
ers and encourage investment in evidence based
innovative health technologies. In his state of the nation
address in 2005, President Putin said, “the success of our
policy in all spheres of life is closely linked to the
solution of most acute demographic problems.”w6 Next
year G8 and EU leaders have a rare window of opportu-
nity to support him in driving through the health
reforms Russia most desperately needs.
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Long term outcome after traumatic brain injury
More attention needs to be paid to neuropsychiatric functioning

Traumatic brain injury is the leading cause of
disability in people under 40, severely disabling
150-200 people per million annually. Neuro-

psychiatric sequelae outstrip the neurophysical (such
as ataxia or incontinence) as the major cause of disabil-
ity. Problems with memory, attention, executive
function, behavioural control, and regulation of mood,
associated with injury to the frontal and temporal
lobes, are particularly troublesome.

The vast majority of recovery after traumatic brain
injury takes place in the two years after injury; after this
the brain injured patient faces an uncertain future. In
some patients further improvement is seen even as late
as 5-10 years after injury. Thus some long term studies,
unfortunately often weakened by low rates of
follow-up, show surprisingly good outcomes.1 New-
combe found that veterans who had had a head injury
in the second world war showed no evidence of
deterioration many years after injury.w1 This might have
been due to the expert and systematic care they
received very soon after the injury. But other research-
ers found that a proportion of patients deteriorated
when assessed 10–20 years later. Millar et al studied
418 patients, 85% of whom had had a severe head
injury, on average 18 years after they had been assessed
at six months after the injury.w2 Twice as many had
deteriorated as had improved (30% v 14%).

Head injuries are most likely to occur in people
aged 15-24 and as a result often disrupt important
developmental processes, such as attaining independ-
ence from parental support, completing study and
establishing a vocation, and forming social networks.
The result is loss of self esteem, social isolation, and a
considerable burden for families.

Regardless of the age of the patient, it is the
changes in cognition and behaviour that represent the
greatest burden to families after a traumatic brain
injury.2 Difficulties with social skills may arise from
deficiencies in self monitoring and social judgment.
Morris et al found that avoidance of social contact may
be partly due to the injured person’s inability to keep
up with conversation as a result of slowed information
processing, which in turn creates social anxiety.w3 Some
of the symptoms the patients described at interview are
often overlooked. They reported feeling self conscious
about physical signs of their injuries. They had a

persisting sense of loss, due to failure to fulfill their
dreams, and some described negative feelings from
others, perhaps due to lack of understanding of the
consequences of head injury.

There is also a growing awareness of the high inci-
dence of long term psychiatric disorders after
traumatic brain injury.3 Depression, anxiety, and
substance misuse are common. Koponen et al found
that psychiatric disorders persist at 30 year follow-up,
with patients particularly susceptible to depressive epi-
sodes, delusional disorder, and persistent changes in
personality.w9 Who develops psychiatric problems and
why are poorly understood; associations with injury
severity are weak. Socioeconomic status before the
injury still has an impact on outcome many years after
injury. Curran et al found that the presence of anxiety
and depression was more strongly associated with cop-
ing style than with severity or even the presence of
brain injury in trauma patients.w5 They found higher
levels of symptoms in those with a non-productive
coping style, characterised, for example, by self blame
and ignoring problems, than in those who dealt with
problems in an active manner.

