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Spontaneous idiopathic spinal epidural hematoma: two
different presentations of the same disease

Hematoma epidural espinhal espontdneo: duas diferentes
apresentagbes da mesma doenca
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ABSTRACT

We report two cases of spontaneous
spinal  epidural  hematoma  with
different  clinical  presentations
without precipitating factors and a
brief review of the literature. Our
case first developed acute and had
progressive cervical spinal cord
signs that determined emergency
decompressive laminectomy. On the
other hand, the second patient, who
was chronic, was operated almost
five months after the initial symptoms
and the radiological diagnosis was
a large facet cyst. Early surgical
intervention is the chosen treatment
for spontaneous spinal epidural
hematomas. Spinal surgeons should
bear in mind that spontaneous
spinal epidural hematomas may
have different clinical presentations
according to their location in order to
perform a differential diagnosis.

RESUMO

Os autores relatam dois casos de
hematoma epidural espinhal espon-
taneo com diferentes apresentacdes
clinicas e sua revisdo da literatura. O
primeiro paciente apresentava sinais
e sintomas de compressdo medular
cervical, necessitando de laminecto-
mia de urgéncia, enquanto no segun-
do paciente, que era cronico, havia
sintomatologia de lombociatalgia
por compressao nervosa de evolugcao
de cinco meses e com diagnostico
radiologico de cisto facetdrio. A in-
tervencao cirurgica precoce € o trata-
mento de escolha para os hematomas
epidurais espinhais espontaneos.
Os hematomas epidurais espinhais
espontaneos, conforme a localiza-
¢30 na coluna vertebral, diferem na
apresentacdo clinica e no manejo. Na
regidao lombar, o diagnostico diferen-
cial deve ser feito com patologias
degenerativas.

RESUMEN

Fueron relatados dos casos de hema-
toma epidural espinal espontaneo con
diferentes presentaciones clinicas sin

factores precipitantes, y file hecha una

breve revision de la literatura. Nuestro
caso 1 tuvo un desarrollo agudo y mos-
tro senales progresivas en la columna
cervical que determinaron una lami-
nectomia descompresiva de emergen-
cia. Por otro lado, el segundo paciente,
cronico, fue operado casi cinco meses
después de los sintomas iniciales y el
diagnostico radiologico fue de un gran
quiste sinovial. La intervencion qui-
rurgica temprana es el tratamiento de
eleccion para hematomas espontaneos
epidurales espinales. El tratamiento
quirurgico representa la forma mds co-
mun de terapia para todos los tipos de
presentaciones clinicas. Debemos consi-
derar que el tratamiento conservador (o
no) sea mas comun en casos de presen-
tacion leve, principalmente en pacientes
con hematoma espinal cronico. Para
realizar un diagnostico diferencial, los
cirujanos deben recordar que los hema-
tomas epidurales espinales espontdneos
pueden tener distintas presentaciones
clinicas segun su ubicacion.

Universidade de Caxias do Sul — UCS — Caxias do Sul (RS), Brazil.

'MD, PhD, Professor of Neurosurgery at Universidade de Caxias do Sul — UCS — Caxias do Sul (RS), Brazil.

2MD, MSc Orthopedist, Bento Goncgalves (RS), Brazil.

3MD, Universidade de Caxias do Sul — UCS — Caxias do Sul (RS), Brazil.
“Medical student at Universidade de Caxias do Sul — UCS — Caxias do Sul (RS), Brazil.

Received on: 7/3/2010

COLUNA/COLUMNA. 2010;9(3):338-342

Accepted on: 9/7/2010



Spontaneous idiopathic spinal epidural hematoma: two different presentations of the same disease

KEYWORDS: Hematoma,
epidural, spinal;
Laminectomy

INTRODUCTION

Spontaneous spinal epidural hematoma (SSEH) is a rare
disease, with an estimated annual incidence of 0.1 cases
per 100,000 individuals'. The typical manifestations are
sudden onset of severe back or neck pain, followed by
symptoms and signs of rapidly evolving nerve root and
spinal cord compression?. Far less frequently, patients with
SSEH may present with slowly progressive, chronic or re-
lapsing symptoms or with neurological signs and symp-
toms that mimic intervertebral disc prolapse. The thera-
peutic outcome depends on the delay between diagnosis
and surgical decompression®. The authors report two cases
of SSEH with different clinical presentations without pre-
cipitating factors, and a brief review of the literature.

