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with extensive mass effect on brain parenchyma with 
compression of ipsilateral ventricle (Figure 1). Differential 
diagnoses were parasytic lesion, multiloculated chronic 
subdural hematoma, extra-axial colloidal cyst, intracranial 
extra-axial Neurenteric Cysts, and intracranial extra-axial 
dermoid tumor. MRI brain was not performed because of 
fi nancial issue. 

Elective craniotomy and excision of cystic mass 
with entire membrane was planned. Patient underwent 
craniotomy and mass was noticed inside dura. Dura was 
incised and whole mass was removed en block. The 
mass was a membranous pouch containing thin serous 
fl uid exactly looed like a placenta like membrane of 
whole extra-axial mass was removed in bloc (Figure 2). 
Histopathological report revealed the infi ltrative mass with 
non malignant cell (Figure 3). Patient was discharged on 
8th Post operative day. After 2 weeks of follow up CT scan 
was repeated which showed minimal ipsilateral subdural 
effusion. Patient’s power of limb improved to 4/5 on RUL 
and RLL, 5/5 on LUL and LLL. After 6 mos of follow up 
his power of all limbs was 5/5 with neurologically intact.

Discussion 

Chronic subdural hematoma (CSDH) has higher 
incidence among older age people. CSDH may 
present with organized hematoma with thick 

membrane formation (OHTMF). It is an uncommon 
disease encountered in neurosurgery department with 
a signifi cant recurrence rate after treatment. In case of 
OHTMF huge craniotomy with membranectomy should 
be consider to avoid recurrent bleeding.6,5,3 As diagnostic 
tool, computerized tomography (CT) scanning stands as 
the most important tool for this disease.

Case Report

A 50-year-old gentleman came with the complaints of 
gradual onset of weakness of right half of body over 1 
year. He had unable to hold object with right hand and 
diffi cult to walk. There were no history of seizure, loss of 
consciousness and vomiting. Neurological examination 
revealed normal higher mental function test, GCS was 
15/15, pupil was bilaterally equal and reactive to light. 
Powers of limbs were RUL 2+/5, RLL 3/5, LUL 5/5 and 
LLL 5/5. 

CT head plain with contrast revealed ring enhancing 
hypodense cystic mass in left fronto parietal region 
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The chronic subdural hematoma is a well 
known entity in old age and the treatment is very 
challenging. Treatment protocol depends upon 
the radiological fi nding. Burr hole evacuation 
is the treatment of choice except in organized 
hematoma with thick membrane formation of 
chronic subdural hematoma where craniotomy 
with membranectomy is preferred to avoid 
recurrent bleeding.
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Figure 1: Pre op contrast CT

Chronic subdural hematoma (CSDH) is an 
encapsulated collection of old blood, located in between 
the dura mater and arachnoid. Thick membrane formation 
is uncommon which usually occurs in old age. It has a 
peak incidence in the sixth and seventh decade of life.6,1

After a trivial head injury without any damage to the 
underlying brain, the bridging veins in subdural space 
results in hemorrhage and collect into this space. After a 
day of hemorrhage, the outer surface of the hematoma is 
covered by a thin layer of fi brin and fi broblasts. Proliferation 
of fi broblasts leads to formation of a membrane over the 
clot after few days. The outer membrane enlarges and 
the fi broblasts invade the hematoma which forms a thin 
membrane during the next two weeks. Hematoma liquefi ed 
due to the presence of phagocytes. Then the hematoma 
may either reabsorb spontaneously or slowly increase 
in size resulting in a CSDH. Analysis of this CSDH 
membranes and contents has revealed a complex process 
of blood breakdown forming a milieu that stimulates 
neovascularization.7 The hematoma membrane has rich 
vascular supply which form granulation tissue which is 
the source of recurrent hemorrhage.7

Kawano et al., studied the cellular component of 
subdural neomembrane (SN) which contain fi broblasts, 
myofi broblasts, smooth-muscle cells (in four cases), blood 
vessels and blood-born cells.2 This study showed that the 
subdural hematoma is actually an "intra" dural hematoma 
that is formed within the split dural border cell layer. The 
outer SN of dura mater with rich vascular supply forms 
thick granulation tissue, and a few dural border cells on 
the underlying arachnoid membrane form thin fi brous 
inner SN.2 Histopathological report of our specimen 

also showed fi brous tissue, chronic infl ammatory cells, 
epithelium and necrotic debris.

For treatment of OHTMF CSDH a good radiological 
evaluation is mandatory. Multi or double loculated 
appearance in radiological image is highly suspicious 
for thick membrane formation of CSDH.4,6 Many 
authors follow large craniotomy with membranectomy 
in membrane form CSDH. According to Shrestha et 
al., and Kim et al., the large craniotomy with extended 
membranectomy technique reduced the reoperation rate, 
which has superior result compared to that of the burr 
hole or small craniotomy with partial membranectomy 
technique for OHTMF CSDH.6,3 Similarly, Mohamed 
et al., also advised for craniotomy, durectomy and outer 
membranectomy for loculated membrane formed CSDH, 
which is an easy and safe technique with minimal incidence 

Figure 2:  Post op plain CT

Figure 3:  placenta like organized membrane of CSDH
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of recollection, morbidity and mortality.5 In our case we 
performed huge craniotomy with membranectomy in 
bloc which showed good neurological outcome without 
recurrence till date.

Conclusion

OHTMF is major challenging for neurosurgical 
management because of its recurrence nature. Membrane 
formed by granulation tissue is main source for rebleeding. 
Huge craniotomy with membranectomy is strategic 
treatment of choice to avoid recollection and to provide 
better surgical outcome.
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