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Foreword
&

raumatic Brain Injury (TBI) is a staggering problem in the United States.

Over 700,000 cases of TBI occur annually with 100,000 deaths each year
and 70,000 to 90,000 people are left with permanient disabilities that would
require rehabilitative measures. It is estimated that there is a prevalence of
1,000,000 to 1,800,000 cases in the United States. Traumatic brain injury is an
epidemic in the United States resulting in a one-billion-dollar-a-year industry.
Since it typically occurs in young people (15-30), those with permanent
disabilities may live for many years burdening the individual, the family and
societal institutions,

In relation to this growth, there are now more than 700 programs listed in the
1990 directory published by the National Head Injury Foundation, They are
listed under a dozen categories, ranging from acute care to employment. Most
involved the management of long term problems in the community. All of this
growth has taken place during the 1980, Despite the ferment in the field, there
are few places in this country with a decade of experience in working with
individuals with TBI.

During the carly 1970 there were very few countries engaged in the active
rehabilitation of individuals with traumatic brain injury. In pare this was because
traumatic brain injury was fargely a wartime phenomenon undil the rise of the
high speed motor vehicle and the superhighway, In the United States, medical
rehabilitation which grew out of World War 11, was concerned with spinal cord
injury and amputations, and distanced itself from involvement with disturbances
in behavior and cognition assaciated with brain damage. Medical programs
concentrated on motoric dimensions of activities of dinly living. Vocanonal
programs concentrated on counseling, work sample approaches, and job place-
ment. The actual care and study of traumatie bran imjury did not occupy a high
prionty. 1t s only very recently that state departments of health, and social and
rehabilitation services have designated TB i a separate, detinable condition,
requinng special consideration with regard to manpower and services.

During the 1970 the Brtsh plwved a great rolem calhng attenuon o trimaric
bram injury with advances in research, while the srachs advanced var knowl-
edee of cinecal management of people with hands on experiences since during
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this time period Israclis were involved with continning battles along their
borders. Some were part of little known skirmishes, some were part of major wars
(e.g, Yom Kippur War=1973). Their TBI population suffered not only from
classical penetrating head injuries due to missiles, hut also from head injuries due
to driving at high speeds under conditions of poor illumination and moving
soldiers and supplies under cover of darkness. Isracl is a small country with an
army composed of civilians who needed clincial attention. Injured veterans are
treated as national heroes demanding a high priority for both services and
rescarch. Consequently, a great deal of thought and effort went into their care,
A bricf history of the evolution of how the Israclis developed their programs is
presented by Katz & Florian who were there at the beginning and participated
in the process.

Israeli programs take on additional meaning for the United States, One person
who played an important role in pointing our that traditional models of
rehabilitation were not appropriate was Yehuda Ben-Yishay, An American
citizen and ex-soldier in the Isracli army, he was familiar with its health care
delivery system and its population. He played a key role in initiating one of the
programs described in this monograph. Based in part on these experiences, he set
up one of the first programs to treat the combination of cognitive and behavioral
deficits in order to facilitate living with the family and return to employment. He
worked with individuals with traumatic brain injury who had failed to return to
gainful employment following conventional courses of medical and vocational
rehabibitation they were delivered in the Tate 1970% i the New York City area.
This program is still ongoing and is recognized ata national level. Readers will
be interested in examining the thrust of the original program which is described
i chapter four by Hootien, Becker, & Vakilas itis being delivered, some 15 years
Later. This model s now recognized and aceepted in this country. Calling an
mdividual who has suttered traumatic bram igury a trnnee rather thana patient,
as a reflection ot a philosophy which was communitv-oriented rather than
hospital-oriented, was an mdication of the direeton ot the program. At that
e, considerable eftort was required o break down traditional patterns of
service delivery imchding team structures and therapeutic technigues, and
simply call to artention to the tact that people with traumatic bram ainjury could
not be managed with conventional methads.

The other chapters are of equal nterest because the authors have been i close
touch with contemporary thinking im the CSAL (Shlomo Katz s a PhoD. trom



the University of Wisconsinand Yigal Gross played an important role in program
development at the JFK program). Katz describes a novel adaptation of a
sheltered workshop to address psychosocial as well as vocational needs for TBI
The description of the organization of the staff and clients in order to provide
work whichismeaningful and the attempt tofoster self-actualization by providing
clientsrolesin administration, decision making and daily operationof the center
is & marked departure in dealing with these issues. By providing activities such
asthe inclusion of attendants in training in order to prevent burnout, one can see
anapproach to aproblem of great importance aswe examine healthcare outreach
of hospital systems. The chapter by Stern is a good illustration of the evolution
of a sophisticated multidisciplinary model under medical leadership to address
ongoing long-term needs for outpatients. The day center program was changed
to a day clinic to permit participants to shed their dependent status and engage
in more productive activities for most of the week, Treatment is viewed as a
supplement to the patient's experience of reality and is not asubstitute for reality.
Traditional therapies are refashioned to accommadate to the evolving needs of
acommunity-based population. Changes in treatment technigues brought about
by technology, e, the use of computers in cognitive remediation, are also
described. Attemprs to tackle different problems such as improving abstrac
thinking are described.

The final chapter by Klag, Gross, Ben Nachum, Moed, & Fishman is cast much
more explicitly in a psychotherapy framework, Brain damage results in @
fragmentation of the self-concept. Think of it this way. Most people, when asked
to identify themselves (Who are you?), choose to identity themiselves by their
occupation or role, Inthe case of TBI, the premorbid self-<concept cannot be
squared with current realities. In response to the question, who are vou, the
individual with TBI has to mtegrate a pre and a post trauma experience

Traditionally, cognitive impairments are treated as deticits msolated skills to be
corrected or ameliorated intheir own right. Henee the highancdence ot denial
and the difticultios in making cognitive retrning refevant and generahizable in
people with brain danvage. The authors propose that cognitive deficits be treated
not as phenomena m their own right, but as soerces of contusion to a person
trying to make sense out of informat.on and mamtam a consistent self-coneept.
This point becomes the central tocus of the entire rehabilitation program. The
mterventions which follow from this preavse have traditionally been hard o
mplement i a pracucal way. Some of these interventions are spelled outin
usetul case Hustrations. The amm s to help the person achieve coherenee of
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information and experiences. This goal is congruent with the classical work of
Kurt Goldstein as far back as World War L Itisalsoup todate and fits with present
day social psychologists who steess self-cfficacy as a primary drive/incentive and
learning theosists who have moved away from simple stimulus-sesponse rein
torcement theory to notions of intrinsic motivation,

In sum, these papers present not only useful models of how TBI programs
designed to be community-based have evolved but the concepts in themselves
are timely and stimulazing, The recent directory of programs published by the
National Head Injury Foundation, which lists hundreds of programs which
present alternative patterns of treatment for comimunity reentry, only reinforees
the timeliness of this monograph. As we move in the 1990's towards shaping
health services and rehabilitation systems which work and, in the absence of
replicated bodies of scientific knowledge, it is helpful t learn how others have
been dealing with these problems.

by
Leomard Diller, Ph.D.

Chiet of Behavioral Sciences, Rusk Institute of
Rehablitatve Medicine, New York City Medical Center
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CHAPTER ONE
Introduction

Shlomo Katz, Ph.D.; Victor Flovian, Ph.D.

()
L4

he purpose of this monograph is to describe community rehabilitation

services available for persons with traumatic brain injury (TBI) in Isracl
today. These services evolved from public and professional attempts to find
appropriate intervention techniques to help persons with brain injury lead
relatively independent lives in the community. This introduction will provide a
short historical survey ot the evolution of these services in Israel with the
fellowing chapters providing a detailed description of these services and programs.

There has been an impressive increase in the number of professionals and
programs serving persons with traumatic brain injury during the last two decades
in Israel. As in other countries, the development of community programs for
persons with traumatic brain injury in Israel was made possible only after TBI was
recognized as a specitic disability requiring unique intervention technigues
developed specitically for this population (McMahon & Fraser, 1838). Prior to
the establishment of these programs, the rehabilitation services were generally
not equipped to deal with this particular population because of the lack of
knowledge and understanding of the cognitive and psychosocial consequences

of TBI.

Oten persons with traumatic brain injury were treated according to the domi-
nant symptoms which they presented. If the problems were essentially physical,
these individuals were treated as if they were physically disabled with hule
attention given to the associated copnitive impairments. In cases where these
persons presented severe behavior problems they were perceived as psychiatne
patients. Consequently, persons with TRE were often pliced i institutions for
people with mental illness,

The perception of traumatic bram injury as i subgroup of other disibilities, as
psychatrie tiness o physical disabiliy often led o misdiagnosisand placements
which Jid not mecet these pcrsun\' needs. Persons with TBE who were plnccd in
rehabilitation settings with erther a predomumantly psvehiatnie or physical
rehabilitation orientation, generally received such treatment as chemotheraps
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and physical restoration. In these settings lictle consideration was given to the
rehabilitants’ neurological problems. These settings did not provide specific
services such as like skills retraining, cognitive rehabilitation, memory training,
and behavior management programs for persons who required these specific
services due to brain injury. Asaresult, these persons received little help in their
struggle to adjust to life in the community. Consequently, many of them were
transferred to psychiatric institutions or nursing homes where they lingered
untreated for many years. This often resulted in chronicity. In addition, those
persons who did not have severe behavior problems were unable to function in
the open job market or often had problems in dealing with family and other social
issues because of the lack of appropriate community services.

An additional factor which had an impact on the development of community
services for persons with TBI was the relative increase in the survival rate of
personswith thisdisability, Due toadvancesinmedical technology, neurosurgery,
and physical treatment, 60% of persons after brain injury now survive, compared
with 15% adecade ago, This increase in the numbers of persons who survive with
brain injury required that rehabilitation services find solutions for these persons’
problems.

One agency that was faced with an ever increasing number of persons with TBI
as the Ministry of Detence's Department of Rehabilitation which is responsible
for the rehabilitation of veterans. This problem became more pressing after the
Six Day War and the war of attrition that followed upon the conclusion of that
war. The Ministry of Detence’s Department of Rehabilitation found itself with
additional numbers of veterans with traumatic brain injury who required exten-
sive rehabilitation sepvices to find their niche i society and employment
commensurate with theirabilities. Although these veterans' disability pensions
were generally sufficient to satisty their economic needs, many of thenr were
unable to leave their homes or immediate community and, theretore, led
restricted lives and were a burden on their families. Many of these veterans had
severe behavior problems which ncreased the level of domestic stress. These
veterans with head injuries and brain ingury and their families requested with
increasing urgency that the Mmstry of Detence’s Department of Rehabilitation
find solutions tor their problems, It was clear that hospitalization in psychiatric
hospitals and nursing homes were notappropriate responses to these persons’
request for help (Gur, 1990). A solution that appeared promusing was the setting
up of community-based sheltered empleyment workshopsand mtense treatment
programs specttically designed to mest this population’s needs.
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In 1972, the Ministry of Defence’s rehabiliration department initiated a request
to the psychology department of Tel Aviv University for help in setting up a
community treatment and rescarch program for persons with brain injury (Gur,
1990). The request was for a service that could help alleviate some of the severe
behavior problems manifested by the brain-injured veterans and develop treat-
ment methods appropriate for this population. This service, which was situated
at the university, offered cognitive therapy, family counseling and individual and
group psychotherapy. These services were provided by a small unit for a limited
number of difficult cases. This unit constituted the first community-based
program that attempted to combine cognitive therapy with other intervention
techniques toalleviate the multifaceted problems that characterize the situation
of these persons with severe brain injury and their families.

The unit at Tel Aviv University was research oriented and served persons whose
brain injury had resulted in severe cognitive and behavior problems. Therefore,
it was not setup to help large numbers of persons with TBl or treat other veterans
whose brain injury was accompanied by less severe behavior and cognitive
disabilities and whose main problems were unemployment and social isolation,
In December of 1972, the Ministey of Defence’s Department of Rehabilitation
requested hielp from the rehabilitation psychology program of the Deparement of
Psychology at Bar-llan University in setting up a research project to investigate
the feasibility of a service for brain injured veterans who were living at home but
were unable to return to their former place of employment and had not found
alternative employment in the open job marke. A rehabilitation center was set
up in the Tel Aviv area whose purpose was the provision of sheliered employ-
ment and recreational services tor this population. Initially, the center was part
of a research and demonstration project that evaluated the efficacy of the center
both i improving the tunctioning of these veterans and their tamilies i a
number of significant areas of activity and in improving these persons’ and
tamilies quality of life. On the basis of the positive results of this research (Kaez,
Galatzer, & Kravetz, 1978), 1t was deaded to retun the center i a permanent
service tor this papulation of veterans.

The 1973 Yom Kippur War sigmiticantly increased the need for commuaniey
programs for veterans with TBL A a tragie consequence of modern weaponry,
a tarly Large number of soldiers sustiwned head injuries and, theretore, required
extenstve rehabilitation services. Three additional community programs were
mitiated woserve these veterans. These were () aday center ar Be Loewenstein

IFTIR Mo b 390 ) }



Medical and Rehabilitation Center (b) The National Institute for Rehabilita-
tion of the Brain Injured, and (¢) the Unit for Neuropsychological Treatment
and Rehabilitation.

Beit Loewenstein is a major rehabilitation center which is sponsored by the
Worker Fund's health insurance program. It provides a wide spectrum of medical,
psychological, and social rehabilitation services for a variety of physical disabili-
ties resulting from paraplegia, amputations, cerebrovascular accidentsand cervio-
cranial injuries. After the Yom Kippur War Beit Loewenstein became the main
medical center for the hospitalization and rehabilitation of nersons with TBI
This was a natural choice because the center had acquired experience in
developing specialized treatment programs for persons with TBI especially with
regard to the acute stages of the disability (Najenson, Mendelson, Schechter,
David, Mintz, & Groswasser, 1974).

This concentration of persons with TBI at the Beit Loewenstein Medical and
Rehabilitation Center required the establishment of new programs to meet the
needs of these persons. An extensive multidisciplinary program was initiated
which with time developed into a center for day care service. In the past, these
persons had often been hospitalized for long periods so that they could receive
extensive and comprehensive treatmeat. Since hospitalization usually does not
encouage independence, providing this treatment as part ot a lengthy hospital-
ization was often detrimental to these individuals’ successtul rehabilitation. The
day care center for persons with TBI was set up so that these people could
continue to receive rehabilitation services while living at home and adjusting to
their new realities. These services were aimed at helping persons with TBland
their families cope with the ditficulties associated with reintegration into the
family and the community. These services also helped o prepare them return to
the world of work whenever such an outcome seemed possible. This day center
wits the prototype of the services that will be described in chaprer three,

After the Yom Kippur War, the Rusk Institute at New York University ottered
assistance to the Ministry of Defence indeveloping treatment programs tor brain
tnjured veterans. Thisoffer was acceptedand Professor Yehuda Ben-Yishay of the
Rusk Institute came to Israel with i number of his New York staft to help set up
comtmunity programs for the rehabilitation of veterans with brain injury. The
orginiai proposal which was once again mittated and sponsored by the Ministry
of Defence’s l)cp;lr(mcm of Rehabilitation was to establish two pnru“cl pro-
Eras, oneat the Beit L wWweintein Mudncul '.md Rt'h.lhllnaltlt n Center amd thc
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other acommunity-based program at Beit Halochem, a recreation and treatment
center for disabled veterans near Tel Aviv, However, the proposed program was
eventually maodified and instead of the parallel programs two independent
rehabilitation programs for veterans with brain injury were developed. One was
the program at Beit Loewenstein and the second was located at the Beit
Halochem recreation and treatment facility.

The program at Beit Halochem was set up in 1975 by part of the staff from the
previously described srograin at Tel Aviv University which had meanwhile
ceased functioning.  dessor Ben-Yishay spent a year training and supervising
the team working on the project which was an intensive community-based
program along the lines found today at the Rusk Institute and other centers
throughout the world. The Beit Halocliem program evenrually evolved into the
National Institute for Rehabilitation of The Brain Injured which will be
described in chapter four.

The National Institute For Rehabilitation of the Brain Injured has recently taken
over professional responsibility for another community-based program in Haita
which was set up to serve persons with brain injury who reside in the northern
part of the country. This program was initiated in 1981 as a joint venture of the
Ministry of Defence’s Department of Rehabilitation, the National Insurance
Institure and Keren Mifalei Shikam. The latrer organization is an affiliate unit
of the Ministry of Labor and Social Services and is responsible for setting up and
maintaining vocational evaluation centers and sheltered workshops for persons

with a variety of physical, emotional, and social disalalities. The initial group of

persons with TBEserved by thiscenter included both veterans and civilians. The
program tor these persons was set up as part of the Ministry of Labour and Social
Services eviluation center in the Haita area. These brain injured persons, in
addition to participating in the general work experiences provided by the center,
took part in separate treatimeist programs espectatly desipned o deal with
sequelae of the bram ingury. This cooperative arrangement was recently termi-
nated and the unit tor persons with braim mury has become anindependent
community service which s managed by the National Institute tor Rehabilita-
tion of The Brain Injured and funded by the Ministry of Detence. Thisservice will
be described in more detnl as part ot chapter four.

The Tast Dhapter will desenibe the services provided by the Unit tor
Neuropsychological Treatment and Rehabihtation. This community project
wassetupin 1977 o meet the needs of persons with bram ainjury tor whom the
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existing services were inappropriate. The founders of this service were originally
siaff members of the project at Tel Aviv University and Beit Halochem who
joined together to set up this program. Psychologists involved in the program at
Tel Aviv University were asked to continue seeing their patients on a private
basis when the project at the university was terminated, This private treatment
program provided the basis for the opening of the unit which also received help
from the Ministry of Defence’s Department of Rehabilitation, The persons with
brain injury initially served by the unit were rehabilitants whose behavioral and
communicative dysfunctions rendered them unsuitable for the structured pro-
grams then available, On the other hand, patients who were employed, but
hecause of cognitive or emotional deficits, required treatment in order to help
them cope and maintain their employment status (Klag & Moed, 1990).

