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Introduction: Trauma is a huge problem seen in developed countries as well as developing countries. Head injury is a major factor
responsible for mortality in young populations. Up to 6% of all head injuries and 11% of severe head traumas might result in a
depressed skull fracture (DSF), a catastrophic injury. The aim of this study was to determine the prevalence of dural tear and to
identify its predictors.
Method: A retrospective review of medical records of all patients operated on for DSFs at the University Comprehensive Specialized
Hospital from 1 January 2021 to 1 January 2023 G.C. (Gregorian calendar) was conducted. A total of 163 patients were included in
the study.
Results: A total of 163 patients [136men (83.4%) and 27women (16.6%)] had amean age of 23.9 with a standard deviation of 14.8
(range from 3 to 65). Patients with penetrating injuries (missiles, axes) were excluded. The majority, 153 (93.9%) of the patients, were
younger than 50 years of age. Physical assault accounted for 102 (62.5%) of the cases. Of the assaulted cases, 62 (38%) were
assaulted by stone, 32 (19.6%) by stick, and 8 (5%) by other objects (beer bottle and shovel). Bleeding from the trauma site in 124
(76.1%), headache in 76 (46.6%), loss of consciousness in 75 (46%), and vomiting in 72 (44.2%) were the most common
presentations. Based on the Glasgow Coma Scale (GCS), 123 (75%) patients had mild head injuries. Based on the site of fracture,
frontal depressions are the most common (61, 37.4%), followed by parietal depressions (53, 32.5%). With regard to the associated
injuries, brain contusion was seen in 52 (32%), epidural hematoma (EDH) in 26 (16%), subdural hematoma in 3 (1.8%), and
intraventricular hemorrhage/subarachnoid hemorrhage (IVH/SAH) in 3 (1.8%). Themedian duration of presentation was 15 h, with an
interquartile range (IQR) of 8–24 (1–96 h). From the multivariable logistic regression, brain contusion and EDH were significantly
associated with dural tear.
Conclusion: The rules of our culture are reflected in the higher incidence of accidents and fractures among men. Physical assault,
particularly with stones, was the most common cause of DSFs. Frontal depressions were the most common site of fracture, followed
by parietal fractures. Brain contusion and EDH were significantly associated with dural tears. School-aged children are more
vulnerable to injuries from horse or donkey kicks and falls.
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Introduction

Traumatic brain injury (TBI) is a brain injury that develops as a
result of an external mechanical impact and may be accompanied
by loss of consciousness or altered mentation. One of the main

factors contributing to morbidity and mortality is TBI[1]. Global
fatality rates following head injuries range from 91 to 546 per
100 000 people. One-quarter to one-third of all accidental deaths
are caused by brain injuries, which are on the rise in emerging
nations[2-4]. Depressed skull fractures (DSFs) are a common type
of TBI, resulting from significant forces applied to the skull,
causing displacement or indentation of the bone. These fractures
can be associated with complications such as dural tears, which
refer to a breach in the dura mater, the outermost membrane
covering the brain[5,6].

HIGHLIGHTS

• Trauma is a huge problem seen in the developed countries
as well as developing countries.

• Traumatic brain injury (TBI) is a brain injury that develops
over time as a result of an external mechanical impact and
may be accompanied by sensory loss or modification.

• Depressed skull fracture (DSF) develops when the amount
of bone displacement exceeds the whole thickness of the
neighboring calvarium.
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DSF, which typically results from forceful trauma, develops
when the amount of bone displacement exceeds the whole
thickness of the neighboring calvarium. Fractures that also have a
scalp laceration and galea disruption are known as compound
DSF[7]. Different studies have reported male gender pre-
dominance over the female gender in patients with
compound depressed skull fracture[8]. Elevating the depressed
fragment, removing the hematoma, cleaning the wound, and
repairing the dura and dural venous sinuses are all surgical pro-
cedures. To avoid consequences including infection, seizures, the
progression of neurological deficiency, and post-traumatic
hydrocephalus, DSF should be appropriately and promptly
treated[9]. Dural tears pose a risk of infection, cerebrospinal fluid
(CSF) leak, and neurological complications. Recognizing pre-
dictors of dural tear in DSF patients is crucial for appropriate
management and reducing potential complications[7,10].