CASE 1

A 48-year-old man presented with a sudden severe neck
pain during the night after getting up to go to the bath-
room. After 12 hours, the patient developed weakness in
both upper limbs. The neurological examination revealed
hypereflexia and weakness in the upper limbs. There
was no previous history of trauma, comorbidities or use
of medicines. Spinal magnetic resonance imaging (MRI)
revealed the presence of a cervical posterior hyperintense
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lesion on T2-weighted image extending from C4 to C6
with anterior displacement of the spinal cord (Figures 1A
and B). The patient underwent laminectomy of C4-C6 fol-
lowed by evacuation of the hematoma 48 hours after the
onset of the symptoms. No sign of vascular malformations
in the duramater was observed during surgery (Figures 1C,
D and E). The patient made an excellent recovery from the
preoperative symptoms 12 hours after surgery.

CASE 2

A 76-year-old man presented with low back pain irradiating
to the right lower limb over the past 4 months. He had hy-
pertension and a previous ischemic stroke 14 years earlier.
The medical drugs in use were methyldopa, hydrochloro-
thiazide and enalapril. Neither anticoagulant nor antiplatelet
drugs were reported. Neurological examination revealed bi-
lateral quadriceps paresis grade IV and right tibial anterior
paresis grade III, hypoesthesia in the right L5 dermatome,
normal tendinous reflexes and Laségue’s sign at 20° in the
right lower limb. The MRI revealed a posterior heteroge-
neous lesion hyperintense on T1-weighted and hypointense
on T2-weighted views at the L.3-L4 facet with cauda equina
compression (Figure 2A and B). The preoperative radio-
logical diagnosis was facet cyst. An L3 laminectomy was

Figure 1

Sagittal (A) and axial (B) T2-weighted magnetic resonance imaging scans showing the epidural hematoma extending from C4 to C6 with
anterior displacement of the spinal cord. Intraoperative aspect of the epidural hematoma (C). Total hematoma removal (D, E) with no sings

of vascular malformation of the duramater:
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performed and a grayish lesion was visualized (Figures 2C
and D). The lesion was firmly and well defined (Figure 2E).
Total resection was accomplished and the lesion was sent

for histopathological examination. This revealed an orga-
nized hematoma (Figure 3). The patient recovered from pa-
resis and sensibility after three months.

Figure 2

Sagittal (A) and axial (B) T2-weighted magnetic resonance imaging scans showing the hematoma with cauda equina
compression. Infraoperative aspect of the chronic epidural hematoma (C, D and E).

Figure 3
Histopathology of the lesion showing connective tissue surrounding the hematoma (hematoxylin and eosin, 40X).

DISCUSSION

Spinal epidural hematoma is a rare but significant neuro-
logical condition. It is most frequent after the fourth or
fifth decade®. The male:female ratio is 1.4:1%. The most
common sites of an SSEH are the cervicothoracic region
and thoracolumbar region*®. In patients younger than 40
years old, the majority of SSEHs occurs near the cervico-
thoracic junction; in patients aged 41 to 80 years, there are
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two peaks, including the cervicothoracic junction and the
thoracolumbar junction®. Krepell” published a meta-anal-
ysis of 613 patients with spinal hematoma. In this study,
epidural spinal hematomas are by far the most common
type of spinal hematoma (461 of 613 cases, corresponding
to about 75%), followed by subarachnoid hematomas (96
of 613 cases, 15.7%) and subdural hematomas (25 of 613
cases, 4.1%).
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Certain precipitating factors are suggested to correlate
with the disease, such as anticoagulant therapy for pros-
thetic cardiac valves, therapeutic thrombolysis for acute
myocardial infarction, hemophilia B, factor XI deficiency,
long-term aspirin use as a platelet aggregation inhibitor,
and vascular malformation®. Idiopathic cases, in which
no predisposing factor can be identified, account for ap-
proximately 40% of all cases®. Analysis of a large series of
cases of SSEH suggested a correlation between SSEH and
the coexistence of arterial hypertension®’. However, a com-
parison of these findings with data from the Hypertension
Detection and Follow-up Program Cooperative Group
demonstrated that there was no difference between the
percentage of hypertension in the SSEH group and the
percentage of hypertensive persons in a population that
underwent home screening of their blood pressure. On the
basis of this finding, it was concluded that there is no evi-
dence that arterial hypertension plays a role in the etiology
of SSEH'*!", None of the presented cases had precipitating
factors. Although the patient presented in the second case
had a previous ischemic stroke, he did not take any anti-
platelet or anticoagulant therapy.

