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Current work is a fragment of the research: “Devel-
oping of the criteria for medical and social expertise and 
rehabilitation potential in patients and disabled with the 
consequences of musculoskeletal system injuries, com-
bined with somatic pathology” (State registration number 
– 0112U000541, registration code IH. 01.12) that is car-
ried out at the Department of Medical-Social Expertise 
and Rehabilitation. 

Introduction. Traumatic brain injury (TBI) is a com-
plex and, unfortunately, very common medical and social 
problem. Prevalence of TBI, especially of such forms as 
the brain contusion and concussion, has been aptly called 
“epidemic”. Thus, according to WHO reports, the inci-
dence of TBI is 1,8-5,4 cases per 100 000 population per 
year and increases annually by 2,0 %. In Ukraine about 
100-200 thousands of people sustain TBI each year, in-
cluding 11,5-13,5 thousands of children aged under 15 
years; these numbers, unfortunately, also have a strong 
tendency to increase. The situation becomes even more 
complicated, because of the young and middle age of the 
injured persons which comprise the most socially active 
and hard-working category of the population [3, 4]. 

According to the foreign authors, craniocerebral inju-
ry, among the overall neurological disorders, is the cause 
of 12,1 % of hospitalizations and of 22,4 % of deaths [6]. 
Even mild TBI is responsible for the reduction of brain re-
serve and “resistance” to various pathologies with the de-
layed onset [2]. A separate problem among patients with 
consequences of TBI is the post-traumatic epilepsy, with 
the incidence ranging from 2,1 % to 16,7 %, depending on 
the severity of the injury and the duration of observation 
[1]. 

In 50 % of patients with TBI, the progression of exist-
ing consequences or the onset of new syndromes is ob-
served [7]. The course of traumatic disease of the brain 
largely depends on the effectiveness of rehabilitation pro-
grams, which are carried out for certain consequences of 
TBI. 

Medical-social expertise of patients after TBI is based 
on a comprehensive examination with determination of 
the extent of loss of health, degree of disability caused by 
persistent dysfunction of the body. Disability is character-
ized by the following categories: ability to move, to self-
service, the learning ability, the ability to work, ability to 

communicate, ability for orientation, the ability to control 
ones behavior. The criteria for establishing the degree of 
disability is the loss of health, causing the mild to severe 
restriction in one or more categories listed above. 

Thus the main objective of the “medical” part of the 
medical-social expertise is to determine the fact of sus-
tained disturbance of any body function firstly, and sec-
ondly, the degree of deviation from the norm; founding 
the basis for the establishment of the degree of disability 
and the corresponding disability group or ascertainment 
of the disability percent. 

Average indices of primary disability due to TBI make 
from 0,84 and 1,17 per 10000 for adult and working pop-
ulation in Ukraine respectively [5]. T90. 5 code, which is 
commonly used to encrypt this diagnosis, does not reveal 
the type of primary head injury that led to the development 
of disabling consequences. Thus, taking into account the 
prevalence and very high rates of disability, the analysis of 
accumulated disability due to head trauma is important. 

Aim: to perform a detailed analysis of accumulated 
disability due to head trauma in the Kherson region ac-
cording to the data of the Regional Center of Medical-
Social Expertise. 

Materials and methods. 45 case histories of pa-
tients, recognized as disabled by the medical expert com-
mittee at the Kherson regional center under the ICD-10 
code T 90.5 “Consequences of intracranial injury” has 
been analyzed, including 11 (24,4 %) patients with the 
first time acknowledgment of the disability group, and 
34 (75,6 %) patients with redefined group of disability. 
Gender composition: 37 (82,2 %) male and 8 (17,8 %) fe-
male persons. The average age at the time of injury was 
32,0 ± 13,69 years, at the time of examination at the medi-
cal expert committee in 2013 – 43,36 ± 9,13 years. 

