 

AWARENESS STAGE OF 
CHANGE48

 

COMMON TASKS IN AN 
INTERVENTION 

Little or no 

self-awareness 
Pre-Contemplative. 

May not have 

identified the negative 

consequences of 

substance use. 

Not yet expressing a 

desire for change. 

May avoid discussion 

about substance use. 

Emphasis is on environmental supports, working directly 

with a client to achieve goals. 

Establish rapport, and reduce barriers to attending 

intervention. 

Support participation in non-use-related activities. 

With permission, provide factual information about the 

impact of substance use. 

Support the client in developing and talking about their 

current goals and priorities. 

Support client to determine how substance use may 

interfere with stated goals/priorities. 

Harm-reduction strategies. 

Intellectual Contemplative. 

Expressing ambivalence 

about changing 

substance use. 

Environmental supports remain primary. 

Support the development of awareness by predicting 

and tracking outcomes and supportive/non-judgmental 

feedback. 

Support client to weigh the risks and benefits of 

substance use. 

Emergent Preparation. 

Maybe taking small steps 

(e.g., seeking information) 

Continued environmental supports with collaborative 

problem-solving and planning. 

Anticipatory Action. Increased emphasis on self-management. 

Client may be taking on more responsibility for 

maintaining environmental supports or taking 

independent action. 

   



Adaptations for Group Therapy 
If you are offering group therapy, many of the strategies outlined earlier in this 

toolkit can be incorporated into your program. However, there are some additional 

strategies you may want to consider: 

Create a safe space 

• Use name tags. 

• Limit groups to five or six participants. Too many individuals in the room may 

serve as a distraction to those with cognitive impairments. 

Promote engagement 

• Make individualized attendance plans that include items such as 

transportation routes and departure times. 

• Allow for the possibility of clients leaving sessions early and staff having 

individual follow-up sessions. 

Use a consistent format 

• Give time to settle in/brief mindfulness activity. 

• Remind group members of important rules/guidelines. 

• Provide a brief summary of the previous group. 

• Outline the goal for the current session. 

• Make the sessions interactive, and build in time for breaks. 

• Provide a brief summary at the end. 

Promoting Accessible Programming 

To support clients living with an Acquired Brain Injury (ABI) in finding and accessing 

services to meet their needs, partnerships across service sectors can help address 

complex needs, make cross-referrals more efficient, and reduce barriers to services. 

Other key recommendations for service delivery include the following: 

1. Evaluate existing resources for clients living with brain injury to identify gaps 

in services. 

2. Consider developing partnerships with state and local brain injury providers. 

3. Learn about the programs and entitlements designed for people living with 

a disability. 

a. Adult survivors of childhood injuries may qualify for benefits for people 

with a developmental disability, where available. 

b. Programs that screen for and document disability may support access to 

services and entitlements. 

4. Adapt intake and intervention approaches to allow adequate time for 

developing rapport and engagement. Clients with cognitive impairment 

will usually require additional time for appointments and longer treatment 

duration. 

5. Individuals providing outreach services to clients living with ABI may need 

smaller caseloads to support more intensive care (e.g., accompanying 

clients to appointments). 

In addition to the key recommendations above, there are some specific 

recommendations for different aspects of service delivery, including outreach 

services, intake, and the physical space in which services will be offered. 

   



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Adaptation for Outreach Services 
Many people living with cognitive impairment have difficulty identifying and seeking 

out services that would be beneficial. Resources across service sectors will help 

clients to find and benefit from your services. In addition, having links with providers 

in other sectors can serve as a source of consultation and referral. Joint training 

opportunities with providers of ABI services is one way to make connections and 

ensure that you are aware of services in your area. For example, offering to swap 

training or provide training on topics such as the identification of substance use 

disorders and available treatment opportunities with a provider of ABI services, 

who can provide similar information related to brain injury, will provide an excellent 

resource for staff members and begin the process of building referral relationships. 

Many clients with brain injury will require a more assertive approach to care, which 

may include meeting clients in the community. They are also more likely to require 

case management services that include supporting a client to follow through with a 

referral. 

