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Abstract Subgaleal haematoma head and blood related disorders
(SH) is a collection of blood be- have been reported to be major
tween the bony skull and the loose causes in older children and adults.
connective tissue. It is almost a Usually, the Small SH resolves spon-
diagnosis confined to the neonatal taneously while the massive ones
age group with very few occurring require active management; often
beyond the age. Presentation could with neuro surgical intervention. It
be sudden or chronic as deteriora- also needs identifying the cause so as
tion in the cardio pulmonary status, to treat and prevent a recurrence.
shock, skin changes, airway ob- We present a case of massive SH in a
struction and neurological se- 5 year old mentally subnormal child
quealae. with seizure disorder with a favour-
While assisted delivery with birth able outcome.

trauma are recognized causal fac-

tors in the neonate, trauma to the

Introduction

Case report

The subgaleal space is the virtual space that sexistA 5-year old girl presented with recurrent convauts of

within the scalp between a thin fibrous sheet kn@sn
the galea aponeurotica and a very tough fibrousrioy
of the skull bone called the periostetifnlt is a space
that extends from the forehead to the nape of #ukn
and also down the sides of the head to a poinjoste

five years and progressive enlargement of the todad
five weeks prior to presentation. The child hadafoc
tonic- clonic convulsions involving right upper and
lower limbs on the second day of life necessitatieg-
natal hospitalization for eleven days.

the ears, in other words more or less the areawhih

the scalp covers the skdif. It has been documented
that infants can lose 50% to 75% of their blooduwa
into the space thus responsible for significant bitbty
and mortality when it is not recognized eari§ubgaleal

Seizures became atonic when child was about thrde a
half year old with associated sudden falls of fietry
of 5-10 per day. There was significant associateldyd
in neuro- developmental milestone as child did sibt

haemorrhage is caused by the rupture of the erngissaruntil one and a half years and was only able talise
veins which are connections between the dural smus bi-syllabic words (baba and mama). Mother defaulted
and scalp vein3? It is seen in the neonatal period often follow up clinic when child was 2 years old claimishe

following vacuum extraction. It may be associatethw
birth trauma, trauma to the head, child abuse aadc-

noticed some improvement though she claimed to have
continued the drugs for child.

lation disorderg.Reports have been made about its oc-

currence following swing related head injury, plunck
of the hair and herbalist's therapeutic intervemtio a
woman with puerperal psycho$i¥ Most small SH

About five weeks prior to presentation mother redic
progressive enlargement of the head which staitet f
as a small swelling at the occiput following d fahen

resolve spontaneously but the rare massive ones oft the child hit her head on a concrete floor duringea

require neurosurgical intervention in the form ekdle

zure episode. No apparent bleeding from the skudiny

aspirations or open drainage with compressive headraniofacial orifices. The head size increased @E®g

dressing.

sively and by the fourth week child could no longen-
trol the head. (Figure 1a) There was associatedfuydai
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discomfort and excessive crying in the child. Thees  second only, no murmur.
no fever. The abdomen was flat, soft and moves with respinati
No area of tenderness. No palpable mass. No organ
At onset of illness child was taken to a privatepital enlargement and bowel sounds were present and nor-
where syrup paracetamol and ampiclox were adminiSmoactive.
tered. No past history of blood transfusion and her
history was not suggestive of sickle cell disease. An assessment of a massive subaponeurotic abscass i
She is the third child in a monogamous family oF6-  Syear old with seizure disorder was made. Massite s
ther is an electronics technician while the mottetails  galeal haematoma was also considered. An urgevit PC
household items. Both parents have secondary schoghowed anaemia (17%), Electrolytes and Urea and Ran
education certificate. dom blood glucose were essentially normal. White
Examination revealed child to be conscious, irtéab Blood cell Count revealed reversal of Neutro-
severely pale, anicteric, in painful distress, dehy-  phi:Lymphocyte ratio for age. Her skull x-ray shalve
drated, afebrile (36.2°C, axillary temperature)d @ massively enlarged head with no involvement of the
finger clubbing, peripheral lymph node enlargement cranial vault. (Figure 2). Scalp ultrasound showetn-
pedal oedema. sive fluid collection in the subgaleal space frawntal
to occipital region with some internal echo straugdi
Her occipito-frontal circumference (OFC) was 62.5cm  Fluid thickness to bone surface was 9.8cm. Clotting
(markedly enlarged), Weight was 12kg,(67% of the eX Time was 7min, PT-14sec (control=13), PTTK-33sec
pected) and length was 100cm (93.5% of the expgcted (control=35sec). Ultrasound guided aspiration ygeld
The head was massively enlarged, translucent, tende  10mls of uniformly bloody aspirate. A reviewed diag

fluctuant with shining scalp with scanty hairs. Téwas  sjs of massive subgaleal haematoma was made.
cranio-facial disproportion. No wound on the scdlpe

swelling extends anteriorly to the supraorbitafgd
laterally to the zygomatic arch and the hairlinstpa- Fig 2: X ray AP &
orly. (Figure 1a and 1b) lateral views

