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Case Report

Spontaneous Spinal Subdural Hematoma Concurrent
with Cranial Subdural Hematoma
Wonjun Moon, M.D., Wonil Joo, M.D., Jeongki Chough, M.D., Haekwan Park, M.D.
Department of Neurosurgery, Yeouido St. Mary’s Hospital, The Catholic University of Korea, Seoul, Korea
A 39-year old female presented with chronic spinal subdural hematoma manifesting as low back pain and radiating pain from both legs. Magnetic
resonance imaging (MRI) showed spinal subdural hematoma (SDH) extending from L4 to S2 leading to severe central spinal canal stenosis. One
day after admission, she complained of nausea and severe headache. Computed tomography of the brain revealed chronic SDH associated with
midline shift. Intracranial chronic SDH was evacuated through two burr holes. Back pain and radiating leg pain derived from the spinal SDH diminished about 2 weeks after admission and spinal SDH was completely resolved on MRI obtained 3 months after onset. Physicians should be aware
of such a condition and check the possibility of concurrent cranial SDH in patients with spinal SDH, especially with non-traumatic origin.
Key Words : Spinal subdural hematoma · Spontaneous · Brain herniation.

fuse mass encircling the thecal sac, leading to moderate to severe central spinal stenosis at the L4 to S2 vertebral levels. Axial
MRI revealed that the hematoma was located between the epidural fat and cerebrospinal fluid space, indicating localization
in the subdural space (Fig. 1).
The patient was treated conservatively because the pain was
not severe. She refused surgery. One day after admission, the preexisting headache (which had not been a complaint in the outpa-

INTRODUCTION
Although spinal subdural hematoma (SDH) is rare, the incidence has increased significantly in the era of magnetic resonance imaging (MRI)4,10). Predisposing factors for spinal SDH
include trauma, coagulopathy, vascular malformation, iatrogenic maneuvers such as lumbar puncture, tumor bleeding, alcohol
abuse, and spontaneity3,4,8,13). Spinal SDH reportedly comprises
only 6.5% of all spinal hematoma8). Spontaneous spinal SDH associated with cranial SDH is extremely rare1). We describe a case
of spontaneous concurrent spinal and cranial SDH, in which
spinal SDH was detected one day prior to a cranial lesion.

CASE REPORT
A 39-year-old female presented with about a 10-days history
of low back pain and pain radiating from both legs. She was
transferred to our department under the diagnosis of spinal
SDH. The patient had no history of antecedent head or back injuries, but had intermittent pulsatile headache for 2 weeks. Laboratory examinations eliminated the possibility of coagulopathy-related diseases. Neurologic examination showed no definite
motor weakness and sensory change. Spinal MRI showed a dif-
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Fig. 1. Findings of the initial MRI. An 8 cm long homogenous T1 slightly
high (A) and well delineated lesion encircling thecal sac causing moderate to severe central spinal stenosis at L4-S2 level (B).
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tient clinic) became aggravated, and nausea and vomiting developed. Computed tomography of the brain revealed a chronic
cranial SDH associated with midline shift in the left hemisphere (Fig. 2). The cranial SDH was evacuated, which prevented brain herniation if lumbar decompression was necessary.
Postoperatively, the headache gradually resolved (Fig. 3A). We
scheduled another evacuation of spinal SDH to be performed if
neurologic deficit developed. However, low back pain and pain
radiating from both legs gradually improved. Three months later, a lumbar MRI showed complete resolution of the spinal
SDH (Fig. 3B, C).

the cranial counterpart. However, it may be a potential sequela
of cranial SDH by migration or redistribution. As in the present
case, a patient with spinal SDH may complain of headache,
nausea, and vomiting derived from the brain lesion. Therefore,
the incidence of spinal SDH concurrent with cranial SDH
could be underestimated11). Spinal SDH can be treated by conservative therapy or surgical decompression7). Patients with
progressive neurological symptoms should be treated with surgical intervention. The present case suggests that a patient with
spinal SDH, especially without direct trauma history, should be
evaluated to check the possibility of spinal lesion accompanied
by cranial lesion. The evacuation of the spinal SDH may lead to
the development of tentorial herniation in patients with concomitant cranial SDH.

