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Escala de coma de glasgow atualizada 2021

A escala de coma de Glasgow é uma ferramenta clinica imprescindivel nas emergéncias do mundo inteiro. Seu uso foi inicialmente destinado a pacientes vitimas de trauma, mas hoje em dia acaba sendo utilizado em outras situagoes clinicas. Por ser um assunto muito frequente nas provas de residéncia médica, confira os principais aspectos referentes
a este tema que aparecem nos atendimentos e como sdao cobrados nas provas de residéncia médica!Publicada pela primeira vez em 1974 na Universidade de Glasgow pelos professores de neurocirurgia Graham Teasdale e Bryan Jennett, a Escala de Coma de Glasgow (ECG) surgiu devido a necessidade de sistematizar o atendimento as vitimas de
traumatismo cranio encefalico (TCE). Os TCEs representam um dos principais problemas de satide publica mundial, principalmente porque é uma importante causa de mortes em adolescentes e adultos jovens. No Brasil, a taxa de mortalidade por esta causa chega a 39,3/100.000 habitantes, representando mais de 100.000 vitimas fatais por ano.A
ECG é utilizada para avaliar o nivel de consciéncia mediante a observacdao do comportamento, baseando-se em um valor numérico. Sao avaliados a abertura ocular e a melhor resposta motora e verbal. #Ponto importante: A ECG é utilizada dentro do ABCDE do trauma, durante a avaliacdo primaria. Quando se avalia o D, estamos avaliando disfuncgoes
neurolégicas. O Coma Score total tem valores entre trés e 15, sendo trés o pior e 15 o mais alto. A pontuacdo é a soma das pontuacgées, bem como os elementos individuais. Por exemplo, uma pontuagédo de 10 pode ser expressa como GCS10 = E3V4AM3.Melhor resposta ocular (4 pontos):Sem abrir os olhos;Abertura dos olhos para a dor;Abertura dos
olhos ao som; eOlhos abertos espontaneamente.Melhor resposta verbal (5 pontos):Nenhuma resposta verbal;sons incompreensiveis;palavras impréprias;Confuso; eOrientado.Melhor resposta motora (6 pontos): Sem resposta motora;Extensdo anormal da dor;Flexao anormal a dor;Retirada da dor;Localizando a dor; eObedece aos comandos.O TCE é
classificado em leve, moderado e grave, de acordo com a pontuacgao do nivel de consciéncia, mensurado pela ECG: TCE leve: 13 a 15 pontos;TCE moderado: 9 a 12 pontos ; eTC grave: menor ou igual a 8 pontos.O principal objetivo do manejo dos pacientes com TCE é prevenir lesGes cerebrais secundarias. Por isso, as decisdes em pacientes com
comprometimento mais grave incluem a protecao das vias aéreas e a triagem para determinar a transferéncia do paciente. #Ponto importante: Para pacientes com TCE grave, ou seja, ECG menor ou igual a 8, vitimas de trauma, é indicado via aérea avangada. Gennarelli et al, foram os primeiros a relacionar a pontuacédo total da ECG, o progndstico
neuroldgico e mortalidade dos pacientes vitimas de TCE. Diversos estudos posteriores confirmaram essa relacdo, mas também demonstraram que as descobertas para as respostas oculares, verbais e motoras também se relacionam com o resultado de maneiras distintas, de modo que a avaliagdo de cada uma separadamente produz mais informacoes
do que a pontuacdo total agregada.#Ponto importante: Por mais que seu valor tenha sido demonstrado em estudos, nem a pontuacao da ECG nem qualquer caracteristica isoladamente devem ser usadas para prever o resultado de um paciente individual. A escala de coma de Glasgow aparece nas provas dentro dos casos clinicos de trauma. Ele pode
