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PREHOSPITAL MANAGEMENT OF TRAUMATIC BRAIN INJURY ACROSS EUROPE:
A CENTER-TBI STUDY

Benjamin Ya€el Gravesteijn, MSc† , Charlie Aletta Sewalt, MSc† , Nino Stocchetti, MD
PhD, Giuseppe Citerio, MD PhD , Ari Ercole, MD PhD , Hester Floor Lingsma, PhD ,
Nicole von Steinb€uchel, PhD, Ewout Willem Steyerberg, PhD , Lindsay Wilson, PhD,

Andrew I. R. Maas, MD PhD , David K. Menon, MD PhD ,
Fiona Elizabeth Lecky, MD PhD and CENTER-TBI collaborators

ABSTRACT

Background: Prehospital care for traumatic brain injury
(TBI) is important to prevent secondary brain injury. We
aim to compare prehospital care systems within Europe
and investigate the association of system characteristics
with the stability of patients at hospital arrival. Methods:
We studied TBI patients who were transported to
CENTER-TBI centers, a pan-European, prospective TBI
cohort study, by emergency medical services between
2014 and 2017. The association of demographic factors,
injury severity, situational factors, and interventions asso-
ciated with on-scene time was assessed using linear
regression. We used mixed effects models to investigate
the case mix adjusted variation between countries in pre-
hospital times and interventions. The case mix adjusted
impact of on-scene time and interventions on hypoxia
(oxygen saturation <90%) and hypotension (systolic blood
pressure <100mmHg) at hospital arrival was analyzed
with logistic regression. Results: Among 3878 patients,
the greatest driver of longer on-scene time was intubation
(+8.3 min, 95% CI: 5.6–11.1). Secondary referral was asso-
ciated with shorter on-scene time (-5.0 min 95% CI: �6.2–
�3.8). Between countries, there was a large variation in
response (range: 12–25 min), on-scene (range: 16-36 min)
and travel time (range: 15–32 min) and in prehospital

interventions. These variations were not explained by
patient factors such as conscious level or severity of injury
(expected OR between countries: 1.8 for intubation, 1.8 for
IV fluids, 2.0 for helicopter). On-scene time was not asso-
ciated with the regional EMS policy (p¼ 0.58).
Hypotension and/or hypoxia were seen in 180 (6%) and
97 (3%) patients in the overall cohort and in 13% and 7%
of patients with severe TBI (GCS <8). The largest associ-
ation with secondary insults at hospital arrival was with
major extracranial injury: the OR was 3.6 (95% CI: 2.6–5.0)
for hypotension and 4.4 (95% CI: 2.9–6.7) for hypoxia.
Discussion: Hypoxia and hypotension continue to occur
in patients who suffer a TBI, and remain relatively com-
mon in severe TBI. Substantial variation in prehospital
care exists for patients after TBI in Europe, which is only
partially explained by patient factors. Key words:
traumatic brain injury; prospective; guidelines; practice;
prehospital care
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INTRODUCTION

Traumatic brain injury (TBI) remains an important

cause of death and disability globally (1). Although
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rates vary between countries, TBI is estimated to be
responsible for around 300 hospital admissions and
12 deaths per 100,000 persons per year in
Europe (2).
After the initial TBI, secondary insults, such as

hypotension, hypoxia and intracranial hypertension
may worsen the brain damage (3,4). Prehospital care
for TBI focuses on preventing secondary brain
injury by on-scene stabilization and rapid transpor-
tation to an appropriate hospital. There is no univer-
sally accepted and implemented international
guideline aimed at avoiding secondary injury in the
prehospital environment. While national guidelines
do exist, these vary substantially. Moreover, the
extent to which they are adopted and implemented
is unclear, since real-life data on international varia-
tions in prehospital care are limited. Provider profil-
ing of study centers in the CENTER TBI study (5–7),
a large prospective observational cohort study of
TBI across Europe and Israel, highlighted substantial
reported variation in advanced life support capabil-
ity of prehospital staff, degree of preference for sta-
bilizing on scene versus immediate transport, and in
preferred destination from scene (specialist center
versus nearest hospital) (6). However, these
reported preferences were based on clinicians’
reports of local protocols rather than objective
patient data.
Objective assessment of such data is important.

There is a tradeoff between prehospital stabilization
and prompt transportation to hospital. Stabilizing
the patient in the prehospital environment with
complex interventions can cause an important time
delay reaching the hospital and starting appropriate
diagnostic and tailored treatments. This delay could
worsen outcome (8). Conversely other studies sug-
gest that stabilizing patients on-scene for transporta-
tion to more distant specialist centers could improve
outcomes (9–12). The decision between prehospital
stabilization and immediate transport is made on-
scene by prehospital staff based on clinical parame-
ters, injury characteristics, skill levels available and
the local policy.
The current study aimed to compare prehospital

management of patients with TBI across Europe,
and to investigate the association of prehospital care
system characteristics with stability of patients at
Emergency Department (ED) arrival.

METHODS

This study is reported according to the STROBE
reporting guidelines (13). Ethical approval was
obtained from all local institutional revision boards,

according to various national standards (https://
www.center-tbi.eu/project/ethical-approval).

Study Design

CENTER-TBI is a multicenter, longitudinal, pro-
spective, observational study in 18 countries across
Europe which enrolled patients between December
2014 and December 2017 (5). The core cohort
includes patients presenting within 24 hours of
injury, with a clinical diagnosis of TBI and an indi-
cation for computed tomography (6). Analyses in
this manuscript were undertaken on the CENTER-
TBI dataset (version 2.0), and accessed using a
bespoke data management tool, Neurobot (details
available on the SciCrunch Resource Identification
Portal, using the Research Resource Identifier
RRID/SCR_017004).
Prehospital data were collected by physicians and

researchers at participating study centers.
Unfortunately, no data was available on prehospital
physiology. Response time was defined as time
between injury and arrival of first EMS crew. On
scene time was defined as time between first EMS
crew arrival until the conveying crew left the injury
scene. Travel time was the time between patient
leaving the scene and arrival at first hospital (14).
Major extracranial injury (MEI) was defined as any
injury in all areas except head with an Abbreviated
Injury Score (AIS) above 3.

