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ABSTRACT

Between Jan./2016 and Dec./2023(=8 years) chronic subdural haematoma cases were diagnosed in 82 patients at the Department of
Neurosurgery. In this report we evaluate the therapeutic results retrospectively. The treatment was surgical in 44 patients, while 38 patients
were treated medically, i.e., with corticosteroids, symptomatic medication and physiotherapy. Four surgical patients developed a recurrence
which was then also treated medically. Of the 38 patients in the medically treated group, 3 had to undergo surgery later. Operose patients
with distinct focal symptoms and comatose patients with incipient herniation received immediate surgical treatment. Of the 38 medically
treated patients, (31 =81% were symptoms-free and 7= 19% showed residual symptoms).

Keywords: Chronic, Subdural Haematoma, Rankin Scale, ¢ Hypo dense or isodense subdural collection on CT-scan.
Conservative, Dexamethasone e Patients with grade 1- 4 on modified Rankin Scale (mRS)
at admission

Materials and Method
This prospective case study was done for 96 months from Table 1: Rankin Scale (mRS)
Jan.2016 to Dec.2023. On admission, the parenteral steroid | geore Functional state
dexamethasone (4 mg) was given every 8 hours for 5 days then
. 0 No symptoms
4 mg every 12 hours for 5 days then 4 mg once daily for 5 days — —
then if the patient improved, the oral tapering doses of steroids | | No significant disability, able to carry out all usual
were continued for 1 month. Neurological assessment and activities despite some symptoms
computed tomography scan done after 4-6 weeks. 2 Slight disability. Able to look after personal affairs
without assistance but unable to carry out all previous

If the patient had not improved at the first 5 days, a standard burr activities
hole and evacuation was done. We performed a retrospective | 3 Moderate disability. Requires some help, but able to
analysis using data collected from medical records of all patients walk unassisted
admltte?d in the Ward un.der neurolqglcal and neurosurgical tea.m S |4 Moderate severe disability. Unable to attend to own
care with the diagnostic of chronic subdural hematoma during . .

. body needs without assistance and unable to walk
the period from (Jan.2016 to Dec.2023.) .

unassisted

The inclusion criteria were: 5 Severe disability. Requires constant nursing care and
« Patients of both genders (25 M. And 13 F.) attention, bedridden, incontinent
e Age > 50 (between 54 years and 87 years old) 6 dead
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Table 2: The cases of non-surgical management of CSDH

ID AGE SEX SIZE MIDLINE SHIFT SITE Rankin scale
1 9y 17 17 mm 3mm Left parietal 2
2 65y B 26 mm 7 mm Right fronto tempero parietal 4
3 75y M 14 mm 3 mm Right tempero parietal 3
4 S4y F 25 mm 6 mm Left fronto tempero parietal 4
5 87y M 28 mm 5 mm Right parietal 2
6 75y M 22/19mm 3mm Bifronto parietal (bilateral) 3
7 63y IR I Imm 4 mm Right fronto tempero parietal 3
8 58y M 12 mm 3 mm Left fronto tempero parietal 3
9 59y M 15 mm 4 mm Left fronto tempero parietal 3
10 Ty M 17 mm Smm Right fronto- tempero parietal 2
11 64y M 13 mm 3mm Right fronto tempero parietal 2
12 67y F 23 mm 7mm Left fronto tempero parietal 4
13 55y M 18 mm 4mm Left parietal 3
14 62y M 24 mm 8mm Right fronto tempero parietal 4
15 58y M 17 mm 5 mm Left tempero parietal 3
16 557 F 27 mm 7 mm Right tempero parietal 4
17 63y M 25mm 6 mm Right parietal 4
18 59y F 22 mm 5 mm left fronto parietal (bilateral) 4
19 5Ty 17 I5mm 4 mm Right fronto tempero parietal 3
20 65y M 12 mm 3 mm Right tempero parietal 2
21 72y M 16 mm 4 mm Left fronto tempero parietal 2
22 69y M 19 mm 4mm Right fronto- tempero parietal 3
23 61y F 13 mm Smm Left parietal 3
24 64y M 17 mm Smm Right fronto tempero parietal 4
25 8ly M 26 mm 6 mm Right tempero parietal 4
26 56y F 15 mm 4 mm Left fronto tempero parietal 3
27 80y M 24 mm 7 mm Right parietal 4
28 71y 17 27 mm 7 mm Right fronto parietal (bilateral) 4
29 8ly M 23 mm 6 mm Right fronto tempero parietal 4
30 S8y M 15Smm 3mm Left fronto tempero parietal 3
31 S4y F 16 mm 4 mm Left tempero parietal 3
32 71y F 15 mm 5 mm Right fronto- tempero parietal 2
33 65y M 18 mm 4 mm Left parietal 3
34 57y M 16 mm 4 mm Right parietal 2
35 61y M 22mm 6 mm Right fronto- tempero parietal 3
36 67y M 20 mm 5 mm Left fronto- tempero parietal 3
37 58y M 16 mm 3 mm Right tempero parietal 2
38 69y M 20 mm 4 mm Left tempero parietal 4

