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Modified acceptance and commitment
psychotherapy in in complex treatment

of comorbidity of post-traumatic stress disorder
and mild traumatic brain injury

0. Ye. Smashna
I. Gorbachevskiy Ternopil National Medical University

The objective: approbation of the effectiveness of modified Acceptance and Commitment Therapy in a complex treat-
ment of patients with comorbidity of posttraumatic stress disorder (PTSD) and mild traumatic brain injury (mTBI).
Materials and methods. 329 veterans from three clinical groups: individuals with PTSD (n=109), with mild TBI (n=112)
and with comorbid PTSD + TBI (n=108), underwent a course of combined therapy lasting 8 weeks: in addition to stan-
dard therapy, they received psychotherapeutic intervention (psychoeducation with elements of motivational interview-
ing and acceptance and commitment therapy for PTSD) and transcranial direct current stimulation (tDCS).

The evaluation of the effectiveness of the treatment, in addition to a comprehensive psychodiagnostic examination before
and after the therapy, included the Quality of Life Assessment Scale (O. Chaban).

Results. Based on the obtained data, we can assume that representatives of the PTSD group, who initially evaluated the
quality of social aspects of their lives more negatively, after the therapy looked more positively at the emotionally colored
spheres of life (sex and mood). At the same time, after the therapy, the feeling of satisfaction with life was more positively
assessed by those patients who were more satisfied with their life conditions before the therapy, and a higher assessment
of the quality of life after the therapy was observed in those patients who, even before the therapy, had a higher level of
satisfaction with your sex life.

Summarizing the obtained data, it can be asserted that as a result of the therapy, the best results in the direction of in-
creasing self-esteem of the quality of life were achieved precisely in relation to patients with PTSD/TBI.

Conclusions. Complex treatment of patients with comorbid PTSD and TBI using modified acceptance and Acceptance
and Commitment Therapy in combination of standard treatment and tDCS is a promising individual treatment methodol-
ogy in this patient population.

Keywords: post-traumatic stress disorder, traumatic brain injury, social functioning, acceptance and responsibility therapy.

MopudikoBaHa ncuxoTepanis NPURHATTA Ta 3000B’A3aHHSA B KOMIMJIEKCHOMY JliKyBaHHi
KOMOpPOGigHOCTI NOCTTPaBMaTUYHOIO CTPECOBOIo po3naay Ta Ierkoi YepenHo-Mo3KOBOI TPaBMU
0. €. CmawHa

Mema docnidxcenns: anpobaitist eekTUBHOCTI MOAMDIKOBAHOT ICUXOTEPAILii IIPUHHSITTS Ta 3000B’13aHHS Y KOMILJIEKCHOMY
JIKYBaHHI Mai€HTiB 3 KOMOPOIAHICTIO MOCTTpaBMATHIHOTO cTpecoBoro posnaxy (IITCP) ta jerkoi 4epemHo-Mo3K0BOI TpaB-
mu (JIUYMT).

Mamepianu ma memoodu. Y H0caiKeH I B3saK yyacTh 329 yyacHukiB 60ioBuX Ailf, ki Oyan gemobinizoBani, 3 TPhOX KIi-
Hiuaux rpym: ocobu 3 IITCP (n=109), 3 JTYMT (n=112) Ta 3 komop6iaaum [ITCP+/TYMT (n=108). Boxu npoiiuuiu Kypc
KOMOIHOBAHOI Teparii TPUBAIICTIO 8 TUIK: KPiM CTAaHAAPTHOI Teparlii 3TiIHO 3 IIPOTOKOJIOM JIiKyBaHHS MAIlIEHTH OTPUMAJIH [ICU-
XOTeparieBTUYHe BTPYYaHHs (IICUXOO0CBITA 3 eJIeMEHTAMU MOTHUBAIIHHOTO iHTEPB'I0 1 Tepartii IpUHSTTS Ta 30008’ I3aHHST JIJIsI
[ITCP) ta TpaHCcKpaHiaJbHy €JIeKTPUUHY CTUMYJIALIO TocTiiHum crpyMom (Transcranial direct current stimulation (tDCS).
Outitka e(heKTUBHOCTI IPOBEIEHOTO JIiKYBaHHSI OKPIM PO3TOPHYTOIO MICUXOAIArHOCTUYHOTO OOCTEKEHHS /10 i TicJIst TIpoBejie-
Hoi Teparii Bkimodasia IIkany orinku piBus skocti xurts (O. Yabar).

