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ABSTRACT
Objectives: Anticoagulants and antiplatelet (ACAP) agents are increasingly and frequently used, especially in the elderly. The present study was carried 
out to assess the prevalence of delayed traumatic intracranial hemorrhage (dtICH) after a normal result on an initial head computed tomography (CT) in 
adults who were taking ACAP medication.

Materials and Methods: The present retrospective included all adult patients who arrived in the emergency department between January 2017 and 
January 2021 with a history of fall from the patient’s own height, while being on ACAP medication with an isolated head injury. The Institutional Review 
Board approved the study with a waiver of consent. The primary outcome measures were prevalence of dtICH in patients who had initial normal CT scan 
brain and were on ACAP medication.

Results: There were 2137 patients on ACAP medication, of which 1062 were male, and 1075 were of the female gender. The mean age of the patients was 
82.1 years. About 8.2% had positive first CT scans (176/2137), while 0.023 (27/1149) had dtICH. The most common positive finding on the CT scan was 
subarachnoid hemorrhage followed by subdural hemorrhage. Male gender positively correlated with increased risk for first CT being positive (P = 0.033). 
Patient’s with comorbidity of cirrhosis and chemotherapy had higher risk of dtICH (P = 0.47, 0.011).

Conclusion: There was a very low (0.023%) prevalence of dtICH. Dual therapy or Coumadin therapy made up the majority of tICH. Cirrhosis and 
chemotherapy were associated with the risk of a repeat CT scan being positive with an initial CT scan negative.
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INTRODUCTION
Anticoagulants and antiplatelet (ACAP) agents are frequently 
used in patients for the prevention of thromboembolic 
disease. ACAP medications use is on the rise, especially 
among the elderly.[1-3] While these medications are key to 
preventing long-term morbidity and mortality, they are 
associated with an increased risk of hemorrhage. It is thought 
that patients on ACAP medications are therefore at a higher 
risk of Intracranial hemorrhage (ICH) following a fall. 
Head injury is common with an increasing presence in the 
emergency department (ED). The prevalence of traumatic 
brain injury (TBI)-related ED visits had increased by 63% 
from 2006 to 2014. Hospital admission following falls is 
also on the rise as well, particularly among the elderly.[4] 

Falls are the most common cause of TBI, making up to 48% 
of all TBI-related ED visits. Earlier studies in patients on 
ACAP medications showed an increase in morbidity and 
mortality when compared to patients who are not on ACAP 
medications.[5-7] For example, one study found a 4–5 fold 
increase in traumatic intracranial injury when the patient 
is on oral anticoagulation medication.[7] Due to these earlier 
studies, many institutions have developed and studied 
the optimal protocols for the initial triaging of patients 
who present to the ED on ACAP medications following a 
fall.[8-10] The most recent guidelines put forth by the American 
College of Surgeons Committee on Trauma recommend that 
older patients that fall from any height on ACAP medication 
receive a limited trauma team activation.[11] The present 
study was conducted to assess the prevalence of delayed ICH 
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(d-ICH) in patients on ACAP medications after a normal 
result on an initial head computed tomography (CT) scan.

MATERIALS AND METHODS
After the Institutional Review Board approval, including 
a waiver of consent, we performed a retrospective analysis 
from the Sarasota Memorial Hospital (SMH) trauma registry. 
The chart review and documentation of data followed the 
ethical standards of SMH. The retrospective analysis had 
two arms. In the retrospective chart review, we assessed all 
adult fall from patient’s own height while being on ACAP 
medication with an isolated head injury. We looked into 
ED arrival dates between January 2017 and January 2021. 
The primary outcome was as follows: The prevalence of 
d-ICH in this population. Additional collected and reviewed 
information were patient demographics, vital signs, Glasgow 
Coma Score (GCS), loss of consciousness, comorbidities, 
injury details, ACAP medications, ACAP reversal agents, 
diagnosis, procedures, and complications. An abbreviated 
injury scale severity score of greater than two in areas other 
than the head or any transferred patient from another facility 
due to the possibility of there being incomplete information 
was excluded from the study. We defined it as a positive 
second CT scan head where the first head CT (HCT) scan 
was negative. To calculate the prevalence of d-ICH, we 
followed the patients who had negative HCT initially and 
were admitted for observation and an interval repeat HCT 
12–24-h later.

