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A CASE OF POLITRAUMA TREATED IN THE ICU OF IASI NEUROSURGERY 

HOSPITAL (Abstract): We present the case of  T. A., a 17 years old woman, victim of a scooter 

accident. The patient was admitted in the ICU in deep coma (Glasgow Coma Scale 5), with 

politrauma: severe head trauma, left occipital hematoma and laceration, bilateral fronto-temporal 

haemorragic contusions, double fracture of the mandibula, pulmonary contusion, abdominal 

trauma, fracture of the left clavicle and distal epiphysis of the left radius bone. The patient 

suffered multiple neurosurgical operations. She was mechanically ventilated for 10 days and 

suffered complications such as ARDS, bacterial meningitis and severe sepsis with hospital 

aquired microorganisms. During the stay in ICU, after an alternating but eventually positive 

evolution, the rehabilitation therapy was instituted. At discharge, the patient was conscious (GCS 

– 11), with sensory aphasia and right hemiparesis and was referred to a neurologic rehabilitation 

clinic. 
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INTRODUCTION 

Politrauma is a syndrome determined by the action of different powerful agents (e.g. 

mechanical, chemical) that affect at least two regions of the human body, and at least one has 

a lethal potential. 

The etiology and gravity of politrauma has very much changed in the last century due to 

the development of mankind (warfare tehniques, car industry a.s.o.).  

We present the case of  a victim of a scooter accident.. The patient was admitted in the 

ICU in deep coma (Glasgow Coma Scale 5), with politrauma: severe head trauma, left 

occipital hematoma and laceration, bilateral fronto-temporal haemorragic contusions, double 

fracture of the mandibula, pulmonary contusion, abdominal trauma, fracture of the left 

clavicle and distal epiphysis of the left radius bone.  

 

CASE PRESENTATION 

The patient T.A., female, aged 17, victim of a scooter accident, without other known 

pathology or drug abuse history, is brought by the ambulance at the Emergency Department 

of Iasi Neurosurgery Hospital in deep coma (Glasgow Coma Scale 5 – E1V1M3). She was 

brought intubated, sedated with propofol, mechanically ventilated, with flexion of both arms, 

pupils equally in diameter. The patient is haemodinamically stable, with breath sounds 

present equally bilateral. The politrauma has a craniofacial component (severe head trauma), 

a thoraco-abdominal and extremities component. The cerebral native CT-scan revealed 

bilateral fronto-temporal haemorragic contusions, left occipital hematoma and laceration, 

with diffuse cerebral edema without mass effect and left parieto-occipital cominutive 



Romanian Journal of Medical and Dental Education 

Vol. 1, Pilot Issue, 2012 

 

60 

fracture. Because the cerebral lesions didn't require emergent surgical intervention, the 

patient was sent to the Surgery Clinic for the diagnosis and treatment of the thorax, abdomen 

and extremity lesions. 

The patient returns in our clinic after 12 hours, diagnosticated with left basal pulmonary 

contusion, superficial splenic lesion, double fracture of the mandibula, fracture of the left 

clavicle and distal epiphysis of the left radius bone, none of which had necessitated 

emergency operation. 

She was admited in the Intensive Care Unit (ICU), sedated, mechanically ventilated with 

muscle relaxant (IPPV mode – intermitent positive pressure ventilation).  

The lab tests were normal except for the hemoglobin (8.5 g/dl), hematocrit (25.5%) and 

white cell count (19800/mm
3
). The seriated arterial blood gases were maintained acceptable 

during hyperventilation. 

After 24 hours of mechanical ventilation the patient presents suddenly left midriasys. The 

CT scan shows, apart from the lesions presented at admission, the augmentation of the 

cerebral edema with the colabation of the left lateral ventricle and important midline shift 

towards right. After some debate, the surgeons performed an emergent decompressive 

craniectomy. 

In the postoperative period, the midriasys resolves, pupils become equal again, but the 

patient begins to present pulmonary rales and fever (over 38ºC) (being mechanically 

ventilated). In addition, she presents bilateral chest infiltrates on the chest X-ray;  

corroborated with a low hypoxemia score (PaO2/FiO2 under 200 mmHg), and a suggestive 

clinical context (pulmonary contusion),  all these criteria sustain the diagnosis of acute 

respiratory distress syndrome (ARDS) (Bernard, Artigas, 1994). Despite its controversial 

effect, high dose corticotherapy was initiated. 

During the first 2 postoperative days, because of the cerebral edema (fig. 1), we could not 

use PEEP (positive end expiratory pressure); still, we used small tidal volumes for avoiding 

barotrauma. Gradually the muscle relaxant administration was stopped and the controlled 

ventilation mode was converted into an assisted mode, which also allowed the reduction of 

sedative and analgesic drug doses.  