Patient Selection

Patients with TBI who were transported by ambu-
lance or helicopter to participating hospitals
(n¼ 56), either directly or by secondary transfer,
were included. For the center-level analysis, second-
ary transfer patients were excluded.

Statistical Analysis

We first compare baseline characteristics between
patients that were immediately transported or that
were stabilized on scene. This distinction was based
on an a-priori defined cutoff of 20minutes on scene.
These two groups (patients who were immediately
transported and those who were stabilized on scene)
were compared concerning baseline characteristics.
Continuous variables were described by the median
and interquartile range (IQR). Categorical variables
were described by the number of patients and the
corresponding percentage.
Second, the drivers of on-scene time, as a continu-

ous variable, were assessed using linear regression.
The included predictors were demographic factors
(age, sex), severity (GCS, pupil reactivity, major
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extracranial injury), situational factors (travel time –

as proxy to travel distance, physician at scene, road
traffic incident, high energy trauma), and interven-
tions (intubation, IV fluids, CPR, ventilation).
Within this analysis, we also assessed the adjusted
between-country variation in prehospital times and
prehospital interventions with mixed effects model-
ing. A random intercept for centers was applied to
correct for between center differences. To assess the
effect of between-center differences, the partial R2

for the random intercept was calculated by compar-
ing the R2 of the model with and without ran-
dom intercept.
Third, the adjusted impact of on-scene times and

prehospital interventions (intubation, ventilation, IV
fluids, secondary referral) on hypoxia (Saturation
<90%) and hypotension (Systolic Blood Pressure
<100mmHg) at arrival was assessed with a logistic
regression. We adjusted for the following patient
characteristics: age, GCS, pupil reactivity, major
extracranial injury (15). We also measured the influ-
ence of these surrogate prehospital endpoints on
functional outcome using ordinal logistic regression,
which was adjusted for the aforementioned patient
characteristics and utilized the imputed optimized
6-month Extended Glasgow Outcome Scale (GOS-E
(6)) as the dependent variable. We allowed for a
non-linear effect of systolic blood pressure and sat-
uration with restricted cubic splines (3 degrees
of freedom).
Fourth, the unadjusted and adjusted between

country variation in prehospital times and rates of
prehospital interventions (prehospital intubation, IV
fluids, helicopter usage) across Europe were illus-
trated. Bar charts depict unadjusted variation whilst
the aforementioned mixed effects model enabled
illustration of adjusted variation. Values of the ran-
dom intercept for country were visually depicted on
a map of Europe. Furthermore, the variation was
adjusted for the core variables of the prediction
model developed in the International Mission for
Prognosis and Analysis of Clinical Trials in TBI
(IMPACT) study (age, number of reactive pupils,
and Glasgow Coma Score at baseline) (15), and the
CENTER-TBI stratum (ER/Admission/ICU) in
which the patient was enrolled. Also, the median
odds ratio (OR) was calculated, which quantifies the
expected OR - of interventions performed or times
taken - when two randomly picked countries are
compared (16).
Additionally, the adjusted on-scene times were

compared across centers which had indicated that
they have a policy of immediate transportation, or a
policy of stabilizing on scene based on the Provider
Profiling questionnaires (17). Therefor mixed effects

models were applied, with on-scene time as depend-
ent variable, indicating on-scene policy as independ-
ent variable and country as random intercept. The
on-scene times were adjusted for GCS, travel time
to study center, intubation, pupils and sex.
The effects of continuous predictors were pre-

sented as the odds ratio for comparing the 75th and
the 25th percentile of the specific variable. This was
calculated by multiplying the regression coefficient
and standard error by the width of the interquartile
range of that variable.
We performed the multiple imputation method to

impute the covariates for all regression analyses
using the mice package in R. The following covari-
ates were included in the imputation model: age,
pupil reactivity, GCS, MEI, sex, prehospital intub-
ation, IV fluids, CPR, ventilation, secondary referral
and helicopter usage. The percentage of missing
data can be found in Table 1. These results were
compared with complete case analysis as a sensitiv-
ity analysis. The results of the complete case ana-
lysis of each analysis are shown in the
supplemental material.
All analyses were performed using R (R Core

Team (2013). R: A language and environment for
statistical computing. R Foundation for Statistical
Computing, Vienna, Austria). The code applied can
be found on https://github.com/bgravesteijn/
Code_Core_prehospital.

RESULTS

We included 3878 patients from 56 centers in 17
European Countries from a total of 4509 patients
enrolled into the core CENTER TBI study. Patients
who had self-presented to hospital without EMS
activation (n¼ 616) or where prehospital details
were missing or misreported (one country systemat-
ically misreported times, n¼ 15), were excluded
(Figure S1).

On-Scene Time

The median on-scene time was 22 (IQR: 15-32)
minutes, with 1744 (45%) patients having an on-
scene time of less than 20minutes, and 2118 (55%)
more than 20minutes (Table 1). Patients with TBI
and longer on-scene times were more severely
injured (GCS, pupil reactivity, MEI) and had more
complex prehospital interventions (CPR, IV fluids,
intubation and ventilation). The two characteristics
with the largest association with longer on-scene
time were prehospital tracheal intubation (þ8.3min,
95% CI: 5.6-11.1), and secondary referral (-5.0min,
95% CI: �6.2 - �3.8). Other characteristics with
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smaller (though statistically significant) associations
with longer on-scene times were travel time to the
hospital (on average þ0.6min, 95% CI: 0.34� 0.90),
having a physician present at scene (þ2.1min, 95%
CI: 1.1� 3.2), administration of IV fluids (þ1.5min,
95% CI: 0.5� 2.4), initiation of ventilatory support
(þ3.1min, 95% CI: 0.4� 5.7), and male gender
(þ1.4min, 95% CI: 0.6-2.3) (Figure 1; Table 1, S1).
The full model explained 36% of the variation in on-

scene time (R2). Of that variation explained, 42%
was due to between center differences.