Details on positive and negative head CT scans were verified 
with the documented reports of the radiologist available 
in the medical records. The head CT scan was considered 
positive if there was evidence of acute ICH attributable to 
trauma, including epidural subdural, intraventricular, and 
subarachnoid hemorrhage. A  negative head CT scan was 
defined as a CT scan with no findings of acute ICH. Patients 
with a negative first head CT scan were admitted and a 
repeat CT head was done after 24 h. CT scan positive after 
24 h which was negative initially was considered for delayed 
traumatic intracranial hemorrhage (dtICH) cohort.

Descriptive statistics were used to compare the means of 
the variables. Logistic regression analysis was conducted to 
compare the impact of different variables on the occurrence 
of dtICH. Statistical significance was set at P < 0.05. Statistical 
analysis was performed using R Statistical Software.

RESULTS
Demographics

The present study included 2137 patients who presented with 
a history of trauma and were on ACAP medication. The mean 
age of the patients was 82.1 years (Range: 68; 36–104 years; 
median 83 years) with a male: female of 0.98. Hypertension, 

congestive heart failure, diabetes mellitus, cerebrovascular 
accident, and chronic obstructive pulmonary disease were 
common comorbidities, while cirrhosis and alcohol intake 
were not frequent in these patients. The majority had GCS 
≥14; 1705  patients had a GCS of 15. One thousand two 
hundred and sixteen patients had a length of hospital stay 
of 1  day, 236  patients had 2  days, 157  patients had 3  days, 
281  patients had more than 3  days, and length of hospital 
stay was not available for 247  patients. The demographic 
details of age and gender are presented in [Table 1]. [Table 2] 
shows the details of the comorbidities and risk factors, and 
[Tables 3 and 4] shows the details of the parameters of age, 
GCS, heart rate, systolic and diastolic blood pressure, oxygen 
saturation, and international normalized ratio (INR). The 
data are skewed and does not follow normal age, GCS, and 
INR distribution. For initial (tICH) –-  the prevalence of 
tICH was 8.2% (176/2137), the prevalence of neurosurgical 
intervention was 0.28% (6/2137), the prevalence of reversal 
agents was 3% (65/2137), and dual therapy or Coumadin 
therapy made up the majority of tICH 51% (91/176). For 
dtICH, the prevalence of dtICH was 0.023% (27/1149), the 
prevalence of neurosurgical intervention was 0.2% (3/1122), 
– prevalence of reversal agent was 0.5% (7/1282), and only 
one patient was reversed on Eliquis, and this was a part of a 
clinical trial. Details of ACAPs are presented in [Table 5].

Second CT scan

Secon d plain CT head was performed in selected patients 
(1281), of which 151 had positive findings while 1149 had 
negative CT. Twenty-seven patients had a second CT scan 
as positive, with a negative first CT scan. One hundred and 
twenty-four patients had both first and second CT scan 
positive three patients required surgery after the second 
head CT scan, one underwent percutaneous drainage of 
subdural hematoma, and two underwent craniotomy and 
evacuation of subdural hematoma. Like the first CT scan, the 
typical positive findings were subarachnoid hemorrhage and 
subdural hematoma, while intraparenchymal hematoma was 
less common. Ten patients had contusion of the cerebrum, 

Table 1: Age distribution.

Age range Number

(0, 10.0) 0
(10.0, 20.0) 0
(20.0, 30.0) 0
(30.0, 40.0) 3
(40.0, 50.0) 9
(50.0, 60.0) 56
(60.0, 70.0) 166
(70.0, 80.0) 571
(80.0, 90.0) 966
(90.0, 100.0) 353
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Table 2: Details of risk factors.

Risk Factors No Yes

Anticoagulant ‑ 2137
Adv dir limiting care 1866 271
Alcoholism 2085 52
ASA 2112 25
Baby ASA 1663 474
Bleed disorder 2107 30
Chemotherapy 2108 29
CHF 1723 414
Cirrhosis 2131 6
COPD 1909 228
CVA 2018 119
Dementia 1726 411
Dependent Health 1065 1072
Diabetes mellitus 1699 438
Dis cancer 2128 9
Hypertension 447 1690
Mental personality 2088 49
Myocardial infarct 2123 14
Peripheral disease 2022 115
Renal failure 2085 52
Smoker 2053 84
Steroid use 2031 106
Substance abuse 2106 31
Add ADHD 2134 3
ASA: Acetyl salicylic acid, CHF: Congestive heart failure,  
CVA: Cerebrovascular accident, COPD: Chronic obstructive pulmonary 
disease, ADHD: Attention deficit hyperactivity disorder

Table 3: Details of vital parameters including INR.

