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(All recommendations at the “Option” level)

Acute Epidural Hematomas (EDH)


Indications



Volume greater than 30cc should be evacuated regardless of GCS

Volume less than 30cc/less than 15mm thickness/less than 5mm midline shift/GCS greater than 8 may be managed non-operatively


Timing

Any patient with acute EDH/GCS<9/anisocoria should undergo operation “as soon as possible”


Methods



No preferred surgical method

Acute Subdural Hematomas (SDH)


Indications

SDH with thickness > 10mm/midline shift > 5mm should be evacuated regardless of GCS

Patients with acute SDH and GCS < 9 should have ICP monitoring

SDH with thickness < 10mm or < 5mm midline shift should be evacuated if GCS drops 2 or more points from injury to admission, pupillary function is abnormal, or  ICP> 20 mm Hg


Timing



“As soon as possible”


Methods



Craniotomy with or without bone flap removal/duroplasty

Traumatic Parenchymal Lesions


Indications

Parenchymal mass lesion with referable neurologic deterioration, medically refractory intracranial hypertension or signs of mass effect on CT should be evacuated

Patients with GCS 6-8, with frontal or temporal lesion volume > 20cc with midline shift >5mm or cisternal compression, or any lesion volume > 50cc should be evacuated

Parenchymal mass lesions without clinical neurologic compromise, with no signs of mass effect and with controlled ICP can be treated non-operatively


Timing and Methods

Craniotomy for evacuation is recommended for any of the indications listed

Bifrontal decompressive craniectomy is a treatment option within 48 hours for diffuse medically refractory edema and resultant intracranial hypertension 

Decompressive procedures, including subtemporal decompression, temporal lobectomy, and hemispheric decompressive craniectomy, are treatment options for patients with refractory intracranial hypertension with diffuse parenchymal injury associated with evidence of impending transtentorial herniation

Posterior Fossa Mass Lesions


Indications

Patients with mass effect on CT or neurologic dysfunction or deterioration referable to a lesion should undergo evacuation; “mass effect” is defined as distortion of the 4th ventricle, effacement of basilar cisterns or obstructive hydrocephalus

Patients without mass effect of neurologic dysfunction may be treated non-operatively


Timing



“As soon as possible”


Methods

Suboccipital craniectomy is the predominant method reported and is therefore recommended

Depressed Cranial Fractures


Indications

Open fractures with depression greater than the thickness of the skull should be treated surgically to prevent infection

Open depressed skull fractures may be treated non-operatively provided there is no evidence of dural penetration, intraparenchymal hematoma, depression > 1 cm, frontal sinus involvement, gross cosmetic deformity, wound infection, pneumocephalus, or gross wound contamination

Closed depressed skull fractures may be treated non-operatively


Timing



“Early” operation is recommended


Methods



Elevation and debridement is recommended

Primary bone fragment replacement is an option in the absence of wound infection at the time of surgery

All management options for open depressed fractures should include antibiotics
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