The aim of our study was to identify the etiological factors of
DSF, the prevalence of dural tear and its predictors, and surgical
management and treatment outcomes in patients operated on
for DSF due to blunt head trauma. Penetrating head injuries
secondary to bullet and axe injuries were excluded.

Methods and materials

Study design, setting, and population

A retrospective review of medical records of all patients operated
for DSF from 1 January 2021 to 1 January 2023 G.C. (Gregorian
calendar) was conducted. According to the 2015 report of the
central statistical agency of the country, the city has a population
of 323 900[11]. The city has one public comprehensive specialized
hospital, which is one of the oldest teaching hospitals in the
country and provides health services for more than 7 million
people in the city and surrounding catchment areas[12].

This work has been reported in line with the Strengthening The
Reporting of Cohort, Cross-sectional andCase–control Studies in
Surgery (STROCSS) criteria[13].

Data collection

The clinical data were collected using a data extraction sheet from
the patient’s medical charts. Data on sociodemographic char-
acteristics, mechanism of injury, clinical conditions at presenta-
tion, intraoperative findings and complications, and patient
outcome were gathered.

Ethical approval

An ethical clearance was obtained from the Ethics Review
Committee of the School of Medicine, College of Medicine and
Health Sciences, with reference number SBMLS/648/2023.

Data processing and analysis

The data were checked for inconsistencies, coding error, com-
pleteness, clarity, and missing values before they were entered.
The data were entered using EPI DATA 3.1 version and exported
to the IBM SPSS Statistics 25 statistical software for further data
cleaning and statistical analysis. Descriptive statistical analyses
such as frequency, percentage, cross-tabulation, mean, standard
deviation, median, and interquartile range (IQR) were per-
formed. The mean surface area of the depression was compared

using independent t-test. Univariate and multivariate analyses
were used to establish predictors of dural tear.

Results

A total of 163 patients [136 males (83.4%) and 27 females
(16.6%)] with a mean age of 23.9 and a standard deviation of
14.8 (range from 3 to 65) were studied. Patients with penetrating
injuries (missiles, axes) were excluded. The majority, 153
(93.9%) of the patients, were younger than 50 years of age.
Physical assault accounted for 102 (62.5%) of the cases. Of the
assaulted cases, 62 (38%) were assaulted by stones, 32 (19.6%)
by sticks, and 8 (5%) by other objects (beer bottles and shovels)
(Tables 1 and 2). Bleeding from the trauma site in 124 (76.1%),
headache in 76 (46.6%), loss of consciousness in 75 (46%), and
vomiting in 72 (44.2%) were the most common presentations
(Table 3).

Based on the Glasgow Coma Scale (GCS), 123 (75%) patients
had a mild head injury. Based on the site of the fracture, frontal
depressions are the most common (61, 37.4%), followed by par-
ietal 53 (32.5%). With regard to the associated injuries, brain
contusion was seen in 52 (32%), epidural hematoma (EDH) in 26
(16%), subdural hematoma (SDH) in 3 (1.8%), and intraven-
tricular hemorrhage/subarachnoid hemorrhage (IVH/SAH) in 3
(1.8%) (Table 4). The median duration of the presentation was
15 h, with an IQR of 8–24 (1–96 h). All patients were operated on
(elevation of the depressed segment and repair of the dural tear, if
any) by a neurosurgeon and senior general surgery residents. At
surgery, a dural tear was found in 71 (55.5%) patients, whereas 57
(44.5%) had intact dura. The independent sample t-test showed a
statistically significant difference (t = 4.059, df = 126, N = 163,
P<0.001) in themean surface area of depression in the two groups.
Subsequently, univariate and bivariate analyses were done, and
variables with a P-value of less than 0.2 in the univariate analysis
were selected for binary logistic regression. Those variables with a
P-value greater than 0.2 were excluded from further analysis.

Table 1
Sociodemographic characteristics and mechanism of injury of
patients operated for depressed skull fracture (n= 163).