Distribution of patients by disability group: 1 (2,1 %) 
patient with the group I; 4 (8,9 %) patients with group II, 
1 (25,0 %) of which with permanent II group; 40 (88,9 %) 
patients with group III, 4 (8,9 %) of which with permanent 
III group. 

Distribution of the patients by the cause of disability: 
28 (62,2 %) – a systemic disease, 5 (11,1 %) – an injury 
while serving on duty at Ministry of Home Affairs, 4 (8,9 %) 
– handicapped from birth, 3 (6,7 %) – employment in-
jury (average percentage of disability – 43,33 ± 4,17), 3 
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(6,7 %) – on duty at the army forces, 2 (4,4 %) – on the 
performance of international military duty. The vast ma-
jority of disabled – 26 (57,8 %) persons – are represented 
by the people of the blue-collar job. In 7 (15,6 %) of the 
cases the craniocerebral injury was recurrent. Expert 
cases of patients who underwent complex or combined 
TBI has been excluded from the study. 

Results and discussion. According to the expert 
cases, disability was ascertained from a previous mild 
stage TBI – in 10 (22,2 %) cases, the moderate stage – 
in 12 (26,7 %) cases, and in 23 (51,1 %) cases of severe 
head trauma. In 7 (15,6 %) cases patients had a disability 
caused by concussion, although, according to the cur-
rent methodological recommendations of forensic medi-
cal examination, concussion is considered be the most 
volatile TBI at which health problems last up to 21 days. 

Disorders that occur further in the course of the dis-
ease refer to neuropsychiatric conditions, and are inter-
preted as “post commotional syndrome”, which is exam-
ined by psychiatric medical-social expert committee. The 
duration of post-traumatic period at the time of initial as-
certainment of disability was 69,2 ± 85,5 months and only 
20 (44,4 %) patients had the disability group assigned in 
acute and intermediate period of TBI, which indicates the 
progressive course of traumatic brain disease. In 2 (4,4 %) 
patients group of disability was revised over time to more 
severe, and only in 3 (6,6 %) patients the disability group 
was changed to less severe. 

We have analyzed the predominant syndromes that 
separately or in combination served as the basis for deter-
mining the disability. The frequency of these are: epileptic 
syndrome – 13 (28,9 %), vegetative-vascular syndrome 
with frequent crises – 13 (28,9 %), CSF-hypertensive 
syndrome with crises or permanent course – 10 (22,2 %), 
bone defects of the skull, replaced or not replaced by het-
erogeneous transplant – 10 (22,2 %), vestibular-ataxic 
syndrome – 8 (17,8 %), various degree of central paresis 
– 6 (13,3 %), cognitive impairment – 3 (6,7) %, syncope, 
hyperkinesis, gait disorders (a combination of parkinson-
ism and paresis), aphasia – 1 (2,2 %) for each. In 3 (6,7 %) 
cases additional concomitant chronic somatic pathology 
(cardiovascular disease, diabetes mellitus, surgery due to 
duodenal or stomach ulcer) formed the basis for the dis-
ability ascertainment, as well as in 1 (2,2 %) case – due to 
social circumstances. 

In neurological status indicated by expert neurolo-
gist on examination of disabled, cranial nerve dysfunc-
tion is the most common symptom: VII pair and/or XII pair 
of cerebral nerves deficiency without differentiation into 
peripheral and central paresis, registered in 33 (73,3 %) 
patients. 

Neuroophthalmological consequences of TBI were 
presented as oculomotor innervation abnormalities in 3 
(6,7 %) persons with disturbances of the VI (2 cases) or 
III (1 case) cerebral nerves, and in 5 (11,1 %) patients 
routine ophthalmologic examination revealed partial atro-
phy of the optic nerves, 1 (2,2 %) – heteronymous hemi-
anopsia. In general, the difficulties that arise during the 
examination of patients with ophthalmological problems 
resulting from TBI, is that the beginning of deterioration 
is often delayed, and there might be no information about 
the state of visual function before the injury. 