Parameter Mean Median Min Max Range Standard deviation

Age 82.09691 83 36 104 68 9.480435657
GCS 14.713483 15 3 15 12 0.92243738
Heart rate 81.247646 79 2 165 162 15.82987359
Resp rate 17.77736 18 3 75 72 3.286483252
Systolic BP 149.26303 149 49 260 211 27.29584766
Diastolic BP 83.212036 82 30 171 141 18.07618678
Oxygen saturation 97.554041 98 67 100 33 2.931419957
INR 1.4736368 1.12 0.06 14.84 14.78 0.867565244
GCS: Glasgow Coma Score, BP: Blood pressure, INR: International normalized ratio

20 had a traumatic subarachnoid hemorrhage, and 22 had a 
subdural hematoma. The number of patients with a positive 
second head CT scan where the first CT scan was negative is 
shown in [Table 6].

DISCUSSION
The level of trauma activation in these patients is 
institutionally dependent. It is important to monitor and 
manage trauma activation criteria to prevent overutilization 
of resources as well as the significant expense associated 

with the medical treatment of falls.[12] The management of 
ACAP trauma patients commonly includes a CT of the head 
(CTH) to assess for ICH at the time of presentation. If the 
initial CTH shows no ICH patients; even with only minor 
head trauma, are usually admitted for observation as well as 
an interval repeat CTH within 24 h to assess for d-ICH.[13-15] 
The practice of this is again institutionally dependent with 
no current nationally accepted guidelines recommending 
repeat CTH after an initial negative CTH in trauma patients 
that are on ACAP medications to access d-ICH. Rates of 
d-ICH in these patients range from 2.1% to 2.5%.[14] There 
is an integral need to understand the frequency of d-ICH in 
patients taking ACAP medications to improve patient care 
and reduce hospital spending.

This study investigated the prevalence of ICH early and 
delayed after TBI. In addition, we reported the comorbidities 
that might have a higher risk of intracranial pathology 
development in the first CT scan or observation scan, or 
scans done later. This study also presents the correlation of 
these variables with the outcome in patients with TBI on 
ACAP medication. TBI is a challenging problem adding 
to the mortality, morbidity, and socioeconomic burden.[16] 
While the most typical cause for TBI in lower and middle-
income countries is road traffic accidents; the epidemiology 
has changed in high-income countries. There has been an 
increase in the longevity and geriatric population is at higher 
risk of fall, common causes of TBI include falls in elderly 
patients who already have comorbidities, and many are on 
ACAP medication for various reasons.[17,18] This changing 
epidemiology, lack of guidelines, and variable presentation 
of patients with TBI who are taking ACAP medication are 
a common challenge for neurosurgeons. The clinical course 
of these patients often gets complicated due to anticoagulant 
use or coagulopathy due to other comorbidities.[19,20] Hughes 
et al.[21] reported a lower incidence of delayed tICH with the 
use of warfarin as compared to direct oral anticoagulants. In 
a meta-analysis of eleven studies, it was found that the use 
of warfarin increased the mortality risk from blunt trauma 
head by 2 times,[22] while in another study, it was found that 
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Table 4: Correlation P-values of different variables.

Variable Correlation with outcome P value Correlation with 
first head CT as 
positive P-value

Correlation with 
second head CT as 

positive P-value

Correlation with 
third head CT as 
positive P-value

Gender 0.996 0.033 0.245 0.725
Bleeding disorder 0.997 0.312 0.748 0.991
Cirrhosis 0.998 0.047 0.057 0.994
Smoking 0.997 0.974 0.983 0.99
Chemotherapy 0.997 0.28 0.011 0.0378
Heart rate 0.577 0.383 0.864 0.0285
Oxygen saturation 0.608 0.684 0.58 0.524
Respiratory rate 0.935 0.898 0.442 0.372
Systolic BP 0.262 0.316 0.351 0.962
Diastolic BP 0.991 0.351 0.5 0.273
Length of hospital stay 0.983 0.0001 0.0001 0.0021
First Head CT positive 0.997 0.0001
Second Head CT positive 0.999
BP: Blood pressure, CT: Computed tomography

Table 5: ACAP Details.

