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A B S T R A C T

Objective: Chronic subdural hematoma (CSDH) is a condition that is frequently seen in the neurological and
neurosurgical practice. Surgical treatment is overall preferred; however, conservative treatment is also an op-
tion. Both surgical and conservative treatment of CSDH vary across neurosurgeons. The aim of the present study
was to evaluate different treatment strategies for CSDH among neurosurgeons in different countries.
Material and Methods: We designed a survey that was sent to neurosurgeons affiliated with the Congress of
Neurological Surgeons.The questions were related to the conservative and surgical treatment methods of CSDH.
Furthermore, we also included questions related to post-operative care.
Results: 443 neurosurgeons completed the survey. 46.2 % of the respondents sometimes use dexamethasone as
monotherapy. Overall, 26.2 % estimated dexamethasone to have a high efficacy on CSDH.

A Glasgow Coma Score lower than 12 was considered to be the most important indication for surgery by 57.8
%. Double burr hole is the preferred surgical technique by 48.1 % of the respondents. One day after surgery, 69.3
% routinely orders a CT-scan.
Conclusions: The majority of the neurosurgeons worldwide remains reluctant in the use of conservative treat-
ment methods in the management of CSDH. Further research is needed to assess the effectivity and side-effects of
these conservative methods.

1. Introduction

Chronic subdural hematoma (CSDH) is a condition that is frequently
seen in the neurological and neurosurgical practice. CSDH is most
commonly seen in the elderly population [2,6]. With the ageing po-
pulation there is an expected increase of CSDH worldwide, with an
incidence of 58 per 10,000 among people older than 65 [2]. The in-
cidence of CSDH in the general population is 5 per 10,000 [2,4].

Surgery by burr hole drainage is overall preferred in patients with
neurological symptoms [1,16]. It is noted that a minor part of the
neurosurgeons prescribe medical therapy, instead of or in addition to
surgery, for the treatment of CSDH [1]. Conservative treatment may
consist of prescription of ACE-inhibitors, corticosteroids, atorvastatin or
tranexamic acid. The effectiveness of these medications is expected due
to their anti-angiogenic, anti-inflammatory, or antifibrinolytic char-
acteristics, respectively [7,10–13,22].

With regard to the treatment protocols, practice variation is shown

by neurosurgeons, especially in the case of CSDH with mild neurolo-
gical deficits. Treatment of CSDH, both surgical and conservative,
varies across neurosurgeons [1,16,22]. Previous studies have shown
that conservative treatment is usually not part of their routine [1,6,16].
More specifically, due to the lack of high-class evidence and guidelines,
treatment with corticosteroids, ACE-inhibitors, tranexamic acid or
atorvastatin is not adapted among neurosurgeons. The aim of the pre-
sent study was to evaluate the use of different treatment strategies for
CSDH among neurosurgeons employed in countries worldwide.

2. Material and methods

2.1. Study design

A survey has been created with SurveyMonkey. Questions were
based on the literature and expert opinion [1,3,16,18].

The questionnaire contains twenty-one questions that can be
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divided into four sections:

1 Demographics of respondents
2 Frequency of surgical and conservative treatment methods used
(classified as usually, sometimes or never).

3 Expected effectiveness and complications of conservative treatment
(classified as highest, high, neutral, low or lowest).

4 Indication for surgery and surgical management (classified as most,
more, neutral, less or least).

5 Postsurgical management e.g. indications postoperative CT-scan and
timing of resumption of anticoagulants.

The member directory of the Congress of Neurological Surgeons
(CNS), an international organization for neurosurgeons worldwide, was
used to approach members. Retrievable email addresses of CNS mem-
bers were used to send the survey in September 2019, with reminders
after respectively two, four and six weeks to improve the response rate.

2.2. Statistical methods

Respondents’ data were collected and processed with Microsoft
Excel. For the quantitative and qualitative data analysis, software
program STATA was used for the quantitative and qualitative data
analysis. According to the type of data, a logistic regression was per-
formed to estimate causal effects of the variables. Statistical sig-
nificance was set at a 5% level.

3. Results

3.1. Demographics of respondents

The survey was completed by 443 neurosurgeons (response rate 7.3
%). Of all respondents, the majority was from North America (75.6 %)
whereas Australia (0.7 %) and Africa (1.4 %) had the least respondents
(Table 1, Fig. 1). The mean age of respondents was 50.5 years (± 13.4),
with an average time of neurosurgical practice of 24.3 years (± 16.0).
The substantial scope of practice of respondents was spinal surgery
(69.3 %), neuro-oncology (58.0 %) and neurotrauma (63.7 %). More
than 80 % of the respondents treated more than five patients with CSDH
per year.