Al persons with brain injury in Israel are eligible for services provided by the
various rehabilitation agencies. Three principal pieces of legislation form the
legal foundation for the provision of rehabilitation services to persons with
disabilities: The Compensation and Rehabilitation for Disabled Veterans Actof
1949, The Work Accident Act of 1934, and the General Disability Act of 1974,
Wheras the Department of Rehabilitation of the Ministry of Detence is charged
with carrying out the mandates of the first act, the rehabilitation branch of the
National Insurance Institute is charged with carrying out the latter two acts.

The legal distinction between the status of perons disabled as a consequence of
malitary service and the status of persons disabled in civilian circumastances i
ingrained in rehabilitation in Lsrael. In this way, the nation honors those who
pard an extreme price tocarry out its missions. The cligibility eniteria torservices
by the department of rehabilitation of the Ministry of Detence are: injury or
tHness incurred during military service.

Civilians with disabuities are served by s number ot agencies. The rehabilitation
Jepartment of the National Insuranee Institute serves persons ingured in work
aceidents, those mpured i acts of terrorism, and widows due to spouses” work
acerdents, These persons are entitled to rehabilitation services toenable them to
return to work. 1o addition to the above mentioned agencies, services are albso
delivered to the general public by rehabilitation agencies established by special
[egislative amendments within ditferent government ministries.

The Department ot Rehabilitation of the Minstry of Detence s nrrently serving
1092 veterans with bram myurs of whom 688 are classitied as bemg nuldly bram
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injured, 225 with moderate brain injury and 179 as having severe brain injury.
The National Insurance Institute estimate that out of a total population of
approximately 50,000 persons receiving disability pensions, 1,400 (2.8%) are
classified as having some form of TBL These persons were injured either at work,
as a result of terrorist activity, or as a result of traffic and other kinds of accidents.

Summuary

The need to help disabled veterans has always been an important motivation for
the establishiment of rehabilitation services, Both in Europe and U.S.A,, the
aftermath of the two world wars with the resultant large number of disabled
veterans provided the impetus for the initiation and expansion of services for
persons with disabilities (Oberman, 1963). Because Israel has had prolonged
severe security problems, disabled veterans have aspecial status in Isiacli society.
As a result, the ministry responsible for the rehabilitation of this population has
often played a pioneering role in the establishment of new innovative services,
The rehabilitationser ices provided for this population are among the best in the
country. The Department of Rehabilitation of the Ministry of Defence played a
particularly central role in establishing a variety of services for persons with TBI
and was responsible for nearly all of the communit rehabilitation services
available for this population in Israel today. Without any doubt the fairly
extensive community sercesavailable today for both milicary andcivilian brian
injured perscs is the result of the initative and funding of the Ministry of
Detence's Department of Rehabilitation under the directorship ot Mr. Arye Fink.

This monograph is dedicated to the rehabilitation protessionals serving in this
departmentand in the rehabilitation centersdeseribed in the following chapters,
as well as to the perons with traumatic brann myury and these persons” tamilies
whoare served by these protessionals.
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CHAPTER TWO

A Rehabilitation Center for Veierans
with Severe Brain Injury

Shlomo Katy, Ph.D.

o
Introduction

his chapter will describe the activities and procedures of a communiry

rehabilitation center for veterans with severe brain injury. The centeris a
combined venture of the Ministry of Defence’s Department of Rehabilitation
which provides the funding and the rehabilitation psychology program of the
Department of Psychology at Bar-Han Uaiversity which is responsible for the
administration and professional supervision of the center. An advisory commit-
tee made up of representatives of the Departmient of Rehabilitation of the
Ministry of Defence and the Department of Psychology at Bar-Han University
provides wdministrative and professional guidance with regard to policy deci-

STONS.

The main purpose for the establishment of the center in 1973 was o provide
these veterans with severe TBI who received maxinum financial benetits from
the Department of Rehabilitation but whose gquality of lite remained poor, with
a community service that would be capable of satistying therr needs. Te was fele
that & moditied rehabilitanon workshop might be an effective means tor
attaming this goal. Two principles: Gy meaningtul activity and (b) autonomy,
were the puidelines tor the development of the workshop progru and tor the
workshop's ongoing functioning.

The tirst prnciple, meanimgtul activity, relates to the need o provide work and
other activities that allow the rehabihtants to make meangtul use of thair
peronal and soctal resources. Many of these veterans had been employed for
years prior to their injury and in some cases had held senior positions in private
and povernmental organizations. Others had been studyving at universities or
were planning on undertaking such studies atter demobihizanon. Although these
veterans were now tunctiomng ara lower cognitve fevel as aresult ot the bram
mjury, they sullappeared to desire work and mtellectual actnvanes which would
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help maintain their self-esteem and provide a means for self-actualization,
Therefore, this workshop and rehabilitation center had to be difterent from the
traditional sheltered workshop which generally serves persons with developmen-
taldisabiliticsor severe physical disabilities who have often never beenemployed.
In addition, some of the vererans who were candidates for the center had been
previously referred to existing sheltered workshops which had not been able w
satisfy their needs for self-esteem and self-actualization, md subsequently they
left these workshops. Therefore, the center had to provide these veterans with
work and other activities that would satisty their unmet reeds.

The second principle, sutonomy, relates to the programmatic and psychosocial
effort invested in encouraging these veterans with brain injury to participate in
the administration, decision making, and daily operation of the center. This
application of the principle of autonomy was based on the assumption that
encouraging the rehabilitants to aceept these responsibilities would help in
making the activities more meaningtul and, thus, would help the rehabilitants
regain their dignity and self esteem.

The Rehabilitants

The center serves veterans with severe TBIwhoare referred by the rehabilitation
department of the Minntry of Detence. Initially, the reterrals were people who,
prior totheirreferral, had experienced failure inother sheltered workshop settng
and were unemployed, living constricted and non-prosductive hives, Their low
vocational and social status and therr low Tevel of Tite sansfaction were not only
a source of distress for the individual, but abso gave rise o Mll\lh’ contlicts.,
Anotherehientpopulation trom which thecenter receved referrals were veterans
with TBEwho, beciuse of severe behavior problenis, hiad been mstitutionalized
in pavchiatrie hospitals tor extensive periods of time. Some of these vererans had
spentas long s 28 vears i these hinprakbs,

Now, rehabihitants with severe bram damage are reterred to the center on
dischargee trom hospital atter completion ot an extensive medical, psychologeeal,
andeognitive treatment process. Thecommunity programs thatwtlthe desenibed
m the tollowmg chaptersaboreter rehabilitants to the center. The Laeer referrals
arechentswhowere deemed non-teasibleforemployment i the openjobmarkcer
atter completion of the commanity program and tolfow-up process,



The rehabilitants differ from each other with regard to the severity of the
disability, date of onset, cognitive deficits, emotional problems, personality, age
and family status and their expectations from treatiment and perceptions of their
disabilities. However, they are all severely disabled in some area of functioning
and they all share relatively severe social and vocational handicaps. Many of
them had been rejected by their families, are divorced or are an extreme burden
on their families because of their need tor constant supervision o v

At present, 41 male veterans ranging inage from 21 to 61 attena the center sive
daysa week, Allof these veterans had experienced some bram inpury angiecerve
disability pensions that are generally sufficient for their own and their families’
support, In addition, all their medical needs are provided by the Department of
Rehabilitation and they are connected toa medical follow-up program to which
they can be referred if necessary. Consequently, the motivistion to participate in
the activities of the center is probably not financial but tor the satisfaction of
other teeds,

The Center's Activities

The center was set up with the purpose of providing the veterans with a
vocational and social framework that would satisfy their needs and improve their
functioning in a number of lite areas (Katz, 1984; Katz, Gadutzer, & Kravets,
1978). The wsumption was that in an environment requiring autonomous
responses, basie human needs most clearly emerge and, theretore, can be
optinally satistied. The center’s goal was to create asheltered environment that
tssatficiently challenging o provide opportunities tor satistying a number of the
rehabilitants” basic human needs, Maxium freedom of choiee s allowed and is
hypotheticatly wmed at providimg each rehabihtant with the opportanings and
stimulation to tahe as mach responsibiliey as possible tor ther own hite and
actions. The graduated psychosocal and vocational tasks are setup toassist the
rehabithtant co achieve a greater understandmg and awareness of thenselves,
their needs and abilities and how these needs cancbe met. Thisis astep toward
giving them back some selt worth and the fecling ot accomplishment.

The actnaties of the center are dinaded ap mto o number of acovies areas s set
out i Figure o Each rehabihieant s tree 1o partiapate in these acuvities
according to thar needs and abthties and i coordination sath the seat,
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Vocational Activities

From the onset, work was not only perceived as valuable in itself, butalso asan
educational tool with implications for stages of an individual's accommodation
rathe center. Work wasseen asa method for the res wialization of the individual,
nd for the teaching of the skills required to benefit from the center. Vocational
activity was structured to generate intrinsic motivation, identification with the
work tasks and thecenter, and the willingness to initiate activitiesand tobecome
involved with different aspects of the center's program. The difficulties created
by the severe physical problems of the rehabilitants relevant to the programizing
of vocational activities were less troublesome than were the difficultics that
arouse from cognitive, emotional and motivational problems. Vocational pro-
grams were developed that use work to atempt to limit the emotional damage
and hehavior problems, to improve imagination, and to foster creativity and
ambition. Statt sought methods to use work as a trearment mode to improve the
quality of life of these rehabilitants and to help them achieve normal patterns of
life within the limitations of a severe disabnlity.

*Orderly conduct™ is otten cited as essential for any educational, social or
personal achievement, but when it becomes the major goal of a psychosocial
intervention, other more important goals may be endlessly deferred, or totally
neglected and a rehahilitation warkshop may become a second-rate industrial
workshop, wirth neither the potential for economic gains, nor the putential to
enablesocial and personal growth. As Power and Marinelli (1974) state “hecause
of the need for systemitic routine activities, many wi irkshops create an atmosphere
of low expectations and as such, the disabled are only contaned in ther
weakness. .

We were aware ot the probless taced by other workshops where monotonous
work had hecome the routine. Although productiviey was otten publicly
clamed to be ameans ot achieving the goals of rehabiitation, it has aften conm
odominate the workshop'sdecision making (Walinshv & Kase, 1973). Theretore
methadsoforganizing the wark were s wght whichwould help toovercon thewe
problems. The workshop's cocanonal activities were organized so that the
rehabihitants could Tet statt know bothy ntormally and tormatly whether they
were dissatisfied with any tashs.
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Work Stations: Group Leaders

Work stations were set up consisting of three to four rehabilitants, Each work
station elected a group leader and was responsible for assembly of a product.
Within cach group tasks were allocated according toability, The work leader was
responsible for the smooth running of the work station quality control and
discipline. At first the functioning of these work stations was dependent on the
professional stat, but slowly the individuals in the stations began to function
with only minimal guidanee from staff. This transition from relative dependence
to relative indepenndence was a slow process, but one which had a profound
impact on the work stations and on the rehabilitants who were employed by
them. This impact manifested itselt in a number of arcas.

I. The rehabwlitants initiated a system of rotation by which they would move
from one work station to another as required to facilitate production,

2. The rehabilitants developed an operational interest in improving production
by reducing problems, taulty components, inadequate tooling, and incomplete
work.

3. The rehabilitants assumed the tasks of supervising, helping, and encouraging
those rehabilitants who were poor workers or who required elose and constant
supervision.

4. The rehabilitants undertook the adequate mamtenance of tools and the supply
o raw matertitls required for production and otfered advice and consultation
to the statt on the kinds of jies required for the vanous work stations,

3. The rehabilitants were responsible tor gualiny controland the checking ot the
tnished product betore dispateh 1o the contractors,

6. The rehabihiants became myolved with the admimnistrany e work associated
with putting together the vanous components, such as monthly accounts,
billings, production statstics, stock control, and the banking of pasments
recenved tor the work,

At present, this ssstem ot work stations continues tofuncton i more or les the
sinie tanneras it did il v, The sttt encourages personal intiative snd wroup
or individual sugeestions tor change and improvement. Stragples tor feadership
are tolerated and indivdual acceptance o responsibiliy s enconraged, cven
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when the struggles and individuality created group friction, These struggles often
strengtheued the group as a whole and, in the long run, the awareness of the
responsibility of cach individual for his group and the center.

Type of Work

At first the center only assembled electrical components under sub-contract for
a number of factories. The work consisted of the assembling of switches, timers
and control apparatus which required both manual and tool activities. With time
it was found that this type of work was not sufficient to meet the needs of the
rehabilitants if we wished to make use of their masimum potential, Furthermore,
a number of rehabilitants demanded more complicated and stimulating work. It
was decided to look into the possibilic ; of including some kind of manufacturing
task. Under the initiative of the occupational therapist a new department was
opencd. This department produced children’s lampshades, mobiles, and various
puzzles and games which were sold to stores. The next step was the opening of
carpentry shop where bar stouls, artists” casels, small picces of furniture and other
items were produced on a contract basis for a number of permanent custometrs.
In addition any furniture repairs required at the center began to be carnied out in
the carpentry shop. A new source of work activity wasa nursery where shrubs and
plants are grown and sold 1o the public. Silk painting is presently being
investigated as apossible source of work for a number of rehabilicanes. After
discussion with an appropriate statf member, rehabilitants can change the kind
of work they perform or they can work part of the day in one areaand in another
for the rest of the Jay. Generally new rehabilirants work for trial periods i a
number of arcas until they find tasks that are satistying and interestng. In some
cases the occupational therapist wses the work station as an mdividual traming
program tor a new rehabilitant who requires individual attention.,

For a number of vears, the rehabiitants recewved pavment tor their work at the
center. These pavments were determmed by anad hoc wage committec consisting
ot three rehabilitints, Membership on this comnttee was rotated every month,
Three criteria: attendance, perseverance and productivity were used todetermine
cach rehabihitant’s monthly wage. A more detaled desenption of this method s
presented by Katz, et al, (1978) As the pomber of rehabiditants increased, this
procedure became too unwickly and the rehabilitants eventually deaded todo
away with it Currenthy, the renumeration receved or the work carmied outin the
center s placedina common tund which s used o pay tor day and overnighe trps
and soc b activinies and parties at the cener.
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Educational, Avocational, and Social Activities

The guidelines for setting up the center were derived from a broad re-
conceptualization of the functions and goals of the traditional ehabilitation
workshop, Within this re-concentualization, provisionof vocational opportunities
is only one of the means used to achieve its overall goal of improving the quality
of life of the rehabilitants. Prior to injury, many of the rehabilitants were
professionals or university students whose intellectual abilities were generally
high. Asa result of the brain injury, their intellectual and cognitive abilities are
lower, however, many of themsstillexpress the need for intellectual and cognitive
stimulation, which seems extremely important for their feelings of self-esteem
and general life satistaction. Consequently, inaddition to work, educational and
other activities were introduced into the center's program to satisfy these needs.

The work day begins at 8:00 am. and at 10:30wm. there is a coffee break for an
hour. The coftee break, in addition to providing an opportunity to have coftee
anda light breaktast, is also used tofoster interpersonal interactions. Games such
as chess, dominoes, and Chinese checkers are available and the rehabilitants are
encouraged to take advantage of the games and participate in these activities and
other informal social activities. Rehahilitants who are not familiar with games
are taught how toand e.couraged to play. These activities are a break from work

and provide cognitive stmalation and opportanity for the development of

soctalization skills. These informal activities are especially important for new
rehabilitants, since they are an important means of becoming acquainted with
the other rehabilitants and, thas, tacilitate ther mtegration into the workshop.

Inaddionon to these mtormal sociil actvities, each rehabiliinos encouraged to
participate i number of more structured learnimg and actvaty groups, These
activities are presented in Figare 1 and may be carned out mcamall groups, in
pairs, or individuadly, depending on the type ot activiey and the indrvidual needs
of the particular rehabthitant. A small study groap consists o up 1o tour
rehabihitants who meet todiscuss and study asabject which s ot interest to them,
Teachersare avarlable whoactas pudes tostening iteraction, but placing more
and more responsibility on the membersot the groap, Insome cases archabiitant
will work waith another rehabilitant onaspeaitic problem. For example, a
rehabilitant widhva speedh probleman addvaon to tormal speech therapy, will be
ctcouraged to practice with another rehabihitant what he has learned durnine
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therapy. These activity groups foster help-giving and mutual support and a
willingness to think about others. Thus, the groups may tend todiminish the selt-
centeredness that may be sometimes characteric of persons with brain injury.

Offering a variety of activities increases the probabiliey that each rehabilitant
will discover an area of interest that is both commensurate with his abilities and
satisfying. Inaddition, the rehabilitant and the staff sometimes discover strengths
of which neither were aware. Thus, a rehabilitant who participates in a painting
group with the art therapist might realize that painting is an enjoyable and
satisfying activity. The art therapist might discover that the rehabilitant has
artistic potential and, cherefore, may encourage him to continue painting and
even toenroll ina painting course in the community. As aresult of such exposure
and experience, artistic endeavors have become a significant activity for a
number of rehabilitants and have hada profound impact on their self-esteemand
behavior. With time, a number of rehabilitants have shown heir art work in
exhibitions organized for this purpose. The drama and puppetey groups have also
performed before invited audiences during various social gatherings organized by
the social committee.