Additional methods of examination (MRI, CT of the or-
bits, orbital ultrasound and retrobulbar space ultrasound, 

biomicroscopy of vessels of the conjunctiva, and opti-
cal coherence tomography) allow to identify the cause 
of blurred vision (and therefore its connection with TBI) 
more precisely. In the analyzed cases, they have not been 
performed (because in any case the condition was not 
the cause for the establishing of disability). Sensorineural 
hearing loss of varying severity according to ENT exami-
nation was established in 10 (22,2 %) disabled, including 
one case in combination with conductive hearing loss, 
that occurs due to injury of the middle ear, such as longi-
tudinal fractures of the pyramid; and anosmia was record-
ed in one (2,2 %) case. On examination of motor functions 
in 32 (71,1 %) of the disabled one or two-sided pyramidal 
insufficiency was described and in 9 (20,0 %) patients pa-
resis of various degrees of severity and prevalence (from 
mild hemiparesis to severe tetra paresis) was recorded. 
In the supporting documents vestibular-cerebellar syn-
drome was designated in the diagnosis in 27 (60,0 %) pa-
tients with disabilities. 

At the same time, the status of the vestibular appa-
ratus was not mentioned in the results of ENT examina-
tion. In 2 (4,4 %) patients, predominantly in young adults, 
hyperkinesis as one of the types of hemiparesis regres-
sion (which developed in the acute period) was observed. 
Also, in one case akinetic-rigid syndrome was observed. 
Graft substituted or nonsubstituted skull defects accord-
ing to X-ray examination was observed in 10 (22,2 %) 
persons with disabilities. Varying degrees of aphasia and 
pseudobulbar syndrome had been recorded in 4 (8,9 %) 
cases each. 

Epileptic syndrome was documented in 13 (28,9 %) 
cases and in the majority of patients was represented by 
grand mal, in several cases a combination of grand mal 
with complex or petit mal was observed, in one case sta-
tus epilepticus was recorded. Electroencephalography 
with functional tests has been performed in all cases for 
epileptic syndrome objectification and only 7 (53,8 %) pa-
tients demonstrated certain epileptic phenomena. 

As for determining the frequency of attacks, the ex-
pertise committee, as opposed to the clinic, determines 
the degree of disability by the amount of attacks docu-
mented by medical personnel. In supporting documents 
the attacks listed in diagnoses were predominantly of me-
dium frequency or infrequent, but the primary documents 
(discharge summaries, data from outpatient case-histo-
ries), in a large proportion, had had no attacks recorded 
by medical personnel. On the one hand it is a logical con-
sequence of infrequent attacks, but on the other hand in 
these cases, the attending physician, and the experts had 
to rely on patients’ words in determining the disability de-
gree, which leaves a big gap for aggravation. 

In addition, for objectification of the impact of post-
traumatic epilepsy on the vital activity of patients, intel-
lectual, memory and characteristic changes should be 
considered. Unfortunately, none of the patients in this cat-
egory were consulted by psychiatrist, and only 8 (61,5 %) 
patients were sent to psychologist; neuropsychological 
scales have been used in few cases. Epileptic syndrome 
was detected almost in a third of all patients and became 
the basis for the establishment of disability, emphasizing 
the serious problem of objectification of the syndrome. 

Liquorodynamic disturbances also cause some diffi-
culties for medical and social expertise. According to the 
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expert cases in 33 (73,3 %) patients CSF-hypertensive 
syndrome was detected. CSF-hypertensive syndrome 
of moderate severity alone or combined with other syn-
dromes (vestibular-cerebellar or autonomic-vascular) 
served as a basis for determining disability in 10 (22,2 %) 
patients. CSF-hypertensive syndrome was established 
by attending physician mainly on the basis of complaints 
of morning headache accompanied by nausea or vomit-
ing, fatigue and based on available micro symptoms in 9 
(20,0 %) cases. Although in any case history, the pres-
ence and extent of CSF-hypertensive syndrome were 
not confirmed by lumbar puncture, presence of the optic 
nerve disc edema or absence of pulsation of the central 
retinal vein during the ocular fundus examination has not 
been established by ophthalmologist. Enlargement of lat-
eral ventricles was observed in 6 (18,2 %) patients, peri-
ventricular edema and obliteration of the subarachnoid 
gaps in 1 (3,0 %) patient. Most often, doctors relied on 
signs of intracranial hypertension detected during echo-
encephalography in 9 (27,3 %) patients with CSF-hyper-
tensive syndrome, which is not reliable and insufficient to 
determine the presence and degree of CSF-hypertensive 
disorder. 

