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Abstract  Chronic subdural hematoma (cSDH) is 
one of the most prevalent neurosurgical diseases, 
especially in the elderly. Yet, its incidence is predicted 
to increase further, paralleling the growth of the geri-
atric population. While surgical evacuation is techni-
cally straightforward, it is associated with significant 
morbidity and mortality. In fact, 30% of patients are 
expected to have hematoma recurrence and to need 
repeat surgical evacuation, and 20% of patients are 
expected to lose independence and require long-term 
care. A pathophysiology more complex than origi-
nally presumed explains the disappointing results 
observed for decades. At its core, the formation of 
microcapillaries and anastomotic channels with the 
middle meningeal artery (MMA) perpetuates a con-
stant cycle resulting in persistence of hematoma. The 
rationale behind MMA embolization is simple: to 
stop cSDH at its source. Over the last few years, this 
“newer” option has been heavily studied. It has shown 
tremendous potential in decreasing hematoma recur-
rence and improving neurological outcomes. Whether 
combined with surgical evacuation or performed as 
the only treatment, the scientific evidence to its ben-
efits is unequivocal. Here, we aimed to review cSDH 
in the elderly and discuss its more recent treatment 
options with an emphasis on MMA embolization.

Keywords  Chronic subdural hematoma · Middle 
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Introduction

Chronic subdural hematoma (cSDH) is a neurosurgi-
cal pathology with notable prevalence and morbid-
ity among the geriatric population that is predicted to 
become the most common indication for cranial neu-
rosurgical intervention [4, 11, 15, 56]. The estimated 
annual incidence in the general population is 13.5 cases 
per 100,000, but this estimate increases about tenfold 
in individuals 80 years and older [4, 39]. Risk factors 
contributing to the formation of cSDH involve cerebral 
atrophy coupled with altered parenchymal compliance, 
coagulopathy, dysregulation of the immune system, 
and head trauma [2, 14, 18, 36, 39, 41].

Presentation typically includes an insidious onset 
of non-specific symptoms such as headaches, confu-
sion, and speech abnormalities. However, patients can 
more rarely develop motor deficits, sensory changes, 
and seizures, all without recall of an inciting injury 
[11, 14, 29, 68]. Computed tomography (CT) is the 
primary imaging modality for diagnosis. Observa-
tion with repeat clinical examination and serial imag-
ing may be an option for asymptomatic patients, 
but surgical evacuation is the essential and effective 
intervention for symptomatic patients or progressing 
cSDH with mass effect [11, 18, 29, 55].
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Experts have referred to cSDH in the elderly as 
a sentinel event of the end-of-life period due to the 
increased prevalence, delayed diagnosis, complex 
medical comorbidities and medication regimens, and 
significantly elevated morbidity and mortality of an 
often-recurrent surgical condition [2, 4, 14, 18, 36, 
39, 41]. Indeed, recurrence of cSDHs after surgery 
occurs in up to 39% of patients. At least 20% of these 
patients will have poor neurological outcomes requir-
ing long-term healthcare assistance and mortality is 
reported in up to 32% of patients within the first post-
operative year [4, 5, 14, 36, 49, 62].

In recent years, the conventional twist drill burr 
hole surgery for hematoma evacuation has given 
place to sophisticated new methods with a focus 

on recurrence prevention rather than simple evac-
uation. The middle meningeal artery is a branch 
distal to the external carotid artery (Fig. 1). Mid-
dle meningeal artery embolization (MMAE) is a 
minimally invasive, endovascular intervention 
growing in popularity to address these challenges 
by directly treating the underlying pathophysiol-
ogy of cSDHs [11–13, 52]. However, methodol-
ogy and implementation of MMAE for cSDH 
remains highly variable in current clinical prac-
tice. We provide a review on the current evidence 
supporting MMAE for cSDH with an emphasis 
on outcomes in elderly patients and the promising 
future directions of this well tolerated and highly 
effective procedure.

Fig. 1   Schematic rep-
resentation of pertinent 
vasculature off common 
carotid artery
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Methods

Literature search

The authors performed a comprehensive PubMed 
search of the literature without date restriction. The 
following search phrases were used: subdural hema-
toma, chronic subdural hematoma, middle menin-
geal artery embolization, and MMA embolization. 
A search for current clinical trials was obtained 
from ClinicalTrials.gov without date or study loca-
tion restrictions using the following search criteria: 
“chronic subdural hematoma” for disease/condi-
tion and “middle meningeal artery embolization” for 
intervention.

Terminology

Heterogeneity in terminology for timing and con-
text of MMAE exists. As such, we used “primary” 
and “upfront” when MMAE was used as the sole 
intervention with standard medical care. We used 
“adjunct” when MMAE was used in addition to sur-
gery and standard medical care. Additional descrip-
tors were used for adjunct MMAE if used before sur-
gery (“preoperative”), after surgery but before first 
recurrence (“prophylactic”), or after recurrence with 
or without additional surgery (“rescue”). These des-
ignations were based on initial group assignments in 
a respective study.

Results

Our literature search initially yielded 299 publica-
tions, which were filtered to exclude those with a 
focus on acute SDH, SDH secondary to malignancy, 
and pediatric age group. Clinical studies on MMAE 
for cSDH were selected from highly cited articles or 
high-impact neurosurgical journals and included 7 
case series, 16 retrospective studies, and 8 prospec-
tive studies evaluating the efficacy of primary (n = 20) 
and/or adjunct (n = 22) MMAE. One case series and 
one retrospective study were specifically designed to 
investigate primary and adjunct MMAE outcomes in 
elderly patient populations up to age 90 (Table 1). Fif-
teen systematic reviews with or without a meta-analy-
sis on MMAE for cSDH published between 2019 and 
2023 were additionally identified and reviewed.

Nineteen current clinical trials were identi-
fied with seven US trials, 11 non-US trials, and one 
international trial. Represented non-US countries 
included Canada, China, France, Germany, Iran, 
the Netherlands, Spain, and Sweden. Thirteen trials 
included the investigation of primary MMAE, and 
15 trials included the investigation of adjunct MMAE 
(Table 2).

Discussion

Pathophysiology, age, and role of the middle 
meningeal artery

Our understanding of the underlying pathophysiol-
ogy of cSDH has undergone substantial evolution in 
the last decade. By definition, cSDH is an extra-axial 
collection of blood and related products encapsulated 
by an outer vascularized and an inner non-vascular-
ized membrane in the subdural potential space [11, 
15, 68]. This encapsulated collection is formed and 
expanded by a self-perpetuating cycle of inflamma-
tion, hypervascularization, exudation, and rebleed-
ing initiated by inciting injury to the innermost dural 
layer [11, 15, 29, 68]. Shear stress injury disrupts the 
loose connectivity of dural border cells and activates 
a pro-inflammatory and pro-angiogenic response cas-
cade resulting in neomembrane and microcapillary 
formation [15, 21, 24, 64]. These neocapillaries form 
preferentially in the outer membrane with anasto-
motic channels directly connecting to middle menin-
geal artery (MMA) perforating branches [11, 15, 52]. 
Their fragile structure with fenestrated basement 
membranes, absent smooth muscle layers, and numer-
ous gap junctions makes them prone to leaking into 
the intramembranous collection space and producing 
chronic microhemorrhages [11, 15, 17]. In response, 
fibrinolytic activity is stimulated and additional pro-
inflammatory and pro-angiogenic signals further sus-
tain cycles of membrane formation and expansion, 
microvessel formation, and microhemorrhage [15, 16, 
21, 24, 64]. Growth of the cSDH ensues for as long as 
accumulation of blood products outpaces physiologic 
reabsorption (Fig. 2) [11, 15].