Type ACAP Number

Plavix, BASA 34
Eliquis 29
Coumadin 22
Plavix 19
Xarelto 11
Eliquis, BASA 8
Coumadin 8
Eliquis 8
Coumadin, BASA 8
Xarelto, BASA 5
Xarelto 4
Pradaxa 4
Eliquis, BASA 4
Jantoven 3
Brilinta, BASA 3
Coumadin, BASA 2
Plavix 2
Lixiana (Xa inhibitor) 1
Unknown type 1
Coumadin, plavix 1
Plavix, BASA 1
Lovenox 40 mg SQ, BASA 1
Eliquis (2.5 mg BID) 1
Eliquis (2.5 mg BID), BASA 1
Eliquis, Plavix 1
Eliquis, Cilotazol 1
Eliquis, Brilinta 1
Coumadin, Plavix 1
Effient, BASA 1
Aggrenox 1
Eliquis, BASA 1
Xarelto, Brilinta 1
ACAP: Anticoagulants and antiplatelet

Table 6: Two by two table for dTICH.

Second head 
CT positive

Second head 
CT negative

Total

First head CT positive 124 8 132
First head CT negative 27 1122 1149
Total 151 1130 1281
dTICH: Delayed traumatic intracranial hemorrhage, CT: Computed 
tomography

the use of antiplatelet agents increased the risk of progression 
of tICH by 2  times and is an independent risk factor for 
increased morbidity and vegetative states.[23]

In a study by Della Pepa et al.[24] involving 4667  patients 
with mild TBI, 15.38% of patients with positive CT scans 
were on oral anticoagulants, and they found that only 
oral anticoagulants were significantly associated with 
the progression of ICH. The authors found that the most 
common intracranial pathology was a subdural hematoma, 
with intraparenchymal hematoma being less common in 
that study. Furthermore, the surgery was mainly required 
for subdural hemorrhage. Our study findings are similar to 
that study. However, traumatic subarachnoid hemorrhage 
was also widespread in our study and not frequently reported 
in the previous studies. Our study also provides clinical 
implications of oral anticoagulants or antiplatelets on the 
progression of intracranial hematoma, hospital stay, and 
outcome. In a study involving 230 patients on antiplatelet or 
anticoagulants, the authors found that antiplatelet use was 
significantly more associated with the progression of the ICH 
than the anticoagulants.[25] In our study, we found that dual 
therapy or the use of coumadin therapy was present in more 
than 50% of the patients.
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A meta-analysis of nine studies and 14,545  patients found 
that patients on antiplatelet drugs had 1.5 times higher risk of 
ICH following a TBI than those not on antithrombotics.[26] In 
contrast, Scotti et al. reported that though both antiplatelets 
and warfarin increased the odds of ICH, only warfarin was 
associated with the risk of hematoma progression.[27] Single 
antiplatelet agents were not associated with poor outcomes.[27] 
In our study, only 27  patients had positive findings on CT 
scan when the initial CT scan was negative. This suggests that 
though they are at risk of hematoma progression, there may 
be not a significant increase or new findings on repeat CT 
scans, and hence, the requirement of repeat CT scans needs 
to be judged on individual case merit. A  large multicentric 
study involving 33,710 patients concluded that anticoagulant 
effects on TBI are inconsistent and unrelated to hematoma 
progression or mortality.[28]

Several new findings reported in the present study were not 
reported earlier. Our study found that the male gender has 
a higher risk for CT scans to show positive findings. This 
contrasts with Koiso et al.,[29] who found that the female 
gender was more associated with hematoma progression and 
poor outcomes. Among all the variables, we found that only 
cirrhosis was significantly associated with positive findings 
on the first CT scan and chemotherapy for subsequent scans. 
This suggests that patients who have received chemotherapy 
and are on ACAP medication are at higher risk of hematoma 
progression and should be closely monitored with repeat CT 
scans.

Limitations

The major limitation of this study is that it is retrospective 
in nature. Although we have performed multivariate 
regression analysis, the inherent biases of a retrospective 
analysis could not be obliterated. Other limiting factors are 
that we have not assessed many other factors such as clinical 
profile, including posttraumatic amnesia, and seizures, as 
predictors of abnormal CT scans. The data in our study are 
skewed concerning gender and GCS and presents limitations. 
In additoin, there is a need further define the timings to 
perform a repeated CT scan, particulary who have sustained 
minor trauma.

