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Introduction

Chronic subdural hematoma (CSDH) is the most 
common neurosurgical emergency seen in practice.1It 

is usually caused by minor trauma, and its risk factors 
are elderly age, cerebral atrophy and coagulopathy.2 
However many times the patient is unable to recollect any 
trauma. The elderly represent up to 90.9% of those with 
CSDH.3The increased presentation among the elderly 
presents the most difficult aspect in the management of 
CSDH to the clinicians1. CSDH is common after the 6th 
decade; however when it presents among patients 75yrs 
and above, it is a challenge to manage. Most of the 
patients of this age group are in poor performance status, 
with co-morbidities, sometimes poorly controlled, many 
present as an emergency and are usually unfit/pose a high 
risk for anesthesia and surgery. There are many surgeries 
done for CSDH, this depends greatly on the clinical status 
or the type of CSDH and also personal preferences based 
on personal experience. Craniotomy for a non-septated 
CSDH and craniotomy with membranectomy in septated 
variants have their proponents and opponents. Sahyouni 

et al. reported that membranectomy during drainage of 
CSDH did not show statistically significant difference in 
morbidity, mortality, and recurrence rates, and reported 
the following rates 3%–12%, 5%, and 10%–21%, 
respectively.4 In this study we, however perform only burr 
hole craniotomy for non-septated, and craniotomy for 
the septated variety without extensive membranectomy. 
Recurrence is not uncommon among these patients, so 
also deaths. Dakurah et al. reported recurrence of 2.1% 
and deaths among 2.1%.5   Studies from the US and 
Sweden showed varied recurrence rates between 3% and 
37%.6,7,8 Success via nonsurgical management has been 
reported as well. Bansal et al. reported the spontaneous 
disappearance of a large CSDH, whereas two studies from 
Japan documented good results with nonsurgical treatment 
of CSDH via the daily administration of tranexamic acid 
to patients.9,10,11Nevertheless, conservative treatment is 
not yet popular among neurosurgeons. Most of the elderly 
patients are a challenge to treat with favourable outcome, 
hence in our study we plan to analyze the presentation, 
surgical management, problems faced, outcome, follow 
up of CSDH among patients above 75yrs of age who were 
managed surgically.

Methods and Materials

We plan to analyze the management of CSDH among 
patients >75y of age, between 01 Jan 2020 to 30 Jun 2020, 
followed by their 6 month follow up from 01 Jul 2020 to 
31 Dec 2020. We hereby present the initial 6 month follow 
up study. We plan to further follow up these patients on a 
6 monthly basis for the next three cycles and present our 
analysis subsequently.

Inclusion criteria

Inclusion criteria were age >75yrs with chronic SDH/
acute on chronic SDH, both unilateral/bilateral and all 
those who underwent surgical evacuation. Exclusion 
criteria were age <75y, patients who were unfit for surgery/
refused surgery, patients who had a recurrence. 
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There were 37 patients who qualified. Their 
presentation and a detailed clinical and neurological 
examination were done. Of particular interest were 
the associated co-morbidities and any antiplatelet/anti 
coagulation medications they were taking. Any history of 
head injury/trauma or any sings of external injury to the 
head was also noted. All patients underwent routine blood, 
biochemical and radiological investigations including 
chest X-ray, ECG and echocardiography. All underwent 
Non Contrast CT Head as part of initial neuro-imaging. 
Strict clinico-radiological correlation was done prior to 
surgery.  Only two types of procedures were done, (1) burr 
hole craniostomy at two places; frontal and parietal, at 
the maximum thickness of the CSDH followed by warm 
saline irrigation till the returning fluid is clear and (2) 
formal craniotomy. 

Follow up

All patients underwent repeat NCCT head post-op 
day one and then after 6 weeks, 12 weeks (in those with 
residual collections) and all of them underwent a scan at 
6 months. Patients who had a recurrence of symptoms or 
fresh complaints also underwent a NCCT on SOS basis. 