Predictors of Hypotension and Hypoxia

In total, 159 (5%) of the patients arrived at the ED
with hypotension, 76 (2%) with hypoxia, and 21
(1%) with both. The proportions of hypoxia and
hypotension were higher in severe TBI patients

TABLE 1. Descriptive analysis of patients who received a short on-scene time (<20min), or long on-scene time (>20min)

On-scene time

Overall “Short”, <20min, n¼ 1744 “Long”, >20min, n¼ 2118 p Missing %

Age (median [IQR]) 51 [31, 67] 52 [31, 67] 50 [31, 67] 0.518 0.0
Male (%) 2647 (68.3) 1125 (64.5) 1511 (71.3) <0.001 0.0
MEI (%) 670 (17.3) 209 (12.0) 456 (21.5) <0.001 0.0
Cause (%) 0.081 10
RTI 1589 (45.6) 699 (44.8) 883 (46.3)
Fall 1657 (47.5) 756 (48.4) 895 (46.9)
Violence 191 (5.5) 92 (5.9) 97 (5.1)
Intentional self-harm 48 (1.4) 14 (0.9) 34 (1.8)

Type (%) 0.020 1
Closed 3702 (96.5) 1683 (97.4) 2004 (95.7)
Blast 5 (0.1) 3 (0.2) 2 (0.1)
Crush 91 (2.4) 27 (1.6) 63 (3.0)
Penetrating 39 (1.0) 15 (0.9) 24 (1.1)

Rural area (%) 742 (19.9) 235 (14.0) 502 (24.6) <0.001 4
Place (%) 0.001 2
Street 2070 (54.6) 985 (57.5) 1077 (52.2)
Home 941 (24.8) 381 (22.2) 557 (27.0)
Work/school 240 (6.3) 94 (5.5) 146 (7.1)
Sport 236 (6.2) 106 (6.2) 129 (6.3)
Military 2 (0.1) 0 (0.0) 2 (0.1)
Public location 303 (8.0) 148 (8.6) 152 (7.4)

Highest trained bystander (%) <0.001 0.5
None 33 (0.9) 5 (0.3) 27 (1.3)
Bystander 23 (0.6) 17 (1.0) 6 (0.3)
Paramedic 1173 (30.4) 664 (38.3) 503 (23.9)
Nurse 658 (17.1) 400 (23.1) 258 (12.3)
Physician 1044 (27.1) 456 (26.3) 583 (27.7)
Medical rescue team 926 (24.0) 193 (11.1) 729 (34.6)

Secondary referral (%) 594 (15.3) 352 (20.2) 241 (11.4) <0.001 0.0
Arrival Method (%) <0.001 0.0
Ambulance 3141 (81.0) 1585 (90.9) 1547 (73.0)
Helicopter 483 (12.5) 97 (5.6) 381 (18.0)
Mobile medical team 254 (6.5) 62 (3.6) 190 (9.0)

GCS motor, baseline (median [IQR]) 6 [4, 6] 6 [6, 6] 6 [2, 6] <0.001 2
GCS, baseline(median [IQR]) 14 [8, 15] 15 [13, 15] 13 [6, 15] <0.001 4
Pupils, baseline (%) <0.001 5
Two reactive 3273 (88.7) 1545 (92.7) 1717 (85.4)
One reactive 150 (4.1) 53 (3.2) 96 (4.8)
None reactive 269 (7.3) 69 (4.1) 197 (9.8)

CPR (%) 51 (1.3) 10 (0.6) 40 (1.9) 0.001 0.0
IV Fluids (%) 1469 (37.9) 442 (25.3) 1019 (48.1) <0.001 0.0
Intubation (%) 885 (23.7) 123 (7.4) 754 (36.7) <0.001 4
Supplemental oxygen (%) 1612 (46.3) 485 (31.8) 1118 (57.5) <0.001 10
Ventilation (%) 815 (22.0) 114 (6.9) 693 (34.1) <0.001 4
On-scene time (median [IQR]) 22 [15, 32] 14 [10, 17] 30 [25, 40] <0.001 0.4
Arrival time (median [IQR]) 17 [10, 30] 16 [10, 30] 18 [10, 30] 0.276 41
Travel time (median [IQR]) 18 [11, 28] 15 [10, 23] 20 [12, 32] <0.001 42
Prehospital time (median [IQR]) 62 [44, 90] 45 [32, 60] 80 [61, 109] <0.001 3

MEI¼major extracranial injury; RTI¼ road traffic incident; GCS¼Glasgow coma scale; CPR¼ cardiopulmonary resuscitation; IV¼ intravenous.
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(defined as a GCS � 8), 90 (11%) arrived with hypo-
tension, 38 (5%) with hypoxia, and 17 (2%) with
both (Table 2). Moreover, of the patients who were
intubated on-scene, 92 (12%) had hypotension, 31
(4%) had hypoxia, and 14 (2%) had both.
The largest association with secondary insults on

arrival was with major extracranial injury: the OR
was 3.6 (95% CI: 2.6� 5.0) for hypotension and 4.4
(95% CI: 2.9� 6.7) for hypoxia. Other patient factors
were also independently associated with arrival sec-
ondary insults including a higher GCS at scene,
which was associated with less hypotension (OR
0.7, 95% CI: 0.5-0.9) and hypoxia (OR 0.6, 95%CI
0.4-0.8) on arrival; the presence of on scene unilat-
erally or bilaterally non-reactive pupils(s) predicted
arrival hypoxia (OR: 1.9, 95% CI: 1.1� 3.1). In terms

of interventions, the requirement for IV fluids was
associated with hypotension at arrival (OR 1.8, 95%
CI: 1.3� 2.5), while prehospital time (average OR 1.1
(1.01-1.20)) predicted hypoxia at arrival (Figure 2;
Table 2 S1). The complete case analysis showed the
same direction and range of effects (Figure 4 S1). The
case mix adjusted variation by country in rates of
arrival hypoxia and hypotension was small with a
median OR of 1.11 and 1.05 respectively (Figure 6 S1).
The adjusted association of these surrogate end-

points with functional outcome was significant
(Figure 5 S1): for saturation, lower values were asso-
ciated with worse GOSE scores, plateauing at a sat-
uration above 95%. For systolic blood pressure,
lower (<100mmHg) as well as higher (>180mmHg)
values were associated with worse func-
tional outcome.