3.2. Expected effectiveness and complications of conservative management

For conservative treatment of CSDH, dexamethasone was most fre-
quently used: 25 (7.4 %) respondents reported to prescribe it “usually”
and 157 (46.2 %) “sometimes” (Fig. 2). Other non-surgical options were
rarely applied; ACE-inhibitors, atorvastatin and tranexamic acid were
never prescribed by 92.0 %, 89.8 % and 78.7 % of the respondents,
respectively. Other nonsurgical treatment options applied by single
respondents were vitamin B or C, blood platelets or the Japanese herbal
medicine Goreisan.

The expected clinical features of atorvastatin, ACE-inhibitors, dex-
amethasone and tranexamic acid are shown in Fig. 3. Nineteen (5.6 %)
and 70 (20.6 %) respondents valued the expected effectiveness of
dexamethasone to be the high or highest, respectively. As for the other
treatment options, most respondents remained neutral towards the
expected effectiveness: 41.5 % of the respondents have mentioned to be
neutral about atorvastatin, 41.2 % about ACE-inhibitors and 51.6 %
about tranexamic acid respectively.

Expected complication risk was the lowest for atorvastatin: 84 (27.2
%) and 52 (16.8 %) respondents expect it to be low or lowest, respec-
tively (Fig. 3). Seventy-four (22.2 %) of the respondents expect the
complication risk of dexamethasone to be high. The majority of re-
spondents were neutral with regard to the expected recurrence risk of
atorvastatin (N= 187, 60.1 %), ACE-inhibitor (N=190, 61.3 %),
dexamethasone (N=173, 52.1 %) or tranexamic acid (N=190, 60.9
%).

3.3. Indication for surgery and surgical management

Respondents were asked what clinical aspects of CSDH were ex-
pected to be the most important to indicate surgery (Fig. 4). The most
important clinical indication for surgery is a Glasgow Coma Score (GCS)
lower than 12 (57.8 %), followed by a motor response of 5 or lower on
the GCS. The extent of the hematoma on the CT-scan is considered as
another important indication; 42.6 % as more important and 49.0 % as
most important indication, respectively.

Single burr hole and double burr holes were the techniques that
were applied mostly (30.4 % and 48.1 %, respectively) (Fig. 2). Of all
respondents, 95 (30.4 %) usually uses single burr hole and 150 (47.9 %)
of the respondents sometimes uses this technique. Double burr holes are
usually chosen for by 153 (48.1 %) respondents and sometimes used by
131 (41.2 %) respondents, followed by twist drill trephination, (usually
used by n=36, 11.6 % and sometimes by n= 87 28.2 %). Hemi-
craniotomy is never used by 134 (43.2 %) of the respondents. Fur-
thermore, other treatment options applied were middle meningeal ar-
tery embolization (by 8 respondents) and minicraniotomy (by 18
respondents).

As for the surgical procedures, double burr hole is seen as most
effective by most respondents (37.5 %) followed by hemicraniectomy
(29.8 %) and single burr hole (13.9 %) (Fig. 5). Twist drill trephination
was expected to have the lowest effectiveness. Hemicraniotomy and
double burr hole surgery were expected to have the lowest recurrence
risk (26.7 % and 13.5 % respectively). Of all respondents, 68.2 %
routinely left a drain; 57.6 % subdural while 10.6 % subperiosteal. This
in contrast to 7.5 %, that never leaves a drain. A logistic regression
analysis showed no causal relation between tenure and gender of the
surgeon, continent of employment or case load of CSDH treated and the
preferred surgical or conservative treatment strategy.

3.4. Postsurgical management

3.4.1. Post-operative CT scan
Of the respondents, 69.3 % usually orders a CT-scan one day after

surgical procedure (Fig. 6). With regard to resuming medication, 69.4
% and 59.6 % of the respondents orders a CT-scan before resuming oral
anticoagulants or antiplatelet therapy, respectively.

Table 1
Demographics of respondents.