DISCUSSION

Simultaneous spinal and intracranial SDHs are relatively rare,
having been reported in only 18 cases7). Furthermore, sponta- CONCLUSION
neous spinal SDH concurrent with cranial SDH is extremely
rare, reported in only three patients to our knowledge; none
A rare case of spontaneous spinal SDH concurrent with crahad a history of trauma or surgical procedures. However, three nial SDH is reported. The causes of the non-traumatic spinal
patients had some medical history of anti-platelet therapy, SDH should include brain origin. Spontaneous complete resoaplastic anemia, or tumor metastasis6,10,17). In our case, there was lution of the spinal SDH was presently observed. However, surno history of trauma or any invasive procedure. The cranial le- gery should be indicated for patients with neurological deteriosion was detected after the detection of spinal lesion.
ration.
The mechanism for simultaneous development of both spinal
and cranial SDHs is unclear. Spinal hematoma may be caused
by a rupture in the spinal vessels5,9,13). However, there is a lack of
bridging veins as a source of spinal SDH in the spinal subdural
space compared with the cranial counterpart9). Therefore, the
incidence of spinal SDH is significantly lower than that of cranial SDH. Redistribution of cranial SDH to the spine might be
a cause of spinal SDH10,15,17). Spontaneous rapid resolution of
acute cranial SDH has been documented in some cases2,14). Unlike acute SDH, chronic SDH has an inner and outer membrane. Enlargement of hematoma caused by rebleeding might
rupture the membranes, leading to redistribution of the hematoma to the spine, most likely resulting from gravity. In almost all
previously reported cases of concomitant cranial and spinal SDH,
the spinal SDH was located below the lower thoracic spine6).
Fig. 2. Preoperative brain CT showing moderate amount of crescentIn the present case, the patient had no recollection of traumatic shaped heterogenous fluid collection on left cerebral convexity and midor iatrogenic history causing the concomitant hematomas. How- line shift to right side with compressed left lateral ventricle due to mass
ever, a seemingly trivial trauma might have been forgotten. Trau- effect.
ma is also important in the development
of concomitant hematomas7). In addition, concomitant intracranial and spinal SDHs can develop in patients with
intracranial hypotension caused by ventriculoperitoneal shunt placement12,16).
Low cerebrospinal fluid pressure decreases the subarachnoid space, leading
to widening of the subdural space,
A
B
C
which facilitates the migration of a heFig. 3. Finding of postoperative brain CT and MRI. A : Postoperative brain CT shows complete disapmatoma and tearing of bridging veins.
pearance of left subdural hematoma. B and C : Lumbar MRI taken 3 months later after diagnosis of
Spinal SDH is rare compared with the spinal SDH show complete resolution of hematoma. SDH : subdural hematoma.
69

J Korean Neurosurg Soc 54 | July 2013

References

Uncommon magnetic resonance imaging observation of lumbar subdural hematoma with cranial origin. J Comput Assist Tomogr 27 : 530533, 2003
11. Nagashima H, Tanida A, Hayashi I, Tanishima S, Nanjo Y, Dokai T, et
al. : Spinal subdural haematoma concurrent with cranial subdural haematoma : report of two cases and review of literature. Br J Neurosurg
24 : 537-541, 2010
12. Ohta H, Ottomo M, Nakamura T : [A case of the spinal subdural hematoma formation following ventriculoperitoneal shunting for von Recklinghausen’s disease associated with aqueductal stenosis]. No Shinkei
Geka 29 : 53-57, 2001
13. Russell NA, Benoit BG : Spinal subdural hematoma. A review. Surg
Neurol 20 : 133-137, 1983
14. Tsui EY, Fai Ma K, Cheung YK, Chan JH, Yuen MK : Rapid spontaneous resolution and redistribution of acute subdural hematoma in a patient with chronic alcoholism : a case report. Eur J Radiol 36 : 53-57,
2000
15. Wong ST, Yuen MK, Fok KF, Yuen SC, Yam KY, Fong D : Redistribution
of hematoma to spinal subdural space as a mechanism for the rapid
spontaneous resolution of posttraumatic intracranial acute subdural hematoma : case report. Surg Neurol 71 : 99-102; discussion 102, 2009
16. Wurm G, Pogady P, Lungenschmid K, Fischer J : Subdural hemorrhage
of the cauda equina. A rare complication of cerebrospinal fluid shunt.
Case report. Neurosurg Rev 19 : 113-117, 1996
17. Yamaguchi S, Kurisu K, Arita K, Takeda M, Tani I, Araki O : Simultaneous cranial and spinal subdural hematoma. Neurol Med Chir (Tokyo)
45 : 645-649, 2005

1. Abla AA, Oh MY : Spinal chronic subdural hematoma. Neurosurg Clin
N Am 11 : 465-471, 2000
2. Bortolotti C, Wang H, Fraser K, Lanzino G : Subacute spinal subdural
hematoma after spontaneous resolution of cranial subdural hematoma :
causal relationship or coincidence? Case report. J Neurosurg 100 (4
Suppl Spine) : 372-374, 2004
3. Boukobza M, Haddar D, Boissonet M, Merland JJ : Spinal subdural haematoma : a study of three cases. Clin Radiol 56 : 475-480, 2001
4. Domenicucci M, Ramieri A, Ciappetta P, Delfini R : Nontraumatic
acute spinal subdural hematoma : report of five cases and review of the
literature. J Neurosurg 91 (1 Suppl) : 65-73, 1999
5. Hung KS, Lui CC, Wang CH, Wang CJ, Howng SL : Traumatic spinal
subdural hematoma with spontaneous resolution. Spine (Phila Pa
1976) 27 : E534-E538, 2002
6. Jain V, Singh J, Sharma R : Spontaneous concomitant cranial and spinal
subdural haematomas with spontaneous resolution. Singapore Med J
49 : e53-e58, 2008
7. Kim K, Katsuno M, Isu T, Mishina M, Yoshida D, Kobayashi S, et al. :
Concomitant cranial and lumbar subdural hematomas -case report-.
Neurol Med Chir (Tokyo) 50 : 402-404, 2010
8. Kreppel D, Antoniadis G, Seeling W : Spinal hematoma : a literature
survey with meta-analysis of 613 patients. Neurosurg Rev 26 : 1-49,
2003
9. Leber KA, Pendl G, Kogler S, Kammerhuber F, Ebner F : Simultaneous
spinal and intracranial chronic subdural hematoma. Case illustration. J
Neurosurg 87 : 644, 1997
10. Lecouvet FE, Annet L, Duprez TP, Cosnard G, Scordidis V, Malghem J :

70