National Variation

There was large variation between prehospital times
across European countries (unadjusted analyses,
Figure 3). The shortest prehospital times for primary
referrals were seen in Sweden (49 [IQR: 39-64]

FIGURE 1. A forest plot showing the independent effects on on-
scene time of demographic factors, injury severity, situational
factors, and interventions given. The estimates can be interpreted
as follows: this factor increases or decreases the on-scene time by
x minutes, independent of the other factors displayed. This is the
result of a multivariable mixed effects linear regression model
with a random intercept for center conditional on country. The
coefficients (and 95% confidence intervals) of the model are
displayed. The partial R2 displayed is the percentage of the full
model attributable to between country differences. RTI, Road
traffic incident; MEI, major extracranial injury; GCS, Glasgow
Coma Scale; IQR, interquartile range; CPR, cardiopulmonary
resuscitation; IV, intravenous.

TABLE 2. The number and percentage of patients with hypotension or hypoxia at arrival at the ED

N HypotensionþHypoxia Hypotension Hypoxia Neither

Overall 3348 21 (1%) 159 (5%) 76 (2%) 3092 (92%)
Intubated 759 14 (2%) 92 (12%) 31 (4%) 622 (82%)
Not intubated 2485 6 (0%) 62 (2%) 42 (2%) 2375 (96%)
Primary referral 2871 20 (1%) 140 (5%) 67 (2%) 2644 (92%)
Secondary referral 477 1 (0%) 19 (4%) 9 (2%) 448 (94%)
GCS >12 2096 4 (0%) 45 (2%) 26 (1%) 2021 (96%)
GCS 9-12 318 0 (0%) 17 (5%) 9 (3%) 292 (92%)
GCS <9 842 17 (2%) 90 (11%) 38 (5%) 697 (83%)

FIGURE 2. The effect of demographic factors, injury severity,
situational factors, and interventions given on hypotension
(systolic blood pressure < 100mmHg) or hypoxia (oxygen
saturation < 90%) at arrival at the emergency department. The
effects are based on a logistic multivariable regression model.
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minutes) and Serbia (44 [IQR: 28� 85] minutes)
whereas the longest prehospital times were seen in
the United Kingdom (96 [IQR: 72� 127] minutes)

and France (101 [IQR: 74� 146] minutes). Secondary
referral extended the time until arrival at the study
hospital to a greater degree (to hours rather than

FIGURE 3. Bar charts showing the time spent in different prehospital phases per country (upper row), and the percentage of prehospital
interventions (second row) used. In the upper row, only bars based on more than 10 patients are displayed.

FIGURE 4. The adjusted variation in prehospital time (upper row), and use of key prehospital interventions (bottom row) across Europe.
Every map shows the deviation per country from the overall average. In the upper row, the mean of the median time per country is
shown. Moreover, secondarily referred patients are excluded from the analysis of travel times, because the time until arrival in the
secondary hospital is unknown. The estimates of the random intercepts for each country are displayed. These are adjusted for the
IMPACT core variables (age, pupils, and GCS), the CENTER-TBI stratum in which the patient was included, and the random variation at
the center level.
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minutes). In Sweden, the time to arrival at the study
hospital for secondary referrals was the longest (446
[IQR: 340� 560] minutes). There was also large
between-country variation in therapies the patients
were provided with: intubation rates varied from
10% to 88%, iv fluid administration from 22% to
67%, and use of helicopters from 0% to 31%.
After adjusting for case mix, the variation in preho-

spital times and interventions within Europe remained
substantial (Figure 4). The range of response times
adjusted for injury severity was 12-25 minutes; the
range of on-scene times was 16-36 minutes; and the
range of travel times was 15-32 minutes. The range of
response times adjusted for injury severity and preho-
spital interventions was 9-31 minutes; the range of on-
scene times was 15-34 minutes; and the range of travel
times was 14-32 minutes. The median odds ratio,
expected when two randomly picked countries are
compared, was 1.8 for prehospital intubation, 1.8 for
IV fluids and 2.0 for helicopter. If prehospital times

were also adjusted for the interventions that individ-
ual patients received, the model fit improved signifi-
cantly (likelihood ratio tests, p< 0.001). However, the
values of the random intercepts (which represent the
average difference to the European average) did not
differ from the models that only adjust for injury
severity (Figure S7).
The unadjusted difference between the on-scene

times of centers was not significantly different for
patients from study hospitals reporting their EMS
having a policy of stabilizing on scene versus a pol-
icy of immediate transport (p¼ 0.49) (17). After
adjustment, the two centers reporting to have only a
policy of immediate transport as part of provider
profiling had on average the shortest average on-
scene times (Figure 5). However, the overall differ-
ence in on-scene times between hospitals that
reported the two different prehospital EMS policies
was not significant (p¼ 0.58).

