Pediatric Traumatic Brain Injury Due to Gunshot Wounds at a General Hospital in Cali, Colombia
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gunshot-wounds (GSW) is a critical those who had 13-15. Initial CT-scan trained medical personnel and primary
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population, since there are few reports
that describe it, especially in
Colombia, where there is a high
incidence.

Methods

An Observational, cross-sectional
study was conducted by
retrospectively collecting clinical data
related to pediatric patients, ages
between 1 and 18 years-old, that
presented TBI due to gunshot-
wounds, who consulted to the ER in
Fundacién Valle del Lili, Cali, Colombia
between January-2003 and December
-2015. A descriptive statistical
analysis was performed for all
considered variables, and Kaplan-
Meier-analysis was used to estimate
the survival function for the study
population. STATA-12.0-software was
used to perform the statistical
analysis.

Results

A total of 33 patients were included
for the analysis (Figure 1). Mean age
was 13,5 years old (SD£4,9), were
75,7% accounted for male patients.
Most of injuries were due to assault
(interpersonal violence) 30,3%
followed by accidental lesions
(27,7%). Most patients with TBI
arrived at the ER by ground
ambulance (72.7%) within 2 hours
(IQR 1-4,5) of the trauma. At
admission to the ER the Injury
Severity Score (ISS) had a median of

had a score of =III, that was
associated with poor prognosis.
Mortality was 42,4%, all of them
associated directly to TBI, with 37,5%
(n=12) of the deaths occurring during
the first 24-hour period. Those who
were discharged were reassessed with
the GOSE that showed: 1: 42,4%, 3-4
18,18%, 5-6: 9,09%, and 7-8:
30,3%.

A comparison among those patients
that survived and those who died was
carried (Figure 2). A Kaplan-Meier-
analysis was done to estimate survival
over time (Figure 3).

Discussion

Historically, Colombia has a high
incidence of violence; some of the
factors that contribute to this situation
are common violence and assault. The
pediatric population is not an
exception to this situation. In Cali,
Colombia, male teenagers are the
most common affected group as has
been demonstrated by literature and
government statistics.

In the pediatric population, published
mortality rates from intracranial GSWs
range from 20% to 60%. The
mortality rate of our cohort fell within
this range (47.9%). 81% of the
survivors showed only minor disability
or better at the last follow-up (GOSE
Score 4 or 5). This rate is comparable
with the results from the St. Louis
study in which 88% of survivors had a
GOSE score of 4 or 5.2.

networks specialized in the prehospital
care of pediatric patients with TBI due
to GSW, giving that the early attention
and adequate transportation of this
patients by an specialized team
increases survival and reduces
mortality.

Conclusions

An alarming number of children were
treated for TBI due to gunshot wounds
due to violence. Most of patients
admitted to the ER had severe injuries
with poor prognosis, and one of the
reasons for this was the lack of
adequate primary care and pre-
hospitality attention to reduce
mortality and improve survival rate.
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Ground Ambulance

9(27.7%%)

2(6.06%)
10(30.3%)
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24(72.7%)

1(3%)

2(6,1%)
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Hospital arrival time

1SS at admission

Glasgow score at admission
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9-12 2(6.1%)
13-15 12 (36.4%)
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Penetrating injury
Outcome data

6(18.2%)
8(24.2%)
10(30.3%)
7(21.2%)
2(6%)

33 (100%)

Glasgow Outcome Scale extended at discharge (GOSE|
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34
5-6
7-8

Death

14 (42.4%)
6(18,18%)

3(9,09%)
10 (30,3%)

Death in the first 24 hours
Death in the first 30 days
* Mean £ SD

** Median (IQR)

Descriptive statistics results

12 (37,5%)
14 (43,75%)

Figure 2.

TABLE 2.
TRAUI AND THOSE WHO DIED

Survived ___Died
19(576) 14 (424)

Ln=33

Survived

GRS 19(57.6)

Died
14424

Total, n=33

15(1007) 155(13-17) 15(13-17)
6618 1(01)  7(212)
13(684)  13(29) 26(788)

208555 204 2(15)

‘Glasgow seore at admission, n(%)

38 11(579)  8(s71) 19(57.6)
912 1053) 100 2(61)
1315 7068)  5(57) 120364

Pupillary examination, n{%)

12(632)  9(643) 21(636)

3058 1) 4(21)

3158 486 7(212)
163) o0 10)

7068 5(357) 120364
2005)  2(143)  a(121)
s(za) 750
1053) o(0) 10)

10452306 953334 1002317

n arterial pressure (MAP)**  77.5 (66-100) 84 (67-94) 83 (6754

155+ 27(21.75) 355 (22.75) 33(22.75)

MARSHALL dlassification, n(’%)
[ 1509 96
Vi 4@y 5.

2 2amn
7) 973

Survived ___Died

data 19(57.6)

Total, n=33

14424

Craniectomy, n{%)
Yes ALy 20
o 15(78.9)
Esquillectomy, n(%)
No 17(895)
2(105) 2014,

12(857)

12(857)

3) 6182
27(818)

29(879)
3) a2

Survived Died

Hospital stay and outcome data — (7

Total, n=33

1a424)

Hospital lenght of stay in days**  8(112)  3.5(1
1CU requirement, n(%)
No 3(s8) 10
¥ 15(789)

12(857)

8 709

1 apy
20(60.6)

1CU lenght of stay (days)** 7341 114 A

APACHE I 15265 1541
Mechanical ventilation

12(857)

82 152273

Mech; 3 5313 17613 3328

Antibiotic prophylaxis, n(%) 10(526)  8(57.
*Mean:SD

** Median (1QR)

Comparison between groups

1) 18(s45)

Figure 3.

Kaplan-Meier survival estimate of pediatric TBI due to gunshot-wounds
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