Variable N (%) Variable N (%)
Age, mean (SD) 50.5

(± 13.4)
Patients with CSDH
seen yearly

N (%)

0 5 (1.13%)
Gender, N(%) 1 to 5 36 (8.1%)
Male 395 (89.2%) 6 to 10 82 (18.5%)
Female 48 (10.8%) 11 to 20 137 (30.9%)

More than 20 178 (40.2%)
Scope of practice N(%) Other 5 (1.13%)
Spine 307 (69.3%)
Neuro-oncology 257 (58.0%) Operative procedures

on CSDH yearly
N (%)

Pediatric 87 (19.6%) 0 6 (1.4%)
Neuro-vascular 154 (34.8%) 1 to 5 73 (16.5%)
Neurotrauma 282 (63.7%) 6 to 10 138 (31.2%)
Functional 52 (11.7%) 11 to 20 105 (23.7%)
Epilepsy 42 (9.5%) More than 20 118 (26.6%)
Peripheral 86 (19.4%) Other 3 (0.7%)
Skull Base 152 (34.3%)

Continent, N (%)
Time of practice,

mean (± SD)
24.3
(± 16.0)

North America 335 (75.6%)
South America 26 (5.9%)
Europe 33 (7.5%)
Asia 40 (9.0%)
Australia 3 (0.7%)
Africa 6 (1.4%)
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3.4.2. Resumption of antiplatelet and anticoagulant therapy
The resumption of antiplatelet or anticoagulant therapy one or two

weeks after surgery is advised by respectively 107 (32.5 %) and 94
(28.8 %) of the respondents (Fig. 7). Twenty-two (5.0 %) of the re-
spondents will allow resumption of anticoagulants and 6.7 % resump-
tion of oral antiplatelet therapy within 1 week after surgery. Based on a
postoperative CT scan 25.2 % of the respondents advises resumption of
antiplatelet therapy and 32.1 % of oral anticoagulants.

4. Discussion

The aim of this international survey was to explore currently ap-
plied treatment strategies of CSDH. Among 443 neurosurgeons of which
the majority treated more than five patients with CSDH yearly, con-
servative treatment methods such as atorvastatin, ACE-inhibitors and
tranexamic acid were almost never used in practice. Sometimes dex-
amethasone was used by almost half of the respondents. Single and
double burr hole surgery were the preferred surgical treatment options
among neurosurgeons. Twist drill trephination and hemicraniotomy

were infrequently used treatment options.

4.1. Comparison with other studies

The use of steroids in the treatment of CSDH has recently gained
popularity as a treatment alternative [13]. Our survey shows that 46.6
% of the neurosurgeons sometimes used dexamethasone as a mono-
therapy. Miah et al. conducted a study to compare the clinical outcomes
of patients with CSDH treated with dexamethasone as monotherapy
versus primary surgical management [13]. They found similar clinical
outcomes regarding to the modified Rankin Scale and Markwalder
Grading Scale in patients treated with dexamethasone versus surgical
management. At three months, 70 % of the patients in the group who
received primary burr hole surgery had a favorable score on the mod-
ified Rankin Scale (0–3) versus 76 % of the patients who received
dexamethasone initially. Furthermore, 96 % of both groups had a fa-
vorable score on the Markwalder Grading Scale (0–1). However, only
17 % of the patients treated with dexamethasone eventually did not had
to undergo surgery. This “conservative first” treatment strategy,

Fig. 1. Graphical overview of the respondents working locations.

Fig. 2. Graphical overview of the surgical and nonsurgical treatment methods applied.
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however, resulted into longer hospitalization and a higher complication
rate than primary burr hole surgery. Another retrospective study con-
cluded that the use of dexamethasone after burr hole trephination

reduces disease recurrence and complication risk [15,20]. The use of
dexamethasone in the treatment of CSDH is currently subject of large
randomized controlled trials of which the results are highly anticipated

Fig. 3. Graphical overview of the clinical expectations of nonsurgical treatment methods.

Fig. 4. Graphical overview of the indications for surgery.
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[4,14]
Atorvastatin is a conservative treatment method that is also ex-

pected to suppress inflammation at the site of the hematoma. Studies
have also shown that atorvastatin elevates angiogenin levels and in-
creases the expression of vascular endothelial growth factor [22]. The
inflammation subsequent to the subdural hemorrhage has been sus-
pected to disrupt the endothelial barrier cells, resulting in blood vessels
that ‘leak’. Through this mechanism, atorvastatin could be of merit in

the management of patients with CSDH, reducing the hematoma, re-
covering neurological function and decreasing the need for surgery
[10]. In our survey, most surgeons are reluctant to use atorvastatin as
monotherapy as 89.9 % never uses it. A recent randomized controlled
trial in which patients with CSDH were randomized between atorvas-
tatin and placebo, showed that patients who received atorvastatin had a
significantly more reduced hematoma as measured on CT-imaging and
had improved more neurologically as compared to patients who

Fig. 5. Graphical overview of the clinical expectations of surgical treatment methods.