FIGURE 5. The unadjusted and adjusted log transformed median on-scene times. The bubbles represent the random intercept value for the
model predicting on-scene time with center as random intercept. The right panel shows log transformed median on-scene times adjusted
for GCS, traveltime, intubation, pupils, and sex (which were identified drivers of on-scene time).
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DISCUSSION

To our knowledge this is the most comprehensive
analysis comparing prehospital care for patients
after TBI across Europe. Our multicenter, multi-
national, prospective cohort study suggests large
variations across European countries in the preho-
spital care provided to patients who suffer a TBI,
largely unexplained by patient characteristics.
Despite the common availability of national guide-
lines for prehospital care, patients after TBI continue
to present at the ER with hypotension and hypoxia,
although these are less common than in the past
(6% and 3% of cases, respectively). These physio-
logical insults are commonest in severe TBI, where
they occur in 13% and 7% of cases, respectively. The
main determinant of such physiological instability
on arrival at hospital were major extracranial inju-
ries. We found that the main determinants of longer
on-scenes time were interventional and situational
rather than patient-related, for example on-scene
intubation and primary referral to the study center.
However, we also determined that variation

across Europe in prehospital times and interventions
was only partly concordant with the prehospital
policy (immediate transport or stabilize on scene)
reported by clinicians in the CENTER TBI provider
profiling exercise (6). We discovered that the prob-
ability of a patient with TBI being intubated at the
injury scene, receiving IV fluids, or being trans-
ported by helicopter, was highly dependent on the
country where the patient suffered the injury.
Not only did we see variation in prehospital inter-

ventions, but also in prehospital times. For on-scene
times, this can partially be explained by the vari-
ation in provided interventions: for example, we
found that prehospital intubation increased the on-
scene time by 10minutes, similar to an American
retrospective study (18). Other interventions (IV-flu-
ids, mechanical ventilation) also slightly increased
the on-scene times. It is likely that the association of
prolonged on-scene time and greater intervention
may have been, in part, due to greater injury sever-
ity, requiring more on-scene stabilization before
transfer. Although this explanation might be true
for variations observed concerning the patient-level,
the explanation for country-level variation in hos-
pital times requires a different explanation: the
diverse geographical landscapes of Europe, and the
large between-center variation in the size and type
of population of hospital catchment areas are more
likely to drive the variation in prehospital times.
Unsurprisingly, the use of helicopters was most
prevalent in Norway which has large areas with
low population density. Interestingly though, the
longest total prehospital times (even after

adjustment for patient and some situational factors)
occurred in France and the United Kingdom.
Potential explanations vary: France had the highest
case-mix adjusted rates of prehospital intubation
concordant with their surveyed response of stabiliz-
ing patients on scene; while the United Kingdom
had the highest travel times from scene to hospital,
perhaps reflecting traffic congestion and/or recent
centralization of major trauma care to just 30 out of
over 200 hospitals (8 of which participated in
CENTER-TBI).
Despite large variation in performed interventions

and prehospital times were observed, the rates of
hypoxia and hypotension at arrival at the
Emergency Department were lower than those in
historical TBI studies: for example, even in severe
patients, only 11% had hypotension at arrival, com-
pared to 35% in a large historical study (3, 19) . In
part, these lower rates may be explained by differ-
ences in case selection or definitions: While we only
report documented hypoxia, the Traumatic Coma
Data Bank also inferred hypoxia if there was clinic-
ally reported cyanosis or apnea. For example, we
included intoxicated GCS < 9 patients in CENTER-
TBI, similar to the study by Miller et al (20), who
found a similar incidence of hypotension.
Historically, TBI patients not in coma were generally
not thought to have sustained a significant injury
and imaging by CT scan was rarely conducted if
intoxication was thought to be the root cause of a
low GCS. Therefore, these patients were not
included in historical TBI studies. The lower rates of
hypoxia and hypotension at arrival can be explained
by a higher inclusion rate of mild TBI patients with
less severe extracranial injury than in previous stud-
ies. Our study reflects modern Emergency Medicine
practice, which is to image all severities of TBI.
However, there remains the possibility that preho-
spital care has simply improved over the last deca-
des – in particular the almost universal use of
supplemental oxygen, increased use of tracheal
intubation, and the common use of prehospital IV
fluids, may have markedly reduced the incidence of
hypoxia and hypotension. However, there continues
to be room for improvement - both physiological
insults still occur at significant rates, particularly in
patients after severe TBI.
A limitation of this international, multicenter trial

is the proportion of missing data. This is unfortu-
nately unavoidable in such a logistically challenging
study. Since complete case analysis is both ineffi-
cient, and potentially biased, we imputed the data
(21): both single imputation for the on-scene time,
as well as multiple imputation for the main analyses
were used. The single imputation was reliable, but
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not perfect: 60% of the variation could be explained
by the model. The misclassification that could have
occurred might have biased our results toward the
null hypothesis. For the analysis with multiple
imputed datasets, similar results were observed as
the complete case analysis. This supports the valid-
ity of the selected imputation method.
Another limitation is that some prehospital

physiological parameters (oxygen saturations and
blood pressure) were not entered into the database.
We used hypotension and hypoxia at arrival at the
Emergency Department as a proxy for secondary
insult. However, interventions such as intubation
may have restored normal oxygen levels for some
patients who were hypoxic at scene. There were
some situational factors such as difficult extrication
from the scene due to entrapment or stairs that may
be valid factors for prolonging on scene times – and
vary by country – that we could not account for
using the data.
Finally, we acknowledge the fact that the centers

that contributed patients to CENTER-TBI are a
selected population of centers: these centers were
mostly the equivalent of North American level 1
trauma centers (17). Our conclusions are based on
extrapolation of the preferences and policies of these
specialized centers toward the entire country.
Nevertheless, the prospective nature of the study,

the large number of centers and countries, and the
size of the CENTER TBI cohort do provide high
external validity. Additionally, the data are acquired
as “real-world” data, with lenient exclusion criteria.
Therefore, we believe our results are applicable to
the majority of settings.
We suggest that the large variation in adminis-

tered prehospital interventions can be explained by
two factors. First, the most relevant guidelines for
prehospital management of TBI are national guide-
lines, which vary substantially across countries (7).
However, even within countries, local policies vary
according to the Provider Profiling questionnaires
(22). Moreover, these local policies might not be
concordant with practice, as research suggests that
the adherence to guidelines is low (23). However, it
is also possible that the prehospital guidelines are
not (or not perceived as being) relevant to clinical
practice in these contexts, and/or may be difficult to
implement (24,25). Understanding and reconciling
this discordance is essential if we are to provide a
better evidence base for clinical practice in these
contexts and ensure its appropriate adoption.
Second, the resources for prehospital care vary

substantially across Europe. Even for prehospital
intubation, for which the benefit - for severe TBI -
has been shown in a randomized controlled trial