aparecer apenas como um dado adicional, mas comumente é solicitada a pontuacao do ECG ou a conduta a partir dela. Vejo exemplo abaixo:1) AM - CERMAM, 2021: Paciente com Trauma Cranio Enceféalico, apresenta abertura ocular a comandos verbais, responde com palavras inapropriadas e localiza dor; tem o escore na Escala de Coma de
Glasgow: A-10B -9 C-11D - 122) INSTITUTO AOCP - 2015 - EBSERH - Médico clinico: Jovem de 23 anos, masculino, é levado a unidade de pronto atendimento com histéria de colisao moto contra anteparo (perdeu o controle da motocicleta e colidiu contra uma arvore, em alta velocidade). Segundo o médico do servico pré- hospitalar, o jovem
estava bastante confuso no local, em decubito dorsal, obedecia a comandos e abria os olhos aos chamados. Além do exposto, apresentava otorragia a direita, com saida de material esbranquicado (provavel massa encefalica). Durante o atendimento inicial no PA, o médico indicou intubagdo orotraqueal, devido ao nivel de consciéncia. Vocé concorda
com esta conduta?A- Nao, pois, na escala de coma de Glasgow, o paciente tem 13 pontos.B- Sim, pois a presenca de saida de massa encefdlica caracteriza traumatismo cranioencefalico (TCE) grave, independentemente da pontuacdo na escala de glasgow.C- Sim, pois a cinematica do trauma indica grande energia, com possibilidade de lesdes graves.D-
Nao, pois a intubacao orotraqueal s6 deve ser realizada apos realizacdo de tomografia computadorizada de cranio para o correto diagnéstico do TCE.E- Sim, pois o paciente pontua 8 na escala de glasgow.Gabarito das questées: ATLS - Advanced Trauma Life Support for Doctors. 10. ed. Chicago: Committee on Trauma, 2018, 9 p.Jain S, Iverson LM.
Glasgow Coma Scale. [Updated 2022 Jun 21]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2023 Jan-. Available from: €dito da imagem em destaque: Pexels 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. MeSH Heading Glasgow Coma Scale Tree Number(s) E05.318.308.940.968.875.250 E05.944.500 N04.452.859.564.800.250 N05.715.360.300.715.500.800.325 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 Ul
T046167 Date01/01/1999 LexicalTag EPO ThesaurusID NLM (1990) A Escala de Coma de Glasgow é um indice desenvolvido para a identificacao e estratificacao da gravidade do coma de pacientes que sofreram traumatismo craniano. Veja como utilizar esse escore e interpretar seus resultados. Escala de Glasgow: critérios, pontuacao e interpretacao
A Escala/Escore de Coma de Glasgow GCS (Glasgow Coma Scale/Score) é um indice desenvolvido para quantificar o nivel de consciéncia em pacientes que sofreram traumatismo craniano. A utilizacdo do escore Glasgow auxilia nas previsdes de resultados neurolégicos (complicacdes, recuperacao prejudicada) e mortalidade. Embora a principal
indicacao seja avaliar o nivel de consciéncia em pacientes que sofreram traumatismo craniano, a escala também pode ser utilizada em avaliacées de pacientes com coma de causas médicas ou cirurgicas. A escala anteriormente era composta por 3 critérios clinicos: abertura ocular, resposta verbal e resposta motora. A partir de 2018 o escore foi
atualizado, e agora conta com 4 critérios clinicos a serem utilizados durante a avaliacdo de um paciente - incluindo também a reatividade pupilar. E importante sempre utilizar a melhor resposta apresentada pelo paciente em cada critério avaliado. Caso o paciente ndo possa ser testado em um ou mais critérios, o escore ndo podera ser calculado.
