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Neurocritical Care Society
• Multi-disciplinary medical society focused on the acute care of 

patients with neurological catastrophes 
(TBI, stroke, hypoxic-ischemic brain injury from cardiac arrest)

• Emergency and intensive care unit management
• 3206 members
• Mission includes research, education, outreach

• Our role in acute TBI is to:
• Save the patient’s life
• Prevent/limit secondary brain injury
• Prepare patient for recovery/rehabilitation
• Work with families when injury is too severe



Why Curing Coma?
• What are the questions that patients (or most often their families) ask when in the ICU?

• Are they going to die?
• Are they going to wake up and be able to talk to and understand us?
• Is there anything you can do to increase their chances of waking up and having good 

cognitive function?
• These are the questions that matter most to patients, families, and to us

• This cuts across most diseases we treat in neurocritical care (stroke, traumatic brain 
injury, hypoxic-ischemic brain injury, encephalitis/meningitis, status epilepticus, etc)

• What do we mean by “Curing Coma”?
• promoting recovery of consciousness through early intervention and long-term 

support
• Think coma “writ large”. Across the range of disordered consciousness; focus on 

recovery.



How We Prognosticate Coma Recovery –
Current State

• Phenotype
• Neurological exam at presentation 

and at the time we examine the 
patient (GCS, brainstem, motor)

• Demographics
• Age, medical comorbidities

• Anatomic imaging of lesions
• Hematoma location, thickness of 

subarachnoid hemorrhage, 
amount of midline shift, cisternal 
effacement

• Mathematical models based on this 
data

http://www.tbi-impact.org/

Hemphill Stroke 2001



Self-fulfilling Prophecy
• Nihilism has been a common theme in the acute care of TBI patients 

(and other neurocritical care patients)
• Care limited due to “poor prognosis” in a patient that can (and would) recover

• Heterogeneity in Canadian trauma centers and head injury 
(Turgeon CMAJ 2011)

• Early do-not-resuscitate orders in intracerebral hemorrhage 
(Hemphill Stroke 2004)

• Pervasive theme in neurocritical care across all conditions 
(TBI, ICH, SAH, cardiac arrest)

• Why aren’t we better at this?
• We are currently assessing what the patient looks like “now” rather than 

assessing the true underlying mechanism of coma/impaired consciousness and 
the capacity of the brain to recover



What is the Curing Coma Campaign?

• Platform to enable two interrelated 
goals: 

1. Focus the science of acute 
disorders of consciousness (DoC) 
on identifying and testing 
therapeutic interventions

2. Form an enduring community
of medical providers, scientists, 
and advocates to test and 
implement these advances

• Key takeaway – There is a role for 
Everyone in the Curing Coma 
Community

• Initial seed funding from the 
Neurocritical Care Society in 2019

• Currently ~260 active collaborators across various 
aspects of the CCC

• Intensivists, nurses, neurologists, neuroscientists, 
pharmacists, surgeons, rehabilitation specialists

• About half from outside Neurocritical Care Society
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Bodien New England Journal of Medicine 2024

• Multi-center study (6 centers)
• 353 patients underwent Coma Recovery 

Scale-Revised (CRS-R) assessment and had 
“imaging” with fMRI or EEG

• Median 6.3 (0.6-16.9) months from injury
• 50% TBI

About ¼ of our patients who do not 
have clinically apparent (at least to 

us) command following, are following 
commands in their mind

Patients with CMD are 3 times 
more likely to have significant 

recovery (Claassen NEJM 2019)



3 Scientific Pillars 

1. Endotyping
2. Biomarkers
3. Proof-of-Concept 

Clinical Trials

• Multidisciplinary effort – grand challenge 
• Emphasizing continuum from acute care to recovery

• ICU providers and scientists should be working with post-acute and 
rehabilitation/recovery specialists and vice versa



Gap Analyses – Classification, Mechanisms, Trajectories, Therapies
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Common Data Elements
• CDEs are “content standards that enable clinical investigators to 

systematically collect, analyze, and share data across the research 
community”

• CCC developed the CDEs for Coma and DoC (Brian Edlow, Jan 
Claassen, Jose Suarez co-leads)

• 9 working groups including pediatrics
• Underwent public comment and multiple peer-reviewed 

publications https://link.springer.com/collections/cjhedaffbd
• Online archive https://zenodo.org/records/8172359 with goal of 

integration into NIH/NINDS CDE repository in 2025

https://link.springer.com/collections/cjhedaffbd
https://zenodo.org/records/8172359


World Coma Day
• Outreach for engagement of collaborators, 

public, and science community
• First WCD in 2021. Pandemic brought us 

together.
• 24 hour virtual event. Zoom platform.

• WCD 2023
• 966 registrants
• 56 speakers and moderators
• 100 countries
• ”Shoutouts” from ICUs, rehabilitation 

units, research labs arounds the world
• “Stories of Hope” – patients & families

• WCD 2024 – YouTube format, >43,000 
views



Helbok Neurocritical Care 2022

TBI is an extremely common 
neurocritical care condition

This is where patients start, and 
it directs whether patients 
survive and where they go



Curing Coma
• “Curing coma” is mostly about culture change. Moving from pessimism 

and nihilism to “awakening hope” in a realistic and responsible manner
• Recognizing prognostic uncertainty – “prognostic humility”
• Recognizing the limits of the clinical neurological examination and the 

need for additional ways to assess consciousness
 Imaging, electrophysiology, advanced/standardized neuro exam

• Treating patients in the acute care (ICU) setting and post-acute 
(rehabilitation) setting based on the potential for recovery, not just 
what they look like in the moment
 Endotype versus phenotype

• Without rehabilitation for recovery, there is a negative feedback that 
reinforces nihilism in the ICU