In a number of cases, participation in an activity group has resulted in the
acquisition of certain vocational skills which allowed the person to them use
them inthe open jobmarket. Suchan outcome occurred in thearea of computers.
A rehabilitant who had never been mvolved with computers became interested
in them and with time demonstrated an ability to work with them. This
rehabilitant subsequently learned a program which s used inauto repair shops.,
Asaresult he was placed majobwhere he could use these shills. The educational
activities, in addition to thesr ennichment role, are also geared to improving
functional Jday-to-day skitls. Thus, arithmetic s taught to help with the fanuly
budget or to help one's children with their homewuork.

This encouragement to express and use residual abilities that satisty needs san
important tacet of the actvities of the center. It has been demonstrated tht
these activity groups can play a4 sigahicant role e moditving inappropriate
behaviorand improving the selt-miage of the rehabilitant. Theyare alsoasource
of positive teedback trom the tanily and the environment.

Therapeutic Activities

The center provides a range of therapentic activities to deal wath the problems

ot the rehabilitants and therr timthies. These indlude mdis idual counseling,
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cognitive therapy, family therapy, marital counseling, psychiatric interventions,
speech therapy, and grow,. counseling. A consulting psychiatrist isavailable once
aweek tomonitor the behaviorand the reactions to the medications which have
been prescribed for persons with severe behavior problems,

The center has an important role of providing the rehabilitants’ families with
ongoing support and counseling. Over the years various groups have been
organized for the familics. Two very central examples of these groups are: groups
for parents of unmarnied rehabilitants and groups for the wives of the married
rehabilitants, In both of these groups problems related to the rehabilitants’
functioning and activities in the home are discussed. These groups have an
additional function, that of providing the parents and wives with a support group
and an opportunity to learn from cach other ways of dealing with the mutual
problems thatarise from havingaseverely disabled brain-injured person at home.
In addition to the group work with families, rhe social workers at the center
maintain ongoing contact with the families to obtain feedback from them and
to provide support and counseling when necessary. Part of this ongoing contact
with the families includes periodic visits to the rehabilitants’ homes and the
participation of the tamilies in socia events at the center. Even years after the
injury, parents and wives often continue to requite supportive and counseling
services,

A number of severely disabled rehabilitants require the assistance of attendants
in the activities of daily living. In some cases these attendants live with the
rehabilitant in an independent living arrangement. The statt at the center
provide ongoing individual support and supervision for these atrendants. Ex
perience has demonstrated that this support and supervision for attendants is
extremely important in preventing burnout.

The relabilitation center sees s role not only as providing a place of work for
the rehabilitants, bue also as @ source of support, guidance, and therapeutic
meervention tor many aspects of the rehabilitanes' Tives. Theretore, these
supportive and counseling services are an integral part of the services provided
by the center.

THE CENTER'S ADMINISTRATION

Sharing Managemen: Responsibility

The phidosophy of shiring responsibility wath the rehabihitants tor the manage-
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mient, decision making and smooth running of the center is expressed in various
ways. Three rehabilitants are elected by their fellow rehabilitants to serve as a
social committee and to act as a liaison between the rehabilitants and the staff.
The functions and responsibilities of this committee are:

L. Toessure the smooth running and responsible management of the work stations. One
member of the committee is responsible for making certain that an adequate
supply of raw material is available and that the finished products are sent off
on time to the suppliers and that payment for the work is received, This
includes taking care of the orders and delivery of goods and products and bills
associated with the work. The committee visits factories together with staff to
ascertain whether a particular factory can provide appropriate work for the
center,

2. To deal with taterpersonal conflicts and disciplinary problems that arise among the
rehabilitants. The committee deals with complaints against a particular person
who is not pulling his weight or is causing disruptions and takes disciplinary
action against these individuals if the complaints against them are found to be
justified. This disciplinary action can take the form of suspending the person
from the center for a period of time or the payment of a fine for inappropriate
hehavior or damage to the center's property. The committee can grant special
leave requests for leave of absence or permission to come to work late. The
soctal committee also assigns such tasks tw various rehabilitants as the re-
sponsibility for the laundry, buying groceries, and washing the cups after the
coftee break.

3. Toorganize gatherings, These gatherings include parties for families and friends
and trips and outings tor the group,

4. To manage the finances of the group. One member of the socral committee has
the right to sign checks and thas takes care of the group’s bank account, keeps
the books and controls the expenditures of the rebabilitants” activities.

Onceamonthall the rehabihitants meet to discuss problems either related ro the
group as it whole or to partcalar individuals, The social committee raises isies
at these meetings for group approval or decision making. During these mectings,
the rehabilitants have an opportunity to take responsibility tor the workshops by
expressing their opmions and voting on isues.

feshoakdbe mentioned that this sharing ot respeasibility s a proces which was
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developed over a number of years. In order to facilitate this process, the social
committee meets with the professional staff periodically to discuss problems and
to make suggestions for change.

Organization of Daily Program

Each rehabilitant hasadaily schedule of activities which is displayed on a special
bulletin for this purpose, in this way cach rehabilitant knows where he should be
at any one time during a particular day merely by looking at the bulletin board.
However, some rehabilitants have a little wallet in their pocket with their
timetable to which they can refer if necessary. If a rehabilitant is unable to read
or is disoriented, one of the members of the social committee will remind him of
his scheduled activity and send him to the appropriate activity. In this way, the
staff cany also supervise the daily activities of the rehabilitants. The rehabilicants
attend the center five days a week, Sunday to Thursday, from 8:00 a.m. to 2:00
pa. Transp tation is provided to and from the workshop for most rehabiliants.
In some cases the families are responsible for arranging the transportation of the
tamily member.

Professional Staff

At present, the protessional staff consists of the director of the center, a hait-tinwe
rehabilitation psychologist, two work supervisors, three teachers (computers, art,
general), asocial worker, an occupational therapist, a tull-time arts and crafts
specialist, a half-time speech therapist, and various specialists who work onan
hourly basis and run specitic activity groups. In addition to their speaitic
professional roles, cach staft member acts av a case manager for a number of
rehabilitants, The allocation of rehabilitants to case managers is generally based
on the gquality of the relationship that naturally develops between statf members
and rehabilitants. Statf members are encouraged to form intormal relationships
with the rehabilitants which then torm the basis tor turther therapeatic work
with the rehabilivants, If, for example, one of the work supervisors develops an
open and genuine selationship witharehabiiant, then when necessary he orshe
may counsel with that rehabiliant under the supervision of the psychologist or
workshop director,

Use of Volunteers

As the mam purpose of the centa . mprovement of the overall qualiy of
hte of the rehabihrants, ettortis abse e edimproviding services tor lesure e
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activitics, Volunteers are often used to initiate and supervise these activities, A
number of the rehabilitants, especially those with severe cognitive and behavior
problems, have volunteers who spend time with them after work or on weekends
in various social and cultural activities. These activities include going toa movie
or museum, shonping, and teaching appropriate social skills by modeling or by
repeated practice. These volunteers receive supervision from the center's staff.

Volunteers seem to help the rehabilitants use their leisure time more effectively.
By spending time with the rehabilitant, volunteers also provide respite care
which eases the burden on the rehabilitants’ families,

Data on Persons Served by the Center

Since its inception the center has served another 25 veterans with brain injury
in addition to the present 41 rehabilitants, These 25 veterans had spent at least
three months at the center and ceased their participation in the center for a
number of reasons. Some of them were older veterans who were c¢lose o
retirement age and felt that they did not need the services of the center any
longer. A small number were referred to other sheltered workshops becinse of
their special needs or vecause they moved to other cities. Veterans who had
improved to the extent that they could find employment in the open job market
were encouraged 1o do so and are followed up by the center's staft. Some
rehahilitants left the center after a number of years because the statt felt they had
improved and attained some type of stahility and as a result were able to live
independently in the community without being a burden on their tamilies.
Certain of these rehabilitants became occasional workers, while others were
enrolled in neighborhood community centeractivitiesand .| atthe restof their
time at home. A small number of rehabilitants have taken over the role of
housckeepiry, while their wives are employed outside of the home,

Summary

The man goal of the rehabihtation centeris tomprove the qualiey ot ife of these
weverely disabled veterans and ther tamilies. In order o tacthitate this, a wade
spectrum ot work, soctal,and educationalactivities are available which stimulate
interest and allow for treedom ot chotee. The actvitievare wmmed at asisting the
rehabilitants o achieve a greater understanding and awareness of themselves,
their needs and abiinies, and how these needs can be mer.

The center's philosophy v based onagrowth model of motvation: (Maslow,
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1943) which maintains that the gratification of basic needs stimulates and
generates higher order needs and the activities associated with satisfying these
new needs. In other works, the center strives tofind the parametersand activities
that can create a balance between ability and performance assuming that this
balance is what feads to satisfaction and subsequent personal growth and self-
actualization. The rehabilitants are provided opportunities to discover and
express their abilities in a permissive atmosphere. The expression of these
abilities provides satistaction and positive feeling of self-worth and dignity,
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CHAPTER THREE

An Integrative Rehabilitation Program for People
with Traumatic Brain Injury at the
Loewenstein Hospital Day Care Center

Dr.]. M. Stern
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Introduction

he Loewenstein Rehabilitation Center, in Raanana, Israel, providesan all-

inclusive rehabilitation program through its various rehabilitatiop-ori-
ented departments. 1t caters for about 270 patients suffering from a range of
disabilities from limb amputation, diseases of the peripheral nervous system,
degenerative diseases of the central nervous system, and hemiplegia resulting
from CVA or tumors. There are also departments for prolonged comatose
patients and for the rehabilitation of patients with TBL

The structure of the hospital allows follow-up of the patient trom the acute state
immediately tollowing injury through to more chronic states. In other words, a
continuity of treatment exists trom the time the patient is sull unconscious tothe
time he returns to his tatural environment and society. Complete hospitaliza-
tion facilities are avarlable from the imtal postanjury stages to ambulatory
treatment in later stages when the patient returns to his tamily,

The notion of centralizing treatment tor patients who are bram-injured was
concerved atterthe Yom Kippur Warin 1973 when the large number of TBl cases
necessitated the creation ot one facility that would be equipped to treat all the
injury-related pathalogies, Thus a high level Minstry of Health decision was
"ento convert the Loewenstem Hospital into a hosprtalizanion center “or TH
patients, statted by aspecially-trained team tomeet the treatment requirements
of these patients, This was a totally mnovative coneeptan Israel, forunnl 1973
TBI patients were either hospitalized in varnous general or psychiatric hospitals,
or they were kept at home. There had been no single tramework which
specialized i treatng all the characterstic problems encountered by these
patients, and rreatment was thus incomplete, unprotessional or sporadic.
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Why do we emphasize the necessity of a multidisciplinary team!? Brain injury is
manifested in four main areas:

¢ Locomoution
¢ Communication (all aspects of language disorders)
¢ Cognition

¢ Behavior-personality

The fact that damage is manitested on many levels necessitates treatment
intervention Ly therapists representing a specteum of disciplines whoare capable
of working as an integrated and complementary team, It is generally recognized
that the chances of a good vutcome are greatly enhanced when the professionals
who treat the patient work in close cooperation with each other.

This was one of the precepts fundamental to the establishment of a centralized
rehabilitation unit under one roof, Since its inception, a multidisciplinary team
has been established with the objective of coping with all these problems. A great
deal of experience in the treatment of TBI patients has been acquired in the
interim by the hospital.

A look into the history of rehabilitation reveals that at least in s carly stages
focus wits admost exe lusivety on the physical aspectsof disabiity, Underlying this
approach was the conviction that the rehabilitation process was suceesstully
accomplished when the body's Tost functions were restored. We have since
learned that the phvsical components of impairment are accompanied by many
other problems thar also require attention. The paramedical protessions have
thus been gaming an inereasingly central and prominent place i all stages of
rehabilitation, smee the Jisabled person s considered as a whole, as one unitied
entity composed of many interreacting components, none of which can be
overlooked i the rehabiliation process,

Many other protesstons such as psschiarrs, cimcal psveholo v, rehabihitation
pavchology, socal work, and speech therapy have been mtroduced o the
rehabilitation process, tak g an equal place alongside physiotherapy and niirs-
g that have traditionatly been the more recogmized modalites tor treatiment.
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Post-injury Treatment: Early Stages

Clinical experience has taught us that the physical disorders, which receive the
most attention, characterize the first stages after injury and therefore necessitate
immediate primary intervention, However, with the physical problems there are
problems on other levels, as described above, which require no less urgent
intervention. It is known that significant improvements in the TBI patient's
condition can be attained close to the time of injury, and thercfore treatment
should be started without delay. The sooner intervention is introduced, the
greater the chances of capid and significant improvements on all levels.

As with every instance of mental or physical disorders, the pathology in the wake
ot the injury is manifested in all the systems with which the patient comes into
contact, All factors involved must undergo reorganization, particularly the
patient’s family, The pre-trauma homeostasis is disrupred tollowing injury, thus

allaspects of the patient's life require reorganization to enhance the prospects of

successtul rehabilitation,

The family needs to learn how to live with the new sttuation; how to relate to the
patient and how toavoid developing rejecting and/or aggressive teelings towards
him, especially when (in the stages when heasstill incapable of considering the
needs of others) he demands their exclusive sttention in fulfilling his own needs.
The tamily usually expresses ambivalence, teeling dutybound to devote them-
selves to the patient on the one hand, but not bemg able tosarrender their own
personal needs on the other hand. This contlicr gradually mtensifies after the
mitial penod i which unily members are prepared o devote themselves
unconditionally and tirelessly to improving the patient’s condition, Frastraton
and burnout take over when the mitial svmbiosis ceases to prevail, All these
problems require treatment, which clearly needs 1o be comprehensinve and
relevant toall the problem areas expressed in the Cinical sitwation.

In the tiststagesatter mpuey, psychologicaland socal irervention sneaded in
order to become acquamted with the panent’s problem contiguration, and to
attempt to hind a prelmmary solution. In oar tramework, theretore, there s
division Between the pswchologist who relates to the mtrapsvchic aspects of the
patient's emotional conthars,and the social worker who relates toanterpersonal
relationships and inks with the communiry. The primary processes handled by
the protesstonal therapits ar this stage are actually the tirststeps in commuaniry
rehabilitanon, m the sense that attemprs are made to rerurn the person with
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disability to his environment in an optimum functioning state. As a means of
attaining this objective, ties are formed with a community representative in the
person of a rehabilitation worker of one of the major institutions (the National
Insurance Institute or the Ministey of Defence) who will assist in the harmonious
reintegration of the patient into the community, The reciprocal interaction
between the treacment staff in the hospital and the community representative
allows the integrarion of the person with a disability on his own terms, and helps
toprevent himfrom entering a vacuum. However, in the initial stage many of the
potential problems have not yet fully crystallized since the patient lives in the
sheltered environment of the hospital ward which allows regression and does not
present the patient with real life situations. In fact, the patient is not faced with
real demands, he is not required to handle them, and he is theretore often
campletely unaware of his difficulties.

When the patient leaves the ward, he is usually only partally aware of his
problems, and the refore often fails to understand the necessity for continuing
therapy. After retuming into the *real” world, however, he gradually learns to
recognize the impairments which prevent him from succeeding at selt-imposed
rasks within his family and social tramewark.

Post-injury Treatment: Later Stages
Follow-up Clinic and Day Center

In order o solve these problems we established an ambuliatory framework with
theobyective of treating the dsorders which appear inthe later stages atter injury.

Patientsare reterred to the dav center atterattempting to live outside for varying
peniods aftime. Reterrabis nade enher through a rehabihitanon worker (from the
Ministry of Detence or the Natonal Insurance Institute) who represents the
person with TBEin the communiey, or after having undergone a comprehensive
and integrative assessment, in our follow-up chine.

The rehabilitation worker, assigned o the person trom the: moment he s
recognized as such by the Minstry as having a disabihiny, s very well-acquainteed
with the patient and his problems, This warker s ac the toretront of ettorts to
assist the patient i coping with the gamut of problems encoantered i real lite,
and when the worker teels that she s anable o be ettective she reters the patient
to us To begin or contimue taatment.
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Upon referral the patient undergoes several examinations, including: medical,
neurological, psychiatric and neuropsychological examinations. When neces-
sary, auxiliary tests may also be used to assess the problem (blood tests, EEG, CT
scan, physiotherapy examinations, sleep laboratory examinations, etc.).

Once again we stress that our approach is comprehensive, We always try to
explain the pathological phenomena from every possible pathological point of
view. The advantage of our follow-up arrangement is that it enables us to
evaluate the patient's general condition, to pinpoint major conflictsand strengths,
and to assess the degree of sucial support that can be expected trom the person's
milicu. When the evaluation is complete, we decide whether or not toaceept the
patient into the ambulatory treatment framework at the Loewenstein Center.

tn order to e accepted patients must meet the following cniteria:

I, The patient must be independent in his daily lite.

2. He must be able to look after himself, and be capable of some introspection.
3, He must be able to express himself.

4. He must be motivated to improve,

5. He must have “rehabilitation potential.”

Since the mvestiment per patient is very high, we mast be able toassess whether
indeed the patient has the ability to change and improve,

Structure of the Day Center

The team consists of 4 psyehiatrist who has specialized i the unigue pathology
ot TBLand who s alse head of the center, dinical and rehabihitation psycholo
gists, and nearopsychologists. Moreover, since the unit s focated in o general
rehabthtanon hospital, i benetits trom addiional counseling and medical
services needed tor the rehabilitation process.

