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Abstract
Background: Coma of unknown origin is an emergency caused by a variety of possibly life-threatening pathologies.
Although lethality is high, there are currently no generally accepted management guidelines.
Methods: We implemented a new interdisciplinary standard operating procedure (SOP) for patients presenting with
non-traumatic coma of unknown origin. It includes a new in-house triage process, a new alert call, a new composition
of the clinical response team and a new management algorithm (altogether termed “coma alarm”). It is triggered by
two simple criteria to be checked with out-of-hospital emergency response teams before the patient arrives. A
neurologist in collaboration with an internal specialist leads the in-hospital team. Collaboration with anaesthesiology,
trauma surgery and neurosurgery is organised along structured pathways that include standardised laboratory tests
and imaging. Patients were prospectively enrolled. We calculated response times as well as sensitivity and false positive
rates, thus proportions of over- and undertriaged patients, as quality measures for the implementation in the SOP.
Results: During 24 months after implementation, we identified 325 eligible patients. Sensitivity was 60 % initially
(months 1–4), then fluctuated between 84 and 94 % (months 5–24). Overtriage never exceeded 15 % and undertriage
could be kept low at a maximum of 11 % after a learning period. We achieved a median door-to-CT time of 20
minutes. 85 % of patients needed subsequent ICU treatment, 40 % of which required specialised neuro-ICUs.
Discussion: Our results indicate that our new simple in-house triage criteria may be sufficient to identify eligible patients
before arrival. We aimed at ensuring the fastest possible proceedings given high portions of underlying time-sensitive
neurological and medical pathologies while using all available resources as purposefully as possible.
Conclusions: Our SOP may provide an appropriate tool for efficient management of patients with non-traumatic coma.
Our results justify the assignment of the initial diagnostic workup to neurologists and internal specialists in collaboration
with anaesthesiologists.
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Background
Disorders of consciousness including coma in nontraumatic patients can be caused by a wide variety of
pathologies affecting the central nervous system (CNS)
including potentially life-threatening and highly time* Correspondence: wolf.schmidt@charite.de
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sensitive medical, neurological or neurosurgical emergencies [1]. They are a frequent challenge in emergency
medicine: 5–9 % of all patients in emergency departments present with acute non-traumatic disorders of
consciousness and up to 2 % are reported to be comatose on admission [2–4]. Moreover, they are associated
with a very high in-hospital mortalitiy of 25–48 % in
western populations [5, 6]. Underlying pathologies have
been classified into primary or focal damage to the CNS
and secondary affection of the CNS resulting in a diffuse
brain dysfunction, such as in metabolic derangement or
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intoxication [7]. The reported prevalence of structural vs.
metabolic coma varies from 28 to 64 and 37 to 75 %, respectively [8]. Presumptive diagnoses need to be confirmed
or excluded promptly in order to treat the patient as
quickly as possible or to move on to the next diagnostic
step. In many cases, a good outcome critically depends on
early treatment (“time is brain”), e.g. in meningoencephalitis [9] or basilar artery occlusion [10]. In order to
do this in a minimum of time, a standardised interprofessional and interdisciplinary algorithm is of utmost
importance [11]. Such an algorithm should include an
evidence-based cascade of diagnostic procedures and involve only those medical specialties that are definitely required for the evaluation and management of disorders of
consciousness. This is a matter of particular interest especially in countries where a board-certification for inhospital emergency physicians does not (yet) exist and
where initial management of comatose patients in emergency departments (EDs) is frequently carried out by anaesthesiologists, internal specialists or surgeons, even in cases
of focal CNS-pathologies such as intracerebral haemorrhage, meningo-encephalitis or basilar artery occlusion.
In Germany, on-site management of patients with disorders of consciousness is carried out by paramedics and
trained emergency physicians. In order to assure a smooth
and rapid workflow, out-of-hospital teams announce their
patients in advance to the ED and state the leading emergency symptom. Based on this information, ED staff may
trigger an appropriate in-house alarm before the estimated
time of the patient’s arrival. This essentially involves a simultaneous alert call to a standardised group of recipients.
The aim of such an alarm routine is to minimise delays
and to ensure a direct contact between out-of-hospital
teams and in-hospital physicians. Our university hospital
campus (Charité-Universitätsmedizin Berlin, Campus
Virchow-Klinikum) cares for approximately 100.000
emergency patients per year [12]. However, this number
does not include patients who are comatose due to an
obvious reason, such as an evident cardio-respiratory arrest,
and thus admitted directly to specialised internal medicine
intensive care units (ICUs). In past years, adult patients
presenting to our ED with non-traumatic disorders of consciousness of unknown origin used to be treated along a
well-established shock trauma centre protocol (level I
trauma centre) that requires a team of trauma surgeons,
anaesthesiologists and radiologists as well as a neurosurgeon in the first line. If, after initial assessment based on
Advanced Trauma Life Support (ATLS®) [13], there had
not been any clinical evidence for a traumatic reason
explaining the patient’s state, the patient would then be
moved on to CT scanning. Only after CT scans had excluded signs of traumatic brain injury (TBI) or intracranial
haemorrhage, other medical specialties would have been
involved. However, since secondary (e.g. metabolic,
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hypoxic etc.) causes of brain dysfunction account for a
high percentage of underlying pathologies that is similar
to the percentage of patients suffering from focal lesions of the CNS [7], this practice frequently caused
delays in diagnosis and treatment of both medical and
non-haemorrhagic neurological conditions.
To improve the management of adult non-traumatic
patients presenting with a disorder of consciousness or
coma in our hospital, an interdisciplinary expert panel
developed a new in-house standard operating procedure
(SOP) that includes a new in-house triage process, a
new alert call, a new composition of the clinical response
team and a new management algorithm (altogether termed
“coma alarm”). The main goal of this feasibility study was
to evaluate the success of the implementation of the SOP
into a working ED environment including the sensitivity of
the in-house triage process during a period of 24 months
following its introduction in May 2013.

