
SUMMARY
Psychological support for children with TBI and their families

plays a very significant role in early neurorehabilitation. The aim

of our study was to investigate some particularities of psycholog-

ical support for children afflicted by severe traumatic brain injury. 

30 children aged 11-16 with severe traumatic brain injury (GCS≤

8) participated in the study. A case study technique was em-

ployed. The parents’ involvement in the rehabilitation process

was studied, using clinical interviews and observations. 

Two complementary directions were identified as regards chil-

dren’s psychological rehabilitation after severe TBI: the psycho-

logical support offered by the parents and psychological work

with children who are in states of consciousness that have been

profoundly altered. In children the interaction with parents be-

comes important, because trauma causes dysfunction in the

family. Analyses of clinical cases using case histories where one

can find information about signals coming from children in such

states of consciousness during psychological contact have re-

vealed common patterns in the dynamics of recuperation. As tje

energetic and functional possibilities of patients improve during

their vegetative state, a number of physical manifestations start

to appear. Afterwards, mimetic and emotional reactions emerge,

and consequently the amount of body “gesturing” increases.

Thus psychological help for children with altered states of con-

sciousness is an important procedure in early neurorehabilita-

tion, insofar as their contact and interaction with the outer world

is concerned.
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INTRODUCTION
With a noticeable increase of pediatric trauma in Russia through the last

decade, traumatic brain injury (TBI) remains one of the most significant medical

and social problems. In the overall incidence of trauma, severe traumatic brain

injury (TBI) varies from 4 to 20% (Konovalov, Likhterman & Potapov, 2002).

In recent years, mortality has declined, thanks to technological development

and enhanced approaches to neuroresuscitation and neuroimaging, while the

number of disabled children has sharply increased. When it comes to brain

trauma, problems concerning TBI outcomes and the quality of life of disabled

children and their families has become a critical problem. Thus timely psycho-

logical support for children with severe TBI and their families plays a very signif-

icant role in early neurorehabilitation. 

Within the framework of neurosurgical procedures, brain trauma is an exam-

ple of impaired anatomical integrity; with respect to neuropsychology, this is an

instance of damaged brain activity with diffuse symptoms of cognitive dysfunc-

tion. From the point of view of a clinical psychologist, trauma is the destruction

of the child’s personal wholeness and that of his family. The destroyed wholeness

of a family member triggers a chain of deformations and disorders in the entire

family system, with alterations in habitual relations, priorities and values. Hence

the main task for the rehabilitation team is to restore the integral image of a per-

son in all its complexity.

One of the consequences of severe brain injury may be a long-lasting impair-

ment of consciousness (Zaytsev, 2011; Zaytsev & Tsarenko, 2012; Owen, 2008).

Subsequently, a principal sphere of psychological rehabilitation at the acute

stage of TBI is the restoration of consciousness. While working with patients dur-

ing the early stages of consciousness recovery, the clinical psychologist should

assume that conscious manifestations are likely to be replaced by unconscious

mechanisms and “body gestures” after severe TBI (Mindell & Mindell, 2005).

The term “unconscious” was introduced into scientific parlance by Sigmund Freud

in the 19th century (Freud, 1991). Freud spoke of personal, individual unconscious-

ness. The unconscious can be defined as the sum of those psychic processes that

are beyond subjective control. The unconscious includes the following:

1. unconscious motivation;

2. behavioral automatism and stereotypes; 

3. supraconscious processes (intuition, inspiration, dreams, insights);

4. subliminal perception, given a large volume of information.

Karl Jung extended the theory of the unconscious by adding a collective as-

pect to unconscious processes, and highlighting common archetypal features

that people possess as bearers of a particular culture (Jung, 2010). It should be

noted that Freud and Jung investigated the unconscious in patients who had a

clear state of consciousness or suffered from psychiatric disorders that left their

verbal functions intact, with which they translated their EGO. Consciousness dis-

orders after severe TBI presumably lead to a mute response from the patient. 
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In the case of brain trauma, the unconscious cannot be considered “a priori”

or clear, because the unconscious part of one’s personality is likewise affected

by the traumatic deformation caused by the incident. In Jung’s works, we find

the term “preconsciousness,” i.e. something that exists before the foundation for

one’s conscousness is laid (Jung, 2010). 

Following on from Jung, Arnold Mindell, relying on the theory of the uncon-

scious, began to work with patients whose consciousness states were profoundly

altered. Mindell developed techniques that allowed scientists to perceive com-

munication signals and have a relationship with such patients at a body level.

