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Abstract 

Background:  Patients with traumatic brain injury (TBI) with large contusions make up a specific TBI subtype. Because 
of the risk of brain edema worsening, elevated cerebral perfusion pressure (CPP) may be particularly dangerous. The 
pressure reactivity index (PRx) and optimal cerebral perfusion pressure (CPPopt) are new promising perfusion targets 
based on cerebral autoregulation, but they reflect the global brain state and may be less valid in patients with pre-
dominant focal lesions. In this study, we aimed to investigate if patients with TBI with significant contusions exhibited 
a different association between PRx, CPP, and CPPopt in relation to functional outcome compared to those with 
small/no contusions.

Methods:  This observational study included 385 patients with moderate to severe TBI treated at a neurointensive 
care unit in Uppsala, Sweden. The patients were classified into two groups: (1) significant contusions (> 10 mL) and (2) 
small/no contusions (but with extra-axial or diffuse injuries). The percentage of good monitoring time (%GMT) with 
intracranial pressure > 20 mm Hg; PRx > 0.30; CPP < 60 mm Hg, within 60–70 mm Hg, or > 70 mm Hg; and ΔCPPopt 
less than − 5 mm Hg, ± 5 mm Hg, or > 5 mm Hg was calculated. Outcome (Glasgow Outcome Scale-Extended) was 
assessed after 6 months.

Results:  Among the 120 (31%) patients with significant contusions, a lower %GMT with CPP between 60 and 70 mm 
Hg was independently associated with unfavorable outcome. The %GMTs with PRx and ΔCPPopt ± 5 mm Hg were not 
independently associated with outcome. Among the 265 (69%) patients with small/no contusions, a higher %GMT of 
PRx > 0.30 and a lower %GMT of ΔCPPopt ± 5 mm Hg were independently associated with unfavorable outcome.

Conclusions:  In patients with TBI with significant contusions, CPP within 60–70 mm Hg may improve outcome. 
PRx and CPPopt, which reflect global cerebral pressure autoregulation, may be useful in patients with TBI without 
significant focal brain lesions but seem less valid for those with large contusions. However, this was an observational, 
hypothesis-generating study; our findings need to be validated in prospective studies before translating them into 
clinical practice.

Keywords:  Cerebral perfusion pressure, Contusions, Neurointensive care, Outcome, Pressure reactivity, Traumatic 
brain injury

Introduction
In moderate to severe traumatic brain injury (TBI), 
management is guided toward emergency evacuation 
of traumatic lesions with mass effect [1] and neuroin-
tensive care to reduce the development of secondary 
brain injury [2–4]. Traditional neurointensive care aims 
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at keeping systemic and cerebral physiological variables 
within fixed targets, e.g., intracranial pressure (ICP) 
below 20–22  mm Hg and cerebral perfusion pressure 
(CPP) between 60 and 70  mm Hg [2, 3, 5]. Although 
this approach has led to tremendous improvements 
in survival and functional recovery [3, 6], fixed treat-
ment targets for all patients may be too crude, consid-
ering the heterogeneous nature of the disease [7]. Thus, 
treatments based on patient-specific demographics, 
advanced software analysis of neuromonitoring data, 
and classifications of intracranial injury patterns could 
be a way toward precision medicine in neurointensive 
care [2]. One suggested approach in this direction is to 
adapt CPP management based on the cerebral pressure 
autoregulatory status in each patient [8–12]. The cer-
ebral autoregulatory status can be continuously moni-
tored as the correlation coefficient between ICP and 
arterial blood pressure (ABP) [12–15], such as the pres-
sure reactivity index (PRx) [14]. The cerebral autoregu-
latory status differs between patients and changes over 
time after TBI [12, 16]. Some studies have found that 
the optimal absolute CPP interval may differ depend-
ing on the cerebral autoregulatory status [13, 17]. For 
example, patients with pressure passive cerebral vessels 
and impaired cerebral autoregulation may benefit from 
slightly lower CPP to avoid hyperemia and worsening 
of brain edema [13]. In addition, PRx often varies with 
CPP in a U-shaped way, corresponding to the Lassen 
curve, and the CPP with the lowest PRx (best cerebral 
pressure autoregulation) has been suggested to be opti-
mal (CPPopt) [10, 11, 18, 19]. Deviations from CPPopt 
(ΔCPPopt = actual CPP − CPPopt) has been associated 
with worse brain oxygenation [20, 21], disturbed energy 
metabolism [22], and unfavorable outcome [10–12] in 
observational studies, and CPPopt was shown to be a 
safe and feasible target in a prospective trial [9].

Furthermore, patients with TBI exhibit a wide array 
of one or more traumatic intracranial lesion features [1, 
7, 23]. This may be of relevance for treatment in neuro-
intensive care because the optimal physiological targets 
may differ among patients depending on the intracranial 
injury pattern. In an earlier pilot study, we found that 
patients with a focal brain injury benefited from lower 
CPP levels, whereas the opposite was found for those 
with a diffuse injury if the cerebral pressure autoregula-
tion was disrupted [24]. However, these analyses were 
limited by a small patient cohort (n = 107), and a crude 
classification into diffuse vs. focal injury according to 
the Marshall grade [25] was used. More studies are war-
ranted concerning whether CPP management should be 
individualized according to the type of brain injury and 
the significance of cerebral autoregulatory status in dif-
ferent injury types. In particular, high CPP is likely more 

dangerous in patients with cerebral contusions because 
they suffer from significant blood–brain barrier disrup-
tion [26] and more easily develop brain edema [27]. At 
the same time, it is possible that the global variables of 
cerebral pressure autoregulation (PRx and CPPopt) may 
be insensitive to the pericontusional autoregulatory sta-
tus and blood flow disturbances that may occur in the 
presence of a significant focal cerebral contusion [19].

To explore further ways of precision approaches of neu-
rointensive care, we investigated the role of absolute CPP, 
PRx, and ΔCPPopt in relation to functional outcome for 
patients with TBI with significant contusions in relation 
to those with only small or no contusions. We hypoth-
esized that high CPP would have a stronger association 
with unfavorable outcome in patients with significant 
contusions and that the global cerebral autoregulatory 
variables, PRx and CPPopt, would only be weakly asso-
ciated with outcome in this TBI subtype because of the 
focal nature of the injury.

Methods
Patients and Study Design
This was an observational study, conducted at the 
Department of Neurosurgery, Uppsala University Hospi-
tal, Uppsala, Sweden. Of 490 patients with TBI who were 
older than 15 years, received ICP monitoring, had at least 
two computed tomography (CT) scans the first 48 h, and 
were treated in our neurointensive care unit between 
2008 and 2018, 105 were excluded (missing outcome 
data = 42, less than 12 h of ICP data the first 7 days = 63). 
Thus, the final study population included 385 patients.

Neurointensive Care Management Protocol
The patients were treated according to our standardized 
ICP-oriented and CPP-oriented TBI management proto-
col, which has been described in detail in previous stud-
ies [3, 28]. Treatment goals were as follows: ICP ≤ 20 mm 
Hg, CPP ≥ 60 mm Hg, systolic blood pressure ≥ 100 mm 
Hg, partial pressure of oxygen ≥ 12 kPa,  arterial glucose 
level of 5–10  mM, hemoglobin level ≥ 10  g/dL, electro-
lytes within normal ranges, normovolemia, and body 
temperature < 38 °C.

