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and pulsed rate was 84 beats per minute. Neurological examination, 
including the Glasgow coma scale was 2/15 and plantar reflex was 
enhanced. Case was referred for urgent computed tomography of 
brain which showed right temporo-parietal subdural haemorrhage 
measuring 1.3 cm (Figures 1-3).
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ABSTRACT

A subdural hemorrhage (hematoma) is a type of bleeding that occurs outside the brain as a result of a severe head 
injury occurs when a blood vessel ruptures between the brain and the leathery membrane that surrounds it. A 78 
year-old male presented with drowsiness and altered sensorium. He had accidental domestic fall at his residence 
twice in an interval of one hour. Subdural Haemorrhage was revealed in the CT scan. For Burr hole decompression 
a high index suspicion and investigation with a computed tomography of the brain to reach the diagnosis of subdural 
haemorrhage is important. 
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INTRODUCTION 

Subdural Haemorrhage (SDH) is a common intracranial 
haemorrhage that is associated with significant morbidity [1]. The 
bleeding or haemorrhage occurs within the layers of tissue that 
surround the brain. SDH is managed by surgical or non-surgical 
way [2]. The surgical techniques involve burr-hole craniotomy with 
or without continuous closed-system drainage, small craniotomy 
with endoscopic removal and large craniotomy followed by 
membranectomy [2-4]. 

The symptoms of subdural haemorrhage depend on how quickly 
blood accumulates inside the skull. It typically presents with 
headache, seizure, altered mental state and extra pyramidal 
syndromes e.g. dystonia and dyskinesia. Diagnosis requires a high 
index of suspicion based on the clinical presentation, as sometimes 
the patient may not reveal that they had any trauma unless asked 
specifically. Computed tomography is needed for diagnosis because 
it is able to delineate larger bleeds [5]. 

CASE PRESENTATION

A 78 year-old male was brought with a complaint of accidental 
domestic fall at residence twice in an interval of 1 hour. He was 
suffering from progressive drowsiness and altered sensorium. 
Pre-morbidly, he had hypertension and coronary artery disease 
(post PTCA) for which he was on antiplatelet drug. On physical 
examination his blood pressure was found to be 140/70 mm Hg 

Figure 1: Computed Tomography (CT) scan, Unilateral Subdural 
Haemorrhage (SDH).
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To stabilize him, he was immediately administered:

• Inj Mannitol (D- mannitol, C
6
H

14
O

6
)-IV: 8 hourly

• Inj Lasix 20 (Furosemide 20 mg)-IV: Twice daily

• Inj Levipil 500 (Levetiracetam)-IV: Twice daily

• IVF NS 500 (Sodium Chloride 0.9% W/V): 12 hourly

• Inj Pan 40 (Pantoprazole 40 mg)-IV: Once daily

• Inj Futaz 4.5 (Piperacillin 400 mg +Tazobactum 500 mg)- IV:
8 hourly

• Inj Vit K (Phytomenadione)-IV: Once daily

• Tab Atorva 20 (Atorvastatin 20 mg): Once daily at bedtime

• Tab Cytoguard (Trimetazidine): Once daily at bedtime

His routine investigation was done and neurosurgeon opined 
surgery. The patient was not responding well. He was further 
given 4 unit of FFP (Fresh Frozen Plasma) and doctors 
planned for decompression craniectomy. His mannitol dose 
was changed to Inj Mannitol (50 ml ) 6 hourly. Doctors 
further added Nebu Duolin (Levosalbutamol+Ipratropium)  
Antihypertensive drug: 8 hourly. 
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These re-established his sensorium. Some more changes were done 
to his drug administration. He was introduced to:

• Liq Glycerine 6 tea spoon full: Thrice daily

• Tab Aldactone (Spironolactone 25 mg) 1 tab- Once daily  

• Inj Mnnitol, Lasix and Levipil was withdrawn. Instead, he was
administerd

• Liq Levipil 5 ml: Twice a day (post meals)

• Tab Dytor 10 (Torasemide 10 mg): Once daily

• Tab Crdace 2.5 (Ramipril 2.5 mg): Once daily

Rest was kept same as before. CT scan was done again. His 
Structural Heart Disease (SHD) was resolved by comparative study. 
Moreover, he was administered Tab Dexona 2 mg (Dexamethasone) 
twice daily. When his Total Leukocyte Count (TLC) increased, he 
was injected Dalcinex (Clindamycin) IV thrice daily.