Mindell has also proposed some new terms: “consciousness continuum” and

“primary and secondary signals” (Mindell, 2005; Mindell & Mindell, 2005; Berezk-

ina, 2010). He has also suggested a simultaneous multi-sense translation of sig-

nals during contact with other people. 

According to the process-oriented approach, the basic principles at work are:

1. Verbal contact with patients is possible only in their immediate field and must

develop at a very slow speed;

2. Deep psychological contact is possible using patients’ breathing movements; 

3. Psychological work may develop only in the state of resonance with the pa-

tient;

4. Any movement of the patient, even the smallest, has a psychological impli-

cation;

5. During contact with a patient the psychologist is to verbally explain his own

movements and the patient’s. 

The long-term rehabilitation process requires a systematic approach to the

setting of tasks, the identification of targets and the methodology used to fulfill

them at every stage. The establishment of these tasks and the contribution of

each team specialist changes depending on the step of consciousness restora-

tion. For example, the clinical psychologist, being a member of a multidisciplinary

team, should try to restore consciousness by utilizing the manifesting signs of

the unconscious, while a neuropsychologist should work with patients displaying

conscious voluntary movements, and as such try to deepen and widen their

range (Bratus, 1993; Bratus, 1988).

It should also be noted that neurorehabilitation after severe TBI must be

planned individually for each child, based on his personal peculiarities, possibil-

ities and deficits (Gusarova, Ignatyeva & Maksakova, 2012; Maksakova,

Gusarova & Ignatyeva, 2011). 

The aim of our study was to uncover some particularities of psychological

support for children with severe traumatic brain injury. 

The following tasks were outlined: 

1. to define the fundamental lines of psychological work during the early stages

of recovery after severe TBI;

2. to develop psychological instruments for evaluating consciousness recovery

and the communicative possibilities of a child and his environment. 

The study was a prospective, longitudinal trial, using case study methodology.
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MATERIALS AND METHODS
30 children aged 11-16 with severe traumatic brain injury (GCS≤ 8) partici-

pated in the study. 

To assess the child’s recovery of psychic activity and communication signals,

a follow-up chart was used. This instrument assesses 104 communication sig-

nals coming from the child and distributes them by categories: verbal and non-

verbal. A value from 0 to 3 indicated the degree of intensity for a given signal. 

The involvement of parents in their children’s recovery process after severe

TBI was assessed using interviews and observations. 

RESULTS
Two complementary directions were defined as regards the psychological re-

habilitation of children after severe TBI: psychological support from the parents

and psychological work with children who are in consciousness states that have

been profoundly altered. In contrast to psychological rehabilitation in adults after

brain trauma, in childhood work with the parents acquires an essential role. This

is because children and their parents are in a single field of interaction, which is

why a child’s sufferings involuntarily cause deformation in the entire family sys-

tem (Bykova, Semenova, Fufaeva, Lvova & Valiullina, 2012; Аkulenkova, 2012;

Davydkin, Novokonov & Chernykh, 2012; Shuttsenberg, 2011).

Case studies have shown that the adequate participation of parents in the re-

habilitation process, such as their involvement, their informational awareness,

the levels of their expectations and identified tasks, all play an important role in

the rehabilitation process (Table 1). The information presented in Table 1 enables

us to determine the factors that essentially influence recovery after severe TBI.

The proposed technique allows for complete and accurate analyses of both the

medical and psychological components of the rehabilitation process at an acute

stage in children after severe TBI; it also permits us to understand and evaluate

the role of parents and their participation and involvement in the rehabilitation

process. The quality and extent of parents’ participation, their “embeddedness”

within the context of their child’s disease (Beslan, 2009; Venger & Моrozova,

2011) and cooperation with physicians may either promote the child’s recovery

or, unfortunately, hinder it. 

While analyzing 30 clinical cases, we discovered that only 52% of parents

whose children survived severe TBI could adequately integrate into the process

of their child’s recovery. In these families, the level of expectations is reasonable,

rehabilitation goals are correctly planned at every stage, and there is an observ-

able awareness of “here and now.” 34% of parents view their participation in the

rehabilitation process as a formality, whereby they feel responsible solely for the

provision of nurture, while holding others (including doctors) accountable for their

child’s recovery. 14% of parents entirely ignore their child’s needs during his re-

covery after severe TBI. This comprises families where the injured child was

abandoned by his parents or when the parents have died. 

Bykova et al., Psychological rehabilitation for children after TBI

252

108 Bykowa1:Layout 1  2013-12-18  15:24  Strona 4



Bykova et al., Psychological rehabilitation for children after TBI

253

Table 1. The factors that essentially influence recovery after severe TBI
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Two years of experience in clinical work with families at the early stages of

consciousness recovery in children after severe TBI has allowed us to distinguish

some problematic zones that require a psychologist’s participation. 