 

Adaptation for Intake Services 
In the section on assessment, you learned about ways to screen for brain injury 

as well as the resulting impairments. Often clients with cognitive impairments will 

have greater difficulty attending appointments on time, waiting for appointments, or 

following through with multi-stepped referral processes. To avoid barriers to care, 
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a simplified intake process that includes support to attend the initial appointment 

minimizes the requirement for documentation and forms to be completed before 

the appointment and enables you to gather needed information. Optimally, clients 

will be offered a choice in how to complete paperwork. Options should include the 

direct assistance of a staff member. 

 

Community Linkages 
Given the prevalence of cognitive impairment due to TBI and other brain injuries, 

substance use disorder treatment programs should consider developing long- 

standing linkages with brain injury providers. These may take the form of formal 

or informal consultation, cross-training cooperatives, and the development of 

care paths. Initial steps may include locating the local chapter of the Brain Injury 

Alliance or Brain Injury Society. Information about these organizations is provided 

in the resource section of this toolkit. 

 

Considerations for Physical Space 
Universal design principles should be used in the design of clinical programs, 

including appropriate accommodation for mobility limitations. Signage should 

clearly indicate program locations. Signage is also helpful for wayfinding, storage 

of items, and rules of program engagement. Physical cues to increase orientation, 

such as clocks and calendars, as well as daily program schedules, are also helpful 

to individuals who may have difficulty in tracking this information. Many clients 

with brain injury have difficulty managing noisy and/or busy spaces and may need 

a place to rest to manage fatigue. Having quiet areas for rest or waiting can be 

very helpful for clients who are easily overstimulated. Maximizing the connection 

between the indoors and outdoors with natural light is also a feature that supports 

orientation. Finally, common areas and waiting areas should be large enough and 

free of clutter to provide sufficient space for people using gait aids or wheelchairs. 

 

Education about Substance Use 
and Brain injury 
For clients who are aware of the cognitive impact of their brain injury, it may be 

motivating to consider the brain health benefits associated with abstaining from or 

reducing substance use. Resources for providing this education are included in the 

resource section of this toolkit. 
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Motivational Interviewing 
Because of its strong evidence base, Motivational Interviewing (MI) plays a prominent 

role in intervention in most settings supporting people who are living with substance 

use disorders.49 MI is a collaborative, goal-oriented style of communication with 

particular attention to the language of change.50 It is designed to strengthen 

personal motivation for, and commitment to, a specific goal by eliciting and exploring 

the person’s own reasons for change within an atmosphere of acceptance and 

compassion.” Supporting your client’s success is related to the therapist’s abilities to 

use the ‘spirit of MI’ to assist with achieving goals. The components of MI spirit include 

compassion (prioritizing the client’s well-being), acceptance (nonjudgmental respect 

and empathy), and partnership and evocation (supporting a client to recognize and use 

their strengths in developing and implementing plans for a change). 

As discussed in the Brain Basics Section, the brain structures responsible for 

processing rewards, evaluating risk, memory, and reasoning are all vulnerable to 

brain injury. We also know that the client’s assessment of therapeutic alliance and 

the therapist’s empathy are important in promoting the best possible outcome.51 

As discussed throughout this toolkit, people living with brain injury may face a 

number of barriers to developing therapeutic rapport, including difficulties with 

communication, reading and responding accurately to social cues, and the ability 

to recall interactions. It is also true that many people living with brain injury will have 

difficulty following through with their intentions. It has been observed that MI may 

result in positive changes in motivational structure (the desire for change) in people 

living with brain injury but may not be associated with the desired behavior change 

in the absence of increased structural and environmental supports.52, 53 However, 

when combined with case management supports and incentive programs, 

Motivational Interviewing may be an important component of an intervention. 

Based primarily on clinical experience, the following are considerations in adapting 

MI for people living with brain injury. 

