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Assessment and Prognosis of Coma After Head Injury
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Graham M. Teasdale was Prolessor and Head of the
Dapartment of Neurasurgery,
University of Glasgow (1881 to 2003),

What were the main factors in the design of the scale?

The approach should be simple and practicable,
useable in a wide range of hospitals by staff without

special training



The Glasgow Coma Scale (GCS) was developed to
assess the level of neurologic injury, and includes
assessments of movement, speech, and eye opening

This avoids the need to make arbitrary distinctions
between consciousness and different levels of coma

Brain injury is often classified as
Severe (GCS < 8),

Moderate (GCS 9-12),

Mild (GCS 2 13)

Quick neurologic assessment for
‘Prognosis
+Victim's ability to maintain patent airway on own
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The Glasgow Coma Scale has proved a practical and

consistent means of monitoring the state of head injured
patients.

| In the acute stage, changes in conscious level provide
|the best indication of the development of complications
| such as intracranial haematoma whilst the depth of

| coma and its duration indicate the degree of ultimate
recovery which can be expected.

GCS does not entail assumptions of specific underlying
anatomical lesions or physiological mechanisms




- |Inter-obser
ver consisten
T cy has been exami
e ge, r :{Zﬂgﬁnrs and haf:. been shown to bénESbiY ‘
bt Mot E::"ra:m;;e of {;urcumstances includin a
partments, intensive care units ang inp
re-

hospital care.

med and should be

cannot be assu
d cummunir:.atiun between

d by training an

However, consistency
confirmed and enhance

staf.




II _
f
i
i 4

\\__ In the acute stage, the sooner an observation is made,
the more useful it is as a guide to predict the ultimate
outcome.

In the acute state where patient's state of consciousness i
influenced by remedial disorders — for example hypoxia or
hypotension, prognosis have been based upon an
assessment after sufficient time has pas&agﬁ
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*The shorter the time between an injury or other event
and the assessment, the more the security about the

| stability of a patient's condition.

| *Observations at frequent intervals are appropriate for
| example every few minutes and at least several times
within an hour.

*As time passes the frequency can be reduced, and
related to whether or not there are reasons for
considering the patient needs continuing observation

and care.




*Questions are asked about the extent of change that should
take place in order to trigger action.

«It may determine transfer to another unit e.g. from a general
to a specialist neurosurgical department.

«Again, hard and fast rules are not appropriate.

The general guidance is that it depends upon where the patient
Is showing change from and the extent of the change

*Generally significant changes when total score reduces by
2 points or motor response reduces by single point

There is a greater degree of gy lr:th and eye features
motor component




| The total or sum score (coma score) was initially used
as a way of summarizing information, in order to make it
easier to present group data.

However, the resulting score proved a useful and
powerful summary of the extent of brain dysfunction and
showed a strong relationship with prognosis

When describing an individual patient, especially when
communicating with colleagues, it is always preferable to
refer to the responses observed and not to rely upon
communication through the intermediary of numbers
or a total score.



A major limitation of the total score is the difficulty to
translate the score into a clear picture of the patient’s
actual condition.

This is particularly a risk in telephone exchanges.




It is a result of the differences in the approaches to
assessment of flexion motor responses

In the simpler system, recommended for routine use in
patient monitoring, no attempt is made to distinguish
between normal and abnormal flexion.

This results in a system summing to a total of 14

Distinction between normal and abnormal flexion
important in assessing the significant deterioration
from normal to abnormal brain responses —
Important prognostic factor
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Head injuries in children under 36 months of age *
Demography and outcome
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[ The Glasgow Coma Scale (GCS) as an objective

assessment of neurological function, is of Limited
usefulness in children under 3 years of age

One of the components of the Glasgow coma scale is
the best verbal response which cannot be assessed
in nonverbal small children

A modification of the original Glasgow coma scale was
created for children too young tfo talk




Table 1. Glascow Coma Scale Modified For

Pediatric Patienta™
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Table 4. Pediatric Glasgow Coma Scale For
Nonverbal Children.
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Although initially described four decades ago, the
Glasgow approaches to assessment of initial severity
and outcome of brain damage have weathered the test

of time.

It remains the standard for acute assessment

Alternatives to and adaptations of the Glasgow Scales
have been described. Some of these have clear
advantages, for example in relation to children.




Score Range
<+ Extubated:
<+ Intubated:

3-15
3-1T

| Clinical Presentation

“Normal: GCS =15
++Comatose: GCS <8

| +Dead: GCS=3

| Grading Of Head Injury
“*Minor: GCS 213
+*Moderate: GCS 9 -12
= Severe: GCS =<8

Example report
GCS 9= E2 V4 M3 at 07:35
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