Why I study …

BARBARA A. WILSON

Why I study …

brain injury
HAT is it about the study of
brain injury that grabbed my
interest in my student days
and continues to intrigue me? I know that
the division between normality and
abnormality, and the frail dividing line that
separates them, have always stimulated my
curiosity.Working with people with brain
injuries, one soon recognises that most of
them are not psychiatrically disturbed, nor
do they have learning disabilities.They are,
for the most part, just like the rest of us.Yet
their particular forms of brain injury may
lead to specific deficits causing unusual
problems in their daily lives.
From a commonsense point of view, it
does not seem plausible that someone with
good eyesight, good language and good
intellectual functioning cannot recognise his
wife, or thinks that a picture of Concorde is
Pegasus the flying horse.Yet this behaviour
can be seen in people with prosopagnosia
or visual object agnosia.
And who would not be intrigued by
finding someone who can read nouns but
not adjectives or verbs, even when the
words have the same or similar spellings?
Take the word ‘nice’, for example. It can
refer to a city in the south of France or to
an adjective meaning ‘pleasant’. A brain
injured person with deep dyslexia may be
able to read that word when it refers to
the city, but not when it is used as an
adjective.
I could provide numerous examples
from people with unilateral neglect who
may wash only one side of their face, or
with amnesia who cannot remember having
seen you a few minutes earlier, or with
apraxia who cannot wave goodbye despite
understanding the requirements and having
the necessary range of movements involved
in the gesture.
These people and their problems are
fascinating in themselves, but I am grabbed,
intellectually and emotionally, most of all by
studying ways and means of attempting to
overcome these problems so that people
with brain injuries can lead lives that are
less blighted by them. I shall return to this
theme once I have provided a potted
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account of important stages in my early
career that led me inevitably towards the
study of brain injury and its consequences.
During clinical training, I was fortunate in
having a neuropsychological placement with
Tony Buffery, who was a brilliant teacher (as
well as being a kind of comic genius who
could entertain an audience with his funny
stories or just by miming). It was in Tony’s
tutorials that I became excited by the
relationship between brain and behaviour.
During that time, I was privileged to
observe the neurosurgeon Charles Polkey
carry out a temporal lobectomy lasting
seven hours! As I am so short, Mr Polkey
kindly arranged for a stool to be provided
so that I could see more clearly. Another
trainee was there and managed to faint
several times, for which she received much
sympathy; my own stoicism, prompted by
the knowledge that I was likely never to see
such an operation again, went unrewarded. I
remain to this day a little shocked that the
other trainee’s inappropriate behaviour was
reinforced, while my own appropriate
behaviour was disregarded!
At the end of my training, I took a job at
the Institute of Psychiatry and Bethlem
Royal Hospital. At the Institute I worked
two days a week at teaching and research,
mainly in neuropsychology.The other three
days were spent at Bethlem, working
clinically with children who had severe
learning difficulties.
My colleagues there were Janet Carr,
Glynis Murphy and Pat Howlin, all excellent
psychologists, good teachers, and lovely
people with whom I have remained friends
ever since.The teaching techniques that
these colleagues applied to children with
learning difficulties have, to this day, been of
enormous practical use to me in my work
in neuropsychological rehabilitation.
After two years, I was able to get a fulltime neuropsychological post at a brain
injury rehabilitation centre in Oxford.
Although I was hesitant about applying for
this job because of my relative inexperience
in that field, I was encouraged to go ahead
by May Davidson, who was then the
District Psychologist in Oxfordshire. It was

