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Topic: Head injuries 
Podcasters: 
1. Name: Stevan Bruijns 

Affiliation/ role: Derriford ED/ emergency physician 
2. Name: none 

Affiliation/ role:       
 
Case:  
A 32 year old male presents to the ED on a Saturday night.  He is quite loud 
and unpleasant on arrival.  The EMS hand-over states that he has fallen and 
had a head injury after a night out.  You notice a strong smell of alcohol and 
he has a laceration to the back of his head.  After a while of rowdy 
boastfulness he resigns himself to his allocated cubicle and falls asleep. 
 
Discussion:  
Important features from the history includes mechanism of injury, loss of 
consciousness on scene, amnesia, vomiting, seizures and alcohol or drug 
involvement.  A dangerous mechanism of injury would be pedestrian or cyclist 
struck by a motor vehicle,  occupant ejected from a motor vehicle or fall from 
> 1 m or 5 stairs. Loss of consciousness after head injury predicts increased 
risk of intracranial event.  Amnesia following a head injury similarly increases 
risk. Although retrograde amnesia is considered a higher risk,  the duration 
and type thereof is often debated (NICE uses retrograde amnesia in its CT 
decision rule).  Vomitting is also considered a high risk factor.  As children are 
more likely to vomit after a head injury due to factors not related to the head 
injury, more vomiting episodes is generally accepted (up to 2 and none in 
adults according to NICE).  Post head injury seizures increases the risk of a 
serious head injury if not related to another cause (epilepsy, hypoglycaemia, 
etc.).  Alcohol and drug use confounds the clinical picture as it can 
independently lead to seizures, loss of consciousness, amnesia and vomiting.  
It does however increase the risk for a serious head injury.  It is important to 
ask about anticoagulation use or bleeding disorders and generally it is 
accepted that anyone over the age of 60-65 are at higher risk.  In fact, the 
elderly and drunk people can sustain significant head injuries simply falling 
from a standing position.   
 
Important features to look out for during examination include GCS, pupil size, 
examining for a focal neurological deficit and looking for signs of a serious 
skull fracture. A trauma call may be indicated.  Risk of a serious head injury 
increases as GCS decreases (even if alcohol is suspected as cause).  A GCS 
< 13 when seen in the ED or < 15 two hours after the injury in adults, and < 15 
in a child (age < 16) should prompt futher investigation.  Clinical signs of skull 
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fractures includes open fracture, depressed skull fracture and base of skull 
fracture (haemotympanum, ‘panda’ eyes, cerebrospinal fluid leakage from 
ears or nose and Battle’s sign). 
 
When to CT the head: a clinical decision rule is required to make a safe 
decision.  The NICE guidelines includes an algorithm for use in children and 
adults.  Alternative CT rules includes the Canadian and New Orleans rules in 
adults and CHALICE rule in children.  The significance of CHALICE is that it is 
the only rule that was derived in a UK population. 
 
When to CT the neck:  A NICE recommendation exists to help with selection 
of patients also requiring imaging of the neck.  Generally in our setting, one 
should consider a CT neck when a CT head is requested (including children).  
Clinical decision rules include the NEXUS and Canadian C-spine rule (the 
latter being more sensitive than NEXUS and apparently clinical gestalt).   
 
Observation in CDU is often appropriate if the GCS has not returned to 15 
after normal imaging, there is no carer to observe the patient, and no trigger 
for CT was present, but there was ongoing concern (such as persistent 
headaches or nausea, and drug or alcohol intoxication).  Suspected non-
accidental injury should also prompt an admission. 
 
Discharge from hospital: allow discharge if a patient has returned to GCS 15, 
no other factors warrant admission and there are appropriate support 
structures for safe transfer and subsequent self-care.  A self-help advice 
sheet should be given and explained to both the carer and the patient.  To 
ensure continuity, reasonable attempts should be made to contact a child's 
parents if discharge is planned with a guardian. 
 
 
Summary: 
It is the third commonest injury presentation on minors. 
The vast majority of head injuries will not need any investigations. 
Don't get caught out with the elderly or intoxicated. 
The NICE CT scan guidelines are different for adults and children. 
Don't forget about non-accidental injury 
Always give an advice sheet on discharge and discuss important features to 
look out for. 
 
References: 
http://www.nice.org.uk/CG56 