Unconscious (Glasgow Coma Scale Motor score (GCS 
M 1–5)) patients were intubated, mechanically venti-
lated, and given propofol and morphine for sedation and 
analgesia, respectively. ICP was monitored with an exter-
nal ventricular device (EVD; HanniSet, Xtrans; Smiths 
Medical GmbH, Glasbrunn, Germany) or an intraparen-
chymal sensor device (Codman ICP Micro-Sensor; Cod-
man & Shurtleff, Raynham, MA) in unconscious patients. 
Surgical evacuation was performed in patients with sig-
nificant intracranial mass lesions. The basic management 
included head elevation to 30° and mild hyperventilation 



(partial pressure of carbon dioxide 4.0–4.5  kPa) if ICP 
was increased. Neurological wake-up tests were done 
three times per day but not if ICP remained elevated. If 
ICP was still increased in the absence of mass lesions, an 
EVD was used to drain cerebrospinal fluid. If ICP was 
still refractory elevated, stress was treated with increased 
sedation, β1-antagonists, and α2-agonists. Last-tier treat-
ments to control ICP included thiopental infusion and/or 
decompressive craniectomy (DC).

Functional Outcome
Functional outcome was evaluated according to the Glas-
gow Outcome Scale-Extended (GOS-E) 6  months post 
injury. The scale has eight categories and ranges from 
death (1) to upper good recovery (8) [29, 30]. The assess-
ments were conducted by specially trained staff using 
structured telephone interviews with the patients if they 
had recovered sufficiently and otherwise with their clos-
est relative. Favorable and unfavorable outcomes were 
classified as GOS-E scores 5–8 and 1–4, respectively.

Radiological Analysis
Volumetric (mL) assessments of contusions were per-
formed based on the first two CT scans in the Brainlab 
software by one of the authors (TSW). To also assess 
the extra-axial hemorrhage burden, similar volumetric 
assessments were conducted for epidural hematomas 
(EDHs), acute subdural hematomas (aSDHs), and intra-
ventricular hemorrhage (IVH). Only the sum of each 
hematoma type was reported (e.g., a reported contu-
sion volume of 10  mL could reflect two contusions of 
5 mL each). Presence/absence of traumatic subarachnoid 
hemorrhage (tSAH) on any of these two scans was also 
assessed; however, it could not be properly quantified 
volumetrically. Furthermore, the midline shift and the 
extent of compression of the basal cisterns (open, com-
pressed, or obliterated) were evaluated. The highest value 
of the bleeding volume, midline shift, and basal cistern 
compression on any of the two CT scans was used in the 
statistical analyses. The Marshall classification was also 
assessed based on the first CT scan by the same author 
(TSW) [25]. We used 10-mL contusion volume as the 
cutoff to dichotomize patients into (1) significant contu-
sion and (2) small/no contusion (but potentially extra-
axial or diffuse injuries). We chose this cutoff a priori 
because it included contusions that were large enough to 
be significant, although they did not necessarily require 
surgical evacuation in all cases (e.g., surgery was usu-
ally only done for contusions sized 25  mL and above) 
[25]. The cutoff at 10 mL was similar to that in the Sur-
gical Trial In Traumatic intraCerebral Haemorrhage 
(STITCH) trial [31].

Data Acquisition and Analysis
The physiological variables (ABP and ICP) were recorded 
at 100 Hz using the Odin software [13]. ABP was meas-
ured in the radial artery at heart level. ICP was moni-
tored with either an EVD with the transducer at the level 
of foramen of Monro or an intraparenchymal probe. If 
a patient had both an intraparenchymal monitor and an 
EVD, only the ICP from the EVD was registered and ana-
lyzed. PRx was calculated as the 5-min correlation of 10-s 
averages of ICP and mean ABP [12, 14]. CPPopt was con-
tinuously calculated as the CPP with the lowest PRx the 
last 4 h [10–12]. The physiological variables were down-
sampled and analyzed as minute-by-minute values. PRx 
and CPPopt were calculated in retrospect and were not 
available at the bedside. The physiological variables were 
analyzed during the first 7 days after injury.

Good monitoring time (GMT) was defined as the 
total monitoring time (in minutes) subtracted by the 
time when the data acquisition was interrupted (e.g., 
when the patients left neurointensive care for surgery) 
and after removal of artifactual values. The %GMTs 
with ICP > 20  mm Hg, PRx > 0.30, CPP < 60  mm Hg, 
CPP within 60–70 mm Hg, CPP > 70 mm Hg, ΔCPPopt 
less than − 5  mm Hg, ΔCPPopt ± 5  mm Hg, and 
ΔCPPopt > 5  mm Hg were analyzed during the first 
7 days post injury. The ICP threshold was chosen accord-
ing to our management protocol [3]. The CPP thresholds 
were defined according to the Brain Trauma Founda-
tion guidelines [5]. We chose PRx > 0.30 as a threshold 
because PRx between 0.20 and 0.40 has been associ-
ated with unfavorable outcome [32] and has also been 
estimated as the lower limit of autoregulation [8]. The 
ΔCPPopt threshold at 5  mm Hg was chosen in accord-
ance with the CPPopt Guided Therapy: Assessment of 
Target Effectiveness (COGiTATE) trial [9].

Visualization of Combined Insults
To study the combined role of the absolute PRx/CPP 
thresholds a two-dimensional plot was conducted, which 
illustrated the correlation between %GMT of various 
PRx/CPP combinations and GOS-E. This method has 
been developed by our group and has been described in 
detail in a previous study [17]. These plots were created 
for the significant contusion and the small/no contusion 
groups. The %GMT during the first 7 days after injury for 
combinations of PRx (range − 1 to + 1 with a 0.05 resolu-
tion) and CPP values (range 40–100 mm Hg, with a 2-mm 
Hg resolution), yielding a grid of 1,200 cells (40 × 30), was 
calculated for all patients in each cohort and analyzed 
in relation to GOS-E with the Spearman test. To reduce 
high-frequency noise, each pixel was divided into 3 by 3 
smaller pixels, followed by a Gaussian smoothing (stand-
ard deviation = 2). The final values for each pixel were 



translated into the jet color range (red to blue) with red/
blue color indicating a negative/positive association with 
GOS-E. The jet color scale was limited to a ± 0.30 correla-
tion coefficient range because of the moderate correlation 
strength. Pixels with fewer than five patients with at least 
5 min of monitoring time were colored as white. Further-
more, a density plot was conducted to visualize the fre-
quency of the %GMT for certain combinations of PRx and 
CPP. The resulting numbers were divided by the highest 
count within the grid to yield density values ranging from 
0 to 1 for each cell in the grid. Gaussian smoothing was 
also applied here, and the final values were then trans-
formed to colors using the jet color scale and plotted. Fur-
thermore, similar plots were done with ∆CPPopt, instead 
of CPP, in combination with PRx in relation to GOS-E.

Statistical Analysis
Nominal variables were presented as numbers (propor-
tions), and ordinal/continuous variables were presented 
as medians (interquartile range [IQR]). Differences in 
demographics, admission variables, treatments, outcome, 
imaging, and cerebral physiology between those with sig-
nificant contusions and those with small/no contusions 
were evaluated with the Mann–Whitney U-test or the χ2 
test, depending on the type of data. The association of the 
%GMTs within/outside the thresholds of ICP, PRx, CPP, 
and ΔCPPopt with GOS-E was assessed with the Spear-
man test for the significant contusions and the small/no 
contusions groups, separately. Multiple logistic regres-
sions with unfavorable outcome (GOS-E scores 1–4) as 
the dependent variable and age, GCS M, pupillary status, 
and the %GMTs of ICP > 20 mm Hg, PRx > 0.30, and CPP 
within 60 to 70  mm Hg as independent variables were 
conducted for the significant contusions and the small/
no contusion groups, separately. The independent varia-
bles were similar to those in the International Mission for 
Prognosis and Clinical Trials in Traumatic Brain Injury 
(IMPACT) core model (age, GCS M, and pupillary sta-
tus) [33], in addition to being within/outside the explored 
ICP, PRx, and CPP thresholds. We chose CPP within 
60–70  mm Hg because this interval was more strongly 
associated with GOS-E in univariate analysis than val-
ues below or above this interval. In similar regressions, 
the %GMT of CPP within 60–70  mm Hg was replaced 
by the autoregulatory target ΔCPPopt ± 5  mm Hg. We 
chose ΔCPPopt ± 5  mm Hg because this interval was 
more strongly associated with GOS-E in univariate anal-
ysis than values below or above this interval. Missing data 
were rare (CPPopt could not be calculated in six patients 
with otherwise complete data), and these patients were 
excluded from the relevant analyses, i.e., no imputation 
was done. A p value < 0.05 was considered statistically 
significant. We abstained from adjustment for multiple 

comparisons because this was an exploratory study. The 
statistical analyses were conducted in RStudio software 
(version 2022.12.0) [34].