Thus, we have a similar situation: the determination of 
disability group in some patients with CSF-hypertensive 
syndrome was based on subjective data, obtained from 
patients (description of headache and CSF- hypertensive 
crises). 

A peculiar problem is the overdiagnosing of cerebral 
arachnoiditis. The most remarkable causes of arachnoidi-
tis are penetrating trauma, surgery, meningitis and hem-
orrhages. According to the expert of cases the condition 
was listed as a result of TBI in 26 (57,8 %) patients. Ac-
cording to present-day opinion, with the strict approach 
to diagnosis, arachnoiditis is a pretty rare problem [8]. 
None of the patients had the diagnosis confirmed by spi-
nal puncture, which is in fact one of the most decisive for 
the diagnosis, data about the investigation is not men-
tioned in the discharge summaries. MRI was performed 
only in 6 (23,1 %) patients with this diagnosis, showing the 
signs of moderate internal or local external hydrocepha-
lus in all cases, and only in one case small cystic changes 
of subarachnoid space and atrophy of the cerebral cortex 
was mentioned. 

In supporting documents the syndrome of autonomic 
disorders was present in the diagnoses of 27 (60,0 %) 
patients. In the 15 (33,3 %) cases, it was the course with 
frequent crises. 

Cognitive disorders of varying degrees were indicated 
in the diagnosis in 23 (51,1 %) patients; general charac-
teristics of memory, attention and cognitive function in 
neurological status were present in 27 (60,0 %) cases. 
However, after the examination of 33 patients by psychol-
ogist using neuropsychological approach (MMSE scale, 
Schulte tables, and Luria 10 words test), impaired memo-
ry and attention were found in 32 (96,7 %) cases. 

Conclusions. 
1. Analysis of accumulated disability coded as T90. 5 

revealed significant portion of disabled (15,6 %) with the 
consequences of concussion, which does not coincide 
with the concept of this clinical form of mild TBI without 
any structural changes in the brain. 

2. The most common problem of medical-social 
assessment of patients with the consequences of 
TBI is overdiagnosis of several conditions and lack of 
objectification of existing neurological syndromes by 
attending physician. According to our study, expert 
evaluation of liquorodynamic posttraumatic disorders, 
cerebral arachnoiditis, post-traumatic epilepsy, vestibular 
and cognitive disorders should be performed only 
after a comprehensive examination. The evaluation, 
regardless of the severity, should include liquor testing, 
neuroophthalmological investigation, MRI or CT scan, 
clinical and psychophysiological study. It is necessary 
for the physician to perform the objectification of 
seizures, as well as a detailed study of intellectual, 
mental and personality disorders, which are unfortunately 
neglected, in patients with post-traumatic epilepsy 
before the referral to Medical-Social Expert Committee to 
determine the degree of disability. Additional methods of 
examination (MRI, CT of the orbits, orbital ultrasound and 
retrobulbar space ultrasound, biomicroscopy of vessels 
of the conjunctiva, and optical coherence tomography) 
should be used to establish more precise reasons 
for neuroophthalmologic consequences and their 
relationship with TBI. The widespread implementation of 
ENT examination of patients with consequences of TBI 
for objective evaluation of vestibular function is relevant 
nowadays. 

3. The occasional cases of disability change to mild 
group and presence of patients with downgrading group 
urges the need for more active rehabilitation measures in 
disabled with consequences of TBI, and requires attention 
and concentration of efforts by primary care physicians 
and Medical-Social Expert Commissions. 