Porém, ainda ndo ha um consenso quanto a obrigatoriedade do critério de resposta pupilar, sendo este a critério médico. E como interpretar? Apos a atribuicdo da pontuacao individual para cada um dos critérios, € realizado o somatorio total. A interpretacdo dependera do valor total obtido no paciente avaliado. O risco estimado pode ser avaliado em
uma estratificacdo de 3 categorias. Assim, temos: Pontuacgdo total 13-15: Nivel leve do trauma. Pontuacdo total 9-12: Nivel moderado do trauma. Pontuacao total 3-8: Nivel grave do trauma. Pontuacgdo total < 3: Coma. E importante ressaltar que quanto menor a pontuagdo, maior o grau de coma do paciente. Atengdo! A Escala de Glasgow apresenta
importantes limitagdes, como a impossibilidade de avaliagdo adequada em pacientes com dificuldades na expressdo verbal e na incapacidade do teste de avaliar os reflexos do tronco encefalico. Caso nao seja possivel avaliar qualquer um dos critérios, ndo é possivel utilizar o escore. Quais os préximos passos? Apds a avaliacdo do paciente, em caso de
resultado = 8: sugere nivel de obnubilacao, o que pode indicar a necessidade de intubacao. Porém, nao se deve usar o escore isoladamente para essa tomada de decisao. Lembre-se: a histéria clinica deve ser levada em consideracdo para adocdao de medidas terapéuticas. Saiba mais sobre esta e outras escalas com WeMEDS® A escala de Glasgow foi
desenvolvida a partir de um estudo em 1974 no Instituto de Ciéncias Neuroldgicas de Glasgow - dai o nome. Foi feita uma importante validagcdo em 2006, na qual a escala foi aplicada em 20.494 pacientes com registros de trauma em trés centros urbanos de trauma de nivel I na provincia de Quebec, Canada. Os componentes da escala foram avaliados
em modelos de preditores de mortalidade hospitalar com medidas de discriminacéo e calibragao. Em 2018, Brennan e colaboradores propuseram a “GCS-Pupils score”, ou o escore de Glasgow incluindo a responsividade pupilar. Nesse sentido, a avaliacao do paciente se tornou mais sensivel e especifica. O escore Glasgow foi inicialmente desenvolvido
pelo médico Bryan Jennett. Sua linha de pesquisa foi focada no prognéstico apds traumatismo craniano e critérios para morte cerebral. Dr. Bryan foi neurocirurgido, professor de neurocirurgia e reitor de medicina da Universidade de Glasgow, na Escdcia. Se quiser mais sobre este ou outros escores clinicos, acesse o app WeMEDS®. Disponivel na
versdo web ou para download para iOS ou Android. — Referéncias: Teasdale G, Jennett B. Assessment of coma and impaired consciousness. A practical scale. Lancet. 1974 Jul 13;2(7872):81-4. DOI: 10.1016/s0140-6736(74)91639-0 Moore L, et al. Statistical validation of the Glasgow Coma Score.] Trauma. 2006 Jun;60(6):1238-43; discussion 1243-4.
DOI: 10.1097/01.ta.0000195593.60245.80 Reith FC, et al. 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 Thompson DO, et al. Validation of the Simplified Motor Score in the out-of-hospital setting for the prediction of outcomes after traumatic brain injury. Ann
Emerg Med. 2011 Nov;58(5):417-25. doi: 10.1016/j.annemergmed.2011.05.033. Epub 2011 Jul 30. Brennan, P. M., et al. (2018). Simplifying the use of prognostic information in traumatic brain injury. Part 1: The GCS-Pupils score: an extended index of clinical severity, Journal of Neurosurgery JNS, 128(6), 1612-1620. * Pontuacdes combinadas < 8
sao tipicamente consideradas como coma.Adapted from Teasdale G, Jennett B: Assessment of coma and impaired consciousness. A practical scale. Lancet 2:81-84; 1974. 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 30, 2020 By Matt Strain March 03, 2020 By Debjeet Sarkar, MD & 2LT Mark Winters September 04, 2019 By EM Coach November 04, 2019 August 12, 2019 By Debjeet Sarkar, MD & AJ Folsom August 24, 2018 Neurological scale for recording the conscious state of a person Not to be confused
with Glasgow Outcome Scale. Medical diagnostic method Glasgow Coma ScaleMeSHDO015600LOINC35088-4 The Glasgow Coma Scale[1] (GCS) is a clinical scale used to reliably measure a person's level of consciousness after a brain injury. The GCS assesses a person based on their ability to perform eye movements, speak, and move their body.
These three behaviours make up the three elements of the scale: eye, verbal, and motor. A person's GCS score can range from 3 (completely unresponsive) to 15 (responsive). This score is used to guide immediate medical care after a brain injury (such as a car accident) and also to monitor hospitalised patients and track their level of consciousness.