The origin of these hematomas has been discussed
in the literature'®. According to most researchers, SSEHs
arise from the epidural venous plexus in the spinal epi-
dural space because it lacks venous valves, and undulat-
ing epidural hematoma is a sudden stabbing neck or back
pain that progresses toward paraparesis or quadriparesis,
depending on the level of the lesion and the nerve root’.
Theoretically, it occurs because the thin-walled venous
plexuses are vulnerable to rupture with abrupt changes in
venous pressure'?. This seems to explain why the majority
of the cases of SSEH is in the dorsal aspect of the epidu-
ral space, where the venous plexus resides®!>!3. Shin’ pro-
pose that idiopathic SSEH is probably induced by a rise in
the intrathoracic pressure or the intra-abdominal pressure
caused by motion.

The radiological diagnosis is done by means of MRI,
a noninvasive and accurate method that demonstrates the
localization of the lesion as well as its effects on the spinal
cord and spinal nerves. It typically shows biconvex hema-
tomas in the epidural space with well-defined borders ta-
pering superiorly and inferiorly'. In the first 24 hours, an
epidural hematoma is uniformly isointense with the cord
on T1 weighted images. On T2 weighted images it is usu-
ally hyperintense, although it may be heterogeneous’!>'6.
An important feature is the early detection of deoxyhemo-
globin. It gives rise to low signal intensity due to a local
magnetic susceptibility effect, and this is most obvious on
T2 weighted gradient echo sequences. By 48 hours, the
hematoma signal is increased on T1 weighted images and
remains hyperintense on T2 weighted sequences''>16.

The initial manifestation of SSEH is non-specific and
easily misdiagnosed*!?°, In the cervical region, the small
diameter of the spinal canal results in symptoms of spinal
cord compression as complete paraplegia or tetraplegia,

urine or stool retention or incontinence’. In the lumbar
region, the larger diameter of spinal canal allows the ex-
pansion of the hematoma, and it can be underdiagnosed.
As in the second case, this situation can mimic a nonspe-
cific low back pain. Groen and Van Alphen®' published a
meta-analysis of 333 cases of SSEH. They observed only
9 (2.7%) chronic cases, defined as an evolution of more
than 21 days, and most of these cases are located in the
lumbar region (8/9). The differential diagnosis of SSEH
includes intervertebral disc herniation, acute ischemia of
the spinal cord, epidural tumor or abscess, spondylitis,
transverse myelitis, or even a dissecting aortic aneurysm
and acute myocardial infarction®*?*. In the presented cases,
we could observe two different clinical manifestations of
the SSEH, probably due to their location. In case 1, the
hematoma in the cervical region presented acutely with
severe local pain and signs of spinal cord involvement due
to the limited extradural and subdural spaces of the region
and the lower spinal cord capacity to support compression.
In the second case, the patient presented with chronic and
progressive symptoms of low back pain and signs of nerve
involvement due to the greater spinal nerve resistance to
compression and greater spinal complacency at the lower
lumbar regions.

Early surgical intervention is the treatment of choice for
spontancous spinal epidural hematomas, especially at the
cervical and thoracic locations that usually are presented
with fast progression of neurological deficit**>*, In chron-
ic cases, the surgical treatment should be indicated for the
management of low back pain’. The procedure includes
decompressive laminectomy and hematoma removal. The
less severe the preoperative symptoms are and the more
quickly surgical decompression can be performed, the bet-
ter are the chances for complete recovery®. Conservative
treatment has also been reported, and it is employed only
when neurological deficits improve in the early phase or in
the coexistence of coagulopathy!!. The literature presents
some cases with spontaneous resolution, especially in the
lumbar region®*?’. Our first case had progressive cervical
spinal cord, while the second patient had a chronic low
back pain lasting four months before diagnosis. Despite
the different symptoms, both made a complete recovery
from the symptoms.

It is important to keep in mind the differential diagno-
sis of spontaneous spinal epidural hematoma in patients
with acute neck pain with or without progressive pyra-
midal symptoms and in patients with acute lumbar pain
when the radiological exams suggest facet cysts. In these
cases, the MRI should be performed and surgical inter-
ventions, when necessary, lead to significant neurologic
improvement.
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