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Trial of Decompressive Craniectomy
for Traumatic Intracranial Hypertension

P.J. Hutchinson, A.G. Kolias, I.S. Timofeev, E.A. Corteen, M. Czosnyka,
J. Timothy, |. Anderson, D.O. Bulters, A. Belli, C.A. Eynon, J. Wadley,
A.D. Mendelow, P.M. Mitchell, M.H. Wilson, G. Critchley, J. Sahuquillo,
A. Unterberg, F. Servadei, G.M. Teasdale, J.D. Pickard, D.K. Menon, G.D. Murray,
and PJ. Kirkpatrick, for the RESCUEicp Trial Collaborators*

ABSTRACT

2004-2014: 408 namuenToB ¢ Tsxenord UMT, pa3OuThl Ha 2 TPYMIIHL.
CmepTtHOCTB (6 Mec): 26.9% vs 49.9%.
BereraruBHbii craryc (6 mec): 8.5% vs 2.1%.

Xopoiee BoccraHosienue (12 mec) 9.8 vs 8.4%/



Initial treatment measures
Head elevation
Ventilation
Sedation
Analgesia
Paralysis (optional)

Monitoring
Central venous pressure
Arterial blood pressure
Intracranial pressure

l

Intracranial pressure >25 mm Hg

The NEW ENGLAND JOURNAL of MEDICINE

/

) ORIGINAL ARTICLE
Continue stage 1 treatments

Barbiturates not permitted . . .
Optional treatments that can Trial of Decompressive Craniectomy

be added for Traumatic Intracranial Hypertension
Ventriculostomy

P.J. Hutchinson, A.G. Kolias, I.S. Timofeev, E.A. Corteen, M. Czosnyka,
Inotropes J. Timothy, |. Anderson, D.O. Bulters, A. Belli, C.A. Eynon, J. Wadley,

. | A.D. Mendelow, P.M. Mitchell, M.H. Wilson, G. Critchley, J. Sahuquillo,
Mannito A. Unterberg, F. Servadei, G.M. Teasdale, J.D. Pickard, D.K. Menon, G.D. Murray,
: H and P.J. Kirkpatrick, for the RESCUEicp Trial Collaborators*
Hypertonic saline J. Kirkp P

Loop diuretics
Hypothermia ABSTRACT

l

Intracranial pressure >25 mm Hg
for 1-12 hr

Y

Surgical group Medical group
Decompressive craniectomy Continue stage 1 and 2 treatments
Continue stage 1 and 2 treatments Barbiturates permitted




KIMHH4YeCKne Npu3HaKu npu
0TOOpE manueHToB oy JIT

* boabpHbie B kOMe 1-2 (4are Bcero)
» CoxpaHHbIC Pe(pICKCHI CTBOJIA MO3ra

 Ilpu3Hakn  pedpakTepHOM  BHYTPHUYCPEHHOM
TUNEPTCH3UH/BBIPAYKCHHBIM JTUCJIIOKAIIMOHHBIN
CUHAPOM CO  CJIABJIEHHEM  I1apaCTBOJIOBBIX
IIMCTEPH U TPETHETO KEITYT0UKA.



Heupomonutopunr u J T

1 rpynma: BemonHenune JIT — 0e3
IPEIIICCTBYIOIIETO  HEUPOMOHUTOPHHIA.
Opd  BBIPAXKCHHBIX  JHUCIOKAI[MOHHBIX
CUHJIpOMax CO CJaBJ€HHMEM 0a3alibHBIX
[UCTEPH U 3 KEIYJ0YKa.

e 2 rpynmna: JIT mocine HEMpOMOHUTOPHUHIA 1
KOHCTaTauuu Heynpasiasiemon BUI .



KT olieHKa 11pyu HOCTYILJICHUH

e KT- MO3roBoMl  peXHWM:.  BHYTPUUYEPEIIHBIC
reMaToMbl/KOHTY3uOHHbIE o4daru, TCAK, oneHka
IHUCIIOKAIIMOHHOTO CUHJIPOMA.

e KT KOCTHBIM PpPEXWM. HAIWYUE MPU3HAKOB
IIEPEIIOMOB KOCTHBIX CTPYKTYP.