Methods
Procedure

We designed a new management protocol termed “coma
alarm” for emergency patients presenting to the hospital
with a disorder of consciousness without an obvious origin such as cardiac arrest or TBI. This includes patients
with coma proper, sopor or deep somnolence (disorders
of alertness or “quantitative” consciousness), i.e. all patients
who are not fully awake. In order to identify patients
eligible for the new protocol, two simple criteria are
used. Based on the information received from out-ofhospital emergency teams, the head nurse checks a)
whether the patient is reported to be fully awake when
contacted by paramedics or emergency physicians and b)
whether there is evidence of primary TBI. If both questions
are negated, a non-traumatic disorder of consciousness of
unknown origin is considered and staff are instructed to
trigger the newly implemented coma alarm. The corresponding standardised interdisciplinary and interprofessional management of patients with a reduced level
of consciousness (primarily comatose patients) is shown
in Fig. 1. In contrast to an already well-established trauma
response team, the coma alarm team consists of a neurologist as the team leader and an internal specialist accompanied by an anaesthesiology support team for airway
(ABC) management. On the one hand, this arrangement
accounts for the fact that patients with a disorder of consciousness of unknown origin may require highly urgent
treatment of primary focal CNS-disease such as thrombolysis, mechanical thrombectomy, antibiotics or neurosurgery. On the other hand, said patients may suffer from
severe medical conditions affecting the CNS secondarily
(e.g. insufficiency of circulation or respiration, metabolic
disturbance, sepsis etc.) [7] which require immediate diagnosis and management by internal specialists. A further
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Fig. 1 New interdisciplinary and inter-professional SOP for coma management in our ED; shown in relation to the target time scale (left); grey
areas mark tasks to be performed by nursing staff, green areas highlight the physicians’ duties and responsibilities

difference is the participation of only one trauma surgeon
required to differentiate primary TBI from secondary fallrelated trauma upon loss of consciousness – a frequent
question during initial management. Furthermore, the
neurosurgeon on call receives a notification of the alarm
but is not part of the initial response team. There are no
differences in the number of nursing staff required as
compared to the trauma call (Table 1). In both in-house
alarms, one CT scanner in the radiology department is
blocked so that a scan can be carried out without delay.
The out-of-hospital emergency team leader presents the
patient to the in-house team headed by the neurologist on
call. While the anaesthesiology team carries out ABC
management immediately, the neurologist is responsible
for history taking (including as much information as possibly available from third parties) and neurological

