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ABSTRACT

Chronic subdural hematoma (CSH) is a well-known disease entity; however, calcified chronic subdural hematoma (CCSH) is
uncommon. We report on a 59-year-old man who had sudden onset of |left hemiplegia one year before admission. Brain CT scan
showed right thalamic hemorrhage and one large calcified subdural hemaotma over the right fronto-temporo-parietal area. No
surgical intervention was done then. He had aregular rehabilitation program and his muscle power improved gradually. However
progressive deterioration in left side muscle power and left hemibody numbness was noted recently. He could not walk and needed
to use awheel chair. Unenhanced computed tomography and magnetic resonance imaging of the brain showed a CSH with calcified
capsule over the right fronto-temporo-parietal area and the hematoma had a marked mass effect. He underwent surgery and the
CCSH was excised totally. The patient recovered well. He could walk with a quadricane soon after surgery. He isimproving after
one year and 2 months of follow up. We feel surgical treatment for CCSH isfeasible and often resultsin neurological improvement.
(Tzu Chi Med J 2004; 16:261-265)
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A 59-year-old man had had sudden onset of |eft
hemiplegia one year before admission. Brain CT scan
showed right thalamic hemorrhage and one large calci-

INTRODUCTION

Chronic subdural hematoma (CSH) isawell known
disease entity; however, calcified chronic subdural he-
matoma (CCSH) is uncommon [1-4]. The incidence of
CCSH has been reported to be 0.3% to 2.7% of all CSHs
[1-4]. There are about 100 cases reported in the litera-
ture [5]. Although surgical treatment for the CSH is
widely accepted, there is still some controversy about
whether it should be used [1,5-11]. In this report, we
present a patient with symptomatic calcified chronic
subdural hematoma who underwent successful excision
and recovered well.

CASE REPORT

fied subdural hemaotma over the right fronto-temporo-
parietal area. No surgical intervention was done then.
He had aregular rehabilitation program and his muscle
power improved gradually. However progressive dete-
rioration in left side muscle power and left hemibody
numbness was hoted recently. He could not walk and
needed awheel chair. On admission, he was conscious;
however, mild left facial palsy was noted. The muscle
power was grade 3/5 over the |eft upper limb and grade
3/5 over the left lower limb. His deep tendon reflex was
increased in the left limbs, and he had an extensor plan-
tar response on the left side, and plantar flexion on the
right. No significant sensory or sphincter dysfunction
was noted. Unenhanced computed tomography (CT) of
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thebrain revealed acalcified chronic subdural hematoma
over the right fronto-temporo-parietal area, and the he-
matoma compressed the brain markedly (Fig. 1A). The
lesion was hyperintense on T1 weighted magnetic reso-
nance imaging (MRI) (Fig. 1B). The patient underwent
craniotomy. An organized chronic subdural hematoma
with calcified capsule was found over the right fronto-
temporo-parietal area and the brain was markedly com-
pressed by the hematoma. The durawas tightly adhered
to the calcified capsule of the chronic subdural
hematoma; however, the arachnoid membrane over the
brain was intact and not adhered to the hematoma. The
calcified CSH including the overlying durawas totally
excised. The durawas repaired with a neuropatch. The
postoperative course was uneventful and his muscle
power improved. The pathology revealed an organized
hematomawith calcification (Fig. 2). After one year and
two months of follow up, he was doing well and his
muscle power was nearly normal with some residual
numbness and weakness due to previous right thalamic
hemorrhage.

DISCUSSION

Cadcified chronic subdural hematomais uncommon

1A

[1-5] and occurs more frequently in children and young
adults than in the aged [12-14]. Most CCSHs are lo-
cated at the convexity [5] and the extent of the calcifica
tion varieswidely, sometinesinvolving the entire hemi-
spheric surface [9]. The CCSH in our patient was at the
convexity, although he was relatively older than most
patients.