Ethics
All procedures performed in the studies involving 
humans were in accordance with the ethical standards of 
the national research committee and with the 1964 Hel-
sinki Declaration and its later amendments. The study 
was approved by Uppsala University Regional Ethical 
Board (Dnr: 2022–06526-02). Written informed consent 
was obtained during neurointensive care or follow-up 
by most patients or their relatives but was waived if the 
patient/relatives could no longer be reached.

Results
Demographics, Admission Variables, Clinical Course, 
Treatments, and Outcome
In the entire cohort of 385 patients, 120 (31%) had a sig-
nificant contusion and the remaining 265 (69%) patients 
had small/no contusions (Table  1). The median age was 
52 (IQR 31–65) years, and 78% of patients were male. At 
admission, the median GCS M score was 5 (IQR 4–5), 
and 20% of patients exhibited unreactive pupil(s). Around 
10% of patients were treated with last-tier ICP treatments, 
including thiopental infusion and DC. At 6 months post-
TBI, 53% of patients had recovered favorably (GOS-E 
scores 5–8) and 16% were deceased. Those with sig-
nificant contusions were slightly older, presented with a 
higher GCS M score, were more often underwent a crani-
otomy for hematoma evacuation, and showed worse func-
tional recovery with a lower GOS-E score at follow-up.

Intracranial Lesion Features
In the entire cohort, 9% had an EDH, 44% had an aSDH, 
72% had tSAH, 24% had IVH, and 71% had contusions 
(Table 2). The median midline shift was 0 (IQR 0–7) mm, 
and the basal cisterns were compressed or obliterated 
in 18%. Those in the cohort with significant contusions 
had tSAH more often and greater midline shift but less 
often had an EDH than those with small/no contusions 
(Table  2). The median EDH volume was smaller in the 
entire significant contusions group compared to the 
small/no contusions group, but there was no difference 
in aSDH or IVH volume between the groups (Table  2). 
Approximately half (n = 179) of the patients were oper-
ated on for hematoma evacuation (see Supplementary 
Table  1 for details). All contusion evacuations occurred 
in the cohort with significant contusions.

Cerebral Physiology During the First 7 Days Post Injury
In the entire cohort (Table  3), the median %GMT with 
ICP > 20  mm Hg was 3 (IQR 1–10), the median %GMT 



with PRx > 0.30 was 25 (IQR 18–29), the median %GMT 
with CPP within 60 to 70 mm Hg was 22 (IQR 11–33), 
and the median %GMT with ∆CPPopt ± 5  mm Hg was 
27 (IQR 23–33). Those with significant contusions exhib-
ited a higher %GMT of ICP > 20 mm Hg than those with 

small/no contusions, but there was otherwise no differ-
ence in these physiological variables between the groups. 
During the first week, the median number of days with 
ICP monitoring was 5 (IQR 4–6).

Table 1  Demographics, admission variables, treatments, and functional outcome

Statistical comparisons between the significant contusions and small/no contusions groups were conducted with the Mann–Whitney U-test

DC, decompressive craniectomy, EVD, external ventricular drainage, GCS M, Glasgow Comas Scale motor score, GOS-E, Glasgow Outcome Scale-Extended, ICP, 
intracranial pressure, IQR, interquartile range, NA, not applicable
*  Statistical significance

Variables All Significant contusions Small/no contusions p

Patients, n (%) 385 (100%) 120 (31%) 265 (69%) NA

Age (years), median (IQR) 52 (31–65) 59 (46–68) 48 (26–63)  < 0.001*

Sex (male/female), n (%) 300/85 (78%/22%) 97/23 (81%/21%) 203/62 (77%/23%) 0.35

GCS M at admission, median (IQR) 5 (4–5) 5 (5–6) 5 (4–5) 0.02*

Unreactive pupil(s), n (%) 76 (20%) 20 (17%) 56 (21%) 0.31

Marshall grade (diffuse injury I-IV/focal injury), n (%) 253/132 (66%/34%) 68/52 (57%/43%) 185/80 (70%/30%) 0.01*

ICP monitor (intraparenchymal/EVD/both), n (%) 218/77/90 (57%/20%/23%) 60/25/35 (50%/21%/29%) 158/52/55 (60%/20%/21%) 0.14

Hematoma evacuation (yes), n (%) 179 (46%) 75 (63%) 104 (39%)  < 0.001*

Thiopental (yes), n (%) 49 (13%) 18 (15%) 31 (12%) 0.37

DC (yes), n (%) 43 (11%) 19 (16%) 24 (9%) 0.051

GOS-E, median (IQR) 5 (3–7) 4 (3–6) 5 (3–7) 0.01*

Favorable/unfavorable outcome, n (%) 203/182 (53%/47%) 52 (43%) 151 (57%) 0.01*

Mortality, n (%) 63 (16%) 27 (23%) 36 (14%) 0.03*

Table 2  Traumatic intracranial lesion features

Statistical comparisons between the significant contusions and small/no contusions groups were conducted with the Mann–Whitney U-test or the χ2 test, depending 
on the type of data. There were 120 patients in the significant contusions cohort and 265 patients in the small/no contusions cohort

aSDH, acute subdural hematoma, EDH, epidural hematoma, IQR, interquartile range, IVH, intraventricular hemorrhage, tSAH, traumatic subarachnoid hemorrhage
*  Statistical significance
a  The median (IQR) volume of each intracranial hematoma subtype is described first in the entire cohort (including those 0 mL) and second (after “/”) only in the 
subgroup with that type of hematoma (excluding those with 0 mL). The significance tests were based on the entire cohort (including those with 0 mL). For that reason, 
for the EDH subtype, the volume was statistically higher in the small/no contusions group because more patients exhibited this lesion type, although the volume was 
slightly larger in the small subgroup of patients who had an EDH in the significant contusions group

Variables All Significant contusions Small/no contusions p

Intracranial hemorrhage

 EDH (yes), n (%) 34 (9%) 5 (4%) 29 (11%) 0.03*

 EDH volume (mL), median (IQR)a 0 (0–0) 0 (0–0)/53 (18–70) 0 (0–0)/21 (11–65) 0.03*

 aSDH (yes), n (%) 171 (44%) 61 (51%) 110 (42%) 0.09

 aSDH volume (mL), median (IQR)a 0 (0–16) 1 (0–11)/10 (5–27) 0 (0–23)/47 (9–103) 0.71

 tSAH (yes), n (%) 279 (72%) 116 (97%) 163 (62%)  < 0.001*

 IVH (yes), n (%) 93 (24%) 33 (28%) 60 (23%) 0.30

 IVH volume (mL), median (IQR)a 0 (0–0) 0 (0–0.2)/0.9 (0.3–3.4) 0 (0–0)/0.5 (0.2–1.5) 0.21

 Contusion (yes), n (%) 272 (71%) 120 (100%) 152 (57%)  < 0.001*

 Contusion volume (mL), median (IQR)a 2 (0–16) 29 (17–68)/29 (17–68) 0.3 (0–3)/2 (0.6–5)  < 0.001*