JIMCIIOKAIITMOHHBIN CUHIPOM IIPU
reMaToMax, ouarax ymmOoB

CocTosiHue 0a3aIbHBIX [IUCTEPH,

KOHBEKCHUTAJIbHBIE CyOapaxHOUJAIbLHBIC
IIPOCTPAHCTBA,

Pa3Mepsbl 1 CMEIIEHUE TPETHETO
KEIyI0YKa.

IPO3payHOI EPErOPOIAKHU.
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[Iepdopupyromue apreprum —
KPOBOCHA0KECHHE CTBOJIA MO3Ta

Ambient Cis

P.Ch.A
Quad. Cist

e |

A. Rhoton,




[TamuenT M., 45 net, HapacTaHUE OTEKA B JUHAMUKE

VY3kue OOKOBBIE JKETYA0UYKH, HO
[HuctepHsl cTBONA (+++)

bopo3abl/M3BUINHEI (-)

+2 CyT: cIaBJI€HBI 0a3aJIbHBIC IIMCTEPHBI

«BCPXHCTO» 9TaKa, CYJKCHUC NUCTCPH «HUKHCTO» 5TAKa CTBOJIA..




JIMCIIOKAIIMOHHBIN CUHIPOM -
BKJIMHECHHE

Bucouno-TteHTOpHaIbHOE:

Annzoxopwusi!!! ITox danbke



KT npu3Haku BHYTpHUYEPETHON
TAIIEPTCH3 U

e OrcyTCcTBHE KOHBEKCHUTAJIbHBIX
CyOapaxHOUIAIBHBIX MPOCTPAHCTB

e Jlepopmarys u CyK€HHE IIapacTBOJIOBBIX IIMCTECPH

 IlleneBuaHbIE OOKOBBIC U TPETHUH KEIYIOUKH




TATI

e IIpu J1Alle ocHOBHBIM ITOKa3aHueM K JI T
SABJISIETCS HEYIIpaBisieMas peppakTepHas K
KOHCEPBATHUBHBIM BuAaM JieueHus BYI .



HapyXHUN BEHTPUKYJIAPHBIN
IPEHAXK

OnuH U3 ATANoB CHUKEHUS BbICOKOT0 BYJI.

Bo3sMmoxkHOCTh um3MepeHus BYJ[ (mpwu
paOoTarolieM apeHaxe!)

Toukn Koxepa (mepeansist), Aauam (3amHs1s)

CHOXXHO TIpM YCTAHOBKE B Y3KHE WU
TUCIOLMPOBAHHBIC KETYIOYKHU.

ACEITHYHbBIE YCIIOBUA.

YX01 32 KAaTETEPOM.



Touku Koxepal/lpuau







Kak HauTu KOPOHAPHBIN IMIOB?
* CepeauHa CKyJIOBOM OYTIH;

e 13 ¢cM K3aau ot hasion.




JlomoJTHUTENBHBIE TOYKHU
BeHTpUKyHonyHKInK. Opa3nepa/Kuna

AL - B Lateral
(F,? ;/?c')?ﬁg « * FEeN Ventricle
'Y [/
5

Cerebral
Aqueduct

L't'Keen RPoint

He OoJsiee Tpex NOMBITOK U3 OJHOW TOYKH!



Touka Kuna (3agHss1 TEMCHHAs )

Trajectory: Pass the catheter perpendicular to the
cortex in a slightly cephalic trajectory. Will hit CSF
around 5cm.

Keen’s Point

* CuyXuT 11 IPOBEACHUS
INYHKIIMHA B 00J1aCTH
KEITYT0OYKOBOTO
TPEYTOJbHHUKA,;

* OCHOBHOM OpPUEHTHP —
NUHHA (BEPXYIIKA YIITHON
PaAKOBHHBI)




Touka dpesuepa

Frazier’s Point

* Mcnonw3yercs npu |
HpOBeHeHI/II/I - -4 cm off midline
onepanuu BIILI; |

6 cm above
inion

* OCHOBHOU
opueHTHD — Inion.