Fig. 6. Graphical overview with indications for a postoperative CT-scan.
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received placebo [10]. Also, in a pooled meta-analysis of 6 studies, the
use of atorvastatin resulted in a decrease of recurrent CSDH requiring
surgery [7]. Therefore, the use of atorvastatin could be an effective
addition to the treatment of CSDH with and without surgery.

Tranexamic acid is a drug that has an antifibrinolytic and anti-in-
flammatory effect. It inactivates plasminogen. Therefore, it was hy-
pothesized by Kageyama et al. that it inhibits hyperfybrinolytic activity
that occurs at the site of a CSDH [11]. It is also thought to increase the
permeability of cerebral vessels, thus increasing absorption of the he-
matoma [21]. In the retrospective study of Kageyama et al., 21 patients
received tranexamic acid in the treatment of CSDH. Three of these
patients received tranexamic acid concomitant to burr hole surgery.
The other 18 patients received tranexamic acid as monotreatment. No
adverse events occurred, including thromboembolic events. All patients
in this study improved clinically while being treated with tranexamic
acid. All patients were seen as cured and had no recurrence of their
hematoma, underlining the clinical potency of tranexamic acid as a
treatment option. In our study, tranexamic acid rarely had a place in the
treatment of CSDH as 78.7 % of the surgeons never prescribe it.

A frequent adverse event after drainage of CSDH is recurrence of the
hematoma. In the literature, recurrence rates of up to 30 % can be
found [23]. Placing a subdural drain after hematoma evacuation has
been shown to reduce the risk of recurrence by two to three times as
compared to not placing a drain. Even on the long-term, placing a
subdural drain after evacuation of CSDH is associated with improved
survival. In our study, placement of drains was adopted by 68.2 % of
the respondents. 7.5 % of the respondents stated to not leave a drain
usually despite shown advantages.

The location of leaving the drain has been controversial [18]. In our
study sample there was a clear favoritism for placing the drain subdural
versus subperiosteal (57.6 % versus 10.6 %). Recently, results of a
multicenter randomized controlled trial comparing subperiosteal versus
subdural drain after evacuation of CSDH were published [19]. In that
study, 220 patients were randomized to one of both drain strategies
with the primary endpoint set on recurrence of CSDH requiring re-
operation. Even though the predefined non-inferiority criteria were not
met, placement of a subperiosteal drain led to lower recurrence rates
and significantly lower surgical infections and drain misplacements.
Together with nine other studies, of which two randomized studies, the
results of this trial were pooled in a recently published meta-analysis
[5]. The meta-analysis enforces the conclusion that subperiosteal
drainage is associated with less recurrence of CSDH and lower rates of
parenchymal injury of neurological deficit. The pooled results however,
showed that rates of mortality, seizures, postoperative hemorrhage and
infections were similar. Since two out of three randomized studies have
only been published in recent years, we hypothesize that the im-
plementation of subperiosteal drainage is expected in the coming
period.

In this study sample, 69.3 % of the neurosurgeons ordered a routine
postoperative CT-scan, one day after surgery. The value of these routine
CT-scans has been the focus of discussion throughout the years. A re-
cent study compared two neurosurgical centers with different policies;
one frequently ordered routine postoperative CT-scans while the other
only ordered CT-scans postoperatively if there was any neurological
decline [8]. Postoperatively, patients of the first center underwent a
median of 4 scans while patients at the latter underwent a median of 0

scans. Despite this difference in postoperative scans, there were no
significant differences between both centers in number of reinterven-
tions, while all re-interventions were preceded by neurological decline.
In a single-center randomized controlled trial, Schucht et al. found no
benefit in a routine CT-scan at 2 and 30 days postoperatively as com-
pared to a CT-scan only by indication in regards to 6 month survival
without severe disability (0–3 on modified Rankin scale) [17]. The
latter group also underwent fewer repeat surgeries.