£

Fig 1a: Enlarged
fluctuant head

il

Action taken included counseling of the mother be t
need for admission and the possible line of treatme
She was transfused with 200mls of packed cells,-com
menced on IV Ceftriaxone 100mg/kg /day, daily OFC
measurement, the Neurosurgical unit was invitectéor
management. On the second day, Post transfusion
PCV=27%, she was commenced on serial aspiration
(a total of 2.65 Litres) and serial blood transfunsi
(of 600mls) over 16 days of admission during whicé
OFC reduced to 49cm. Appropriate dose of sodium
valproate was commenced, and significant seizare ¢
trol was achieved. Child was discharged after 1& aem
admission. Has attended follow up on three occasion
\ ' and the head circumference has remained constant.
oA TEReS = (Figure 3)

Child was conscious with significant boggy macro-
cephaly, No signs of raised intracranial pressooesign ~ Fi9 3: Just before dis-
of any cranial nerve deficit, tone was normal aeg¢m  Ccharge
tendon reflexes were intact.

Respiratory rate was 45breaths/minute, chest was sy
metrical, trachea was central, chest expansionumas

form bilaterally and percussion notes were resonant
globally. No added sounds.

Pulse was regular and of moderate volume, pulge ra

was 102beats/minute, no pulse deficit, blood pmessu

was 90/50mmHg, No precordial bulge, apex beat was
located at the left fourth intercostal space, mid-
clavicular line. The heart sounds heard were fnstl

Fig 1b: Posterior E
view of head |
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Discussion bud if the mother had presented earlier.

The apparent improvement in the compliance of the
The presence of recurrent convulsions since thersec mother as regards the follow up might have beentdue
day of life found in this child was not relatedtb@ pres- the survival of the child despite the poor statethaf
ence of the SH as at that age, however it might hav child at admission.

been due to a missed asphyxial insult to the clitdd-
ies have shown that convulsions in the first 4&@8rs
of life are mostly due to birth asphyxXihThe presence
of significantly delayed developmental milestonas i
another pointer to the possibility of such insalfThe
global developmental delay in this child which mani The subgaleal space is a highly distensible spzateit
fested as delayed motor, social and speech develtpm wide enough to accommodate even more than the total
suggests that child might probably be mentally subn blood volume of a child. The management of massive
mal thus suffered some form of neglect from thehmgt ~ SH requires prompt identification, systematic dagie

this may be the reason for late presentation as shi¢- of the accumulated blood with adequately planneddl
dren are prone to abuse and negi&@hough, only one transfusion. Successful management of a massive SH
episode of fall was reported but in view of theartpd boosts the confidence of the care givers in thdtthea
frequency of the drops, the falls could have beaitim  workers and improves compliance to orthodox medical
ple thus resulting in more bleed with each. care. Multidisciplinary approach to the managenmnt
massive SH is highly encouraged. It is also recom-
mended that in the evaluation of post neonatalodil

with a fluctuant macromegaly who have atonic seigur
and perhaps mental retardation, subgaleal haematoma
should be considered so that early recognition and
prompt treatment be given.

Conclusion

The systematic drainage of over 2.5litres and fresien

of only 600mis of blood over the hospitalizatiorripd
was instrumental to the survival of the child. Tdezu-
mulated blood within the subgaleal space in thitddh
well above the estimated upper limit of the totkdoll
volume of the child which under normal condition
should be 1,032mls (51-86mls/k§)The slow progres-
sive nature of the SH in this case typified progi@s of

a chronic subdural haematoriiaWhile most small SH
resolved with conservative management, surgical
evacuation with close drainage of the subgaleatespa
and application of compressive head dressing resdain
the 3fgective treatment of massive subdural haemaAcknowledgement
toma.”
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Emphasis on optimal control of seizures is impdrtan
order to prevent recurrent episode of the SH. Tdwie
rence of this massive SH would have been nippetdean
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