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Head injuries may result in a wide variety of outcomes in both short and the long 
term. Certain factors, which may be identified immediately following the accident, 
may contribute decisively to the accuracy of the prognosis, and have to achieve 
the most suitable possible rehabilitation plan. Prominent among these factors are 
depth and duration of coma and the duration of post-traumatic amnesia. 
 
Reviewing a brain-injured client's medical records will often provide the attorney 
and rehabilitation professional with valuable insight into the case. It is important 
to focus on specific areas that may not have been emphasized by the treating 
physician. Examples might include the depth and duration of coma and the 
period of post-traumatic amnesia. Both are important indicators of the level of 
brain injury. 
 
Depth and Duration of Coma 
 
This information will provide excellent insight if the physicians are utilizing a 
consistent method of describing the symptomatology along with the depth and 
duration of the coma. In general, patients who are described as having abnormal 
motor function, abnormal eye movements, and increased intracranial pressure 
have prognosis for outcome. 
 
An excellent resource in patient evaluation for cases of this nature is 
Management of Head Injuries by Brian Jennett and Graham Teasdale. Jennett, a 
neurosurgeon from Glasgow, Scotland is recognized as a major researcher in 
closed head trauma. His work on the Glasgow Coma Scale and Glasgow 
Outcome Scale has been followed closely by many of the major closed head 
trauma units in the United States (e.g.. Tufts New England University Medical 
Center's Closed Head Trauma Unit). The scale was developed to aid not only 
physicians but also health-related professionals providing rehabilitation services 
to the brain-injured patient. 
 
Jennett's studies, along with many others, have confirmed that the degree and 
duration of coma will provide a reliable guide to the severity of the diffuse brain 
damage, which followed. The Glasgow Coma Scale was designed to aid in 
assessing the degree and duration of coma by monitoring the following areas: 
eye-opening, motor response, and verbal response. Eye-opening is measured on 
a 4-point scale as follows: no eye opening, eye opening to pain, eye opening to 
speech, and spontaneous eye opening. Motor response is measured on a 6-point 
scale including the following: none, extensor response, abnormal flexion, 
withdrawals, localizes and obeys verbal commands from motor response. The 
final category is verbal performance measured on a 5-point scale including the 
following: no verbal response, incomprehensible sounds, inappropriate words, 



confused conversation and oriented. 
 
Because the term coma is loosely defined and often has different meanings to 
different physicians, it is important that there be consistency in semantics. 
Jennett recommends that the work of the Head Injury Committee of the World 
Federation of Neurosurgical Societies be adopted as the definitive definition of 
coma. This definition is as follows: "an unarousable, unresponsive state, 
regardless of duration; eyes continuously closed." During coma there is no motor 
response to command and no speech. Jennett also warns that it is misleading to 
define coma as an unresponsive state because many responses may occur such 
as those motor movements, which are a reaction to painful stimuli. Jennett adds 
to, and perhaps simplifies the definition of coma by representing it as a state in 
which the individual is "not obeying commands, not uttering words, and not 
opening the eyes." 
 
By utilizing the Glasgow Coma Scale it is possible for a physician or trained 
professional to come up with a coma score or sum of the areas on the coma 
scale. It can be utilized in conjunction with the Glasgow Outcome Scale to help 
determine prognosis. The scale utilizes four basic categories of outcome of 
severe brain injury: vegetative state, severe disability, moderate disability and 
good recovery. 
 
Those patients in a vegetative state show no meaningful response to verbal 
commands, are unable to utter even single word occasionally, and are unable to 
show any motor movement in response to direct verbal command. Any individual 
who can show even the most limited of these functions would be rated as 
severely disabled rather than as being in a vegetative state.  
 
Post-Traumatic Amnesia  
 
In addition to the Glasgow Coma Scale, another early predictor of outcome is 
post-traumatic amnesia. This concept is discussed by Jennett in his book as well 
as in a contributing chapter to the book "Rehabilitation of the Head Injured Adult." 
When post- traumatic amnesia lasts for less than 5 minutes, very mild outcomes 
are anticipated. A period of post-traumatic amnesia of 5 to 16 minutes will result 
in mild head injury and resulting sequelae while moderate head trauma will result 
from a post-traumatic amnesia (P.T.A.) of 1 to 24 hours. Severe head injury 
results when P.T.A. is from 1 to 7 days while very severe head injury is indicated 
by a P.T.A. of 1 to 4 weeks. Anything in excess of 4 weeks usually indicative of 
extremely severe head trauma. The key to assessing the duration of post-
traumatic amnesia is having the patient report that point of time after injury when 
he or she became fully aware of their surroundings. It is extremely important to 
remember that post-traumatic amnesia is not ended at that point at which the 
patient appears awake and is able to talk. Many individuals begin speaking well 
before the end of their post-traumatic period. 
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Degrees of Disability  
 
Severe disability refers to individuals who are conscious but totally dependent 
upon care 24 hours a day. The individuals affected by severe brain injury in this 
classification may show evidence of spastic paralysis, dysarthria, and dysphasia. 
 
Those with a moderate disability are considered independent, but still disabled. 
They generally can take care of their own needs and activities of daily living, can 
utilize public transportation, and in many instances are capable of participation or 
work in a competitive labor market, although in some circumstances this may 
need to be of a sheltered type. The specific cognitive or behavioral sequelae, 
which result from the brain injury, will dictate the level of employment and the 
types of vocational handicaps involved. 
 
In referring to good recovery, Jennett is discussing patients who have a 
restoration of all normal functions, although there may be minimal persisting 
sequelae. 
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