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Double epidural hematomas (EDHs) have an overall incidence of 2–9% of all EDHs.[2] EDHs are 
often the result of a traumatic brain injury (TBI) and have a mortality rate of more than 30%.[8] In 
patients with double EDHs and Glasgow Coma Scale (GCS) score between 3 and 8, the mortality 
rate is 47.6% compared to 25% in patients with single EDHs and same GCS.[8] e ipsilateral 
occurrence of more than 1 EDH is uncommon.

We present the case of a 34-year-old female who underwent single skin incision and 
frontotemporal and suboccipital craniotomies for fatal traumatic double acute EDHs. Her 
neurological examination on admission was poor (GCS 7). Computed tomography (CT) scans 
[Figure 1] revealed two different EDHs, the first one located in the right temporal region and 
the second one in the right posterior cranial fossa, and a diastasis of the lambdoid suture, 
suggestive of high-speed impact trauma. e patient underwent surgery in three-quarters prone 
position. A single C-shaped skin incision starting anteriorly from the right frontal region and 
ending posteriorly on the middle line until C1 level, passing from the inion, was performed. 
en, two different craniotomies, right frontotemporal and right suboccipital, were performed 
[Figure 2]. e only bleeding vessel found was the dural parietal branch of the posterior division 
of the middle meningeal artery (MMA). In posterior cranial fossa, we did not find any bleeding 
vessel. As the posterior meningeal artery was not affected by bone fracture and the transverse 
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sinus was intact, we thought that this posterior fossa EDH 
arose from occipital diploic veins. e postoperative CT scan 
showed complete removal of both hematomas [Figure 1], 
but unfortunately, the patient died 2 days later due to diffuse 
axonal injury (DAI). When possible, a single skin incision, 
which allows doing more than 1 craniotomy, can make 
surgical evacuation faster and safer.

From a literature review, 68 cases were found with double 
EDHs.[1,2,5,6,8] Median age was 30.6 years with a higher 

incidence in men (72%). Vehicular accidents represent the 
most common cause (65%) of double EDHs, whose GCS at 
presentation is less than 8 in 40% of cases. Just one patient 
was treated conservatively. Overall mortality was 27.9%. 
[Table 1] shows all details.

EDHs arise from injury to the MMA or from its terminal 
arterial branches in about 55% of the patients, from the 
middle meningeal vein in 30% of cases and from diploic 
veins or a torn dural venous sinus in the remaining 15% of 

Figure 2: Intraoperative (a) and postoperative (b) pictures show two different craniotomies and a single C-shaped skin incision starting from 
the right frontal region and ending to C1 level. Illustration depicting (c) shows the middle meningeal artery, transverse and sigmoid sinuses, 
and the craniotomies performed during surgery.

cba

Figure 1: Preoperative noncontrast CT head scans show a right temporal epidural hematomas (EDHs) (a), a right posterior cranial fossa 
EDH (b), and a temporal bone fracture with diastasis of the lambdoid suture (c). Postoperative CT head scans (d-f) show evacuation of EDHs 
and resolution of the downward herniation.
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cases.[8] Posterior fossa EDHs are rare in association with 
other EDHs and represent about the 4–7% of the cases of all 
EDHs. is rare condition is rapidly fatal, because of limited 
space in posterior cranial fossa.[3] Unlike supratentorial 
EDHs, where the source of bleeding is usually the MMA, 
posterior cranial fossa EDHs have a venous origin in 85% 
of the cases and usually develop as a result of injury to the 
transverse or sigmoid sinuses secondary to a linear occipital 
bone fracture or a diastatic lambdoid fracture.[7] In particular, 
when a diastasis of the lambdoid suture is present, EDHs are 
typically associated with complicated venous sinus injuries 
and uncontrollable bleeding.[7] However, in our case, no 
injury of the sigmoid sinus nor transverse sinus was found 
and the bleeding was easily controlled with hemostatic 
agents.[9] However, a diastatic fracture of the lambdoid suture 
potentially represents itself a cause of instant death and it is 
associated to an unfavorable outcome.[7] Huda et al.[8] reported 
a mortality rate 4 times higher in patients with double EDHs 
compared to patient with single EDHs. Double EDHs can be 
the result of a coup injury occurring under the site of impact 
in addition to a contrecoup injury occurring on the posterior 
fossa, whereas DAI, due to rapid acceleration-deceleration 
of the head, causes both stretching and compression of the 
brain tissue, resulting in a poor clinical outcome despite early 
surgical evacuation of double EDHs.[10]

e authors hope this case report and literature review could 
increase the awareness of the fatal consequences of double 
EDH associated with diastasis of the lambdoid suture. 
Double EDHs in association with low GCS at presentation 
and traumatic diastasis of cranial sutures or other 
maxillofacial injuries lead to a poor prognosis. is paper 
confirms what it is strongly recommended, that is, surgical 
evacuation as soon as possible in patients with acute single 
or double EDHs with a GCS score <9.[4] Double EDHs are 
the result of a severe TBI with distinct presentation and high 
morbidity and mortality.
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