Table 1 Number of staff required for the in-house initial response teams; new coma alarm compared to well-established
multiple trauma alarm
Coma alarm

Multiple trauma alarm

Neurologist
Internal specialist
Anaesthesiologist

Anaesthesiologist

Trauma surgeon

3 Trauma surgeons

Neurosurgeon (notification only)

Neurosurgeon
Radiologist

2 Anaesthesiology nurses

2 Anaesthesiology nurses

3 ED nurses

3 ED nurses

2 Radiographers

2 Radiographers
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examination. At the same time, the internal specialist conducts the medical examination and evaluates chest X-ray
and 12-channel-ECG as soon as ED radiographers and
nursing staff carry them out. Besides, the nursing team
draws blood samples for a standardised set of laboratory
tests including blood gas analysis, basic toxicology and
bacteriology (if suspected) and performs urinary catheterisation. Special emphasis is put on team time-outs. In surgery, team time-outs are meant to be the last security
check immediately before a procedure begins to ensure
that the correct patient undergoes the correct procedure
on the correct side [14]. We modified this tool and use
the first team time-out after completing the clinical evaluation of the patient (approximately 15 min after arrival) to
update the whole team on all currently available information and the most likely differential diagnosis. Furthermore, both team time-outs are necessary to evaluate
whether all personnel alarmed and prompted to the
emergency room are still required. For example, anaesthesiology support might no longer be needed if a patient
turns out to have continuously stable vital signs or to be
awakening from a temporary loss of consciousness. Another important issue is to check for available intensive
care capacities in the early stages of management to avoid
delays. CT-scanning includes cranial CT plus supra-aortic
CT-angiography and can be extended if needed (e.g.
thorax for suspected pulmonary embolism). If CT-scans
reveal a focal CNS pathology, immediate treatment is initiated (e.g. systemic thrombolysis or endovascular
thrombectomy) or the patient is presented to the neurosurgeon on call. The nature of the underlying pathology
in combination with the patient’s clinical condition determine whether the patient has to be admitted to an intensive care unit (ICU) or will be kept in intermediate care
until further clarification. If medical history, physical
examination, CT scans and primary laboratory results do
not provide a compelling cause of the disorder of consciousness, a lumbar puncture has to be performed as
soon as possible.
Data analysis

An ethics vote for the analysis of routinely acquired clinical data was obtained from the Ethics Commission of
the Charité-Universitätsmedizin Berlin (“Emergency
Processes in Clinical Structures”, EA1/172/14). All
coma alarms between May 2013 and April 2015 were
identified retrospectively in our hospital’s electronic
patient database. We analysed all available documentation of each respective patient and determined a)
whether the patient was in a state of reduced consciousness when contacted by paramedics or emergency physicians on-site, b) whether the patient had a disorder of
consciousness on admission to the ED as determined by
the team-leading neurologist and c) if there was any
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evidence of multiple trauma including primary TBI. Patients who had either been documented to be fully awake
at all times (no persistent or transient loss of consciousness) or who presented with evidence of multiple trauma
were defined as overtriaged or “false alarms”. All emergency referrals with a diagnosis already known were classified likewise as there was no need for further diagnostic
procedures. Besides, we analysed all other emergency patients seen by a neurologist in the ED between May 2013
and April 2015 and applied the criteria mentioned above
in order to identify undertriaged patients or “misses”.