Sociodemographic characteristics Frequency (n= 163) Percentage

Age ≤10 34 20.8
11–20 41 25.1
21–30 49 30.06
31–40 16 9.8
41–50 13 7.9
≥ 51 10 6.13

Sex Male 136 83.4
Female 27 16.6

Residence Urban 52 31.9
Rural 111 68.1

Mechanism of injury Assault by stone 62 38
Assault by stick 32 19.6
RTA 18 11
Fall down 24 14.7
Horse/donkey kick 19 11.7
Assault by beer bottle 3 1.8
Other 5 3.1

Type of fracture Closed 44 27
Compound 119 73
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From themultivariable logistic regression, brain contusion and
EDH were significantly associated with dural tears. The odds of
having a dural tear were 8.8 times higher in patients with brain
contusion when compared to patients without contusion [adjus-
ted odds ratio (AOR) = 8.8; 95% CI: 2.183–35.64]. Patients
who had a DSF with EDH had a 13 times higher risk of having
dural tears than those without EDH (AOR = 13.42; 95% CI:
1.26–142.8). However, patients with closed DSFs had a lower
risk of having dural tears compared with compound fractures
(AOR = 0.016; 95% CI: 0.001–0.222). In addition, parietal
fractures had a lower risk of having dural tears compared with
other sites of fractures (AOR: 0.113; 95% CI: 0.018–0.72)
(Tables 5, 6, and 7).

Discussion

Trauma is a huge problem seen in developed countries as well as
developing countries. Head injury is a major factor responsible
for mortality in the young population[14]. Up to 6% of all head
injuries and 11% of severe head traumas might result in a DSF, a
catastrophic injury. Most DSFs (68–86%) are complex, and a
large fraction of these (10–52%) have dural tears, which are
strongly associated with cranial infections[6]. DSF, a type of
cranial fracture that typically results from forceful trauma,
develops when the amount of bone displacement exceeds the
whole thickness of the neighboring calvarium. Fractures with an
adjacent scalp laceration and galea disruption are known as
compound DSF. Conventionally, unless paired with concurrent

localized lesions, such as contusions and hematomas, closed
(nonmissile) linear cranial fractures are regarded as nonoperative
lesions[7]. One study proposed and implemented a strain-rate-
dependent material model for cranial bone in subject-specific
finite element (FE) head models to accurately predict skull frac-
tures in real-world fall accidents, and the FE models successfully
predicted the occurrence and extent of skull fractures in all cases,

Table 2
Etiologic classification in pediatric and adult patients.

Mechanism of injury
Pediatric patients

(below the age of 18) Adults (> 18) Total

Assault by stone 12 50 62
Assault by stick 6 26 32
Road traffic accident 7 11 18
Fall-down accident 19 4 24
Horse/donkey kick 19 0 19
Beer bottle 1 2 3
Others (shovel, etc.) 1 4 5

RTA, road traffic accident.

Table 3
Clinical presentation of the patients operated for depressed skull
fracture (n = 163).

Clinical presentation
Frequency
(n = 163) Percentage

Bleeding from the wound site 124 76.1
Headache 76 46.6
Loss of consciousness 75 46
Vomiting 72 44.2
Language deficit 20 12.3
Seizure 17 10.4
Focal neurologic deficit 16 9.8
Other signs or symptoms (ear/nose discharge,
confusion, etc.)

5 3.1

ENT bleeding 5 3.1

ENT, ear nose throat.

Table 4
Site of depressed fractures and frequencies of associated injuries
in patients operated for depressed skull fracture (n = 163).

Anatomic site Frequency (n = 163) Percentage

Frontal 61 37.4
Parietal 53 32.5
Temporal 11 6.7
Occipital 4 2.4
Two or more bones were involved 34 20.8
Associated injuries
Brain contusion 52 31.9
Brain necrosis 22 13.5
EDH 26 16
SDH 3 1.8
SAH/IVH 3 1.8

EDH, epidural hematoma; IVH, intraventricular hemorrhage; SAH, subarachnoid hemorrhage; SDH,
subdural hematoma.

Table 5
Univariate analysis with cross-tabulation for predictors of dural
tear in patients operated for depressed skull fracture (n = 163).

