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Barbara A. Wilson'’s article in this issue is a thoughtful (Prigatano et al., 1986). This point also needs to be empha-
and scholarly commentary on the present state of cognitiveized. Group work alone does not define a holistic ap-
rehabilitation. Her review of the meaning of the term “re- proach; rather, it is placing an individual in a therapeutic
habilitation,” and her reminder that we are better at treatingenvironment (Prigatano, 1989; i.e., a milieu day-treatment
disabilities than impairments after brain damage, set th@rogram) that influences psychosocial outcomes (Prigatano
background for her four major points. First, there are cur-et al., 1994). The holistic approach clearly underscores that
rently four basic approaches to cognitive rehabilitation. Secpatients’ emotional and motivational reactions to their im-
ond, two of these approaches are of little help to patientspairments can greatly contribute to their degree of disability.
Third, combining learning theory, cognitive psychology, and Another limitation of Wilson’s discussion is the lack of a
neuropsychology is helpful in dealing with the “everyday full description of the impact of patients’ impaired self-
problems of brain-injured people.” Finally, this latter ap- awareness on cognitive rehabilitation. Although this impor-
proach combined with the holistic approach is promising.tant disturbance is receiving increasing attention (Prigatano
especially given that patients’ personality disturbances must Schachter, 1991), it is not yet adequately integrated in
be considered if neuropsychological rehabilitation is to bemany rehabilitation approaches. Patients often have limited
effective. insights about the severity of their impairments and associ-

Her discussion of the various approaches to cognitive reated disabilities (Prigatano, 1991a). They may therefore re-
habilitation and “what is wrong” with each is interesting sist rehabilitative activities that they need (Prigatano, 1989).
but somewhat misses the mark, at least when she discussés deal with this problem, the therapist must understand what
the “holistic approach.” In my opinion, it is inaccurate to patients actually experience (Prigatano, 1991b, 1994).
characterize the holistic approach as arguing that it is futile Consequently, | have argued in various publications that
to separate cognitive from emotional or motivational dis-a phenomenological approach must be incorporated as an
turbances. The model simply states that both cognition anddjunct to neuropsychological rehabilitation, including cog-
emotion interact in a complicated way, and that when onaitive rehabilitation (Prigatano, 1991b, 1994, 1995). By en-
attempts to rehabilitate cognitive deficits one must pay attering their phenomenological field and helping patients
tention to the individual’s emotional and motivational dis- better understand their personal reactions to the conse-
turbancesat the same timéBen-Yishay & Prigatano, 1990; quences of their brain injury, therapists can greatly facili-
Prigatano & Ben-Yishay, in press). This key component oftate the adjustment process. Because many workers in this
the holistic approach is not adequately integrated by the othdteld continue to overlook the importance of psychotherapy
approaches. in the rehabilitation of brain dysfunctional patients (Priga-

The holistic approach propounds that the social milieu oftano, 1991b), it is heartening that Wilson used the term psy-
rehabilitation is an important factor in patient outcomeschotherapy in a discussion of cognitive rehabilitation.

Wilson’s discussion of the combined approach is useful,
and places its contribution to cognitive rehabilitation in per-