Age over 65  years is the single greatest risk 
factor for development of cSDH. Brain atrophy 
is a known age-related phenomenon that results 
in altered tension mechanics along the dura and 
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Table 1   Selected list of notable publications on middle 
meningeal artery embolization for chronic subdural hemato-
mas at time of writing. Systematic reviews and meta-analyses 
are excluded from this list. Primary intervention indicates 
MMAE was performed without surgical evacuation. Adjunct 

intervention includes all MMAE performed in surgical 
patients, including prophylactic embolization after initial sur-
gery and rescue embolization at recurrence after initial surgical 
eva7cuation

Author Year No. patients MMAE timing Category Title

Catapano et al. 2023 80 Primary Retrospective Middle meningeal artery embolization associated with 
reduced chronic subdural hematoma volume and mid-
line shift in the acute postoperative period

Lam et al. 2023 36 Adjunct Prospective The efficacy of postoperative middle meningeal artery 
embolization on chronic subdural hematoma—a multi-
centered randomized controlled trial

Liebert et al. 2023 50 Adjunct Retrospective Embolization of the middle meningeal artery vs. second 
surgery-treatment response and volume course of 
recurrent chronic subdural hematomas

Liu et al. 2023 53 Primary
Adjunct

Retrospective Time and influencing factors to chronic subdural 
hematoma resolution after middle meningeal artery 
embolization

Orscelik et al. 2023 144 Primary Retrospective Middle meningeal artery embolization without surgical 
evacuation for chronic subdural hematoma: a single-
center experience of 209 cases

Orscelik et al. 2023 51 Adjunct Retrospective Middle meningeal artery embolization combined with 
surgical evacuation for chronic subdural hematoma: a 
single-center experience of 75 cases

Salah et al. 2023 145 Adjunct Retrospective Middle meningeal artery embolization as a perioperative 
adjunct to surgical evacuation of nonacute subdural 
hematomas: an multicenter analysis of safety and 
efficacy

Seok et al. 2023 9 Primary Case series Middle meningeal artery embolization for chronic 
subdural hematoma in elderly patients at high risk of 
surgical treatment

Sioutas et al. 2023 44 Primary
Adjunct

Retrospective Middle meningeal artery embolization for subdural 
hematoma: an institutional cohort and propensity 
score-matched comparison with conventional manage-
ment

Weinberg et al. 2023 99 Primary
Adjunct

Retrospective Middle meningeal artery embolization for membranous 
versus nonmembranous subdural hematomas: a retro-
spective and multicenter cohort study

Carpenter et al. 2022 250 Adjunct Retrospective Middle meningeal artery embolization with subdural 
evacuating port system for primary management of 
chronic subdural hematomas

Mohamed et al. 2022 15 Primary Prospective Middle meningeal artery embolisation for chronic sub-
dural haematomas: the first prospective UK study

Nia et al. 2022 4274 Primary
Adjunct

Retrospective Trends and outcomes of primary, rescue, and adjunct 
middle meningeal artery embolization for chronic 
subdural hematomas

Onyinzo et al. 2022 132 Primary
Adjunct

Retrospective Efficacy and mid-term outcome of middle meningeal 
artery embolization with or without burr hole evacu-
ation for chronic subdural hematoma compared with 
burr hole evacuation alone

Salih et al. 2022 187 Adjunct Retrospective Reduced recurrence of chronic subdural hematomas 
treated with open surgery followed by middle menin-
geal artery embolization compared to open surgery 
alone: a propensity score-matched analysis
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creates a potential space for extra-axial collections 
to develop. Additionally, anticoagulation and anti-
platelet medication use is prevalent among older 
patients and polypharmacy in the setting of multi-
ple medical comorbidities may further increase the 
risk of medication-induced coagulopathy [2, 4, 11, 

14, 36, 39, 41]. Another significant factor is the 
increased risk of ground level falls and other age-
related trauma in this patient population. Finally, 
Weigel et al. described multiple age-dependent cel-
lular and molecular alterations in the immune and 
angiogenic pathways of cSDH pathophysiology that 

Table 1   (continued)

Author Year No. patients MMAE timing Category Title

Saway et al. 2022 100 Adjunct Case series Subdural evacuation port system and middle meningeal 
artery embolization for chronic subdural hematoma: a 
multicenter experience

Tanoue et al. 2022 15 Primary Case series The short-term outcome of middle meningeal artery 
embolization for chronic subdural hematoma with mild 
symptom: case series

Al-Mufti et al. 2021 16 Primary
Adjunct

Prospective Middle meningeal artery embolization using combined 
particle embolization and n-BCA with the dextrose 5% 
in water push technique for chronic subdural hemato-
mas: a prospective safety and feasibility study

Catapano et al. 2021 231 Primary Retrospective A propensity-adjusted comparison of middle meningeal 
artery embolization versus conventional therapy for 
chronic subdural hematomas

Gomez-Paz et al. 2021 23 Primary Case series Upfront middle meningeal artery embolization for treat-
ment of chronic subdural hematomas in patients with 
or without midline shift

Kan et al. 2021 138 Primary
Adjunct

Retrospective Middle meningeal artery embolization for chronic 
subdural hematoma: a multi-center experience of 154 
consecutive embolizations

Khorasanizadeh 
et al.

2021 45 Primary Case series Morphological changes in chronic subdural hematomas 
following upfront middle meningeal artery emboliza-
tion: sequence, timing, and association with outcomes

Nia et al. 2021 191 Primary Retrospective Middle meningeal artery embolization for chronic 
subdural hematoma: a national database study of 191 
patients in the United States

Petrov et al. 2021 10 Primary
Adjunct

Prospective Endovascular treatment of chronic subdural hematomas 
through embolization: a pilot study with a non-adhe-
sive liquid embolic agent of minimal viscosity (Squid)

Schwarz et al. 2021 41 Adjunct Case series Perioperative prophylactic middle meningeal artery 
embolization for chronic subdural hematoma: a series 
of 44 cases

Joyce et al. 2020 121 Primary
Adjunct

Retrospective Middle meningeal artery embolization treatment of 
nonacute subdural hematomas in the elderly: a multiin-
stitutional experience of 151 cases

Ng et al. 2020 46 Adjunct Prospective Middle meningeal artery embolization as an adjuvant 
treatment to surgery for symptomatic chronic subdural 
hematoma: a pilot study assessing hematoma volume 
resorption

Link et al. 2019 49 Primary
Adjunct

Case series Middle meningeal artery embolization for chronic sub-
dural hematoma: a series of 60 cases

Ban et al. 2018 72 Primary
Adjunct

Prospective Middle meningeal artery embolization for chronic sub-
dural hematoma

Kim et al. 2017 43 Adjunct Prospective Embolization therapy for refractory hemorrhage in 
patients with chronic subdural hematomas
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create a more favorable setting for its formation 
[68].

Overall, cSDHs are the product of a self-sustained 
process of chronic inflammation and angiogenesis 
that result in extra-axial collections within a dual-
membrane capsule supplied by the MMA [11, 68]. 
Age is a multifactorial risk factor [4, 11, 14, 68]. Sur-
gical evacuation involves the removal of the extra-
axial collection and decompression of the underlying 
brain parenchyma, but surgery alone may not suffi-
ciently disrupt the underlying pathophysiology [11, 
48, 62]. Pharmacologic interventions targeting this 
process including dexamethasone, atorvastatin, angio-
tensin-converting enzyme inhibitors, selective COX-2 
inhibitors, and tranexamic acid have yielded variable 
and non-definitive results [11, 55]. MMAE, however, 
is a promising, minimally invasive intervention that 
will disrupt further cSDH formation and expansion 
by occluding the MMA perforating branches supply-
ing the leaky neocapillaries, the main source of repet-
itive microhemorrhages [6, 11, 15, 26, 52].

MMA embolization for chronic subdural hematoma: 
outcomes and key considerations

MMAE for cSDHs is still an active area of clinical 
research. However, many studies are suggesting a 
safe and efficacious role for MMAE as a minimally 
invasive adjunct or alternative procedure. A selected 
list of important neurosurgical studies on MMAE for 
cSDH is included in Table 1 [3, 5, 7–9, 19, 22, 25–27, 
31–34, 37, 40–46, 50, 51, 54, 56, 58, 60, 65, 69].

Overall outcomes

Across all published studies to date, the most com-
mon outcomes of interest include recurrence rate, 
re-intervention or re-operation rate, mortality rate, 
procedure-related complication rate, and length of 
hospital stay and/or intensive care unit stay [1, 12, 
20, 23, 35, 53, 63, 67]. MMAE has been shown to 
significantly reduce recurrence rates, prevent hema-
toma enlargement, and reduce SDH size with mini-
mal mortality or procedure-related complications 
[11]. A recent systematic review by Martinez-Perez 
et  al. reported a pooled recurrence rate of 6.7% for 
primary and adjunct MMAE with a complication rate 
of 6% [35]. Similarly, a large meta-analysis in 2021 
by Ironside et al. reported a recurrence rate of 4.8% Ta
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and a re-operation rate of 4.4%, which were signifi-
cantly reduced compared to their medically managed 
comparison group (21.5% and 16.4%, respectively) 
[20]. Mortality is reported at 1% or less across these 
systematic studies. Numerous additional systematic 
reviews reinforce these general findings for MMAE 
with recurrence and treatment failure in less than 10% 
of patients and favorable neurological outcomes in 
greater than 75% of patients [1, 12, 20, 23, 35, 53, 63, 
67].