It should be noted here that in dhe Later stages tollowing injury, the principle
tocus s on the panent’s psvchological and cognitive problems, and theretore
these are the discaphines which are stressed durmg this stage. Howerer, we mit
not be mislead mio overlookmg the poct that bram mpurs o primandy aomedical problem,
whale the problemy we menton are the consequenee of organie bram pathology.

-
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The day center was established in 1975 as a framework where the patient spent
eight hours daily attending individual, group, and occupational therapies.
Clinical work was divided between psychotherapy and cognitive therapy. [t very
soott became clear that this eavironment was inadequate in meeting patients'
requirements. The patients tended to view the center as a maintenance shelter,
very remote from real problems encountered outside. At that time the mode
presented by the unit was simply a continuation of the hospitalization ward, with
all the shortcomings of this approach.  Patients showed little motivation to
change, thus making no effort t improve, and therefore remaining in the same
regressive stitte as earlier. On the whole, they expected to continue receiving
what they considered was owed to them, without taking any responsibility for
their actions or their future. They remained dependent on their therapists and
tanled to develop independence.

Theretore, the basic concept and structure of the center became converted into
a kind of extended day clinic which the patient attends once or twice per week
tor therapy. For the remainder of the week he is ina suitable work or occupational
environment. Here we stress a sabstantial change in our attitude towards the
importance of the rehabilitation process in TBI patients, Treament is viewed as
only one component that supplements the patient's experience of veality, and is under
no crcumstanees o substitute for it Every teeatment tramework represents a
wmulated reality in which the patient is aceepted unconditionally, where he is
understond, and where he s permitted to express himself ireely. This reduces the
prospects of the patient changing and modifying his behavior. He does nor

recerve meaningtul feedback toany behavior distortions so he has no way of

hnowing to what extent others find his behavior reasonable and aceeptable.

The Treatment Phalosophy o the Day Center

When the patient s reterred to the unit we face a binge range of problems. How
can these problems be addressed! As usual mpathological cases, one st nirst
dinose the chimeal sadrome accurarely. The diagnosis shoald relate to both
persoraliny and cogmitve tactors, This point perhaps deserves some claboration.
The implication s that when the patient s exanuned, one should ook notonly
tor danaged functions as expressed, for example, dunng the neuropsvehological
assessinent, bt one shouhdabsoanalyvze the remanime strong, healthy abilities.
The same holds true for personaliny evaluation.
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Diagnostic Methods

Before describing our diagnostic methods, it is necessary to raise the fundamental
conceptual issue of whetheror not itis possible toassess cerebral damage. Inother
words, is there a disect link between function as expressed in assessment on the
one hand, and healthy or damaged cerebral structures on the other? Many tests
for diagnosing brain injries in clinical practice are reported in the licerature. Yet
from our point of view, the question stillarises: do these tests measure what they
purport to measure? In our opinion no hasty decisions should be made on the
subject. It sects to us that every test measures primarily the quality of though
processes. [t is possible to assume cerebral damage on the hasis of the quality of
various thought processes, and in particular impairment of these processes, only
it pathognomonic patterns are found. For this reason, the diagnostic system we
have devised is grounded on what the literature deseribes as the characteristic
function of cach cerebral lobe separately, and each hemisphere separately. The
following functions are tested: perception, praxis, psychomotor reaction time,
verbal and visual memory, logical thought processes (transitive. analogic, and
inductive-deductive thought processes), categorization, organization of thought
processes graded in complesity from simple tasks with few clements to complex
tasks with many elements, mathematical problem solving. Mostof the tasks are
presented verhally and visually.

At the Loewenstem Cereer, the emphiasis when admimistening the tests s not
necessarily on the quantifiable final result (output), but ratheron the gualiey of the
process or th strategies used by the patient to reach asolution. We consider the
manner i which the patient works more mportant aan his outpat, since our
treatment program s hased on the evitluation results. A qualitative analysis of
performance allows us o discern the weak fink i the patients cogtive
processes and to thus treat it rationally.

Parallel to the neuropsychologieal diagnoss, we abo adminster adugnostc
asesstient battery speaitically directed rowards the behavioral-personahty cle-
ments tvpical of TBE patients. This multi-questioned strucrared mterview s
peared 1o examine all behavioral elements e TRE patients, siwilar te ot
cmploved inapsyehiatrne mtake mterview. Theguestionnare sdivided o the
tollowing section: general history ncludimg pre-mjury penologeal pathologs,
cause of mpurs, duration of unconsciomness, description ot the patient’s condi-
Hom at tme of Iter e, varods cogmitive processes i loding the ditteren
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kinds of memory, awareness, behavioral characteristics, comparison of family
relationships betore and after injury, personality traits before and after injury,
language disorders, sleep disorders, and a general summary which, on the basis of
the personality and behavioral changes described during the examination,
attempts to locate the cerebral damage. Each section is detailed and includes
many questions aimed at obtaining the maximum precision possible in relation
to present disorders.

The advantage f our questionnaire is that it is based on the great wealth of
experience accunutlated over many years of working with a population of persons
with braininpury, and it relates specifically to the clinicat symptoms encountered
in this type of pathology. In addition, by means of a qualitative deseription, it is
also possible toguantify the severity of the disorders according to the interviewer's
impressions. This tvpe of guestionnaire also makes it possible to carry out
research and to compare patients at a later stage, and to evaluate the severity of
Jamage, an aspect which is insufficier::ly described in the literature,

Treatment Methods

Only after reaching a personality and cognitive diagnosis for the patient can a
treatment program be developed.

The main thrust of the treatment program centers on the twoaspects with the
greatest mpact on the rehabilitation: process: (@) coguitive: impamments: and
(b) behavioval and personality changes.

Cognitive Treatment

Our treatment policy s based largely on the toportant principle of compensa-
tton. Rather than attempting to cope directly with the weak or damaged hink in
the cognitive process, we bypass it by providing a treatment tramework which
emphisizes the patient's strong points instead. Onlyv in the second stage it
patient required to transter his accomplishments o his impaired tacibiey. A
tvpical example, which we have deseribed elsewhere, s ofa patient with severe
problems in verbal memory andothermental processes associated with language.
Treatment was directed at enabling hun to use the tunctions of the right
hemisphere (visual tools and components), and later he was required totranslate
what he haddone imtothe verbal tools at his disposal. We demonstrated that this
torm of treatment enabled him o ennch his lainguage and hence toincrease his
capacity to overcome many basic ditheutties.

Q . 3
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Many assumptions underly the choice of this therapeutic technique. When,
during the course of treatment, the patient is presented with a task which he is
incapable of handling, he will predictably fail. Consequently he loses confidence
in himself and in his abilities. He reacts with responsive depression and his
motivation to continue with therapy decreases. On the other hand, when the
patient is given tangible evidence that he is capable of succeeding, his selfesteem
and faith in his own ahility are restored, both important factors in increasing his
motivation to continue therapy. His increasing strength allows him to better
handle failure when it arises, and raises his frustration threshold level.

Our cognitive therapy techniques are based on the findings of the patient's
neuropsychological diagnosis. In other words, every treatment is individually
tailored and makes use of materials taken from the patient's areas of interest. We
try toavoid the use of neutral or standard exercises since the patient Bses interest
in them. When given these exercises the patient frequently fails to understand
the connection between his work in the therapy room and the problems he must
face in hisown world. We thus attemps touse the material that the patient brings
with him from the outside, and to construct the treatment program around it. On
the part of the therapist, this approach demands considerable creativity and
flexible thinking, and the courage to face totally new situations, Forexample, the
therapist works with a student on hus school material, with a Tawyer on fegal
material, with an engineer on engineering material, and so on. Of course, this
requirement is potentrally stressful for the therapist since she is hot always
familiar with the material she is required to work with, but theobvious advantage
is that there s a connection between therapy and the patient'sactivities outside
the hospital. The fact that therapy materialis caretully chosen is important for
the patient since it abo contributes to hus teeling that he is being treated with
respect, that what he does tsappreciated, and that the treatment i anchored in
real hife.

In recent years we have mtroduced an addiional therapeanc tool, computer-
based copmitive therapy. Yet again, based on our wide experience with patients
with TBL we have fearned to recognize many characterstic impairments. This
bus ed to the comstruction of a treatment system related to the most commonly
tound problems, with spectal emphasis on two mam arcas: (a) the mability 10
comstruct hypotheses and (b rigrdiey of thinking and mpaired shitting abiiey.

Hypothesis construction, aimony al the complex and abstract thought processes
by wses s an mtegrative thought proces which demands the capaaty togo
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heyoad the given information, This isaccomplished by determining our goal and
the best and most efficient way of ateaining it. Therefore, the process used in
constructing a logical thought set demands a methodical approach involving the
correct analysis of all the component parts of the task, weighing up every single
unit of information and their relevance to the goal, comparing them to other
simultancous bits of information, and finally constructing the rules governing
their common denominator. This basically complex and integrative thoughe
process mobilizes our total cognitive capacity. Clearly, following cerebral injury
in which many cognitive thought components have been damaged, the patient
is unable to exercise this process effectively.,

I order to cope with these cognitive deficits we thought that it would be
worthwhile to focus on this particular and integrative aspect of the patients’
disabilities, namely the ditficulty they experience when asked o construct
hypotheses. For this purpose, several therapeutic approaches were developed
over the years, based mainly on paper-and-pen exercises. We felt that it would
be more effective to take intoaccount the practicaland psychological sdvantages
of a computer envitonment and we therefore developed some specific software
for this purpose. We had towrite ourownsoftware because: (a) the usual teaching
programs on the market are geared for children and (b) the programs geared for
TBI patients relate mainly io perceptual problems (visiomotor coordination and
reaction time).

Wedevisedaself-contained series of T lessons, withabout 10 to 12 exercises per
lesson, based on hypothesis-torming and shifting. The training exereses are
amed at gradually and methodically restoring thas lost capacity to the patient,
startng at relatively simple levels containmg a small number of coneepts (e,
coloror shape) and graduaung tolevels in which sttention must be paid to more
compheated, abstract, and less readily noticeable components,

The advantage of our trammye exercises is that they can be used regardles ot any
specttic diorder resulung trom TRE They are constructed insuch away that they
demand simaltancous action ot many thought process operations. The objective
s toalwavs relire to what isdetined as high corncal tanctions, rather than toany
specitic one such as perception, psychomotor reaction time, attention, nietiory
and praxis.

Ourmethod candetiutel beadapted touse with albivpes ot bram ingurnies, since

attempts to activate vanons fobeerelated tancoons belonging senally and



permanently to both hemispheres. The underlying principle of the exercises is to
develop, at difterent levels of complexity, the integrative thought nrocesses.
During training sessions, it is not sufficient that the patient answers correctly
(which dues not interest us per se, but is rather an indicator of his way of
thinking), but he is required to explain how he arrived atany particular solution.
It is important o bring the patient to the stage where he is capable of formalizing
his answers, or in other words, he is forced to conceptualize and verbalize his
responses and utilize appropriate goal-oriented concepts,

The advantage of using the computer as a therapeutic tonl is that it is appealing,
“magical,” and powerful. Patients were observed to be alert, curious, interested,
and above all, totally cooperative. At the end of training sessions they requested
more exercises and were disappointed that we could not oblige.

Method

The scries uses the graphics of the Macintash computer and presents the
excrcises in visual form. The patient works independently, accompanied all the
way by a therapist. Every exercise aims atactivating higher integrative cognitive
functions, and in practice, the following functions are used at all times for every

exXercise:

o idenrifying visual stimuli,

o collecting all information from the stimuli,

o processing, sarting and categarizing this information on Jitterent levels,
o proper analysis ¢ materal,

o constructing i hypathesis concernimg the rules underlying the organization ot
the given intarmation,

o continual testing of the hypothess,

o Jiscarding unsuccesstul hy potheses and pertorning o Sttt toconstructing new
anes on the basis ot ditterent categorizations,

o Jetermimng the relevant rule, and

o activating o new visual stmudus (the next selt- mtamed unit).
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For each new exercise different criteria apply, and if in one exercise the concept
of color is used, the next one will use form, size, location or number. These are
what may be called simple criteria. More complex exercises require the use of
different logical rules, and deductive and analytical thinking ability.

Astandard step in the procedure is toalways ask the patient to explain his choice.
It is imperative to know whether or not a correct answer is intuitive (right
hemisphere), or whether indeed it utilizes the function of the left hemisphere.
Since we actually want to teach the patients to translate their perceptions
verbally, we are primarily interested in left hemisphere activity. This procedure
enables the therapist to know if the choice is well-defined. (For more information
about this technique, please see our article by Evyatar A, Stern, M. J., Schem-
Tov, M., & Groswasser, Z. (1988), Hypothesis forming and computerized
ceznitive therapy in Roger Wood (Ed.), Cognitive Rehabilitation in Perspective,
Taylor & Francis, Basingstock England, 1988.)

Piychotherapeutic Treatment

Psychotherapy is based on the same principles governing cognitive therapy
outlined above. The purpose of psychotherapy is to enable the patient to gain
cognitive and emotional insight into himselt. Thisis by no means asimple matter
since it is commonly believed that patients with TBl are cut off from their inner
emotions. They rarely describe their emotions spontancously, and especially
avoid exposing their feelings to strangers. Itis important to establish a therapeu-
tic alliance and basic trust between the patient and therapist. Since the patient
fears appearing to be “insane,” he preters to remain reticent about himself, his
feelings and his experiences. One way we found of circumventing this problem
was to use, as a therapeutic approach in the unit, matenials that express the
emotional contents belonging to the primary processes, namely, the material
manifested in the patient’s dreams. Another means of working totally
unjudgmentally with the patient’s emotional contents is through art therapy.

It should be noted that asing dreams as o therapeuatic ool s tarly onginal
approach, since reports in the literature discount the possibility tat people who
have experienced brain ajury dream, and ot they do, the dreams ace not
remembered. Our experience has shown that when the importance ot dreams 1s
stressed during therapeatic sessions,asignificant number ot dreams are revealed.
These dreams increase gradually and noticeably in complexity, expressing

emotiond contents as exprichees.
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The use of this material makes it possible to process the significance of the
patient’s experiences through psychotherapy, and often to his complete surprise,
the patient himself learns of the depth of the levels within,

Psychotherapy also places special emphasis on the meaning of the mourning
process through which the patient must pass; we speak here of a special kind of
mourning, since it ismourning for the parts of his own personality that have been
lost. In cases of brain injury, the patient faces an extremely difficult task which
demands relating to two parts of his ego: (a) the pre-injury ego and (b) the post-
injury ego. The gap between these two parts of the ego is one of the most difficult
obstacles in the therapeutic process to bridge, since the patient is often unable
to surrender the ¢go that characterized and defined him prior to his injury. The
pre-injury ego becomes idealized, as we see in all cases of mourning, and thus
prevents the patient from investing in the present for the future. He remains
entangled in the web of a largely unrealistic past that saps his psychic energy,
preventing progress towards the future. We believe that the reconciliation of
these two parts is the major objective of any therapeutic process. One of the
initial clinical signs announcing the first stages of insight is the onset of
Jdepressive elements in the clinical syndrome, an essential prerequisite for the
patient to mobilize his inner strength in order to construct his new identity.

In addition to individual psychotherapy, we also pay special attention to
interpersonal relationships following injury, especially to intertamily relation-
ships. Since the injury touches onall aspects of the patient’s lite, family relation
obviously play a major role in the overall rehabilitation process.

The day center thus provides not only individual therapy, but also therapy tor the
patient’s spouse, either separately or together with the patient. These two
instances fulfill two totally distinet aims. Spouses enter therapy tofocus on their
own needs, as i separate entity. 1t 1s not unusual to hear spouses report pnlt
teelings when attending o thar own rather thar to the patient’s needs, Agaimnst
this background spouses trequently voree their feelings of moral obligation
devote themselves cxt‘lllsl\‘cly to the p.mcm's needs, and they tecl thcy should
not allow themselves the rght to consder therr needs.

Therapy s amed an fegiimszing tor the spouses their rnght to devote time and
attention to themselves, while at the same time it does not gnore the inherent
danger o this stand. In view of changes in the orginal famlies, the spouses miy
deerde that they no longer wish to be part ot They may no longer teel morally
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obliged to continue heing victims of circumstances, and may wish to exercise
their prerogatives in their own lives, This could understandably result in a serious
clash of interests between the patient and spouse. [tis therefore essential to begin
couples therapy while the couple are still within the treatment framework, with
the objective of evaluating the feasibility of the couple continuing their partner-
ship. [tshould be noted that the divoree rate inour population is very low, which
is paradoxical in view of the changes that take place in the patient, The answer
can probably found in the new homeostasis that is eventually established
successfully by the family, each member finding a place and satisfaction within
the family.

The main aim of psychotherapy is to allow the patient to gain a beteer
understanding of the underlying motivating forces of his behavior and to liberate
him from his regressive stance so that he is able to relate to the needs of others.
We strive to equip him with the tools to have greater control over himselt, to
acquire skills and mastery over his experiences and environment, and to thereby
change his selt-image and restore faith in his abilities. In other words, we strive,
as in all psychotherapy, to develop alternatives for the patient, Receptivity to
choosing wisely and recognizing available options is worked on doggedly.