Promote engagement by encouraging positive affect in session. Clients with 

cognitive impairments are likely to have less specific recall of the content of the 

session. They will, however, develop an emotional memory that will be associated with 

the treatment situation. One way that positive affect can be elicited is by focusing on 

affirming a client’s strengths is particularly important for individuals living with memory 

impairment. It may also be beneficial to elicit discussion about successful interaction or 

providing a positive experience, such as access to a drop-in, meals, or activities at the 

end of the session. Ending the session on a positive note may increase engagement. 

One way that positive affect can be elicited is by focusing on affirming a client’s 

strengths. This is particularly important for clients with memory impairment. 
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Adaptation to MI Skills to accommodate brain injury: 

 
Open-Ended Questions: Clients may have difficulty answering open-ended 

questions. It is helpful to provide information in the stem of the question. Rather 

than “Tell me about your substance use last weekend,” it’s better to provide 

information that will serve as a cue. “I know that you were going to visit your aunt, 

and you expected there to be a party. How did that go?” 

Affirmation: Affirmation is particularly important for individuals who may have 

lost confidence in their abilities. Like many clients, those living with TBI may need 

direct assistance in identifying strengths, which can then be used as a source of 

affirmation. 

Reflections: The client’s response to reflections will help to clarify if they have 

understood complex reflections or analogies/metaphors. Clients may do best with 

simple reflections. 

Summaries: Summaries should be frequent, brief, and provided in a multi-modal 

format, using notes or diagrams that are created in a collaborative way. Sessions 

should begin with a review of previous summaries. 

Other recommendations: 

• Use written notes, menus of topics, and visual cues to set a clear agenda 

for sessions. 

• The therapist may need to directly influence the course of the conversation 

by reminding clients of the topic at hand. 

• The therapist may ask permission to be more directive. For example, “We 

both want to make the best use of our time together. If we get off track, how 

can I let you know? Can we use this agenda to keep us focused?” 

• Use the “ZOOM-IN and ZOOM-OUT” technique to elicit information. 
• Engage client in taking an active role in planning and intervention. 

• Time may be spent supporting a client’s willingness to accept or 

collaboratively create needed environmental support when they are having 

difficulty in following through with their stated goals. 

• Clients may benefit from visual cues, signs, or symbols of their commitment 

to making a change. 

• Clients may find enhancing brain health particularly motivating. 
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Behavioral Approaches 
The use of Contingency Management and interventions that include behavioral 

analyses has been demonstrated to be very effective in the treatment of substance 

use disorders, particularly for those clients with co-occurring conditions and those 

using substances such as cocaine, opioids, and methamphetamine, which are 

known to directly alter the functioning of the reward circuit.54, 55 Briefly, Contingency 

Management programs provide tangible reinforcers such as vouchers, goods, or 

privileges to clients for reaching concrete targeted behaviors. Behavior-analytic 

approaches include a systematic analysis to determine what typically precedes 

the drug-use behavior, how the use unfolds, and what happens as a consequence 

of the behavior. This information is used to manage the antecedents (what comes 

before the substance use), as in relapse prevention programs, to identify behaviors 

that can be increased and would directly compete with the substance use, as in the 

Community Reinforcement Approach,56 or to limit the harms associated with use, as 

in Harm Reduction approaches. Behavioral approaches are particularly helpful for 

people living with brain injury to support engagement in treatment, as well as the 

attainment and maintenance of behavioral changes. 

Ample evidence exists that the use of contingency-management strategies is 

effective in increasing treatment retention in varied groups of participants in 

treatment for substance use57 and, in particular, in supporting treatment retention 

in individuals living with brain injury.58 Supporting engagement early in treatment, 

either by providing an incentive of a gift card for completing four sessions of 

assessment and treatment planning or by removing the barriers to attending 

treatment—such as providing taxi fare or support in problem-solving—resulted 

in improved treatment retention and outcomes when compared to a pre- 

intervention motivational interview and attention control. In this case, the active 

treatments were administered in a single phone call prior to the first session of 

the intervention. 

