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BACKGROUND

Traumatic Brain Injury (TBI) accounts for S92 billion
in health care costs with 2.9 million emergency
department (ED) visits and 224,000 hospital
admissions due to TBI (1). Most centers mandate
repeat head CTs, neurosurgery consults, and hospital
admissions (often to the ICU) for all patients with TBI
and ICH. Obviously, with such a large disease burden
and extensive evaluation, this had made traumatic
brain injury a natural target for improvements in
resource utilization. This is why UMC started utilizing
the BIG Protocol Guidelines in 2016. We are now
ready to take BIG to the next level to see if we can
identify when patient’s with TBI/ICH are likely to
evolve.

PURPOSE

Retrospectively identify BIG population patients with
TBI or ICH that have evolved after admission. This
data has been requested by various groups in the
past.

METHODS

Multidisciplinary team approach was used to
develop the process for identifying which patients
would qualify for inclusion. Now that these patients
have been identified, the next step is to identify
which data points will be collected for next steps in
the process. Examples include time to re-bleed,
presence of anti-platelet or anti-coagulants, coags,
comorbidities, etc.
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- OO0  Abnormal Neuro Exam (See Back) |
| OO0 GCS <= 13 NOT related to intoxication |
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Does the patient have any of the following?

BIG 3 Plan

o Obtain Neurosurgery Consult

o Admit to ICU - |ICU service with Trauma
Consult

o Order g1-2 hour neuro assassments

0 Repeat brain CT per neurosurgery

00 ANY anticoagulant/antiplatelet use or
other coagulopathy (See Back)

L Depressed skull fracture

1L EDH z Bmm

10 SDH = 8mm .

0  IPH = 8mm and/or multiple locations
0 SAH, Scattered

—YES to ary—p

o Recommended - Keppra 500mg BID x 7 days.
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00  Altered Mental Status (See back)
(0  Non-displaced skull fracture

00 SDH 5-¥mm

00 EDH 5-7mm

OO IPH 3-7Tmm andfor 2 locations

00 IVH - Any size | —

BIG 2 Criteria

Does the patient have any of the following? |
| 0 Neurosurgery consult NOT required

BlG 2 Plan

aervice with Trauma Consult
o Order g4 hour neuro assessments
| 0 Repeat brain CT NOT required

—YES to anye |

| 0 Admit to a minimum of IMC = Hospitalist

0 Recommended - Keppra 500mg BID x 7

**If the patient has more than 2 bleeds meeting _f

BIG 1 criteria, upgrade Flan of Care to BIG 2 J

[0 SAH, Localized | days.
00 Inter-facility fransfer o
**If the patient has more than 2 bleeds meeting
BIG 2 criteria, upgrade Plan of Care to BIG 3
|
NO to all BIG 1 Plan
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- Eﬁh1 EntED:I; i o Observation = 6 hour minimum
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EE ?I:;-—II ; 1:1”; — -23 hour observation on Med/Surg
5 {0 any— |
. . OR
| gg lEF;-IE '?r:;m 1 lacation only -Full admit to Med/Surg

o Order seral neuro assessments
0 Repeat brain CT NOT required

0 Recommended - Keppra 500mg BID x 7 days.
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RESULTS

The data tracking element, BIG Evolved, has been
added to the NTRACS registry. The data point will be
added to the records by Trauma Performance
Improvement RNs as the patients are identified.

CONCLUSIONS

Utilizing BIG has allowed up to decrease length of
stay and cost to those falling in the BIG 1 and BIG |l
range as well as decrease over treating and over
consulting for those patients. Throughout the time
we have been collecting this data we have had
several requests for data on patients with re-bleeds
after admission. We now have a mechanism to
collect and share that data. It is our hope that, given
our large data set, this will give us an opportunity to
further the study of traumatic brain injury.
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