CONCLUSION
The prevalence of tICH was 8.2% and 0.023% for initial and 
delayed traumatic intracranial hemorrhage. Dual therapy 
or Coumadin therapy made up the majority of tICH. None 
of the comorbidities affected the outcome. Male gender was 
positively associated with  an increased risk of tICH in the 
first CT scan. Cirrhosis and chemotherapy were associated 
with the risk of repeat CT scan being positive with the 
initial CT scan negative. Further study is required to identify 
patients based on comorbidity and anticoagulant type 

who are at risk of repeat CT scan being positive and need 
prolonged observation.

Declaration of patient consent

The Institutional Review Board (IRB) permission obtained 
for the study.

Financial support and sponsorship

Nil.

Conflicts of interest

There are no conflicts of interest.

REFERENCES
1.	 Barnes GD, Lucas E, Alexander GC, Goldberger ZD. National 

trends in ambulatory oral anticoagulant use. Am J Med 
2015;128:1300-5.e2.

2.	 Krijthe BP, Kunst A, Benjamin EJ, Lip GY, Franco OH, 
Hofman A, et al. Projections on the number of individuals with 
atrial fibrillation in the European Union, from 2000 to 2060. 
Eur Heart J 2013;34:2746-51.

3.	 Xu Y, Holbrook AM, Simpson CS, Dowlatshahi D, Johnson AP. 
Prescribing patterns of novel oral anticoagulants following 
regulatory approval for atrial fibrillation in Ontario, Canada: 
A  population-based descriptive analysis. CMAJ Open 
2013;1:E115-9.

4.	 Peterson AB, Xu L, Daugherty J, Breiding MJ. Surveillance 
Report of Traumatic Brain Injury-related emergency 
Department Visits, Hospitalizations, and Deaths, United 
States, 2014; 2019.

5.	 Karni A, Holtzman R, Bass T, Zorman G, Carter L, Rodriguez L, 
et al. Traumatic head injury in the anticoagulated elderly 
patient: A lethal combination. Am Surg 2001;67:1098-100.

6.	 Lavoie A, Ratte S, Clas D, Demers J, Moore L, Martin M, et al. 
Preinjury warfarin use among elderly patients with closed head 
injuries in a trauma center. J Trauma 2004;56:802-7.

7.	 Mina AA, Knipfer JF, Park DY, Bair HA, Howells GA, 
Bendick PJ. Intracranial complications of preinjury 
anticoagulation in trauma patients with head injury. 
J Trauma 2002;53:668-72.

8.	 Mason MD, Spilman SK, Fuchsen EA, Olson SD, 
Sidwell RA, Swegle JR, et al. Anticoagulated trauma patients: 
A  level I trauma center’s response to a growing geriatric 
population. J Emerg Med 2017;53:458-66.

9.	 Pelaez CA, Spilman SK, Fuchsen EA, Semmens AD, Sidwell RA. 
Trauma response for elderly anticoagulated patients: An 
initiative to reduce trauma resource utilization in the emergency 
department. J Trauma Nurs 2021;28:159-65.

10.	 Travers B, Jones S, Bastani A, Opsommer M, Beydoun A, 
Karabon P, et al. Assessing geriatric patients with head injury 
in the emergency department using the novel level III trauma 
protocol. Am J Emerg Med 2021;45:149-53.

11.	 ACS. Resources for Optimal Care of the Injured Patient 2014/
Resources Repository; 2021. Available from: http://www.

http://www.facs.org/quality-programs/trauma/tqp/center-programs/vrc/


Raymond, et al.: Delayed traumatic intracranial hemorrhage

Journal of Neurosciences in Rural Practice • Volume 14 • Issue 4 • October-December 2023  |  691

facs.org/quality-programs/trauma/tqp/center-programs/vrc/
resources [Last accessed on 2021 Nov 23].

12.	 Florence CS, Bergen G, Atherly A, Burns E, Stevens J, Drake C. 
Medical costs of fatal and nonfatal falls in older adults.  J Am 
Geriatr Soc 2018;66:693-8.

13.	 Cohan CM, Beattie G, Dominguez DA, Glass M, Palmer  B, 
Victorino GP. Routine repeat head CT does not change 
management in trauma patients on novel anticoagulants. 
J Surg Res 2020;249:114-20.

14.	 Soleimani T, Mosher B, Ochoa-Frongia L, Stevens P, Kepros JP. 
Delayed intracranial hemorrhage after blunt head injury with 
direct oral anticoagulants. J Surg Res 2021;257:394-8.