Other studies have reported comparable outcomes as this study. A
survey held among Iranian neurosurgeons showed a strong preference
for treating CSDH with a single burr hole with drain placement [9]. This
procedure was applied in 64 % of the cases. Baschera et al. reported a
slightly different conservative treatment pattern. Results from a survey
among neurosurgeons in Austria, Germany and Switzerland showed
that 45 % of the respondents at least once prescribed tranexamic acid
[3]. In our study, tranexamic acid was used infrequently as 78.7 % of
our respondents answered to never prescribe tranexamic acid. The
strong favoritism for placing a drain subdural (which is the preference
of 90 % of the respondents) in Baschera et al. is in line with the results
from our study. In the same study, only 13 % of the respondents would
not postoperatively order a routine CT-scan.

As only a proportion of 7.3 % completed the survey, the question
raises if the results are representative. However, the absolute number of
responses, 443 responses, is still higher than in other surveys conducted
in this field so far. We assumed that the choice of completing a survey
does not interact with management strategies of CSDH. Another lim-
itation is that the strategy of watchful waiting has not been included in
this study as a treatment option. Furthermore, embolization of the
middle meningeal artery was not included in this survey as a treatment
option as this procedure is often done by intervention radiologists in
some countries, while this survey was more focused on neurosurgeons.
However, neurosurgeons had the opportunity to give additional an-
swers as an open-end response. As this study sample only included
neurosurgeons, the treatment variation might differ in practice. CSDH is
not only treated by neurosurgeons, but also neurologists. We assume
that compared to neurologists, neurosurgeons tempt to be more biased
concerning the conservative treatment methods. Therefore, these re-
sults might not reflect the treatment variation fully in practice.

5. Conclusion

Neurosurgeons remain reluctant in the use of conservative therapy
in the treatment of CSDH. This might be due to the lack of evidence-
based information and guidelines. However, studies have shown that
several treatment options could play an important role in the man-
agement of patients with CSDH due to their anti-inflammatory and anti-
fibrinolytic characteristics. These treatments could be administered in
combination with surgery or as monotherapy. Further research is ne-
cessary to assess the effectivity and side-effects of these particular
medicines. Furthermore, evidence-based guidelines need to be com-
posed for the conservative management of CSDH. In order to do so, the
pathophysiology of CSDH needs to be further studied.

Funding

No funding was received for this research.

Fig. 7. Graphical overview when resumption of antiplatelet of
anticoagulant medication is advised.

E.R.A. Laldjising, et al. Clinical Neurology and Neurosurgery 195 (2020) 105899

6



Declaration of Competing Interest

All authors certify that they have no affiliations with or involvement
in any organization or entity with any financial interest (such as hon-
oraria; educational grants; participation in speakers' bureaus; mem-
bership, employment, consultancies, stock ownership, or other equity
interest; and expert testimony or patent-licensing arrangements), or
non-financial interest (such as personal or professional relationships,
affiliations, knowledge or beliefs) in the subject matter or materials
discussed in this manuscript.

This article does not contain any studies with human participants
performed by any of the authors.

CRediT authorship contribution statement

Eric R.A. Laldjising: Conceptualization, Data curation, Formal
analysis, Investigation, Methodology, Project administration,
Validation, Visualization, Writing - original draft. Fleur M.G.
Cornelissen: Conceptualization, Formal analysis, Methodology,
Supervision, Validation, Visualization, Writing - review & editing.
Pravesh S. Gadjradj: Conceptualization, Data curation, Formal ana-
lysis, Funding acquisition, Investigation, Methodology, Resources,
Supervision, Visualization, Writing - review & editing.

References

[1] R. Avanali, B. Bhadran, P. Krishna Kumar, A. Vijayan, S. Arun, A.M. Musthafa,
S. Panchal, V.V. Gopal, Chronic subdural hematoma: a questionnaire survey of
management practice in India and review of literature, World Neurosurg. 96 (2016)
355–361.

[2] H. Baechli, A. Nordmann, H.C. Bucher, O. Gratzl, Demographics and prevalent risk
factors of chronic subdural haematoma: results of a large single-center cohort study,
Neurosurg. Rev. 27 (2004) 263–266.

[3] D. Baschera, L. Tosic, L. Westermann, J. Oberle, A. Alfieri, Treatment standards for
chronic subdural hematoma: results from a survey in austrian, german, and swiss
neurosurgical units, World Neurosurg. 116 (2018) e983–e995.