Lower GCS scores are correlated with higher risk of death. However, the GCS score alone should not be used on its own to predict the outcome for an individual person with brain injury. The Glasgow Coma Scale is used for people above the age of two and is composed of three tests: eye, verbal, and motor responses. The scores for each of these tests
are indicated in the table below. Glasgow Coma Scale [2] Test Not Testable (NT): Examples 1 2 34 5 6 Eye (ocular response) Severe trauma to the eyes, enucleation Does not open eyes Opens eyes in response to pain[a] Opens eyes in response to voice Opens eyes spontaneously N/A N/A Verbal (oral response) Intubation, non-oral language disability,
linguistic barrier Makes no sounds Incomprehensible sounds Inappropriate words Confused and disoriented, but able to answer questions Oriented to time, person, and place, converses normally N/A Motor (motoric response) Paralysis/hemiparesis (acquired causes such as post-stroke, post-neurological injury; congenital/innate such as cerebral palsy)
Makes no movements Abnormal extension (decerebrate posture)[b] Abnormal flexion (decorticate posture) Flexion / Withdrawal from painful stimuli Moves to localise pain Obeys commands The Glasgow Coma Scale is reported as the combined score (which ranges from 3 to 15) and the score of each test (E for eye, V for Verbal, and M for Motor). For
each test, the value should be based on the best response that the person being examined can provide.[6] For example, if a person obeys commands only on their right side, they get a 6 for motor. The scale also accounts for situations that prevent appropriate testing (Not Testable). When specific tests cannot be performed, they must be reported as
"NT" and the total score is not reported. The results are reported as the Glasgow Coma Score (the total points from the three tests) and the individual components. As an example, a person's score might be: GCS 12, E3 V4 M5. Alternatively, if a patient was intubated, their score could be GCS E2 V NT M3. Main article: Paediatric Glasgow Coma Scale
Children below the age of two struggle with the tests necessary for assessment of the Glasgow Coma Scale. As a result, a version for children has been developed, and is outlined below. Pediatric Glasgow Coma Scale [7] Not Testable (NT) 1 2 34 5 6 Eye Ex: severe trauma to the eyes Does not open eyes Opens eyes in response to pain Opens eyes in
response to sound Opens eyes spontaneously N/A N/A Verbal Ex: Intubation Makes no sounds Moans in response to pain Cries in response to pain Irritable/Crying Coos/Babbles N/A Motor Ex: Paralysis Makes no movements Extension to painful stimuli (decerebrate response) Abnormal flexion to painful stimuli (decorticate response) Withdraws from
pain Withdraws from touch Moves spontaneously and purposefully Individual elements as well as the sum of the score are important. Hence, the score is expressed in the form "GCS 9 = E2 V4 M3 at 07:35". Patients with scores of 3 to 8 are usually considered to be in a coma.[8] Generally, brain injury is classified as: Severe, GCS = 8 Moderate, GCS
9-12 Minor, GCS = 13.[9] Tracheal intubation and severe facial/eye swelling or damage make it impossible to test the verbal and eye responses. In these circumstances, the score is given as 1 with a modifier attached (e.g. "Elc", where "c" = closed, or "V1t" where t = tube). Often the 1 is left out, so the scale reads Ec or Vt. A composite might be
"GCS 5tc". This would mean, for example, eyes closed because of swelling = 1, intubated = 1, leaving a motor score of 3 for "abnormal flexion". The GCS has limited applicability to children, especially below the age of 36 months (when the verbal performance of even a healthy child would be expected to be poor). Consequently, the Paediatric Glasgow
Coma Scale was developed for assessing younger children. During the 1960s, assessment and management of head injuries became a topic of interest. The number of head injuries was rapidly increasing, in part because of increased use of motorised transport. Also, doctors recognised that after head trauma, many patients had poor recovery. This led
to a concern that patients were not being assessed or medically managed correctly.[10] Appropriate assessment is a critical step in medical management for several reasons. First, a reliable assessment allows doctors to provide the appropriate treatment. Second, assessments let doctors keep track of how a patient is doing, and intervene if the patient
is doing worse. Finally, a system of assessment allows researchers to define categories of patients. This makes it possible to determine which treatments are best for different types of patients. A number of assessments for head injury ("coma scales") were developed, though none were widely adopted. Of 13 scales that had been published by 1974, all
involved linear scales that defined levels of consciousness.[11][12][13][14][15][16][17][18][19] These scales posed two problems. First, levels of consciousness in these scales were often poorly defined. This made it difficult for doctors and nurses to evaluate head injury patients. Second, different scales used overlapping and obscure terms that made
communication difficult.[20] In this setting, Bryan Jennett and Graham Teasdale of the University of Glasgow Medical School began work on what became the Glasgow Coma Scale. Based on their experiences, they aimed to make a scale satisfying several criteria. First, it needed to be simple, so that it could be performed without special training.
