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Scheda filtro per segnalazione pazienti con grave cerebrolesione acquisita  
 

Da inviare al Coordinamento Dimissioni Complesse ai seguenti recapiti: 

e-mail: dimissioni.casicomplessi@uslcentro.toscana.it 

Fax  055 6933234 
 
 

PRESIDIO______________________UO/Reparto_________________________Tel__________________ 

 
COGNOME______________________NOME_____________________DATA DI NASCITA____________ 

 
INDIRIZZO: via/p.zza____________________________________ COMUNE__________________ PROV.____ 
 
Familiare di riferimento________________________________________Tel_______________________ 
 
DIAGNOSI_____________________________________________________________________________ 

 
___________________________________________________ Data dell’evento_______________ 
 
Ricoverato dal_________________Dimissibile dal________________ Barthel anamnestico_________ 

_ 

 

SCORE 
(grado assorbimento 

risorse) 

 

Condizione clinica 
 

 

SI / NO 
(riportare il punteggio o 

specificare) 

3 Glasgow Coma Score  ≤  8  

2 Glasgow Coma Score  9-11  

1 Glasgow Coma Score  ≤  12   

2 Catetere Venoso Centrale  

2 Instabilità cardiaca* (angina/aritmie)  

2 Instabilità pressoria*  

2 Tracheostomia  

3 Ventilazione non invasiva  

5 Ventilazione meccanica invasiva  

1 Respiro spontaneo con supporto O2  

2 Aspirazioni oro-tracheali frequenti  

1 Altre stomie (indicare quali)  

1 Incontinenza uro/fecale  

2 Nutrizione tramite PEG/SNG (specificare)  

2 Infezioni ricorrenti*  

3 Decubiti e/o necessità di medicazioni complesse  

2 Fratture  

2 Indice di Barthel = 0**  

2 Crisi epilettiche e/o Agitazione psicomotoria*  

Totale   

 
Specificare eventuali complessità cliniche e/o tipologia di infezioni contratte e terapia antibiotica: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
* quando presenti con incidenza almeno bisettimanale e richiedono intervento medico/farmacologico e monitoraggio 
** da compilare quando GCS ≤  12  

 
 
Data____________   Timbro e firma del Medico_____________________________ 
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VALUTAZIONI  (la valutazione neurologica è obbligatoria per pz con GCS ≤  8): 
 
VALUTAZIONE DEL RIANIMATORE (in fase di dimissibilità) 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Data_________    Medico___________________________ 
 

VALUTAZIONE FISIATRICA (in fase di dimissibilità) 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Data_________    Medico___________________________ 
 

VALUTAZIONE NEUROLOGICA (in fase di dimissibilità) 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 

Data_________    Medico___________________________ 

ESAMI (allegare copia referti) 

ESAMI OBBLIGATORI 
ESAMI/SCALE FACOLTATIVI O A GIUDIZIO DEL 

NEUROLOGO/NEUROFISIOPATOLOGO ESPERTO 

EEG standard (per pz non vigili) EEG Video-Polisonnografia, V-PSG 

PESS AASS (per pz non vigili) BAEPs 

TC CEREBRALE PEV (flash, pattern) 

RM CEREBRALE (in alternativa alla TC) Potenziali Cognitivi (P300, MMN, Altro) 

 CRS-R (riportare il punteggio):__________ 

 LCF (riportare il punteggio):____________ 

 Altro (specificare): 

 

PROPOSTA DI INSERIMENTO IN (*):      ≤  COD.75       ≤  AIH       ≤  AIEH       ≤  BIEH 
 

(*): indicare il setting sulla base della flow chart per l’ingresso nel percorso GCA (allegato 2) 
 
NOTE (da compilare obbligatoriamente per motivare setting discordante rispetto all’allegato 2): 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 

 

DATA       TIMBRO E FIRMA DEL MEDICO 

 



Reviewer 2:

I still don't understand the rationale for going

through all these investigations for the sole

purpose of deciding rehabilitation status.

it's hard to imagine the utility of such an

endeavor under a hospital wide protocol.





Neurophysiological and neuroradiological

multimodal approach for early poor

outcome prediction after cardiac arrest

Scarpino M, Lanzo G, Lolli F, Carrai R, Moretti M,

Spalletti M, Peris A, Amantini A, Grippo A.

Under second review Resuscitation



Neurophysiological and neuroradiological

multimodal approach for early poor outcome

prediction after cardiac arrest

 .Post cardiac arrest subjects admitted to the 

ICU between  May 2014 and March 2017 

(n=273) 

Intracranial Hemorrhage (n = 3) 

Brain Infarction (n =1) 

Intravenous Contrast (n =1) 

Large scanning artifacts (n = 2)  

 

Surgical or traumatic cause of 

arrest (n = 25) 

SEPs and EEG not performed 

within 24 hours after arrest (n = 

16) 

Subjects with brain SEPs, EEG and Brain 

CT within 24 hours post arrest (n =190) 

Brain CT not performed within 

24 hours of arrest (n=36) 

Patients with SEPs, EEG and Brain CT 

available for analysis (n =183) 

Bilateral absence of N20-P25 

associated to absence of P14 

(n = 6) 

Scarpino et al., 

under second review 

Resuscitation





 .

Scarpino et al., under second review 

Resuscitation

SEPs:  AA-AP

GM/WM ratio: <1.21

EEG: isoelectric/burst-suppression



 .



“Sensitivity”-oriented 

multimodal prognostic approach

 Having all the single tests suboptimal sensitivity, the
availability of all the three in the same patient
increased the identification of subjects with poor
outcome at an early stage.

 In case the clinician is confident in using only a
single parameter for ominous outcome
prediction, and considering all the patterns of each
instrumental test with a specificity of 100% for poor
outcome (isoelectric/burst-suppression EEG patterns,
AA-AP SEP patterns, GM/WM ratio <1.21), it is
possible to increase the sensitivity of ominous
outcome prediction to 71.5%.



“Reliability”-oriented 

multimodal prognostic approach

 the contemporary presence of at least two
patterns predicting poor outcome in
the same patient could make the clinician
more confident in an early (within 24
hours) ominous prediction, albeit at the
cost of a decrease in sensitivity (from 71.5%
to 48%).

 The presence of all three poor
prognostic patterns in the same subject
occurred in a still smaller number of patients
(28/123 with poor prognosis) 23%.



“Reliability”-oriented 

multimodal prognostic approach

Even if this association occurred in a small

percentage of our sample (23%), it could

help deal with problematic management

decisions, with more robust evidence,

obviously in addition to the clinical examination,

performed at least 72 hours after CA, and in

addition to the repetition of neurophysiological

tests.

Scarpino et al., under second review 

Resuscitation



Solo Prognosi Sfavorevole?

INDICATORI DI PROGNOSI FAVOREVOLE

Spalletti et al., 2016





CONCLUSIONI

L’OTTIMIZZAZIONE DEL PERCORSO

DELLA FASE POST-ACUTA DEI PAZIENTI

AFFETTI DA HIE, DEVE INIZIARE GIA’ IN

UNA FASE PRECOCE MEDIANTE UNA

VALUTAZIONE STRUMENTALE

MULTIMODALE, ASSOCIATA OVVIAMENTE

SUCCESSIVAMENTE ALLA VALUTAZIONE

CLINICA.



GRAZIE 

PER

L’ATTENZIONE