Future prospective. Analysis of accumulated dis-
ability and rehabilitation efficiency in the group of pa-
tients after TBI is an urgent problem and requires further 
investigations. 
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ÍÀÑË²ÄÊÈ ×ÅÐÅÏÍÎ-ÌÎÇÊÎÂÎ¯ ÒÐÀÂÌÈ ßÊ ÏÐÈ×ÈÍÀ ²ÍÂÀË²ÄÍÎÑÒ²: ÏÐÎÁËÅÌÈ ÅÊÑÏÅÐÒÈÇÈ
Øêîëüíèê Â. Ì., Íàóìåíêî Ë. Þ., Ôåñåíêî Ã. Ä., Ãîëèê Â. À., Êîâàëü Ì. ª. 
Ðåçþìå. ×åðåïíî-ìîçêîâà òðàâìà º ñêëàäíîþ ìåäèêî-ñîö³àëüíîþ ïðîáëåìîþ, âíàñë³äîê ñâîº¿ 

ðîçïîâñþäæåíîñò³, òðàâìóâàííÿ ïåðåâàæíî ïðàöåçäàòíî¿ ÷àñòèíè íàñåëåííÿ òà ð³çíîìàí³òíîñò³ ìîæëèâèõ 
íàñë³äê³â. Â ñòàòò³ íàâåäåíèé äîêëàäíèé àíàë³ç íàêîïè÷åíî¿ ³íâàë³äíîñò³ çà íàñë³äêàìè×ÌÒ íà îñíîâ³ åêñïåðòíèõ 
ñïðàâ îáëàñíîãî öåíòó ìåäèêî-ñîö³àëüíî¿ åêñïåðòèçè Õåðñîíñüêî¿ îáëàñò³. Àíàë³ç åêñïåðòíèõ ñïðàâ çà øèôðîì 
Ò90. 5 âèÿâèâ çíà÷íó äîëþ ³íâàë³ä³â (15,6 %) ç íàñë³äêàìè ñòðóñó ãîëîâíîãî ìîçêó, ùî íå ñï³âïàäàº ç óÿâëåííÿì 
ïðî öþ êë³í³÷íó ôîðìó ×ÌÒ, ÿê ïðî íàéëåãøó, òà òàêó, ïðè ÿê³é íå ñïîñòåð³ãàºòüñÿ ñòðóêòóðíèõ çì³í ãîëîâíîãî 
ìîçêó. Íàñòóïíîþ ïðîáëåìîþ ìåäèêî-ñîö³àëüíî¿ åêñïåðòèçè õâîðèõ ç íàñë³äêàìè ×ÌÒ º îá’ºêòèâ³çàö³ÿ íàÿâíèõ 
íåâðîëîã³÷íèõ ñèíäðîì³â. Öå ñòîñóºòüñÿ, íàñàìïåðåä, åêñïåðòíî¿ îö³íêè ïîñòòðàâìàòè÷íèõ ë³êâîðîäèíàì³÷íèõ 
ðîçëàä³â, öåðåáðàëüíîãî àðàõíî³äèòó, ïîñòòðàâìàòè÷íî¿ åï³ëåïñ³¿, âåñòèáóëÿðíèõ òà êîãí³òèâíèõ ðîçëàä³â. 
Îö³íêà öèõ ñèíäðîì³â, ÿê ïðè÷èí äëÿ âèçíà÷åííÿ îáìåæåííÿ æèòòºä³ÿëüíîñò³ çà îäí³ºþ ç êàòåãîð³é, ïîâèííà 
ïðîâîäèòèñü ëèøå ï³ñëÿ êîìïëåêñíîãî äîñë³äæåííÿ. Ïîêàçàíà ð³äê³ñòü çì³íè ãðóïè ³íâàë³äíîñò³ íà á³ëüø ëåãêó 
(6,6 %) òà âèÿâëåí³ âèïàäêè îáòÿæåííÿ ³íâàë³äíîñò³ ç³ çì³íîþ ãðóïè íà á³ëüø âàæêó (4,4 %). Öå º ñâ³ä÷åííÿì 
íåîáõ³äíîñò³ á³ëüø àêòèâíèõ ðåàá³ë³òàö³éíèõ çàõîä³â ó ³íâàë³ä³â ç íàñë³äêàìè ×ÌÒ. 