Adjunct MMAE

Ample evidence exists to support MMAE for cSDH 
as an adjunct intervention to prevent recurrence after 
primary surgical evacuation (Fig.  3, Table  1). Link 
et  al. provided the first large case series in 2019 of 
60 cases across 49 patients to include adjunct MMAE 
as prophylactic or rescue intervention with a recur-
rence and reoperation rate of 8.9% and 3 non-proce-
dure-related mortalities [33]. In 2021, Schwarz et al. 
reported a similar recurrence rate (9.1%) with pro-
phylactic adjunct MMAE after subdural evacuating 
port system (SEPS) or craniotomy, and reoperation 
was only needed for SEPS-evacuated cSDH recur-
rence (4.5%) [56]. While these results suggested 

superior avoidance of repeat surgery with initial cra-
niotomy and adjunct MMAE, Saway et al. supported 
the less invasive approach of SEPS and adjunct 
MMAE in their retrospective series of 100 patients 
with a 6.6% recurrence rate, 2% reoperation rate, and 
overall favorable functional outcomes (mRS < 2) in 
the majority of patients at final follow-up [54].

The most recently published retrospective studies 
on adjunct MMAE for cSDH have further strength-
ened the findings of these early, smaller studies and 
broadened the clinical context in which MMAE has 
been successfully employed. Joyce et  al. retrospec-
tively analyzed adjunct MMAE following SEPS, 
burr hole evacuation, or craniotomy specifically 
among elderly patients across 15 academic centers 
with recurrence rate of 5.4% [22]. Further studies 
reported similar findings in their retrospective analy-
sis with recurrence rates as low as 5.4% even among 
significantly older patient groups with added medical 
complexity and anticoagulation use [7, 25, 32, 34, 
43, 44, 50, 51, 60, 69]. Overall, MMAE is an adjunct 
intervention that can significantly reduce recurrence 
and need for surgical rescue among operative symp-
tomatic cSDH patients regardless of the selected 
method for surgical evacuation with low mortality, 
morbidity, and complication rates.

Fig. 2   Schematic rep-
resentation of subdural 
hematoma
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Primary MMAE

Substantial attention has also been devoted to MMAE 
as a primary, solo intervention for cSDH. It was typi-
cally considered for patient populations at higher sur-
gical risk or in those with asymptomatic or minimally 
symptomatic subdural collections. Many of the afore-
mentioned studies also included primary MMAE 
groups in their analysis without significant differ-
ences in recurrence rates, reoperation rates, functional 
outcomes, or mortality and complications [22, 25, 33, 
34, 43, 44, 60, 69]. In the most recent, single-center 
retrospective series of 144 patients by Orscelik et al. 
on primary MMAE, 72.8% of patients had greater 

than 50% reduction in hematoma size with 13.8% 
requiring reintervention, 8.4% mortality rate, and 
49.3% with improved functional outcomes [45]. In 
comparison, the adjunct MMAE series from the same 
researchers reported a greater proportion (93.3%) of 
patients achieving greater than 50% hematoma reduc-
tion with less need for reintervention (6.7%), lower 
mortality (2%), and more patients with improved 
functional outcomes (78.4%) [44]. Differences in 
patient cohorts included antiplatelet/anticoagulant 
use, symptom severity, and complexity of medical 
comorbidities.

These results, along with the prior literature and 
Sattari et  al.’s systematic review and meta-analysis 

Fig. 3   Newer treatment of 
chronic subdural hematoma. 
Before (a/c) and after (b/d) 
treatment involving surgi-
cal evacuation and middle 
meningeal embolization. 
Axial non-contrasted 
computer tomography of 
sample patient (a/b). Digital 
subtraction angiography, 
lateral view, right external 
carotid injection of sample 
patient (c/d). Chronic sub-
dural hematoma (arrows), 
right-to-left midline shift 
(stars), middle meningeal 
artery (arrow heads)
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on primary MMAE demonstrated that less favorable 
surgical candidates with less severe symptoms may 
still gain benefits from primary MMAE in reducing 
recurrence and reintervention rates while improving 
functional outcomes. However, adjuvant MMAE may 
provide greater reduction in recurrence and reinter-
vention outcomes if the patient is an appropriate sur-
gical candidate [8, 9, 19, 22, 25, 26, 33, 34, 41–43, 
45, 53, 58, 60, 65, 69].

Particle versus liquid embolic agents

Multiple embolic agents are available for MMAE and 
are broadly categorized as particle or liquid embolic 
agents. Particle agents include polyvinyl alcohol 
(PVA). Liquid embolic agents include ethylene vinyl 
alcohol copolymer (Onyx®, Medtronic Neurovascu-
lar, Irvine, CA, USA; Squid®, Balt, Montmorency, 
France) and N-butyl-2-cyanoacrylate (NBCA; Tru-
Fill®, Cerenovus, Irvine, CA, USA) [66]. Questions 
remain over whether one type of embolic agent pro-
vides superior results over another. A key challenge 
is heterogeneity in embolic agents used in individual 
studies. Ku et  al.’s recent systematic review sug-
gested that Onyx® may provide better recurrence 
and reintervention reduction while particle agents 
combined with coil embolization may provide bet-
ter clinical outcomes [30]. Two systematic reviews 
reported recurrence and reoperation rates as low as 
3% without significant difference between liquid and 
particle embolic agents but a trend toward superior 
outcomes for primary MMAE with liquid embolic 
agents [38, 61]. Abdollahifard et al., however, demon-
strated similar outcomes with particle embolic agents 
in their 2022 systematic review and meta-analysis 
[1]. To date, no definitive differences in radiographic 
and clinical outcomes based on liquid and particle 
embolic agent choice have been demonstrated in the 
context of MMAE for cSDH [57].

Neurological and functional outcomes

Recent studies have emphasized neurological and 
functional outcomes by using quantitative, evidence-
based measurements such as the modified Rankin 
Scale (mRS), the NIH Stroke Scale (NIHSS), the 
Barthel Index, and systems for assessing quality of 
life [8, 22, 31, 44, 45, 50, 51, 54, 60]. mRS appeared 
frequently in the MMAE literature and emphasized 

motor function outcomes and functional independ-
ence on a numerical scale from 0 to 6 with a favora-
ble outcome typically considered a score of 2 or less 
[47]. MMAE studies have assessed mRS changes as 
either proportion of patients in the favorable category 
or median change in scoring with categorization as 
improved, unchanged, or worsened [8, 22, 31, 44, 45, 
50, 51, 60].

Adjunct MMAE can significantly improve func-
tional outcomes as assessed by mRS with most stud-
ies reporting improvement in at least 70 to 75% of 
patients to the favorable category [8, 22, 31, 44, 45, 
50, 51, 60]. Although previously discussed individ-
ual studies on primary MMAE suggested significant 
improvement in mRS functional outcomes in selected 
patients, a recent systematic review by Sattari et  al. 
suggested that primary MMAE may not significantly 
reduce the proportion of patients with less favorable 
outcomes (mRS > 2) over conventional therapy (i.e., 
surgical evacuation) [53]. Although mRS is com-
monly used, alternative systems for assessing func-
tional outcomes in this patient population may pro-
vide better prognostic information but have not been 
adequately compared to date. Thus, further, specific 
investigation on functional outcome improvements 
after MMAE in its various contexts is needed.

Perspectives on MMA embolization for elderly 
patients

cSDH is a neurosurgical condition of utmost sig-
nificance among patients aged 65 years and older for 
whom MMA embolization is an appealing, minimally 
invasive, endovascular option to improve long-term 
outcomes [4, 11]. As previously discussed, important 
factors contributing to cSDH development are preva-
lent in this population, including age-related diffuse 
cerebral atrophy, use of antiplatelet and anticoagu-
lant medications, and increased frequency of minor 
trauma [2, 14, 18, 36, 39, 41]. Additionally, elderly 
patients represent a special population in operative 
decision-making as they often have more medical 
complexity from comorbid disease(s), have a higher 
risk of complications from general anesthesia, are 
more susceptible to postoperative infections, and have 
increased risk of deconditioning with prolonged post-
operative immobility [10, 28, 36, 59].