The success of this simple intervention has been attributed to providing clients 

with a clear and immediate reason to attend initial sessions.58 This simplified the 

cognitive calculation associated with motivation to participate from an unknown and 

unspecified potential gain related to their substance use or lifestyle to a simple rule: 

“If I attend, there will be a reward.” When they debriefed clients at the end of the 

study, they found that clients attributed their motivation to attend the intervention 

to the relationship they had formed with their therapist and their motivation to 

achieve treatment goals. In this way, providing an incentive for attending treatment 

supported engagement. This conversion of extrinsic motivation to more intrinsic 

motivation has also been observed for other patient populations participating in 

contingency-management treatment.59
 

To be effective, incentives for participation and/or contingency management 

need to be carefully constructed. The behavior being reinforced needs to be 

monitored consistently and in an objective manner, the selected reinforcer needs 

to be relevant to the program participant, and the reinforcement needs to be 

provided immediately after the desired behavior is observed and withheld if the 

behavior is not observed. More information about the ethical and effective use of 

contingency management can be found in the references and resources at the 

end of this section. 
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The Community Reinforcement Approach CRA or Community Reinforcement 
and Family Training CRAFT60 is a holistic program that can be initiated before 

an individual has expressed a desire to alter their substance use. In some cases, 

the intervention may be initiated by intervening with others in the environment, 

including family training CRAFT.61 The primary components of CRA include a 

behavioral analysis of the substance use behavior with the goal of reducing 

reinforcers associated with the substance use and increasing the availability of 

reinforcement resulting from behavior that directly competes with the substance 

use. Sobriety sampling, skills training, and case management are directed to 

supporting clients to achieve life goals. Communication strategies designed to 

reduce the risk of aggression and promote participation in treatment in individuals 

who may lack awareness of their problematic substance use are also addressed. 

CRA, along with CRAFT, which includes family training, is a particularly useful 

model for individuals who may not have an awareness of the need for intervention 

but have a family member who would be willing to participate in care and learn 

strategies to promote their family member’s engagement. Several aspects of the 

CRA intervention have been found to be helpful in addressing substance use 

disorders in individuals living with moderate to severe brain injuries, including 

intensive case management62, 63 and skills training.64
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Considerations for Participation in Mutual 
Self-Help Groups 
Mutual self-help groups can be beneficial for individuals living with cognitive 

impairments. The benefit of self-help groups may include a venue for making social 

contacts and extending the availability of aftercare for other programs of treatment; 

however, there are some important considerations when recommending these to 

clients. 

In general, attendance at self-help groups is most likely to have the desired effect if 

an individual is able to manage new social situations appropriately, is able to ask for 

any accommodation that they might need, and has someone who can provide an 

introduction to the norms of group membership and potentially escort the individual 

to meetings. Smaller, closed meetings, such as 12-Step study meetings, may be 

the best place to start. However, people who demonstrate significant difficulty 

in managing social situations and whose memory is poor seem to have reduced 

empathy and may find that attending meetings is counterproductive. Consider 

whether your client would be distracted or triggered by talking about substance 

use and if they are able to attend to and remember the essential content being 

offered. 

Because people living with brain injury often require long-term support, teaching 

a client about community based mutual self-help groups such as AA or Smart 

Recovery may be an important goal of the intervention. This is particularly true 

if aftercare resources are limited. Preparing a client to participate in groups may 

include teaching a client about the program the group follows as well as direct 

discussion about group norms—such as how often to attend, what time to arrive, 

and what to expect during meetings. It may also include supporting the client to 

articulate their particular needs to facilitators and other group members. Clients 

will often require assistance in locating groups. Often clients will benefit from the 

support of an escort who can encourage them to attend the meeting, provide 

introductions, as well as explain what is happening in the group. This type of 

support may be phased out once a client is familiar with the group. 

Many programs have “service meetings” that are held in the same setting as a 

program for substance use disorders but facilitated by a participating mutual self- 

help member. Service meetings can be adapted to meet the needs of people 

with neurocognitive impairment by limiting group size to four or five participants, 

spending a portion the meeting on reviewing important concepts, and offering 

the opportunity to share in a more structured fashion with open-ended questions. 