Results
Between May 2013 and April 2015, we registered 303
coma alarms in our ED (12.6 per month; see Fig. 2).
Among these, 26 (8.6 %) had to be classified as “false
alarms” retrospectively and excluded because patients
had either been fully awake at all times (18 cases) or had
been stabilised and did not require any further diagnostic procedures (7 cases) or had suffered multiple injuries
including primary TBI resulting from an accident (1
case). In addition to 277 patients who were correctly
triaged for the coma alarm emergency management
routine by the two-step in-house triage process explained
above (“hits”), we identified 48 undertriaged patients from
the same period of time who fulfilled all criteria for the
coma alarm and its dedicated emergency pathway but had
not received it (“misses”). Nine patients out of these had
not received any alarm-triggered standardised management and four had been classified as stroke alarm patients
due to a focal neurological deficit suspected by paramedics
or out-of-hospital emergency doctors. In both groups,
there had been no information about the disorder of consciousness when the patients had been announced to the
ED before arrival. A further 18 out of the 48 undertriaged
patients had been announced as trauma patients due to a
suspected accident as a cause of the loss of consciousness.
They were treated along the well-established trauma management routines triggered by the corresponding alarm
although an accident or multiple trauma could never be
confirmed in these cases. Finally, 17 patients presenting
with a loss of consciousness as the leading symptom were
announced by the emergency services for an immediate
referral to the neurosurgeon on call based on the assumption of an intracranial haemorrhage although a definite
diagnosis had not yet been established.
Thus, we included a total of 325 patients presenting
with non-traumatic disorders of consciousness of unknown origin as the leading symptom (182 male, median
age: 66 years, median GCS: 6) that were or should have
been treated along the newly established coma alarm
management routine (277 “hits” + 48 “misses” = 325 eligible patients). Patient characteristics including the final
diagnosis are given in Table 2. 277 patients (85.2 %) had
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Fig. 2 Identification of “hits”, “misses” and “false alarms” over the course of 24 months following the introduction of the new coma alarm by
retrospective analysis of all available clinical documentation; bottom line abstracts subsequent in-house treatment; absolute numbers are given

Table 2 Characteristics and outcomes for patients evaluated in
this study (n = 325)
Characteristic

Median

Range

Age (years)

66

15–98

GCS

6

3–12

n

%

Male

182

56,0

Intracranial haemorrhage

73

22,5

Ischaemic stroke

31

9,5

Epilepsy

66

20,3

Other neurologic

19

5,8

Cardiovascular

19

5,8

Respiratory

18

5,5

Metabolic

17

5,2

Diagnosis

Septic

9

2,8

Intoxication

54

16,6

Other
With abnormality on CT scan

19

5,8

110

33,8

Admitted to ICU

277

85,2

Hospital mortality

75

23,1

to be admitted to ICUs. Among these, 111 (40.1 % of all
ICU patients) had to be treated on specialised neuroICUs for primary, CNS-related causes of disorders of
consciousness. 26 eligible patients (8.0 %) were admitted
to standard care wards and another 22 (6.8 %) were
treated in intermediate care units attached to the ED. Of
all 325 eligible patients reported here, 75 (23.1 %) had a
lethal outcome in the immediate course following admission to our hospital (median survival time 48 h,
range <1 h to 29.3 days).
Among the 277 patients correctly triaged for the coma
alarm management routine (“hits”), 266 patients received
CT scans of head and, if necessary, thorax and abdomen
after an average door-to-CT time of 20 min (median;
interquartile range 16–27 min) covering handover of the
patient, stabilization of vital parameters, clinical examination and nursing tasks in the emergency room (see Fig. 1).
11 patients were not CT-scanned but received emergency
MR scans instead (2 cases) or deceased in the resuscitation room (1 case) or presented with unmistakable evidence of either asphyxiation or intoxication and were not
scanned in time due to psychomotor agitation (8 cases).
Figure 3 shows the time-related changes in sensitivity
(proportion of eligible patients correctly triaged for the
alarm-triggered emergency management before their
arrival in the hospital) and false alarm rates (proportion
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Fig. 3 Sensitivity of the the newly established in-house triage process
(blue bars) and false alarm rates (red bars) over the course of 24 months
following the introduction of the SOP; time scale is binned into periods
of four months each; absolute number of eligible patients in each time
period is given below the groups of bars