Overall, the available evidence for primary and 
adjunct MMAE was predominantly derived from 
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elderly patients with typical median and/or average 
ages of 65–78 years [3, 5, 7–9, 19, 22, 25–27, 31–34, 
37, 40–46, 50, 51, 54, 56, 58, 60, 65, 69]. Joyce et al. 
specifically investigated outcomes for primary and 
adjunct MMAE among elderly (65–79  years) and 
advanced elderly (80  years and older) patients in a 
multi-institutional series of 121 patients. Majority of 
patients in both age groups were male and had multi-
ple cardiovascular comorbidities, and antiplatelet and 
anticoagulant use at presentation was reported in 49% 
of elderly and 69% of advanced elderly patients. Their 
results demonstrated radiographic stability or improve-
ment of non-acute SDHs—including cSDHs—in the 
majority of elderly and advanced elderly patients (91% 
and 98%, respectively) without elevated reintervention 
rates (4.6% and 7.8%, respectively) or mortality rates 
(8.6% and 3.9%, respectively) [22].

MMAE as a primary or adjunct intervention for 
elderly patients with cSDHs is presented as safe and 
efficacious to date [22, 58, 65]. Primary and adjunct 
intervention reduce recurrence and reintervention 
rates significantly in comparison to the recurrence 
and reintervention rate of up to 39% with conven-
tional management. Additionally, the addition of 
MMAE appears to reduce the proportion of patients 
with poor neurological and functional outcomes. 
These improvements are seemingly accomplished 
without significant change in complication rates and 
may also be reducing the 1-year mortality rate from 
32% with conventional management to less than 10% 
[12, 20, 23, 53, 63, 67].

Prospective results and ongoing clinical trials

A key limitation of even the strongest studies is 
limited validation with prospective results directly 
comparing MMAE to conventional management. 
Kim reported the first prospective results of adjunct 
MMAE in 20 patients which demonstrated no sig-
nificant outcome differences to conventional man-
agement and described predictive factors of hema-
toma recurrence [27]. In 2018, Ban et  al. reported 
prospective, non-randomized trial outcomes for 
27 asymptomatic patients treated with primary 
MMAE and 45 symptomatic patients treated with 
adjunct MMAE. No hematoma re-accumulation 
was reported in the primary MMAE group, one 
case of re-accumulation (2.2%) was reported in the 
adjunct MMAE group, and recurrence rate of 27.5% 

was reported in a historical conventional treatment 
group. Their prospective results in larger cohorts 
support that primary and adjunct MMAE signifi-
cantly reduce recurrence and reintervention rates 
(p = 0.001) without significant increase in compli-
cations (0% vs. 4.3%, p = 0.182) [5]. The pilot and 
feasibility studies of Ng et  al. and Al-Mufti et  al. 
were consistent with the prior literature results for 
adjunct MMAE as well [3, 40]. Two small, non-US 
pilot studies (10 and 15 patients, respectively) and 
one non-US prospective study (36 patients) simi-
larly support prior findings for primary and adjunct 
MMAE with liquid embolic agents [31, 37, 46]. The 
latter study also reported significant improvement in 
functional outcome with all adjunct MMAE treated 
patients achieving mRS 0 or 1 at 3  months while 
only 53% of the surgery control group achieved 
the same outcome [31]. Preliminary results from 
a prospective randomized trial being conducted at 
our institution comparing surgery alone versus sur-
gery + MMAE are suggesting improved outcomes in 
the combination treatment group (Table 2).

Multiple clinical trials are currently being con-
ducted to provide level one evidence on the efficacy 
of primary or adjunct MMAE and are summarized in 
Table 2. All current clinical trials are investigating the 
same post-procedure outcomes frequently reported by 
prior case-level and retrospective studies. Addition-
ally, fourteen trials incorporate some form of assess-
ment of functional and quality of life outcomes beyond 
serial neurological exams, most commonly mRS.

Thirteen trials involve investigation of pri-
mary MMAE, and fifteen trials involve investiga-
tion of adjunct MMAE. Of the primary MMAE tri-
als, three trials will perform primary MMAE for 
asymptomatic or minimally cSDHs (Dartmouth-
Hitchcock, USA, NCT04270955; Mashhad Univer-
sity, Iran, NCT04574843; Washington University, 
USA, NCT04065113). Most adjunct MMAE trials 
involve performing MMAE during the same hos-
pitalization and within 48–72  h of surgical evacua-
tion of the symptomatic cSDH. One trial in France 
(NCT04372147) will perform adjunct MMAE up to 
7 days postoperative. Multicenter trials sponsored by 
Medtronic (EMBOLISE trial, NCT04402632), Balt 
(NCT04410146), and Cerenovus (MEMBRANE 
trial, NCT04816591) are also ongoing to support 
the efficacy of their respective liquid embolic agents: 
Onyx®, Squid®, and TruFill® n-BCA.
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Two parallel trials are currently investigat-
ing prophylactic adjunct MMAE with the Onyx® 
LES: the Augusta University trial (NCT04272996) 
and the Medtronic-sponsored EMBOLISE trial 
(NCT04402632). Results from the single-center 
Augusta University trial demonstrate the potential 
promise of the eventual results of the multicenter 
EMBOLISE trial with its similar design and out-
comes of interest. Both will provide needed prospec-
tive evidence for the efficacy of adjunct MMAE for 
cSDH with Onyx® LES, including for elderly and 
octogenarian patients.

Future directions and key research questions

High-quality, prospective evidence supporting 
MMAE for cSDHs will soon be available to inform 
and unify current clinical practice. Nevertheless, 
additional questions in optimizing the approach for 
effectively applying MMAE in the overall manage-
ment of cSDHs remain to guide further study. Key 
questions include the timing of MMAE, particularly 
as an adjunct to surgical evacuation; the optimal 
strategy for asymptomatic or minimally symptomatic 
cSDHs; embolic agent selection; prophylactic bilat-
eral embolization for unilateral cSDHs; and the role 
of concomitant medical adjuvant therapies, such as 
steroids, statins, and anti-inflammatory therapies.

Conclusion

In summary, cSDH is mainly a disease of the older 
population. Its traditional treatment option involved 
surgical evacuation. Unfortunately, the outcomes fol-
lowing standalone surgery have remained undesir-
able, resulting in significant morbidity and mortality. 
Newer treatment options including embolization of 
the MMA are advancing the practice of neurosur-
gery to enhance patient care by decreasing hematoma 
recurrence and improving neurological outcomes.

Acknowledgements  The authors would like to thank Anekay 
Kelly, MSMI for her help with illustrations in Fig. 1.

Author contribution  All authors contributed to the study 
conception and design. Material preparation, data collection, 
and analysis were performed by Luca H. Debs and Samantha 
E. Walker. The first draft of the manuscript was written by 
Luca H. Debs, Samantha E. Walker, and Scott Y. Rahimi and 

all authors commented on previous versions of the manuscript. 
All authors read and approved the final manuscript.

Declarations 

Competing interests  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Com-
mons Attribution 4.0 International License, which permits 
use, sharing, adaptation, distribution and reproduction in any 
medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Crea-
tive Commons licence, and indicate if changes were made. The 
images or other third party material in this article are included 
in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your 
intended use is not permitted by statutory regulation or exceeds 
the permitted use, you will need to obtain permission directly 
from the copyright holder. To view a copy of this licence, visit 
http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Abdollahifard S, Farrokhi A, Yousefi O, Valibeygi A, 
Azami P, Mowla A. Particle embolic agents for emboliza-
tion of middle meningeal artery in the treatment of chronic 
subdural hematoma: a systematic review and meta-anal-
ysis. Interv Neuroradiol. 2022;15910199221125977. 
https://​doi.​org/​10.​1177/​15910​19922​11259​77

	 2.	 Adhiyaman V, Asghar M, Ganeshram KN, Bhowmick BK. 
Chronic subdural haematoma in the elderly. Postgrad Med J. 
2002;78:71–5. https://​doi.​org/​10.​1136/​pmj.​78.​916.​71.

	 3.	 Al-Mufti F, Kaur G, Amuluru K, Cooper JB, Dakay K, 
El-Ghanem M, Pisapia J, Muh C, Tyagi R, Bowers C, 
Cole C, Rosner S, Santarelli J, Mayer S, Gandhi C. Mid-
dle meningeal artery embolization using combined par-
ticle embolization and n-BCA with the dextrose 5% in 
water push technique for chronic subdural hematomas: a 
prospective safety and feasibility study. AJNR Am J Neu-
roradiol. 2021;42:916–20. https://​doi.​org/​10.​3174/​ajnr.​
A7077.

	 4.	 Balser D, Farooq S, Mehmood T, Reyes M, Samadani U. 
Actual and projected incidence rates for chronic subdural 
hematomas in United States Veterans Administration and 
civilian populations. J Neurosurg. 2015;123:1209–15. 
https://​doi.​org/​10.​3171/​2014.9.​JNS14​1550.