1. the reassessment of values and possibilities for social contact after an acci-

dent; 

2. disorders in the parents’ inner chronotype: the replacement of the future by

past reminiscences; deformation, fantasy images of the future (Beslan, 2009).

3. the inability to accept their child as a different, considerably changed person

after the trauma; 

4. the inability to accept responsibility for what is going on and an attempt to

“pass on” this responsibility to other family members and doctors;

5. the underdevelopment or incorrect setting of tasks and intermediate goals at

each stage of the child’s consciousness recovery process; 

6. the refusal to accept rehabilitation as a process that requires long-lasting ef-

forts, and overinflated expectations at each stage;

7. the formation of stereotypical behavioral patterns in parents at each stage of

rehabilitation, which interfere with the further recovery of their child. 

The second direction of psychological work is time spent with the child. The

psychological rehabilitation of children with severe TBI may start at early stages

of consciousness recovery, commencing from deeply altered states of conscious-

ness (coma, vegetative state, akinetic mutism).

The main aim of psychological work at the acute stage is the assessment of

possibilities for the child to interact with the surrounding world, further extension

of this contact. and the identification and replacement of inner resources for re-

covery (Pachalska et al. 2011; 2012a). 

To make the psychologist’s work more objective and to study the communica-

tive dynamics at the early stages of consciousness restoration, we have devel-

oped a Follow-up Chart. This Chart enables us to record 104 communicative

signals from a child, as well as their intensity in dynamics and frequency. Commu-

nicative signals are conditionally divided into two groups: verbal and non-verbal.

Non-verbal signals include body movements, vegetative reactions, gestures and

postures, emotional manifestations and mimicry and the possibilities of social sym-

bolic reaction. Verbal signals are recognized through actual verbal responses and

timbre coloring, loudness and speech intonation. The Follow-up Chart is filled in

every 7-10 days and reflects the dynamics of changes in contact in psychological

work with children suffering from a depressed state of consciousness. 

Analyses of clinical cases have revealed some common patterns in the dy-

namics of the number and intensity of communicative signals during conscious-

ness recovery. For example, as the energetic and functional possibilities of

patients grow within their vegetative state, a number of body manifestations sur-

face as well. Afterwards, mimetic and emotional reactions emerge, and conse-

quently the amount of body “gestures” increases. 

Thus several particularities of consciousness restoration have been found in

children after severe TBI:
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1. There is considerable regression in children’s psychological age, which is dis-

played through behavioral peculiarities, emotional reactions, together with a

decrease in the depth and standard of social interaction. 

2. A scenario in which social activity has been restored and contact levels ex-

tended has been recorded as well:

• contact is established with a close adult (mother or father). If no such per-

son is present, such a role may be undertaken by a clinical psychologist;

• upon increasing energetic resources and functional capabilities, the child

begins interacting with other adults. However, contact with other children

is not necessarily beneficial to a traumatized child;

• brief communication with other disabled children or children with limited pos-

sibilities. It should be noted that traumatized children show interest in babies;

• a stage where social contact is established with healthy children. At first, this

contact will be limited in time; the child will choose quiet and “slow” children

for communication purposes, interacting with whom should prove to be safe. 

With less control and arbitrariness, premorbid peculiarities start to occur in

the child (character, temperament, psychological evolutional traumas, etc.). All

these peculiarities have a more pronounced, accentuated character than before

trauma (see also Pachalska et al 2012). 

CONCLUSION
1. Two complementary directions have been defined in the psychological reha-

bilitation of children after severe TBI: psychological support from the parents

and psychological work with children whose states of consciousness have

been seriously altered.

2. Analyses of clinical cases where the Follow-up Chart was used to record sig-

nals from children affected by major changes in their state of consciousness

have revealed common patterns in the dynamics of recovery during psycho-

logical contact. As the energetic and functional possibilities of the patients

grow within their vegetative state, a number of bodily manifestations appear

as well. Afterwards, mimetic and emotional reactions emerge, and conse-

quently the amount of body “gestures” increases. Thus, psychological help

for children with altered states of consciousness is an important procedure in

early neurorehabilitation, insofar as their contact and interaction with the outer

world is concerned.

3. It should be taken into consideration that the family of a seriously injured child

suffers some deformation as well. The adequate involvement of parents in

the recovery process and their cooperation with doctors may either promote

their child’s recovery or hinder it.
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