Mass effect

 Midline shift (mm), median (IQR) 0 (0–7) 4 (0–8) 0 (0–7)  < 0.001*

 Basal cisterns (open/compressed/obliterated), n (%) 315/50/20 
(82%/13%/5%)

94/21/5 (78%/18%/4%) 221/29/15 (83%/11%/6%) 0.19



Relation Between Cerebral Physiological Variables 
and Outcome in Patients with Significant Contusions 
and Small/no Contusions
In the cohort with significant contusions (Table  4), the 
%GMTs of ICP > 20  mm Hg and PRx > 0.30 were not 

associated with GOS-E, whereas CPP < 60 mm Hg, CPP 
within 60–70  mm Hg, and higher ∆CPPopt ± 5  mm 
Hg were associated with higher GOS-E scores, and 
CPP > 70  mm Hg was associated with lower GOS-E 
scores. Excluding those patients who had undergone DC 
from the analyses between PRx/∆CPPopt and GOS-E 
did not alter the associations. In a heatmap with the 
%GMT of PRx/CPP combinations in relation to GOS-E 
(Fig. 1a), there was a transition toward unfavorable out-
come when CPP exceeded 80 mm Hg for the significant 
contusions group. The association between CPP and 
GOS-E did not appear to change depending on the con-
current PRx value (Fig.  1a). In similar analyses of PRx/
ΔCPPopt combinations in relation to GOS-E (Fig.  2a), 
there was a slight transition toward unfavorable outcome 
for ΔCPPopt > 10 mm Hg when PRx was above approxi-
mately 0.25.

In the cohort with small/no contusions, a higher 
%GMT of PRx > 0.30, a lower %GMT of CPP within 
60–70 mm Hg, and a lower %GMT of ∆CPPopt ± 5 mm 
Hg were associated with lower GOS-E scores (Table 4). 
Excluding those patients who had undergone DC from 
the analyses between PRx/∆CPPopt and GOS-E did not 
alter the associations. In a heatmap with the %GMT 
of PRx/CPP combinations (Fig.  1c), there was a transi-
tion toward unfavorable outcome when CPP exceeded 
80  mm Hg, which was more pronounced when PRx 
exceeded approximately 0.25. In similar analyses of 
PRx/ΔCPPopt in relation to GOS-E (Fig. 2c), there was 
a transition toward unfavorable outcome for both nega-
tive and positive ΔCPPopt when PRx was above approxi-
mately 0.25.

Table 3  The burden of cerebral physiological insults during the first 7 days post injury

Statistical comparisons between the significant contusions and small/no contusions groups were conducted with the Mann–Whitney U-test, depending on the type 
of data. There were 120 patients in the significant contusions cohort and 265 patients in the small/no contusions cohort

CPP, cerebral perfusion pressure, CPPopt, optimal CPP, GMT, good monitoring time, ICP, intracranial pressure, IQR, interquartile range, PRx, pressure reactivity index
*  Statistical significance

All Significant contu-
sions

Small/no contusions p

ICP

 ICP > 20 mm Hg (%GMT), median (IQR) 3 (1–10) 5 (1–14) 3 (1–10) 0.004*

Pressure autoregulatory insults

 PRx > 0.30 (%GMT), median (IQR) 25 (18–29) 27 (20–36) 23 (17–33) 0.06

Absolute CPP

 CPP < 60 mm Hg (%GMT), median (IQR) 4 (1–9) 4 (1–9) 4 (1–9) 0.94

 CPP 60 to 70 mm Hg (%GMT), median (IQR) 22 (11–33) 22 (10–31) 23 (11–35) 0.28

 CPP > 70 mm Hg (%GMT), median (IQR) 67 (50–84) 66 (54–86) 67 (48–84) 0.40

CPPopt

 ∆CPPopt <  − 5 mm Hg (%GMT), median (IQR) 33 (24–43) 33 (24–46) 33 (24–42) 0.56

 ∆CPPopt ± 5 mm Hg (%GMT), median (IQR) 27 (23–33) 26 (23–32) 28 (23–33) 0.37

 ∆CPPopt > 5 mm Hg (%GMT), median (IQR) 31 (22–41) 31 (22–42) 32 (22–41) 0.96

Table 4  Cerebral physiological insults the first 7 days post 
injury in relation to GOS-E: a Spearman analysis

The %GMT of each cerebral physiological variable and threshold was analyzed 
in relation to GOS-E for each group (significant contusions and small/no 
contusions). The Spearman’s rank correlation coefficient is presented

CPP, cerebral perfusion pressure, CPPopt, optimal CPP, GMT, good monitoring 
time, GOS-E, Glasgow Outcome Scale-Extended, ICP, intracranial pressure, IQR, 
interquartile range, PRx, pressure reactivity index
a  Statistical significance at p < 0.001
b  Statistical significance at p < 0.05
c  Statistical significance at p < 0.01

Variables Significant con-
tusions

Small/no 
contu-
sion

ICP

 ICP > 20 mm Hg (%GMT) 0.08  − 0.05

Pressure autoregulation

 PRx > 0.30 (%GMT)  − 0.17  − 0.32a

Absolute CPP

 CPP < 60 mm Hg (%GMT) 0.21b 0.04

 CPP 60 to 70 mm Hg (%GMT) 0.32a 0.20c

 CPP > 70 mm Hg (%GMT)  − 0.21b  − 0.08

CPPopt

 ∆CPPopt <  − 5 mm Hg (%GMT) 0.02  − 0.04

 ∆CPPopt ± 5 mm Hg (%GMT) 0.22b 0.20c

 ∆CPPopt > 5 mm Hg (%GMT)  − 0.12  − 0.08



Multiple Logistic Outcome Regressions of Unfavorable 
Outcome
In multiple logistic outcome regressions of unfavorable 
outcome (Table  5), age, GCS M, unreactive pupil(s), 
and the %GMTs of ICP > 20  mm Hg, PRx > 0.30, and 
CPP within 60 to 70 mm Hg were used as independent 

variables. In such a regression, based on the signifi-
cant contusion cohort, a lower %GMT of CPP within 
60–70  mm Hg was the only physiological variable 
independently associated with a higher rate of unfa-
vorable outcome. In the small/no contusions cohort, a 
higher %GMT of PRx > 0.30 was the only physiological 

Fig. 1  Combined insults of PRx together with absolute CPP the first 7 days after injury: relation to GOS-E and data density. a, The %GMT for the 
concurrent combination of PRx and CPP during the first 7 days after injury was calculated and correlated with GOS-E in the significant contusion 
cohort. The jet color range denotes the value of the correlation coefficients, where blue color indicates a correlation between a higher %GMT and 
more favorable outcome (higher GOS-E) and red color indicates a correlation between a higher %GMT and more unfavorable outcome (lower GOS-
E). The jet color scale was limited to ± 0.30 correlation coefficient range because of the moderate correlation strength. Pixels with fewer than five 
patients with at least 5 min of monitoring time were colored as white. b, A density plot was conducted to visualize the frequency of the %GMT for 
certain combinations of PRx and CPP. The resulting numbers were divided by the highest count within the grid to yield density values ranging from 
0 to 1 for each cell in the grid. c and d, Similar %GMT (c) and density (d) plots were conducted for the combination of PRx and CPP in the small/no 
contusion cohort. CPP cerebral perfusion pressure, GMT good monitoring time, GOS-E Glasgow Outcome Scale-Extended, PRx pressure reactivity 
index (Color figure online)



variable independently associated with a higher rate 
of unfavorable outcome. In similar regressions, in 
which the %GMT of CPP within 60–70  mm Hg was 
replaced with a %GMT of ΔCPPopt ± 5  mm Hg, no 

physiological variable turned out significant in the 
significant contusions cohort. In a similar regression 
with the small/no contusions cohort, a higher %GMT 
of PRx > 0.30 and a lower %GMT of ΔCPPopt ± 5 mm 