Êëþ÷îâ³ ñëîâà: â³ääàëåí³ íàñë³äêè ÷åðåïíî-ìîçêîâî¿ òðàâìè, ³íâàë³äí³ñòü, ìåäèêî-ñîö³àëüíà åêñïåðòèçà. 
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ÝÊÑÏÅÐÒÈÇÛ
Øêîëüíèê Â. Ì., Íàóìåíêî Ë. Þ., Ôåñåíêî Ã. Ä., Ãîëèê Â. À., Êîâàëü Ì. Å. 
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ñâîåé ðàñïðîñòðàíåííîñòè, ïîðàæåíèÿ ïðåèìóùåñòâåííî òðóäîñïîñîáíîé ÷àñòè íàñåëåíèÿ è ðàçíîîáðàçèÿ 
âîçìîæíûõ ïîñëåäñòâèé. Â ñòàòüå ïðèâåäåí ïîäðîáíûé àíàëèç íàêîïëåííîé èíâàëèäíîñòè ïî ïîñëåäñòâèÿì 
÷åðåïíî-ìîçãîâîé òðàâìû íà îñíîâàíèè ýêñïåðòíûõ äåë îáëàñòíîãî öåíòðà ìåäèêî-ñîöèàëüíîé ýêñïåðòèçû 
Õåðñîíñêîé îáëàñòè. Àíàëèç ýêñïåðòíûõ äåë ïî øèôðó Ò90. 5 âûÿâèë çíà÷èòåëüíóþ äîëþ èíâàëèäîâ (15,6 %) 
ñ ïîñëåäñòâèÿìè ñîòðÿñåíèÿ ãîëîâíîãî ìîçãà, ÷òî íå ñîâïàäàåò ñ ïðåäñòàâëåíèÿìè îá ýòîé êëèíè÷åñêîé 
ôîðìå ×ÌÒ, êàê î ñàìîé ëåãêîé è òàêîé, êîòîðàÿ íå ñîïðîâîæäàåòñÿ ñòðóêòóðíûìè èçìåíåíèÿìè ãîëîâíîãî 
ìîçãà. Ñëåäóþùåé ïðîáëåìîé ìåäèêî-ñîöèàëüíîé ýêñïåðòèçû áîëüíûõ ñ ïîñëåäñòâèÿìè ×ÌÒ ÿâëÿåòñÿ 
îáúåêòèâèçàöèÿ èìåþùèõñÿ íåâðîëîãè÷åñêèõ ñèíäðîìîâ. Ýòî êàñàåòñÿ, ïðåæäå âñåãî, ýêñïåðòíîé îöåíêè 
ïîñòòðàâìàòè÷åñêèõ ëèêâîðîäèíàìè÷åñêèõ ðàññòðîéñòâ, öåðåáðàëüíîãî àðàõíîèäèòà, ïîñòòðàâìàòè÷åñêîé 
ýïèëåïñèè, âåñòèáóëÿðíûõ è êîãíèòèâíûõ ðàññòðîéñòâ. Îöåíêà ýòèõ ñèíäðîìîâ, êàê ïðè÷èí äëÿ îïðåäåëåíèÿ 
îãðàíè÷åíèÿ æèçíåäåÿòåëüíîñòè ïî îäíîé èç êàòåãîðèé, äîëæíà ïðîâîäèòüñÿ òîëüêî ïîñëå êîìïëåêñíîãî 
îáñëåäîâàíèÿ. Ïîêàçàíà ðåäêîñòü ñìåíû ãðóïïû èíâàëèäíîñòè íà áîëåå ëåãêóþ (6,6 %) è âûÿâëåíû ñëó÷àè 
óòÿæåëåíèÿ èíâàëèäíîñòè ñî ñìåíîé ãðóïïû íà áîëåå òÿæåëóþ (4,4 %). Ýòî ÿâëÿåòñÿ ñâèäåòåëüñòâîì 
íåîáõîäèìîñòè áîëåå àêòèâíûõ ðåàáèëèòàöèîííûõ ìåðîïðèÿòèé ó èíâàëèäîâ ñ ïîñëåäñòâèÿìè ×ÌÒ. 

