Click to verify

-
"..
X -



https://xomiwo.nurepikis.com/484518297064428458585882123208544970340825?wijigebukowupezejikidezukimirorazumajamewamipamexebuzogipedozaselakesigafobilazexufasakidadibodebip=lofakamexomekexobapedinukerenuzedekivapatalebadosewodulavunebovobovixapadugorulewopukivefosekuriwipevabovavitogijedubetenupusojemagokonipaxikuboselobebupirepotobopigijedimofuwosewexifovebukatuforabivikikulut&utm_kwd=escala+de+glasgow+2019+pdf&luxovifobibisaduzunufimukojikevonudutexedizipebeva=roderixeberapawikutigikovaserajusagovofoxoxoduzamonajatutenaduxakuvupagopobavogekupiwaxobakurusamanakutelitagisika







Escala de glasgow 2019 pdf

The Glasgow Coma Scale is a neurological scale for assessing a person's level of consciousness, both for initial as well as continuing assessment. A patient is assessed against the criteria of the scale, and the resulting points give the Glasgow Coma Score (or GCS). Class PANEL.FUNCTION Type Clinical First Released Version 2.11 Last Updated
Version 2.73 (MIN) Order vs. Observation Order Common Test Rank Get Info 3505 Panel Type Panel Copyright © 2025 Regenstrief Institute, Inc. All Rights Reserved. To the extent included herein, the LOINC table and LOINC codes are copyright © Regenstrief Institute, Inc. and the Logical Observation Identifiers Names and Codes (LOINC)
Committee. See for the full LOINC copyright and license. Subscribe to New First Aid For Free The Glasgow Coma Scale (commonly shortened to GCS) is a measurement of a patients level of consciousness, ie how awake the patient is. As the name suggests, the scale was first designed in Glasgow for patients who had suffered a head injury. It is now
used across the world by emergency medical staff and first aiders to assess a patients level of consciousness. The Glasgow Coma Scale contains three measurements: Eyes, Verbal and Motor. Each measurement is assigned a score and the GCS is the total of the three scores combined. The minimum GCS score is 3 (completely unconscious) and the
maximum is 15 (fully alert). The following table lists the individual components of the Glasgow Coma Scale and how the individual measurements are scored. A GCS of less than 8 is generally considered a serious medical emergency due to problems with the airway. Patients who have a GCS less than 8 are unlikely to be able to protect their airway
and are at risk of hypoxia (lack of oxygen). When recording a Glasgow Coma Scale score you should identify the individual components as well as the overall score. e.g: E4 S4 M6 = GCS 14 It is important to remember that GCS scores can fluctuate minute-by-minute, especially in critically unwell patients. The Glasgow Coma Scale does have
problems however. It can be quite difficult to learn and also people can interpret the scoring system in different ways. In addition, various factors such as alcohol & drugs can ‘mask’ a casualties true level of consciousness, especially in a head injury situation. However despite this, the Glasgow Coma Scale is still widely used by emergency medical
services and hospitals across the world. See larger image Remembering all the details of the Glasgow Coma Scale can be challenging, especially when dealing with a stressful situation such as a medical or trauma emergency. We recommend buying an aide memoir to help you remember essential information such as how to calculate a GCS. These
pocket cards are a great way for first aiders, first responders, EMTs and paramedics to access information whilst in the field. The cards are reasonably priced and available from Amazon. The GCS can be a very complicated scale to use. This entertaining video explains the GCS in a slightly different way and may be more memorable than a boring
table! Want to learn more about the Glasgow Coma Scale and other first aid tools? Why not sign up to one of our FREE online first aid courses! Disclaimer The structured approach to assessment of the Glasgow Coma Scale and the Glasgow Coma Scale itself, are tools for the assessment and communication of a patient’s level of consciousness. The
information provided on this website and in the video is to support your learning and understanding of these tools. Neither the use of this website, the watching of the video, nor completion of the self-assessment tool provide any guarantee as to your competence in these domains. The decision as to whether or not you are competent and safe to utilise
these tools in clinical practice is entirely at the discretion of the systems in place in your clinic/country to assess competence of medical, nursing and paramedical staff. By viewing this website and utilising any of the resources herein you are agreeing to these terms. Reliable assessment of the Glasgow Coma Scale is key to user satisfaction and to the
conduct of good quality clinical care and research. Along with its spread, varying approaches to assessment emerged over the years after the Scale was described, but none provided sufficient reason to make more than minor alterations to the content of the scale and its application. The goal of the modern structured schema is therefore to reinforce a
standard approach to assessment and hence to enhance the consistency of its use. Structured Assessment The structured approach (Nursing Times 2014; 110: 12-16 ) clearly defines the steps taken in assessing each component of the scale. It sets out standardisation in stimulation and an emphasis on reporting of the three components rather than the
total sum. These steps are detailed in the video. Each step is related to assessment against a specific criterion. These are summarised in the downloadable GCS Do it this way Aid. The development of the structured assessment drew on input from a range of medical, surgical and nursing specialists across the world to identify areas of satisfaction with
the Coma Scale and where ‘improvements’ might be made. We highlight important topics here. Eye and Verbal Scales The numbers of steps in these two components of the Scale have not been changed since it was first described but the terms applied to some findings were updated. Eye opening ‘to pressure’ replaced opening ‘to pain’, in part to
reflect accurately the nature of stimulus used; in part also because of reservations about the concept of pain as a component of care and in part because of uncertainty if painful sensation is necessary or even possible in a patient in coma. In the verbal scale ‘inappropriate words’ and’ incomprehensible sounds’ were simplified to ‘words’ and ‘sounds’.