DSF

Variables Categories Yes No Total P

Sex Male 78 58 136
Female 12 15 27 0.22

Residence Urban 26 26 52
Rural 64 47 151 0.353

Mechanism of injury Assault by stone 32 30 62 0.357
Assault by stick 20 12 32
RTA 8 10 18
Fall down 9 15 24
Donkey/horse kick 17 2 19
Others 4 4 8

Clinical presentations
Headache 41 35 76 0.55
Seizure 12 5 17 0.18
Focal neurologic deficit 10 6 16 0.54
Loss of consciousness 46 29 75 0.416
Vomiting 44 28 72 0.18
ENT bleeding 4 1 5 0.26
Language deficit 12 8 20 0.648
Bleeding from the wound site 74 50 124 0.04

Anatomic location of the fracture
Frontal 39 22 61 0.38
Parietal 18 35 53
Temporal 8 3 11
Two or more bones involved 25 13 38

Associated intracranial pathologies
Brain contusion 43 9 52 0.000
Epidural hematoma 21 1 22 0.00
Subdural hematoma 17 9 26 0.258
SAH/IVH 2 1 3 0.689
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with comparable fracture patterns to those observed in computed
tomography (CT) scans and autopsy reports. Subject-specific
head models and personalized human body models derived from
accident reconstructions can contribute to the understanding of
head injury mechanics and aid in injury prevention strategies[15].

Intracranial injuries are frequently accompanied by DSFs.
These can vary based on the type and extent of the damage.
Extradural hematoma (33.3%), contusions (31.25%), dural
rupture (47.92%), and indriven bone fragments (14.58%) were
the related cerebral pathologies[16,17]. In our study, among the
associated injuries, dural tears occur in 55%, contusions in
31.9%, EDH in 16%, and SDH in 1.8%.Head injury with DSF is
common in the frontal region and often presents with EDH. This
is because many adult menwere injured in road accidents[16]. Our
study also showed that frontal DSF occurred in 37.4% of the
patients who were operated on. However, unlike the other stu-
dies, the mechanism of injury was assault by a stone, stick, or fall.

Majority of our patients were children and young adults as
well. The possible reasons for this include: First, thin skull bones:
in children and adolescents, the bones of the skull are thinner
compared to adults. This makes their skulls more susceptible to
fracturing when faced with trauma[18]. Second, higher activity
levels: children and adolescents are generally more active and
engage in various physical activities, including sports and play.
These activities increase the risk of falls, collisions, and accidents,
which can lead to skull fractures[19]. Third, higher risk-taking
behavior: adolescents often engage in risky behavior and
experiment with new activities or sports. This can increase the
likelihood of accidents and traumatic injuries, including skull
fractures. Lack of protective instinct: young children may not
have a fully developed protective instinct, making them more
prone to accidents. They may not be able to recognize potential
dangers or adequately protect themselves from traumatic
events[20,21].

The type and extent of trauma, the GCS, and secondary brain
lesions, such as a dural tear, are only a few of the elements that
influence the overall outcome of TBI. If a dural tear is not
appropriately treated, problems including CSF leakage and sub-
sequent infection can be fatal. While primary TBI cannot be
prevented, a secondary, deadly sequel can be when recognized
and treated at the right time and with the right approach. Due
to increased male involvement in driving and conflict (the main
reason in our study), it is projected that male injuries will
outnumber female injuries in all categories of head trauma[22].

According to one study, pneumocephalus, cerebral contusion,
and depth of depression were the most predictive parameters for
dural tears in patients with DSFs[22,23]. In our study, contusions
and EDHs were predictive of dural tears. In addition, closed
fractures were less likely to develop dural tears as compared with
compound fractures. Moreover, parietal fractures were less likely
to be associated with dural tears than other site fractures. The
possible reasons include: (1) Structural characteristics: the par-
ietal bone is relatively thicker and more robust compared to other
cranial bones, such as the temporal or occipital bones. This
thickness makes it less prone to fracture and less likely to cause
damage to the underlying dura mater, which is the protective
membrane covering the brain. (2) Location: parietal fractures
often occur in the upper and middle parts of the skull, away from
critical structures like the sinuses or base of the skull, which are
more vulnerable to dural tears. As a result, the force needed to
cause a parietal fracture is not typically strong enough to tear the
dura mater[17,24]. (3) Surrounding anatomy: unlike some other
cranial bones, the parietal bone does not have adjacent bony
prominences or irregular shapes that can increase the risk of dural
tears during a fracture. The absence of such anatomical features
decreases the chance of the dura being directly traumatized[25].