Pesyavmamu. Tpencrasrvku rpymu [ITCP, aki Bix moyatky GBI HETATHBHO OIIHIOBAIN SKICTh COIIATLHIX acTIEKTiB CBO-
O JKUTTS, MiCJIst IPOBEAEHOI Tepartii GiIbIl MO3UTUBHO AUBUINCA Ha eMOIliliHo-3abapsiaeni cepu KUTTs (CeKC Ta HACTPiii).
BoaHouwac micist mpoBe/ieHoi Tepartii 6ijbIi MO3UTUBHO OIiHIOBAIM BiUyTTS 3a/0BOJIEHHS Bijl JKUTTS Ti MAIiEHTH, SKi IIE 10
Teparii Oysin GiJIbI 33J0BOJICHI YMOBAMH JKUTTsI, 8 OiJIbII BUCOKA OI[IHKA SIKOCTI JKUTTS IS Tepartii crocrepiranacs y THX
HAI[EHTIB, Y AKKX 1Ile /10 il 1poBeieHHst BikcyBasu Oiiblil BUCOKHUIT PiBEHb 3a[0BOJIEHHS BiJl CBOTO CEKCYaIbHOTO JKITTSL.

Y pesyJibTaTi IpoBeAeHOT Tepartii Halkparii pe3yabTaTi B HAPAMKY TTiABUIIIEHHS OIIHKHU SKOCTI JKUTTsT OYJIH JOCATHEHI came
mrozo naiientis i3 IITCP+J/JIUYMT.

Bucnogxu. Y3arajbHO0UYM OTPUMAHI JaHi, MOKHA CTBEPIIKYBATH, 110 KOMILIEKCHE JIIKYBaHHS TAIIE€HTIB 3 KOMOPOiIHUMU
IITCP ta JIUMT i3 3acrocyBaHHsaM MoandiKoBaHOI Teparii TpUHATTS Ta 30008’ I3aHHST PA30M i3 CTaHAAPTHUM ITPOTOKOJIb-
HuM gikyBaHHsIM Ta tDCS € ehexTHBHIM MeTOZOM iHAMBIyaqbHOTO JTIKYBaHHS Y Iill TIOMYJISIIT AIli€HTIB.

Kaniouogi cosa: nocmmpasmamuynuil Cmpecosuil Po3iad, Yepenio-mo3Ko8a mpasmd, couiaivhe QYHKUiOHYeanms, mepanis
npuIHAMmMs ma 6ionosioarsHocmi.
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feature of modern wars is an increase in the number of in-

jured persons with mine-explosive injuries, as a result of
which there is a significant number of veterans with complex
comorbid pathology — a combination of PTSD and mTBL
Data from the US Veterans Health Administration national
database indicate more frequent visits to a psychotherapist
and completion of at least 8 sessions by veterans with a combi-
nation of psychiatric disorders and TBI compared to individu-
als without a history of TBI. Moreover, comorbidity of PTSD
and TBI itself, but not depression or anxiety, was associated
with more visits to a psychotherapist. PTSD, anxiety, depres-
sion, and a history of TBI were also associated with more visits
after which psychotropic medication was prescribed. Also, a
history of TBI is associated with greater use of mental health
services, regardless of psychiatric diagnoses [1].

Objective and subjective barriers to veterans” access to
treatment/rehabilitation, combined with difficulties associ-
ated with the creation of a comprehensive treatment team of
specialists, make it difficult to provide effective scientifically
based care for PTSD, TBI and related mental illnesses in
military personnel [2, 3]. Veterans with a history of TBI may
falsely attribute their symptoms to the head injury they ex-
perienced rather than symptoms of an underlying psychiatric
disorder. However, a lot of current scientific evidence indi-
cates that long-term symptoms of mild TBI (>12 months)
are primarily related to psychiatric factors, such as a premor-
bid diagnosis of mental disorder or acquired comorbidity
with a mental disorder, and not just to head injury [4-7].

Veterans with PTSD often have significant interpersonal
problems and low levels of social support from family, part-
ners, and peers, leading to problems with social reintegration
[8]. For example, Operation Iraqi Freedom/Operation En-
during Freedom Veterans [9, 10] reported a fourfold increase
in interpersonal conflict within six months after returning
from deployment [11]. Importantly, veterans’ low level of
availability and receptivity to social support is also associ-
ated with suicidal ideation and self-destructive behavior.
PTSD veterans have higher suicide rates than the general
population [12], indicating the importance of interventions
to reduce social isolation among these veterans.