Aim EVD to contralateral medial canthus.
Hard pass to 5¢m, then if get CSF, soft pass to 10cm.



OcnoxHeHnAa HB/

* BHyTpU4yepenHble remaToMbl

* nchdyHKUMA KaTeTepa (cmeLleHune)

* CMHAOPOM KCAUMLLUXCA» XKenynao4vyKoB
* [MnepapeHa*kHbl CUHAPOM

* NHPEKUMOHHbIE OCNOXHEeHUsA (npwu
ANNTE/IbHOM CTOAHUMN, AaHHble
NPOTMBOPEYMBDIE).




Kak peann3oBatb HEUPOMOHUTOPUHT ?

[oTOBOE peweHue

[TonHoueHHbI MoHUTOP

RAUMEDIC®

MPR2 logO DATALOGGER

Kucnopopn
Pbro2
USB for PC




bornbLion BbIOOP ANA MOHUTOPUHIA

' NEUROVENT _ NEUROVENT-P
ventricular ' — e intraparenchyma

BUf+HBA —IW __- BYA \\\\

NEUROVENT-PTO




Iloaroroska x JI'1T mocie
IIPUHATHASA PEIICHUA

[ToaroToBka onepamoOHHOTO OJIs (CTpUYb, HE OpUTH!)

3amac KpoBH, IIa3Mbl (omepanusi COIPOBOXKIACTCS
KPOBOIIOTEPEN)

MuHuMaIbHbIE 1a00paTOpHBIE MCCIIEIOBAHUS:
reMOTJIOOMH, KIJIETKH, DJJIEKTPOJUTHI, Koaryjaorpamma,
rpynma-pe3yc (paxkrop.

Penienue o npono/pkeHUun HEMpomoHuTopuHra mnocie /T
(COBMECTHO C pCaHMMATOJIOIOM).

Cxopennras nojiaya B ONEepalmoOHHYIO.

AHTHOMOTUKONIPO(PHUIIAKTHKA



DTaIlbl JCKOMIIPECCUBHOM
TpEIaHaluy Yeperna

KoxHe1i paspe3 «trauma flap»
BrikpanBaHue HaJJKOCTHUYHOI'O JIOCKYTa
CKeNneTupoBaHUE KOCTH

Tpenananus (mra Jxurau/kpadnunoToMm) 00asmux pazmMepoB 10*15
CM.

['paHuIIBbl TpEMAHALIMKU: CKYJI0Bas Ayra-CEpe/InHA 3payKa-TeMEHHAas
o0acTh k3aau Ha 3-4 cM ot auaun HCII.

[TonBucoYHass AEKOMITPECCHUs
[IIupokoe BckpriTe TMO
«ITapycnas» nmactuka TMO
YcranoBka garunka BUJ

YumBaHue MITKUX TKaHEH



Coronal suture

Frontal bone Squamc

Sphenoparietal
suture
Sphenofrontal ~ Frontal bone
suture
Frontal incisure
Sphenosquamous ‘
suture

Supraorbital
margin

Supraorbital

foramen Nasal bone

Sphenoid bone, Sphelnoid bone,
) esser win
greater wing g
Ethmoid bone,
perpendicular

plate

Ethmoid bone

Lacrimal bone
Infraorbital
Nasal bone margin

Middle nasal
concha

Vomer

v b

Infraorbital —— &\

foramen i . Inferior nasal
== concha
-

Anterior nasal
spine

Temporal bone, Temporal bone,

styloid process mastoid process
YR R Mandible

Mental foramen

External acoustic

Mandible it

Zygomatic
arch

Zygomatic bone




Paspes 1o tumy
«trauma flapy,

MenuanbHbId Kpaun
paszpesa Ha YPOBHE
3pPAYKOBOM JIMHUU.

Hwxuui kpamt — Ha
YPOBHE KO3€JIKA.

Pa3zpes naer B 3ayIlIHY O
00J1acTh!