Reprint requests to: George P. Prigatano, 350 West Thomas Road, Pho%pgcuve' TeaCh'ng pat'ent_s to cpmpensate for mem_ory Im-
nix, AZ 85013-4496. pairments, for example, is an important contribution of
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cognitive rehabilitation and is readily integrated into a ho-be based on a scientific understanding of the normal brain
listic approach. In fact, Wilson, with colleagues Susan Kimemechanisms underlying higher cerebral functions as well as
and David Lamb, has published a case that clearly illusthe nature of the dysfunction itself. This has been observed
trates how this integration can be achieved (Kime et al.by many researchers and clinicians including Luria (1948
1996). | can only echo that the combination of these ap1963) and more recently, P6ppel and von Steinblchel (1992)
proaches holds much promise for the future. and Christensen et al. (1991). Second, once the underlying
Concomitantly, however, | must stress that there are verynechanisms are understood, devising methods to retrain
real differences between the combined approach (which hgsatients or to teach them to compensate for their deficits
a strong connection to behavioral theory) and the holistiddased on that knowledge will most likely prove quite help-
approach. Both camps recognize the importance of the lawfl. In this regard, the role of repetition or practice deserves
of learning in the training or education of individuals, brain mention. Luria, for example, was acutely aware that having
injured or not. Both approaches emphasize the need to evagbatients practice a task repetitively would foster the auto-
uate systematically the neuropsychological consequencesaticity of the behavior and insure its utility as an appro-
for patients. The behavioral approach, however, does ngiriate compensatory technique.
attribute any real significance to the patients’ subjective ex- Awareness, however, that so-called static brain lesions are
periences for therapy or retraining. In the classic behavioraseldom static (Geschwind, 1985) is still evolving. Various
approach, such subjective experiences are viewed calprain pathologies interact with higher cerebral systems to
tiously, and even considered misleading for therapists. It iproduce a dynamic pattern of recovery or deterioration af-
the patients’ behavior, not their feelings, that counts. By defter brain injury (Prigatano & Wong, in press). From my per-
inition, the behavioral tradition excludes the validity of a spective, we have failed to study these complicated patterns
phenomenological approach. Teaching patients to contradf recovery and deterioration after many types of brain in-
their anxiety through such methods as systematic desengiiry. These patterns are also superimposed on normal aging
tization is different from paying attention to their subjective and developmental processes. Cognitive rehabilitation must
reactions to brain injury. In contrast, the phenomenologicatonsider how various recovery and deterioration mecha-
approach posits the importance of patients’ personal reaatisms contribute to the changing clinical picture we ob-
tions and their integration into any comprehensive methoderve in patients. This approach will help systematize efforts
of care. at both cognitive rehabilitation and neuropsychological re-
| do not emphasize these differences to cause needlesgbilitation. By focusing on what cognitive rehabilitation
polarity between proponents of the two approaches, whiclcan be, as well as summarizing what it has been, we are in
both have value. We must recognize, however, that thera better position to advance the field. As we do so, however,
are real differences in the underlying philosophies of thewe must consistently report both the successes and failures
two approaches that can lead to real differences in the imef cognitive rehabilitation if we are to develop a realistic
plementation of treatment. Disregard for these differencesiew of what it can and cannot achieve.
glosses over the important contributions of the holistic ap- In this regard, the work of Berg et al. (1991) is exem-
proach and makes it appear to be simply a more compreplary. In an initial controlled study, these investigators dem-
hensive form of the combined approach, which it is not. onstrated that patients with closed head injuries who were
Certainly, cognitive rehabilitation will develop as we learn taught strategies for learning relevant information per-
from both our successes and our failures. Failures assodiermed better on learning and memory tasks than patients
ated with the holistic approach are often the result of inad-given pseudorehabilitation (“drill and practice”) or no train-
equate screening—the failure to select patients who can bestg. Later, Berg and colleagues (Milders et al., 1996) pre-
benefit from such programs. Many of these individuals havesented 4-year follow-up data on this initial controlled
such severe deficits that holistic rehabilitation programs canmemory training study. They noted that “in contrast to the
not help them become productive, regardless of how muchesults 4 years earlier, memory performance was the same
attention is given to their subjective or personal states. Théor all three patient groups” (p. 223). This type of investi-
holistic approach is most successful when patients can emation should be the model to which we all aspire. We must
gage in cognitive and related tasks that help them achiever@port the limitations of our successes and what long-term
more realistic view of their strengths and limitations. Thisfollow-up data actually reveal. Only then can we construct
information, coupled with practice in a work trial, helps them an accurate database to determine what cognitive rehabili-
return to a productive lifestyle. Patients who benefit the mostation is now and what it can be in the future.
from this approach tend to be 6 to 12 months beyond their My final comment points to the need to place cognitive
injury. Enrolling patients into these programs sooner if theyrehabilitation into a larger perspective. | have argued that
are in a more acute stage after injury may result in less suaognitive rehabilitation is but one of five components of
cessful outcomes. neuropsychological rehabilitation (the other four being psy-
Finally, | would like to make a few suggestions concern-chotherapy, the establishment of the therapeutic milieu, ed-
ing cognitive rehabilitation, which should be based on oneucation, and working alliance with the patient and family,
new or evolving and two historical injunctions. The latter and a protected work trial; Prigatano, 1992). To establish an
are well known. First, cognitive rehabilitation ultimately must effective therapeutic milieu, there is a crucial and ongoing
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need to work with an interdisciplinary staff on their emo- Kime, S.K., Lamb, D.G., & Wilson, B.A. (1996). Use of a com-
tional reactions to the brain dysfunctional patients whom prehensive programme of external cueing to enhance proce-
they treat. dural memory in a patient with dense amne&aain Injury,