Avoidance of social contact among people with PTSD
can be conceptualized as empirical avoidance within the
framework of psychological flexibility theory [ 13, 14]. This
theory posits that avoiding experiences interferes with liv-
ing a life that is consistent with one’s values [15], which
mostly includes maintaining relationships with family,
partners, friends, and others [16]. Accordingly, avoiding
the experience of such a life over time leads to a further
decrease in social support. In a study of 145 veterans who
served in the Iraq and Afghanistan conflicts, experiential
avoidance was found to be a significant mediator between
PTSD symptoms and veterans’ social support [17]. There
is also evidence that social support (and, conversely, social
problems) influenced PTSD treatment outcomes with the
help of cognitive psychotherapy [18, 19].

Acceptance and Commitment Therapy (ACT) is a cog-
nitive-behavioral approach of third-wave psychotherapy
aimed at increasing psychological flexibility as a means
of reducing distress. It is a transdiagnostic model that has
proven effective in overcoming complex and multifacto-
rial difficulties faced by persons with mental disorders, in
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particular PTSD [20]. Although ACT has been applied to
a wide range of problems, it is well suited to trauma treat-
ment because its processes are specifically designed to re-
duce experiential avoidance. In addition, the high rates of
patients’ non-completion of psychotherapeutic brief inter-
ventions and the high drop-out rate of exposure therapy,
which has been considered the main empirically supported
intervention for the treatment of PTSD, have called for
the development of alternative interventions [21-23].

Empirical research evidence has shown that ACT is an
effective therapeutic approach for PTSD veterans with so-
cial difficulties [24—30]. In a number of scientific works, the
effectiveness of ACT intervention to facilitate psychological
adaptation and reduce psychological distress after TBI [31—
34], including comorbidity with PTSD, has been proven.

The theory of the relational framework or the theory
of verbal behavior [35] is considered to be the theoreti-
cal basis of ACT, so ACT theorists claim that avoidance
of experience partly originates from the verbal behavior of
a person. Language, and in particular self-talk, can play a
critical role in mitigating the distress caused directly by a
traumatic event, because aversive (harmful, destructive)
experiences are described, categorized, and evaluated by
our psyche, and the bidirectional nature of human language
makes this process automatically aversive. Evaluation of
the traumatic event as uncontrollable, unpredictable, and
objectively dangerous determines the subsequent reaction
to the traumatic event — people often feel the need to ex-
plain unusual, unwanted, or unexpected events and make
cause-and-effect attributions after the trauma, but become
entangled in self-explanations.

Some of the key forms of verbal confusion are covered
by the acronym FEAR - fusion, evaluation, avoidance,
and reason-giving. Cognitive fusion refers to the process
in which the behavior-regulating verbal /cognitive stimuli
dominate over other sources of behavioral influence. In
this case, a person can take his thinking literally as truth
and react to his/her constructions of the world as if they
were a realistic world.

It is acceptance and commitment,/responsibility therapy
through the development of psychological flexibility that al-
lows the veterans to begin to accept their problems and dif-
ficulties, and then commit to making the necessary changes
in their own behavior, regardless of what may be happening
in their life, and regardless of their attitude to these events.

Therefore, new approaches to the organization of
treatment with special emphasis on evidence-based psy-
chotherapeutic interventions for veterans with PTSD and
TBI are needed to improve their quality of life, resocializa-
tion, and societal reintegration.

The objective: approbation of the effectiveness of mod-
ified Acceptance and Commitment Therapy in a complex
treatment of patients with comorbidity of PTSD and mTBI.

MATERIALS AND METHODS
We investigated 329 veterans from three clinical
groups, namely: individuals with PTSD (n=109), with
mild TBI (n=112), and with a comorbid condition of
PTSD+TBI (n=108), after providing prior informed con-
sent to participate in the study underwent a course of
combined therapy, namely: in addition to standard ther-
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apy in accordance with the Unified Protocols for PTSD
and mTBI, they received psychotherapeutic interven-
tion (a combination of psychoeducation with elements of
motivational interviewing and Acceptance and Commit-
ment Therapy for PTSD, and transcranial direct current
electrical stimulation (tDCS). The duration of treatment
was 8 weeks: 10 tDCS sessions daily and 8 weekly psycho-
therapy sessions lasting 45—60 minutes 1-2 times a week.

The assessment of the effectiveness of the treatment, in
addition to a comprehensive psychodiagnostic examina-
tion before and after the therapy, also included the study of
various aspects of the quality of life according to the Qual-
ity of Life Rating Scale (O. Chaban). Patients filled out a
self-questionnaire with questions about their physical con-
dition, mood, leisure time, intimate relationships, sexual,
daily, social activity, financial well-being, living conditions,
and assessed their overall level of life satisfaction. The mini-
mum number of points is 0, the maximum is 100.

