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Surgical trauma and 
associated head injuries: 
A comment
Sir,
I read with great interest the recent publication on 
spectrum of surgical trauma and associated head 

Authors’ reply

Sir,
Thank you for giving us an opportunity to reply for the 
lett er “Surgical trauma and associated head injuries: A 
comment” by Professor Viroj Wiwanitkit.[1] We agree 
that this is a single instate report that might not be a 
good representative of overall situation in Nepal. Many 
studies in the past have discussed the diffi  culties related 
to surgical trauma, particularly, traumatic brain injuries 
and associated diffi  culties in their management.[2-9] In 
our study, we tried to emphasize that still we do not 
have many reports from Nepal and there is a need to 
further analyze the spectrum and burden of trauma in 
Nepal. Although we performed many investigations, 
their role in detail was not investigated in our study due 
to several constraints. We would like to clarify that this 
was a prospective descriptive study.
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need to learn the new technique very quickly.[1] Many 
groups have reported the clinical effi  cacy of using USG 
to get intraoperative updates for surgical guidance and 
control.[6-8] USG-guided micro-neurosurgery represents a 
handy, reliable, and relatively low-risk procedure for the 
treatment of intra-axial brain tumors. [9] Intraoperative real-
time USG can be very useful and cost-eff ective portable 
alternative as against very costly and cumbersome 
alternatives; however, we need to study further to assess 
the feasibility of this procedure.
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Letters to the Editor

injuries at a university hospital in eastern Nepal by 
Bajracharya et al.[1] They concluded that “In Nepal, 
trauma-related injury contributes significantly to 
morbidity and mortality and is the third leading cause 
of death.”[1] I have some comments on this work. First, 
this is a single instate report that might not be a good 
representative of the overall situation in Nepal. The 
conclusion on Nepalese view might be exaggerated. 
Second, the authors had mentioned several laboratory 
investigations but they did not report all those tested 
(such as CBC, blood chemistry, etc.). Third the reliability 
of the study is limited due to its retrospective nature 
(lack for control of data source and validation, lack for 
control of recording system, etc.).
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Giant plexiform 
neurofi broma presenting 
with craniovertebral 
junction instability

Sir,
We report a case of giant plexiform neurofibroma 
(PNF), presenting with progressive quadriparesis with 
neurofi bromatosis 1 (NF1).

A 37-year-old male presented with gradually progressive 
spastic quadriparesis with bladder involvement since 
the last 1 year. The patient had a massive irregular 
peduntulous mass extending from the left  forehead to the 
mid abdomen [Figure 1] with multiple neurofi bromas 
all over the body. The mass was lobulated, firm, 
nontender, and it entirely engulfed the left  eye, nostril 
and the mouth. The lesion was present since birth as a 

Letters to the Editor

Figure 1: Picture showing patient with large PNF

Figure 2: Plain X-ray of the skull showed sphenoid dysplasia
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small mass which progressively increased in size. The 
patient used to walk in a fl exed posture because of its 
weight. Neurological examination showed a conscious 
oriented patient with gross spasticity in the lower limbs. 
He had power of grade 3/5 in lower limbs and 4/5 in 
upper limbs, exaggerated refl exes, extensor planters 
and sensory level till C3

Plain X-ray of the skull showed sphenoid dysplasia 
[Figure  2]. Dynamic X-rays of the cervical spine showed 
reducible atlantoaxial dislocation (AAD). Computed 
tomography (CT) scan of the craniovertebral junction 
(CVJ) revealed AAD and rotational subluxation 
[Figure 3].

Magnetic resonance imaging of the cervical spine 
showed AAD, cord compression at CVJ and syrinx 
from C2 to C7 [Figure 4]. The patient was diagnosed to 
have NF1 with giant PNF. The atlantoaxial and atlanto 
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