Second, it needed to be reliable, so that doctors could be confident in the results of the scale. Third, the scale needed to provide important information for managing a patient with a head injury.[20] Their work resulted in the 1974 publication of the first iteration of the GCS.[1] The original scale involved three exam components (eye movement, motor
control, and verbal control). These components were scored based on clearly defined behavioural responses. Clear instructions for administering the scale and interpreting results were also included. The original scale is identical to the current scale except for the motor assessment. The original motor assessment included only five levels, combining
"flexion" and "abnormal flexion". This was done because Jennett and Teasdale found that many people struggled in distinguishing these two states.[1] In 1976, Teasdale updated the motor component of the Glasgow Coma Scale to differentiate flexion movements.[2] This was because trained personnel could reliably distinguish flexion movements.
Further research also demonstrated that normal and abnormal flexion have different clinical outcomes.[21] As a result, the six-point motor scale is now considered the standard. Teasdale did not originally intend to use the sum score of the GCS components.[20] However, later work demonstrated that the sum of the GCS components, or the Glasgow
Coma Score, had clinical significance. Specifically, the sum score was correlated with outcome (including death and disability).[21] As a result, the Glasgow Coma Score is used in research to define patient groups. It is also used in clinical practice as shorthand for the full scale. The Glasgow Coma Scale was initially adopted by nursing staff in the
Glasgow neurosurgical unit.[20] Especially following a 1975 nursing publication, it was adopted by other medical centres.[22] True widespread adoption of the GCS was attributed to two events in 1978.[20] First, Tom Langfitt, a leading figure in neurological trauma, wrote an editorial in Journal of Neurosurgery strongly encouraging neurosurgical
units to adopt the GCS score.[23] Second, the GCS was included in the first version of Advanced Trauma Life Support (ATLS), which expanded the number of centres where staff were trained in performing the GCS.[24] The GCS has come under pressure from some researchers who take issue with the scale's poor inter-rater reliability and lack of
prognostic utility.[25] Although there is no agreed-upon alternative, newer scores such as the simplified motor scale and FOUR score have also been developed as improvements to the GCS.[26] Although the inter-rater reliability of these newer scores has been slightly higher than that of the GCS, they have not yet gained consensus as replacements.