Classical ACT emphasizes the following components [36]:

1. Identification of problems of social communication
avoidance: participants identify efforts to avoid interper-
sonal experiences. The discussion focuses on how and to
what extent avoidance is problematic for the development
and maintenance of relationships.

2. Avoidance triggers: Negative thoughts and emo-
tions that lead to poor functioning and poor quality of
life (eg, rejection anxiety, inability to trust others, anger,
feelings of inferiority) are identified, and veterans practice
acceptance and mindfulness to manage these experiences.

3. Acceptance: Veterans are encouraged to conscious-
ly accept, rather than avoid, interpersonal situations that
cause anxiety.

4. Mindfulness: Participants engage in mindfulness
exercises to practice nonjudgmental awareness of their
thoughts about others and negative emotions (such as be-
ing aware of anger).

5. Self-compassion: Veterans are encouraged to look at
themselves with more compassion and practice self-com-
passion exercises (such as seeing themselves as a child in
need of compassion).

6. A Life of Value: Participants explain their values
and goals (e.g., building relationships, achieving at work,
participating in the community) and identify barriers that
prevent them from achieving their life goals.

7. Readiness Exercises (Exposure): Participants devel-
op hierarchies for interpersonal triggers and avoidance of
social experiences and practice mindful acceptance during
planned readiness exercises.

8. Cognitive Diffusion: Participants learn that these
are not their anxieties or fears, and they carefully observe
and accept these internal experiences.

9. Purposeful Action: Participants identify life goals
and engage in activities to improve social functioning,
quality of life, and social reintegration, while committing
to achieving valued goals.

A structured study by M. M. Kelly et al. The effective-
ness of a 12-week course of ACT therapy and POP (person-
ally oriented psychotherapy) were shown to a group of 40
pre-selected veterans. It also revealed that PTSD was asso-
ciated with a number of interpersonal problems, including
sensitivity to rejection, low self-esteem, and distrust of oth-
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ers. In this regard, classic traditional ACT strategies aimed
at poor social functioning were supplemented.

For example, adaptation includes:

1) acceptance and mindfulness exercises regarding fear
of being rejected by others, threatened by others, feelings
of inadequacy and mistrust of others;

2) identifying how social avoidance associated with
PTSD symptoms negatively affects social functioning,
with preparedness (exposure) exercises specifically fo-
cused on reducing social avoidance and increasing com-
munity participation;

3) inclusion of exercises for active social interaction
with others (a new socially oriented goal each week).

Second, the researchers also included self-compassion
exercises and a focus on forgiveness of self and others to
reduce the negative focus on low self-esteem as a reason
to avoid others.

Third, material on how to build healthy relationships
was included, including specific interpersonal skills (e.g.,
being present, supporting the other person, being empa-
thetic, sharing valuable experiences, and practicing con-
nection).

Fourth, anger management content was included in a
manner consistent with ACT, as anger is a key emotional
barrier to developing and managing healthy relation-
ships. Veterans practiced being more mindful of anger and
choosing their actions based on their values rather than
anger itself.

Finally, content was included about trust in relation-
ships, which is a major barrier to healthy communication
with others. The ACT treatment description and case
study by Kelly et al. provide more detail on this treatment
approach [36].

Our participants received 8 weekly 50-minute indi-
vid/ual ACT consultations in a modified author’s ver-
sion based on the prototypes described above. Session 1
was devoted to explaining the rationale for treatment and
identifying interpersonal triggers. Sessions 2—4 focused
on mindfulness, cognitive distress, and acceptance of
PTSD symptoms, anxiety about interacting with others,
and acceptance of other negative thoughts and emotions.
Sessions 5 and 6 focused on self-compassion, relating to
others, values, anger, and forgiveness, with a strong em-
phasis on committed action and the social anxiety and
avoidance hierarchies of influence. During the termina-
tion phase (Sessions 7 and 8), therapy focused on ending
treatment, planning for the future, and reviewing progress
and successes in therapy.

All studies of this scientific work meet the require-
ments and principles of bioethics. When performing the
work, safety rules for patients were observed, rights and
canons of human dignity were preserved, moral and ethi-
cal norms in accordance with the main provisions of GSP
(1996), Council of Europe Convention on Human Rights
and Biomedicine (on April 04, 1997), Helsinki Declara-
tion of the World Medical association on the ethical prin-
ciples of scientific medical research with human participa-
tion (1964-2000).