Table 7
Complications associated with depressed skull fracture.

Complications Frequency (n= 163) Percentage

Wound infection 10 6.1
Meningitis 4 2.5
Brain abscess 2 1.2
Osteomyelitis 2 1.2
PTSD 2 1.2
Electrolyte disturbance (hypocalcemia) 1 0.6

Figure 1. Axial head CT scan of the same patient showing depressed skull
fracture. Intraoperatively, the patient had 2× 3 cm dural tear. CT, computed
tomography.

Table 6
Binary logistic regression for the predictors of dural tear in patients
with depressed skull fracture (n = 163).

Binary logistic regression

95% CI for OR

Predictors B Wald P OR Upper Lower

Closed fracture − 4.14 9.498 0.002 0.016 0.001 0.222
Parietal fracture − 2.182 5.326 0.021 0.113 0.018 0.720
Brain contusion 2.177 9.339 0.002 8.823 2.183 35.649
Epidural hematoma 2.596 4.63 0.031 13.416 1.26 142.800

CI, confidence interval; OR, odds ratio.
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Based on preoperative radiological parameters, dural tears can
be radiologically expected in cases of TBI. The pathologywith the
highest risk is DSFs, particularly those associated with pneumo-
cephalus (Fig. 1). These forecasts can help with safer handling
and better preoperative preparation[26].

Surgery is recommended for DSFs, leaks of the CSF, compound
depressed fractures, more so than the inner table of bone that is
not depressed, focal neurological impairments brought on by
fragment pressure during depression, various related lesions, such
as an underlying hematoma, and for esthetic reasons, especially if
the forehead has a depressed fracture[26–29]. Elevation of the
depressed fracture fragment, primary reconstruction (whether by
grafting or primary dura repair), and other surgical procedures
make up surgical treatment, removing the underlying hematoma,
gel foam hemostasis, or venous sinus repair as necessary[25,30,31].
In our study, complications were seen in 12.8% of the patients,
of which 6.1% had wound infection, 2.5% had meningitis,
and 4% had other complications [brain abscess, osteomyelitis,
post-traumatic stress disorder (PTSD), and hypocalcemia].

Overall, our patients had good prognoses, except two patients
(1.2%) who were presented with GCS of 3 and 4, who died after
2 and 3 days of hospital stay, possibly due to the critical head
injury, respectively.

Strengths and limitations of the study

Strengths

• The identification of etiological factors and predictors of dural
tear in DSF patients can help in early diagnosis and appro-
priate management of these cases, potentially reducing the risk
of complications and improving treatment outcomes.

• The study highlights the importance of considering the
mechanism of injury, such as assault or falls, in determining
the site and severity of DSFs.

• The findings emphasize the need for preventive measures,
particularly in school-aged children, to reduce the frequency
of trauma from horse or donkey kicks and falls.

• The paper also highlights the socioeconomic burden of trauma
and the importance of spreading education about preventive
measures throughout society.

Limitations of the study

• The study was conducted retrospectively, which may intro-
duce biases and limitations in data collection and analysis.

• The study was conducted at a single hospital, which may limit
the generalizability of the findings to other settings or
populations.

• The sample size of the study was relatively small, with
163 patients included, which may limit the statistical power
and precision of the results.

• The study focused on patients who underwent surgery for
DSF, which may exclude patients managed conservatively or
those with less severe injuries, leading to potential
selection bias.

• The study contains patients across different age groups (3–65),
which may affect the outcome assessment of the results.

Key findings of the research

• Trauma, including head injury, is a significant problem in both
developed and developing countries. DSFs are a catastrophic
injury that can result from severe head trauma, with up to
11% of severe head traumas leading to DSFs.

• The majority of patients with DSFs are younger than 50 years
old, and physical assault is a common cause of these injuries.
Stone, stick, and other objects are frequently used in assaults.

• Common symptoms of DSFs include bleeding from the trauma
site, headache, loss of consciousness, and vomiting.

• Frontal depressions are the most common type of DSFs,
followed by parietal fractures. Brain contusion and EDH are
significantly associated with dural tears.

• Preventive measures should be implemented, especially for
school-aged childrenwho are vulnerable to injuries from horse
or donkey kicks and falls.