[27] AVPU scale Blantyre coma scale Early warning score Revised Trauma Score Triage ™ a b ¢ d Teasdale G, Jennett B (July 1974). "Assessment of coma and impaired consciousness. A practical scale". The Lancet. 2 (7872): 81-4. doi:10.1016/s0140-6736(74)91639-0. PMID 4136544. ™ a b Teasdale G, Jennett B (1976). "Assessment and prognosis of
coma after head injury". Acta Neurochirurgica. 34 (1-4): 45-55. doi:10.1007/BF01405862. PMID 961490. S2CID 32325456. ©~ Iankova A (December 2006). "The Glasgow Coma Scale: clinical application in emergency departments". Emergency Nurse. 14 (8): 30-5. doi:10.7748/en2006.12.14.8.30.c4221. PMID 17212177. ~ Teasdale G (2015). "Glasgow
Coma Scale: Do it this way" (PDF). Institute of Neurological Sciences NHS Greater Glasgow and Clyde. ™ "Glasgow Coma Scale". Geeky Medics. 31 October 2018. Retrieved 20 January 2023. ©~ Glynn M (2012). Hutchinson's clinical methods (23rd ed.). India: Elsevier. ISBN 9788131232880.[page needed] ~ Borgialli DA, Mahajan P, Hoyle JD, Powell
EC, Nadel FM, Tunik MG, et al. (August 2016). "Performance of the Pediatric Glasgow Coma Scale Score in the Evaluation of Children With Blunt Head Trauma". Academic Emergency Medicine. 23 (8): 878-84. doi:10.1111/acem.13014. hdl:2027.42/133544. PMID 27197686. ™~ Bickley LS, Szilagyi PR, Hoffman RM (2017). Bates' Guide to Physical
Examination and History Taking, Twelfth Edition. Wolters Kluwer. p. 791. ISBN 978-1-4698-9341-9. ™ "Resources Data: Glasgow Coma Scale" (PDF). Centers for Disease Control and Prevention. U.S. Department of Health & Human Services. Retrieved 20 January 2023. ™ Mckissock W, Taylor J, Bloom W, Till K (1960). "Extradural Heematoma". The
Lancet. 276 (7143): 167-172. doi:10.1016/s0140-6736(60)91322-2. ISSN 0140-6736. ™~ Bouzarth WF (January 1968). "Neurosurgical watch sheet for craniocerebral trauma". The Journal of Trauma. 8 (1): 29-31. d0i:10.1097/00005373-196801000-00004. PMID 5293834. ©~ Bozzamarrubini ML (1 April 1964). "Resuscitation treatment of the different
degrees of unconsciousness". Acta Neurochirurgica. 12 (2): 352-65. doi:10.1007/BF01402103. PMID 14293386. S2CID 38678828. ~ Fischgold H, Schwartz BA, Dreyfus-Brisac C (February 1959). "Indicateur de 1'état de présence et tracés électroencéphalographiques dans le sommeil nembutalique" [Indicator of the state of responsiveness and
electroencephalographic recordings during nembutal-induced sleep]. Electroencephalography and Clinical Neurophysiology (in French). 11 (1): 23-33. d0i:10.1016/0013-4694(59)90004-5. PMID 13630229. ~ Fisher CM (1969). "The neurological examination of the comatose patient". Acta Neurologica Scandinavica. 45 (S36): 5-56. do0i:10.1111/j.1600-
0404.1969.tb04785.x. PMID 5781179. S2CID 68037509. ™ Mollaret P, Goulon M (July 1959). "[The depassed coma (preliminary memoir)]". Revue Neurologique. 101: 3-15. PMID 14423403. ©~ "Acute Injuries of the Head. By G. F. Rowbotham. Fourth edition. 95 x 6% in. Pp. 604, with 271 illustrations. 1964. Edinburgh: E. & S. Livingstone Ltd. £5".
British Journal of Surgery. 52 (2): 158. February 1965. doi:10.1002/bjs.1800520221. ©~ Ommaya AK, Sadowsky D (September 1966). "A system of coding medical data for punched-card machine retrieval. II. As applied to head injuries". The Journal of Trauma. 6 (5): 605-17. d0i:10.1097/00005373-196609000-00006. PMID 5928631. ©~ Overgaard ],
Hvid-Hansen O, Land AM, Pedersen KK, Christensen S, Haase ], et al. (September 1973). "Prognosis after head injury based on early clinical examination". Lancet. 2 (7830): 631-5. doi:10.1016/S0140-6736(73)92477-X. PMID 4125617. ~ Plum F, Posner JB (1972). "The diagnosis of stupor and coma". Contemporary Neurology Series. 10: 1-286.

PMID 4664014. ~ a b c d e Mattei TA, Teasdale GM (February 2020). "The Story of the Development and Adoption of the Glasgow Coma Scale: Part I, The Early Years". World Neurosurgery. 134: 311-322. d0i:10.1016/j.wneu.2019.10.193. PMID 31712114. S2CID 207955750. ©~ a b Teasdale G, Murray G, Parker L, Jennett B (1979). "Adding up the
Glasgow Coma Score". In Brihaye J, Clarke PR, Loew F, Overgaard ] (eds.). Proceedings of the 6th European Congress of Neurosurgery. Vol. 28. Vienna: Springer Vienna. pp. 13-6. doi:10.1007/978-3-7091-4088-8 2. ISBN 978-3-7091-4090-1. PMID 290137. {{cite book}}: |journal= ignored (help) ™ Teasdale G, Galbraith S, Clarke K (June 1975).