The obtained results were analyzed using the meth-
od of descriptive statistics, W-test of Wilcoxon, as well
as correlation analysis.
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RESEARCH RESULTS
AND THEIR DISCUSSION

Preliminary results from this study showed that al-
though the use of ACT led to improvements in overall
quality of life, it was associated with improvements in
the quality of social relationships, likely because this is a
direct target of this intervention. The ACT intervention
focused on developing a long-term plan to improve social
relationships, which may have helped veterans maintain
their social relationships after treatment. In addition, this
result was confirmed by increased participation in social
and recreational activities at the end of treatment.

The effectiveness of the complex intervention was indi-
cated by the dynamics of assessment of the quality of life ac-
cording to the «Quality of Life Assessment Scale» method
by patients of all clinical groups before and after the course
of therapy, the indicators of which were analyzed using the
Wilcoxon test for two dependent samples (tables 1-3).

TEMMU

According to the results of the analysis, it was found
that the quality of life of the representatives of the PTSD
group as a result of the therapy significantly (p<0.0432)
increased according to all the investigated criteria of this
phenomenon, except for the quality of physical condition
(p=0.0539) and the quality of living conditions (p=0.0512).

According to the results of the analysis of the results
of the Wilcoxon test of the «Quality of Life Assessment
Scale» method in patients with TBI before and after the
therapy (Table 2), it was established that, as in the respon-
dents of the PTSD group, self-assessment of the quality of
life also increased after therapy (p<0.02053), but only in
six out of ten spheres, and there was no improvement in
the spheres of daily activity, living conditions, sexual and
financial spheres (p=0.05205).

The analysis of the results of the «Quality of Life Assess-
ment Scale» method, obtained during the examination of
the respondents of the comorbid condition of PTSD+TBI

Table 1

The results of the Wilcoxon test comparing the indicators of the «Quality of Life Assessment Scale» method during the
first (1) and re-examination (2) of respondents of the PTSD group

Scale Ranks Average S L LT Comparison r4 p
rank ranks cases
a 51,263 2050,5 40 (1)>(2)
1 b 51,653 3202,5 62 (1)< (2) -1,927 0,0539
c - - 7 (1)=(2)
a 32,833 689,5 21 (1)>(2)
2 b 58,606 4981,5 85 (1)< (2) -6,776 1,24E-11
c - - 3 M=
a 24,094 385,5 16 (1)>(2)
3 b 57,665 5074,5 88 (1)< (2) -7,616 2,62E-14
c - - 5 (1)=(2)
a 23,167 139 6 (1)>(2)
4 b 55,32 5532 100 (1)< (2) -8,513 1,7E-17
c - - 3 M=(2
a 27,563 441 16 (1)>(2)
5 b 55,953 4812 86 (1)< (2) -7,307 2,73E-13
c - - 7 (1)=(2)
a 23,389 421 18 (1)>(2)
6 b 56,451 4629 82 (1)< (2) -7,246 4,29E-13
c - - 9 M=
a 50,162 1856 37 (1)>(2)
7 b 49,098 2995 61 (1)< (2) -2,022 0,0432
c - - 11 (1)=(2)
a 48,42 2130,5 44 (1)>(2)
8 b 55,492 3329,5 60 (1)< (2) -1,950 0,0512
c - - 5 M=
a 29,1 436,5 15 (1)>(2)
9 b 57,522 5234,5 91 (1< (2) -7,576 3,55E-14
c - - 3 (1)=(2)
a 30,733 461 15 (1)>(2)
10 b 55,625 4895 88 (1)< (2) -7,304 2,78E-13
c - - 6 (1)=(2)
_ a 13,5 13,5 1 (1)>(2)
Q“T‘i'f';" of b 55,384 59815 108 1)< (2) -9,023 1,83E-19
c - - 0 M=(2)

Note: a — negative ranks, b — positive ranks, ¢ — coincidence of observations.
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Table 2

The results of the Wilcoxon test comparing the indicators of the «Quality of Life Assessment Scale» method during the

first (1) and re-examination (2) of the respondents of the TBI group

Scale Ranks Average rank I D Comparison z p
ranks cases

a 36,36 909 25 (1)>(2)

1 b 57,607 4551 79 (1)< (2) -5,917 3,3E-09
c - 8 (1)=(2)
a 48,4 1936 40 (1)>(2)