Not all patients need neuropsychological rehabilitation. 10, 17-25.

Many, however, do. The challenge now confronting reha_Luria, A.R. (1963)Restoration of function after brain traunf@rig-
: ' inal work published 1948). London: Pergamon.

. 1 es SO s . S, 1. & Doman, .. (1950, Fouryea
. . : o . follow-up of a controlled memory training study in closed head

f”lppmp”at_ely the hlgher Ce'_’e_bral functlo'nln.g of b!'aln- injured patientdNeuropsychological Rehabilitatioh, 223—238.

injured patients while recognizing that all five ingredients psppel, E. & von Steinbiichel, N. (1992). Neuropsychological

may well be needed in some format for many patients. In  rehapilitation from a theoretical point of view. In N. von Stein-

the past, we have implemented this model through day- biichel, D.Y. von Cramon, & E. Péppel (EdsNeuropsycho-

treatment programs that have been time-consuming and, logical rehabilitation(pp. 83-119). Berlin: Springer—Verlag.

some might argue, expensive. | believe, however, that th&rigatano, G.P., Fordyce, D.J., Roveche, J.R., Pepping, M., & Wood,

financial argument is spurious. If a proposed therapy works B.C. (Eds.). (1986)Neuropsychological rehabilitation after

(i.e., produces a productive individual), the cost is worth Prain injury. Baltimore: Johns Hopkins University Press.

the outcome. Society is likely to agree that an investment of 19atano, G.P. (1989). Bring it up in milieu: Toward effective trau-

$50,000 to $60,000 is cost-efficient if a patient can return matic brain injury rehabilitation interactioRehabilitation Psy-

’ S L chology 34, 135-144.
to and maintain work after brain injury. If, however, a ther-

. . . . e Prigatano, G.P. (1991a). Disturbances of self-awareness of deficit
apy fails to achieve this outcome, the costs will be difficult after traumatic brain injury. In G.P. Prigatano & D.L. Schacter

to justify. (Eds.),Awareness of deficit after traumatic brain injury: theo-
The increasing pressure to justify rehabilitation efforts  retical and clinical issue¢pp. 111-126). New York: Oxford

from a financial perspective again points to the need for clear University Press.

evaluations of the successes and failures of neuropsyché@+igatano, G.P. (1991b). Disordered mind, wounded soul: The

logical rehabilitation. To do so, both the immediate effects emerging role of psychotherapy in rehabilitation after brain in-

of intervention and the long-term consequences must be as- jury. Journal of Head Trauma Rehabilitatio6, 1-10.

sessed. If cognitive rehabilitation is placed in this perspecPrigatano, G.P. (1992). Neuropsychological rehabil_itation and the

tive and its scientific underpinnings continue to be explicated, Problem of altered self-awareness. In V. von Steinbtchel, D.Y.

defined, and measured, neuropsychologists—be they clini- ngoir?mor;é& GEé)P?\IpeF\’EIY(OErifSgleﬁgo‘;iy\igﬁgog'cal rehabil-

cal, experimental, or cognitive in orientation—assuredIyF,ri bp- | - >Pring 9-

L gatano, G.P. (1994). Individuality, lesion location and psycho-
can make a tremendous contribution to the care of brain- therapy after brain injury. In A.L. Christensen & B. Uzzell

dysfunctional patients, as well as expand the scientific ba- (gqs ) Brain injury and neuropsychological rehabilitation: In-
sis of neuropsychology. ternational perspectivegpp. 173-199). Hillsdale, NJ: Law-
rence Erlbaum Associates.
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