of overtriaged patients among all coma alarms) of our
newly established in-house triage process preceding the
specialised emergency management. The bar chart can
be read as a learning curve over the course of 24 months.
After the first four months, sensitivity increased from 60
to 84 %. In subsequent periods, sensitivity fluctuated between 89 and 94 %. Thus, undertriage could be kept low
at a maximum rate of 11 % in any four-month observation period after an initial learning period of 8 months.
39 out of 48 undertriaged patients were treated along
different management routines other than the newly
established coma alarm which is equal to only 9 patients
out of 325 eligible patients receiving no alarm-triggered
management routine at all. Overtriage never exceeded
15 % during the whole observation period.

Discussion
For patients with multiple trauma, clinical pathways and
structured education concepts such as ATLS® are well
established in most EDs. Implementation of clinical algorithms is feasible [15, 16], shortens the time to diagnosis and treatment, and has been shown to significantly
improve patient outcome [17, 18]. Similarly, in common
medical and neurological emergencies such as myocardial infarction [19] and stroke [20], clinical pathways and
implemented algorithms accelerate clinical workflow
and improve outcome [21, 22]. Surprisingly, at least to
our knowledge, comparable pathways for disorders of consciousness have not yet been universally implemented.
Here, we established a new ED management routine
specifically designed for patients with the leading symptom
of a non-traumatic disorder of consciousness of unknown
origin. The regular admission of these patients to our ED
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justified the need for a specialised management that particularly focuses on rapid identification and treatment of
possibly life-threatening underlying disorders. The new
SOP thus includes an in-house alarm call triggered by the
information on the patient’s state of consciousness given by
out-of-hospital emergency services. By adhering to the new
simple in-house triage criteria eligible patients could be
properly identified in up to 94 % of the cases after an initial
learning period.
We deliberately chose not to set a specific GCS criterion to identify eligible patients for the protocol because
of the GCS’s unsatisfactory inter-rater reliability [23] and
its insufficiency in correctly assessing the level of consciousness in patients with focal and/or lateralized neurological
symptoms. A neurologist, an internal specialist, an anaesthesiology team, three ED nurses, two radiographers and a
backup trauma surgeon are prompted to the ED. These
staff and equipment requirements are comparable to
resources required for management of multiple trauma
patients in the ED [24]. We decided on the neurologist
to lead the emergency team, coordinate the diagnostic
steps, collect the patient’s past medical history, if available, and define the most likely diagnosis. This is done
in close collaboration with the other members of the
team, given that non-traumatic disorders of consciousness
can be caused by either primary brain disease or secondary
diffuse neuronal dysfunction [1]. In multiple trauma management, it is still a matter of debate whether there should
be a single team leader or a team-guided approach [25].
However, the need for structured guidance and supervision
of the process is beyond any dispute [26]. Although we
did not systematically evaluate different team structures, we deem appropriate our hybrid approach that
includes team-guidance by a neurologist and obligatory
interdisciplinary team-time-outs for a highly interdisciplinary emergency like coma and other disorders of consciousness of unknown origin.
One of the main advantages of our protocol is gathering
all required personnel on site before the patient arrives in
order to ensure the fastest possible proceedings in timesensitive cases. However, the protocol was deliberately
designed to give the opportunity to reduce the level of resource allocation whenever incoming diagnostic results
justifies to do so (e.g. 26 overtriaged patients were excluded from the cohort of eligible patients; CSF testing
was not performed if preceding investigations provided
positive and unequivocal results; etc.). Thus, team-timeouts play an important role not only for interdisciplinary
consultation but they also allow for the level of resource
allocation to be adjusted to any required level.
Given the high percentage of patients requiring intensive care management after admission, there is a need to
use available resources as purposefully as possible. Furthermore, the high portion of life-threatening causes of
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coma and other disorders of consciousness of nontraumatic origin is reflected in the scope of diagnoses
in combination with the remarkable percentage of patients who deceased in the immediate course following
presentation to ED (Table 2). This is the strongest argument for a multi-disciplinary approach with an emphasis
on primarily neurological and medical first-line assessment as opposed to a primary surgical management which
is in fact mostly required to treat collateral problems (such
as superficial wounds) without impact on the underlying
pathologies in this cohort of patients.
Over 85 % of all eligible patients required intensive
care treatment, over 40 % of which needed specialised
neuro-intensive care or neurosurgical treatment following
admission due to primary disorders of the CNS. A similar
portion was treated in ICUs specialised in internal medicine. This is another argument for assigning the initial
diagnostic workup to neurologists and internal specialists
rather than to surgeons, with anaesthesiologists focusing
on life support. Initial management does usually not require the immediate presence of a neurosurgeon, as initial
neurological and neurosurgical evaluation of comatose
patients do not differ. Nevertheless, whenever required
(e.g. CT reveals subdural haematoma), our SOP allows for
prompting the already pre-alerted neurosurgeon on call to
the ED as quickly as possible.
The absolute number of eligible patients included in
this study showed an upward trend over time, possibly
indicating that establishing the SOP may have met a certain demand in our catchment area for a specialised emergency management for patients presenting with a disorder
of consciousness without an obvious origin. Although the
information provided by out-of-hospital emergency teams
frequently was fragmentary, there was a surprisingly high
sensitivity of the in-house triage process required to identify patients eligible for the SOP after the first four
months. Hence it appears that the obligatory two questions to be asked by the head nurse communicating with
out-of-hospital response teams may be sufficient to correctly identify the patients that our SOP is intended for.
Overtriage was only 8.6 % and was tolerated throughout
as “false alarms” may indeed result in a strain of hospital
resources but do not put patients to any risk. Furthermore, our rate is lower than in other reports of newly
implemented alarm routines, e.g. in trauma management [27]. After an initial learning period of 8 months,
undertriage could be kept at an overall low rate of
9.5 %. The aim is to reduce this figure even further by
continuous training of all personnel involved. We determined each respective patient’s door-to-CT time as a reliable marker of time efficiency of our newly established
management routine. By a median time of 20 min we
could achieve a shorter time than reported in other routines for multiple trauma [17, 28] or stroke [20]. However,
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a complete evaluation of this marker is limited since comparable data from eligible patients was not prospectively
collected before the implementation of our new SOP.