Neuropsychological assessment in the early stages
of recovery will facilitate awareness of the cognitive and
behavioural consequences of the injury. Educational
programmes directed at the families, friends, and asso-
ciates of those injured, and at the community at large,
facilitate greater understanding and acceptance of the
complex and often invisible problems of people with
brain injury. The brain injured person will then need
easy timely access to a variety of services. The recent
National Service Framework for long term conditions
in the UK (www.dh.gov.uk/assetRoot/04/10/53/69/
04105369.pdf) describes how this can be achieved.
Though it aims to meet the needs of all those with long
term neurological disorders,4 its relevance for those
with traumatic brain injury cannot be overemphasised.
But change is needed. Early post-injury assessments
may be concentrating more on physical disability than
cognition,w6 perhaps partly explaining why unmet need
is most evident in cognitive and psychosocial rehabili-
tation.w7 Equity of access is still an issue; for example,
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poorer access to services in rural areasw8 is probably a
global problem. In the end, it is the injured person who
must negotiate a lifelong journey with a brain injury.
Their perspective needs to be understood.
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Launching BMJ Masterclasses
Sign up now for masterclasses and discussion forums that will light your fire

W hen we ask our readers what they want
more of, one of the first things that they say
is: education.1 This has led to the develop-

ment of the ABC series of books and to BMJ
Learning—which now has more than 50 000 registered
users. These products help meet the needs of those
who like to learn in their own workplace and home.2

However, many of our users have said that they learn
best at face to face meetings. To meet their needs, our
next learning product is BMJ Masterclasses, a series of
one day courses throughout the United Kingdom. The
initial masterclasses will be in respiratory medicine and
cardiology and will be aimed primarily at consultants
and specialist registrars in these specialties and in gen-
eral internal medicine. General practitioners with a
special interest in these areas will also be welcome.

Among the many courses that are out there, what
makes BMJ Masterclasses special? We did some market
research on what makes a good course and the
messages were clear: learners want a blend of excellent
content delivered by world class speakers and also an
opportunity to interact with their peers. We agree that
the most important feature of any learning initiative is
the learning content. In this regard we have aimed high.
We are delighted that Roger Hall, editor of Heart, and
Wisia Wedzicha, professor of respiratory medicine at
University College London, have helped us to develop
the courses and to recruit the best possible speakers.
Our speakers are passionate about their subject and are
good on the podium, and they are also keen to network
with learners. And we will strive for the content to be
evidence based rather than opinion based. The speakers
will say how to put the evidence into practice and
explain what best to do when the evidence is not strong
enough to guide decisions or if it is lacking altogether.
They will also critically appraise the latest guidelines and
give updates on common dilemmas.

But good speakers are only half the battle.3 4 The
main learning resource throughout the day will be the
audience. To help the learners engage with each other,
the courses will include workshops and question and
answer sessions throughout the day. All the days will be
rounded off with a lecture and workshop on how to get
published; experienced staff from our journals will run
the workshops.

Learning theory tells us that any one-off educa-
tional event is unlikely to have long term effects unless

the clinicians who are attending have adequate time to
prepare themselves for the event and also have
adequate follow-up. We are encouraging delegates to
submit questions and clinical dilemmas in advance of
the day: we will collate these and will encourage our
speakers to try to answer these questions. We will also
encourage learners to sign up to BMJ Learning discus-
sion forums so that they can stay in touch with each
other and perhaps discuss certain issues further online.
We will also evaluate the courses and try to provide for
any unmet learning needs by commissioning further
masterclasses or by commissioning online learning
modules on BMJ Learning. Our long term aim is to
produce a series of masterclasses covering a wide
range of clinical topics and also non-clinical topics
such as leadership.

We want the masterclasses to truly light a fire within
and to leave learners with a desire and enthusiasm to
put what they have learnt into practice. We also want
them to feel inspired to look at their ongoing learning
needs and feel as though the seeds have been sown for
further self development. We now have a wider range
of educational tools to help them to do this. But this
series of masterclasses is just a pilot. We have learned a
great deal so far and hope to learn a great deal more
from the initial series. We want to find out from you if
you think that we have missed something in the pilot or
whether we should do a further masterclass in your
specialty. The BMJ Masterclasses in cardiology and res-
piratory medicine will run in London, Edinburgh, and
Birmingham in February, March, and April 2006. Reg-
istration is quick and easy: go to bmjmasterclasses.com.
We would be delighted to see you there.
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