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Outline

• Recognize the overlap in symptoms between PTSD 
and two types of cognitive impairment: Alzheimer’s 
dementia and Traumatic Brain Injury (TBI)

• Provide practical information for the evaluation of 
PTSD in cognitively-impaired populations

• Introduction of a novel PTSD measure for cognitively- 
impaired populations



American Psychological Association

Why study PTSD in cognitively 
impaired populations?

• Cognitive deficits are part of diagnostic criteria!

• Cognitive impairment is considered to be a bidirectional 
component of PTSD– i.e. both a cause & consequence

• Cognitively-impaired populations have increased 
vulnerability for PTSD

• Cognitive impairment will affect treatment goals and 
interventions

Presenter
Presentation Notes
Impairments in concentration 

Inability to recall aspects of the trauma





American Psychological Association

Impact of cognitive impairment 
on PTSD

• Decreased inhibition of intrusive 
memories & disengagement from the 
present (van der Kolk, 1996)

• Increased exposure to environmental 
stressors & decreased utilization of 
community resources such as social 
support (Vasterling and Brailey, 2005)

Presenter
Presentation Notes
Decreased inhibition of intrusive memories

Increased confusion and/or disorientation

disengagement from the present 



Increased exposure to stressors

Decreased utilization of resources such as social support networks



i.e. An older adult’s transition to an assisted living facility could potentially mimic the confinement an combat veteran experienced in a POW camp.
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Vicious cycle of symptoms

King, 2008
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Methodological limitations

• Wide range of criteria used to study PTSD 
and cognitive impairment

• Co-morbid psychiatric and medical diagnoses 
complicate assessment

• Predominance of non-empirical and case 
studies

• Many PTSD measures are not standardized 
for use with cognitive impairment

Presenter
Presentation Notes
Wide range of criteria used to study PTSD and cognitive impairment

 

Co-morbid psychiatric and medical diagnoses complicate assessment

 

Predominance of non-empirical and case studies



Many tests are not standardized for use with cognitive impairment





PTSD – continuous vs. categorical variable?

Changing criteria for traumatic stressor from DSM-III?

Unique phenomenology? Older adults less re-experiencing and increased arousal?

TBI – many types of brain injuries comparison



Co-morbid psychiatric and medical diagnoses complicate assessment

Substance abuse & dependency – ETOH associated with lower executive fx, visuospatial processing, working memory, retrograde or anterograde memory

Traumatic brain injuries

Poly-pharmacy

Concurrent psychiatric diagnoses – Depression, Anxiety

Malingering/ secondary gain in forensic cases







TBI & PTSD – In 1993, belief that two disorders did not co-exist
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Etiologies of cognitive impairment 
in PTSD

• Pre-morbid cognitive impairment (i.e. learning disability, 
ADHD)

• Impaired cognitive functioning as a result of trauma itself 
(i.e. biological insult in POW camp or TBI)

• Deficits in cognitive functioning as a result of PTSD

• Impaired cognitive functioning attributed to co-morbidities 
or other variables (substance abuse, depression)

• Interaction of PTSD and other variables (co-morbidities, 
substance use, aging, etc…)
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Recommendation #1 
Evaluate pre-morbid risk factors 

for PTSD
• Low educational attainment (Ullman & Siegel, 1994)

• Presence of a learning disability in 
childhood (Udwin et al., 2000)

• Lower pre-morbid IQ is predictive of 
subsequent PTSD, regardless of trauma 
severity(Macklin et al., 1998)

• Higher IQ may serve as protective factor 
(Hart et al. 2008)

Presenter
Presentation Notes
In addition to other risk factors: trauma severity, female, neurotic disposition, Personality Disorder, Inadequate support system, Secondary Gain, ETOH abuse, Recent stressful life change & other risk factors… Lower pre-exposure cognitive functioning was predictive of the development of PTSD following trauma exposure.  