Conclusions
The successful implementation of an alarm-triggered
management routine specifically designed for patients presenting with disorders of consciousness of unknown origin
provides us with a powerful tool to optimise diagnostic
work-up and treatment. Furthermore, the alarm-tagged
cases will allow for systematic investigation of this fundamental emergency symptom in further detail. After proof
of feasibility in this study, subsequent interventional studies based on a growing registry of clinical data will aim at
evaluating the effects on outcomes, scrutinising the validity and priority of different diagnostic tools and ultimately
establishing an evidence-based SOP “from street to ICU”
for disorders of consciousness of unknown origin which is
currently lacking in emergency medicine.
Competing interests
The authors certify that they have no affiliations with or involvement in any
organization or entity with any financial interest (such as honoraria; educational
grants; participation in speakers’ bureaus; membership, employment,
consultancies, stock ownership, or other equity interest; and expert testimony
or patent-licensing arrangements), or non-financial interest (such as personal or
professional relationships, affiliations, knowledge or beliefs) in the subject matter
or materials discussed in this manuscript.
Authors’ contributions
MB and WS contributed equally to the work and collaborated in the
conception and design of the study, acquired the data, carried out the data
analysis and interpretation and wrote the manuscript. MM contributed to the
conception and coordination of the study and data interpretation. MR
contributed to the conception and coordination of the study. CP
contributed substantially to the conception and design of the study and
data interpretation. TL contributed substantially to the conception and
design of the study, data analysis and interpretation. All authors read and
approved the final manuscript.
Author details
1
Department of Neurology, Charité-Universitätsmedizin Berlin, Campus
Virchow-Klinikum, Augustenburger Platz 1, 13353 Berlin, Germany. 2Center for
Stroke Research, Charité-Universitätsmedizin Berlin, Berlin, Germany.
3
Department of Emergency Medicine, Charité-Universitätsmedizin Berlin,
Campus Virchow-Klinikum, Berlin, Germany. 4Department of Anaesthesiology
and Intensive Care Medicine, Charité-Universitätsmedizin Berlin, Campus
Virchow-Klinikum, Berlin, Germany.
Received: 21 November 2015 Accepted: 20 April 2016