	 5.	 Ban SP, Hwang G, Byoun HS, Kim T, Lee SU, Bang JS, 
Han JH, Kim CY, Kwon OK, Oh CW. Middle meningeal 
artery embolization for chronic subdural hematoma. Radi-
ology. 2018;286:992–9. https://​doi.​org/​10.​1148/​radiol.​
20171​70053.

	 6.	 Bounajem MT, Campbell RA, Denorme F, Grandhi R. 
Paradigms in chronic subdural hematoma pathophysiol-
ogy: current treatments and new directions. J Trauma 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1177/15910199221125977
https://doi.org/10.1136/pmj.78.916.71
https://doi.org/10.3174/ajnr.A7077
https://doi.org/10.3174/ajnr.A7077
https://doi.org/10.3171/2014.9.JNS141550
https://doi.org/10.1148/radiol.2017170053
https://doi.org/10.1148/radiol.2017170053


	 GeroScience

1 3
Vol:. (1234567890)

Acute Care Surg. 2021;91:e134–41. https://​doi.​org/​10.​
1097/​ta.​00000​00000​003404.

	 7.	 Carpenter A, Rock M, Dowlati E, Miller C, Mai JC, Liu 
AH, Armonda RA, Felbaum DR. Middle meningeal artery 
embolization with subdural evacuating port system for 
primary management of chronic subdural hematomas. 
Neurosurg Rev. 2022;45:439–49. https://​doi.​org/​10.​1007/​
s10143-​021-​01553-x.

	 8.	 Catapano JS, Ducruet AF, Nguyen CL, Cole TS, Bara-
noski JF, Majmundar N, Wilkinson DA, Fredrickson VL, 
Cavalcanti DD, Lawton MT, Albuquerque FC. A pro-
pensity-adjusted comparison of middle meningeal artery 
embolization versus conventional therapy for chronic 
subdural hematomas. J Neurosurg. 2021;135:1208–13. 
https://​doi.​org/​10.​3171/​2020.9.​JNS20​2781.

	 9.	 Catapano JS, Koester SW, Hanalioglu S, Farhadi DS, Naik 
A, Hartke JN, Tunc O, Winkler EA, Chang SW, Lawton 
MT, Jadhav AP, Ducruet AF, Albuquerque FC. Middle 
meningeal artery embolization associated with reduced 
chronic subdural hematoma volume and midline shift in 
the acute postoperative period. J Neurointerv Surg. 2023. 
https://​doi.​org/​10.​1136/​jnis-​2022-​020054.

	10.	 Champagne P-O, Brunette-Clement T, Bojanowski M. 
Safety of performing craniotomy in the elderly: the util-
ity of co-morbidity indices. Interdiscip Neurosurg. 
2018;14:97–101. https://​doi.​org/​10.​1016/j.​inat.​2018.​07.​
006.

	11.	 Désir LL, D’Amico R, Link T, Silva D, Ellis JA, Doron O, 
Langer DJ, Ortiz R, Serulle Y. Middle meningeal artery 
embolization and the treatment of a chronic subdural 
hematoma. Cureus. 2021;13:e18868. https://​doi.​org/​10.​
7759/​cureus.​18868.

	12.	 Di Cristofori A, Remida P, Patassini M, Piergallini L, 
Buonanno R, Bruno R, Carrabba G, Pavesi G, Iaccarino 
C, Giussani CG. Middle meningeal artery embolization 
for chronic subdural hematomas. A systematic review of 
the literature focused on indications, technical aspects, and 
future possible perspectives. Surg Neurol Int. 2022;13:94. 
https://​doi.​org/​10.​25259/​sni_​911_​2021

	13.	 Dicpinigaitis AJ, Al-Mufti F, Cooper JB, Faraz Kazim S, 
Couldwell WT, Schmidt MH, Gandhi CD, Cole CD, Bow-
ers CA. Nationwide trends in middle meningeal artery 
embolization for treatment of chronic subdural hematoma: 
a population-based analysis of utilization and short-term 
outcomes. J Clin Neurosci. 2021;94:70–5. https://​doi.​org/​
10.​1016/j.​jocn.​2021.​10.​001.

	14.	 Dumont TM, Rughani AI, Goeckes T, Tranmer BI. 
Chronic subdural hematoma: a sentinel health event. 
World Neurosurg. 2013;80:889–92. https://​doi.​org/​10.​
1016/j.​wneu.​2012.​06.​026.

	15.	 Edlmann E, Holl DC, Lingsma HF, Bartek J Jr, Bartley 
A, Duerinck J, Jensen TSR, Soleman J, Shanbhag NC, 
Devi BI, Laeke T, Rubiano AM, Fugleholm K, van der 
Veken J, Tisell M, Hutchinson PJ, Dammers R, Kolias 
AG. Systematic review of current randomised control 
trials in chronic subdural haematoma and proposal for 
an international collaborative approach. Acta Neuro-
chir (Wien). 2020;162:763–76. https://​doi.​org/​10.​1007/​
s00701-​020-​04218-8.

	16.	 Frati A, Salvati M, Mainiero F, Ippoliti F, Rocchi G, 
Raco A, Caroli E, Cantore G, Delfini R. Inflammation 

markers and risk factors for recurrence in 35 patients with 
a posttraumatic chronic subdural hematoma: a prospective 
study. J Neurosurg. 2004;100:24–32. https://​doi.​org/​10.​
3171/​jns.​2004.​100.1.​0024.

	17.	 Fujisawa H, Ito H, Saito K, Ikeda K, Nitta H, Yamashita 
J. Immunohistochemical localization of tissue-type plas-
minogen activator in the lining wall of chronic subdural 
hematoma. Surg Neurol. 1991;35:441–5. https://​doi.​org/​
10.​1016/​0090-​3019(91)​90177-b.

	18.	 Gelabert-González M, Iglesias-Pais M, García-Allut A, 
Martínez-Rumbo R. Chronic subdural haematoma: sur-
gical treatment and outcome in 1000 cases. Clin Neurol 
Neurosurg. 2005;107:223–9. https://​doi.​org/​10.​1016/j.​
cline​uro.​2004.​09.​015.

	19.	 Gomez-Paz S, Akamatsu Y, Salem MM, Enriquez-Maru-
landa A, Robinson TM, Ogilvy CS, Thomas AJ, Moore JM. 
Upfront middle meningeal artery embolization for treat-
ment of chronic subdural hematomas in patients with or 
without midline shift. Interv Neuroradiol. 2021;27:571–6. 
https://​doi.​org/​10.​1177/​15910​19920​982816.

	20.	 Ironside N, Nguyen C, Do Q, Ugiliweneza B, Chen CJ, Sieg 
EP, James RF, Ding D. Middle meningeal artery emboliza-
tion for chronic subdural hematoma: a systematic review and 
meta-analysis. J Neurointerv Surg. 2021;13:951–7. https://​
doi.​org/​10.​1136/​neuri​ntsurg-​2021-​017352.

	21.	 Ito H, Yamamoto S, Komai T, Mizukoshi H. Role of 
local hyperfibrinolysis in the etiology of chronic subdural 
hematoma. J Neurosurg. 1976;45:26–31. https://​doi.​org/​
10.​3171/​jns.​1976.​45.1.​0026.

	22.	 Joyce E, Bounajem MT, Scoville J, Thomas AJ, Ogilvy 
CS, Riina HA, Tanweer O, Levy EI, Spiotta AM, Gross 
BA, Jankowitz BT, Cawley CM, Khalessi AA, Pandey 
AS, Ringer AJ, Hanel R, Ortiz RA, Langer D, Levitt MR, 
Binning M, Taussky P, Kan P, Grandhi R. Middle menin-
geal artery embolization treatment of nonacute subdural 
hematomas in the elderly: a multiinstitutional experience 
of 151 cases. Neurosurg Focus. 2020;49:E5. https://​doi.​
org/​10.​3171/​2020.7.​Focus​20518.

	23.	 Jumah F, Osama M, Islim AI, Jumah A, Patra DP, Kosty 
J, Narayan V, Nanda A, Gupta G, Dossani RH. Efficacy 
and safety of middle meningeal artery embolization in the 
management of refractory or chronic subdural hemato-
mas: a systematic review and meta-analysis. Acta Neuro-
chir (Wien). 2020;162:499–507. https://​doi.​org/​10.​1007/​
s00701-​019-​04161-3.

	24.	 Kalamatianos T, Stavrinou LC, Koutsarnakis C, Psach-
oulia C, Sakas DE, Stranjalis G. PlGF and sVEGFR-1 in 
chronic subdural hematoma: implications for hematoma 
development. J Neurosurg. 2013;118:353–7. https://​doi.​
org/​10.​3171/​2012.​10.​Jns12​327.