If lower pre-morbid cognitive functioning is a risk factor to development of PTSD, then loss of cognitive functioning can leave the person without appropriate resources to cope with traumatic stress 
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Recommendation #2 
Identify specific cognitive deficits 

associated with PTSD

• Cognitive deficits in learning and 
memory are most common in PTSD

• Deficits are greater when accompanied 
by co-morbid disorders such as 
depression or substance abuse

Presenter
Presentation Notes
Diminished initial registration of information & increased sensitivity to interference (Vasterling & Brailey, 2005)
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Cognitive deficits associated with 
PTSD

Learning/Attention
• Less proficient initial registration of information and 

heightened interference 

Memory
• Diminished short-term verbal memory

Executive Functioning
• Mixed results, some evidence for impaired working memory

Intellectual Functioning
• Higher IQ is associated with resiliency
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Evaluate cognitive domains not 
expected to be impaired in PTSD

• visual-spatial functioning 
• speech production or language 

comprehension
• Basic motor functioning that does not involve 

executive control (finger tapping and 
pegboard)

• simple attention (e.g. digit repetition) and basic 
attention scanning (e.g. cancellation tasks)

• Long-term (delayed) memory
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Why are there deficits in 
cognition with PTSD?

• Activation of the affective and somatic stress 
response in limbic structures, the sympathetic 
nervous system, and the hypothalamic- 
pituitary-adrenal structures

• The adrenergic hyperactivity in PTSD disrupts 
learning and memory processes of the septo- 
hippocampal structures.

• Cognitive sensitivity to threat deregulates the 
frontal and cingulate cortical areas   
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Recommendation #3 
Consider overlap in symptoms 

with other disorders

• Dementia of the Alzheimer’s type

• Traumatic Brain Injury (TBI)

Presenter
Presentation Notes
Many case studies of late-onset PTSD in individuals with neurological illness

Delayed-onset/symptom resurgence is easily overlooked

Difficulties in assessing the elderly

	Older adults’ hesitancy in reporting traumatic events

	Weariness of government institutions & social stigma

	Healthy survivor effect?

	Attribution of psychological states to physical illnesses?

	Discrimination/ageism that poor mental health is a part of growing older

	Novelty of PTSD as a diagnosis

	Difficulty in assessing delayed-onset PTSD?

	Lack of familiarity with psychological tests



TBI – In early 90’s, thought to be mutually incompatible disorders since patients who sustain PTSD simply cannot ‘‘forget’’ the traumatic event, whereas patients who sustain (mild) TBI (e.g. cerebral concussion) have no recollection of the traumatic event’



Growth in susceptible populations 

Adults age 65 or older on the rise to more than 71.5 million by 2030 (U.S. Census Bureau, 2004)

Traumatic brain injuries are more common due to prevalence of IEDs in combat-related trauma (Okie, 2006)

Traumatic event could be the injury itself or surrounding events

Higher co-morbid prevalence rates of PTSD and TBI

Higher incidents among veteran populations
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PTSD in Older Adults

• Many case studies have documented 
PTSD following onset of a neurological 
condition in older adults (Johnston, 2000; Mittal, 
Torres, Abashidze, and Jimerson, 2001; van Achterberg, Rohrbaugh, 
and Southwick)

• There may be an interaction effect on 
cognitive decline between PTSD and 
aging (Golier et al., 2002)
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Dementia of the Alzheimer’s type 
is associated with:

Presenter
Presentation Notes
Recent triggers

Loss of significant others

Physical changes

Social Isolation

Retirement

Elder Abuse

Transition to an assisted living facility

Cognitive Impairment 

Loss of previous coping techniques





Delusions = re-experiencing past trauma? Is memory loss a symptom of organic or avoidance? 

Is paranoia a sign of hyper-vigiliance?