Conclusion

A neurosurgical emergency like a DSF requires prompt surgery to
lower the risk of infection. Along with dural repair and/or eva-
cuation of the underlying hematoma as/if necessary, the treat-
ment of choice includes wound washing, debridement, and
elevation of the affected fragment. Physical assault, particularly
with stones, was the most common cause of DSFs. Frontal
depressions were the most common site of fracture, followed by
parietal fractures. Brain contusion and EDH were significantly
associated with dural tears.

Ethical approval

An ethical clearance was obtained from the Ethics Review
Committee of the School of Medicine, College of Medicine and
Health Sciences, University of Gondar, with reference number
SBMLS/648/2023.

Consent

Written informed consent was obtained from the patients and
patients’ parents/legal guardians for publication and any
accompanying images. A copy of the written consent is available
for review by the Editor-in-Chief of this journal on request.

Sources of funding

No funding was required.

Author contribution

Y.D.M.: conceptualization, proposal writing, and result writing;
H.T.A.: data collection and entry; S.A.K.: data collection
and clearing; D.A.G. data entry; S.A.A.: data analysis and revi-
sion; H.E.T.: data collection and entry; A.G.D.: revision. All
authors contributed to the conception, writing, and editing of this
manuscript. All authors agreed to be accountable for all
aspects of it.

Molla et al. Annals of Medicine & Surgery (2024)

137



Conflicts of interest disclosure

No potential conflicts of interest relevant to this article were
reported.

Research registration unique identifying number
(UIN)

Not applicable.

Guarantor

Yohannis Derbew Molla and Abel Girma Demise.

Data availability statement

The authors of this manuscript are willing to provide any addi-
tional information regarding the case report.

Provenance and peer review

Not applicable.

Acknowledgements

Wewould like to thank all members of the surgical team involved
in the management of these patients.

References
[1] Hoyt DB, Holcomb J, Abraham E, et al. Working Group on Trauma

Research Program summary report: National Heart Lung Blood Institute
(NHLBI), National Institute of General Medical Sciences (NIGMS), and
National Institute of Neurological Disorders and Stroke (NINDS) of the
National Institutes of Health (NIH), and the Department of Defense
(DOD). J Trauma Acute Care Surg 2004;57:410–5.

[2] Greenwald RM, Gwin JT, Chu JJ, et al. Head impact severity measures
for evaluating mild traumatic brain injury risk exposure. Neurosurgery
2008;62:789.

[3] Shukla D, Devi BI. Mild traumatic brain injuries in adults. J Neurosci
Rural Pract 2010;1:082–8.

[4] Devarshi R, Sanjay M, Vineet S, et al. Epidemiology of patients admitted to a
major trauma centre in northern India. Chin J Traumatol 2014;17:103–7.

[5] Tariq M, Mian MA, Filza F, et al. Outcome of patients operated for
depressed skull fracture with dural tear. Pak J Neurol Surg 2021;25:
126–33.

[6] Heary RF, Hunt CD, Krieger AJ, et al. Nonsurgical treatment of com-
pound depressed skull fractures. J Trauma 1993;35:441–7.

[7] Irshad M, Manzoor CA, Aamir M. The frequency of infection in early
versus late surgery of compound depressed skull fractures in adults. Int
Surg J 2018;5:538–43.

[8] Rehman L, Ghani E, Hussain A, et al. Infection in compound depressed
fracture of the skull. J Coll Physicians Surg Pak 2007;17:140–3.

[9] Fitzsimmons-Francis C, Morris P. Prehospital care: triage and trauma
scoring. Surg Int 2001;52:25.

[10] Ballestero MF, De Oliveira RS. Closed depressed skull fracture in
childhood reduced with suction cup vacuum method: case report and a
systematic literature review. Cureus 2019;11:e5205.

[11] Tegegne AD, Negewo, Desta MA MK, et al. City Profile Gondar
(29 October 2022). https://mdl.donau-uni.ac.at/ses/pluginfle.php/314/
mod_page/conte nt/4/CITY%20PROFILE%20GONDAR.pdf

[12] Woldekidan NA, Mohammed AS. Clinical knowledge and practice of
“ketofol” at University of Gondar Comprehensive Specialized Hospital.
Front Med 2021;8:1518.