[4] I.C. Coulter, A.G. Kolias, H.J. Marcus, A.I. Ahmed, S. Alli, R. Al-Mahfoudh, A. Borg,
C.J. Cowie, C.S. Hill, A.J. Joannides, T.L. Jones, A. Kailaya-Vasan, J.L. Livermore,
H. Narayanamurthy, D. Ngoga, J. Shapey, A. Tarnaris, B.A. Gregson, W.P. Gray,
R.J. Nelson, P.J. Hutchinson, P.M. Brennan, Uk Neurosurgical Research Network
BNTRC, Proposal for a prospective multi-centre audit of chronic subdural haema-
toma management in the United Kingdom and Ireland, Br. J. Neurosurg. 28 (2014)
199–203.

[5] H. Ding, S. Liu, X. Quan, S. Liao, L. Liu, Subperiosteal versus subdural drain after
burr hole drainage for chronic subdural hematomas: a systematic review and meta-
analysis, World Neurosurg. 136 (2020) 90–100.

[6] A.F. Ducruet, B.T. Grobelny, B.E. Zacharia, Z.L. Hickman, P.L. DeRosa,
K.N. Andersen, E. Sussman, A. Carpenter, E.S. Connolly Jr., The surgical manage-
ment of chronic subdural hematoma, Neurosurg. Rev. 35 (2012) 155–169 discus-
sion 169.

[7] C. He, P. Xia, J. Xu, L. Chen, Q. Zhang, Evaluation of the efficacy of atorvastatin in
the treatment for chronic subdural hematoma: a meta-analysis, Neurosurg. Rev.

(2020), https://doi.org/10.1007/s10143-019-01218-w.
[8] Yan S.C. Hulsbergen AFC, B.M. Stopa, A. DiRisio, J.T. Senders, M.J. van Essen,

Smith T.R. van der Burgt SME, W.B. Gormley, M.L.D. Broekman, International
practice variation in postoperative imaging of chronic subdural hematoma patients,
J. Neurosurg. 131 (2018) 1912–1919.

[9] S.A. Javadi, F. Naderi, S.A.M. Javadi, The optimal surgical approach for treatment
of chronic subdural hematoma: questionnaire assessment of practice in Iran and
review of literature, Acta Med. Iran. 53 (2015) 617–621.

[10] R. Jiang, S. Zhao, R. Wang, H. Feng, J. Zhang, X. Li, Y. Mao, X. Yuan, Z. Fei, Y. Zhao,
X. Yu, W.S. Poon, X. Zhu, N. Liu, D. Kang, T. Sun, B. Jiao, X. Liu, R. Yu, J. Zhang,
G. Gao, J. Hao, N. Su, G. Yin, X. Zhu, Y. Lu, J. Wei, J. Hu, R. Hu, J. Li, D. Wang,
H. Wei, Y. Tian, P. Lei, J.F. Dong, J. Zhang, Safety and efficacy of atorvastatin for
chronic subdural hematoma in chinese patients: a randomized ClinicalTrial, JAMA
Neurol. 75 (2018) 1338–1346.

[11] H. Kageyama, T. Toyooka, N. Tsuzuki, K. Oka, Nonsurgical treatment of chronic
subdural hematoma with tranexamic acid, J. Neurosurg. 119 (2013) 332–337.

[12] K. Ker, P. Edwards, P. Perel, H. Shakur, I. Roberts, Effect of tranexamic acid on
surgical bleeding: systematic review and cumulative meta-analysis, BMJ 344 (2012)
e3054.

[13] I.P. Miah, M. Herklots, G. Roks, W.C. Peul, R. Walchenbach, R. Dammers,
H.F. Lingsma, H.M. den Hertog, K. Jellema, N.A. Van der Gaag, Dexamethasone
therapy in symptomatic chronic subdural hematoma (DECSA-R): a retrospective
evaluation of initial corticosteroid therapy versus primary surgery, J. Neurotrauma
37 (2020) 366–372.

[14] I.P. Miah, D.C. Holl, W.C. Peul, R. Walchenbach, N. Kruyt, K. de Laat, R.W. Koot,
V. Volovici, C.M.F. Dirven, F. van Kooten, K.H. Kho, H.M. den Hertog, J. van der
Naalt, B. Jacobs, Lingsma H.F. Groen RJM, R. Dammers, K. Jellema, N.A. van der
Gaag, G. Dutch Subdural Hematoma Research, Dexamethasone therapy versus
surgery for chronic subdural haematoma (DECSA trial): study protocol for a ran-
domised controlled trial, Trials 19 (575) (2018).