QOccupational Rehabilitatiorn

[n addition to psychotherapy, the center’s work also relates to the patient’s rale
in his own social milicu. Intrinsic to this approach is the desire to return the
patient to work. The underlying philosophy is to make it possible tor the patient
to develop the teeling that he can lead a tull life through his own eftorts rather
than through the goodwill of others, that he can support himselt and his family
according to hisability. A great deal of eftort and thought is invested in finding
occupational solutions for the patients i the unit. Since this tends to be s young
population, many patients have not yet acquired a protession; and in another
share of the population the mjury has resulted i the patient beng unable 1o
retuen to his former work, and alternative professions or jobs must be found. A
number of factors are mvolved inaccomplishmg this objective.,

Adjacent to the dav center s an occupational rehabilitation center which i
equipped to perform comprehensive tests at oceupational ability. Atter evalua-
tion, the patient s ottered i choice of workshops where he can acquire the special
protessionalskills. He receivesarecognized diploma e the end ot the course, after
passing an exammation supervised by the Minstry of Labour. Ancadditional
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advantage of this certer is that it undertakes the practical application of the
newly acquired profession with follow-up of the patient's adaptation to his new
job. The role of the center is thus central since it returns the patient of soc
ety with tools that allow him to cope realistically.

Another important factor in oceupational rehabilitation is the rehabilitation
worker, wha is in continual contact with the patient and who is fully cognizant
of all the available possibilities in the vicinity of the patient's residence. The
rehabilitation worker may also assume the responsibility for placing the patient
in a job outside the vicinity of the patient's residence, in accordance with
instructions from the therapy team.

[t is important to note that a correct decision is possible only when there is full
cooperation and interaction between factors in the community and the therapy
team in the center. This approach enables a general overview of all the
components in the pathological picture, and increases real-life alternatives in
accordance with the patient's strengths, skills, and options.

Using these principles as a guideline, we have treated a large number of patients
overaperiodoftime inour center. We handle simultancously an average of abont
50 patients annually, and have thus treated 500 patients in the past 10 years.
About 200 patients pass through our day center annually, making a total of 2000
examined in the past 10 years. [n contrast to similar units in other countries, no
time limit is placed on the treatment available to each patient. The length of
treatment is determined by the patient's clinical condition, rather than by
economic or tinancial criteria. As long as there continue to be signs of progress
in the patient's condition treatment is available.

As mentioned above, an important factor in the suceess of treatient is creating
astrong link with the community, The above factors act as the link between the
center and the community, and enhance the creation of a treatment program
relevant to the demands of the reality in which the patient lives, In our opinion,
each trearment program must be anchored in the real life world to which the
patient will return, and suited o the options available, All studies, training and
skill acquisition must take into account the pattent's natural environment. In
other words, the treatment cannot exist on an abstract plane, but must be firmly
rooted inreality, From this point ot view the day center provides a counseling
service torall tactors in the environment so that the rehabwlitation program can
be constructed and unplemented accordingly. The center is always avinlable tor
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counseling and preparing guidelines for dealing with practical problems as they
arise. We are always prepared to reaccept patients after they have completed
treatment, to reevaluate their condition and to consider additional treatment
possibilities.

lt would seem that it is only with a comprehensive approach of this nature that
an appropriate and all-inclusive rehabilitation process relevant o the perient's
reality can be effected.

Conclusion

Described above is the treatment maodel a2 the Loewenstein Rehabilitation
Hospital, i national treatment center for brain injured patients. The hospital's
unigueness lies in that tollow-up is made of patients trom the initial acute stage
until the Tater stages after mjury. We attempted to deserice the nature of the
center, the underlymg treatment philosophy and the scope of our activities.

The experrence of many vears has taught us that despite the high cost of this
treatment program in terms of pessonnel, the results indicate that this invest-
ment is worthwhide. Thisassumption is based on the fact thata farge number of
sertots cases have already succeeded injoining their tamibies and returning to
work, with a concomitant improvement in thetr guabity of hte. It shoubd nat be
torgotten that untl a tew years aga the same patients would have been defined
as unrehabihtatible, and would have been hospitahzed i various mstitutions,
mehudig those tor Chromie psschiatrie cases,
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CHAPTER FOUR

Rehabilitation Communities of the
Brain-Injured Patient — The National Institute
for Rehabilitation of the Bramn Injured

D. Hoofien, M. Becker, E. Vakil

@
o

Introduction

he National Institute for Rehabilitation of the Brain Injured (Recanti

Rehabilitation Center) is a public nonprofit organization administered by
the Rehabilitation Division of the Defence Ministry and the National Insurance
Institute,

In operation since 1975, the Institute is designed to provide neuropsychological
and community rehabilitation services una national basts, to a vaned population
of patients with acquired head injuries, aged 15-60.

The Institute operates two bran-hesin the central and northern regions ot Jseal,
providing the following services tor 150 patients:

I Intensive ambulatory pehabilitaeon programs, using community and social
treatment methods for social and vocational rehabibitation.

2. A sheltered rehabilitation program tor improving the quality ot social and
vocational lite.

3. Soctab clubs tor improving the quality of soctal hite,

3. Pachotherapeutic and counseling rreatment programs tor individials and
tamilies,

I

.Comprehensive nearopsyehological evaluation tor the purpose of rehabibia-
nve gutdance and ditferential diagnosis,

[n addinen to these chinteal services the Institute tunctions in the saentitic -
academie ared. teachmge and executing saentitic researchin the teld of memory,
evaluation and tollow-up.
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Following a descripticn of the targer population, the nature of acquired brain
inpury, and the general therapeutic conceptualization of the Inst tute, we will
deseribe the above services histed above.

Relevant case descriptions will be included in the west o illustrate particular
portinns of the presentation.

Target Population, Scientific and Conceptual Background

I industrialized countries at least 200 per 100,000 citizens sutter brain injury
cach year (Levin, Benton, & Grossman, 1982 Brooks, 1984), the majority of
them at relatively carly ages. The primary reason tor brain injury in these
countries is traftic acerdents,

Bram inqury .+ 2counts for about 70% of the fatalities in these accidents, and for
aconederable percentage of fong termmipairment. Other prominent causes are
mypuries resulting trom work accidents (CCL), vascular disease (C.V.AL),
central nervous system disease ad removal of bramn tumors. Since so many
patientswith bram ijury are young, the cost to the mdividual, family andsociety
ot irectmedical expensesand ultimately ot fose productiviey, canmountinto the
hundreds of the sands gt pot nillions of aollars during an individual's litespan.
Obviowsdv. financiad mea iresdonotaddress the personal tragedy sepresented by
sich o bitealrermg mpury. Thus, it s enncally important to understand the
factors which may conmbate o the mdividual’s recovery from iy and
remteetition into societs,

Panage tothe central nersous svstem tollow g head imjuries may resultim tocal
contusiens, shearmg ot tihers, dittuse axonabinjury, o some combnation thereo
(Blambers, Tones, & North, 1999; Brooks, 1954; Levin, Benton, & Girossman,
Pos 2 Adhional mpury may be Gansed Iy oincreased intracranial pressure
Howes et the relatonsiinp between the atorementioned newropathologies and
Fehovaor v et siples Indiaduals presentime with seemingly simlar
nentopathology may ollow very ditterent courses of recovery ana ulrimately
lovels of tnetioning Like other bodily imyuries, iraumane b mgury s also
Do twostages o developmentad daraton. In the minl acute stage, the
severe mmedate consequences of the myory are meevidence Guch as extended
aiconsctonstions), sote of which passas aresalt o medical treatinent and
spentmeons tecovens Dunmg the chironic stage most ot the handicaps stabadize,
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Case 1: The Case of D. S.

D. S, 15 a pretty, 21 year old woman who had recently completed her army
service and had planned to start univensity studies the tollowing month.

On Sunday, September 9, D, 8. was hit by a young drunk driver who was
driving at 40 m.p.h. above the speed limit. Avarrival to the emergency room
she wits met in an unconscious state (Glasgow Coma Seale = 4) with no
response to verhal, visual, kinesthetic, or tactile stimuli. Further medical
examination uncovered the facts that . 8. had suffered a head injury with a
RT. epidural hematoma, LT, fronto-parieto temporal fracture of kull, frac-
ture of RT. Rbs. five and seven and compressed fracture of L. one and two
hodies of vertebrae. The family was informed that DS, was on the “cnneal
It and that the first week would determine it she would survive her inguries,
Her family was instructed te speak with D, despite her lack o response. By the
sweond week, D, moved her fingers in response to squeezing her hand and her
eves responded to light. By the third week she responded to verbal commands,
The family was teld that D, would hve, however, they recenved noassarances
as to the level of tunctionmg that she would regain,

I its chronic state traumatic brun mpury expresses itselt in many cases by long-
Lasting imprments and regressions attecting a wide spectrum ot nnate abihties.

Common Jdisabihities include severe motorie disturbances, vanous hinds of
paralyses, disorders i tine coordmation, impairments o attention, concentra.
fon, onentation, pereeption, verbal communication, comprehension and ab-
raction In additton. there are behavioraband personaline disorders, knownin
part as the trontal-lobe svndrome, deriving trom the bram myury itseltas well as
trom the patient's personal atttide toward hisstate ot disabdiny (lshman, JUNT,

pp. 2032 3.

These disabilities o patients with chronc bram mpun may be divded o
drtterent types: handicaps stermimg directs trom the brammpors, whichwewall
reter to here as "primary imparments,”andon contrast imparments whichae
restlts ot spinotts of the primars disabibies, which wall be reterred o here s

“sweeotdany prarments” (See Table 1)
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PRIMARY DEFICITS
COGNITIVE PERSONALITY / BEHAVIOR
Simple / Split Attention ORGANICITY :
Perception Frontal Lobe Syndrome
Manual Dexterity E ; Adynamn
Memory and Leasming Behavior Disorders
Logical Reasoning
Problem Solving ASSOCIATED CHANGES:

Categonical Thinkmy Reactive Depression

Post Traumatic Stress Disorder
Disturbed Selt Concept

\ 4 A 4 \ 4

SECONDARY DEFICITS

VOCATIONAL SOCTAL

Work Habits Withdrawal, Loneliness
Attitudes and Values e-—) Alienation

Loss of Motvation / fnter Personal Fur ctioning

Table 1. Distribution of Primary and Secondary Deticats
i Adles with Chronie Brain Injury
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Primary deficits (Table 1.) may be divided into two main groups:

1. Cognitive impairments, i.c., functions of the cognitive functions directly
affected by head injury.

2. Personality and behavioral impairments, i.c.:

a. “Organic” changes cansed directly by brain dysfunction, i.e., changes in
behavior caused by injury to the frontal lobe.

b, “Adjunct” or reactive changes, i.e., emotional reactions to the initial trauma
and to the on going mental and physical handicap.

There is a mutual interaction between the (primary) cognitive disabilities and
the (primary) personality and behavioral impairments. Inthis conceptualization,
cognitive impairments not only affect intellectual performance but also mark-
edly influence the individual's capacity for emotional and behavioral adaptation.

Examples of this interaction may be found in most of the behaviors ard reactions
of these individuals. Thus, forexample, disturbances in theareaof splitattention,
expressed by hypersensitivity to stimuli and lack of capacity for selective
attention, often brings about behavioral manitestations of irritability, disquict or
the opposite — a tendency toward seclusion and lack of activity, Another
example is concerned with the integrative thought dysfunctions (typical of right
hemisphere injury) and ability to build a new selt-image after the trauma.
Building a new self-image or changing the previous image is necessarily an
integrative, abstract course of thought. Thus, the inability to rthink in an
integrative, abstract way harms the process of building a new or “revised” self-
image. Thisis one of the reasons that some individuals with post-traumatic brain
injury tend to cling with characteristic rigidity to their pre-trauma image.

Case 2: The Case of HL D

It was already two years since "the acerdent. " H P ad 3 vearold man, marned
with three children, had suftered asevere headmpury with marked impairments
in physical and copmitve funciion. He was told o be patient, that briain
recovery s slow, H. Powas encouraged by his steady progress, Thanks to
physical therapy and pereverance, he had managed to overcome most ot his
physical initations and eventually walked with a shght hmp due 1o the

remanning hemiparests. Less encouraging, however, was his recovery ot
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coghitive tunctioning. There was some improvement in his short-term
memory and in his visual deficits. However, the remaining cognitive limita-
tions (such as short attention span and the inability to remember certain
things, such as names, daily events, and important things to do) left H. .
teeling like a “shadow of what | once was.”

The shocking revelation of these remaining deficits oecurred upon his return
towork eighteen monthsafter theaccident. Atwe=t H. felt lostand in astate
of utter confusion and left after three days. The Lt six months H. found
himself swinging between states of agitation and depression. His wife and
children felt ashamed and angry with H., themselves, and their fate. Ina state
of desperation, H. and his family arrived at the Institute with hopes to rebuild
“what once was.”

This interaction between cognitive and behavioral/personality primary impair-
ments explains why these same patients wha, after brain injury sutfer from only
moderate cognitive impairments and from relatively minor personality defects,
ultimately fail to be successtully rehabilitated. Each of these causes, when
evaluated separately, are perceived as *minor.” When in iteraction, however,
their mutual influence increases, constitating i significant Jdisturbance which is
expressed in secondary impairments.

The secondary impairments, which also mutually interact, are divided into two
types

L. Vocational unstitabidity. This is measured by otten repeated tulures in employ-
ment, sometimes tor nany yearsand without any signeticant change over timee.
It ischaracterized by deticient work habits, decline in work vatues and flatness
i vocational interests.

2. Social meompanbiies. This is expressed by astate of solation, fonehiness, and
notable dithicalty i mtimate and tannly tunctioming.

The mteraction between vocatonal unsutabiiny and socral mcompanbility
abvious, Repeatad tatlures at work cause alossotsocial status, embarrassment and
solation. On theother hand, seclusion, solation and tamidy duticulties trequenty
prevent proper adjustment at work,

A noted, the copnitive i well as behavioral/peesonahity disturbances (primany
mparments ) are mutialhy and equally mtluential on the individual's vocational
and socal tunctioning. Tn our view, these mteractions are the essental expla-
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nation for the eventual overall rehabilitative failure with people for whom no
severe disturbances were found in any single area of disability.

Dividing the four foci of disability — cognitive, personality, vocational and
sucial — into primary and secondary is not simply schematic and semantic, [t has
implications for the method of treatment. Rehabilitativ » treatment of individuals
withpost-tre aabraininjury, likeany other rehabilitative treatment, canopt for
one of two approaches, One way would be o treat secondary impairments, ..,
the actual results of the various dysfunctions (which are also the ultimate
rehabilitation goals). Thus, acourse of rehabilitation which engages primarily in
preparation for work by imparting work habits takes this approach. It creates an
improvement in the secondary disability and does not deal with primary causes.
This course is analogous to symptomatic medicine.

In contrast, there could also be an approach dealing mainly with the primary
rensons for rehabilitative failure which would define improvement in secondary
impairments as desired results, but would not deal with them directly.

A turther implication is that rehabilitation treatment must relate to interictions
between areas of disability and not just to the specitic impairments as separate
entities,

The aray of rehabilitation: treatment services provided at the Institute 1
intended tomeet the varied needsof patients m cach of the fourareas ot disability
noted above. Those ndividuals with simultaneous dystunctions m all areas are
treated i o more comprehensive, interactive type of treatment. Those sutfering
from dystunction monly one of the tour areas may wittice with a more narrowly
focused treatment. Thus, there s arange of treatment services froman itensive
treatment program destgned o respond o mpaimments on Al rehabilitanon
fronts, to individual treatment programs intended 1o Jeal with single arcas ot
Jisabihity,

tntensive Treatment Program — Therapeatic Commumity

Voot e e mm the therapeutic community sething sdesigned toheldp

mthe <o s ot people with disabilities who, though suttermg trom
oo oom o w reas ot disabihiey, have been detined as having atavorable
proowes e e vocattondh phicement.
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This treatment program is grounded on three basic assumptions:

1. Rehabilitation should be regarded as a social process, i.c., a process of change
within a given social context by means of social modeling and renewed social
learning in a therapeutic community.

Successful personal and vocational rehabil*iation would be the result of an
acquisition of new coping modes and social behaviors. Thus, our treatment
emphasizes to a great extent the community-social-group model within which
the patients must learn and emulate and subsequently apply corrected social
skills in society at large. In this frame of reference, the patient’s family is
conceived of asasocial structure within which the patient must be rehabilitated.
Quite often the whole family must first undergo the same process (further details
of the basic principles are presented in Ben-Yishay, et al., 1978:1.9).

2.0ne of the more efficient means of treating the adult with brain injury is via
an intensive treatment program. The intensive nature of the program is
designed to overcome marked difficulties in generalizing between situations
and across periods of time, Repetition and variation of learing situations,
cither cognitive or social, enables assimilation of new mental and behavioral
schemata,

3. The last assumption emphasizes the importance of treating the constellation
of cognitive impairments through cognitive-neuropsychological remediation.

The treatment plan, based on the above assumptions, may be divided into two
main stages. The tirst stage, involving intensive treatment, lasts for about a year
and is carried outas day treatment, three totive days perweek, five toseven hours
daily in the framework of a day center. The second stage, which comstitutes the
continuation of the tormer, is a follow-up stage in which rehabilitants enter the
vocational world according to their individual ability, while therapeutic follow-
apis mictained. Disation of the follow-up stage is unlinited.

Intensive Year of Ticatment

Rehabilitants are aceepted m groups to this one year stage. The group, serving as
a therapeutic community, undergoes all treatiment stages rogether as i social-
communal microcosi,

The treatment program duning this stage 18 dwaded into tour developmental
periods of tme:

4~ b



1. Thefirst periodisdevoted to consolidating the group socially and communally,
and lasts a month,

2. The second period, lasting for one-and-a-half months, serves to clarify prob-
lems through developing the rehabilitants’ awareness of their condition.
Rehabilitants test themselves in different domains — cognitive, behavioral,
emotional and social —- establishing treatment goals according to their self-
examination.

3. The uard and longest period (six toseven months) isdevoted to individual and

group treatment of the problems previously defined.