Motor Response The makeup of the 5 step motor component of the scale was altered in 1976 by the incorporation of an additional, 6th step: the introduction of differentiation between “normal” and “abnormal” flexion. (Acta Neurochirurgica. 1976 34: 45-53) Earlier studies of observer variability had shown that this distinction was difficult for less
experienced staff, so it was not included in original descriptions. However, the findings of studies, using early clinical features, collected by researchers, began to show that the distinction was useful in prognosis. This led to the so-called ‘extended’ motor scale being adopted. This was first for research, but it was then progressively taken up in routine
clinical care and is now the most widely used system. The transition between abnormal and normal flexion is only rarely a key factor in decision-making about individual patients and the original simpler scale also remained in use, giving rise to the potential for confusion between two systems. To resolve confusion, it is now recommended that the
extended six point motor scale is used for all purposes. Reliable application of all parts of the motor scale should be achieved by the guidance now provided in the video and structured approach. Teasdale G Jennett B Assessment and Prognosis of coma after head injury. Acta Neurochir Suppl (Wien). 1976 34 45 - 55) Stimulation The technique of
stimulation to be used to elicit responses was not tightly specified in the original 1974 report. A year later (Nursing times, 1975; 71: 972-973) a more detailed description of practical use of the Glasgow Coma Scale referred to locations for stimulation being finger nail bed, trapezius muscle and supraorbital notch. The assessment of motor responses in
people not obeying commands continues to take account of information from finger pressure and trapezius / supraorbital sites. In practice the sequence will usually be in that order, finger tip pressure having been used first it when eye opening does not occur spontaneously or to sound. Some concerns have been expressed that undue force exerted
repeatedly on the finger nail bed can produce damage (albeit very rarely); pressure on the side of the finger has been proposed as an alternative. In the absence of evidence about the equivalence of the responses to the different sites, the fingernail continues to be recommended, peripherally rather than proximally, with variation over time in the
finger stimulated in any given patient. Both trapezius and supraorbital sites are recommended for central stimulus in a standard sequence of graded intensity. Information about the relative performance of these two different stimuli would be a useful topic for future research. Pressure behind the jaw,(retromandibular / styloid process) is difficult to
apply accurately and is not recommended for routine use. Stimulation by rubbing the knuckles on the sternum is strongly discouraged; it can cause bruising and responses can be difficult to interpret. Teasdale G. Acute impairment of brain function-1. Assessing 'conscious level'. Nursing Times.1975 71(24):914-7 Teasdale G, Allen D, Brennan P,
McElhinney E, Mackinnon L. The Glasgow Coma Scale: an update after 40 years. Nursing Times 2014; 110: 12-16 Director’s Corner: Executive Coaching By EM Coach February 22, 2023 By Mark L. Plaster, MD, JD June 18, 2020 By Michael Silverman, MD July 30, 2020 By Mark L. Plaster, MD, JD, Salim R. Rezaie, MD & William Sullivan, DO, JD July
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NO05.715.360.300.715.500.800.325 Unique IDD015600 RDF Unique Identifier Scope NoteA scale that assesses the response to stimuli in patients with craniocerebral injuries. The parameters are eye opening, motor response, and verbal response. Previous Indexing Brain Injuries (1976-1989) Coma (1976-1989) Head Injuries (1976-1989) Severity of
Illness Index (1986-1989) Public MeSH Note91; was see under TRAUMA SEVERITY INDICES 1990 History Note91(90); was see under TRAUMA SEVERITY INDICES 1990 Date Established 1991/01/01 Date of Entry 1989/05/25 Revision Date 2018/06/29 Glasgow Coma Scale Preferred Concept UIM0023945 Scope NoteA scale that assesses the
response to stimuli in patients with craniocerebral injuries. The parameters are eye opening, motor response, and verbal response. Terms Glasgow Coma Scale Preferred Term Term UI T046167 Date01/01/1999 LexicalTag EPO ThesaurusID NLM (1990) Biology is the study of living things. It is broken down into many fields, reflecting the complexity
of life from the atoms and molecules of biochemistry to the interactions of millions of organisms in ecology. This biology dictionary is here to help you learn about all sorts of biology terms, principles, and life forms. Search by individual topic using the alphabetized menu below, or search by field of study using the menu on the left. Trending Biology