[15] Z. Qian, D. Yang, F. Sun, Z. Sun, Risk factors for recurrence of chronic subdural
hematoma after burr hole surgery: potential protective role of dexamethasone, Br.
J. Neurosurg. 31 (2017) 84–88.

[16] T. Santarius, R. Lawton, P.J. Kirkpatrick, P.J. Hutchinson, The management of
primary chronic subdural haematoma: a questionnaire survey of practice in the
United Kingdom and the Republic of Ireland, Br. J. Neurosurg. 22 (2008) 529–534.

[17] P. Schucht, U. Fischer, C. Fung, C. Bernasconi, J. Fichtner, S. Vulcu, D. Schoni,
A. Nowacki, S. Wanderer, C. Eisenring, A.K. Krahenbuhl, H.P. Mattle, M. Arnold,
N. Soll, L. Tochtermann, W. Z’Graggen, S.T. Junger, J. Gralla, P. Mordasini,
F.M. Dahlweid, A. Raabe, J. Beck, Follow-up computed tomography after evacua-
tion of chronic subdural hematoma, N. Engl. J. Med. 380 (2019) 1186–1187.

[18] J. Soleman, M. Kamenova, K. Lutz, R. Guzman, J. Fandino, L. Mariani, Drain in-
sertion in chronic subdural hematoma: an international survey of practice, World
Neurosurg. 104 (2017) 528–536.

[19] J. Soleman, K. Lutz, S. Schaedelin, M. Kamenova, R. Guzman, L. Mariani,
J. Fandino, Subperiosteal vs subdural drain after burr-hole drainage of chronic
subdural hematoma: a randomized clinical trial (cSDH-Drain-Trial), Neurosurgery
85 (2019) E825–E834.

[20] T.F. Sun, R. Boet, W.S. Poon, Non-surgical primary treatment of chronic subdural
haematoma: preliminary results of using dexamethasone, Br. J. Neurosurg. 19
(2005) 327–333.

[21] M. Suzuki, S. Endo, K. Inada, A. Kudo, A. Kitakami, K. Kuroda, A. Ogawa,
Inflammatory cytokines locally elevated in chronic subdural haematoma, Acta
Neurochir. (Wien) 140 (1998) 51–55.

[22] D. Wang, T. Li, H. Wei, Y. Wang, G. Yang, Y. Tian, Z. Zhao, L. Wang, S. Yu, Y. Zhang,
J. Chen, R. Jiang, J.N. Zhang, Atorvastatin enhances angiogenesis to reduce sub-
dural hematoma in a rat model, J. Neurol. Sci. 362 (2016) 91–99.

[23] W. You, Y. Zhu, Y. Wang, W. Liu, H. Wang, L. Wen, X. Yang, Prevalence of and risk
factors for recurrence of chronic subdural hematoma, Acta Neurochir. (Wien) 160
(2018) 893–899.

E.R.A. Laldjising, et al. Clinical Neurology and Neurosurgery 195 (2020) 105899

7

http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0005
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0005
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0005
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0005
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0010
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0010
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0010
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0015
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0015
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0015
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0020
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0025
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0025
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0025
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0030
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0030
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0030
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0030
https://doi.org/10.1007/s10143-019-01218-w
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0040
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0040
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0040
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0040
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0045
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0045
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0045
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0050
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0055
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0055
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0060
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0060
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0060
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0065
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0065
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0065
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0065
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0065
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0070
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0075
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0075
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0075
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0080
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0080
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0080
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0085
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0085
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0085
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0085
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0085
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0090
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0090
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0090
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0095
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0095
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0095
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0095
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0100
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0100
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0100
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0105
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0105
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0105
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0110
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0110
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0110
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0115
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0115
http://refhub.elsevier.com/S0303-8467(20)30242-0/sbref0115

	Practice variation in the conservative and surgical treatment of chronic subdural hematoma
	Introduction
	Material and methods
	Study design
	Statistical methods

	Results
	Demographics of respondents
	Expected effectiveness and complications of conservative management
	Indication for surgery and surgical management
	Postsurgical management
	Post-operative CT scan
	Resumption of antiplatelet and anticoagulant therapy


	Discussion
	Comparison with other studies

	Conclusion
	Funding
	Declaration of Competing Interest
	CRediT authorship contribution statement
	References