For example, clients may to share one challenge and one success. 

 

 

 

 

 

 

76 TRAUMATIC BRAIN INJURY AND SUBSTANCE USE DISORDERS: MAKING THE CONNECTIONS 



Additional Specialized 
Care Referrals 
When a client presents with a significant 

cognitive disability, or they appear to be 

having difficulty in managing day-to-day 

activity, specialized referrals, where available, 

will be helpful. Remember that clients 

may need support in attending required 

assessments or meeting intake requirements, 

and appropriate support should be offered. 

Case management. Clients with brain injury 

are likely to have many providers, often 

from a variety of disciplines and agencies. 

Therefore, having a team member dedicated 

to coordinating care will improve client and 

provider experience and client outcomes. 

Ideally, the case manager will be familiar 

with, or work in, the service sector (brain 

injury, mental health, or addictions) that 

represents the client’s area of greatest need. 

For example, if cognitive and behavior issues 

are prominent, it is helpful to have a case 

manager from the brain injury sector. 

 

Brain injury rehabilitation services. 
Brain injury services are varied in 

scope and setting. When brain injury 

rehabilitation services are affiliated with 

a hospital, they are typically provided 

by interdisciplinary teams that include 

a Psychiatrist, Occupational Therapist, 

Behavior Therapist, Speech and Language 

Therapist, Neuropsychiatrist, Nurse, Social 

Worker, Vocational Rehabilitation Specialist, 

Psychologist, and Neuropsychologist. Often 

brain injury support is offered in outpatient 

clinics and organizations designed to meet 

the long-term needs of people living with 

brain injury. Becoming familiar with the 

services available in your community will be 

invaluable in accessing needed care. The 

resource section of this ToolKit provides 

information about local brain injury groups 

that can help identify providers in your area. 
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Pulling It All Together (worked example) 
Using a table like the one below will help you to organize your interventions for treatment planning 

purposes. Consider how your clients’ difficulties might impact their ability to participate in treatment and 

address treatment goals. 
 

 
ALERTNESS/ 
FATIGUE 

ATTENTION PROCESSING MEMORY 
EXECUTIVE 
COMMUNICATION 
BEHAVIOR 

Observations Sleepy in 
appointments 

Changes 
topic, 

Gets only 
part of the 

Needs 
reminders 

Dominates in 
groups. Often 

 after 2 p.m. 

Often arrives 

hungry. 

distracted 

by noise. 
message. for appt. 

and tasks. 

makes off-color 

jokes. 

 

GOAL AREA SUPPORTIVE STRATEGIES 

Attendance and participation Review how to make reminders in phone (set alarm for 

one hour before appointments). Schedule for morning appointments. 

Attention and comprehension Use notes in session as cue for topic. Take picture for reminder. Slow down/ 

break down messages. 

Learning and remembering 

new information 

Picture of session notes. Review previous session at start of session. 

Organize information into top two or three things to remember. Repeat key 

messages. 

Following through with tasks Make specific plans, and help to create reminders in phone or as notes/ 

posters at home. Break tasks down into small elements. Encourage client 

to enlist help of family to support follow-up. 

Understanding strengths 

and needs 

Use goal setting. Ask client to predict behavior/track progress. Review 

events, and modify approach as needed. 

Setting realistic goals Encourage client to dream big and start small with a goal that can be done 

in the next week. Build on most recent success. 
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Pulling It All Together 
Using a table like the one below will help you to organize your interventions for treatment planning 
purposes. Consider how your clients’ difficulties might impact their ability to participate in treatment and 
address treatment goals. 

 

 
ALERTNESS/ 

FATIGUE 

 

ATTENTION 

 

PROCESSING 

 

MEMORY 

EXECUTIVE 

COMMUNICATION 

BEHAVIOR 

Observations 
     

 

 

GOAL AREA 

 

SUPPORTIVE STRATEGIES 

Attendance and participation 
 

Attention and comprehension 
 

Learning and remembering 

new information 

 

Following through with tasks 
 

Understanding strengths 

and needs 

 

Setting realistic goals 
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