Fig. 2  Combined insults of PRx together with ΔCPPopt the first 7 days after injury: relation to GOS-E and data density. a, The %GMT for the concur-
rent combination of PRx and ΔCPPopt during the first 7 days after injury was calculated and correlated with GOS-E in the significant contusion 
cohort. The jet color range denotes the value of the correlation coefficients, where blue color indicates a correlation between a higher %GMT and 
more favorable outcome (higher GOS-E) and red color indicates a correlation between a higher %GMT and more unfavorable outcome (lower GOS-
E). The jet color scale was limited to ± 0.30 correlation coefficient range because of the moderate correlation strength. Pixels with fewer than five 
patients with at least 5 min of monitoring time were colored as white. b, A density plot was conducted to visualize the frequency of the %GMT for 
certain combinations of PRx and ΔCPPopt. The resulting numbers were divided by the highest count within the grid to yield density values ranging 
from 0 to 1 for each cell in the grid. c and d, Similar %GMT (c) and density (d) plots were conducted for the combination of PRx and ΔCPPopt in the 
small/no contusion cohort. CPP cerebral perfusion pressure, CPPopt optimal CPP, GMT good monitoring time, GOS-E Glasgow Outcome Scale-
Extended, PRx pressure reactivity index (Color figure online)



Hg were independently associated with a higher rate of 
unfavorable outcome. Older age, lower GCS M score, 
and unreactive pupil(s) were also associated with a 
higher rate of unfavorable outcome.

Discussion
In this study, the main findings were that patients with 
TBI with significant cerebral contusions recovered more 
favorably if CPP was below 70–80 mm Hg, and even val-
ues below 60 mm Hg could overall be tolerated. However, 
elevated PRx and ΔCPPopt were only weakly associated 
with outcome in this TBI subtype. On the contrary, in 
patients without significant contusions (i.e., those with 
diffuse injury, focal extra-axial hemorrhages, or smaller 
contusions), PRx and ΔCPPopt were independently 
associated with outcome. Our findings suggest that PRx 
and CPPopt, which reflect the global cerebral pressure 
autoregulation, may be most relevant in patients without 
large contusions but less valid in patients with predomi-
nant focal brain lesions. In the latter group, focus should 
rather be to avoid high absolute CPP levels. However, 
these findings are hypothesis generating and need to be 
validated in prospective trials before implementation into 
clinical practice.

The association between the cerebral physiological 
variables and outcome differed between patients with 
TBI with significant contusions and those with small/
no contusions. In the TBI cohort with significant con-
tusions, there was a clear transition toward unfavorable 
outcome when CPP exceeded 80  mm Hg, as illustrated 
in the heatmaps. This finding may reflect that these 

patients were particularly vulnerable to develop detri-
mental brain edema with high CPP [26], whereas CPP 
slightly below 60  mm Hg could usually be tolerated 
[35]. It was clear in these heatmaps that the association 
between CPP and GOS-E did not change depending 
on the concurrent PRx. This fact could be explained by 
the fact that PRx is a global measure of cerebral pres-
sure autoregulation and, thus, may not be sensitive to 
the regional autoregulatory and blood flow disturbances 
near the focal lesion [36]. Although PRx and ΔCPPopt 
were not independently associated with clinical outcome 
in the multiple logistic regressions, there was a trend 
toward unfavorable outcome in the PRx/ΔCPPopt plot 
for these patients when ΔCPPopt was above 10 mm Hg 
in combination with PRx above 0.25. This combination 
of PRx/ΔCPPopt likely reflected when the upper limit of 
autoregulation was exceeded and hyperemia took place 
in the brain [37]. This finding suggests that the inter-
pretation of PRx/ΔCPPopt combinations still may be 
of some clinical value in this TBI subtype. Otherwise, a 
higher %GMT of ΔCPPopt ± 5  mm Hg was only mar-
ginally associated with better outcome and did not hold 
as an independent variable in the multiple regressions 
in these patients. Altogether, our results indicate that 
patients with large cerebral contusions exhibit a signifi-
cant focal injury and that global metrics of the cerebral 
autoregulatory status, including PRx and CPPopt, may 
then be less valid. Instead, in this particular subgroup, 
it seems that elevated CPP should be avoided because it 
may worsen brain edema. These ideas are consistent with 
the Lund concept [4]. Although the role of individualized 

Table 5  Multiple logistic outcome regressions of unfavorable outcome

AIC, Akaike information criterion, AUROC, area under receiver operating characteristic curve, CI, confidence interval, CPP, cerebral perfusion pressure, CPPopt, optimal 
CPP, GCS M, Glasgow Coma Scale motor score, GMT, good monitoring time, ICP, intracranial pressure, NA, not applicable, OR, odds ratio, PRx, pressure reactivity index
a  AIC = 147, AUROC (95% CI) = 0.78 (0.70–0.87), Nagelkerke = 0.31
b  AIC = 149, AUROC (95% CI) = 0.76 (0.67–0.84), Nagelkerke = 0.28
c  AIC = 314, AUROC (95% CI) = 0.78 (0.72–0.83), Nagelkerke = 0.28
d  AIC = 304, AUROC (95% CI) = 0.78 (0.73–0.84), Nagelkerke = 0.29
e  Statistical significance at p < 0.05
f  Statistical significance at p < 0.01
g  Statistical significance at p < 0.001

Variables Significant contusions, OR (95% CI) Small/no contusions, OR (95% CI)

Absolute CPPa CPPoptb Absolute CPPc CPPoptd

Age (years) 1.04 (1.01–1.07)e 1.04 (1.01–1.07)f 1.03 (1.01–1.05)g 1.03 (1.01–1.04)g

GCS M (scale) 0.42 (0.22–0.76)f 0.44 (0.22–0.78)f 0.68 (0.52–0.87)g 0.66 (0.50–0.85)f

Unreactive pupil(s) (yes) 2.51 (0.64–11.53) 2.08 (0.56–8.98) 1.83 (0.90–3.74) 2.27 (1.07–4.88)e

ICP > 20 mm Hg (%GMT) 1.02 (0.99–1.05) 1.00 (0.98–1.03) 1.02 (0.99–1.04) 1.00 (0.98–1.03)

PRx > 0.3 (%GMT) 0.99 (0.95–1.02) 0.99 (0.96–1.03) 1.03 (1.01–1.05)e 1.03 (1.01–1.05)f

CPP 60 to 70 mm Hg (%GMT) 0.96 (0.92–0.99)e NA 0.99 (0.97–1.01) NA

∆CPPopt ± 5 mm Hg (%GMT) NA 0.95 (0.89–1.01) NA 0.96 (0.92–1.00)e



therapy based on global cerebral autoregulatory variables 
appears less promising in these patients, it is possible that 
CPP management could still be further individualized 
by other means, such as focal neuromonitoring of brain 
oxygenation and energy metabolism (microdialysis) [2]. 
These methods could aid in determining when hypoxia 
and energy metabolic decompensation start to occur in 
the contusional penumbra because of low CPP with focal 
ischemia [2, 35].

For patients with small/no significant contusions, 
elevated PRx and CPP deviation from CPPopt were 
independently associated with a lower rate of favorable 
outcome. In this group, CPP within 60–70  mm Hg was 
also associated with favorable outcome, but it was weaker 
and did not hold true in multiple regression analysis. 
Thus, the role of global autoregulatory metrics may be 
of greater validity to further individualize neurointensive 
care management in this TBI subtype. However, as stated 
previously, this needs to be corroborated in prospective 
trials.

A strength of this article was the large patient cohort 
with available high-frequency physiological monitoring 
data. We also used a novel approach, developed by our 
group [17], to study combinations of cerebral perfusion 
variables, including PRx/CPP and PRx/ΔCPPopt, in rela-
tion to outcome.