2 b 53,5 3317 62 (1)< (2) -2,316 0,02053
c - - 10 (1)=(2)
a 36,388 1637,5 45 (1)>(2)

3 b 58,45 2922,5 50 (1)< (2) -2,392 0,01677
c - - 17 (1)=(2)
a 46,7062 2148,5 46 (1)>(2)

4 b 54,590 3002,5 55 (1)< (2) -1,451 0,14689
c - - 11 (1)=(2)
a 47,6363 2096 44 (1)>(2)

5 b 53,5964 3055 57 (1)< (2) -1,629 0,10332
c - - 11 (1)=(2)
a 40,3709 1251,5 31 (1)>(2)

6 b 47,4741 2753,5 58 (1)< (2) -3,096 0,00196
c - - 23 (1)=(2)
a 46,5243 1907,5 41 (1)>(2)

7 b 50,8125 2845,5 56 (1)< (2) -1,695 0,09016
c - - 15 (1)=(2)
a 44,03125 1409 32 (1)>(2)

8 b 49,29032 3056 62 (1)< (2) -3,127 0,00176
c - - 18 (1)=(2)
a 48 1920 40 (1)>(2)

9 b 51,35593 3030 59 (1)< (2) -1,94 0,05205
c - - 13 (1)=(2)
a 44,9142 1572 35 (1)>(2)

10 b 52,7812 3378 64 (1)< (2) -3,166 0,00154
c - - 13 (1)=(2)
) a 40,2631 765 19 (1)>(2)

Qualty of b 59,25 5451 92 (1)< (2) 6,896 5,4E-12
c - - 1 =2

Note: a - negative ranks, b — positive ranks, ¢ — coincidence of observations.

before and after therapy (Table 3), indicates that they had
a statistically significant increase in the assessment of the
quality of their life in all the studied areas (p<0.00184).

In order to identify the possible interdependence of the
level of satisfaction with the quality of one or another sphere
of life of the respondents of the studied groups, the calculation
of the Spearman rank correlation coefficient of the indicators
of the «Quality of Life Assessment Scale»> method during the
first and second examination was carried out (tables 4).

According to the results of the analysis of the indica-
tors of the «Quality of Life Assessment Scale» method of
the representatives of the PTSD group (table 4), it was es-
tablished that between the indicators 9 of the scale at the
first examination and the indicators 2 of the scale at the
re-examination, as well as between the indicators 6 of the
scale at the first examination and the indicators 4 of the
scale upon re-examination, there were statistically signifi-
cant negative correlations (p>-0.188; p<0.05). In addition,
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there were, on the contrary, positive correlations between
indicators 8 of scale at the first examination and the in-
dicators 10 of the scale at re-examination, as well as be-
tween indicators 4 of the scale at the first examination and
the integral indicator of quality of life at re-examination
(quality of life) (p=0.223; p<0.02).

Based on the obtained data, we can assume that rep-
resentatives of the PTSD group, who from the beginning
evaluated the quality of social aspects of their life more
negatively (social activity and the sphere of employment),
after the therapy looked more positively at the emotional-
ly colored spheres of life (sex and mood). At the same time,
after the therapy, the feeling of satisfaction with life was
more positively assessed by those patients who were more
satisfied with their life conditions before the therapy, and
a higher assessment of the quality of life after the therapy
was observed in those patients who, even before the ther-
apy, had a higher level of satisfaction with their sex life.
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Table 3

The results of the Wilcoxon test comparing indicators of the «Quality of Life Assessment Scale» method during the first
(1) and re-examination (2) of respondents of the comorbid condition of PTSD+TBI group

Scale Ranks Average S Number of cases Comparison r4 p
rank ranks
a 38,5303 1271,5 33 (1)>(2)
1 b 57,7029 3981,5 69 (1)< (2) -4,533 5,83E-06
C - - 6 =2
a 20,9286 293 14 (1)>(2)
2 b 56,3636 4960 88 (1)< (2) -7,802 6,09E-15
c - - 6 M=()
a 22,1364 243,5 11 (1)>(2)
3 b 53,483 4706,5 88 (1)< (2) -7,801 6,14E-15
c - - 9 M=2
a 22,2 333 15 (1)>(2)
4 b 58,1333 5232 90 (1)< (2) -7,845b 4,33E-15
c - - 3 M=()
a 33,25 266 8 (1)>(2)
5 b 50,4157 4487 89 (1)< (2) -7,608 2,79E-14
C - - 110 (1)=(2)
a 27,6154 359 13 (1)>(2)
6 b 53,9195 4691 87 (1)< (2) -7,460 8,66E-14
c - - 8 M=
a 39,6711 1507,5 38 (1)>(2)
7 b 56,4344 3442,5 61 (1)< (2) -3,388 0,0007
c - - 9 M=
a 38,3429 1342 35 (1)>(2)
8 b 51,5088 2936 57 (1)< (2) -3,114 0,00184
C - - 16 (1)=1(2)
a 24,6667 296 12 (1)>(2)
9 b 55,0778 4957 90 (1)< (2) -7,792 6,6E-15
c - - 6 M=(2)
a 24,125 289,5 12 (1)>(2)
10 b 54,6236 4861,5 89 (1)< (2) -7,755 8,8E-15
[ - - 7 (1)=(2)
a 1 1 1 (1)>(2)
Quality of life b 55 5885 107 (1)< (2) -9,019 1,9E-19
c - - 0 M=(2

