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(Abstract

Epidural hematoma.

Spinal Epidural Hematoma (SEH) is a rare diagnosis, with trauma being the most common cause. [1] SEH caused by coagu-
lopathy is even rarer. The incidence of Spontaneous SEH defined by a bleeding within the epidural space of the spine without a
traumatic injury or iatrogenic cause is estimated at 0.1 in 100,000 per year. [2] The patients usually presented with sudden back
pain that may worsen from simple partial motor deficit in the extremities to a complete neurological disability, according to
the level and size of the bleed. [1] The late diagnosis or even worse the misdiagnosis of this condition can result in spinal cord
compression, paraplegia, and mortality. Magnetic resonance imaging (MRI) is the gold standard modality for diagnosis, and
the best treatment for epidural hematoma is urgent decompression of the spine. We present a 62-year-old female patient who
was on long-term warfarin treatment for atrial fibrillation. She developed sudden onset interscapular pain that progressed rap-
idly in one day to weakness in both lower limbs and ended up with respiratory failure. She underwent an MRI that documented
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Case Presentation

A 62-year-old female patient with a significant past medical
history of lymphoma, thyroidectomy, chronic atrial fibrillation
on warfarin, presented for sudden onset of bilateral lower limb
weakness.

3 days prior to presentation to the hospital, she felt interscapu-
lar pain radiating to both shoulders and neck, followed, 1 day
later, by paresthesia and weakness in both legs in ascending
pattern.

Upon arrival, she was conscious and fully oriented with a loss
of sensation and motor power of 0/5 in both lower extremities.
Her vital signs were within normal limits except for a high-
grade fever of 40-degree C.

The International normalized ratio (INR) was therapeutic: 2.56
with normal metabolic workup without evidence of elevated
inflammatory markers.

Differential diagnosis at this stage included Guillain-Barre
syndrome, acute transverse myelitis, spinal cord compression,
and acute aortic dissection.

MRI of the brain and dorso-lumbar spine showed anterior epi-
dural space hematoma with severe cervical-dorsal myelopathy
(Figure 1).

Sudden Cardiac arrest occurred with regain of spontaneous
circulation after 15 minutes of cardiopulmonary resuscitation.

She was intubated and transferred urgently to the operating
room where the dura matter was found edematous and bloody,
laminectomy of the C6-7-D1-D2-D3 was done with evacuation
of the large epidural hematoma.

No neurologic improvement was noted after surgery, and her
clinical status was deteriorating, until she died after few days.

Discussion

Spinal epidural hematoma is unusual with annual incidence of
1/100,000 persons [2].

The greater use of MRI in making radiological diagnosis is
probably what has caused the rise in reported SEHs [3].

A significant risk factor for SEH is the use of anticoagulants,
such as warfarin, in 25-70% of patients [4].

INR, which depends on patient compliance to treatment, active
medical issues, comorbidities, and interaction with the other
drugs, should be requested regularly to check the anticoagu-
lant effect of VKA in order to prevent the occurrence of such
condition.

Despite this, no absolute "safe" INR should be approved as in
multiple documented cases of SEH, coagulation variables are
within the therapeutic range [5].

Patients using anticoagulants or receiving antiplatelet therapy
or those with endogenous coagulopathies may experience a
delay in clot formation that permits the liquid hematoma to
spread.
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Figure 1: Large mass lesion with abnormal high signal
intensity on TIW and T2W, maximal AP diameter of (§mm)
seen in the anterior epidural space from C7 vertebral body till
D4 (blue arrow) causing significant spinal cord compression
more significant at the D2 vertebral body level accompanied
with diffuse spinal cord.

It is thought that a spreading hematoma could loosen the fila-
ments in the dura that cross the epidural space, allowing the he-
matoma to spread and decompress the dural sac as a result [3].
The clot-delaying mechanisms, however, might also induce
further bleeding, which enlarges the size of hematoma [3]. It is
a significant hemorrhagic diathesis that affects the survival of
the patient [6].

The clinical symptoms may differ depending on the location
and size of the hematoma. However, the most frequent and
usual clinical symptom is a sudden, intense pain that may or
may not radiate at the damaged spinal cord segment, followed
by manifestations of spinal cord compression [7].

These signs and symptoms typically appear three hours after
the onset of pain, and some patients may even experience them
two to three days later [8].

The cervicothoracic and thoracolumbar junctions are the two
areas of the spinal cord most prone to SEHs. This preference
has been attributed to a rumored weakening of the epidural ve-
nous plexus in these regions [9].

Acute spinal epidural hematomas have a severe course that can
occasionally result in spinal shock or even death if the hemor-
rhage occurs at a high cervical level [10].

Spinal hematomas are surgical emergencies, and earlier treat-
ment usually results in better results. Although acute presenta-
tion can mimic cerebrovascular events, it poses a significant
diagnostic challenge [11].

Once it is diagnosed, urgent surgical laminectomy and hema-
toma evacuation should be done with a tailored dural opening
if MRI is unable to pinpoint the exact bleeding site [6].

With a maximum interval of 48 hours, Groen et al. discovered

a strong relationship between surgical delay and neurological
sequelae [12].

The size and location of the hematoma, the significance of
preoperative neurological deficit, the interval from clinical
manifestation to surgical decompression, and the interval from
clinical presentation to maximal deficit are the key prognostic
factors [13].

Conclusion

Spinal epidural hematoma that occurs spontaneously is a rare
and serious medical emergency.

Our case report emphasizes the importance of high index of
suspicion of SEH in patients under warfarin who complain of
any kind of spinal pain mainly if associated with limb weak-
ness.

Furthermore, an MRI imaging must be performed urgently and
once the diagnosis is made, intervention must be undergone
on spot.
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