There were also some limitations. This was a single-
center study, and our findings are reflections of the 
cohort demographics, brain injury patterns, and man-
agement, which may limit the external validity. The study 
design was observational and exploratory. The associa-
tions found in the results may not be causal but could 
reflect potential confounding variables, although this 
was taken into account to some extent in the multiple 
regressions. Furthermore, it has been questioned if PRx 
and CPPopt are reliable in the case of an open EVD or 
post-DC. Using an EVD system with a certain outflow 
resistance preserves much of the ICP amplitude when the 
EVD is open and makes the measurements sensitive for 
very rapid ICP changes, which is a prerequisite for reli-
able PRx calculations that were based on 10-s averages of 
high-resolution data. Several studies support that these 
measures remain valid in these scenarios [38–40], and we 
therefore decided not to exclude these patients. In addi-
tion, the EVD was typically closed or only intermittently 
opened in the majority of patients with this monitoring 
type. The cutoff for significant contusions at 10 mL was 
chosen to capture a sufficiently large focal lesion that 
could have a clinical impact without necessarily requiring 
surgery. The cutoff was chosen a priori and was similar to 
the one used in the STITCH trial [31]. Ten milliliters was 
also deemed as the lower end of what was considered a 
significant contusion in a recent Collaborative European 

NeuroTrauma Effectiveness Research in Traumatic Brain 
Injury (CENTER-TBI) study [41]. We considered study-
ing patients with isolated contusions without other con-
current lesions, e.g., aSDH and tSAH, but this would 
both limit the size of the patient cohort in this study and 
reduce the external validity of our findings to a minor-
ity of all patients with TBI. Although the patients in the 
significant contusion group also had other lesions, these 
were typically small. However, in those cases when the 
concurrent extra-axial lesions were significantly large, 
they were often evacuated, and the patients then still 
had their significant contusion injury with leaky vessels, 
which likely impacted their clinical course. Furthermore, 
some of the large contusions were evacuated, and these 
patients were kept in the significant contusions group 
because the postoperative intracerebral cavity and the 
pericontusional area were still expected to exhibit leaky 
vessels. Thus, for all of these reasons, we consider our 
simple contusion dichotomization justified. In addition, 
the associations between cerebral physiology and out-
come were weak; however, this was expected, taking into 
account the multitude of factors (e.g., demographic fac-
tors, primary brain injury, secondary brain injuries, and 
rehabilitation) that influence long-term functional out-
come [42]. Also, the analyses focused on the most acute 
phase (first week), although secondary injuries (e.g., due 
to edema evolution) occasionally occur later. Further-
more, the radiological assessments were performed by 
only one of the authors (TSW), which potentially may 
have decreased the accuracy, reliability, and interpreta-
tion of the results. However, the volume calculations 
were automated using the Brainlab software, and the 
delineation of regions of interests was generally sim-
ple, which makes it unlikely that the number of inac-
curate measurements would have affected the results 
significantly. Lastly, the odds ratios of the physiological 
variables in Table  5 overlapped between the significant 
contusions and the small/no contusions groups in many 
cases, which indicates that the differences between these 
cohorts were relatively small.

Conclusions
In this study, the main findings were that patients with 
significant cerebral contusions recovered more favora-
bly if CPP was within 60–70 mm Hg, whereas particu-
larly higher values did not appear to be well tolerated. 
However, elevated PRx and CPP deviation from CPPopt 
were only weakly associated with outcome in this sub-
group. On the contrary, in patients without significant 
contusions, PRx and ΔCPPopt were independently 
associated with outcome. Our findings suggest that PRx 
and CPPopt, which reflect the global cerebral pressure 



autoregulation, may be of less relevance in patients 
with predominant large cerebral contusions, whereas 
these global cerebral autoregulatory variables may be 
more useful in patients without significant focal intrac-
erebral lesions. Instead, among the patients with TBI 
with significant contusions, higher CPP, above 80  mm 
Hg, could be particularly detrimental and should be 
avoided. However, this was an observational, hypothe-
sis-generating study, and our findings need to be vali-
dated in prospective trials before implementation into 
clinical practice.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1007/​s12028-​024-​01954-y.

Acknowledgements
We express our gratitude to the personnel at the neurointensive care unit at 
Uppsala University Hospital for meticulous patient care.

Author contributions
SW: project development, data collection, and manuscript writing; H: project 
development, data collection, and manuscript editing; L: project development 
and manuscript editing; E: project development and manuscript editing. The 
final manuscript was approved by all authors.

Funding
Open access funding provided by Uppsala University.

Conflict of interest
The authors have no conflicts of interest.

Ethical approval
All procedures performed in the studies involving humans were in accordance 
with the ethical standards of the national research committee and with the 
1964 Helsinki Declaration and its later amendments. The study was approved 
by Uppsala University Regional Ethical Board (Dnr: 2022–06526-02). Written 
informed consent was obtained during neurointensive care or follow-up by 
most patients or their relatives but was waived if the patient/relatives could 
no longer be reached.

Open Access
 This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the original 
author(s) and the source, provide a link to the Creative Commons licence, and 
indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the 
article’s Creative Commons licence and your intended use is not permitted 
by statutory regulation or exceeds the permitted use, you will need to obtain 
permission directly from the copyright holder. To view a copy of this licence, 
visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 1 September 2023   Accepted: 1 February 2024

References
	1.	 Bullock MR, Chesnut R, Ghajar J, et al. Guidelines for the surgical manage-

ment of traumatic brain injury author group: acknowledgments. Neuro-
surgery. 2006;58(3):S2-vi.

	2.	 Svedung Wettervik TM, Lewén A, Enblad P. Fine tuning of traumatic brain 
injury management in neurointensive care-indicative observations and 
future perspectives. Front Neurol. 2021;12:638132. https://​doi.​org/​10.​
3389/​fneur.​2021.​638132.

	3.	 Elf K, Nilsson P, Enblad P. Outcome after traumatic brain injury improved 
by an organized secondary insult program and standardized neuroin-
tensive care. Crit Care Med. 2002;30(9):2129–34. https://​doi.​org/​10.​1097/​
00003​246-​20020​9000-​00029.

	4.	 Nordström CH, Koskinen LO, Olivecrona M. Aspects on the physiologi-
cal and biochemical foundations of neurocritical care. Front Neurol. 
2017;8:274. https://​doi.​org/​10.​3389/​fneur.​2017.​00274.

	5.	 Carney N, Totten AM, O’Reilly C, et al. Guidelines for the management of 
severe traumatic brain injury Fourth Edition. Neurosurgery. 2017;80(1):6–
15. https://​doi.​org/​10.​1227/​neu.​00000​00000​001432.

	6.	 Patel HC, Menon DK, Tebbs S, Hawker R, Hutchinson PJ, Kirkpatrick PJ. 
Specialist neurocritical care and outcome from head injury. Intensive Care 
Med. 2002;28(5):547–53. https://​doi.​org/​10.​1007/​s00134-​002-​1235-4.

	7.	 Steyerberg EW, Wiegers E, Sewalt C, et al. Case-mix, care pathways, and 
outcomes in patients with traumatic brain injury in CENTER-TBI: a Euro-
pean prospective, multicentre, longitudinal, cohort study. Lancet Neurol. 
2019;18(10):923–34. https://​doi.​org/​10.​1016/​s1474-​4422(19)​30232-7.

	8.	 Beqiri E, Zeiler FA, Ercole A, et al. The lower limit of reactivity as a potential 
individualised cerebral perfusion pressure target in traumatic brain injury: 
a CENTER-TBI high-resolution sub-study analysis. Crit Care. 2023;27(1):194. 
https://​doi.​org/​10.​1186/​s13054-​023-​04485-8.