4. The final period (two to three months) isdedicated toconclusion of treatment,
constructing external rehabilitation programs for cach rehabilitant and ini-
tiating them.

In terms of content, this period of intensive treatment focuses on three basic
areas: the personal-social, cognitive and vocational.

Personal and Social Treatment

On the personal level, the therapeatic approach is essentially eclectic. During
the entire period of treatment, cach patient receives intensive psychotherapy at
least one hour per week. Therapeutic approaches range from a psychodynamic
insight-oriented theory to behavior modification.

Inaddition to therapeutic support, individual psychotherapy is, asa rule, directed
at improving the patient’s awareness and acceptance of his state and toward
decision-making related to accurate reality testing.

Family therapy is utilized with most patients. Concomitant with the treatment
of current family problems, family therapy is aimed at reintorcing the family's
involvement in the rehabilitation process and at stressing the threefold re-
spomsibility for its results: that of the patient, his family and the Institute.

On the soctal level, the group onentation is emphasized throughout the course
of treatment. Treatment is designed so that the group of patients, together with
the protessional stat, become a microsocial model, within which social skillsare
taught and learned. The group provides a medium in which, both in practice and
in the therapeutic atmosphere, the individual patient’s attitude toward his peers
arid vice versa are strongly considered. The group (patients and staff), as a
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“socicty,” establishes its own “institutions,” such as committees, allocation of
duties, parties, excursions; and establishes social activity and nornss.

Regarding social interactions, the main emphasis is placed on group therapy and
community meetings. The group therapy, moderated by two members of the staff,
varies in content between interpersonal dynamics and the acquisition of proper
social hehavior by role-playing and psychodrama (Guggenheim & Lesser, 1990).
The weekly “community meeting” is more open in character and is like a social
event, the responsbility for which patients and staff rake turns. inaddition to the
weekly community meeting, there are alsa excursions, parties and lecture
meetings at least once a month, The importance of the participation of patients’
relatives and seaff is underscored.

Cognitive Treatment

The aim of cognitive treatment is to bring the patient to wax mum utilization of
his cognitive potential, i.e., ta reinforce his normal capabilities and, within
limits, to evolve a gradual remediation of impairments caused by injury.

In light of clinical experience and accumulated research, a number of treatment
technigques (madules) have been developed tor the purpose of cognitive treat-
ment. Inaccordance with assessment results and individual goals for rehabilitation,
atreatment “menu” is composed for each patient. This tailored program includes
cognitive modules which are applied either consecutively or concurrently
(Hoofien & Ben-Yishay, 1982).

The main cognitive modules are:

¢ Individual treatment of concentration, simple attention and split attention
(Hoofien, 1987; Ben-Yishay, et al., 1978).

¢ Individual treatment tor manual dextenty and eye-hand coorhination (Ben-
Yishay, ctal,, 1978).

o Individuad treatment tor tygaral analysis and syathesis (Ben-Yishay, et al,
[978).

These individual cogmitive treatments are given throughout the entire year
between two to four hours weekly:

o Group treatment for memory tunctiomng (Vakil & Shelef, 1990).
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o Group treatment for verbal communication.

o Group treatment for solving complex logic problems (Gross, Ben-Nahum, &

Munk, 1982).
o Group treatment for mathematical ability, up to eighth grade level.
The Vocational Sphere

During the course of the intensive treatment year, three aspects of vocational
rehabilitation are dealt with: work habits, vocational choice and improvement
of vocational skills. In addition to personal, social and cognitive aspects, the
weekly treatment framework also emphasizes appropriate work habits. The
conduct required from participazrs mirrors that of a real work place. They must
arrive punctually, sign time cands, report and contorm to accepted work norms,
Concomitantly, group vocational counseling is conducted during the year to
assist choosing a vocation, hecoming acquainted with variovs places of work and
volunteering in difterent jobs for a period of time.

During the latter thirdof the treatment year, a vocational rehabilitation program
iv planned together with the rehabilitant on the basis of vocational assessment
amd consultation. Upon the program's conclusion it is carried out by the
placement worker and the rehabilitant.

The Vocational Experience and Follow-up Stage

Ths is the final and serhaps most important stage of treatment. lisaim s to apply
i the vocational as well as social and family environments, the changes and
improvements achieved i the intensive stage and to reinforce the trends of
progress. After i short term of vocational education the rehabilitant begins
actual employment at appropriate jobs. During this stage the psychotherapy and
family therapy are maintained. Termination of thisstage (and, in fact, thatof the
whole course of treatment), which may well be profonged, takes pliceatter afinal
vocational deenion has been made, and stability ae work and - the soctal,
cmotional and tamily spheres has been achievad.

An important advantage of this procedure tor vocattonal placement lies inthe
fact that the same umit that Jealt with rehabilitation also a sesses the resalts in
the field and therr apphication. The continuity of treatment and placement
enables the patient, as well s hisher theraputs, to consuder thoroughly nd to
pradually construct the proces ot advancement.
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Case 3: The Case of . T.

P.T. finished the intensive treatment program with a new understanding of
how her cognitive limitations dramatically affected her overall functioning,
She understoad that she would never achieve the professional status to which
she once aspired. She also became aware of how she presented herself
confused and disoriented.

The next stage of therapy (post intensive treatment program) was individual
psychotherapy. In this stage, P. T. struggled to assimilate her new self-image
with the original self. Accepting her cognitive limitations and disorientation
as a part of herself was, for P, equivalent to destroying the dreams and hopes
of the original self. Suicidal ideation and depression were interpreted asaneed
to save the original self. I, began to understand how she torbade herself
enjoyment since it would symbuolize an acceptance of her new self. Only after
several years of psychotherapy was P, able to begin dating men whose
company she enjoyed in the *here and now” and not rather than according to
old measures of approval. Soon thereafter she married. She ended therapy by
saying, “I'm not what L once was but I'm not ashamed of what 1 am now.”

Therapeutic Community in a Sheltered Setting

This special community treatment framework is suited to those rehabilitants
who, due totheseverity of theirimpairments, have no reasonable chance of being
integrated into the competitive working world. Hence, the sheltered community
framework is designed to help improve the quality of the social and occupational
lives ofits rehabilitants, enabling them to live ina productive social atmosphere
while providing the occupational and social interventions and intellectual
stimulation necessary to prevent regression.

The treatment program in the sheltered framework includes four occupational
workshops and a wide variety of ameliorative treatments. The occupational
workshops are:

¢ Carpentry workshop — engages in individual production, nnmarily in hand
cratts of carpentry products for personal use (1.e., toys, decorations, games).

¢ Production workshop — engages massembly and packagimg (production line)
of ditferent products and istraments supplied by outside manuficturers.,
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® Creative workshop — engages in creation of decoration and hobby products
for personal use,

* Photography workshop — engages in photography (black and white) on an
amateur level,

The accompanying array of treatments while participating in the workshops
includes psychotherapy, family counseling, cognitive treatments, speech therapy
and occupational therapy.

A personal treatmient program is adapred for each rehabilitant. Two-thirdsof the
time is spent in the different workshops (adjusted to each individual) and one-
third of the time is set aside for various individual treatments. The content of a
treatment program varies according to the individual's progress and the need for
varying hisfher stay within the framework. The rules and expectations of the
work programare determined and made known from the outset. The rehabilitant
must try to contend with them to the best of his ability, Nevertheless, since it is
essentiallyasheltered setting, a liberal policy of discipline isadopred and adjusted
to rthe individual.

Since most of the rehabilitants in this framework remain there for long periods
of their lives, special emphasis is put on group consolidation and creating a
productive, mature and social atmosphere, The group of rehabilitants is given
administrative responsibility over community acuvities which take place regularly
(i.e., excursions, parties, mectings with guests). Internal social issues and similar
matters are brought up tor discussion in community meetings once a week where
community decisions are made by sampling or democratic majority.

The sheltered community framework interacts with the community at large in
several circles. Within the fanuly circle, tamily members share inner community
life both on special occasions and through personal on-going counseling. Thus,
the therapeutic community also constitutesan emotional and supportive *home”
for family members. On their part, family members contribute through their
presence and involvement incommunity hife to the community's atmosphere of
productivity and health, On the vocational level, the therapeatic community is
connected both with outside factories and - ath employers whoaccept graduates
who show ahility appropriate tor external placement.
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Case 4: The Casc of A F.

A. E.,a 30 year old single male, was the only survivor in a head-on collision
in which three passengers and the driver were Killed.

A F. was in a coma for three months and was given little hope of recovering
any basic function. In what the family considers a miracle and to the surprise
of the physicians, A. gradually regained consciousness, began to verbalize
sounds and to feed himself. A. was able to walk with a cane, make himself
understood, and master most of the basic daily living skills (hygiene, dressing,
cating).

After one year of hospitalization, A, was finally discharged. Although, before
the injury A. had lived on his own, he was forced to move in with his elderly
parents. Despite his significant advancement, he remained severely impaired.
Inparticular, A. lacked social inhibition and frequently violated social nonms,
His behavior was childish, intrusive, and inappropriately sexual and aggres-
sive. The quality of A's thinking was rigid, constricted and concrete. His
world was centered around his needs and others were designed to satisty them.
A. became increasingly agitated, claiming he was bored. [t then became clear
that A. needed a daily routine. The sheltered workshop was aceepted by his
parents with a sense of deep humiliation, while A. was relievea. A. quickly
found that a daily routine of physical work, carpentry and vccupational
therapy contained much of his anxiety. However, his behavior was far from
acceptable and the staff created a behavioral program in which his behavior
was reinforced with self-chosen rewards. Six weeks into the program A, wins
involved in a physical fight with another patient. The patients made it very
clear that Ay violent behavior was not acceptable; they distanced them-
selves, and tor the finst time since the accdent A, expressed a desire for
tricndship.

A. has been at the shelrered \\'nrkshnp tor seven years. He considens the
workshop hoth his home and work place. And, he has fearned o contonm to
the norms of and teels he s a valued member of the work shop commuty.

Soctal Clubs

Asanexpressionof the Instieute'semphiasison the rehabiiantssoctab-community
quality ot lite, the Inatiture mamtains socta?ubs for its own rehabilitanes and
othersin the communmity. The clubsare operated onee or twice aweek dunng the
Late afternoon and evenimg hours. The purpose of the social clubs is to give the

0w [
ERIC

Aruitoxt provided by Eic:



e SF s O R SR g mal g e dcw s d b Tewe vl

interested rehabilitant an opportunity for positive social activity, without any
professional interference, with emphasis on free will and independent decisions.

The clubs are not designed to meet all the rehabilitants’ social needs or to
substitute for other settings, but rather to supplement them. Many persons with
brain injury, among the Institute's clientele and others, do in fact integrate into
regular social frameworks, and are content with this.

Nevertheless, there are some rehabilitants who feel more comfortable, more
open and moreable to enjoy themselves among other "fellow rehabilitanes” and
this is the rationale for supporting the clubs.

The scope of activity in the clubs is determined to a great extent by their
members. The Institute, as a maintenance body, supplies the logistical and
budgetary framework and minimal professional support. Members decide from
time to time on activities for the coming months, The content is characteristic
of hobby and leisure activities, such asexercise classes, acookingclass, photography,
painting, ceramics, social-political discussions, group outings to movies, and
other social, recreational or cultural activitics.

As noted, the club is regarded as purely for social enjoyment, without any
therapeutic or rehabilitative purposes. The "contractual” basis is the member's
desire to spend time with his peers and fellow rehahilitants. Though there is

underlying assumption that the social encouragement gained by a club partici-
pant will also facilitace his integration into other social frameworks, this
assumption has no operative expression and is given no relative preference over

the social experience per se.
Individual Treatment

Above and beyond the three community group trameworks enumerated so far,
the Lostitute also supplies indiidual treatment,

Indwvidual intervention, which usually takes place between one to four hours
weekly, is intended primaly tor two groups of rehabilitants. At one end of the
spectrum it is designed to answer the needs of rehabilianes already partially
mtegrated within external vocational traming and social frameworks but who
sutter from pensonal, emotional or other specific distress. The primary foce of
treatment in such cases are indiwidual pychotherapy, rehabiliaion counseling,
fannly and couple therapy . and speaitic cognnve treatment.
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Beyond providing a response to the client’s personal and family distress, this
service is intended to aid complete integration into the community. It s,
naturally, sought more for rehabilitants who suffer difficulty in one specific area
of rehabilitation which can be dealt with by treatment in this limited setting,

However, it is this type of service which is actually generally needed. On the
other end of the spectrum, this service is appropriate for rehabilitants who,
because of varioussocialfbehavioral and cognitive impairments, arestill incapable
of fitting into rehabilitation or training frameworks, either at the Institute or
elsewhere. Unlike the previous group, what characterizes these rehabilitants is
in fact multiple impairments in different areas, low self-awareness and deficient
motivation for rehabilitation.

The purpose of tecatt ent in this case would be to help the rehabilitant improve
awarenessof limitatic s, inordertoenable the rehabilitant tointegrate successfully
into more intensive rehabilitation settings.

Individual treatment of this type would usually be graduated guantitatively —
starting with a small amount and increasing gradually the number of treatments
over time and the variety of their content. Thus, in the course of time the
rehabilitant would also be integrated into therapy groups and therapeutic-
community activity, still as an “external” participant, until he is ripe for more
intensive treatment.

Neuropsychological Assessment

The main goal of assessment is to arnve at a difterential diagnosis and an up-to-
date evaluation of the patient's mental, copnitive and social condition. According
tothisevaluation the patient's needsand suitability for treatmentare determined,
and a provisional therapeutic approach for the initial stage of treatment s
comstructed. The assessment battery is divided into two parts: (a) a cognitive
dragnustic battery and (b o behaviaral-social-personality diagnostic battery.

Case 5: The Case of [1Y.

DY L amarnied, 38 yearold tather of three, was head ingured inacaracadent
with a losotcorsciowness tar two hours, He was discharged trom the hospital
the same day with no climical signs. D reported back to the emergency room
complaming of headache and dizziness nly o be told he was expeniencing
high anxiery. On the thied visie to the mergeney room, 4 hematoma was
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discovered and operated on, D. never recovered from the sense that others
suspected him of “playing sick.” When he failed tosucceed at work he hecame
clinically depressed. Although D, suffered from attention and memory prob-
lems he did not dare attempt to attribute them to the accident forfear of being
accused of hypochondriasis. After two years of classical psychotherapy for his
depression, D. was referred for a thorough neuropsychological assessiment.
The therapist's referral question was whether D.'s head injury had caused
cognitive deficits which were preventing him from retuming to his noral
social and occupational level of function. The results confirmed thae D.
suffered from an overall decline in intellectual functioning with impaiements
inhis processing of information, short-term memory and the ability toconvert
relevant information into an cfficient plan of action.

These cognitive limitations were seen by the evaluator as the primary reason
for occupational failure and subsequent depression, The assessment served o
help D. and his family reinterpret D.'s depression as a reaction to D."s decline
infunction. The next step wasa much longer processof aces ptingemationally
D.'s cognitive limitations.

Cogitive Battery

In the copnitive bateery the patient's abilities and impairments are examined by
nine categories: attention and concentration, deterity and coordination, visual
perception, memory, fearning, planning and anticipation, acquired abilities,
comprehension and judgement, abstraction and concept-formation. The ex-
aminations re conducted by means of familiar neuropsychological diagnostic
batteries, intelligence batteries, memory tests, ability tests, neurological exami-
nations and others. The interred evaluation of the cognitive results describes
simultancowsly the level of performance (normatively) as well as the quality of
pertormance with respect o cognitive processes tvpical for cach dingnosne
category. In conelusion, a *cogmitive map™ s obtiwned, presenning the charae -
teristic cognutive tunction m each category separately and as a whole. Ava later
stage the pomes of weakness and strength serve in- detinimg rreatment plan
prionties,

Persimaluy Batters

The personabity diagnostie battery idudes several personabiny tests such s the
Rorschach test (Rorschach, 1951, the Bender test (Bender, 1938), Draw- A-
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Person” (Machover, 1949), the Thematic Apperception Test (Murray, 1943),
vocational interest tests, clinical interviews (including a psychiatric examina-
tion) of the patient and his relatives and behavioral observations, As a result of
these, a personality assessment is obtained, as well as a personal and familial
anamnesis, which is of cardinal importance in understanding post-traumatic
personality reactions,

Assessment may be provided both as a separate service for the client's purposes
(legal actions, vocational guidance) and for the sake of determining the type,
content and intensity of recommended treatment. In the more intensive services
\Ereatment communities) assessment is a condition for acceptance,

Case 6: The Case of T. N,

T. N., a 25 year ald good looking man injured at the age of 17, presented
himself in a stiff and stern manner. He was highly critical of others and
described his sucial experience as one of withdrawal, alienation and rejection.
After a series of unsatistying traditional individual psychotherapies, it was
decided that T. was in need of an intensive treatment program which could
focus on T.'s social functionmg within the program. T.'s inittal experience of
the intensive treatment program paralleled his general experience of life. He
felt different from the rest of the group, and expressed desire to leave therapy.
The individual therapy within the program was designed to contan T
anxietiesand encourage T. toenter the group. During the tenth session of the
group therapy T, dramanically described his tears and ditficulties in commu-
nicatingwith the group members. The process wasarduous, with several mini-
crises in which T telt a need to withdraw and eriticize. However, the group
members 1n the program served as a great souree of encouragement. T.osaw
how others struggle with ssues of selt-esteem in ther relatioiships toward
cach other, therr timlies and their community. One month betore the
terminaticn of the program Tooretlected upon bis achievements: He had
stopped erinczing others, he had made signiticant overtures or triendship,
itiated outings outside of the Institute’s programs, and taken stock of some,
not all, of s cognitise limtations and how they intluenced his socul

functioning.