Topics The list below contains the most popular biological concepts. You can also view the complete list of biology terms here. 100%(1)100% encontré este documento 1til (1 voto)1K vistasEste documento presenta una escala para evaluar el nivel de conciencia de un paciente. La escala incluye 3 secciones: 1) apertura de los parpados, 2) respuesta
motora y 3) respuesta verbal. ...Descripcién mejorada con IAGuardarGuardar Escala de Glasgow para mas tarde100%100% encontré este documento util, undefined Is a patient’s GCS score a strong indicator? Advanced airway management, including tracheal intubation, is used for ventilatory or oxygenation failure, impending airway compromise, or
inability to protect the airway. The evaluation of a patient’s risk for aspiration can be highly subjective. One common adage states: “If the GCS is less than 8, then intubate,” offering a seemingly simple and more objective standard to guide airway management. ADVERTISEMENT Using the Glasgow Coma Scale (GCS) score of 8 or below to evaluate the
need for intubation is promoted by the ATLS course and the East Association for the Surgery of Trauma (EAST) practice management guidelines.[1] [2] This practice is also commonly applied to patients with non-traumatic causes of obtundation. However, the evidence behind this practice is not clear, prompting many to re-examine this oft-repeated
maxim. Glasgow Coma ScaleADVERTISEMENT The Glasgow Coma Scale was created in 1974 as a system to evaluate and document the level of consciousness in patients with head injuries. [3] It is comprised of three subscales: motor response, verbal response and eye movement. While the GCS was not initially designed to be summed into one score,
this practice became widely adopted.[4] Today, the GCS remains a key component in the evaluation of patient’s level of consciousness, its use spanning across emergency medicine, pre-hospital care, neurosurgery and trauma surgery. Despite its widespread use, the GCS score has been criticized for its complexity and lack of consistent reliability,
demonstrated across several studies.[5] Concordance between attending emergency physicians in calculating GCS scores have been reported as low as 38%. In a third of cases, GCS scores on the same patient varied by two or more points.[6JADVERTISEMENT In a prospective study of neurologists evaluating GCS scores, exact inter-rater agreement
was 71% for 267 consecutive patients in the ICU.[7] This variation in calculating a patient’s GCS score can have significant changes in therapy if utilizing hard cut-offs to decide critical decisions such as airway management. Gag and Cough Reflex The general principle behind intubating a patient for a GCS < 8 is the theoretical loss of protective
airway reflexes. Moulton et al. demonstrated a strong correlation with decreasing GCS and the absence of a gag reflex[8]. However, the same study showed that many patients with GCS above 8 also had attenuated or absent gag reflexes, especially when they were exposed to sedative medications. Conversely, several patients with GCS < 8
maintained their gag reflex. [8] A subsequent prospective observational study of 208 adult patients by Rotheray et al. revisited this issue. While the analysis showed a significant correlation between reduced GCS and absence of cough and gag reflexes, it also found that 36% of patients with GCS < 8 maintained a normal gag reflex and 24%
maintained a normal cough reflex. Similar to the Moulton study, this study also found that between one-fourth to one-fifth of patients with a normal GCS had an absent gag or cough reflex.[9] While there is correlation between protective airway reflexes and level of consciousness, exceptions to this rule warrant evaluation of airway reflexes
independent of the GCS. A GCS of 3 does not guarantee the absence of airway reflexes in the same manner that a “normal” GCS does not guarantee presence of airway reflexes. Further complicating the matter, evaluation of a patient’s gag reflex also raises the risk of inducing emesis and leading to an aspiration event. Aspiration with decreased GCS
While assessment of airway reflexes is theoretically important for the evaluation of airway protection, current studies have not shown a consistent relationship between a reduced GCS and adverse events such as aspiration. Adnet et al. found increased frequency of suspected aspiration pneumonia in patients admitted to the Toxicologic ICU with a
GCS < 8. However, 10/68 patients with GCS of 9-14 also had radiographic evidence of aspiration, again highlighting the risk of airway compromise in more alert patients.[10] A 2017 retrospective analysis of 528 patients with carbon monoxide intoxication found that altered mental status (AMS) on arrival, defined as GCS < 8, was strongly associated