	25.	 Kan P, Maragkos GA, Srivatsan A, Srinivasan V, Johnson 
J, Burkhardt JK, Robinson TM, Salem MM, Chen S, Riina 
HA, Tanweer O, Levy EI, Spiotta AM, Kasab SA, Lena J, 
Gross BA, Cherian J, Cawley CM, Howard BM, Khalessi 
AA, Pandey AS, Ringer AJ, Hanel R, Ortiz RA, Langer D, 
Kelly CM, Jankowitz BT, Ogilvy CS, Moore JM, Levitt 
MR, Binning M, Grandhi R, Siddiq F, Thomas AJ. Mid-
dle meningeal artery embolization for chronic subdural 
hematoma: a multi-center experience of 154 consecutive 
embolizations. Neurosurgery. 2021;88:268–77. https://​doi.​
org/​10.​1093/​neuros/​nyaa3​79.

https://doi.org/10.1097/ta.0000000000003404
https://doi.org/10.1097/ta.0000000000003404
https://doi.org/10.1007/s10143-021-01553-x
https://doi.org/10.1007/s10143-021-01553-x
https://doi.org/10.3171/2020.9.JNS202781
https://doi.org/10.1136/jnis-2022-020054
https://doi.org/10.1016/j.inat.2018.07.006
https://doi.org/10.1016/j.inat.2018.07.006
https://doi.org/10.7759/cureus.18868
https://doi.org/10.7759/cureus.18868
https://doi.org/10.25259/sni_911_2021
https://doi.org/10.1016/j.jocn.2021.10.001
https://doi.org/10.1016/j.jocn.2021.10.001
https://doi.org/10.1016/j.wneu.2012.06.026
https://doi.org/10.1016/j.wneu.2012.06.026
https://doi.org/10.1007/s00701-020-04218-8
https://doi.org/10.1007/s00701-020-04218-8
https://doi.org/10.3171/jns.2004.100.1.0024
https://doi.org/10.3171/jns.2004.100.1.0024
https://doi.org/10.1016/0090-3019(91)90177-b
https://doi.org/10.1016/0090-3019(91)90177-b
https://doi.org/10.1016/j.clineuro.2004.09.015
https://doi.org/10.1016/j.clineuro.2004.09.015
https://doi.org/10.1177/1591019920982816
https://doi.org/10.1136/neurintsurg-2021-017352
https://doi.org/10.1136/neurintsurg-2021-017352
https://doi.org/10.3171/jns.1976.45.1.0026
https://doi.org/10.3171/jns.1976.45.1.0026
https://doi.org/10.3171/2020.7.Focus20518
https://doi.org/10.3171/2020.7.Focus20518
https://doi.org/10.1007/s00701-019-04161-3
https://doi.org/10.1007/s00701-019-04161-3
https://doi.org/10.3171/2012.10.Jns12327
https://doi.org/10.3171/2012.10.Jns12327
https://doi.org/10.1093/neuros/nyaa379
https://doi.org/10.1093/neuros/nyaa379


GeroScience	

1 3
Vol.: (0123456789)

	26.	 Khorasanizadeh M, Chang YM, Enriquez-Marulanda A, 
Mizuhashi S, Salem MM, Gomez-Paz S, Siddiq F, Kan P, 
Moore J, Ogilvy CS, Thomas AJ. Morphological changes 
in chronic subdural hematomas following upfront mid-
dle meningeal artery embolization: sequence, timing, 
and association with outcomes. J Neurosurg. 2021;1–14. 
https://​doi.​org/​10.​3171/​2021.8.​Jns21​1691

	27.	 Kim E. Embolization therapy for refractory hemorrhage 
in patients with chronic subdural hematomas. World Neu-
rosurg. 2017;101:520–7. https://​doi.​org/​10.​1016/j.​wneu.​
2017.​02.​070.

	28.	 Kim S, Jung S, Won Y. A comparative study of local ver-
sus general anesthesia for chronic subdural hematoma in 
elderly patients over 60 years. Korean J Neurotrauma. 
2013;9:47–51. https://​doi.​org/​10.​13004/​kjnt.​2013.9.​2.​47.

	29.	 Kolias AG, Chari A, Santarius T, Hutchinson PJ. Chronic 
subdural haematoma: modern management and emerging 
therapies. Nat Rev Neurol. 2014;10:570–8. https://​doi.​org/​
10.​1038/​nrneu​rol.​2014.​163.

	30.	 Ku JC, Dmytriw AA, Essibayi MA, Banihashemi MA, 
Vranic JE, Ghozy S, Altschul D, Regenhardt RW, Stapleton 
CJ, Yang VXD, Patel AB. Embolic agent choice in middle 
meningeal artery embolization as primary or adjunct treat-
ment for chronic subdural hematoma: a systematic review 
and meta-analysis. AJNR Am J Neuroradiol. 2023;44:297–
302. https://​doi.​org/​10.​3174/​ajnr.​A7796.

	31.	 Lam A, Selvarajah D, Htike SS, Chan S, Lalloo S, Lock 
G, Redmond K, Leggett D, Mews P. The efficacy of 
postoperative middle meningeal artery embolization on 
chronic subdural hematoma - a multicentered randomized 
controlled trial. Surg Neurol Int. 2023;14:168. https://​doi.​
org/​10.​25259/​sni_​208_​2023.

	32.	 Liebert A, Voit-Höhne H, Ritter L, Eibl T, Hammer A, Städt 
M, Eff F, Holtmannspötter M, Steiner HH. Embolization of 
the middle meningeal artery vs. second surgery-treatment 
response and volume course of recurrent chronic subdural 
hematomas. Acta Neurochir (Wien). 2023;165:1967–74. 
https://​doi.​org/​10.​1007/​s00701-​023-​05621-7.

	33.	 Link TW, Boddu S, Paine SM, Kamel H, Knopman J. 
Middle meningeal artery embolization for chronic sub-
dural hematoma: a series of 60 cases. Neurosurgery. 
2019;85:801–7. https://​doi.​org/​10.​1093/​neuros/​nyy521.

	34.	 Liu Z, Wang Y, Tang T, Zhang Y, Sun Y, Kuang X, Wei T, 
Zhou L, Peng A, Cao D, Hongsheng W, Qi W, Chenyi W, Shan 
Q. Time and influencing factors to chronic subdural hematoma 
resolution after middle meningeal artery embolization. World 
Neurosurg. 2023. https://​doi.​org/​10.​1016/j.​wneu.​2023.​03.​050.

	35.	 Martinez-Perez R, Rayo N, Tsimpas A. Endovascular embo-
lisation of the middle meningeal artery to treat chronic sub-
dural haematomas: effectiveness, safety, and the current con-
troversy. A Sys Rev Neurologia (Engl Ed). 2023;38:124–30. 
https://​doi.​org/​10.​1016/j.​nrleng.​2020.​04.​016.

	36.	 Miranda LB, Braxton E, Hobbs J, Quigley MR. Chronic sub-
dural hematoma in the elderly: not a benign disease. J Neuro-
surg. 2011;114:72–6. https://​doi.​org/​10.​3171/​2010.8.​Jns10​298.

	37.	 Mohamed S, Villabona A, Kennion O, Padmananbhan R, 
Siddiqui A, Khan S, Prasad M, Mukerji N. Middle meningeal 
artery embolisation for chronic subdural haematomas: the 
first prospective UK study. Br J Neurosurg. 2022;36:786–91. 
https://​doi.​org/​10.​1080/​02688​697.​2022.​20972​00.

	38.	 Mowla A, Abdollahifard S, Farrokhi A, Yousefi O, 
Valibeygi A, Azami P. Middle meningeal artery embo-
lization with liquid embolic agents for chronic subdural 
hematoma: a systematic review and meta-analysis. J Vasc 
Interv Radiol. 2023;34:1493-1500.e1497. https://​doi.​org/​
10.​1016/j.​jvir.​2023.​05.​010.

	39.	 Neifert SN, Chaman EK, Hardigan T, Ladner TR, Feng R, 
Caridi JM, Kellner CP, Oermann EK. Increases in subdural 
hematoma with an aging population-the future of american 
cerebrovascular disease. World Neurosurg. 2020;141:e166–
74. https://​doi.​org/​10.​1016/j.​wneu.​2020.​05.​060.

	40.	 Ng S, Derraz I, Boetto J, Dargazanli C, Poulen G, Gascou 
G, Lefevre PH, Molinari N, Lonjon N, Costalat V. Middle 
meningeal artery embolization as an adjuvant treatment 
to surgery for symptomatic chronic subdural hematoma: a 
pilot study assessing hematoma volume resorption. J Neu-
rointerv Surg. 2020;12:695–9. https://​doi.​org/​10.​1136/​
neuri​ntsurg-​2019-​015421.