T. made a tinal step torward; he began o talk about danng women and the

compromises he wonl b need teacceptin choice of ocaupanon.
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CHAPTEN FIVE

The Neuropsychological Unit
for Treatmene and Rehabilitation
Givatayim, Israel

E. Klag, Y. Gross, 8. Ben Nachum, H. Moc2. V. Fishman

Qo
Introduction

I n this chapter, we wish todescribe the way neuropsychological irvervention

is applied in our Unit, We will begin with a brief review of the development
of the Unit. Following chis, the Givatayim Unit's approach will be presented in
some detail: this section will include a discussion of the conceptual framework
and theoretical orientation of the Unit, our approach to assessment and evalu-
ation, principles of therapeutic interventiun, and - examination of family and
social system dynamics. The last section of the chapter will outline structural
features of the Unit and some of the programs offered.

The Development of the Unit

The Neuropsychological Unit for Treatmeat and Rehabilitation was established
in 1977 with the partial support o s i aeli Ministry of Detence, Since the the
unit has functioned both professionally and administratively as an autonomous
body. At first, clients referred to the unit were brain-injured individuals who
needed post-acute treatment but were uneble to benefit from existing intensive

and structured rehabilitation facalies. These mcluded two mugor gups of

clients: (a) those whose - everity of impairment preeluded cheir participation m
these faciities, and (1) those whose moderate impairment enabied them to
retaia their jobs and position in hte so that mtensive: treatmets was ot
ndicated. 1 soon hecame clear that the orientation and therapeutic prins iples
guiding imterventions and straregies, were enunently appropriate tor an ex-
tremely droad spectrum of head-mjured chienis, witfermyg trom and exhibiting
varied Jiverse condinons resulting trom their inturnes.

The ! 'pirwas ostabished in 1977 with astftof three part-time paychologistsand
HETU TTRTATY RS ES By theendotrhefiest - arthe Unit's case-oad nuinbered ten
chients. 3oth stait and chients have meresed in number conaderably over the
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years, At present the Unit's staff consists of five senior staff members and four
interns, all trained as psychologists and psychotherapists, and including a
psychiatrist and a job-placement counselor. The Unit's psychiatrist, who has
specialized in the treatment of head-injured clients, is responsible for psychiatric
and pharmacological interventions, He helps coordinate treatment in other
medical institutions and participates in avaluation and treatment planning. The
Unit also serves as a training center for University students,

Today, the Unit treats over 180 brain-injured clients and their families. Client-
referral sources include: the Rehabilitation Department of the Ministry of
Defence, the Rehabilitation Department of the Institite for National Insurance,
and self-referral, The Unitissituated in Givatayim, which isasuburb of Tel Aviv;
a second clinic was opened in Jerusalem in 1985.

THE GIVATAYIM UNIT'S APPROACH
Conceptual Framework and Theoretical Orientation

The Givatayim Neuropsychological Unit's orientation and treatment madel
regards all aspects of treatment within the broad context of psychotherapy and
the psychotherapeutic relationshi . The model, which will be presented in some
detail, has evolved over the years in response to several underlying and crucial
perceptions, These relate (o our perception of the head-injured client, and the
treatment processes. This perception will be illustrated using brief examples
drawn from the therapy room,

The tollowing illustration taken trom Mr. L.'s therapy highlights issues that will
be dir cussed turther on.

The Case of Mr. L.

L. 39 vear old veteran, fostan eve and sistained trontal injurtes several
menths ago when arock was thrown at him duning his army reserve serviee.
Recently, heatlowed his wite toconvinee him to o Eerataparty, Asummg
his pre-morbid social role, he poured the drinks, but he missed most of the
glasses and runed the tabledoth. He then proceeded tomiss the ghises when
adding the we cubes. His good natured tniends and his sate responded by
pomang out humorowsly that he was drunk before even driking. L. Laughed
Along with them, not teehng any embarrasment L. browght this inadent o
the therapy sesston as an exampic of his problems with depth perception.
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This incident reflects how the reality of the brain injury does not hecome part of
the person's awarencss. Avoiding the awareness of the brain injury is the result
of an interaction between a deficient cognitive system and defensive dynamic
processes. In this case L. perceived the eventina concerete way, isolated from any
generalized, abstract and personal significance. At the same time, dynamic
denial and isolation defence mechanisms were utilized to the same end. These
processes found external reinforcement in the denial and protective response of
Ls wife and friends. The role of the physical, overt disability (i.e.the lost eye)
is magnified and is perceived as the sole reason for all that is wrong, The above
incident becomes one of many fragmented experiences that are not integrated
with cach other or with L.'s perception of himself. There is also a marked
dissonance between the various levels of L.'s responses to his condition: L
initial refusal to attend the party indicates some emotional awareness of his
changed sucial identity. Onanother level his prompt taking charge of the drinks
points to the persistence of a pre-marbid self iniage. On yet anather level, .he
incident was important enough for L. to bring it to the therapy session albeit tor
the less relevant reasons. These and other levels exist concurrently but in a
disjointed manner.

In this and other cases, we chonse to focus our attention on the way that the
integrative aspects of the client’s personality are affected by the direct and
indirect sequelac of the injury. These would include the following:

1. The mutual augmentation of the dynamic defense processes and the cognitive
deficits (L. could not correctly evaluate the relative significance of his lost eye
it his visual motor coordination, and whatever he could comprehend he
couddn't "attord™ to know).

2. The fragmentation of the selt concept brought about by irreconcilable vxpe-
fences (LS persistent effort to maintain s pre-morbid social role and his
obvious inadeguacy).

3. Lack of congruity between the chient’s varous Tevels of pereeptions (L Lack
of awarcness ot his soctal ditticulties and his unexplaned unwillingness to go
out).

+. The ditficulties experienced by L wite who s contronting her own personal
lows (her hushand s phvaically present ver i many ways absent s the person
she Rbew ).
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5. The ways in which a supportive family and social network reinforce the “false
self” (The excuse given by L.'s wife and friends for his spilling the wine).

Before we discuss the principles of therapeutic intervention, it is appropriate to
review how these principles guide the evaluation process.

Assessment and Evaluation

A detailed presentation of our approach to assessment is beyond the scope of this
chapter. However, we would like to point to some areas in which our conceptual
framework has a specific influence on the evaluation process. This is reflected in
the qualitative analysis of test datarather than in the specific choice of tests used.
Furthermore, observing and understanding the way the client engages in many
aspects of his assessment is of great value. We may briefly review the following:

1.On the most basic level, the assessment process attempts to identify areas of
deficits and pathology, particularly those that may be indicative of
neuropsychological syndromes. In this, the evaluative tests and procedures are
quite similar to those practiced in most neuropsychological clinics.

2.Qur assessment process is heavily biased towards identifying the client’s
cognitive style. This style is seen as the result of an interaction among the
client’s pre-morbid copnitive style, his current deficits, cognitive compensa-
tory strategies and dynamic coping mechanisms. Understanding the nature of
this interaction is an essential goal of the assessment process, One of the ways
in which such understanding may be enhanced is to look for the simultaneous
impact of dynamic and copnitive factors in both cognitive and projective test
material.

3. Special attention is given to mtegrative and meta-cogmitive tunctions. In ¢ his
contest, the client’s ability o actively and dfficiently seek information
pertnent to the task at hand is evaluated. Sinvlarly, the client’s contimuous
awareness of his goals while engaged din a task s abso evaluated.

4. Testing-of-limits is often incorparated into the neuropsychologic al evatuation
process. In our clinie, we tind particular interest i extending the testing-of-
limits 1o the mteraction between the testee and the therapist-examiner. In
most cases, new clients are evaluated by the therapist aver an extended period
oftime. Inthisway, the therapistmay observe how the therapeutie relationship
attects the chient's perfornunce. Intormation obtuined is of prognostie value,
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provides guidelines for future therapeutic involvement and is indicative of the
client’s ability to establish and benefit from interpersonal relationships. This
aspect of testing-of-limits is less relevant in medical-legal assessments than in
the evaluation of clients who begin the therapeutic process.

5.Since ecological validity is our main concer in assessment, we often seck
clients’ permission to include significant family members in an intake session
and to visit the client in his home environment. This is of particular
significance since so many of our clients are stimulus-bound and behave
differently in different environments. Establishingadirect link between family
members and the therapist and home visits are important sources of additional
perspective since many of our clients may be inefficient agents of information.

6. The continuous process in which the therapist-examiner and the client engage
in deriving pertinent information from test data is in itself a test situation.
Issues examinedat various points throughout this process typically include: the
client's way of coping with his new reality, particularly when itis presented to
him unambiguously; hisability toassume an -ctive role in generating, together
with the therapist, an integrated understanding of this reality; his ability and
willingness to assume responsibility in sharing new information and insight
with significant others,

[n view of the above, the evaluation is seen as a multi-purpose process. To begin
with, the therapist is provided with many levels of information: symptoms and
syndromes, cognitive and personality style, interaction between clinical and
neuropsychological dimensions, and social and interpersonal resources. In ad-
dition, the evaluation process serves to introduce a framework for tuture inter-
ventions. For example, the developing interaction between the client and the
therapist-examiner establishes a concrete basis for future discussion of difficulty
and disability within context of acceptance and coping.

Principles of Therapeatic Intervention
Our intervention model implements the tollowing:

1. All interventions are conducted within the broad context of the therapeutic
relationship between clientand therapist. This contextis based onacceptance
and positive regard for the person as he is today. He s experienced by the
therapist as a whale person in a way with which he can identity. Within this
context, the need for dynamic detenses is reduced, and thus the dynamic
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defenses and cognitive deficits are somewhat untangled. Furthermore, within
thedynamicsof the therapeutic relationship, integration s multi-dimensional.
The therapeutic process involves the identification of specific deficits and
areas of impaired functioning, and this is accompanied by interrelating these
tooneanother and providingancgo-involved frame of reference. Forexample,
impulsivity, short memory span and inadequate communication are identified
and interrelated to each other in terms of the client's inability to remember
intentions or achieve a meaningful goal, and this is related to his brain injury.
Cognitive deficits are thus presented to the client as sources of confusion and
hindrance to integration. Development of cognitive skills and wore adaptive
coping mechanisms can be perceived as an integrative way of dealing with
conflicting information about world and self and regaining mastery.

An important aspect of the therapist’s role is to enrich and rehabilitate the
client’s emotional repertoire in intensity and variety, A detailed presentation of
neuropsychologically-based interventions is beyond the scope of the present
paper and is available elsewhere (Goldstein & Ruthven, 1983; Gross & Shutz,
1986). The transference reiazioiship enables the client to gradually regain
coherence of his fragmentary self experiences. For example, the client who can
identify with his therapist’s emotional response to his loss, may begin to mourn
and integrate his mourning with his other present experiences and memories of
the past,

2. By necessity, the language of therapy with the head-injured client has unigue
qualities (Gross, Klag, & Munk, 1986). For example, the client's concrete
actitude and perseveration, while obviously a hindrance to adjustment, may
paradoxically enable the therapist to suggest slogans that the client can use to
organize and develop his behaviour. A violence-prone client learned to use the
slogan “strong men don't hit people.” He subsequently internalized the value
of restraint. Another client suffering from a severe “trontal syndrome” learned
toask himself *What do T have here ™ whenever he came into a new situation.
Repetitious experiences with this question taught him to habitually scan his
environment. Along with otherdevelopments moredirectly related to impulse
control, this client found — to his surprise -— that he became more attentive
to his girl friecnd’s moods.

ft should be noted that a cognitive intervention which s conducted within the
tramework of a therapeutic relationship often has signiticant impact on inter-
personal and emotional behavior.
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3. While the psychotherapeutic relationship serves as context for all interven-
tions, the specific needs of the client with brain injury require interventions
to be firmly and explicitly anchored in the client’s actual reality. This anchor
is of paramount importance because of two interrelated issues. First, as many
of us know, the client may not interrelate experiences to another (Mayer,
Keating, & Rapp, 1986). He may be stimulus-hound and concrete, and unable
to conneet — without external guidance — issues dealt with in the clinic with
events that take place elsewhere, For example, a client may entirely neglect to
bring into therapy the face that he hasa girlfriend. Inasimilar manner, a client
may fail to sce the relevance of his emotional reaction to the test performance
and his refusal to meet people. Secondly, the client may not on his own relate
and apply abstract knowledge, emotions and concrete events to one another.
Thus a therapist may feel that the client talks about anxiety related to the
possibilicy that his wife might leave him, whiie in actuality he is relating
separately to cither his difficulty in taking care of himself without help, in
heingalone, or else to being deserted. Indeed, the client’sfeelings of loneliness,
fear of abandonment and anxiety, unless tied together by the therapist to the
concrete family crisis, will remain separate and isolated and even lack actual
experiential meaning,

In view of the above, cognitive functions are regarded not as isolated phenom-
ena, but within the broadercontext of the individual's need toachieve coherence
of information and experiences. Hence, a discussion of cognitive deficits can
provide a framework for relating to a client’s emotional world. Similarly, the
client's emotional responses may serve s i framework for discussing the way in
which he deals with intormation,

4. 1Uis of utmost importance that while in therapy, the chent is tully mvolved m
his “real” life, outside the therapy room, The cli snt is consistently discounsped
from secing himself as a “patient” whose existence in the elinic isseparate and
distinet from his everyday lite. This requires both nunmuzing actual treatment
hours and creating spetfic therapeutic strategies, The clients i our unit get
usually one or two hours of direct reatment hours per week (in no case more
than four and this would mclude family and group therapy whereappropriate)
and will use the rest of their ume fulfilling other roles such as tamily member,
employee and triend. We deliberately retenn from oftering para-medical
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services (such as physical, speech, and occupational therapy) as part of our
services and let the client get such services elsewhere. Thus, inaconcrete way,
the client is discouraged from sceing himself as the passive recipient of
treatment at the Unit. On the contrary, he is encouraged to see himself as an
active agent in his rehabilitation process and to assume responsibility as best
he can,

When a need to coondinate treatments emerges, the client will be pare of the
courdination process. He may be given the opportunity to identify the need for
coordination, bring together the different pasties and propose a policy as the case
may be. Whenever possible the client will be the one who explains his situation
to others, utilizing concrete examples taken from interactions with his various
therapists and to convey "abstract” explanations about deficits and dysfunction.
When a multi-disciplinary team is working with the client, the client himself
becomes a significant member of that team.

5.

™

The cognitive difficulties of the client usually require therapeutic strategios
and technigues designed to facilitate the impact of the therapy and its gains on
daily life. Sometimes, deliberate steps are taken to provide the client with a
concrete representation of his therapist while he is writing a daily log. When
the client is writing the log he is haviiga covert dialogue with his therapist and
can bring together his perception and feelings with those of the therapist.
Caution should be taken that (e context within which this dialogue is
developed is the therapeutic relationship. In this way, three dynamic dimen-
sions have simultancous presence and can be integrated into one coherent
system: 1) the actal and conerete lite events of the client, 2) the therapeutic
goals,and 3) the internalized therapist. Another means of fac ilitating integration
between the clinic and ongoing life events is by reducing symbolic boundaries
between “The Clinic” and “The World." Our Unit is currently located in a
residential apartment building and, from the outside, is indistinguishable from
surrounding flats. Neighborly relationshups are established between staff and
clients and the next door grocer. Clients ave encouraged to relate to the Unit
i an informal manner, to make coffee for themselves in the kitchen, o
interact socially with the secretary, other statt members and other chents.

T
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To sum up this section, the following steps are taken to increase generalization
and internalization of therapeutic gains and reduce the limits created by the
client’s tendency to be stimulus-bound, concrete, and defensive:

1. minimizing treatment hours;
2. clearly defining and limiting the role of the therapist in the client’s life;

3. encouraging the client to assume an active role in coordinating his relation-
ships with other agencies and life systems;

4. maximizing the representation of life events in the therapy session and of the
therapist in life outside the room.

These steps help in making life an integral part of the client’s therapy, and
therapy an integral part of his life.

Dynamics of Family and Social Systems

A major challenge for the clinician is to find ways of augmenting interspersed
direct client contact by maximally utilizing his various lite systems as rehabili-
tating agents. This should be done with full client participation and without
turning members of the client’s milieu into therapists.

The client’s significant life systems — tamily, social networks, occupational
milieu — provide a primary source of meaningful information and experiences.

These systems themselves are inevitably traumatized. Often, the patterns of

readjustment become, in one way or another pathological, even when the family
was pre-morbidly fully functional. The consequent interactional patterns with
the client provide himwith contradictory and confusing (or negauve) information
and experiences.

L.’s case as presented above, illustrates a typical interaction between rhe
individual with brain injury and members of his family which hinders the
person's rehabilitation. There are many and complex reasons why a non-injured
family member, like L's wife, reinforces those perceptions, feelingsand behaviors
of the client which are inadequate. Mrs. L. telt that she could not hut her
husband's feelings by contronting him with his f1ilings. She also shiclded herselt
from the tull realization of the changes in her ausbind. In this way, a myth of
continity is preserved. Overt expression o trustrations and anxieties e
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suppressed. However, covert emotional responses continue. The family, iticlud-
ing the identified patient, becomes locked into a maladaptive system,

The eventual aim of therapy and rehabilitation is the reintegration of the client
in social, familial and occupational systems. The process of reintegration of the
person with brain injury into his family and social systems places an extremely
heavy burden on that system (Brooks, 1984). [t calls for a flexible redefinition of
roles and interactivng, i.¢., a redefinition of the family's self-concept. For most
families, this process reguires external and professional help. This help needs to
be intraduced as soon as possible so that continuity of the client’s involvement
and identity as partof hissocial systems is preserved, yet modified toaccomnuadate
new realities.

