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Spontaneous epidural hematoma (SEH) 
is a rare condition, which, in most cases, 
requires surgical treatment due to neuro-
logical worsening that occurs within the 
first 12 hours after the ictus. 

We describe the surgical indication for 
SEH and show that conservative treatment 
might be a treatment option in selected 
cases, presenting good outcomes.

Case
A 47-year-old woman had deep venous 

thrombosis and was using an oral antico-
agulant. On July 28, 2007, the patient de-
veloped sudden signs and symptoms of in-
tense back pain, followed by rapidly pro-
gressing paraparesis associated with uri-
nary retention 12 hours later. The patient 
thus sought a hospital emergency service.

On July 30, 2007, magnetic resonance 
(MR) imaging of the cervicothoracic spine 

showed a large anterior extradural hema-
toma extending from C7 to T6 and causing 
marked compression of the underlying spi-
nal segment, and an area of edema or isch-
emia of the spinal segment corresponding 
to vertebral bodies C7 to T6 (Fig 1). 

Conservative treatment was chosen be-
cause of the presence of important coag-
ulation disorder and the progressive neu-
rological improvement of the patient af-
ter the first 24 hours of ictus. In view of 
her low prothrombin time, the patient re-
ceived activated factor VII for correction 
of the coagulation disorder and to prevent 
new bleedings. 

The patient presented important pro-
gressive improvement of the sensorimo-
tor deficit in the lower limbs. Control RM 
imaging of the cervicothoracic spine per-
formed on August 8, 2007 revealed al-
most complete absorption of the hema-

Fig 1. [A] T1-weighted sagittal section showing an isointense expansive lesion extending from C7 to T6. 
[B] Hypo- and hyperintense expansive lesion on T2-weighted sequences extending from C7 to T6. [C] Ax-
ial section at the level of T3 showing an isointense expansive lesion on T1-weighted sequences anterior 
to the spine [D] Axial section at the level of T3 showing a hyperintense expansive lesion on T2-weighted 
sequences compatible with bleeding and a hyperintense intramedullary signal compatible with edema.
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toma, with only an intramedullary hypersignal remain-
ing (Fig 2). The patient continued physiotherapy and 
walks without support, shows no motor deficits and 
only presents a proprioceptive deficit in the lower limbs.

 
Discussion
SEH is a rare hemorrhagic complication1,2 and more 

than 600 cases have been published in the literature so 
far3,4. Various diseases are those increasing pressure in the 
extradural veins, such as small traumas, sneezing, vom-
iting, evacuation and pregnancy can cause this type of 
hematoma. At present, the cause of hemorrhage is un-
known in 40% of cases. 

The incidence of SEH is higher among males and the 
condition is more common in the lumbar region; howev-
er, in patients below the age of 40 the cervical region is the 
most affected5. Arterial origin of SEH has been suggested 
by some investigators in view of the proximity of the epi-
dural arteries to the nerve roots, with reports of cases of 
nerve root pain as the initial symptom. Acute chest or cer-
vical pain followed by sensory or motor deficits has been 
suggested to be a strong indicator of the presence of SEH6. 
Serizawa et al.7 described a case of SEH characterized 
by intense back pain but without neurological deficits.

Most authors recommend surgical treatment as the 
main therapeutic option for patients with marked neuro-
logical deficits, Frankel grade A-B8 or sustained deficits2,4,8. 
Conservative treatment is indicated for patients with mild 
neurological deficits, such as Frankel grade D-E8, or pa-
tients showing progressive neurological improvement9,10. 
Patients without neurological deficits can also be treated 
conservatively4. It should be emphasized that the size or 
thickness of the hematoma is not an indicator to be used 
to determine whether surgical or conservative treatment 
is the best management4. 

Controversy exists in the literature regarding the ap-

propriate time for surgery, with divergences in the best 
timing of surgery for drainage of SEH4,6. Clinical criteria 
are paramount to determine the exact time for surgery in 
order to obtain the best outcomes8. 

In the present case, the decision of conservative treat-
ment was made because more than 12 hours had elapsed 
between the onset of symptoms and diagnosis, and be-
cause of the presence of blood dyscrasia and especially be-
cause of the important progressive neurological improve-
ment of motor and sensory deficits after MR diagnosis. 

In summary, spontaneous epidural hematoma contin-
ues to be a condition for urgent neurosurgery whose out-
comes are favorable. However, conservative treatment is 
an option for patients with mild neurological deficits or 
who present progressive neurological improvement. 

Fig 2. [A] T1-weighted sagittal section showing normal patterns. [B] T2-weighted sagittal section demonstrat-
ing significant absorption of the epidural hematoma. [C] T1-weighted axial section at the level of T3 show-
ing normal patterns. [D] T2-weighted axial section at the level of T3 showing a hyperintense intramedullary 
area compatible with edema.
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