Note: a — negative ranks, b — positive ranks, ¢ — coincidence of observations.

Among all research groups, the fewest correlations oc-
curred in the TBI group (4). Negative correlations (p>-0.197;
p<0.037) in this case occurred only between indicators
of scale 5 at the first examination and scale 4 at re-ex-
amination, as well as between indicators of scale 6 at the
first examination and scale 9 at re-examination. That is,
respondents who rated the quality of their daily activi-
ties more poorly after therapy felt more satisfied with the
sexual sphere of life, and those who rated the aspects of
social activity in their lives more poorly after treatment,
on the contrary, rated their employment more highly. The
obtained results make it possible to state that as a result of
the therapy, the best results in the direction of increasing
the self-esteem of the quality of life were achieved precise-
ly in relation to patients with comorbid TBI.

An analysis of existing research on psychotherapeutic
effects in servicemen with comorbid PTSD and TBI indi-
cates that the majority of studies were concerned only with
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the identification and analysis of factors of psychotherapeu-
tic effects, specifically, Matthew Price et al [8] examined
the role of four theoretical functional aspects of social sup-
port on pretreatment PTSD symptom severity and treat-
ment response in a sample of Operation Iraqi Freedom/
Operation Enduring Freedom veterans receiving a social
support-based psychotherapeutic intervention.

M. M. Kelly et al [16] investigated the impact of
avoidance responses on perceived social support in vet-
erans with PTSD on the process of social reintegration,
and concluded that experiential avoidance may be an im-
portant treatment target to enhance long-term functional
recovery and reintegration.

A study by K. A. Lord et al. [18] examined temporal
relationships between PTSD symptoms and measures of
social functioning during cognitive processing therapy.
The researchers concluded that social-role functioning
problems for patients with military status led to a slower
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Table 4

The results of the calculation of the p-Spearman rank correlation coefficient of the indicators of the «Quality of Life
Assessment Scale» method of PTSD group representatives at the first (1) and re-examination (2)

Scale 1(2) 2(2) 3(2) 4(2) 5(2) 6(12) 7(2) 8(2) 9(2) 10(2) QL (2)

)y L2 -0,065 | -0,125 0,12 -0,042 | -0,047 | -0,035 | 0,045 | -0,051 | -0,128 | -0,056 | -0,152

p| 0502 | 0,195 | 0,213 | 0665 | 0628 | 0,716 | 0,644 | 0,602 | 0,186 0,56 0,114

a1 12 0,095 | -0,046 0,01 0,054 | 0,097 | -0,145 | 0,138 0,1 0,145 | -0,061 0,109

p| 0325 | 0635 | 0916 | 0577 | 0,315 | 0,132 | 0,151 | 0,301 | 0,132 | 0,532 0,258

s 12 -0,024 | -0,059 | 0,021 | -0,115 | 2E-04 | -0,028 | 0,021 | -0,009 | -0,083 | 0,052 -0,091

p| 0804 | 0539 | 0,825 | 0,235 | 0998 | 0,774 | 0,827 | 0,924 | 0,392 | 0,591 0,348

sy 1P 0,109 | *0,205 | -0,039 | 0,109 | 0,165 | 0,013 | 0,186 | 0,086 | -0,033 | 0,07 *0,285

p| 0259 | *0,032 | 0,687 | 0,258 | 0,086 | 0,891 | 0,053 | 0,377 | 0,735 0,47 0,003

s |- -7E-04 | 0,131 0,036 | 0,068 | -0,034 | 0,02 | 0,088 | -0,014 | -0,118 | 0,005 0,112

p| 0994 | 0175 | 0,709 | 0483 | 0,723 | 084 | 0,362 | 0,882 | 0,22 0,959 0,248

s |- -0,061 | 0,165 | 0,042 | *-0,236 | 0,046 | -0,157 | -0,081 | -0,071 | -0,071 | -0,095 | -0,128

p| 052 | 008 | 0663 | *0,013 | 0,631 | 0,103 | 0,404 | 0,462 | 0,462 | 0,324 0,186