Êëþ÷åâûå ñëîâà: îòäàëåííûå ïîñëåäñòâèÿ ÷åðåïíî-ìîçãîâîé òðàâìû, èíâàëèäíîñòü, ìåäèêî-ñîöèàëüíàÿ 
ýêñïåðòèçà. 
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Consequences of Traumatic Brain Injury as a Cause Of Disability: Problems of Expertise
Shkolnyk V. M., Naumenko L. Yu., Fesenko H. D., *Golyk V. A., **Koval M. Ye. 
Abstract. Traumatic brain injury is a complex medical and social problem because of its high prevalence, involve-

ment of predominantly working-age population and the diversity of the possible consequences. The publication pres-
ents a detailed analysis of the cumulative effects of disability due to traumatic brain injury on the basis of review of 
theexpertcase-histories in the regional center of medical-social expertise of the Kherson region. Expert analysis of the 
cases with code number T90. 5 revealed a significant proportion of disabled persons (15. 6 %) with the consequences 
of brain concussion, which conflicts with the concept of this clinical form of traumatic brain injury, being the lightest 
one, and the one that is not accompanied by any structural changes in the brain. Another problem of medical-social 
expertise of patients with consequences of traumatic brain injury is the objectification of the available neurological 
syndromes. This is especially true for the expert review of the liquorodynamic posttraumatic disorders, cerebral arach-
noiditis, post-traumatic epilepsy, vestibular and cognitive disorders. Evaluation of these syndromes, as the reasons for 
the determination of disability category should be carried out only after thorough examination. The rare change to a 
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mild disability category (6. 6 %) has been shown, as well as the cases of switching to a more severe disability category 
(4. 4 %) have been identified. This is theevidencefor the need of more active rehabilitation measures of persons with 
disabilities due to the consequences of traumatic brain injury. 

Analysis of accumulated disability coded as T90. 5 revealed significant portion of disabled (15,6 %) with the conse-
quences of concussion, which does not coincide with the concept of this clinical form of mild TBI without any structural 
changes in the brain. 

The most common problem of medical-social assessment of patients with the consequences of TBI is overdiagnosis 
of several conditions and lack of objectification of existing neurological syndromes by attending physician. According 
to our study, expert evaluation of liquorodynamic posttraumatic disorders, cerebral arachnoiditis, post-traumatic epi-
lepsy, vestibular and cognitive disorders should be performed only after a comprehensive examination. The evaluation, 
regardless of the severity, should include liquor testing, neuroophthalmological investigation, MRI or CT scan, clinical 
and psychophysiological study. It is necessary for the physician to perform the objectification of seizures, as well as 
a detailed study of intellectual, mental and personality disorders, which are unfortunately neglected, in patients with 
post-traumatic epilepsy before the referral to Medical-Social Expert Committee to determine the degree of disability. 
Additional methods of examination (MRI, CT of the orbits, orbital ultrasound and retrobulbar space ultrasound, biomi-
croscopy of vessels of the conjunctiva, and optical coherence tomography) should be used to establish more precise 
reasons for neuroophthalmologic consequences and their relationship with TBI. The widespread implementation of ENT 
examination of patients with consequences of TBI for objective evaluation of vestibular function is relevant nowadays. 

Keywords: long-term effects of traumatic brain injury, disability, medical-social expertise. 
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