	41.	 Nia AM, Srinivasan VM, Lall RR, Kan P. Middle menin-
geal artery embolization for chronic subdural hematoma: 
a national database study of 191 patients in the United 
States. World Neurosurg. 2021;153:e300–7. https://​doi.​
org/​10.​1016/j.​wneu.​2021.​06.​101.

	42.	 Nia AM, Srinivasan VM, Siddiq F, Thomas A, Burkhardt 
JK, Lall RR, Kan P. Trends and outcomes of primary, rescue, 
and adjunct middle meningeal artery embolization for chronic 
subdural hematomas. World Neurosurg. 2022;164:e568–73. 
https://​doi.​org/​10.​1016/j.​wneu.​2022.​05.​011.

	43.	 Onyinzo C, Berlis A, Abel M, Kudernatsch M, Maurer 
CJ. Efficacy and mid-term outcome of middle meningeal 
artery embolization with or without burr hole evacuation 
for chronic subdural hematoma compared with burr hole 
evacuation alone. J Neurointerv Surg. 2022;14:297–300. 
https://​doi.​org/​10.​1136/​neuri​ntsurg-​2021-​017450.

	44.	 Orscelik A, Senol YC, Bilgin C, Kobeissi H, Arul S, Cloft 
H, Lanzino G, Kallmes DF, Brinjikji W. Middle meningeal 
artery embolization combined with surgical evacuation for 
chronic subdural hematoma: a single-center experience of 
75 cases. Interv Neuroradiol. 2023;15910199231196453. 
https://​doi.​org/​10.​1177/​15910​19923​11964​53

	45.	 Orscelik A, Senol YC, Bilgin C, Kobeissi H, Arul S, Cloft 
H, Lanzino G, Kallmes DF, Brinjikji W. Middle menin-
geal artery embolization without surgical evacuation for 
chronic subdural hematoma: a single-center experience 
of 209 cases. Front Neurol. 2023;14:1222131. https://​doi.​
org/​10.​3389/​fneur.​2023.​12221​31.

	46.	 Petrov A, Ivanov A, Rozhchenko L, Petrova A, Bhogal P, 
Cimpoca A, Henkes H. Endovascular treatment of chronic 
subdural hematomas through embolization: a pilot study 
with a non-adhesive liquid embolic agent of minimal vis-
cosity (Squid). J Clin Med. 2021;10. https://​doi.​org/​10.​
3390/​jcm10​194436

	47.	 Quinn TJ, Dawson J, Walters MR, Lees KR. Reliability 
of the modified Rankin scale: a systematic review. Stroke. 
2009;40:3393–5. https://​doi.​org/​10.​1161/​strok​eaha.​109.​557256.

	48.	 Rodriguez B, Morgan I, Young T, Vlastos J, Williams T, Hra-
barchuk EI, Tepper J, Baker T, Kellner CP, Bederson J, Rapo-
port BI. Surgical techniques for evacuation of chronic subdural 
hematoma: a mini-review. Front Neurol. 2023;14:1086645. 
https://​doi.​org/​10.​3389/​fneur.​2023.​10866​45.

https://doi.org/10.3171/2021.8.Jns211691
https://doi.org/10.1016/j.wneu.2017.02.070
https://doi.org/10.1016/j.wneu.2017.02.070
https://doi.org/10.13004/kjnt.2013.9.2.47
https://doi.org/10.1038/nrneurol.2014.163
https://doi.org/10.1038/nrneurol.2014.163
https://doi.org/10.3174/ajnr.A7796
https://doi.org/10.25259/sni_208_2023
https://doi.org/10.25259/sni_208_2023
https://doi.org/10.1007/s00701-023-05621-7
https://doi.org/10.1093/neuros/nyy521
https://doi.org/10.1016/j.wneu.2023.03.050
https://doi.org/10.1016/j.nrleng.2020.04.016
https://doi.org/10.3171/2010.8.Jns10298
https://doi.org/10.1080/02688697.2022.2097200
https://doi.org/10.1016/j.jvir.2023.05.010
https://doi.org/10.1016/j.jvir.2023.05.010
https://doi.org/10.1016/j.wneu.2020.05.060
https://doi.org/10.1136/neurintsurg-2019-015421
https://doi.org/10.1136/neurintsurg-2019-015421
https://doi.org/10.1016/j.wneu.2021.06.101
https://doi.org/10.1016/j.wneu.2021.06.101
https://doi.org/10.1016/j.wneu.2022.05.011
https://doi.org/10.1136/neurintsurg-2021-017450
https://doi.org/10.1177/15910199231196453
https://doi.org/10.3389/fneur.2023.1222131
https://doi.org/10.3389/fneur.2023.1222131
https://doi.org/10.3390/jcm10194436
https://doi.org/10.3390/jcm10194436
https://doi.org/10.1161/strokeaha.109.557256
https://doi.org/10.3389/fneur.2023.1086645


	 GeroScience

1 3
Vol:. (1234567890)

	49.	 Sahyouni R, Mahboubi H, Tran P, Roufail JS, Chen JW. 
Membranectomy in chronic subdural hematoma: meta-
analysis. World Neurosurg. 2017;104:418–29. https://​doi.​
org/​10.​1016/j.​wneu.​2017.​05.​030.

	50.	 Salah WK, Baker C, Scoville JP, Hunsaker JC, Ogilvy 
CS, Moore JM, Riina HA, Levy EI, Spiotta AM, Jankow-
itz BT, Michael Cawley C, 3rd, Khalessi AA, Tanweer 
O, Hanel R, Gross BA, Kuybu O, Hoang AN, Baig AA, 
Khorasanizadeh MH, Mendez AA, Cortez G, Davies 
JM, Narayanan S, Howard BM, Lang MJ, Siddiqui AH, 
Thomas A, Kan P, Burkhardt JK, Salem MM, Grandhi 
R. Middle meningeal artery embolization as a periopera-
tive adjunct to surgical evacuation of nonacute subdural 
hematomas: an multicenter analysis of safety and efficacy. 
Interv Neuroradiol. 2023;15910199231162665. https://​
doi.​org/​10.​1177/​15910​19923​11626​65

	51.	 Salih M, Shutran M, Young M, Vega RA, Stippler M, Papa-
vassiliou E, Alterman RL, Thomas A, Taussky P, Moore J, 
Ogilvy CS. Reduced recurrence of chronic subdural hemato-
mas treated with open surgery followed by middle meningeal 
artery embolization compared to open surgery alone: a pro-
pensity score-matched analysis. J Neurosurg. 2023;139:124–
30. https://​doi.​org/​10.​3171/​2022.​11.​Jns22​2024.

	52.	 Sarma P, Garg M, Prem P, Gupta R. Embolization of the mid-
dle meningeal artery for the treatment of chronic subdural 
hematoma: a path less travelled so far. J Neurosci Rural Pract. 
2022;13:471–5. https://​doi.​org/​10.​1055/s-​0042-​17507​04.

	53.	 Sattari SA, Yang W, Shahbandi A, Feghali J, Lee RP, Xu R, Jack-
son C, Gonzalez LF, Tamargo RJ, Huang J, Caplan JM. Middle 
meningeal artery embolization versus conventional management 
for patients with chronic subdural hematoma: a systematic review 
and meta-analysis. Neurosurgery. 2023;92:1142–54. https://​doi.​
org/​10.​1227/​neu.​00000​00000​002365.

	54.	 Saway BF, Roth W, Salvador CD, Essibayi MA, Porto 
GBF, Dowlati E, Felbaum DR, Rock M, Withington C, 
Desai SK, Hassan AE, Tekle WG, Spiotta A. Subdural 
evacuation port system and middle meningeal artery 
embolization for chronic subdural hematoma: a multi-
center experience. J Neurosurg. 2023;139:131–8. https://​
doi.​org/​10.​3171/​2022.​10.​Jns22​1476.

	55.	 Scerrati A, Visani J, Ricciardi L, Dones F, Rustemi O, 
Cavallo MA, De Bonis P. To drill or not to drill, that is 
the question: nonsurgical treatment of chronic subdural 
hematoma in the elderly. A Sys Rev Neurosurg Focus. 
2020;49:E7. https://​doi.​org/​10.​3171/​2020.7.​Focus​20237.

	56.	 Schwarz J, Carnevale JA, Goldberg JL, Ramos AD, 
Link TW, Knopman J. Perioperative prophylactic middle 
meningeal artery embolization for chronic subdural hema-
toma: a series of 44 cases. J Neurosurg. 2021;135:1627–
35. https://​doi.​org/​10.​3171/​2020.​10.​Jns20​2856.