High rates of co-morbid depression in both PTSD and dementia
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TBI & PTSD
• Once believed that TBI & PTSD were mutually exclusive

• Although still controversial, research has demonstrated 
that PTSD & TBI can exist simultaneously despite 
absence of traumatic memory

• Increased prevalence of TBI & PTSD
– IEDs in Afghanistan & Iraq war 
– Higher co-morbid rates of PTSD & TBI (17-56%)

• May show false positives on brief PTSD screens for 
severe TBI due to overlap in symptoms
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Overlap of symptoms between 
PTSD and TBI

King et al. 2008
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Unique symptoms of PTSD & 
TBI

TBI = headaches, 
dizziness/vertigo/balance problems, 
reduced alcohol tolerance, sensitivity to 
light

PTSD = flashbacks/intrusive memories, 
increased startle response, 
hyperarousal, nightmares/night terrors 
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Recommendation #4 
Evaluate amnesia for the event

• Conscious memories for all or parts of the traumatic event.

• One or more ‘islands’ of memory. A person can consequently 
have conscious memory for part of the event in an otherwise 
amnesic period.

• Where there is no conscious/explicit memory of the event due to 
organic amnesia but the trauma is re-experienced by a non- 
conscious/implicit fear response. 

• ‘Pseudomemories’ are generated based on what the patient 
believes has happened or has been told has happened. 

King, 2008
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Amnesia for the event

• Will affect treatment recommendations!
– psychogenic: Treatment that focuses exposure will 

emphasize recalling the event
– organic: Treatment will focus on impossibility of 

regaining memories/using generic stimuli to treat 
PTSD

• Are more distressing parts of the event forgotten and 
less distressing parts remembered?
– More likely to be a psychogenic etiology

Presenter
Presentation Notes
Due to PTSD (Avoidance)

Organic reasons (Dementia/TBI)
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Recommendation #5
• Evaluate medical illnesses and 

medications which could mask or 
resemble symptoms
– i.e. arrhythmia, chronic obstructive 

pulmonary disease (COPD), and 
hyperthyroidism could resemble anxiety

– Urinary tract infection, tumors, or 
medications such as 
Antiepileptics,Benzo’s, Statins, Anxiolytics 
could be related to cognitive impairment
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Recommendation #6 
Adapt testing protocol for 

cognitive impairment

• Frustration with lengthy tests
• Poor comprehension
• Lack of familiarity with testing
• Choose measures which have been validated 

for use with cognitively-impaired populations
• Rely on observations and collateral information 

for more severe cognitive impairment
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Introduction of the 
Simplified PTSD Screen

– The feasibility of PTSD screens has never been 
tested in individuals with mild or moderate levels of 
cognitive impairment

– Existing measures may be too lengthy or contain 
jargon or complex directions

– High rates of false positives in brief PTSD screens 
in individuals with severe TBI, but structured clinical 
interviews may be too lengthy
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Presenter
Presentation Notes
S-PTSD

Simplified language

More concise (8 items)

Bigger font

Use of visual response format

Uses 4-factor model of PTSD (i.e. re-experiencing, avoidance, numbing, and hyperarousal)
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Recommendations summary
• Include both confirmatory & discriminatory measures 

• Be aware of co-morbid mental disorders, medical 
conditions, and medications which may the affect 
presentation of PTSD symptoms

• Adjust measures and interviews to compensate for 
cognitive deficits

• Rely on observations and collateral information for 
more severe cognitive impairment

Presenter
Presentation Notes
Does cognitive impairment have a slow or rapid onset? 

Are cognitive symptoms degenerative or remitting?

Specific cognitive or more global deficits?



Are more distressing parts of the event forgotten and less distressing parts remembered?







Post-concussion symptoms after a mild TBI usually resolve within 3–6 months in 92-94%  of cases

Severe TBI resolves in XXX





Young people = psychotic symptoms

Middle aged = depression and anxiety

Older people = cognitive disorders
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Questions?
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Contact Information

• Name: Sage Schuitevoerder, M.A.

• Address: Alliant International University
10455 Pomerado Road
San Diego, CA USA 92131

• Tel: (858) 228-7701
• E-mail: sagepsych@yahoo.com
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