 

  
Figure 1. Postoperative day 1: CT scan. One can observe the brain herniation through the craniectomy 

space 
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At this time, the bacteriology came positive in the pulmonary secretions for Pseudomonas 

aeruginosa, with negative hemocultures, urine and feces cultures; the lab tests show, apart 

from the inflammatory syndrome, a severe anemia (hematocrit 19%), but also moderate 

thrombocitopenia with altered coagulation tests. With the procalcitonin test positive, we 

suspected a sepsis of pulmonary origin. (Surviving Sepsis Campaign, 2004). 

The patient had received broad spectrum antibiotics until the positivation of  cultures; 

aftewards, as guided by the antibiogram (the strain had sensibility for imipenem) She also 

received erytrocite mass and fresh frozen plasma. For two days we initiated inotrop and 

vassopressor therapy because of the hemodynamic instability (severe sepsis). The patient had 

been receiving parenteral nutrition from day one. 

Through the seriated neurological evaluations, the patient began to present reactivity at 

pain stimuli (withdrawal on the left side, right hemiplegia) – GCS – 6 The pupils are equal 

and reactive. The haemorrhagic cerebral lesions are beginning to resolve, and the CT scan 

performed at day 4 shows the diminuation of the mass effect as the brain expansionates 

through the craniectomy space (fig. 2). 

 

 
Figure 2. CT scan: postoperative day 4 

The hypoxemia score gradually improves, corelated with the chest X-ray images. ARDS is 

resolving, but the patient continues to present pulmonary rales and subfever. The chest X ray 

suggests bronchopneumonia.. 

During the 8th postoperative day, the patient opened her eyes. After the T-piece weaning 

protocol, she was detubated (Glasgow coma scale 10). Antibiotherapy was continued 

(imipenem plus levofloxacin). 

After a period of relative stability, the cultures from the tip of the central venous catheter 

become positive also for Pseudomonas aeruginosa, with sensibility for Imipenem. 

In the meantime, several complications of surgery develop – hydrocephalus, external CSF 

fistula and after that, meningitis with coagulazo-negative Staphilococcus susceptible at 

linezolid and vancomycin. 

A continuous lumbar drainage was instituted (because of the meningitis, an external 

ventricular drainage was contraindicated) and vancomycin was added in the therapy. The 

fistula gradually resolves, and the meningitis also. 
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After 7  days of continuous lumbar drainage, for the definitive treatment of hydrocephalus 

a ventriculo-peritoneal shunt was put in place. During the evolution, the heaemorrhagic 

lesions resolve, but an ischemic area in the left frontal lobe persists.  

After 56 days in the ICU, the patient is transferred to a maxillo-facial surgery clinic, where 

the mandibula fracture is resolved. She is sent back after 2 days. 

During the time spent in the ICU, the neurologic rehabilitation therapy was instituted. Se 

was discharged with right hemiparesis, sensory aphasia and deglutition disturbances, 

receiving food via the naso-gastric tube. She was reffered to a neurologic rehabilitation clinic. 

Within one month, the deglutition disturbances ameliorated, and the aphasia partially 

resolved. 

 

DISCUSSION 

It is interesting that the initial neurologic deterioration took place with the patient being 

mechanically ventilated, with the ventilatory parameters corelated with the seriated ABGs. 

After some debate regarding the oportunity and magnitude of the intervention, the right  

decision was made – decompressive craniectomy, which allowed the brain to expansinate 

through the craniectomy space which allowed the decrease of PIC (intracranial pressure).  

It would have been very useful the PIC monitoring, if we only had one. 

The postoperative external fistula was the cause of  the meningitis with a nosocomial 

microorganism. 

ARDS responded well to corticotherapy, associated with the adjustment of the ventilatory 

parameters, without exceeding the PEEP. ARDS represented the debut of  pseudomonas 

sepsis, which ultimately needed inotropic support. The Pseudomonas pneumonia fulfilled the 

VAP (ventilator associated pneumonia) criteria (Wunderink, 2000). 

It was acutely felt the missing In Iasi of a hospital with all the medical and surgical 

specialties, as this case frequently needed a multidisciplinary evaluation (anesthesiologist, 

intensive care specialist, neurosurgeon, neurologist, general surgeon, maxillo-facial surgeon, 

orthoped, pneumology specialist a.s.o.) 

The patient was hospitalized for 69 days. The costs were partially supported by the family 

and were around 20000 RON. 

 

CONCLUSION 

The decompressive craniectomy, despite the controversies, proved efficient. The diagnosis 

of ARDS was quick, and resolved with high dose corticotherapy, without the use of PEEP. 

Sepsis was treated according to the latest guidelines. The alternating clinical evolution of the 

patient was due to the hospital aquired microorganisms, with multiple antibiotic resistance. 
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