Treatment protocol Table 3: (Medication in the hospital as I.V. route)

Dexamethasone was administered following the same protocol

in all patients:

1*12 mg per day, every day during the first 5 days then

2* 8 mg daily in the second 5 days and
3*Then 4 mg once every day in the third 5 days

Dose Day

4 mg T1.D

4 mg B.

LD

4mg O

.D

4*Then to continue oral medication for 3- 4 weeks with follow
up Brain CT after complete the course of dexamethasone (or in

case of any deterioration) and deals accordingly
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Radiology

Figure: 7 Figure: 8

Figure: 9

Bilateral CSDH

Figure: 3

Figure: 10 Figure: 11

Resolving status

/

Figure: 12 Figure: 13

Figure: 4

Figure: 14
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Figure: 15

Results

Thirty eight out of Eighty-two patients were treated
conservatively and were studied (25 men; 13 females, mean age,
64.8 years). The average thickness of the hematoma was 18 mm,
the mean midline shift was 4.7 mm, and the average attenuation
value of bleed on computed tomography scan was 33.5. Thirty-
eight were treated successfully with steroid treatment, whereas
44 patients required surgery. The female gender, less midline
shift, less density (Hounsfield units) was noted to be associated
with successful medical treatment. We propose a grading based
on the total score given to the midline shift and density.

Four surgical patients developed a recurrence which was then
also treated medically. Of the 38 patients in the medically treated
group, 3 had to undergo surgery later. Operose patients with
distinct focal symptoms and comatose patients with incipient
herniation received immediate surgical treatment. Of the 38
medically treated patients, (31 =81% were symptoms-free and
7= 19% showed residual symptoms). There was no mortality

Conclusion

Chronic subdural haematoma CSDH is a condition where blood
accumulates between the arachnoid and dura mater, forming
a chronic space-occupying lesion. Typically, CSDH develops
about three weeks after a traumatic brain injury. Surgical
treatment is often the initial choice for patients with significant
space-occupying effects due to CSDH. However, considering
the risks associated with surgery, especially in elderly patients
with multiple comorbidities, drug treatment has gained attention
as an alternative approach [1-3].

The purpose of this study was to assess whether the use of
dexamethasone in patients with chronic subdural hematomas
(CSDH) could lead to avoidance of surgical treatment.

Data in the literatures showed benefits of dexamethasone in
selected patients, sometimes grouped in large cohorts, but
studies comparing groups of patients who received or not
this medication, from the point of view of surgical therapy
prevention, are missing [4-6].

We analysed 84 patients with the diagnostic of chronic subdural
hematoma, separated in 2 groups on the basis of presence or
absence of dexamethasone therapy.

We found that 38 of patients who received dexamethasone didn’t
need surgical intervention, while the other (44 cases) who were
not treated with dexamethasone they need surgery because of
major neurological deficits.

The conservative treatment with dexamethasone can be a
safe and efficient therapeutic option for CSDH, which can be
used with few risks even in elderly patients with important
comorbidities, [3,7- 8].

When the surgical option would be hazardous, with few exceptions,
CSDH should not be considered a neurosurgical emergency,
treatment with dexamethasone being usually attempted without
significant risk for 48 - 72 hours [9-11].

Conservative therapy eliminates the complications related to
surgery, some of which are severe [1,6].

Essentially, dexamethasone therapy involves shorter
hospitalization, lower costs, rare severe complications and the
possibility for outpatient treatment and follow up [2,12-13].

Comparing these results with those of surgical treatment in the
literature, Dexamethasone medication can be recommended if
strict guidelines are observed on other way medication should
not be considered a substitute for surgery but an alternative in
the majority of cases [14-16].

In conclusion

Steroids appear to play a role in the nonsurgical medical
treatment of CSDH. Patients with lower grades of CSDH can
be treated successfully with steroids. Female patients seem to do
better with steroids.

The neuroconservative issue in treatment some selected cases of
chronic subdural haematoma depending on the clinical picture
including symptoms, signs, age and comorbidities and to give
chance for medication if the patient is clinically stable and to
repeat Head CT after 5-7 days or in appearance of any new
neurological deficit, and in medicine they said: As a rule, there
is no rule.
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