with the development of aspiration pneumonia with an odds ratio of 9.46. The same study found significantly increased ventilator use, length of hospital stay and in-hospital mortality. However, this study was limited by its broad definition of AMS, which didn’t factor in the clinical heterogeneity of a GCS range of 3-8.[11] It is also important to question
how often witnessed aspiration leads to development of clinically relevant disease. In a study looking at rates of hospital-acquired pneumonia in 228 patients admitted to a level 1 trauma center ICU, witnessed aspiration was significantly associated with development of hospital-acquired pneumonia. However, the overall mortality, ICU length of stay
and duration of mechanical ventilation did not vary significantly with witnessed aspiration.[12] In contrast, some prospective observational studies found significantly lower rates of aspiration pneumonia/pneumonitis in patients with impaired consciousness. In 2009, Duncan et al followed 73 patients with decreased level of consciousness secondary to
intoxication, the GCS ranging from 3 to 14.[13] Twelve of these patients had an initial GCS < 8 and 5 patients with a GCS of 3. None of these patients had episodes of aspiration and none required endotracheal intubation. Notably the one patient who required intubation had a GCS of 12 on admission. While several patients required some level of
airway support, such as nasopharyngeal or oropharyngeal airways, most patients rapidly improved to their baseline level of consciousness within 24 hours. This evidence suggests that certain unconscious or obtunded patients can be safely monitored for clinical improvement without a definitive airway. In the trauma setting, early intubation is often
considered in the context of traumatic brain injury (TBI) to avoid aspiration and hypoxia leading to secondary brain injury.[14] Additionally, there can be significant uncertainty whether a patient’s decreased cognition is due to TBI or intoxication. Much of the research in patients with traumatic injuries has focused on mortality as an outcome, rather
than aspiration. In a prospective study of 412 adult major trauma victims with severe TBI and initial GCS score of 3-8 per paramedics, the sole use of a GCS score did not accurately predict patient desaturation, clinical aspiration, or duration of ICU stay.[15] Furthermore, a retrospective analysis of 6,676 patients presenting with a GCS between 6-8,
drawn from the National Trauma Data Bank found that more patients with a GCS of 6 were intubated compared to GCS of 8, 64.3% and 56.9% respectively. Additionally, they found that intubation was significantly associated with increased odds of mortality, longer ICU stay, and overall hospital length of stay.[16] Bottom-line The evidence for using a
patient’s GCS score as an indication for intubation is mixed. Recent review articles have highlighted the paucity of strong evidence behind the classic adage of “GCS less than 8, intubate”.[17] The evaluation of a patient’s GCS can vary significantly between providers. While multiple retrospective studies have shown an association between a
depressed level of consciousness and aspiration, several prospective studies have contradicted this and appear to show a significantly lower risk of aspiration in these patients. Furthermore, the presence or absence of airway reflexes should not be assumed based on a patient’s GCS. One may elect to test a patient’s gag or cough reflexes at bedside,
understanding that it may also induce vomiting. The Glasgow coma scale can be utilized as one factor to help dictate airway management, but rigid use of a GCS cut-off for intubation is not currently supported by robust evidence. In light of this, emergency physicians should use their gestalt and individually assess each patient’s likelihood of airway
compromise. References Committee on Trauma, American College of Surgeons. In: Advanced Trauma Life Support Student Course Manual. Chicago, IL: American College of Surgeons; 2018. Mayglothling J et al. Emergency Tracheal Intubation Immediately Following Traumatic Injury: An Eastern Association for the Surgery of Trauma Practice
Management Guideline. ] Trauma Acute Care Surg 2012. PMID: 23114490 Teasdale G et al. Assessment of coma and impaired consciousness: a practical scale. The Lancet. 1974. PMID: 4136544 Teasdale G et al. Glasgow Coma Scale: to sum or not to sum. Lancet. PMID: 6136811 Green S. Cheerio, Laddie! Bidding Farewell to the Glasgow Coma
