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CASE REPORT

TUMOR-LIKE SPONTANEOUS LUMBAR
EPIDURAL HEMATOMA IN A PATIENT
UNDER ANTICOAGULANT TREATMENT
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ABSTRACT
Spontaneous spinal epidural hematomas occur relatively rare in comparison with
postoperative spinal epidural hematomas. Usually, patients present themselves with
extreme radicular pain, axial pain depending on the level of hematoma, and progressive
neurological deficit. Spinal epidural hematoma is a neurosurgical emergency
characterized in the spinal epidural space. Whatever the reason is behind the hematomas,
for patients with progressive spinal cord compression symptoms, surgical operation is
usually preferred.
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INTRODUCTION
Spontaneous spinal epidural hematomas
(SEH) is a rare condition, and it usually
occurs after spinal surgery with the
rate of occurrence being 0.1 – 3 % (11,15).
Most epidural hematomas that occur
after spinal surgery are asymptomatic;
however, in the rare instance that a spinal
epidural hematoma becomes clinically
significant,
devastating
neurologic
complications can result. Its symptoms
vary. Clinically, SEH has been reported
with hemiparesis, paraparesis, and
tetraparesis (1,7,13,18). Meningitis, Gullian
Barre, subarachnoid bleeding, and stroke
are also in the definitive diagnosis. There
are also some risk factors for spinal
epidural hematoma after spinal surgery,
such as multilevel procedures, preoperative
coagulopathy, postoperative coagulopathy,
anticoagulation therapy, being older than
60 years of age, preoperative nonsteroidal
anti-inflammatory drugs (NSAIDs), Rhpositive blood type, hemoglobin being less
than 10 g/L, and surgical blood loss of 1 L
or more (6,8,11,13).
Spontaneous spinal epidural hematomas
(SSEH) occur relatively rare in comparison
with postoperative spinal epidural
hematomas (SEHs). The rate of incidence
of SSEH is estimated to be 0.1 patient per

100 000 individuals and it is often seen in
patients above the age of 50 (3,6-7).

CASE REPORT
A 50-year-old female patient presented
back pain and left leg pain. She had no
history of trauma or sciatic leg pain. Upon
physical examination, bilateral Laseque
test was positive with 60 degrees of
elevation, and she demonstrated decrease
sensation the S1 dermatome. She was
using Coumadin for heart valve disease.
After the laboratory test, her INR was
3.6. There was round shaped, cystic and
heterogenic lesion pressing on the S1
root that appeared hyper intense on the
T1 and T2-weighted lumber MR images
(Figure-1).
We planned the surgical operation and
stopped using Coumadin. When INR was
under 2, we gave clexane 0.6. When the
INR score was 1.5, we decided to start the
operation and thus stopped the previous
clexane dose. We performed left hemi
laminectomy.
Membranous hemorrhagic lesion was
removed from the epidural field and
sent to the pathology lab. We cleaned
the neural tissues and responded to the
patient’s postop complaints successfully.
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We gave Clexane and Coumadin simultaneously after the
surgery. When the INR was above 2, we stopped giving the
clexane and continued the treatment only with Coumadin and
anticoagulants.

Pathology results were sported as the lesion with blood and
fibrin elements. In the MRI images after 1 year, the blood was
seen to be resorbed (Figure-2).

Figure-1. There was round shaped, cystic and heterogenic lesion pressing on the S1 root that appeared hyper intense
on the T1 and T2-weighted lumbar MR images.

Figure-2. In the MRI images after 1 year, the blood was seen to be resorbed on lumbar region.
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DISCUSSION
Non-traumatic spinal epidural hematomas are extremely rare
complications. The first case of SSEH was reported by Jackson
in 1869 (8), and there have been numerous reports published in
the literature ever since (3). Usually, patients present themselves
with extreme radicular pain, axial pain depending on the level
of hematoma, and progressive neurological deficit (9,14,16).
The origin of SSEH being venous or arterial is a debated
topic (19). Most authors agree that the rupture of the valve less
epidural venous system is the bleeding source of hematoma.
Congestion that occurs before the ruptures of vein form the
basis of the physiopathological mechanism (4,10,17).
Although the cause of the disease has not exactly been made
clear, some researchers have reported that it is the result
of venous epidural plexus defects (5). Beatty and Winston
suggests that even the epidural hemorrhages connected to
anticoagulation therapy or lumbar puncture could be better
conceptualized as arterial hemorrhages (2,12).
MRI is a useful neuroimaging tool of choice. We can see
the correct position of the hematoma, cord compression and
spinal cord edema (5). In the acute phase, findings of MRG are
as follows: (a) under variable signal intensity (the hematoma
shows as isointense or hyperintense regarding to the spinal
cord on the T1 weighted images and as a hypointense signal
on the T2 weighted images) (b) covering up the epidural fat (c)
adjacent the bone structures and continuity (d) compression
of the epidural fat subarachnoid area and spinal cord (e)
hematoma is generally localize posterolateral of spinal canal
(3-4,12,14)
.
Most of the researchers agree that preoperative neurological
status is a more important factor than neurological recovery
(2,4,19)
. Foo and Rossier examine 158 patients with spinal
epidural hematomas and describe their surgical treatment
results. They find that before the operation motor recovery was
present in 63 (92.6 %) of the 68 patients whose preoperative
sensory or motor lesions were incomplete, but only in 24 (45.3
%) of the 53 subjects with complete cord lesions (4).
Whatever the reason is behind the hematomas, for patients
with progressive spinal cord compression symptoms, surgical
operation is usually preferred (2,5,7,16). The success of the
operation depends on how much time has passed between the
beginning of the symptoms and the surgical operation (3-4,17).
The results of the operation are better for the cases where the
SSEH is localized in lumbosacral areas than the cases where
it is localized in thoracal areas or the cases where hematomas
are localized at a vertebra level (1,3-4). Spinal channel is narrower
in thoracic and cervical areas than in lumber areas. Therefore,
the distance where the hematomas will localize is smaller
in cervical and thoracal areas than in lumber areas. Also,
because in lumber areas there is a larger epidural distance
for the localized epidural hematomas, in such cases, clinical
process is more insidious (5,17,19). Multilevel thoracic spinal
epidural hematoma could be treated with hemilaminectomy
and hematoma draining. Total laminectomies, because they
could cause additional pressure on the spinal cord, could cause

iatrogenic damage (8,10-11). If the symptoms are clinically not
progressive or if there is an indication of an early recovery,
surgery is not found necessary (12).
Boukobza et al. report 11 spinal epidural cases. Among
these, 5 of them are treated with conservative methods. In
three of those treated with MRG, hematoma is observed to
have disappeared after 6 days, and in 2 of those treated with
MRG, after two months (2,5). Our case gave similar symptoms
as to acute beginnings and sciatic-like pain patterns. We
first thought of lumber disk hernia during the diagnosis and
assigned the patient an urgent lumber MRI. MRI images
showed that the bulk-like structure that gave the symptom
of pressing symptoms is indeed hematoma. Thus, we took the
patient immediately to the surgery room.
Based on the information from previous research, we find
that the use of anticoagulant could cause SSEH cases, surgical
treatment results correlates with the patient’s preoperational
neurological examination, the duration between the symptom
and the treatment is important for surgical success; and
conservative ways of treatment could be an option in patients
with decreasing symptoms and nonexistent neurological
deficits.
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