1P 0,055 | 0,042 0,09 -0,156 | 0,127 | 0,062 | -0,171 | 0,125 | 0,024 | -0,004 0,031

p| 0569 | 0667 | 0,352 | 0,105 | 0,186 | 0,522 | 0,076 | 0,197 | 0,806 | 0,969 0,746

a1 |2 -0,024 | -0,054 | 0,01 -0,066 | 0,003 | -0,135 | 0,054 | -0,015 | 0,085 | *0,223 0,004

p| 0803 | 0575 | 0914 | 0,494 | 0977 | 0,162 | 0,574 | 0,876 | 0,378 *0,02 0,964

ot |2 0,027 | *-0,188 | -0,045 | 0,003 | -0,066 | 0,098 | 0,113 | -0,052 | -0,024 | -0,005 0,006

p | 0778 *0,05 | 0,639 | 0978 | 0,495 | 0,311 | 0,242 | 0,595 | 0,806 | 0,957 0,952

R 0,037 | -0,043 | -0,07 | -0,097 | -0,009 | 0,067 | 0,043 | -0,088 | 0,062 -0,02 -0,012

p| 0702 | 0654 | 0468 | 0315 | 0925 | 0,492 | 0,654 | 0,36 | 0,525 | 0,838 0,904

aLy 12 0,037 | -0,007 | 0,068 | -0,133 | 0,092 | -0,106 | 0,096 | -0,03 | -0,033 | 0,023 0,012
p | 0704 | 0,946 | 0,481 0,168 | 0,341 | 0,275 | 0,323 | 0,758 | 0,73 0,814 0,9

Note: Note: QL — quality of life.

reduction in PTSD symptoms during psychotherapy in-
tervention.

J. Rauwenhoff [29] investigated the effectiveness of an in-
tervention in patients with TBI consisting of 8 psychological
sessions of acceptance and commitment therapy. Evidence-
based existing protocols have been adapted to the needs of
clients and potential cognitive impairments after TBI. The
general changes were the use of visual materials, note-taking
and repetition. Specific adaptations for ACT include the Bus
of Life metaphor as a repetitive exercise, shorter mindfulness
exercises, simplified explanations, emphasis on experiential
exercises, and monitoring of completed actions. However,
this intervention was not combined with traditional drug
therapy, and there was no group of patients with comorbid
PTSD, as we conducted in our study.

Also, the existing studies did not cover the possibili-
ties of differential therapeutic influence, which we formed
in the course of our research, and which consisted in the
difference in the set of therapeutic methods and strategies
depending on clinical symptoms, indicators of vitality and
pathogenetic dependence of symptoms.

The work of M.M. Harvey et al [2] was close in terms of
the purpose and structure of our study. Harvey et al., who
investigated the effectiveness of a comprehensive multidis-
ciplinary two-week outpatient treatment of veterans with
complex mental health problems. The organization of the
therapeutic intervention was similar to that proposed in our
study and consisted of a differential approach, taking into ac-
count whether PTSD or TBI symptoms predominated. The
program combined skill-building group work, family educa-
tion with individual treatment in two areas: one for those

22

with primary PTSD and related mental health problems, and
the other for those with post-traumatic stress disorder.
Cognitive rehabilitation, multimodal physical therapy,
and psychological treatment may benefit from TBI. The
results of the analysis of the effectiveness of this approach
to treatment were characterized by a high level of comple-
tion of all stages of treatment, as well as a statistically sig-
nificant and clinically significant decrease in the severity
of PTSD, neurobehavioral and depressive symptoms in
107 veterans with PTSD and 21 veterans with TBI. How-
ever, the study did not aim to compare the effectiveness
of this intensive model compared to standard evidence-
based therapy, or the long-term outcomes of the study.

CONCLUSIONS

Therefore, the results suggest that complex treatment
of patients with comorbid PTSD and mTBI is a promising
individual treatment methodology in this patient popula-
tion. This exploratory study lays the foundation for future
prospective, controlled, comparative effectiveness studies
that will contribute to further understanding of the effec-
tiveness of intensive psychotherapy care based on accep-
tance and commitment therapy.
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