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¢ Note: When ICP-directed care is deemed to be
refractory to first tier therapies depends on many
factors such as thelevel of ICP, the tempo of disease
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& Based on CVP, urine output, BUN, serum creatinine, fluid balance, and exam
W The timing of instituting first tier therapies depends on many factors such as the level of ICP and the

tempo of disease progression; interventions may need to be bypassed, repeated or initiated concurrently.
* ICP 20-25 for > S min; more rapidly for ICP > 25 mmHg
** Mannitol could be substituted
# Monitor EEG
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Management of Pediatric Severe Traumatic Brain Injury: 2019 Consensus and Guidelines-Based Algorithm for First and Second Tier Therapies
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New or expanding

surgical lesion Consider additional

advanced neuro-monitoring
+EEG

1Salvageable patient and evidence of expanding mass lesion or swelling on CT

2 Active EEG and no medical contraindications

*No contraindications

4Strongly consider advanced neuro-monitoring for ischemia

S Advance dose of 3% saline or mannitol, or use bolus 23.4% saline. If possible, avoid
serum sodium concentrations of > 160 mEq/L 'and serum osmolarity of >'360'mOsm/L
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