"Acute impairment of brain function-2. Observation record chart". Nursing Times. 71 (25): 972-3. PMID 1144086. ~ Langfitt TW (May 1978). "Measuring the outcome from head injuries". Journal of Neurosurgery. 48 (5): 673-8. d0i:10.3171/jns.1978.48.5.0673. PMID 641547. ~ Collicott PE, Hughes I (March 1980). "Training in advanced trauma life
support". JAMA. 243 (11): 1156-9. doi:10.1001/jama.1980.03300370030022. PMID 7359667. ™~ Green SM (November 2011). "Cheerio, laddie! Bidding farewell to the Glasgow Coma Scale". Annals of Emergency Medicine. 58 (5): 427-30. doi:10.1016/j.annemergmed.2011.06.009. PMID 21803447. ~ Iyer VN, Mandrekar JN, Danielson RD, Zubkov AY,
Elmer JL, Wijdicks EF (August 2009). "Validity of the FOUR score coma scale in the medical intensive care unit". Mayo Clinic Proceedings. 84 (8): 694-701. do0i:10.4065/84.8.694. PMC 2719522. PMID 19648386. ~ Fischer M, Riiegg S, Czaplinski A, Strohmeier M, Lehmann A, Tschan F, et al. (2010). "Inter-rater reliability of the Full Outline of
UnResponsiveness score and the Glasgow Coma Scale in critically ill patients: a prospective observational study". Critical Care. 14 (2): R64. doi:10.1186/cc8963. PMC 2887186. PMID 20398274. Teasdale G, Murray G, Parker L, Jennett B (1979). "Adding up the Glasgow Coma Score". Proceedings of the 6th European Congress of Neurosurgery.

Vol. 28. pp. 13-6. doi:10.1007/978-3-7091-4088-8 2. ISBN 978-3-7091-4090-1. PMID 290137. {{cite book}}: [journal= ignored (help) Meredith W, Rutledge R, Fakhry SM, Emery S, Kromhout-Schiro S (May 1998). "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". The Journal of Trauma. 44 (5): 839-44, discussion 844-5. doi:10.1097/00005373-199805000-00016. PMID 9603086. Glasgow Coma Scale at 40 | The new approach to Glasgow Coma Scale assessment (YouTube video on the Glasgow Coma Scale) ~ A peripheral pain stimulus, such as squeezing the lunula area of the
person's fingernail, is more effective than a central stimulus such as a trapezius squeeze, as the latter tends to make the patient close their eyes and grimace instead.[3] © Different guidelines report different evaluation of abnormal extension. While some sources indicate extension at the elbow is sufficient,[4] other sources use the language
"decerebrate posturing".[5] It is important to note that the original publication of the Glasgow Coma Scale explicitly avoided the term "decerebrate extension" because it implied specific anatomical findings.[1] Retrieved from " En el mundo de la neurorehabilitacién, existen herramientas que no solo orientan al equipo médico sobre el estado
neuroldgico de una persona, sino que también permiten trazar un camino hacia su recuperaciéon. Una de las mas utilizadas y confiables es la Escala de Coma de Glasgow (Glasgow Coma Scale, GCS, por sus siglas en inglés). Comprender qué significa cada nivel de esta escala y como puede cambiar conforme evoluciona un paciente es fundamental
tanto para quienes forman parte de un equipo clinico como para las familias que acomparfian a sus seres queridos en el proceso de rehabilitacion.Desde la experiencia de un neurélogo especializado en neurorehabilitacién, que dia a dia atiende personas con dafo cerebral adquirido, como un accidente cerebrovascular (ACV), traumatismo
craneoencefdlico o encefalitis, este articulo busca ofrecer informacion clara, confiable y util sobre este tema.La Escala de Coma de Glasgow es un sistema de evaluacién neuroldgica desarrollado en 1974 por los profesores Graham Teasdale y Bryan Jennett, en la Universidad de Glasgow. Su objetivo es medir el nivel de conciencia de una persona que