NuactpymenTsr nisa [T

 CTaHJgapTHBIM HAOOP [UII KPaHUOTOMHH
(KpaHUOTOMMSI BBIIIOJHSIETCS C ITOMOIIBIO
UJIbl JDKUTIM MIH KpaHHOTOMa ).

* Kycauku nj1s1 moABUCOYHOU JEKOMIIPECCHUMU.

* ['eMocTaTUYECKUE areHTHI (MapJi,
TaxokomO, KOKHBIE KJIUIICHL).






[IIupokas nactuka TMO &

WA T

AyToTKaHu  (HAJOCTHHYHBIA  CBOOOIHBIMF -,
JTOCKYT) f

TiarenbHoe ylIMBaHue
['epMmeTn3zanus miacTuHaMu Taxokomo

HckycctBennas TMO: npu HeoOXOJAUMMOCTHU
COKpAIllCHUsI BPEMEHH OIlepanun (THKEI0e
COCTOSIHHE 00JILHOTO, MPOTrPECCUPYIOIINI OTEK
MO3ra).

IIpu TsKEIOM OTEeKe — AYPOTOMHMS CHHXPOHHO
C 2 CTOpPOH, HWHOIJa C HapalIeIbHbIM
BIIIMBAaHHWEM HAJKOCTHHUYHOI'O JOCKYTA.



Neurosurg Rev. 2017 Feb 9. doi: 10.1007/510143-017-C 2. [Epub ahead of print]

Efficacy and safety of durotomy after decompressive hemicraniectomy in traumatic brain injury.

Moringlane RB'?, Ki Burger h dstein KL
® Author information

Abstract
Decompressive hemicraniectomy (DH) plus duroplasty was demonstrated to be effective for treating critically elevated intracranial pressure
(ICP). In order to shorten operation time and to avoid the use of autologous or heterologous material, durotomy has been introduced as an
alternative to duroplasty. Cnly limited data is available on the effect of DH and durotomy on the increased ICP in traumatic brain injury (TBI).
Therefore, we collected consecutive intracperative ICP readings during the different steps of DH and durotomy in TBI patients. Eighteen
patients with TBI and uncontrollable ICP increase (measured by either an intraparenchymal or an intraventricular ICP probe) underwent DH
and durotomy. ICP readings as well as mean arterial blood pressure (MAP) and arterial PCO; were obtained during defined stages of the
operation. Surgical complications of the durotomy itself and of cranioplasty after 3 months were recorded. The outcome was assessed prior to
cranioplasty using the Glasgow Outcome Scale (GOS). ICP dropped significantly during surgery from a mean of 41 ( + 16.2) mmHg at the
| beginning to a mean of 11.8 ( + 7.5) mmHg at the end (p < 0.001). A first significant ICP-decrease to a mean of 18 (£ 10.8) mmHg (p = 0.001)
was detected after removal of the bone flap, and a second significant ICP-decrease to a mean of 10.6 ( + 5.3) mmHg (p < 0.001) during
durotomy. The mean operation time was 115.3 min ( = 49.6). Five patients (28%) died; seven patients (39%) had a good outcome (GOS 5).
There were no relevant complications associated to durotomy. Durotomy after DH is a safe and straightferward procedure, which significantly
| lowers critically increased ICP in patients with TBI. Although no graft is used, dural preparation for cranioplasty at 3 months is easily possible.

J1J1s1 BKOHOMUU BpEMEHU
i BO3MOKHO BBITIOJIHUTH

IyPOTOMHUIO 0€3 AypPOIIaCTUKHU

Brinmonxnena mmpokoe BCkpbiTie TMO.

IIpoBeaena mimactuka TMO coOCTBEHHOM HAJIKOCTHHIIEH.



DTanHOCTh CHYXKeHUs: BU /I mpu

T

(cxomHO: 41+/-16 MM.pT.CT.

A

(ocite kocTHOro sramna; 18+/-10.8 mm.pT.cT.

lociie gxyporomuu. 11.8 +/- 7.5 MmMm.pT.cT.

[Epub ahead of pant]

Efficacy and safety of durotomy after decompressive hemicraniectomy in traumatic brain injury.

