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When a client is admitted following a motor vehicle collision (MVC) with suspected head
trauma, it is crucial to act swiftly and systematically to assess, stabilize, and manage the
injury effectively. Head trauma can range from minor concussions to severe traumatic brain
injuries (TBI), which can be life-threatening if not promptly identified and treated. The initial
response should prioritize airway management, neurological assessment, and stabilization,
followed by appropriate diagnostic procedures. This comprehensive approach ensures that
the client receives timely intervention, minimizes secondary brain injury, and improves
overall outcomes.

Initial Assessment and Primary Survey

1. Ensure Airway, Breathing, and Circulation (ABCs)

- The first step in managing any trauma patient is to secure the airway, especially since
head injuries can compromise airway patency.

- Assess for airway patency; look for signs of airway obstruction such as pooling of blood or
vomitus, swelling, or altered consciousness.

- Provide supplemental oxygen to maintain adequate oxygenation, as hypoxia can
exacerbate brain injury.

- Ensure effective ventilation; consider intubation if the client is unable to protect their
airway or if there is loss of consciousness.

2. Assess Level of Consciousness

- Use standardized scales such as the Glasgow Coma Scale (GCS) to evaluate
consciousness.

- Document the GCS score meticulously; a decreasing score indicates worsening
neurological status.

- Reassess frequently, as neurological status can change rapidly.



3. Establish Circulatory Stability

- Check vital signs to identify hypotension or tachycardia.
- Initiate IV access with large-bore cannulas for fluid resuscitation if needed.
- Monitor for signs of shock, which can impair cerebral perfusion.

Secondary Survey and Focused Assessment

1. Head and Neck Examination

- Inspect for external injuries such as lacerations, contusions, or hematomas.

- Palpate the skull for tenderness, depressions, or step-offs indicating possible skull
fractures.

- Examine the scalp for bleeding or open wounds.

2. Neurological Examination

- Assess pupils for size, equality, and reactivity to light.

- Test limb movements and strength, checking for asymmetry.

- Observe for signs of increased intracranial pressure (ICP), such as papilledema or
deteriorating consciousness.

- Evaluate for signs of basal skull fracture (battle's sign, raccoon eyes, CSF
otorrhea/rhinorrhea).

3. Airway and Cervical Spine Precautions

- Maintain cervical spine precautions until injury is ruled out.
- Use jaw-thrust maneuver instead of head tilt to open airway if cervical injury is suspected.

Diagnostic and Imaging Studies

1. Immediate Imaging

- Obtain a non-contrast computed tomography (CT) scan of the head as the imaging
modality of choice for acute trauma.

- CT helps identify intracranial hemorrhages, skull fractures, contusions, or mass effect.
- Delay MRI unless indicated later, as it takes longer and may not be suitable in unstable
patients.

2. Laboratory Tests

- Complete blood count (CBC) to assess for anemia or infection.



- Coagulation profile to evaluate bleeding risk.
- Blood glucose levels, as hypoglycemia can mimic or worsen neurological deficits.
- Blood type and crossmatch in case transfusion becomes necessary.

Management Principles for Head Trauma

1. Airwmay Management and Oxygenation

- Secure airway early, especially if GCS =8.
- Maintain oxygen saturation >94% to prevent hypoxic brain injury.

2. Hemodynamic Stabilization

- Control hypotension; avoid hypotension as it reduces cerebral perfusion.
- Use isotonic fluids judiciously to restore blood pressure.

3. Prevent and Manage Increased Intracranial Pressure
(ICP)

- Elevate the head of the bed to 30 degrees to facilitate venous drainage.

- Avoid hypoventilation; maintain normocapnia to prevent cerebral vasodilation.

- Administer medications such as mannitol or hypertonic saline if ICP is elevated and the
client is deteriorating.

4. Surgical Intervention

- Consult neurosurgery urgently if there is:

- Significant intracranial hemorrhage (e.g., epidural, subdural, intracerebral hematoma).
- Skull fractures with depressed fragments.

- Evidence of increased ICP unresponsive to medical management.

Monitoring and Ongoing Care

1. Neurological Monitoring

- Regular GCS assessments to detect deterioration.
- Continuous pulse oximetry and capnography.
- Monitor for changes in pupils, limb strength, and vital signs.



2. Preventing Secondary Brain Injury

- Maintain adequate oxygenation and blood pressure.
- Control hyperthermia.

- Avoid hypoglycemia and hyponatremia.

- Manage seizures with anticonvulsants if indicated.

3. Supportive Care and Rehabilitation

- Provide pain management and sedation as needed.

- Initiate early physical and occupational therapy to promote recovery.

- Engage multidisciplinary teams including neurosurgery, neurology, and rehabilitation
specialists.

Key Points to Remember

- Time is brain: rapid assessment and intervention are critical.

- Use a systematic approach to ensure no step is missed.

- Close monitoring can detect deterioration early.

- Collaboration with specialists improves outcomes.

- Family communication is essential to inform about prognosis and care plans.