	9.	 Tas J, Beqiri E, van Kaam RC, et al. Targeting autoregulation-guided cer-
ebral perfusion pressure after traumatic brain injury (COGiTATE): a feasibil-
ity randomized controlled clinical trial. J Neurotrauma. 2021;38(20):2790–
800. https://​doi.​org/​10.​1089/​neu.​2021.​0197.

	10.	 Steiner LA, Czosnyka M, Piechnik SK, et al. Continuous monitoring of cer-
ebrovascular pressure reactivity allows determination of optimal cerebral 
perfusion pressure in patients with traumatic brain injury. Crit Care Med. 
2002;30(4):733–8. https://​doi.​org/​10.​1097/​00003​246-​20020​4000-​00002.

	11.	 Aries MJ, Czosnyka M, Budohoski KP, et al. Continuous determination of 
optimal cerebral perfusion pressure in traumatic brain injury. Crit Care 
Med. 2012;40(8):2456–63. https://​doi.​org/​10.​1097/​CCM.​0b013​e3182​
514eb6.

	12.	 Svedung Wettervik T, Howells T, Enblad P, Lewén A. Temporal neurophysi-
ological dynamics in traumatic brain injury: role of pressure reactivity and 
optimal cerebral perfusion pressure for predicting outcome. J Neuro-
trauma. 2019;36(11):1818–27. https://​doi.​org/​10.​1089/​neu.​2018.​6157.

	13.	 Howells T, Elf K, Jones PA, et al. Pressure reactivity as a guide in the 
treatment of cerebral perfusion pressure in patients with brain trauma. 
J Neurosurg. 2005;102(2):311–7. https://​doi.​org/​10.​3171/​jns.​2005.​102.2.​
0311.

	14.	 Czosnyka M, Smielewski P, Kirkpatrick P, Laing RJ, Menon D, Pickard JD. 
Continuous assessment of the cerebral vasomotor reactivity in head 
injury. Neurosurgery. 1997;41(1):11–7. https://​doi.​org/​10.​1097/​00006​123-​
19970​7000-​00005.

	15.	 Depreitere B, Güiza F, Van den Berghe G, et al. Pressure autoregulation 
monitoring and cerebral perfusion pressure target recommendation in 
patients with severe traumatic brain injury based on minute-by-minute 
monitoring data. J Neurosurg. 2014;120(6):1451–7. https://​doi.​org/​10.​
3171/​2014.3.​Jns13​1500.

	16.	 Adams H, Donnelly J, Czosnyka M, et al. Temporal profile of intracranial 
pressure and cerebrovascular reactivity in severe traumatic brain injury 
and association with fatal outcome: An observational study. PLoS Med. 
2017;14(7):e1002353. https://​doi.​org/​10.​1371/​journ​al.​pmed.​10023​53.

	17.	 Svedung Wettervik T, Hånell A, Howells T, Lewén A, Enblad P. Autoregula-
tory management in traumatic brain injury: the role of absolute pressure 
reactivity index values and optimal cerebral perfusion pressure curve 
shape. J Neurotrauma. 2023. https://​doi.​org/​10.​1089/​neu.​2023.​0017.

	18.	 Zeiler FA, Aries M, Czosnyka M, Smielewski P. Cerebral autoregulation 
monitoring in traumatic brain injury: an overview of recent advances in 
personalized medicine. J Neurotrauma. 2022;39(21–22):1477–94. https://​
doi.​org/​10.​1089/​neu.​2022.​0217.

https://doi.org/10.1007/s12028-024-01954-y
https://doi.org/10.1007/s12028-024-01954-y
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3389/fneur.2021.638132
https://doi.org/10.3389/fneur.2021.638132
https://doi.org/10.1097/00003246-200209000-00029
https://doi.org/10.1097/00003246-200209000-00029
https://doi.org/10.3389/fneur.2017.00274
https://doi.org/10.1227/neu.0000000000001432
https://doi.org/10.1007/s00134-002-1235-4
https://doi.org/10.1016/s1474-4422(19)30232-7
https://doi.org/10.1186/s13054-023-04485-8
https://doi.org/10.1089/neu.2021.0197
https://doi.org/10.1097/00003246-200204000-00002
https://doi.org/10.1097/CCM.0b013e3182514eb6
https://doi.org/10.1097/CCM.0b013e3182514eb6
https://doi.org/10.1089/neu.2018.6157
https://doi.org/10.3171/jns.2005.102.2.0311
https://doi.org/10.3171/jns.2005.102.2.0311
https://doi.org/10.1097/00006123-199707000-00005
https://doi.org/10.1097/00006123-199707000-00005
https://doi.org/10.3171/2014.3.Jns131500
https://doi.org/10.3171/2014.3.Jns131500
https://doi.org/10.1371/journal.pmed.1002353
https://doi.org/10.1089/neu.2023.0017
https://doi.org/10.1089/neu.2022.0217
https://doi.org/10.1089/neu.2022.0217


	19.	 Svedung Wettervik T, Fahlström M, Enblad P, Lewén A. Cerebral pressure 
autoregulation in brain injury and disorders-a review on monitoring, 
management, and future directions. World Neurosurg. 2022;158:118–31. 
https://​doi.​org/​10.​1016/j.​wneu.​2021.​11.​027.

	20.	 Jaeger M, Dengl M, Meixensberger J, Schuhmann MU. Effects of cerebro-
vascular pressure reactivity-guided optimization of cerebral perfusion 
pressure on brain tissue oxygenation after traumatic brain injury. Crit 
Care Med. 2010;38(5):1343–7. https://​doi.​org/​10.​1097/​CCM.​0b013​e3181​
d45530.

	21.	 Gomez A, Sekhon M, Griesdale D, et al. Cerebrovascular pressure reactiv-
ity and brain tissue oxygen monitoring provide complementary informa-
tion regarding the lower and upper limits of cerebral blood flow control 
in traumatic brain injury: a CAnadian High Resolution-TBI (CAHR-TBI) 
cohort study. Intensive Care Med Exp. 2022;10(1):54. https://​doi.​org/​10.​
1186/​s40635-​022-​00482-3.

	22.	 Svedung Wettervik T, Howells T, Hillered L, Rostami E, Lewén A, Enblad P. 
Autoregulatory or fixed cerebral perfusion pressure targets in traumatic 
brain injury: determining which is better in an energy metabolic perspec-
tive. J Neurotrauma. 2021;38(14):1969–78. https://​doi.​org/​10.​1089/​neu.​
2020.​7290.

	23.	 Svedung Wettervik T, Hånell A, Enblad P, Lewén A. Intracranial lesion 
features in moderate-to-severe traumatic brain injury: relation to neuro-
intensive care variables and clinical outcome. Acta Neurochir Wien. 2023. 
https://​doi.​org/​10.​1007/​s00701-​023-​05743-y.

	24.	 Johnson U, Lewén A, Ronne-Engström E, Howells T, Enblad P. Should 
the neurointensive care management of traumatic brain injury patients 
be individualized according to autoregulation status and injury 
subtype? Neurocrit Care. 2014;21(2):259–65. https://​doi.​org/​10.​1007/​
s12028-​014-​9954-2.

	25.	 Marshall LF, Marshall SB, Klauber MR, et al. A new classification of 
head injury based on computerized tomography. J Neurosurg. 
1991;75(Supplement):S14–20. https://​doi.​org/​10.​3171/​sup.​1991.​75.​1s.​
0s14.

	26.	 Chodobski A, Zink BJ, Szmydynger-Chodobska J. Blood-brain bar-
rier pathophysiology in traumatic brain injury. Transl Stroke Res. 
2011;2(4):492–516. https://​doi.​org/​10.​1007/​s12975-​011-​0125-x.

	27.	 Lazaridis C. Brain shock-toward pathophysiologic phenotyping in trau-
matic brain injury. Crit Care Explor. 2022;4(7):e0724. https://​doi.​org/​10.​
1097/​cce.​00000​00000​000724.

