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Case report

Severe traumatic brain injury in a child falling from the fourth
floor and a remarkable recovery with exquisite team
management
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A 04-year-old child sustained a severe head injury as a result of a fall from the fourth floor

to a cemented surface on 20 Sep 2011. Prompt resuscitation by the pediatric team and

decompressive craniectomy followed by elective ventilation resulted in remarkable

recovery of both the motor deficit (Hemiplegia) and Dysphasia.

Copyright ª 2012, Neurotrauma Society of India. All rights reserved.
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1. Case report fissure and hypodensity of the L Temporal region suggestive of
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1.1. History

This 04-year-old female child was in good health, when she

accidentally fell from the verandah of her fourth floor house to

the cemented road below on 20 Sep 2011.

She was rushed to hospital in a comatose state. Evaluated

within 1 h of accident she was found to have an unstable

respirationwith apneic spells. Her heart ratewas 146/min. Her

GCS was E1V1M4-5 with (Rt) Hemiplegia. There was a Left

Fronto-parietal boggy scalp swelling. There was Left sixth

nerve palsy. An IV line was established and fluid resuscitation

initiated.With intermittent bag andmask and oxygen support

she was rushed to the CT center.

CT scan showed of depressed fracture of the Left Frontal

region. There was evidence of bleeding in the Left Sylvian
n (K.I. Mathai).
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an evolving contusion or infarct (Fig. 1).

Ultrasound for abdominal trauma, chest X-ray and skeletal

survey revealed only a fracture of her wrist.

The child was resuscitated and intubated in the pediatric

intensive care unit while the operation theater was reached

and blood transfusions arranged.

1.2. Surgical procedure

A Fronto-parieto-temporal decompressive craniectomy was

done. The dura was opened with stellate incisions and clots

and contusions irrigated away. Warm saline irrigation in the

Sylvian fissure was continued and blood transfusion given till

return of pulsality of MCA branches was achieved. A Tempo-

ralis fascia dural patch was used to provide a wide duraplasty.

The bone flap was cleaned and wrapped in sterile plastic for
ty of India. All rights reserved.
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Fig. 1 e CT scan showing Sylvian region contusion and MCA Territory Hypodensity.

Fig. 2 e Child with no significant deficit post-cranioplasty.

t h e i n d i a n j o u r n a l o f n e u r o t r a uma 9 ( 2 0 1 2 ) 5 9e6 160

ad
ed

 fo
r 

pe
rs

on
al

 u
se

 o
nl

y.
 U

na
ut

ho
riz

ed
 d

is
tr

ib
ut

io
n 

is
 s

tr
ic

tly
 p

ro
hi

bi
te

d.
refrigeration. The patient was electively ventilated thereafter

for 72 h.
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1.3. Post-operative recovery

Weaning was achieved successfully by day 5 post-operatively.

(Rt) Hemiplegia and dysphasia persisted.

By 10 days post-op therewas return of power initially in the

lower limb and then in upper limb. Speech started returning

by the third week post-operatively.

On 28 Oct 2011 she was taken up again for restoration of

cranial integrity. The bone flap was replaced.
1.4. Present status

The child is now ambulating with mild weakness (4/5) of R

upper limb. She is now speaking a few words. Antiepileptics

are being continued for six months (Fig. 2).
2. Discussion

Pediatric Brain injuries behave differently from adult TBI.1

The Childs brain is relatively hypersensitive to hypoxia
but dramatic resilience is demonstrated with expedient

management.

In this patient prompt fluid resuscitation2 and opportune

surgical management helped avert the secondary cascades3

which would have lead on to irreversible neurological deficits.

The importance of early and appropriate resuscitation and

surgical intervention is highlighted in this case.4

Routine ICP monitoring is not performed in all patients at

our center. The status of brain bulge is apparent after

a decompressive craniectomy and along with neurological

status provides sufficient clues for post-operative ventilatory

and anti-edema manipulations.5

Monitoring Brain Tissue Oxygen (PbO2) has been reported

to be of benefit in the management of the severely head

injured patients.6,7

A team approach to Traumatic Brain Injury and opportune

interventions are the key to hearting results.8,9
3. Conclusion

Falling from the fourth floor to a cemented ground resulted in

a severe head injury. Prompt team based management by the

pediatric team, Neuro surgery, Neuro Anesthetic team, has

lead to remarkable recovery.

http://dx.doi.org/10.1016/j.ijnt.2012.04.006
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