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Abstract  Patients with traumatic brain injury often experience different degrees of increased intracranial
pressure(ICP), which is a significant physiopathologic factor associated with various clinical symptoms and poor
outcomes. Timely and effective ICP monitoring in patients with traumatic brain injury plays a crucial role in provi-
ding accurate information for clinical decision-making and improving the prognosis of patients. Selecting appropri-
ate ICP monitoring tools for patients with different degrees of brain injury is beneficial for monitoring the condition
and reducing the patients’ discomfort. This paper provides a comprehensive review and discussion of the current
progress in the application of invasive and non-invasive ICP monitoring methods in patients with traumatic brain
injury, aiming to explore the development direction and application prospects of non-invasive ICP monitoring in the
future.
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