ha sufrido un dafio cerebral, mediante la valoraciéon de tres respuestas especificas:Respuesta ocular (apertura de ojos)Respuesta verbal (capacidad para hablar y orientarse)Respuesta motora (movimientos corporales ante estimulos)Cada una de estas areas se puntia de forma independiente y la suma de los tres resultados ofrece una calificacion total
que oscila entre 3 y 15 puntos.A continuaciéon se explica, de forma detallada y accesible, el significado de cada rango de puntuaciéon y como se interpreta dentro del contexto de una clinica de neurorehabilitacién:Respuesta ocular (1 a 4 puntos)4 puntos: Abre los ojos de forma esponténea. Significa que existe una adecuada activacion del sistema
reticular, clave en la vigilia.3 puntos: Abre los ojos cuando se le habla. Hay cierta capacidad de respuesta a estimulos verbales.2 puntos: Abre los ojos solo ante un estimulo doloroso. Es una sefial de bajo nivel de conciencia, pero con preservacién minima de reflejos.1 punto: No abre los ojos, incluso ante estimulos dolorosos. Esto indica un compromiso
severo de las funciones cerebrales superiores.Respuesta verbal (1 a 5 puntos)5 puntos: Esta orientado, responde adecuadamente (nombre, fecha, lugar). Implica integridad del lenguaje y la memoria inmediata.4 puntos: Conversa de forma confusa. Hay lenguaje, pero con desorientaciéon o confusién.3 puntos: Pronuncia palabras inapropiadas. Hay
emisién de palabras, pero sin coherencia.2 puntos: Emite sonidos incomprensibles. Indica alteracién grave del lenguaje y la conciencia.1 punto: No hay respuesta verbal. El paciente no emite sonidos ni palabras.Respuesta motora (1 a 6 puntos)6 puntos: Obedece 6rdenes. Refleja una adecuada conexién entre las areas motoras y la conciencia.5 puntos:
Localiza el dolor. Mueve una extremidad hacia el estimulo doloroso de forma intencionada.4 puntos: Retira la extremidad ante el dolor. Hay una respuesta refleja basica.3 puntos: Flexiona anormalmente (decorticacién). Indica dano severo en la via corticospinal.2 puntos: Extiende anormalmente (descerebracion). Sugiere dafio a nivel del tronco
enceféalico.1 punto: No hay respuesta motora. Significa una lesion critica o profunda.Clasificacién global de la Escala de Coma de Glasgow13 a 15 puntos: Lesion cerebral leve9 a 12 puntos: Lesion cerebral moderada3 a 8 puntos: Lesién cerebral grave (estado de coma)En una clinica de neurorehabilitacién, la Escala de Coma de Glasgow no solo se
aplica en la fase aguda —por ejemplo, en urgencias o en terapia intensiva—, sino que se continta utilizando durante el proceso de rehabilitacién para observar cambios en el nivel de conciencia, lo que orienta las estrategias de tratamiento.A medida que la persona responde a las terapias y su cerebro recupera funciones, se observa un aumento
gradual en las puntuaciones. Por ejemplo, un paciente que inicialmente solo respondia al dolor (respuesta motora de 4 puntos) puede empezar a obedecer 6érdenes (6 puntos) después de semanas de estimulacion cognitiva y fisica.Es importante que la familia comprenda que las puntuaciones pueden variar dia a dia, especialmente en pacientes con
lesiones extensas. Factores como infecciones, fatiga o alteraciones metabdlicas pueden disminuir temporalmente las puntuaciones, sin significar un retroceso permanente.Estancamiento o deterioro:Si tras un tiempo no se observan mejorias o incluso hay una disminucion, el equipo médico evaluara otras causas, como hidrocefalia, infecciones o
epilepsia, que puedan estar interfiriendo en la recuperacion.



