Management of the Patient with Traumatic Brain Injury
This is a general guideline only. All patient care should be individualized based on the practitioner’s best judgement

Patient with suspected TBI:
• Admission GCS <15
OR
• External signs of head trauma

Significant decline (≥1
point in mGCS) in exam
at ANY TIME
• Inform
Neurosurgery (NS)
• Obtain head CT
• Evaluate for
recently
administered
medications
• Evaluate
hemodynamics
• As clinically
appropriate,
consider checking
ABG, blood sugar,
electrolytes,
ammonia, etc.
• Consider infection
evaluation
• Consider obtaining
EEG

Positive head CT for
intracranial injury

•
•
•
•
•
•
•
•
•

•
•

Obtain Neurosurgery (NS) consult
Initiate Q1 hour neurochecks
Maintain SBP >90 mmHg
Maintain O2 Sat >94%
Maintain INR <1.5
Maintain platelet count >80
Maintain serum glucose >100
Keep Serum Na >135 mEq/L for mGCS =6; >140 for mGCS <6
Treat coagulopathy/pre-injury anticoagulation per protocol (Preand Peri-Procedural Management of Anticoagulation, Management
of Bleeding in the Setting of Anticoagulation, Intracranial
Hemorrhage, and Dilutional Coagulopathies)
Transfuse platelets if on pre-injury ASA or Plavix
Initiate seizure prophylaxis for all CT verified TBI (except isolated
SAH) and all penetrating TBI or inner table depressed skull fracture.
Phenytoin/phosphenytoin is drug of choice

Observe

Emergent NS
intervention
indicated?

Evaluate
GCS
within 6
hours
post op

Postop
mGCS =6

mGCS ≤5

•
•
•
mGCS =6

•

•
•

Repeat CT at 6 and 24
hours from initial CT (use
outside hospital image
times if available; 24 hour
may be deferred in consult
with NS for GSC 15 and
minimal injury on CT)
Treatment per
Team/Critical Care (CC)
Obtain cognitive
evaluation prior to
discharge if GCS <15

Final dms 5/2016

Place ICP monitor (exceptions include: consistent mGCS=5
without evidence of significant edema on CT, patients
with significant atrophy and stable exam, etc.)
Maintain ICP <20 mmHg (<25 after craniectomy)
Maintain CPP >60 mmHg

INITIAL INTERVENTIONS
• Maintain SBP <140 mmHg (consider age/size)
• Maintain PaO2 >70 Sat >94%
• Maintain glucose >100 <180
• Maintain Serum Na >140
• Maintain normothermia per guideline (Fever Mgt in Pts
with Severe TBI)
• Maintain head of bed to optimize CPP and minimize ICP
• Maintain good head and neck alignment
• Reduce noxious stimuli
• Assure adequate analgesia (fentanyl infusion is agent of
choice)
• Assure adequate sedation (propofol is agent of choice consider adding dexmedetomidine or atypical agent if ICP
elevation associated with agitation)
• Initiate EtCO2 monitoring

ICP management on Page 2

Management
per
CC/Team/NS

INITIAL
INTERVENTIONS
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ICP >20 mmHg (>25 mmHg after
craniectomy)

Continued from Page 1

Any ICP >20 with
decline in exam of
mGCS ≥1 point or
significant pupillary
change
• Call NS STAT
• Obtain STAT head
CT
• Assure all initial
interventions are in
place
• Hyperventilate to
EtCO2 30-35mmHg
• Increase propofol as
needed to max
dose
• Bolus fentanyl as
long as
hemodynamically
stable
• Administer HTS
and/or mannitol

Carefully
remove
treatment

Ensure all initial interventions
are in place
Ventilate to maintain PCO2 3538mmHg
If camino in place, consider
placing EVD

Increase
propofol by
5 mcg/kg/min
every 15
minutes to max
dose 75
mcg/kg/min

Give HTS 3%
250mL, 7.5%
NaCl/NaAcetate
250mL, 23.4%
30mL (repeat
PRN)

Give Mannitol
0.25 – 1.0
gm/kg (repeat
PRN)

FIRST TIER
THERAPIES

Intracranial hypertension refractory to
initial interventions and first tier therapy
ICP >20 mmHg (>25 mmHg after
craniectomy)

Any unexplained ICP
>20
• Initiate
interventions/thera
pies
• Consider STAT head
CT
• Notify NS
Any
recurrent/refractory
ICP >20
• Notify NS

Bolus fentanyl
at prescribed
doses
(repeat PRN)

Carefully
remove
treatment

Ensure all initial interventions
are in place
Place EVD

Increase
propofol to 100
mcg/kg/min

Decompressive
craniectomy

Measure bladder
pressure, inform
trauma team if
IABP >20

Short term
ventilation to
PCO2 <35
(consider PBrO2
monitor)

SECOND
TIER
THERAPIES

Intracranial hypertension refractory to initial
interventions and second tier therapy
ICP >20 mmHg (>25 mmHg after craniectomy)

Carefully
remove
treatment
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Initiate Barbiturate therapy
per protocol (Neurotrauma
and Neurocritical Care Unit
Pentobarbital Protocol).
Continuous EEG mandatory

Ensure all initial interventions
are in place
Place EVD

Therapeutic
hypothermia to
32-34◦C

THIRD
TIER
THERAPIES
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