Most CCSHSs can be diagnosed by CT or MRI [5,
15-19], and differentiated from the usual CSH by imag-
ing studies and gross pathology. CCSHs have the fol-
lowing characteristics. (1) elliptical shape with thelong-
est diameter in the frontotemporal direction; biconvex
or flat shape on cross section, (2) the content is gelati-
nous or clay-like, but not liquefied, (3) the inner mem-
brane is thick and has sinusoidal blood vessels, (4) the
inner membrane is partially adhered to and evaginated
into the cerebral cortex [12,20]. Our patient was diag-
nosed with CCSH because the CT and MRI showed a
chronic subdural hematoma with calcified wall and the
CCSH had all the characteristics mentioned above ex-
cept the inner membrane was not adhered to the brain.
Sometimes the CCSH may be confused with other cal-
cified extra-axial space-occupying lesions, such as cal-
cified epidural hematoma[17], calcified subdural em-
pyema[21], meningioma[15,18], calcified arachnoid
cyst [19], and calcified convexity dura mater with acute

Fig. 1. Computed tomography (CT) and magnetic resonance imaging (MRI) of the calcified chronic subdural hematoma. (A)
Axial section of the unenhanced CT scan of the brain, showing a subdural lesion with calcified wall over the right fronto-
temporo-parietal area with marked mass effect. (B) Sagittal section of the T1 weighted MRI, showing a hyperintense
subdural lesion over the right fronto-temporo-parietal area with marked mass effect.
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Fig. 2. Gross pathology and histopathology of the calcified
chronic subdural hematoma. (A) Photograph of the
calcified chronic subdural hematoma. (B) Histopa-
thology of the calcified chronic subdural hematoma,
showing old blood clots with organized changes and
fibrocalcified capsule. (H & E 100x)

epidural hematoma[16]. Among these diseases, CCSH
is most often confused with calcified subdural empy-
ema and intraoperative aspiration of pusis often needed
to confirm the diagnosis [5,21]. Our patient was afe-
brile and was in good general condition; in addition,
the operativefindings confirmed thelesionwasa CCSH,
not a calcified subdural empyema.

The course of the development of calcificationina
CCSH isunclear. However, the hematomamay progress
gradually from hyalinization to cacification, and finally
ossification through irritation of the tissue. After hem-
orrhage calcification usually takes 6 months to many
yearsto develop [1,3,6,22]. It is difficult to understand
the mechanisms of the devel opment of a calcified CSH,
because it takes along course. Poor circulation and ab-
sorption into the subdural space and vascular thromboses,
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inherent metabolic tendency to calcification, prolonged
existence of the hematoma in the subdural space, stag-
nant blood due to sufficient arterial supply and inad-
equate venous return, thick connective tissue membrane,
and other local factors are considered to contribute to
the development of calcification of CSH [6,10]. We had
no evidence to indicate any of these mechanisms con-
tributed to the devel opment of the CCSH in our patient.

CCSHsmay manifest in seizures, mental and physi-
cal retardation, hemiparesis, and gait disturbance [5];
however, some patients are asymptomatic in spite of a
large hematoma [3,23]. Thus whether the devel opment
of CCSH follows a regressive or progressive courseis
still controversial. The CCSH has been associated with
brain atrophy, thus a hematoma may not cause a mass
effect [3,10]. In addition, a calcified hematoma may
sometimes tightly adhere to the dura mater and cortex
and dissection from the brain may cause brain contu-
sion or bleeding [3,6]. Therefore, removal of thislesion
had not been considered necessary or beneficial [10].
However, a CCSH can be an active lesion which grows
like a neoplasm. There is aso arisk of hemorrhage as
evidence of vascular proliferation has been noted in the
capsule of calcified chronic subdural hematoma [3,8,
20,24]. Thus, surgical intervention is favored for a pro-
gressively enlarging CCSH. In recent years, successful
removal of calcified CSH with good neurological re-
covery had been reported in sporadic cases [1,5-9,11].
Removal of the CCSH reduces the mass effect and cere-
bral irritation, and increases the cerebral blood flow, thus
patients can improve neurologically after surgery [5].
The good postoperative neurological recovery in our
patient confirmed that surgery is beneficial for patients
with symptomatic CCSH, especially for those with clini-
cal deterioration [1,5-9,11]. On the other hand, thereis
no consensus about surgical treatment for asymptom-
atic CCSHs. However, good outcomes in some asymp-
tomatic cases [3,23] and fears of an actively growing
lesion suggestthat surgery might also be considered in
asymptomatic patients.

In summary, we presented a patient with an uncom-
mon calcified chronic subdural hematoma, which was
successfully excised resulting in agood recovery. From
the literature review and the experience in our patient,
we feel surgical treatment for CCSH isfeasible and of -
ten resultsin neurological improvement.
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