(26), large variation was observed irrespective of
patient factors (27): the practice variation is there-
fore likely to be also attributable (in part) to vari-
ation in resources. In many countries the academic
basis for prehospital care is now only becoming a
routine part of training for paramedics and other
practitioners, whereas it has been established for
Hospital based Emergency Medicine for at least
20 years. Some elements of prehospital care – such
as helicopters - are costly, so research should also
take account of cost-effectiveness. We need to iden-
tify prehospital interventions with proven clinical
and cost effectiveness, prioritize their integration
into guidelines then monitor adherence and impact
on outcomes.

CONCLUSION

Across Europe, there are large variations in preho-
spital interventions for patients after TBI and in the
associated on scene times. This variation is only par-
tially explained by patient factors. Additional driv-
ers of variation are likely to include EMS resource
and organizational differences, and a low evidence
base. While hypoxia and hypotension are less com-
mon than observed in past studies, they continue to
occur in a substantial minority of patients after TBI,
are particularly frequent following severe TBI or
extracranial injury, and are associated with substan-
tially worse outcomes. These data make a strong
case for further research to facilitate the develop-
ment and implementation of guidelines that support
best practice in the prehospital care of patients
with TBI.
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Publique, Hôpitaux de Paris and University Pierre et
Marie Curie, Paris, France

104Neurotraumatology and Neurosurgery Research
Unit (UNINN), Vall d'Hebron Research Institute,
Barcelona, Spain

105Department of Neurosurgery, Kaunas University
of technology and Vilnius University, Vilnius, Lithuania

12 PREHOSPITAL EMERGENCY CARE �/� 2020 VOLUME 0 / NUMBER 0



106Department of Neurosurgery, Rezekne
Hospital, Latvia

107Department of Anaesthesia, Critical Care & Pain
Medicine NHS Lothian & University of Edinburg,
Edinburgh, UK

108Director, MRC Biostatistics Unit, Cambridge
Institute of Public Health, Cambridge, UK

109Department of Physical Medicine and
Rehabilitation, Oslo University Hospital/University of
Oslo, Oslo, Norway

110Division of Orthopedics, Oslo University
Hospital, Oslo, Norway

111Institue of Clinical Medicine, Faculty of
Medicine, University of Oslo, Oslo, Norway

112Broad Institute, Cambridge MA Harvard Medical
School, Boston MA, Massachusetts General Hospital,
Boston MA, USA

113National Trauma Research Institute, The Alfred
Hospital, Monash University, Melbourne, Victoria, Australia

114Department of Neurosurgery, Odense University
Hospital, Odense, Denmark

115International Neurotrauma Research
Organisation, Vienna, Austria

116Klinik f€ur Neurochirurgie, Klinikum Ludwigsburg,
Ludwigsburg, Germany

117Division of Biostatistics and Epidemiology,
Department of Preventive Medicine, University of
Debrecen, Debrecen, Hungary

118Department Health and Prevention, University
Greifswald, Greifswald, Germany

119Department of Anaesthesiology and Intensive
Care, AUVA Trauma Hospital, Salzburg, Austria

120Department of Neurology, Elisabeth-TweeSteden
Ziekenhuis, Tilburg, the Netherlands

121Department of Neuroanesthesia and
Neurointensive Care, Odense University Hospital,
Odense, Denmark

122Department of Neuromedicine and Movement
Science, Norwegian University of Science and
Technology, NTNU, Trondheim, Norway

123Department of Physical Medicine and
Rehabilitation, St.Olavs Hospital, Trondheim
University Hospital, Trondheim, Norway

124Department of Neurosurgery, University of P�ecs,
P�ecs, Hungary

125Division of Neuroscience Critical Care, John
Hopkins University School of Medicine, Baltimore, USA

126Department of Neuropathology, Queen Elizabeth
University Hospital and University of Glasgow,
Glasgow, UK

127Dept. of Department of Biomedical Data
Sciences, Leiden University Medical Center, Leiden,
The Netherlands

128Department of Pathophysiology and
Transplantation, Milan University, and Neuroscience

ICU, Fondazione IRCCS C�a Granda Ospedale
Maggiore Policlinico, Milano, Italy

129Department of Radiation Sciences, Biomedical
Engineering, Umeå University, Umeå, Sweden

130Cochrane Consumers and Communication
Review Group, Center for Health Communication and
Participation, School of Psychology and Public
Health, La Trobe University, Melbourne, Australia

131Perioperative Services, Intensive Care Medicine
and Pain Management, Turku University Hospital and
University of Turku, Turku, Finland

132Department of Neurosurgery, Kaunas University
of Health Sciences, Kaunas, Lithuania

133Intensive Care and Department of Pediatric
Surgery, Erasmus Medical Center, Sophia Children’s
Hospital, Rotterdam, The Netherlands

134Department of Neurosurgery, Kings college
London, London, UK

135Neurologie, Neurochirurgie und Psychiatrie,
Charit�e – Universit€atsmedizin Berlin, Berlin, Germany

136Department of Intensive Care Adults, Erasmus
MC– University Medical Center Rotterdam,
Rotterdam, the Netherlands

137icoMetrix NV, Leuven, Belgium
138Movement Science Group, Faculty of Health and

Life Sciences, Oxford Brookes University, Oxford, UK
139Psychology Department, Antwerp University