15.	 Swap C, Sidell M, Ogaz R, Sharp A. Risk of delayed 
intracerebral hemorrhage in anticoagulated patients after 
minor head trauma: The role of repeat cranial computed 
tomography. Perm J 2016;20:14-6.

16.	 Maas AIR, Menon DK, Adelson PD, Andelic N, Bell MJ, 
Belli A, et al. Traumatic brain injury: Integrated approaches to 
improve prevention, clinical care, and research. Lancet Neurol 
2017;16:987-1048.

17.	 Lok J, Leung W, Murphy S, Butler W, Noviski N, Lo EH. 
Intracranial hemorrhage: Mechanisms of secondary brain 
injury. Acta Neurochir Suppl 2011;111:63-9.

18.	 Roozenbeek B, Maas AI, Menon DK. Changing patterns in 
the epidemiology of traumatic brain injury. Nat Rev Neurol 
2013;9:231-6.

19.	 Maegele M, Lefering R, Sakowitz O, Kopp MA, Schwab  JM, 
Steudel WI, et al. The incidence and management of moderate 
to severe head injury. Dtsch Ärztebl Int 2019;116:167-73.

20.	 Maegele M, Schöchl H, Menovsky T, Maréchal H, Marklund N, 
Buki A, et al. Coagulopathy and haemorrhagic progression in 
traumatic brain injury: Advances in mechanisms, diagnosis, 
and management. Lancet Neurol 2017;16:630-47.

21.	 Hughes PG, Alter SM, Greaves SW, Mazer BA, Solano JJ, Shih RD, 
et al. Acute and Delayed intracranial hemorrhage in head-injured 
patients on warfarin versus direct oral anticoagulant therapy. 
J Emerg Trauma Shock 2021;14:123-7.

22.	 Batchelor JS, Grayson A. A  meta-analysis to determine the 
effect of anticoagulation on mortality in patients with blunt 

head trauma. Br J Neurosurg 2012;26:525-30.
23.	 Fabbri A, Servadei F, Marchesini G, Bronzoni C, Montesi  D, 

Arietta L, et al. Antiplatelet therapy and the outcome of 
subjects with intracranial injury: The Italian SIMEU study. Crit 
Care 2013;17:R53.

24.	 Della Pepa GM, Covino M, Menna G, Auricchio AM, Polli FM, 
Manno A, et al. Are oral anticoagulants a risk factor for mild 
traumatic brain injury progression? A single-center experience 
focused on of direct oral anticoagulants and Vitamin K 
antagonists. Acta Neurochir (Wien) 2021;164:97-105.

25.	 Uccella L, Zoia C, Bongetta D, Gaetani P, Martig F, Candrian C, 
et al. Are antiplatelet and anticoagulants drugs a risk factor for 
bleeding in mild traumatic brain injury? World Neurosurg 
2018;110:e339-45.

26.	 Fiorelli EM, Bozzano V, Bonzi M, Rossi SV, Colombo G, 
Radici G, et al. Incremental risk of intracranial hemorrhage 
after mild traumatic brain injury in patients on antiplatelet 
therapy: Systematic review and meta-analysis. J  Emerg Med 
2020;59:843-55.

27.	 Scotti P, Séguin C, Lo BW, de Guise E, Troquet JM, Marcoux J. 
Antithrombotic agents and traumatic brain injury in the 
elderly population: Hemorrhage patterns and outcomes. 
J Neurosurg 2019;133:1-10.

28.	 Fakhry SM, Morse JL, Garland JM, Wilson NY, Shen Y, 
Wyse  RJ, et al. Antiplatelet and anticoagulant agents have 
minimal impact on traumatic brain injury incidence, 
surgery, and mortality in geriatric ground level falls: A multi-
institutional analysis of 33,710 patients. J Trauma Acute Care 
Surg 2021;90:215-23.

29.	 Koiso T, Goto M, Terakado T, Komatsu Y, Matsumaru Y, 
Ishikawa E. The effects of antithrombotic therapy on head 
trauma and its management. Sci Rep 2021;11:20459.

How to cite this article: Raymond K, Sterling A, Roberts M, 
Holland  III  RW, Galwankar S, Mishra R, et al. Analysis of traumatic 
intracranial hemorrhage and delayed traumatic intracranial hemorrhage 
in patients with isolated head injury on anticoagulation and antiplatelet 
therapy. J Neurosci Rural Pract 2023;14:686-91.

http://www.facs.org/quality-programs/trauma/tqp/center-programs/vrc/