Conclusion

In cases where a client is admitted with suspected head trauma following a motor vehicle
collision, the primary actions revolve around immediate stabilization, comprehensive
assessment, prompt diagnostic imaging, and targeted management. Prioritizing airway
protection, neurological evaluation, and hemodynamic stability lays the foundation for
effective treatment. Recognizing signs of increased intracranial pressure, intracranial
hemorrhage, or neurological deterioration guides timely surgical intervention or advanced
care. Multidisciplinary collaboration, vigilant monitoring, and adherence to trauma protocols
are essential to optimize recovery and minimize long-term sequelae. Early recognition and
intervention can significantly influence the prognosis for clients with head trauma,
emphasizing the importance of a systematic and prompt approach in emergency trauma
care.

Frequently Asked Questions

What is the immediate assessment priority for a client
admitted with possible head trauma after a motor
vehicle collision?

The immediate priority is to assess airway, breathing, and circulation (ABCs) and perform a
rapid neurological assessment, including checking consciousness level and pupillary



responses.

Which neurological assessment tool is commonly used
to evaluate head trauma in this scenario?

The Glasgow Coma Scale (GCS) is commonly used to assess the level of consciousness and
severity of head injury.

What imaging modality is preferred to evaluate
suspected head trauma in this patient?

A non-contrast computed tomography (CT) scan of the head is the preferred initial imaging
modality to identify intracranial bleeding or skull fractures.

When should a healthcare provider consider
administering medications such as mannitol or
hypertonic saline?

These are indicated in cases of increased intracranial pressure (ICP) to reduce brain
swelling and prevent herniation, but should be managed carefully under medical
supervision.

What are the signs of increasing intracranial pressure
that should prompt urgent action?

Signs include worsening headache, vomiting, altered mental status, papilledema,
decreased pupillary responsiveness, and abnormal posturing.

What precautions should be taken to prevent secondary
brain injury in this patient?

Ensure adequate oxygenation and perfusion, avoid hypotension, and monitor intracranial
pressure closely to prevent secondary brain injury.

When is surgical intervention indicated in head trauma
cases after a motor vehicle collision?

Surgical intervention is indicated for significant intracranial hemorrhages, skull fractures
with depressed bone fragments, or increased ICP unresponsive to medical therapy.

How should the nursing staff monitor and document
this patient’s neurological status?

Regularly assess and document level of consciousness, pupillary responses, motor and
sensory function, and vital signs, using standardized tools like GCS.



What precautions should be taken to prevent further
injury during transfer and care?

Use cervical spine immobilization if cervical injury is suspected, handle the patient
carefully, and ensure proper immobilization during transfers and procedures.

What is the most critical action to take immediately
after recognizing signs of severe head trauma?

Secure the airway, provide oxygen, monitor vital signs closely, and prepare for urgent
imaging and consultation with neurology or neurosurgery specialists.

Additional Resources

A Client Is Admitted With Possible Head Trauma After A Motor Vehicle Collision: Which
Action Should The?

When a client is admitted following a motor vehicle collision (MVC) with suspected head
trauma, healthcare providers are faced with an urgent and complex clinical scenario. The
primary goal is to promptly evaluate, stabilize, diagnose, and manage potential brain
injuries while preventing secondary complications. This comprehensive review explores the
critical steps, decision-making processes, and evidence-based practices involved in
managing such patients.

Initial Assessment and Triage: The First Steps

1. Ensuring Safety and Immediate Life Support

Before any clinical evaluation begins, ensure the scene is safe for both the patient and
healthcare personnel. Once in a clinical setting, the initial focus is on Airway, Breathing,
Circulation (ABCs):

- Airway: Confirm patent airway; consider cervical spine stabilization if trauma mechanism
suggests possible cervical injury.

- Breathing: Assess respiratory effort, oxygen saturation, and provide supplemental oxygen
as needed.

- Circulation: Monitor blood pressure, heart rate, and perfusion; establish IV access for fluids
and medications.

Key Point: Head trauma patients are at risk for airway compromise due to altered
consciousness, vomiting, or facial injuries. Early airway management is paramount.



2. Rapid Neurological Assessment

Utilize standardized tools such as the Glasgow Coma Scale (GCS) to evaluate consciousness
level:

- Eye Opening (1-4)
- Verbal Response (1-5)
- Motor Response (1-6)

GCS Interpretation:

- 13-15: Mild head injury

- 9-12: Moderate head injury

- 3-8: Severe head injury (potential for intracranial hemorrhage)
Additional assessments include:

- Pupillary light reflexes

- Limb movements and symmetry

- Signs of increased intracranial pressure (ICP) such as papilledema or Cushing's triad

Note: Rapid neurological assessment helps stratify the severity and guides further
diagnostics.