Hospital, Edegem, Belgium
140Director of Neurocritical Care, University of

California, Los Angeles, USA
141Department of Neurosurgery, St.Olavs Hospital,

Trondheim University Hospital, Trondheim, Norway
142Department of Emergency Medicine, University

of Florida, Gainesville, Florida, USA
143Department of Neurosurgery, Charit�e –

Universit€atsmedizin Berlin, corporate member of Freie
Universit€at Berlin, Humboldt-Universit€at zu Berlin,
and Berlin Institute of Health, Berlin, Germany

144VTT Technical Research Center,
Tampere, Finland

145Section of Neurosurgery, Department of Surgery,
Rady Faculty of Health Sciences, University of
Manitoba, Winnipeg, MB, Canada

ORCID

Benjamin Ya€el Gravesteijn http://orcid.org/0000-
0001-8096-5803
Charlie Aletta Sewalt http://orcid.org/0000-0003-
3270-4814
Giuseppe Citerio http://orcid.org/0000-0002-
5374-3161
Ari Ercole http://orcid.org/0000-0001-8350-8093
Hester Floor Lingsma http://orcid.org/0000-0003-
2063-9533

B. Y. Gravesteijn et al. PREHOSPITAL MANAGEMENT OF TRAUMATIC BRAIN INJURY ACROSS EUROPE 13



Ewout Willem Steyerberg http://orcid.org/0000-
0002-7787-0122
Andrew I. R. Maas http://orcid.org/0000-0003-
1612-1264
David K. Menon http://orcid.org/0000-0002-
3228-9692
Fiona Elizabeth Lecky http://orcid.org/0000-0001-
6806-0921

References

1. Feigin VL, Nichols E, Alam T, Bannick MS, Beghi E, Blake

N, Culpepper WJ, Dorsey ER, Elbaz A, Ellenbogen RG, et al.
Global, regional, and national burden of neurological disor-

ders, 1990–2016: a systematic analysis for the Global Burden
of Disease Study 2016. Lancet Neurol. 2019;18(5):459–80. May

1doi:10.1016/S1474-4422(18)30499-X.
2. Majdan M, Plancikova D, Brazinova A, Rusnak M, Nieboer

D, Feigin V, et al. Epidemiology of traumatic brain injuries

in Europe: a cross-sectional analysis. Lancet Public Heal.
2016;1(2):e76–83. Available from: https://www.thelancet.

com/journals/lanpub/article/PIIS2468-2667(16)30017-2/fulltext
3. Chesnut RM, Marshall LF, Klauber MR, Blunt BA, Baldwin

N, Eisenberg HM, et al. The role of secondary brain injury in

determining outcome from severe head injury. J Trauma Inj
Infect Crit Care. 1993;34(2):216–22. Available from: http://

www.ncbi.nlm.nih.gov/pubmed/8459458
4. Davis D, Dunford J, Poste J, Ochs M, Holbrook T, Fortlage

D, et al. The Impact of Hypoxia and Hyperventilation on
Outcome after Paramedic Rapid Sequence Intubation of
Severely Head-injured Patients. J Trauma Inj Infect Crit Care.

2004;57(1):1–10. Available from: https://insights.ovid.com/
pubmed?pmid=15284540

5. Maas AIR, Menon DK, Steyerberg EW, Citerio G, Lecky F,
Manley GT, Hill S, Legrand V, Sorgner A, CENTER-TBI

Participants and InvestigatorsCollaborative European neuro-
trauma effectiveness research in traumatic brain injury
(CENTER-TBI): A prospective longitudinal observational

study. Neurosurgery. 2015;76(1):67–80. doi:10.1227/NEU.
0000000000000575.

6. Steyerberg EW, Wiegers E, Sewalt C, Buki A, Citerio G,
Keyser VD, et al. Case-mix, care pathways, and outcomes in

patients with traumatic brain injury in CENTER-TBI: a
European prospective, multicentre, longitudinal, cohort
study. Lancet Neurol. 2019;18(10):923–34.

7. Cnossen MC, van den Brande R, Lingsma H, Polinder S,
Lecky F, Maas A. Prehospital trauma care among 68 European

neurotrauma centers: Results of the CENTER-TBI Provider
Profiling Questionnaires. J Neurotrauma. 2018;36(1):176–181.

Available from: http://www.ncbi.nlm.nih.gov/pubmed/
29732946

8. Raj R, Siironen J, Kivisaari R, Kuisma M, Brinck T,

Lappalainen J, Skrifvars MB. Factors correlating with delayed
trauma center admission following traumatic brain injury.

Scand J Trauma Resusc Emerg Med. 2013;21(1):67. Available
from: https://sjtrem.biomedcentral.com/articles/10.1186/
1757-7241-21-67/.

9. Lodwick G, Edwards L. Paediatric retrieval services: is it bet-
ter to 'stay and play' or 'scoop and run'? Br J Hosp Med

(Lond). 2017;78(2):118[Internet]. Feb 2 [cited 2019 Aug 13].
Available from: http://www.magonlinelibrary.com/doi/10.

12968/hmed.2017.78.2.118.
10. Nirula R, Maier R, Moore E, Sperry J, Gentilello L. Scoop

and run to the trauma center or stay and play at the local

hospital: hospital transfer’s effect on mortality. J Trauma.

2010;69(3):595–9. Available from: http://www.ncbi.nlm.nih.

gov/pubmed/20838131
11. Smith RM, Conn AK. Prehospital care� Scoop and run or

stay and play? Injury. 2009;40:S23–S6. Available from:

https://www.sciencedirect.com/science/article/pii/S0020138

309005531?via%3Dihub
12. King S. Stay & play vs. scoop & run. JEMS. 2003;28(6):14.