Considering overall clinical appearance, doctors opted for Burr 
Hole decompression after 1 week. During surgery after 1 week, an 
incision was made in the scalp. The surgeon drilled one or two 
burr holes using a special drill and the access to dura was achieved. 
Then the dura was incised and excess fluid was evacuated to 
reduce the pressure within the skull. The wounds were then closed. 
Information on the findings during surgery is not available to us. 
Patient was intubated and kept for close observation at ICCU 
with ventilation support. The prognosis after surgery is usually 
good because of development of modern imaging methods and 
improvemen in surgical techniques. Then, he was warded in the 
neurological ward where he made an uneventful recovery. 

RESULTS AND DISCUSSION

Frequently, a subdural haemorrhage develops after traumatic 
brain injury. It may also occur in case of patients with significant 
cerebral atrophy or those with chronic alcohol abuse [6]. Subdural 
haemorrhage manifests between the dura and the arachnoid 
membranes and results due to shearing force or by spontaneous 
rupture of the bridging veins that drain blood from the surface of 
the brain to the dural sinuses. A subdural haemorrhage is usually 
venous in origin and often limits itself by the rising intracranial 
pressure. If the haemorrhage is of significant size, it can disrupt 
the physiologic flow of CSF and will in turn raise the intracranial 
pressure [7]. 

Recently, new evidence suggests that a chronic subdural 
haemorrhage (i.e. when the haemorrhage persists more than 3 
weeks) enlarges because of recurrent spontaneous bleeding from a 
richly vascularised membrane encapsulating the haemorrhage due 
to a continuous process of angiogenesis, inflammation, coagulation 
and fibrolysis [8]. The expansion causes compression of functional 
cerebral tissue and thus causes neurologic deficiency. 

A chronic subdural haemorrhage can be of two nature- Unilateral 
or Bilateral. Our patient was diagnosed with unilateral subdural 
haemorrhage. It occurs in majority of the patients. The recurrence 
rate in case of unilateral subdural haemorrhage is low. 

Urgent evacuation is usually done in cases of subdural haemorrhage 
with burr hole decompression [7,8]. The excess mortality risk 
following chronic subdural haemorrhage persists throughout the 
life. Factors determining the risk of mortality will include the degree 
of disability or dependence upon discharge and the presence of 

Figure 2: Chest X-ray for diagnosis of structural heart disease.

Figure 3: Computed tomography scan for diagnosis of brain for 
subdural haemorrhage.
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cerebral atrophy medical risk factors like stroke and hypertension. 

The risks of a burr hole procedure includes: Bleeding, Infection, 
Blood clots, Brain injury, Heart attack or stroke, No relief from 
symptoms and needing craniectomy.

A typical burr hole compression procedure involves: (1) An 
Intravenous line is put in the arm or hand of the patient just before 
the procedure. A medicine to make the patient feel relaxed and 
sleepy will be given through the IV or General anesthesia will be 
given. (2) During the procedure, patient’s vital signs will be closely 
monitored. (3) Hair will be trimmed in the area of the scalp and 
numbing medicine will be injected into the scalp. (4) An incision 
will be made in the scalp. (5) Using a special drill, the surgeon 
drills one or two small hole in the skull to expose the dura. (6) The 
surgeon then opens the dura and drains any excess fluid to reduce 
the pressure within the skull. (7) The surgeon then may place a 
temporary drain to continue the drainage of the fluid or the dura 
and scalp will be closed right away. 

After the procedure, the patient needs to stay in the hospital for 
a few days for recovery. Even after the discharge of the patient, 
adherence to medication is important for patients having risk 
factors like hypertension, diabetes and dyslipidaemia, to prevent 
the complication of subdural haemorrhage [9].

CONCLUSION

In a nutshell, this was a case of unilateral subdural haemorrhage 
that presented in a 78 year-old male as a consequence of accidental 
domestic fall. Generally Subdural haemorrhage develops after 
traumatic brain injury, in this case it occured due to accidental 
domestic fall. It needed a high index suspicion and investigation 
with a computed tomography of the brain to reach the diagnosis of 
subdural haemorrhage before urgent burr hole decompression was 
done. Subdural Haemorrhage was revealed in the CT scan, which 
is best daignostic method. 
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