+ Author information

Abstract

Decompressive hemicraniectomy (DH) plus duroplasty was demonstrated to be effective for treating critically elevated intracranial pressure
{ICP). In order to shorten operation time and to aveoid the use of autologous or heterologous material, durotomy has been introduced as an
alternative to duroplasty. Only limited data is available on the effect of DH and durctomy on the increased ICP in traumatic brain injury (TBI).
Therefore, we collected consecutive intracperative ICP readings during the different steps of DH and durctomy in TBI patients. Eighteen
patients with TBI and uncontrollable ICP increase (measured by either an intraparenchymal or an intraventricular IGP probe) underwent DH
and durctomyy. ICP readings as well as mean arterial blood pressure (MAP) and anerial PCO; were oblained during defined stages of the
operation. Surgical complications of the durctomy itself and of cranioplasty after 3 month re recorded. The cutcome was a sed prior to
cranioplasty using the Glasgew Outcome Scale (GOS). ICP dropped significantly during surgery from a mean of 41 { £ 18.2) mmHg at the
beginning to @ mean of 11.8 ( £ 7.5) mmHg at the end (p = 0.001). A first significant ICP-decrease to a mean of 18 { £ 10.8) mmHg (p = 0.001)
was detected after removal of the bone flap, and a secend significant ICP-decrease 1o a mean of 10 mmHg (p < 0.001) during
durotomy. The mean operation time was 1153 min ( £ 48.8), Five patients (28%) died; seven patients ( 1 had a goed guicome (GOS ).
There were no relevant complications associated to durotomy, Durctomy after DH is a safe and straightforward procedure, which significantly
lowers criically increased ICP in patients with TBI. Although ne graft is used, dural preparation for cranicplasty at 3 months is easily possible,




OmHO WK IBYCTOPOHHSIS
orepanus’
 JIudp@py3HBIM OTEK TOJOBHOIO MO3ra M

akcualibHas auciokauus: 1T ¢ 2 cTopoH.

* llonnepeunas nucnokanms: T co cTOpoHEI
MaToOJOTMYeCKOoro odara (remaroma/odar

yIIroa).



N3mepenne BY/1 mocne AT

ITocne AT nipu mH(papKkTe MO3ra BhISIBICHO 3 THIIA JUHAMHUKU
BY/JI:

* a) HopmasibHOe BUJI, HEe TpeOyroliee KOPPEKIMH;

e 0) Hapacranue BYJ[ B mocieonepanoOHHOM IEPUOJIE 0
20 MM pT. CT. U OoJee;

* B) Hapactanue BYJ[ B mociieonepanmoHHOM MHEPHUOIE 0
20 MM pT. cT. U 0Oojee ¢ pa3BUTHEM pedpaKTepHOU
BHYTPUYEPEIIHOM  TrumepTreH3un (Ha  npumepe 12

NalMEeHTOB ¢ OOLIMPHBIM HH(apkToM mo3ra, bypor C.A.,
2013).



HMHaTpaorepaiimnoHHbIE
ocinoxHeHus J 1

* KpoBormoreps
* [loBpexieHrne CHHYCOB, BEH

* OTeKk-HaOyXaHHUE rOJIOBHOIO MO3ra



Arquivos de Neuro-Psiquiatria

Arq. Neuro-Psiqui .9 Sio Paulo Sept. 2014
http 'dx.doi.org/10.15

VIEWS AND REVIEWS

The influence of decompressive craniectomy on

the development of hydrocephalus: a review

Ocnoxuenusa AT

A influéncia da craniotomia descompressiva no
desenvolvimento de hidrocefalia: uma revisdo

OIMLUSIO NE'W
Subdural Cortex - or contralat . CSF Bone
SEIZDI.II'ES Hydroriephalus Hematoma extraaxial Infeftlonleakage . resorption
(%) (%) (%) (%) Progression hematoma (%) (%) trep!uned (%)
(%) (%) (%)

Syndrome
No. of

Author/year patients effusion herniation

Yang XF/2003 8 (26) 20 (29)
Jiang JY/2005 24 38 (16)