	57.	 Scoville JP, Joyce E, D AT, Bounajem MT, Thomas 
A, Ogilvy CS, Moore JM, Riina HA, Tanweer O, Levy 
EI, Spiotta AM, Gross BA, Jankowitz BT, Cawley CM, 
Khalessi AA, Pandey AS, Ringer AJ, Hanel R, Ortiz 
RA, Langer D, Levitt MR, Binning M, Taussky P, Kan 
P, Grandhi R. Radiographic and clinical outcomes with 
particle or liquid embolic agents for middle meningeal 
artery embolization of nonacute subdural hematomas. 
Interv Neuroradiol. 2022;15910199221104631. https://​
doi.​org/​10.​1177/​15910​19922​11046​31

	58.	 Seok JH, Kim JH, Kwon TH, Byun J, Yoon WK. Middle 
meningeal artery embolization for chronic subdural hema-
toma in elderly patients at high risk of surgical treatment. J 
Cerebrovasc Endovasc Neurosurg. 2023;25:28–35. https://​
doi.​org/​10.​7461/​jcen.​2022.​E2022.​08.​003.

	59.	 Shapey J, Glancz L, Brennan P. Chronic subdural haema-
toma in the elderly: is it time for a new paradigm in man-
agement? Curr Geriatr Rep. 2016;5:71–7. https://​doi.​org/​
10.​1007/​s13670-​016-​0166-9.

	60.	 Sioutas GS, Mouchtouris N, Saiegh FA, Naamani KE, 
Amllay A, Becerril-Gaitan A, Velagapudi L, Gooch MR, 
Herial NA, Jabbour P, Rosenwasser RH, Tjoumakaris 
SI. Middle meningeal artery embolization for subdural 
hematoma: an institutional cohort and propensity score-
matched comparison with conventional management. Clin 
Neurol Neurosurg. 2023;233:107895. https://​doi.​org/​10.​
1016/j.​cline​uro.​2023.​107895.

	61.	 Sioutas GS, Vivanco-Suarez J, Shekhtman O, Matache 
IM, Salem MM, Burkhardt JK, Srinivasan VM, Jankow-
itz BT. Liquid embolic agents for middle meningeal artery 
embolization in chronic subdural hematoma: institutional 
experience with systematic review and meta-analysis. 
Interv Neuroradiol. 2023;15910199231183132. https://​
doi.​org/​10.​1177/​15910​19923​11831​32

	62.	 Solou M, Ydreos I, Gavra M, Papadopoulos EK, Banos 
S, Boviatsis EJ, Savvanis G, Stavrinou LC. Controversies 
in the surgical treatment of chronic subdural hematoma: a 
systematic scoping review. Diagnostics (Basel). 2022;12. 
https://​doi.​org/​10.​3390/​diagn​ostic​s1209​2060

	63.	 Srivatsan A, Mohanty A, Nascimento FA, Hafeez MU, Srini-
vasan VM, Thomas A, Chen SR, Johnson JN, Kan P. Middle 
meningeal artery embolization for chronic subdural hema-
toma: meta-analysis and systematic review. World Neurosurg. 
2019;122:613–9. https://​doi.​org/​10.​1016/j.​wneu.​2018.​11.​167.

	64.	 Stanisic M, Aasen AO, Pripp AH, Lindegaard KF, Ramm-
Pettersen J, Lyngstadaas SP, Ivanovic J, Konglund A, 
Ilstad E, Sandell T, Ellingsen O, Sæhle T. Local and sys-
temic pro-inflammatory and anti-inflammatory cytokine 
patterns in patients with chronic subdural hematoma: a 
prospective study. Inflamm Res. 2012;61:845–52. https://​
doi.​org/​10.​1007/​s00011-​012-​0476-0.

	65.	 Tanoue S, Ono K, Toyooka T, Okawa H, Wada K, Shiro-
tani T. The short-term outcome of middle meningeal artery 
embolization for chronic subdural hematoma with mild 
symptom: case series. World Neurosurg. 2023;171:e120–5. 
https://​doi.​org/​10.​1016/j.​wneu.​2022.​11.​090.

	66.	 Tudor T, Capone S, Vivanco‐Suarez J, Salem MM, Siou-
tas GS, Tonetti DA, Heiferman DM, Kan P, Jankowitz BT, 
Burkhardt JK, Srinivasan VM. Middle meningeal artery 
embolization for chronic subdural hematoma: a review of 
established and emerging embolic agents. Stroke: Vascu-
lar and Interventional Neurology. 2024;0:e000906. https://​
doi.​org/​10.​1161/​SVIN.​123.​000906

	67.	 Waqas M, Vakhari K, Weimer PV, Hashmi E, Davies JM, 
Siddiqui AH. Safety and effectiveness of embolization for 
chronic subdural hematoma: systematic review and case 
series. World Neurosurg. 2019;126:228–36. https://​doi.​
org/​10.​1016/j.​wneu.​2019.​02.​208.

	68.	 Weigel R, Schilling L, Krauss JK. The pathophysiology of 
chronic subdural hematoma revisited: emphasis on aging 

https://doi.org/10.1016/j.wneu.2017.05.030
https://doi.org/10.1016/j.wneu.2017.05.030
https://doi.org/10.1177/15910199231162665
https://doi.org/10.1177/15910199231162665
https://doi.org/10.3171/2022.11.Jns222024
https://doi.org/10.1055/s-0042-1750704
https://doi.org/10.1227/neu.0000000000002365
https://doi.org/10.1227/neu.0000000000002365
https://doi.org/10.3171/2022.10.Jns221476
https://doi.org/10.3171/2022.10.Jns221476
https://doi.org/10.3171/2020.7.Focus20237
https://doi.org/10.3171/2020.10.Jns202856
https://doi.org/10.1177/15910199221104631
https://doi.org/10.1177/15910199221104631
https://doi.org/10.7461/jcen.2022.E2022.08.003
https://doi.org/10.7461/jcen.2022.E2022.08.003
https://doi.org/10.1007/s13670-016-0166-9
https://doi.org/10.1007/s13670-016-0166-9
https://doi.org/10.1016/j.clineuro.2023.107895
https://doi.org/10.1016/j.clineuro.2023.107895
https://doi.org/10.1177/15910199231183132
https://doi.org/10.1177/15910199231183132
https://doi.org/10.3390/diagnostics12092060
https://doi.org/10.1016/j.wneu.2018.11.167
https://doi.org/10.1007/s00011-012-0476-0
https://doi.org/10.1007/s00011-012-0476-0
https://doi.org/10.1016/j.wneu.2022.11.090
https://doi.org/10.1161/SVIN.123.000906
https://doi.org/10.1161/SVIN.123.000906
https://doi.org/10.1016/j.wneu.2019.02.208
https://doi.org/10.1016/j.wneu.2019.02.208


GeroScience	

1 3
Vol.: (0123456789)

processes as key factor. Geroscience. 2022;44:1353–71. 
https://​doi.​org/​10.​1007/​s11357-​022-​00570-y.

	69.	 Weinberg JH, Akhter A, Zakeri A, Tanweer O, Zyck S, 
Tjoumakaris S, Jabbour P, Kan P, Peng J, Youssef P. Mid-
dle meningeal artery embolization for membranous versus 
nonmembranous subdural hematomas: a retrospective and 
multicenter cohort study. World Neurosurg. 2023. https://​
doi.​org/​10.​1016/j.​wneu.​2023.​06.​122.

Publisher’s Note  Springer Nature remains neutral with regard 
to jurisdictional claims in published maps and institutional 
affiliations.

https://doi.org/10.1007/s11357-022-00570-y
https://doi.org/10.1016/j.wneu.2023.06.122
https://doi.org/10.1016/j.wneu.2023.06.122

	Newer treatment paradigm improves outcomes in the most common neurosurgical disease of the elderly: a literature review of middle meningeal artery embolization for chronic subdural hematoma
	Abstract 
	Introduction
	Methods
	Literature search
	Terminology

	Results
	Discussion
	Pathophysiology, age, and role of the middle meningeal artery
	MMA embolization for chronic subdural hematoma: outcomes and key considerations
	Overall outcomes
	Adjunct MMAE
	Primary MMAE
	Particle versus liquid embolic agents
	Neurological and functional outcomes

	Perspectives on MMA embolization for elderly patients
	Prospective results and ongoing clinical trials
	Future directions and key research questions

	Conclusion
	Acknowledgements 
	References