References
1. Edlow JA, Rabinstein A, Traub SJ, Wijdicks EF. Diagnosis of reversible causes
of coma. Lancet. 2014. doi:10.1016/S0140-6736(13)62184-4.
2. Kanich W, Brady WJ, Huff JS, Perron AD, Holstege C, Lindbeck G, et al.
Altered mental status: evaluation and etiology in the ED. Am J Emerg Med.
2002;20(7):613–7. doi:10.1053/ajem.2002.35464.
3. Royl G, Ploner CJ, Mockel M, Leithner C. Neurological chief complaints
in an emergency room. Nervenarzt. 2010;81(10):1226–30. doi:10.1007/
s00115-010-3020-x.
4. Martikainen K, Seppa K, Viita P, Rajala S, Laippala P, Keranen T. Transient loss
of consciousness as reason for admission to primary health care emergency
room. Scand J Prim Health Care. 2003;21(1):61–4.

Braun et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine (2016) 24:61

5.

6.

7.

8.

9.

10.

11.
12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Forsberg S, Hojer J, Enander C, Ludwigs U. Coma and impaired
consciousness in the emergency room: characteristics of poisoning versus
other causes. Emerg Med J. 2009;26(2):100–2. doi:10.1136/emj.2007.054536.
Weiss N, Regard L, Vidal C, Luque Y, Taldir G, Vallet H, et al. Causes of coma
and their evolution in the medical intensive care unit. J Neurol. 2012;259(7):
1474–7. doi:10.1007/s00415-011-6388-z.
Posner JB, Plum F. Plum and Posner’s diagnosis of stupor and coma,
Contemporary neurology series, vol. 71. 4th ed. Oxford; New York: Oxford
University Press; 2007.
Horsting MW, Franken MD, Meulenbelt J, van Klei WA, de Lange DW. The
etiology and outcome of non-traumatic coma in critical care: a systematic
review. BMC Anesthesiol. 2015;15:65. doi:10.1186/s12871-015-0041-9.
Aronin SI, Peduzzi P, Quagliarello VJ. Community-acquired bacterial meningitis:
risk stratification for adverse clinical outcome and effect of antibiotic timing.
Ann Intern Med. 1998;129(11):862–9.
Vergouwen MD, Algra A, Pfefferkorn T, Weimar C, Rueckert CM, Thijs V, et al.
Time is brain(stem) in basilar artery occlusion. Stroke. 2012;43(11):3003–6.
doi:10.1161/STROKEAHA.112.666867.
Moore SA, Wijdicks EF. The acutely comatose patient: clinical approach and
diagnosis. Semin Neurol. 2013;33(2):110–20. doi:10.1055/s-0033-1348963.
Mockel M, Searle J, Huttner I, Vollert JO. Qualitative process analysis and
modelling of emergency care workflow and interface management:
identification of critical process steps. Eur J Emerg Med. 2015;22(2):79–86.
doi:10.1097/MEJ.0000000000000122.
Kortbeek JB, Al Turki SA, Ali J, Antoine JA, Bouillon B, Brasel K, et al. Advanced
trauma life support, 8th edition, the evidence for change. J Trauma. 2008;64(6):
1638–50. doi:10.1097/TA.0b013e3181744b03.
Oszvald A, Vatter H, Byhahn C, Seifert V, Guresir E. “Team time-out” and
surgical safety-experiences in 12,390 neurosurgical patients. Neurosurg
Focus. 2012;33(5):E6. doi:10.3171/2012.8.FOCUS12261.
Sakellariou A, McDonald PJ, Lane RH. The trauma team concept and its
implementation in a district general hospital. Ann R Coll Surg Engl. 1995;
77(1):45–52.
Wilson S, Bin J, Sesperez J, Seger M, Sugrue M. Clinical pathways — can