Available from: http://www.ncbi.nlm.nih.gov/pubmed/

12830791
13. von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC,

Vandenbroucke JP, STROBE InitiativeStrengthening the

Reporting of Observational Studies in Epidemiology

(STROBE) statement: guidelines for reporting observational

studies. BMJ. 2007;335(7624):806–8. Available from: http://

www.ncbi.nlm.nih.gov/pubmed/17947786.
14. Ringdal KG, Coats TJ, Lefering R, Di Bartolomeo S, Steen

PA, Røise O, Handolin L, Lossius HM, Utstein TCD expert

panelThe Utstein template for uniform reporting of data fol-

lowing major trauma: a joint revision by SCANTEM, TARN,

DGU-TR and RITG. Scand J Trauma Resusc Emerg Med.

2008;16(1):7. Available from: http://sjtrem.biomedcentral.

com/articles/10.1186/1757-7241-16-7.
15. Steyerberg EW, Mushkudiani N, Perel P, Butcher I, Lu J,

McHugh GS, Murray GD, Marmarou A, Roberts I, Habbema

JDF, et al. Predicting Outcome after Traumatic Brain Injury:

Development and International Validation of Prognostic

Scores Based on Admission Characteristics. Singer M, editor.

PLoS Med. 2008;5(8):e165. Available from: http://dx.plos.

org/10.1371/journal.pmed.0050165.
16. Merlo J, Chaix B, Ohlsson H, Beckman A, Johnell K, Hjerpe

P, Råstam L, Larsen K. A brief conceptual tutorial of multi-

level analysis in social epidemiology: using measures of clus-

tering in multilevel logistic regression to investigate

contextual phenomena. J Epidemiol Community Health.

2006;60(4):290–7. Available from: http://jech.bmj.com/

doi:10.1136/jech.2004.029454.
17. Cnossen MC, van der Brande R, Lingsma HF, Polinder S,

Lecky F, Maas AIR, the CENTER TBI Investigators and

Participants. Prehospital Trauma Care among 68 European

Neurotrauma Centers: Results of the CENTER-TBI Provider

Profiling Questionnaires. J Neurotrauma. 2019;36(1):176–81.

Available from: https://www.liebertpub.com/doi/10.1089/

neu.2018.5712.
18. Cudnik MT, Newgard CD, Wang H, Bangs C, Herringtion R.

Endotracheal Intubation Increases Out-of-Hospital Time in

Trauma Patients. Prehospital Emerg Care. Prehosp Emerg

Care. 2007;11(2):224–9. Available from: http://www.tand-

fonline.com/doi/full/10.1080/10903120701205208.
19. Chesnut RM, Marshall SB, Piek J, Blunt BA, Klauber MR,

Marshall LF. Early and late systemic hypotension as a fre-

quent and fundamental source of cerebral ischemia following

severe brain injury in the Traumatic Coma Data Bank. Acta

Neurochir Suppl (Wien). 1993;59:121–5. Available from:

http://www.ncbi.nlm.nih.gov/pubmed/8310858.
20. Miller JD, Sweet RC, Narayan R, Becker DP. Early Insults to

the Injured Brain. JAMA. 1978;240(5):439. Available from:

http://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.

1978.03290050029011.
21. Little RJA, Rubin DB. Statistical Analysis with Missing Data.

J Educ Stat. 1991;16(2):150. Available from: https://www.

jstor.org/stable/1165119?origin=crossref.
22. Cnossen MC, Polinder S, Lingsma HF, Maas AIR, Menon D,

Steyerberg EW, CENTER-TBI Investigators and

ParticipantsVariation in structure and process of care in trau-

matic brain injury: Provider profiles of European Neurotrauma

14 PREHOSPITAL EMERGENCY CARE �/� 2020 VOLUME 0 / NUMBER 0



Centers participating in the CENTER-TBI study. PLoS One.

2016;11(8):e0161367. doi:10.1371/journal.pone.0161367.
23. Ebben RH, Vloet LC, Verhofstad MH, Meijer S, Groot JAM, van

Achterberg T. Adherence to guidelines and protocols in the preho-

spital and emergency care setting: a systematic review. Scand J

Trauma Resusc Emerg Med. 2013;21(1):9. Available from: https://

sjtrem.biomedcentral.com/articles/10.1186/1757-7241-21-9.
24. Cnossen MC, Scholten AC, Lingsma HF, Synnot A, Tavender

E, Gantner D, et al. Adherence to Guidelines in Adult

Patients with Traumatic Brain Injury: A Living Systematic

Review. J Neurotrauma. 2016. Available from: http://www.

liebertpub.com/doi/10.1089/neu.2015.4121.
25. Neeraj Badjatia A, Carney N, Crocco TJ, Elizabeth Fallat M,

Halim A, Hennes FM, Andrew Jagoda FS, et al. Prehospital

Guidelines 2 nd Edition Guidelines for Prehospital

Management of Traumatic Brain Injury. 2006. Available
from: http://www.lifeflightmaine.org/Documents/EMS-and-
Hospitals/Research/Brain-Injury/Prehospital-TBI-Management-
12-2006.aspx

26. Bernard SA, Nguyen V, Cameron P, Masci K, Fitzgerald M,
Cooper DJ, et al. Prehospital Rapid Sequence Intubation
Improves Functional Outcome for Patients With Severe
Traumatic Brain Injury. Ann Surg. 2010;252(6):959–65. doi:10.
1097/SLA.0b013e3181efc15f.

27. Gravesteijn BY, Sewalt CA, Ercole A, Lecky F, Menon D,
Steyerberg EW, et al. Variation in the practice of tracheal
intubation in Europe after traumatic brain injury: a pro-
spective cohort study. Anaesthesia. 2019;75:7–10.
Available from: https://onlinelibrary.wiley.com/doi/abs/10.
1111/anae.14838.

B. Y. Gravesteijn et al. PREHOSPITAL MANAGEMENT OF TRAUMATIC BRAIN INJURY ACROSS EUROPE 15


	Abstract
	Introduction
	Methods
	Study Design
	Patient Selection
	Statistical Analysis

	Results
	On-Scene Time
	Predictors of Hypotension and Hypoxia
	National Variation

	Discussion
	Conclusion
	Acknowledgments
	Orcid
	References