Therapeutic mtervention with the fanaily is important for the client’s progress,
while at the same time it addresses the family's pain,

An important area of challenges and difficulties for the family therapist is in the
seemingly conflicting interests and perceptions of the client, his family and the
therapist. These differences may be tlustrated in the case of Mrs. 8.

The Case of Mrs. S,

S. 40 year old haghly educated mother of twasons, sustamed several brain-
stem hemorrhages and demonstrated emotional tlatness, lack of imitiative,
extremely brief memory span (she could not rememiber parts of conversation
within ten mmutes), m addinor to other severe cognitive deticits and
ditticudtion m vision and balance. 8. hasband complamed that S spent most
ot hertime in bed retusing tojomehe tamily in the living room. She would also
retuse to on o ings with th - tamaly, suggesting that he'd rather stay home.
she disregarded her Lack of satety and need tor close supervision. 8. tanuly
wereestremely worried by what thev considered tobe indications ot regression.
Much tanmahy interaction evolved aroand these issues: 8.3 hushand consis-
tenthy prodded her and argued with her about her “lack of cooperanon and
motivation.” In the couple’s therapy, whenever these mues woukd come up,
S would retreat and doze oft, B one of the sessions, S exphathy saared that
she wanted todie Her hushand, who s ackindssapporos e and warim person,
tried toconvinee her that she had greathy nnprosedand should be granetult tor

that s he was

S
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S.'s hehavior was reinterpreted for both her husband and 8. herself as genuine
expressions of positive therapeutic progress. S, and her family were able o see
that underlying her refusal to leave her bed was the expected agony entailed
in the situation of being with the family and yet separate. 8. was unable, on
her own, to formulate to herself or to communicate to others the painaroused
by having lost her function and role in the family. The therapist identified
these painful issues for S, and her hushand, and could view 8.'s staying in bed
as a willed decision to avoid confrontation with her reality, Since lack of
initiative was one of 8.'s problems, reinterpreting her passivity asan act of will
allowed the therapist to regard her behavior in a positive way, Also, this
provided S. with = n admittedly small but growing sense of control. This whole
process demonstrated to 8. and the family a basic dignity and value which
cannot be denied. In o similar vein, her voicing of suicidal wishes could be
viewed as positive — albert painful progress fiom her emotional flatness.

This example illustrates how in therapy with a brain-injured person, developing
neuropsychological processes within the emotional context of psychotherapy
must touch upon and often arouse complex, seemingly contradictory. and paintul
issues for the client and family. The client may be getting better, but this entails
feeling much worse. As she becomes less defensive, she can become more aware
that she can more fully comprehendand express her predicament. The mourning
and depression seen in clients at this stage require therapeatic skill with both
chientand tamily, at times psychiatric intervention, and above all, the suppore ot
the therapentiv alliance, However, the stage of mourning i an essentil part of
the client's reintegration of her self coneept.

Structural Fearures and Programs

We have presented some of the underlying principles thar ginde the Givatavim
Umits evaluation programs and therapeutic interventiens. Ieshould be pomeed
out that the application of these pringiples s always adapted o the unigue needs
of cach client and her taiouly. The mdiwidual program s tlexible, cntuually
reassessed and constantly adapted o the chapter deseribed the vanoa s and
constantly changimg roles asumed by both the therapist and the dient w
ditterent levels of the treatment the way it s conducted m oui unit. The magor
purpose of this chapter was foddesenbe how we view the complesity of the Fran-
ijured chient and her needs, ind the nearop achological ervention processes
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CHAPTER SIX
U.S. Commentaries

Sheldon Bervol, M.D.

o
he concept of community rehabilitation services for survivors of traumatic
brain injury (TBI) has engendered widespread international attention.

The State of Israel has been a pioneer in recognizing the potential benefit of a
community oriented rehabilitation approach. This undoubtedly has been the
result of its organized acute rehabilitation effort for travmatic brain injury, and
the highly trained staff of rehabilitation clinicians and researchers who recog:
nized that discharge from hospital after traumatic brain vy does not conclude
the rehabilitation process, but often signals the need for witense intervention in
new directions. The broad multidisciplinary base of professional involvement
was an essential component that had been missing in the European arena,

Persons with TBI were recognized as having a unigue grouping of impairments
thart required specialized forms of intervention and that new services needed to
he ereated if these individuals were to be integrated into the community. These
cliniciansappreciated early on that traditional rehabilitationsettings or psychiatric
settings were unable to substantially modify long-term outcomes, since they
trequently failed o identify oraddress the higher order cognitive, and subtle (and
sumetimes hot so subtle) behavioral deficits.

The papers in this monograph deseribe a variety of community based progranms
that attempt to normalize the TBEsurvivors' process of re-adaptation by utilizing:
the community as a therapeutic environment. They recognize the need tor
individualized vocational rehabitation, including sheltered employment that i
Jistinet from the traditional sheltered workshop settings, programs that con.
ceptualize the problems and potentials in a new perspective. The potential tor
behavioral change, new fearning and cognitive compensation of TBI patents
mandatesa change from the traditional workshop modeldesigned foremonionally
and developmentally disabled individuals. ft becosic apparent that there wava
substantial subgroup of chronte TBE patients who could enter the job miarket at
wome tevel f basie vocitional and socal skitly were enhanced, and intrinsic
abilities were facihitated.
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The need to deveiop avocational pursuits both from the perspective of leisure
time management, epo development and the process of social reintegraticn
became a paramount effort. Most importantly, the Isracli investigasors recognize
the need to incorporate the family unit, not only in the therapeutic milieu but
in the development of recreational and avocational skills. A revolutionary
community-based recreation and treatment center, Beit Halochem, facilitates
family participation through its broad scope of sports and reereational oppor-
tunities. This level of planned involvement, should be explored and emulated in
other more atfluent countries.

The progeams described are based upon several universal concepts that form the
basis tor any successtul community-oriented program. The goal ofattempting to
establish a “quality of life” hinges upon an individual's ability to assume some
level of control in one's life. Thus we see repeated in several of the prograns
described, a graduated schema for the sharing of connol within cach of the
programs basedupon the patients”ahiliey, This “control sharing” isaccomplished
within a group or sucial contest. The development of an autonomous role and
the acceptance of the responsibilities thiat accompanies autonomy, serves to
reestablish ego strength =nd the coneept of adulthood.

Al stressed within the programs s the concept of providing activities thar
relate to the individual's lite at home, the community and at work. Engagement
inatctivities that are meaningtul to the individual isa major tactor inovercoming
problems ot intetion and establishing motivation, The abihty to use over
learned premorbid skills ot times accelerates the rehabiiitation proces,and the
acquisition of new skills and behaviors,

Severalof the programs unihize ashelwered workshop approach and have beenable
to transition ients meo pamstream work acuvities, although trequently ar a
Jitterent fevel than the patient tunctioned at premorbidiv, Supported cmplov-
ment s net mentioned as such many o the programs, but some of the clements
appedr to b present. The concept of placing the patent m the work environ-
ment ased then traming tor the skl overcomes the ditticulty i generabization
of shills that chenes with head mpury trequently have. Menton s muade ot work
steassistanee tor those who do return o competitive environment, but there
appeans tobe notormalized swstem o job coaching. The models presentedappear
to recognize that the porental for change s greater whens meanimgtul cpgo
witivme i aties are prosided as part ot the therapeatic miiew Meanmetul-
ness ot the mtersention appears to be o halmark crateragas welbie shoabd.
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Dr. Katz presents a concept that requires further thought and exploration when
ke discusses their method of reimbursement for workshop activities. It is worth
ponderirig that the rehabilitants elected to establish a common fund for monies
received rather than to direct these monies to the individual who performed the
work activity, It may well be that this woukl occur only when an adequate
entitlement is provided. However, the end result is that a decision was made that
sacietal or group needs had greater significance than individual needs. An
interesting example of higher order thought processing.

Mostof the programsdiscussed have astrong foundation in the psychotherapeutic
process, This may limit the involvement of those at the severely brain damaged
side of the spectrumn. Experience and the literature suggests that insight therapy
may be of limited success in the case of severe frontal lobe pathology. While a
multidimensional approach is utilized by all the programs, the limited number of
disciplines involved in some progeains, and the patient’s need to independently
seek out care for motoric, orthopedic and neurologic problems would seem to be
adisadvantage to staging goals and interventions based upon the patient's needs,
rather than discipline needs.

Essential tothe development ofa broad- based community rehabilitation approach
to the needs of TBE individuals has been the centralized planning that developed
undergovernment ausprces that resubted ina systematic approach tocare . Asyet,
such asystematie approach has not been replicated elsewhere, Cerrainly the size
of the State of brael has been a positive factor in the ability to developasystem
at care, particularly ata community-based level. However, most larger nations
could easily develop regionalized svstem,

In geaeral, the programs represent day treatment ceaterswhere rehabilitants are
reterred upon discharge trom hospeal, from chronic care tacihnes oratter having
ived i the community tor some time. None ot the programs vepresent the
“transitional hiving model” that has been popular in the Unsted Stes. There s,
however, wheavy emphasis deseribed in each of the programs on incorporating
the tamily and social milicu of the indwidual into the therapeutie proces The
advantages of imcorporating the tannly, tacditating ther understanding ot the
pathology and the resultant sequelae, and in expanding their own copig
mechanisnes s quite obvious, I the Uimted States we have fost this potennal
sinee tew programs are "commumty based,” bur every wtempt s made o have
wide geographie distribution. Panents mast invel long distances o participate,
and relatively tew members of the tatarly, and certunhy none o the extended
-
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family have access tothis intensity of counseling or information. Thus it may well
be that the need for “transitional” programs which require the patient to live in
the facility, remote from the patient’s community, all be it "homey,” may not be
necessary in the continuum of care if the therapeutic community is one with
which the patient is most familiar . . . and if family and friends are maximally
equipped to deal with the behaviors of the patient.

Barry Willer, Ph.D.

Director, Research and Training Center
on Community Integration of Persons with TBI

Q
he Research and Training Center on Community Integration of Individu-
als with Tranmatic Brain Injury (TBI) has been in operation for slightly

more than two years During that time we have learned a great deal about the
trustrations of these individuals and their families, with the services offered in
most North American communities, or more importantly, with the services not
provided. It would be ideal if the systen,  services offered 11 another country
could be documented and eventually lead to a transfer of innovative aspects to
the United States. This monograph describes various components of service for
individuals with TBLin a country with a vastly ditterent social system and one
torced to cope with a Larger than normal number ot war veterans with TBIL

The pro v we have observed in North America are best summarized by o
report of the Ontario Head lngury Association in Canada (1989). Following tive
Jdaysofpublic hearings in three different cities, the report concluded that the vast
majonty of indnviduals with TBE do not recetve the care andfor services that
would tacilitate community reentry. The typical outcome isreturn to the tanuly,
who must cope with the myriad of physical, cognitive and behavioral sequelae
with little or no protessional assistance. The report calls this post coma ahan-

Jdonment.
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Various reports in the U.S. have been prepared by committees examining the
status of individuals with TBI in their state. In New York, the system of
community services was described as fragmented or nonexistent. In Missouri,
many individualsend upin psychiatric hospitals receiving inappropriate services.
There are similar reports on the status of needs of individuals with TBl in Alaska,
Colorado, Connecticut, linois, Maine, Missouri, Rhode Island, Virginia,
Washington, Virginia, etc. While these reports do not use the term post coma
abandonment, they describe the elements that characterize thisoutcome. Services
that facilitate community re-entry are scarce.

This monograph describes the development of a system of rehabilitation services
in Isracl that does appear to address the problems of post coma abandomment. It is
interesting how these rehabilitation programs have been established in different
organizational environments, including an inpatient rehabilitation setting, a
stand-alone day hospital, a sheltered workshop program, and a community-hasedd
recreation and treatment center for veterans, Unfortunately, the authorsdon
provide a comparison of organizational compatibility between these types
settings but it raises the possibility for a comparison of the influence of different
organizational environments, treatment ideologies and approaches to service
intervention,

The impetus to develop or expand services in srael is described as in direct
response to the large influx of war veterans with TBIL Itappears that, compared
with the general population, veterans are perceived as more deserving of
rehabilitation services, for a longer period of time, and swith greater participation
in the management of programs. It is interesting that there 1 nomention of the
pre-mjury characteristio of indiwiduals with TBEas risk-takers or coming trom
Jisturbed famities: 4 common theme nNorth American rehabditation programs
despree refanvedy liedde research support (Mack & Horn, [98Y).

It 1 abso tnteresting that the st programs in lracl were developed tor those with
wvere hehavior problems and others who are hard to serve (e those pliced n
psychiatric programs). The next programs established were community-hased
andserve many wholive athome. In North America, rehabilitation program:are
mare tvpically mpatient because, as Mullms (1989) points out, this v what the
third party payers are willing to tund. Mullins abo pomts out that rehabihitation
i the United States isan mdistrs and, assuch, isdriven by the probitmotive. The
industry 15 not Tkey o support programs that are ditticult to tund or serve a
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population that is expensive to treat, Individuals with severe behavior problems
are the most difficult to treat and such programs are the most expensive to run.
In North America, programs of this nature are rare. Community-based programs
are also rare because it is difficult ro find financial support for them. These
programs are only now beginning to develop, but do not have the luxury of
support apparent in Isracl,

There are a number of innovative aspects of the programs described in this
monograph. There is a clear emphasis on vocational adjustment, apparently not
just to increase the carning power of the individual and reduce the financial
burdento the state, but to increase the self-c.teem of the individual and to reduce
the stress on the family. The rehabilitation center described in chapter rwo
presents acombination of vocational, educational and social activities for clients
who may never return to gainful employment, but can nonetheless have
meaningful daytime activity and relative autonomy. Chapter five describes a
comprehensive community-based progran for higher functioning clients, and
the program is terminated only after the individual with TBI has been successfully
placed in a vocational setting and has achieved stability,

Return togainful employment tor individuals with TBLis especially problematic.
The problems of vocational adjustmient are well documented in a recent edited
hook by Wehman and Kreutzer (1990), This book also highlights some of the
innovativeapproaches now being utilized in the United States. These approaches,
particularly supported employment, suggest that job re-entey is more likely when
prograns provide support to the individual on the job. Transinonaland shelered
craployment approaches mav be oo prorective and may not aliow sutticient
generalizaton of skill Tearning, to be effective at encouraging competitive job
placement. The programs i el adopr an attractive ideology but could also
benetr trom consideration of these innovative approaches.

The brael prograns share o pachodvoamic approach to treatment that is rare
in North America. The commanity-based program described in chapter toar
outlines the assumptions that underhie this approach. The mdividual with TBI
v assuined o have deticiencies in cogmition, but abso has defense mechansms
that mtertere with saccesstul adjustiment. Individaai psychotherapy, tanlby
therapy and group therapy are all provided. The acute care program deseribed m
chapter three provides an-addiional asamprion that mappropriate detense
mechanisme and tamhy hstunction canoccur i the acate care and mpatient



rehabilitation setting and that carly intervention is required to avoid problems.
“Treatment is viewed as only one component that supplements the patient's
experience of reality, and is under no circumstances a substitute for it."

It is generally accepted that a common characteristic of TBI is lack of insight
(Woud, 1987). Hence, insight-oriented treatment approachesin North America
are presumed counterproductive. Most programsemphasize physical and cognitive
recovery with relatively little attention paid to personal or family adjustment.
Conversely, programsin Isracl emphasize psychotherapy and deliberately separate
it from the medical and physical interventions.

Each of the programs described in the monograph offers direct and indirect
suppart for families. Since these programs are long-terny and community-based,
their interactions with families are probably more normalized than is typical for
inpatient settings, The programdescribedin chapter two provides support groups
for parents and a separate group for wives. These support groups continue several
years after the injury. They also provide a support group for personal aides. In
North America, support groups are oftered in most communities by head injury
asociations with loose tiesto professionalsand treatment programs. Untortunately,
the monograph does not tell us whetlier associations of families and individuals
with TBI exist independent of the rehabilitation programs.

Probably the most unigue aspect of the system of services described for Israel is
the commitment to provide rehabilitation services toall persons with TBI
Chapter ene deseribes the legislation in bracl that dates back to 1974 (The
General Disability Act) that reportedly mihes this commitment offtcral. Data
from the Missourt Registry on individuals with TR indieate that less than 5¢
percent of those with severe or moderate disabilities ever receive inpatient
swervices, fet alone udtpanent, J.I\_' b .sl‘lt.ll. ar vocational services (Willer,
Abosh, and Dahrmer, 1990). Does evens ne i beael with severe or moderate
Jdisabdity receve rehabibitation services.

Leraels enmmitment o providing rehabilitanon services has stemmed teom s
respect for those who have disablities resubting trom reprasenting their country
mowar Although T have not read the General Disabdiny Acy e enconraging
toee that it simtended toextend this commiment toeveryone with disabilities,
[t 1l enconraging that each ot the programs described i the monograph i
A long-term comprehensive service, some Lastimg vears past the tine of injury.
However, Tong-term care reduces the total namber ot mdividuals who can be
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served in any given year. The programs described in the monograph serve an
estimated 300 to 400 individuals in total. According to the authors, there are
about 2500 individuals in Israel disabled by TBI receiving disability pension.
This suggests that a large number of individuals potentially have not, or are not
receiving services. Either that, or the articles in the monograph represents only
asmall component of the rehabilitation system. Thus, while those whoare served
by these programs appear to be henefiting from exemplary services, there is a
strong possibility that post coma abandonment exists for some individuals with
TBI, even in Isracl,
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