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Introduction:

Delaysin recognition and escalation of neurological deterioration in traumatic brain injury (TBI) contribute to
secondary brain injury and worse outcomes. We, in adistrict general hospital (DGH), hypothesised that analysis
of the TBI pathway would identify delays amenable to improvement through a structured emergency response
pathway (‘Code Black’) supported by a standardised “BLOWN pupil” protocol.

Methods:

A retrospective service evaluation was conducted in aDGH in east London. Adult mechanically ventilated TBI
patients admitted under neurosurgery were identified (n=50). Key time points were extracted from electronic
patient records, including time to computed tomography (CT), neurosurgical intervention, and neurointensive
therapy unit (NITU) admission. Delays and contributory factors were analysed. Findings informed devel opment
of amultidisciplinary escalation pathway (Code Black) and abedside cognitive aid for acute pupillary changes.

Results:

Mean time from Blown pupil diagnosis confirmation to CT was 42 minutes (target 30 minutes). Time from
diagnosisto category 1 neurosurgery for these patients was 3 hours 45 minutes. Delays were multifactorial,
including communication gaps, bed availability, transition from paper to electronic platform, and workflow
inefficiencies. Earlier neurosurgical involvement and coordinated team responses were associated with improved
timelines.

Conclusion:

Significant delays exist across the TBI pathway, particularly in imaging, escalation, and definitive care. The
‘Code Black’ pathway standardises early recognition, rapid team mobilisation, and timely transfer to CT and
definitive care, supported by a structured BLOWN pupil protocol. We intend to re-audit outcomes following
implementation and undertake awider national service evaluation to assess impact and generalisability.
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Be Aware
-3+ Recognize sudden fixed & dilated pupil!!
-3 Consult drug chart to rule out mydriatics
=4 -5 MDTinvolvement - Neurosurgeons,
Neuroanaesthetists, Radiology, Neuro
ICU

Lifesaving ABCDE
2 A Intubate, if not already done
408 Sp02>94%; Pa02>13kPa; EtCO2 4.5to 5 kPa

|p. c Large bore access- peripheral/central, MAP
target >80mmHg, Art line if no delay caused
| ¥ | Document GCS; reassess pupils

Prepare for CT scan; keep warm

Osmotherapy l
-+ First line - 3% hypertonic saline (3-5ml/kg]
e over 30 min

- Avoid HS is Na>155mEq

-+ Mannitol 20% (0.5-1G/KG) |V STAT '

Wheel To CT Scan A

-» Radiographer ready -@_
4

-» Min 3 staff- Anaesthetic Reg + CCOT
Reg+ Bedside nurse

-+ Stealth CT scan

Neurosurgery “
Decision at CT scan by Neuro Surgery
..q Consultant % )

-3 EVD (Hydrocephalus)

-3 Craniectomy/ Evacuation (Mass
lesion)

-» Conservative/ Irreversible Prognosis

For further information, contact nikita.bhugra@nhs.net

Code Black- Blown pupil pathway