Aarabi B/2006 A 25 (50) 5(10)
Chibbaro

5/2007

Flint AC/2008

Huang AP/2003 10 (26)
Faleiro

RIM/2008

Yang XF/2008 108 3 (21) 3 (3) 10 (9)
Honeybul 2 (62) 8 (51) > (14, 4011)
$/2010
Ban SP/2010 9 (33) 3 (15) 3(3) 10 (11) 11(12)
Honeybul 164 81 (49) 42 (26) 36(22) 23(14)
0

Jun Ding u coasr., 2014



PaHHne 1 mo3aaue OCJI0KHEHU
rocie T

Iloctremopparunyeckas aHeMus
JINKBOpHBIE «ITOYIIKI)
CyOaypallbHbI€ TUTPOMBI
['maporntedanmus (ape3opOTUBHAN)

NH(eKInoHHBIE OCIOKHEHUS (PEIKO)



M., 28 nert, Tsxensiil oTek Mo3ra. OneprupoBaH Mo BbIE3Ty (IBYCTOPOHHSIS
JICKOMIIPECCUBHAS TPEMaHaIlys Yeperna ¢ MoJABUCOYHON JeKkoMipeccuei, miactukoit TMO ayTtoTkansimu, Hosi0ps 2016r
[Tocneonepaynonnoe Benenue: comectHo PKb + xyparop peanumaronor MHX. Mounutopusr ICP (-).

Brixon — xopolee BOCCTaHOBIICHHUE.

.# T ‘/:' =

b e A
LR

e e ot

[ IpOaOmIKATETBHOCTD ONIEPAIAN: 54




Heo0xoaumMo au npoaonKaTh
m3mepenue BUJI mocie JIT?

Ecnu ecTth BO3MOKHOCTE — J1a.

Hudpser B/l mocie XKT — uameHsercsa myiabcoBasi pa3Hulia
MEXIAY CUCTOJIMYECKUM U JUACTOJINYECKUM JIABJIICHUEM.

Yacts namuentoB coxpanstor BUI mocne AT maxke ¢ 2
CTOPOH.

ArpeccuBHOCTH Tepanuu nocie T cauxkaercs.

Wmrmantanus garunka BYJl mocne AT kak mpaBuiio
CyOIypabHO JI0 3allIMBaHUS MSATKHUX TKAHEH.



PEKOHCTPYKIIMS OOIIMPHBIX KOCTHBIX JIE(MEKTOB
yepemna nocyue AT

~

* Crepeonutorpadus. ;
o UmmianTtatsl (dame Palacos) ™’

e Cpoxku nocne 6 mec.




['mapouedanus nocie Tsoxeaon UMT
(OKKITFO3MOHHAS + ape30pOTHBHA)

Yactora BcTtpewaemoctu nocie JIT: 20-80% (Ding J et al., 2014)

. ——

s .
\ ¥
.\,.

. e ) ‘,F}L
Puck dakropsl: 1) TCAK, 2) npormn or BCC MeHee 25 MM; 3) TUFPOMBI



BeposSTHOCTh pa3BUTHS THAPOLC(ATINN 3aBUCHUT OT
PACCTOSIHUASA MEXIAY MEIUAIILHBIM KPaeM IIPOITnJIa U

CpeOHECH TUHHUEH (IMMUT 25 MM) U OYCHb
BapuadensHa (20-80%).

JJ Neurotrauma. 2010 Nov;27(11) 5-70. doi: 10.1089/neu.2010.1425.
Arachnoid Choroid plexus of

granulations lateral ventricle Post-traumatic hydrocephalus after decompressive craniectomy: an underestimated risk factor.