the right move for me at the right time in
my career. Since then, I have never wanted
to leave this branch of neuropsychology.
The puzzling mixture of normality and
abnormality, which I mentioned earlier,
fascinates me not only because it is there to
behold but also, and more importantly,
because it can sometimes be unravelled by
theoretical and practical investigations.Why,
for example, is a particular person unable
to recognise objects? Can she see? Does
she have a word finding problem? Can she
recognise manufactured objects more easily
than living ones or vice versa?
Trying to sort out cognitive strengths
and weaknesses — and looking for reasons
why a certain pattern of deficits occurs —
is intellectually exciting, and part of this
excitement comes from the fact that both
theoretical and practical aspects are
examined.Theoretical models from
language, memory, attention, reading and
perception have greatly influenced
neuropsychological assessments over the
past 15 years or so.
The field of brain injury rehabilitation is
challenging because it continues to expand
with our growing knowledge. It is also
rewarding when we apply some of the
older, more traditional approaches to
assessment that have stood the test of
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time. I am thinking here, for example, of
the ‘definition by exclusion’ approach
from classical neuropsychology.This
approach, which excludes other possible
explanations for the disorder, such as
physical limitations, poor eyesight or
language impairment, remains important
in the diagnosis of apraxia and agnosia.
A relatively new development in
testing that I have been involved in has
been designing ecologically valid
psychological tests that predict everyday
problems resulting from
neuropsychological deficits.This has, I
believe, added to the job satisfaction of
clinical neuropsychologists because we
can now make some attempt to relate
impairment as measured by tests to
disability.
Being able to measure the functional
effects of impairment as they are
manifested in daily life means that we can
more easily use the findings of our
assessments to inform the design of more
realistic and, therefore, more effective
forms of rehabilitation.Behavioural
assessments, including direct observations,
rating scales, and functional analyses all
have a part to play in building up the
neuropsychological map of people with
acquired brain injury.
Exciting as the process of assessment
is, it is insufficient in itself, as a job activity,
for most people who have been clinically
trained.We want to be able to do
something to reduce or resolve the
difficulties faced by our clients with brain
injury, and in many cases this is what we
can do.We are often able, for example, to
help people with memory impairments to
learn to compensate for their problems,
to teach people to read again (at least to
a functionally useful level), and to reduce
object recognition difficulties.
Here, too, there is a rich liaison
between theory and practice.Theoretical
models help us to identify the nature of
the deficit, while strategies from clinical
psychology — particularly those from
learning theory and behavioural
psychology — give us techniques that can
be employed to avoid, compensate for, or
alleviate problems encountered in
everyday life by those who are brain
injured.
Our clinical psychology training also
pays off in a more general sense, because
we are able to address such problems as
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anxiety, depression, poor social skills and
even difficult family relationships.The
results of brain injury rehabilitation are
there for us to see, and I would argue
that it is not the depressing job many of
the general public think it is. On the
contrary, I regard it as a most rewarding
and challenging professional activity.
Working in brain injury rehabilitation
is also satisfying because the work lends
itself well to research. One can design
one’s clinical work in such a way as to
evaluate it and, thereby, present unusual
and interesting single-case studies to one’s
colleagues — and maybe to a wider
reading public — through publication.
One can also collect results on new
assessment procedures, conduct surveys,
or design more traditional research.The
latter can be done, for example, by
comparing two memory aids or attention
strategies or learning procedures,using
group designs, participants as their own
controls, or crossover studies.The
complaint that ‘I don’t have time for
research’ is hard to make in my work.
Indeed, in my experience, it is hard to
separate clinical practice from research.
A final aspect of my work that I would
like to mention is participation in team
work. Rehabilitation is a multidisciplinary
and interdisciplinary activity. When I first
started working in the area in 1979, I
recognised that rehabilitation teams could
‘get by’ without psychologists but not
without physiotherapists,occupational
therapists or speech and language
therapists. I have always appreciated
working as a team member alongside
these other professionals.
But, of course, ‘getting by’ is not good
enough. I hope I have convinced you that
there is much theoretical and technical
expertise that the psychologist can bring
to a multidisciplinary group and that,
through informed and evaluated team
work, much improvement in the daily lives
of people with brain injuries can be made.
■ Professor Barbara A.Wilson is at the
MRC Cognition and Brain Sciences Unit,
Addenbrooke’s Hospital,Cambridge CB2
2QQ.Tel: 01223 355294; e-mail:
barbara.wilson@mrc-cbu.cam.ac.uk.
For more on brain injury,
see next month’s special issue
on clinical neur opsycholo gy.
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