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What we will cover: 

▫ Management in 
Humanitarian Settings 

▫ Common Complications 
▫ Adapted Clinical practice 



Quick Overview 

• Often enormous confusion, particularly in data, between head injury (such as 
simple lacerations)  and brain injury.   

• Mild-moderate injuries may be missed due to focus on other polytrauma.  

• Low likelihood of severe traumatic brain injury cases surviving 
extraction/evacuation in large scale disasters 

• Limited access to ventilators in humanitarian context exacerbates this 

• Limited access to specialists – e.g. Sub Saharan Africa (Excl South Africa), 81 
neurosurgeons for 515 million inhabitants; v USA 3,500 neurosurgeons for 
299million.  

• Likely that we see an increase in CVAs following disasters (e.g. Mateen et al 
2010).  

• Those working in conflict situations may see a significantly higher number due to 
penetrating trauma and blast injury.  

 



 Acquired Brain Injury in emergencies 

Traumatic caused by: 

• Direct trauma to the head 

 

Mechanism include: 

• Blast wave 

• Fall 

• Crush injury 

• RTC (non-humanitarian incidence 
accounts for 50% of HI) 

• Assault 

 

Non- Traumatic: 

• Stroke (haemorrhagic/embolic) 

• Hypoxia 

• Encephalitis 

• Cerebral malaria 

• Meningitis  

• Infection / Brain abscess  

• Other less common tropical 
diseases can lead to symptoms 
similar to acquired brain injury 

 





Definition and classification of TBI  

(poor correlation with functional outcome) 

 

Glasgow Coma Scale 

GCS     <8  Severe  5  % 

  9-12  Moderate  10  %  

 13-15          Mild    85  %   

       

or LOC/Length of Post Traumatic Amnesia:  

 

 

 

 

 

 

         

 (GCS and PTA are only weakly related to long term 

outcomes) 



Adapted Medical Management 

The aim of any ABI management is to minimise the damage arising from 
secondary complications. Optimal management in a field hospital 
environment involves: 

• Control of cerebral perfusion as able (by maintaining blood pressure within 
normal limits) 

• Oxygenation  

• Temperature regulation 

• Hydration and nutrition 

• Prevention of infection  

• Optimise Positioning if raised ICP is suspected– head up 30-60 degrees (If 
cleared cervical spine).  

• Reduce stress / agitation (pain) 

 



Non-specialised Neurosurgical management 

• Burr Hole  

• Craniotomy  

• Decompressive craniectomy      

 

What you are unlikely to see in low resource settings: 

• ICP bolt 

• External Ventricular Drain 

• Shunt 

• Ventriculostomy 

• Clipping or coiling of aneurysm  



Complications 

• Raised ICP 

• Infection (for open injuries) 

• Behavioural and emotional changes 

• Speech and Swallow problems 



Signs of raised ICP 

Change in breathing 

pattern 

Change in tone 

Change in pupil size and 

reactivity 

Change in vital signs 

Reducing GCS 

Vomiting  

Increased agitation 



Signs and Symptoms of TBI of concern Deteriorating: 
(48-72 hours)  

• Increased drowsiness (feeling sleepy 
when normally would be awake)  

• GCS: Sustained drop of GCS 

• Altered respiratory pattern / signs of 
aspiration 

• Problems with eyesight / double vision 
/ photophobia / nystagmus 

• Deteriorating unremitting/ headache 
significantly worse in mornings 

• Vomiting (being sick) 

• Seizures (also known as convulsions or 
fits) 

• CSF leak   

• Double incontinence  

 

• Onset / worsening of neurological 
deficit: 
• Weakness of one or more limbs 

(pronator drift) 
• Communication problems 

(difficulty with speech or 
comprehension) 

• Behavioural / cognitive changes 
• Changes in size / reactivity of 

pupils , failure of upward gaze 
• Changes in CVS / Respiratory 

status: HR / BP / RR 
• Loss of balance  / co-ordination, 

or problems walking 

 

 

 

 

 



Adapted Clinical Practice 

• The aim of any treatment should be to allow the patient to achieve 
their maximum potential 

• Mild-Moderate TBI may only need advice (including on what to do if 
they deteriorate) 

• Severe TBI need specialist rehabilitation where possible – but early 
rehabilitation still possible in any setting 

• Need to consider areas such as cognition, behaviour, mood and 
speech and swallow as well as standard “physical” rehabilitation.  



BASIC Treatment Principles for Severe ABI 

• Respiratory: to maintain respiratory status and prevent respiratory 
deterioration 

• Postural management and active and passive movements 

• Early mobilisation as soon as medically stable 

• Encourage a return to independence 

• Optimise potential functional outcome  

• Provide routine and structure 

• Educate the patient and care givers 



Basic Cognitive Screening:  



Cognitive Strategies 

Cognitive: main principle is to establish some normality and provide a 
daily structured regime 

• Integrate ADL’s into daily rehabilitation 

• Practise tasks 

• Grade / pace level of activity 

• Teach compensatory strategies 

• Consider impact on physical and sensory deficits e.g. ability to use mobility 
aids, manage UL weakness, visual loss 

• Consider physical and cognitive fatigue leading to performance fluctuations 

• Educating the patient and their family is key!! 



Other treatment strategies 

• Swallowing  and Nutrition 
• Work alongside the team and family to identify a treatment plan 

• Activity may need to be modified if nutritional needs are not being met 

 

• Communication 
• Communication boards examples can be given to family / locals who may be 

able to produce something relevant 

• This is me book 

• Education to family / use those around to assist 

 



Examples of communication 
aids for people with aphasia 



Small group activity 

• Plan your assessment • Plan your treatment 



Thank you! 
Any questions? 