[13] Agha R, Abdall-Razak A, Crossley E, et al. STROCSS 2019 Guideline:
strengthening the reporting of cohort studies in surgery. Int J Surg 2019;
72:156–65.

[14] Rolekar NG. Prospective study of outcome of depressed skull fracture
and its management. Int J Med Sci Public Health 2014;3:1540–5.

[15] Lindgren N, Henningsen MJ, Jacobsen C, et al. Prediction of skull frac-
tures in blunt force head traumas using finite element head models.
Biomech Model Mechanobiol 2023. https://doi.org/10.1007/s10237-
023-01768-5

[16] Azam F, Khattak A, Alam W. Surgical management and outcome of
depressed skull fracture. Pak J Neurol Surg 2010;14:30–4.

[17] Biswakarma P, Limbu P. Dural injury during placement of Burrholes-
Single Center Study. East Green Neurosurg 2020;2:35–7.

[18] Hedström E. Fractures in children: a population-based study from northern
Sweden [PhD thesis]. Umeå University; 2021. Accessed 1 October 2023.
https://www.diva-portal.org/smash/record.jsf?pid=diva2:1547001.

[19] Cole D, Medellin J, Wennell RC, et al. Fracture types and definitions. In:
Khodaee M, Waterbrook AL, Gammons M, editors. Sports-related
Fractures, Dislocations and Trauma. Springer; 2020:77–84.

[20] Fingarson AK, Ryan M, Charleston E, et al. Single parietal skull fractures
versus occipital fractures and multiple fractures in infants: are there
differences in history, findings, and determination of abuse? Pediatrics 2020;
146:2–3.

[21] Altuntas ZK. What are the differences in pediatric mandible fractures?
J Aesthet Reconstr Surg 2017;3:1.

[22] ElsherbiniMM, ElmokademAH, BadrH, et al. Anticipation of dural tear in
patients with blunt head trauma. Open J Mod Neurosurg 2022;12:132–40.

[23] Salia SM,MershaHB, Aklilu AT, et al. Predicting dural tear in compound
depressed skull fractures: a prospective multicenter correlational study.
World Neurosurg 2018;114:e833–9.

[24] Munakomi S, Bhattarai B, Munakomi S, et al. Traumatic fractures
involving major dural venous sinuses: a reappraisal study from the ter-
tiary trauma care center in Nepal. J Brain Nerves 2020:1–4.

[25] Shao X, Wang Q, Shen J, et al. Treatment of traumatic depressed com-
pound skull fractures. J Craniofac Surg 2019;30:2239–44.

[26] Asif M, Fatima A. Depressed skull fracture management of 100 cases at
DHQ Teaching Hospital/Sahiwal Medical College Sahiwal. Pak J Neurol
Surg 2017;21:144–8.

[27] Ali M, Ali L, Roghani IS. Surgical management of depressed skull
fracture. J Postgrad Med Inst 2003;17:812.

[28] Al-Haddad SA, Kirollos R. A 5-year study of the outcome of surgically
treated depressed skull fractures. Ann R Coll Surg Engl 2002;84:196.

[29] Mumtaz A, Liaqat A, Inayat, et al. Surgical management of depressed
skull fracture. JPMI 2023;17:116–23.

[30] Hossain MZ, Mondle MS, Hoque MM. Depressed skull fracture:
outcome of surgical treatment. TAJ J Teach Assoc 2008;21:1 40–46.

[31] Manne S, Musali S, Gollapudi P, et al. Surgical outcomes in depressed
skull fractures: an institutional experience. Asian J Neurosurg 2019;14:
815–20.

Molla et al. Annals of Medicine & Surgery (2024) Annals of Medicine & Surgery

138

https://mdl.donau-uni.ac.at/ses/pluginfle.php/314/mod_page/conte nt/4/CITY%20PROFILE%20GONDAR.pdf
https://mdl.donau-uni.ac.at/ses/pluginfle.php/314/mod_page/conte nt/4/CITY%20PROFILE%20GONDAR.pdf
https://doi.org/10.1007/s10237-023-01768-5
https://doi.org/10.1007/s10237-023-01768-5
https://www.diva-portal.org/smash/record.jsf?pid=diva2:1547001