	28.	 Wettervik TS, Lenell S, Nyholm L, Howells T, Lewén A, Enblad P. Decom-
pressive craniectomy in traumatic brain injury: usage and clinical 
outcome in a single centre. Acta Neurochir Wien. 2018;160(2):229–37. 
https://​doi.​org/​10.​1007/​s00701-​017-​3418-3.

	29.	 Teasdale GM, Pettigrew LE, Wilson JT, Murray G, Jennett B. Analyzing 
outcome of treatment of severe head injury: a review and update on 
advancing the use of the Glasgow outcome scale. J Neurotrauma. 
1998;15(8):587–97. https://​doi.​org/​10.​1089/​neu.​1998.​15.​587.

	30.	 Wilson JL, Pettigrew LE, Teasdale GM. Structured interviews for the 
Glasgow outcome scale and the extended Glasgow outcome scale: 
guidelines for their use. J Neurotrauma. 1998;15(8):573–85. https://​doi.​
org/​10.​1089/​neu.​1998.​15.​573.

	31.	 Mendelow AD, Gregson BA, Rowan EN, et al. Early surgery versus initial 
conservative treatment in patients with traumatic intracerebral hemor-
rhage (STITCH[Trauma]): the first randomized trial. J Neurotrauma. 
2015;32(17):1312–23. https://​doi.​org/​10.​1089/​neu.​2014.​3644.

	32.	 Zeiler FA, Donnelly J, Smielewski P, Menon DK, Hutchinson PJ, Czosnyka 
M. Critical thresholds of intracranial pressure-derived continuous cerebro-
vascular reactivity indices for outcome prediction in noncraniectomized 
patients with traumatic brain injury. J Neurotrauma. 2018;35(10):1107–15. 
https://​doi.​org/​10.​1089/​neu.​2017.​5472.

	33.	 Steyerberg EW, Mushkudiani N, Perel P, et al. Predicting outcome after 
traumatic brain injury: development and international validation of 
prognostic scores based on admission characteristics. PLoS Med. 
2008;5(8):e165. https://​doi.​org/​10.​1371/​journ​al.​pmed.​00501​65.

	34.	 RCT. (2021) R: A language and environment for statistical computing. R 
Foundation for Statistical Computing, Vienna, Austria

	35.	 Nordström CH, Reinstrup P, Xu W, Gärdenfors A, Ungerstedt U. Assess-
ment of the lower limit for cerebral perfusion pressure in severe head 
injuries by bedside monitoring of regional energy metabolism. Anes-
thesiology. 2003;98(4):809–14. https://​doi.​org/​10.​1097/​00000​542-​20030​
4000-​00004.

	36.	 Adatia K, Newcombe VFJ, Menon DK. Contusion progression following 
traumatic brain injury: a review of clinical and radiological predictors, and 
influence on outcome. Neurocrit Care. 2021;34(1):312–24. https://​doi.​org/​
10.​1007/​s12028-​020-​00994-4.

	37.	 Donnelly J, Czosnyka M, Adams H, et al. Individualizing thresholds of 
cerebral perfusion pressure using estimated limits of autoregulation. Crit 
Care Med. 2017;45(9):1464–71. https://​doi.​org/​10.​1097/​ccm.​00000​00000​
002575.

	38.	 Zeiler FA, Aries M, Cabeleira M, et al. Statistical cerebrovascular reactiv-
ity signal properties after secondary decompressive craniectomy in 
traumatic brain injury: a CENTER-TBI pilot analysis. J Neurotrauma. 
2020;37(11):1306–14. https://​doi.​org/​10.​1089/​neu.​2019.​6726.

	39.	 Howells T, Johnson U, McKelvey T, Ronne-Engström E, Enblad P. The 
effects of ventricular drainage on the intracranial pressure signal and the 
pressure reactivity index. J Clin Monit Comput. 2017;31(2):469–78. https://​
doi.​org/​10.​1007/​s10877-​016-​9863-3.

	40.	 Aries MJ, de Jong SF, van Dijk JM, et al. Observation of autoregulation 
indices during ventricular CSF drainage after aneurysmal subarachnoid 
hemorrhage: a pilot study. Neurocrit Care. 2015;23(3):347–54. https://​doi.​
org/​10.​1007/​s12028-​015-​0107-z.

	41.	 van Erp IAM, van Essen TA, Lingsma H, et al. Early surgery versus con-
servative treatment in patients with traumatic intracerebral hematoma: 
a CENTER-TBI study. Acta Neurochir Wien. 2023. https://​doi.​org/​10.​1007/​
s00701-​023-​05797-y.

	42.	 McCrea MA, Giacino JT, Barber J, et al. Functional outcomes over the first 
year after moderate to severe traumatic brain injury in the prospective 
Longitudinal TRACK-TBI Study. JAMA Neurol. 2021;78(8):982–92. https://​
doi.​org/​10.​1001/​jaman​eurol.​2021.​2043.

https://doi.org/10.1016/j.wneu.2021.11.027
https://doi.org/10.1097/CCM.0b013e3181d45530
https://doi.org/10.1097/CCM.0b013e3181d45530
https://doi.org/10.1186/s40635-022-00482-3
https://doi.org/10.1186/s40635-022-00482-3
https://doi.org/10.1089/neu.2020.7290
https://doi.org/10.1089/neu.2020.7290
https://doi.org/10.1007/s00701-023-05743-y
https://doi.org/10.1007/s12028-014-9954-2
https://doi.org/10.1007/s12028-014-9954-2
https://doi.org/10.3171/sup.1991.75.1s.0s14
https://doi.org/10.3171/sup.1991.75.1s.0s14
https://doi.org/10.1007/s12975-011-0125-x
https://doi.org/10.1097/cce.0000000000000724
https://doi.org/10.1097/cce.0000000000000724
https://doi.org/10.1007/s00701-017-3418-3
https://doi.org/10.1089/neu.1998.15.587
https://doi.org/10.1089/neu.1998.15.573
https://doi.org/10.1089/neu.1998.15.573
https://doi.org/10.1089/neu.2014.3644
https://doi.org/10.1089/neu.2017.5472
https://doi.org/10.1371/journal.pmed.0050165
https://doi.org/10.1097/00000542-200304000-00004
https://doi.org/10.1097/00000542-200304000-00004
https://doi.org/10.1007/s12028-020-00994-4
https://doi.org/10.1007/s12028-020-00994-4
https://doi.org/10.1097/ccm.0000000000002575
https://doi.org/10.1097/ccm.0000000000002575
https://doi.org/10.1089/neu.2019.6726
https://doi.org/10.1007/s10877-016-9863-3
https://doi.org/10.1007/s10877-016-9863-3
https://doi.org/10.1007/s12028-015-0107-z
https://doi.org/10.1007/s12028-015-0107-z
https://doi.org/10.1007/s00701-023-05797-y
https://doi.org/10.1007/s00701-023-05797-y
https://doi.org/10.1001/jamaneurol.2021.2043
https://doi.org/10.1001/jamaneurol.2021.2043

	Should Patients with Traumatic Brain Injury with Significant Contusions be Treated with Different Neurointensive Care Targets?
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Patients and Study Design
	Neurointensive Care Management Protocol
	Functional Outcome
	Radiological Analysis
	Data Acquisition and Analysis
	Visualization of Combined Insults
	Statistical Analysis
	Ethics

	Results
	Demographics, Admission Variables, Clinical Course, Treatments, and Outcome
	Intracranial Lesion Features
	Cerebral Physiology During the First 7 Days Post Injury
	Relation Between Cerebral Physiological Variables and Outcome in Patients with Significant Contusions and Smallno Contusions
	Multiple Logistic Outcome Regressions of Unfavorable Outcome

	Discussion
	Conclusions
	Acknowledgements
	References