De Bo P, Pomp A, Mangiola A, Rigante L, Anile C
# Author information

Abstract
3 The incidence of post-traumatic hydrocephalus (PTH) has been reported to be 0.7-51.4%, and we have frequently observed the development
Superior . of PTH in patients undergoing decompressive craniectomy (DC). For this reason we performed a retrospective review of a consecutive series
sagittal sinus of patients undergoing DC after traumatic brain injury (TBI). From January 2006 to December 2009, 41 patients underwent DC after closed
head injury. Study outcomes focused specifically on the development of hydrocephalus after DC. Variables described by other authors to be
associated with PTH were studied, including advanced age, the timing of cranioplasty, higher score on the Fisher grading system, low post-
hemis;:::irc- resuscitation Glasgow Coma Scale (GCS) score, and cerebrospinal fluid (CSF) infection. We also analyzed the influence of the area of
cistern | \ craniotomy and the distance of craniotomy from the midline. Logistic regression was used with hydrocephalus as the primary outcome
3 measure. Of the nine patients who developed hydrocephalus, eight patients (89%) had undergone craniotomy with the superior limit <25 mm
Inter- ! N from the midline. This association was statistically significant (p = 0.01 - Fisher's exact test). Logistic regression analysis showed that the only
ventricular factor independently associated with the development of hydrocephalus was the distance from the midline. Patients with craniotomy whose
foramen superior limit was <25 mm from the midline had a markedly increased risk of developing hydrocephalus (OR = 17). Craniectomy with a
superior limit too close to the midline can predispose patients undergoing DC to the development of hydrocephalus. We therefore suggest
performing wide DCs with the superior limit >25 mm from the midline.

Comment in
Post-traumatic hydrocephalus following decompressive craniectomy. [J Neurotrauma. 2012]
Cistern of lamina
terminalis

) Arg Neuropsiguiatr. 2014 Sep;7:
Chiasmatic
cistern

The influence of decompressive craniectomy on the development of hydrocephalus: a review.

Interpeduncular

cistern \ Ding J, nH'

Pontomedullary aperture
cistern

+ Author information

Abstract

Decompressive craniectomy (DC) is widely used to treat intracranial hypertension following traumatic brain injury (TBI) or cerebral vascular
disease. Many studies have discussed complications of this procedure, and hydrocephalus is a common complication of DC. To further
evaluate the relationship between DC and hydrocephalus, a review of the literature was performed. Numerous complications may arise after
DC, including contusion or hematoma expansion, epilepsy, herniation of the cortex through a bone defect, CSF leakage through the scalp
incision, infection, subdural effusion, hydrocephalus and "syndrome of the trephined". Several hydrocephalus predictors were identified; these
included DC, distance from the midline, hygroma, age, injury severity, subarachneid or intraventricular hemorrhage, delayed time to
craniotomy, repeated operation, and duraplasity. However, results differed among studies. The impact of DC on hydrocephalus remains
controversial.




HWH Helpoxupyprim mm. auag. H.H. Bypgeuxo®

HWH cropoit nomowm mum. H.B. Cunudocoscroro®*

ALA. Notanoe*, B.B. Kpetoe® *, JI.B. Muwxre pman®, A.3. Taneinoe**,

Anerombl runodpusa A.T. Faspunos*, C.C. MNeTpuros**

eaaHus

aBepHO3HBIE ManbhOPMALIMM LiEHTPANbHO HEPBHOI CHETEMb!
XMPYPriudeckoe neyeHue rMnepTeH3nBHbIX BHYTPUMO3TOBLIX remaTom
ApTepHo-BeHO3HbLIE Manb(OPMaUNi LEHTPaNLHOH HEPBHO CUCTEMEI

CTeHosMpylowmMe NopaXeH A MarueTpanbHbIX apTepuii roNnoBHore Mosra
- _ R KAMHMYECKME PEKOMEHLALMK
Cv Gap: POBOM3NHAHWA BCNeACTBWE paspsiBa aHeBpW3M COCYAO0B ronosHoro

mo3ra

HneyeHWe NoCTPpagaBUWMy C TAMENOH

YepenHo-Mo3roBoil Tpasmoi.

DYHKUYUOHC

XVMpYpriyeckan KOpPeKUMs CHHOPOMOB COCYAMCTON KOMNPECEHM YEPENHbIX HEPBOB

8aA MpPasmMa

NeyeHue NocTpagaBLUNX ¢ TAKENOI UEPENHO-MO3roBoi TpaBMOi

Mockea, 2014 r.