Scale. Annals of Emerg Med. 2011. PMID: 21803447 Gill M et al. Interrater reliability of Glasgow Coma Scale scores in the emergency department. Annals of Emerg Med. 2004. PMID: 14747811 Fischer M et al. Inter-rater reliability of the Full Outline of UnResponsiveness score and the Glasgow Coma Scale in critically ill patients: a prospective
observational study. Crit Care. 2010. PMID: 20398274 Moulton C et al. Relation between Glasgow coma scale and the gag reflex. BM]J (Clinical research ed.), 1991. PMID: 1747645 Rotheray KR et al. What is the relationship between the Glasgow coma scale and airway protective reflexes in the Chinese population?. Resuscitation, 2012. PMID:
21787740 Adnet F et al. Relation between Glasgow Coma Scale and aspiration pneumonia. Lancet. 1996. PMID: 8676684 Sohn CH et al. Aspiration pneumonia in carbon monoxide poisoning patients with loss of consciousness: prevalence, outcomes, and risk factors. Am J Med. 2017. PMID: 28803137 Fawcett V] et al. Pre-hospital aspiration is
associated with increased pulmonary complications. Surg Infect. 2015. PMID: 24896218 Duncan R et al. Decreased Glasgow Coma Scale score does not mandate endotracheal intubation in the emergency department. ] Emerg Med. 2009. PMID: 19272743 Chesnut RM. Secondary brain insults after head injury: clinical perspectives. New Horizons.
1995. PMID: 7496744 Davis DP et al. The association between field Glasgow coma scale score and outcome in patients undergoing paramedic rapid sequence intubation. ] Emerg Med. 2005. PMID: 16243194 Hatchimonji, JS et al. Questioning dogma: does a GCS of 8 require intubation?. European journal of trauma and emergency surgery : official
publication of the European Trauma Society, 1-7. Advance online publication. 2020. PMID: 32382780 Orso D et al. Endotracheal intubation to reduce aspiration events in acutely comatose patients: a systematic review. Scand ] Trauma Resusc Emerg Med. 2020. PMID: 33303004 There are three main sources of possible interference with assessment
of one or more component of the scale. Pre-existing factors Language or cultural differences Intellectual or neurological deficit Hearing loss or speech impediment Effects of current treatment Physical e.g. intubation or tracheostomy Pharmacological e.g. sedation or paralysis Effects of other injuries or lesions Orbital/Cranial fracture Dysphasia or
Hemiplegia Spinal cord damage Actions to avoid loss of Information Communication Barriers: Adapt the method of interaction to the patient, for example by choice of language, culturally appropriate examining person, or using written communication. Treatment influences In the context of endotracheal intubation or tracheostomy, the verbal
component of the score can be denoted as ‘not testable,” NT. The motor and eye components can still be assessed and the trend will still be useful*. For pharmacological impairment, temporarily reverse sedation and paralysis (wake up test) Other injuries Adapt the examination technique for patients with spinal cord injury, for example by focusing on
tongue and eye movements instead of hand movements Correction of systemic hypoxia and hypertension will optimise the patient’s brain function. *Dealing with missing information There are various different strategies for dealing with information that is missing because of factors interfering with assessment such as those described above. Assess,
communicate and make decisions using the remaining components. Although guidelines are often expressed in terms of a total GCS ‘score,’ the trend in whichever of the components (eye, motor or verbal) can be assessed is still valuable. Do not use number ‘1’ to record missing component; use ‘NT’ (Not testable). Do not report a total score when a
component is Not Testable because the score will be low and this could be confusing to medical colleagues. This may also imply that the patient is more unwell than they actually are. It is possible using statistical methods to estimate a missing component from the findings in the other components. This is probably more relevant to research than
clinical practice. Meredith W, Rutledge R, Fakhry SM, Emery S, Kromhout-Schiro S. The conundrum of the Glasgow Coma Scale in intubated patients: a linear regression prediction of the Glasgow verbal score from the Glasgow eye and motor scores. ] Trauma. 1998; 44:839-44; discussion 844-5. The scale can be applied without modification to
children over 5 years old. In younger children and infants, an assessment of a verbal response as “orientated” and motor response as “obeys commands” is usually not possible. A ‘Paediatric Glasgow Coma Scale’ was therefore described in Adelaide in which responses were modified as below. Eye Opening Verbal Response Best Motor Response