Results

Of the 37, 28 (75.67% ) were males, 09(24.32%) 
females. Age ranged from 75yrs to 91yrs. Commonest 
symptomatology was altered sensorium, which was 
seen in all patients, 27 (72.97%) patients complained of 
headache, 23 (62.16%) had associated hemiparesis, 18 
(48.64%) were on the right,12 (32.43%) were on the left. 
Seven (18.91%) were bilateral. Two patients had seizures 
as an initial presentation, nine patients were known case 
of seizure disorder. For 23 (62.16%) patients, their next of 
kin gave a definite history of a head injury, three patients 
were old case of a cerebro-vascular accident. 34(91.89%) 
were on anti-platelets regimen, of which 10 were on dual 
antiplatelets. Three patients were on warfarin. Twenty 
one (56.75%) patients were diabetic. All patients were 
hypertensive, 10 (27.02%) patients had renal dysfunction 
and five were on dialysis. Four patients were cancer 
survivors. Of the 30 (81.08) unilateral variants, Eight 
(26.6%) had septated variety. Burr hole craniostomy was 
done in 22(59.45%) patients, of which seven underwent 
bilateral burr holes. All the eight unilateral septated variety 
underwent craniotomy. Four (18.18%) patient of the burr 
hole group required revision surgery.

We had a large number with associated co-morbidities, 
probably due to the type of cohort we selected. In 
view of this we, as a protocol, requested the help of a 
geriatric medical specialist and were very strict with the 
management of the co-morbidities, so we did not have 

any instances of deep infection, we had only three patients 
with superficial wound infection. 

Four patients had to undergo re-surgeries, of which one 
was for bleeding causing acute SDH and other three had 
recurrence of headache at 2nd/5th and 7th weeks respectively. 
All revision/re-do surgeries were craniotomy.  None of the 
initial craniotomy patients had recurrence. Three patients 
died in the first 6 months of follow up, cause of death was 
not related to CSDH, two died of Myocardial infarction 
and one died due to Chronic kidney disease.  There was 
no mortality directly related to the surgery of the CSDH. 
Wound infection was seen in three patients, there were 
no instances of subdural empyema. All diabetics were on 
strict blood sugar control post-op. By 6 months only one 
patient had a repeat CSDH on the opposite side. 

Discussion

Chronic subdural hematoma is the most common 
neurosurgical emergency seen in practice1. It is usually 
caused by minor trauma, and its risk factors like age, 
cerebral atrophy and coagulopathy12. However many 
times the patient is unable to recollect any trauma. It 
has a peak incidence in the sixth and seventh decade of 
life. Fogelholm and Waltimo estimated an incidence of 
1.72/100 000 per year, the incidence increasing steeply 
with advancing age up to 7.35/ 100 000 per year in the age 
group 70 to7913. This incidence is expected to rise further 
due to the continuing growth of the older population. 
Hence, there is a need to study the outcome and long term 
follow up in elderly patients.

There are two forms of chronic subdural hematoma. 
These are septated and non-septated. Although the 
treatment of non-septated form is relatively easy, the 
treatment of septated form is a therapeutical problem.

There is no consensus in the literature regarding the 
superiority of drains.  Laumer et al14 randomized 49 patients 
to closed system drainage and 47 to no drainage after burr 
hole craniostomy. There was no significant difference 
between the groups, with a repeated operation rate of 27%.
Markwalder and Seiler15 described no additional benefit 
with subdural drain.  Re-operation rate has been observed 
to be low in chronic subdural hematoma treated with post-
burr hole drains but no difference was observed in sub-
acute subdural hematoma. Erol et al16in his prospective 
study, reported no significant difference in recurrence rate 
between simple burr hole craniostomy, irrigation and burr 
hole craniostomy with closed system drainage. Hamilton 
et al17 reported no significant difference regarding the 
incidence of post-operative complications or hematoma 
recurrence requiring subsequent surgery between the 
groups who underwent burr hole and craniotomy with or 
without drain. In view of the above we decided to only 
perform burr hole craniostomy and warm saline irrigation 
and formal craniotomy for the septated variety. 
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Conclusion

The increasing global incidence of CSDH because 
of an aging population has a great disease burden18. 
Management of the condition depends on the type of the 
CSDH and clinical condition of the patient, who most of 
the time are elderly with co-morbidities. In our study we 
selected a cohort of patients above 75yrs in order to study 
the outcome in this age group, for this reason we selected 
only those who were fit for surgery. Although this is an 
observational study, we did find favorable results among 
the burr hole craniostomy surgery without the placement 
of drain. We also found significant help and support of 
the geriatric medicine specialist in dealing with the elderly 
patients, and we recommend strict monitoring and control 
of the co-morbidities.

There was no conflict of interest in publication of this 
article.

No financial aid has been received from any individual/
organisation in the conduct of this study.
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