Primary and Secondary Survey: Structured
Evaluation

1. Primary Survey (ABCDE Approach)

- A: Airway with cervical spine immobilization
- B: Breathing

- C: Circulation

- D: Disability (neurological status)

- E: Exposure and environmental control

2. Secondary Survey

Once immediate threats are managed, perform a thorough head-to-toe examination,



including:

- Inspection for external head injuries (lacerations, contusions)

- Palpation for skull deformities or tenderness

- Neurological examination for deficits

- Assess for signs of basal skull fracture (e.g., raccoon eyes, Battle's sign, CSF
otorrhea/rhinorrhea)

Imaging and Diagnostic Workup

1. Indications for Imaging

Based on clinical findings, imaging studies are essential for detecting intracranial injuries:

- Altered mental status or GCS < 15

- Focal neurological deficits

- Signs of skull fracture

- Suspected intracranial bleeding or swelling
- Loss of consciousness or amnesia

Commonly used imaging modalities:
- Non-contrast Computed Tomography (CT) scan of the head: First-line modality for acute
head trauma assessment

- Magnetic Resonance Imaging (MRI): More sensitive for diffuse axonal injury, but less
practical in emergent settings

2. Interpreting Imaging Results

CT scans can reveal:

- Hemorrhages: epidural, subdural, subarachnoid, intracerebral
- Skull fractures

- Brain edema

- Mass effect or midline shift

Prompt interpretation by radiologists and clinicians is crucial to guide management.



Management of Head Trauma: Immediate and
Ongoing

1. Stabilization and Supportive Care

- Maintain airway patency; consider intubation in cases of decreased consciousness
- Ensure adequate oxygenation and ventilation

- Control intracranial pressure with head elevation (30 degrees)

- Maintain normothermia and normoglycemia

- Monitor vital signs continuously

2. Medical Interventions

- Airway management: Early intubation for GCS = 8 to secure airway

- Intracranial pressure management:

- Osmotic agents (e.g., mannitol or hypertonic saline)

- Sedation to reduce agitation

- Controlled ventilation to maintain appropriate CO: levels

- Seizure prophylaxis: Use of anticonvulsants if seizures occur or as prophylaxis in specific
cases

3. Surgical Interventions

Indications include:
- Significant epidural or subdural hematomas causing mass effect
- Skull fractures requiring repair

- Elevated ICP unresponsive to medical therapy

Procedures may involve burr hole drainage or craniotomy.

Monitoring and Preventing Secondary Brain
Injury

Secondary brain injury results from hypoxia, hypotension, increased ICP, or metabolic
disturbances. Strategies to prevent this include:

- Maintaining blood pressure to ensure cerebral perfusion (e.g., systolic BP > 90 mmHqg)
- Avoiding hypoxia (SpO2z2 > 94%)



- Correcting coagulopathies
- Managing glucose levels
- Ensuring adequate oxygen delivery and perfusion

Specific Considerations and Decision-Making
Pathways

1. When to Observe vs. When to Operate

Deciding between conservative management and surgical intervention depends on:

- Size and location of intracranial hemorrhages
- Neurological status

- Evidence of brain herniation

- Patient comorbidities

Observation may be appropriate for minor injuries with stable neurological status, but
vigilant monitoring is mandatory.

2. Recognizing and Managing Complications

Potential complications include:

- Increased intracranial pressure: Leading to herniation
- Seizures: May require anticonvulsants

- Infections: Such as meningitis or abscesses

- Hydrocephalus: From obstructed CSF pathways

- Persistent neurological deficits

Early detection and management of these complications are critical for favorable outcomes.

Rehabilitation and Long-Term Care

Post-acute management involves multidisciplinary efforts:

- Physical and occupational therapy
- Speech and language therapy
- Neuropsychological support



- Counseling for emotional and cognitive recovery

Early rehabilitation improves functional outcomes and quality of life.

Legal and Ethical Considerations

In cases of severe head trauma, informed consent and family discussions are essential.
When patients are unconscious or incapacitated:

- Follow institutional protocols for surrogate decision-making
- Document all assessments and interventions meticulously
- Consider ethical dilemmas regarding life-sustaining treatments

Summary: Which Action Should The Healthcare
Provider Take?

The management of a client with suspected head trauma after an MVC is multifaceted,
requiring rapid assessment, stabilization, diagnostic imaging, and tailored treatment. The
key actions include:

- Prioritizing airway, breathing, and circulation

- Conducting a thorough neurological evaluation

- Using clinical decision rules to determine the need for imaging

- Initiating appropriate medical or surgical interventions based on findings
- Monitoring closely for secondary injuries and complications

- Coordinating multidisciplinary care for recovery and rehabilitation

In essence, the healthcare provider's most critical action is to implement a systematic,
evidence-based approach that ensures rapid stabilization, accurate diagnosis, and timely
intervention, thereby optimizing patient outcomes in this high-stakes scenario.

In conclusion, the decision-making process in managing head trauma after an MVC hinges
on early recognition, prompt stabilization, appropriate imaging, and intervention strategies.
The provider's ability to synthesize clinical findings with diagnostic tools determines the
trajectory of care and influences prognosis significantly.
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