they be used in trauma care. An analysis of their ability to fit the patient.
Injury. 2001;32(7):525–32. http://dx.doi.org/10.1016/S0020-1383(00)00199-6.
Bernhard M, Becker TK, Nowe T, Mohorovicic M, Sikinger M, Brenner T, et al.
Introduction of a treatment algorithm can improve the early management
of emergency patients in the resuscitation room. Resuscitation. 2007;73(3):
362–73. doi:10.1016/j.resuscitation.2006.09.014.
Wurmb TE, Fruhwald P, Knuepffer J, Schuster F, Kredel M, Roewer N, et al.
Application of standard operating procedures accelerates the process of
trauma care in patients with multiple injuries. Eur J Emerg Med. 2008;15(6):
311–7. doi:10.1097/MEJ.0b013e3283036ce6.
Bradley EH, Herrin J, Wang Y, Barton BA, Webster TR, Mattera JA, et al.
Strategies for reducing the door-to-balloon time in acute myocardial
infarction. N Engl J Med. 2006;355(22):2308–20. doi:10.1056/NEJMsa063117.
Nolte CH, Malzahn U, Kuhnle Y, Ploner CJ, Muller-Nordhorn J, Mockel M.
Improvement of door-to-imaging time in acute stroke patients by
implementation of an all-points alarm. J Stroke Cerebrovasc Dis. 2013;22(2):
149–53. doi:10.1016/j.jstrokecerebrovasdis.2011.07.004.
De Luca G, Suryapranata H, Ottervanger JP, Antman EM. Time delay to
treatment and mortality in primary angioplasty for acute myocardial
infarction: every minute of delay counts. Circulation. 2004;109(10):1223–5.
doi:10.1161/01.CIR.0000121424.76486.20.
Jauch EC, Saver JL, Adams Jr HP, Bruno A, Connors JJ, Demaerschalk BM,
et al. Guidelines for the early management of patients with acute ischemic
stroke: a guideline for healthcare professionals from the American Heart
Association/American Stroke Association. Stroke. 2013;44(3):870–947.
doi:10.1161/STR.0b013e318284056a.
Fischer M, Ruegg S, Czaplinski A, Strohmeier M, Lehmann A, Tschan F, 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;14(2):R64. doi:10.1186/cc8963.
Kuhne CA, Ruchholtz S, Sauerland S, Waydhas C, Nast-Kolb D. Personnel and
structural requirements for the shock trauma room management of
multiple trauma. A systematic review of the literature. Unfallchirurg. 2004;
107(10):851–61. doi:10.1007/s00113-004-0813-z.
Passauer-Baierl S, Hofinger G. Teamwork and leadership in the trauma room.
Trauma room management from a psychological perspective. Unfallchirurg.
2011;114(9):752–7. doi:10.1007/s00113-011-2026-6.

Page 8 of 8

26. Hjortdahl M, Ringen AH, Naess AC, Wisborg T. Leadership is the essential
non-technical skill in the trauma team–results of a qualitative study. Scand J
Trauma Resusc Emerg Med. 2009;17:48. doi:10.1186/1757-7241-17-48.
27. Deane SA, Gaudry PL, Pearson I, Misra S, Read C. The hospital trauma team: a
model for trauma management. J Trauma Acute Care Surg. 1990;30(7):806–12.
28. Ruchholtz S, Waydhas C, Lewan U, Piepenbrink K, Stolke D, Debatin J, et al.
A multidisciplinary quality management system for the early treatment of
severely injured patients: implementation and results in two trauma centers.
Intensive Care Med. 2002;28(10):1395–404. doi:10.1007/s00134-002-1446-8.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

