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CASE HISTORY

A 60yr old female was brought to casuality on 30/05/15 by her
attendants(son and daughter) with alleged history of fall from
stairs from a height of nearly 10 feet on 29/05/15 at 9:30pm.



x> She became unconscious following fall for a period of
nearlyl0 minutes followed by spontaneous regaining of
consciousness and severe headache on left side which

was continuous ,dull aching type and was relieved by
vomiting.

= She had three episodes of projectile vomiting with in a
period of one hour. Vomitus was non-bilous, non-blood
tinged with recently ingested food particles .



=oNo history of ENT bleed.
=oNo history of convulsions.

=oNo history of weakness of upper limbs /
lower limbs.

=oNo history of difficulty in breathing.



ON 29/05/15:

With these complaints she was taken to a local
hospital and was treated with analgesics,
antibiotics and iv fluids.

Next day morning she complained of headache
and vomiting followed by drowsiness (but
arousable) and uttering inappropriate words.



INVESTIGATIONS

CT scan was done, identified as having intracerebral bleed and was
referred to KIMS Narketpally.

On arrival to KIMS-30/05/15(4:30pm)-

= Patient was postioned with head end up by 309
= Inj.mannitol 100ml IV bolus was given.

@ Inj.Eptoin 20mg/kg in 100ml NS given.

x> GENERAL PHYSICAL EXAMINATION:

= pt was drowsy but arousable.

2 GCS — E5 M3 V,(10/15)

= Pupils — bilateral normal in size reacting to light.



INVESTIGATIONS

At 5.00pm

ROUTINE :

= Hb% = 10.5 gm%

= Platelets = 2.15lakh/mm3

x> Blood urea = 26mg/dl
= Sr.creatinine = 0.9mg/dl

@ BT = 2min

w CT = 3min

= RBS = 114mg/dI
o Blood group = B+ve
= ABG = WNL

= HIV & HBsAg= Non-Reactive



xoChest Xray :- With in normal limits
212 lead ECG :- With in normal limits
=X ray cervical spine :- normal



CT SCAN-left fronto
temporoparietal acute subdural
hematoma with midline shift




VITALS

wPulse - 84/min regular rhythm, normal
in volume

wBP -120/70 mm of Hg

x=RR -14 per minute, spontaneous,
thoraco abdominal

wTemperature — 98.6F
wSaturation -98% on room air



= Patient was moderately built moderately nourished.

x> No pallor, no icterus, no clubbing, no
lymphadenopathy, no cyanosis.

Examination of Central Nervous System :
x> patient was drowsy but arousable to verbal commands .
x> Speech- speaking inappropriate words



=oCranial nerves - normal
Motor system-
Pt is in supine position , no special attitude
Tone — normal tone
Power- upper limbs —right left
4/5 5/5
lower limbs- 4/5 5/5



REFLEXES:
= Supeficial normal

= Deep tendon reflexes right
biceps 3+
triceps 3+

supinator 3+
knee jerk 3+
ankle jerk 2+

left
2+
2+
2+
2+
2+



= Babenski sign positive on right side.

= Cerebellar and Rombergs sign couldnot be elicited as
patient is in altered sensorium.

= Spine and Cranium were normal.

2 CVS -S1S2 heard.no murmers heard.

= RS -normal vesicular breath sounds heard.
= GIT -no organomegaly.



= Patient was sent for repeat CT scan and was found to have left
sided sub dural hematoma and was planned for Emergency
Craniotomy and Evacuation of hematoma.

@ At 5:30pm-

= Deterioration of conscious levels with GCS E2M3V1(6/15).
= Pupils-left side dilated and sluggishly reacting to light.
x> Right side normally reacting to light



= Pulse-58/min
= BP-140/90mm of Hg
x> Respiratory pattern —hyperventilating and Desaturating.

= In view of above vitals and low GCS patient was
intubated with inj.thiopentone 250mg via rapid
sequence intubation(airway couldnot be assessed) with
7.5mm endotracheal tube fixed at 22 lip mark and
airway was secured.



AFTER INTUBATION




AFTER INTUBATION

VITALS:
=PR-82/min regular
=BP-110/70mm Hg
xSat-98% with FiO2 100%




ON VENTILATOR

At 5.40pm:
Patient was connected to mechanical ventilator
=[PPV mode
x Tidal volume- 350ml
= Frequency - 20breaths /min
= Fi02 - 100%
= PEEP - 0Ocm H20

= She was hyperventilated for 30min and then FiO2 was
set at 80% with frequency 18.



ON ARRAIVAL TO THEATRE

With prior informed written and verbal consent on arraival to theatre
At 6 pm:

= Vitals -stable

@ 2 1V lines were secured

= Right Sub clavian central line was placed and CVP maintained
between 5-8cm H20(as ICP cannot be monitored)

= Patient was maintained with fentanyl infusion @ 10ml/hr and
inj.vecuronium 4mg loading dose followed by 1mg as required for
maintenance of anesthesia.



DURING OPERATION




xoBoth surgery and anesthesia were uneventful
and one pint blood was transfused
intraoperatively.

xoMechanical ventilation was continued in post
operative period and weaned off gradually.

xoAfter extubation criteria was met, patient was
extubated successfully on POD-1.