Spontaneous Talks normally Obeys commands To sound Words Localises pain To pain Vocal sounds Flexion to pain None Cries Extension to pain None None Although several other systems have been put forward, none has gained greater widespread acceptance. The findings on the Adelaide scale can be related to normal child development of
response and to the total score to be anticipated at increasing ages. Verbal Motor Expected Normal Total Score Birth Cries Flexion 9 6 months Vocal sounds 10 6-12 months Localises 11 1-2 years Words 12 2-5 years Obeys 13 >5 years Orientated 14 References Simpson D Reilly P. Pediatric coma Scale. Lancet. 1982;450 Reilly PL, Simpson
DA. Sprod R. Thomas L. Assessing the conscious level in infants and young children: a paediatric version of the Glasgow Coma Scale.Childs Nervous System. 4(1):30-3, 1988 Simpson DA. Cockington RA. Hanieh A. Raftos J. Reilly PL. Head injuries in infants and young children: the value of the Paediatric Coma Scale. Review of literature and report on
a study.Childs Nervous System. 7(4):183-90, 1991 Consistency in its findings is a key feature of a clinical assessment and during the development of the Glasgow Coma scale it was shown to be better than existing methods.1 Although some subsequent studies reported levels ranging from very poor to excellent2 a definitive systematic review3 has
shown that the reproducibility of the scale is usually high. Variations in the methods and quality of the 52 studies reviewed precluded specification of a single overall figure for reliability. Nevertheless, 85% of the findings in the better studies showed substantial reliability as judged by the standard criterion of a kappa statistic (K) above 0.64 .Each of
the components of the Scale was found to be highly reliable (K >0.6 in 89, 88 and 94 % for the eye, verbal and motor components respectively). The reliability of the sum score, although lower, was still substantial (K >0.6 in 77%). Doctors and nurses were found to use the Scale equally well.5 Reliability can be influenced by a number of factors, some
potentially open to improvement, and the review pointed to clear benefits from training and education. Reliability was not influenced by diagnosis or treatment such as intubation, but estimates were lower in patients with moderate impairment of responsiveness. Consistency in technique of assessment and clear criteria for assignment of responses
enhance reliability.1 The widespread adoption of the scale has been accompanied a loss of standardization.6 The recommended modern structured approach?7 aims to promote greater reliability by using a uniform approach based on allocation of ratings by defined criteria. Reliability of the Scale is Substantial Higher than for the sum Score can be
variable Reliability is Improved by Training and education Use the Scale, not the Score Standardized approach Bibliography Teasdale G, Knill-Jones R, van der Sande J. Observer variability in assessing impaired consciousness and coma. ] Neurol Neurosurg Psychiatry. 1978;41(7):603-610. Baker M. Reviewing the application of the Glasgow Coma
Scale: Does it have interrater reliability? Br J] Neurosci Nurs. 2008;4(7):342-347. doi:10.12968/bjnn.2008.4.7.30674 Reith FCM, Van den Brande R, Synnot A, Gruen R, Maas AIR. The reliability of the Glasgow Coma Scale: a systematic review. Intensive Care Med. 2016;42(1):3-15. doi:10.1007/s00134-015-4124-3 Landis JR, Koch GG. The measurement
of observer agreement for categorical data. Biometrics. 1977;33(1):159-174. Reith FC, Synnot A, van den Brande R, Gruen RL, Maas Al. Factors Influencing the Reliability of the Glasgow Coma Scale: A Systematic Review. Neurosurgery. 2017;80(6):829-839. doi:10.1093/neuros/nyw178 Reith FCM, Brennan PM, Maas A, Teasdale GM. Lack of
standardization in the use of the Glasgow Coma Scale. Results of international surveys. ] Neurotrauma. May 2015. doi:10.1089/neu.2014.3843 Teasdale G, Allan D, Brennan P, McElhinney E, Mackinnon L. Forty years on: updating the Glasgow Coma Scale. Nurs Times. 2014;110(42):12-16. The Glasgow Coma Scale can be applied to describe
impairment of consciousness from any cause. It has found most use in head injuries, but reports of its application in impaired consciousness from other aetiologies are indicated below. In conditions where the damage is predominantly focal, as in a stroke, additional information from assessment of the degree of any focal deficit is clearly important.
Spontaneous subrachnoid haemorrhage Teasdale GM, Drake CG, Hunt W, et al. A universal subarachnoid hemorrhage scale: report of a committee of the World Federation of Neurosurgical Societies. ] Neurol Neurosurg Psychiatry. 1988; 51:1457 Spontaneous intracerebral haemorrhage J. Claude Hemphill III,David C. Bonovich, Lavrentios Besmertis,
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