
CONCLUSION

Trans-sphenoidal encephaloceles are rare entities and trans-sellar
variety is rarest among these. We present one case of a male infant
with trans-sellar trans-sphenoidal rhino-oral encephalocele and
another case of an adolescent boy with a trans-sellar trans-sphe-
noidal rhinal encephalocele. Both patients were symptomatic and
had associated anomalies. The first case had a cleft palate and the
second case had cleft lip and hypertelorism. 

The diagnosis of these conditions has became relatively
straightforward with the availability of imaging modalities, like
CT scanning, MRI imaging and DSA studies. Ideal surgical
approaches are still not clear due to the lack of adequate experi-
ence in the literature. We had performed trans-basal approaches
and were satisfied with surgical techniques but in our first case the
CSF leak resulting in fulminant meningitis was fatal. Management
of these cases is a real challenge and must be meticulously
planned on a case to case basis. A generalised approach may not
be wise or appropriate in these cases. 
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Summary Spinal epidural haematoma is a rare cause of spinal
cord compression. It is most commonly attributed to trauma and
coagulation disorders. We report a case of a 64 year-old man with
thrombocytopaenia who presented with a traumatic epidural
haematoma who presented with right hemiparesis which pro-
gressed to complete tetraplegia. MR of the cervical spine showed
an epidural collection on the posterior aspect of the cord throughout
the cervical spine. The patient underwent C1–C7 laminectomy and
decompression. Postoperatively, the patient has improved gradually
and has power of grade 3 (Medical Research Council classification of
power) in all 4 limbs at 2-month follow-up. MRI is an important modal-
ity in the early diagnosis of spinal epidural haematomas and can
facilitate emergent decompressive surgery which offers the best
chance of neurological improvement. © 2002 Harcourt Publishers Ltd
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INTRODUCTION

Spinal epidural haematoma is a rare condition which can present
with acute spinal cord compression. Jackson first described a spon-
taneous case in 1869.1 Its description in the literature has mainly
been confined to anecdotal reports or a small series of cases.
Causation factors are related to trauma, anticoagulant therapy, blood
dyscrasias, vascular malformations, epidural anaesthesia, surgery or
lumbar puncture. There are also reported cases associated with cer-
vical spondylosis and systemic lupus erythematosis. MR imaging
can quite accurately characterize epidural haematomas and hence
aid in early diagnosis and institution of definitive treatment.

CASE REPORT

A 64 year-old man presented with a history of assault. Post-injury,
he was fully ambulant and had no neurological deficit. The next
day, he sustained a fall at home and subsequently presented to the
hospital with complaints of right-sided neck pain and right hemi-
paresis. On admission, there was evidence of right hemiparesis
(power grade 2) and the bladder was distended.  

Approximately 8 h later, he developed left hemiparesis (power
grade 2) and this rapidly progressed to complete tetraplegia 10 h
later.
© 2002 Harcourt Publishers Ltd
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High dose intravenous methylprednisolone was commenced.
The patient was however noted to have thrombocytopenia with a
platelet count of 62�109 – this was attributed to be secondary to
alcoholic liver cirrhosis. The clotting profile was normal and plain
radiographs of the cervical spine revealed no fracture.

An urgent MRI of the cervical spine revealed an epidural col-
lection compressing the posterior aspect of the cord throughout
the cervical spinal. On T2-weighted images, the linear low signal
representing the dura mater clearly delimited this collection at its
superior extent from the bright signal of the CSF (Fig. 1).

The signal intensity of the blood collection was slightly increased
in both T1 and T2 compared to muscle, with collections of suscepti-
bility at its inferior extent (Figs 1, 2 & 3). The prevertebral soft tis-
sue exhibited generalized T2 prolongation, and the patient had
evidence of a background of degenerative osteophytic disc disease.

The platelet level was optimized and the patient subsequently
underwent C1–C7 cervical laminectomy. In the immediate post-
operative period, the motor strength in the left upper limb and right
upper limb improved to grade 3 and grade 1 respectively. The post-
surgical course was complicated by hypotension, atrial fibrillation,
respiratory failure and sepsis. These were reversed by aggressive
medical therapy. At 2-month follow-up, the patient has regained
some neurological function with power of grade 3 in all 4 limbs. 
© 2002 Harcourt Publishers Ltd

Fig. 1 Fast spin-echo (FSE) T2-weighted repetition time (TR) msec/echo time
(TE) msec, 4220/96 image shows an epidural fluid collection posterior to the
spinal cord. The signal intensity is higher than muscle but lower than CSF, with
a few collections of very low signal (arrowheads) from magnetic susceptibility
within. The low intensity dura (arrow) is clearly seen.
DISCUSSION

Spinal epidural haematoma is a rare condition. Its true incidence is
not known and there is no sexual predilection. Controversy exists
Journal of Clinical Neuroscience (2002) 9(1)

Fig. 2 On T1-weighted (700/14) image, the epidural collection (arrow) is
increased in signal compared to muscle. There is also evidence of
degenerative spondylosis (arrowheads).

Fig. 3 This axial FSE T2-weighted (5040/84) image at C4-5 level shows an
area of decreased signal in the haematoma with a focus of increased signal
within (arrow). Note the swollen, prolonged T2 of the traumatized muscles on
the right (arrowheads).
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Table 1 Frankel grading

Grade A: complete loss of motor and sensory function below a given level
Grade B: some preservation of sensation; complete motor function paralysis
Grade C: sensory function useless; some motor function preserved, but 

insufficient to be useful
Grade D: sensory function useful; weak but useful motor function
Grade E: neurologically intact
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regarding the pathogenesis of spontaneous epidural haematoma
and there is no agreement as to whether the bleeding is of arterial
or venous origin.2 There exists a rich venous plexus in the epidural
space and it is postulated that there is increased blood flow into the
valveless epidural veins during straining.3 As such, it is believed
that the epidural veins are the likely source of haemorrhage; their
valveless nature also predisposes them to bleeding with minor
trauma. With an associated fracture of the vertebra, cancellous
bone bleeding would be an obvious source of haemorrhage.

The causative agent may be anti-coagulant treatment, blood
dyscrasias, vascular malformations, epidural anaesthesia,4 lumbar
puncture and surgery. There has also been reports of spontaneous
epidural haematomas occurring in patients with cervical spondy-
losis5 and systemic lupus erythematosis.6 The aetiological agent is
unknown in many cases.

Most cases reported in the literature have a history of anticoagu-
lant therapy or platelet disorder; this was also the case in our patient
who had thrombocytopenia secondary to alcoholic liver cirrhosis.

Spinal epidural haematomas may present with back pain,
radiculopathy, weakness or spinal cord compression. In rare cases,
there may be a course of repeated spontaneous recovery and
relapse.7 There is however no distinctive clinical sign pathogno-
monic for epidural haematoma. 

Johnston8 believes that modern radiological imaging modalities
can overcome the shortfalls in clinical examination in the manage-
ment of acute spinal cord compression. Since the introduction of
MRI, the mean incidence of acute spontaneous spinal epidural
haematoma reported in the literature has increased from 2.2 to 6.4
new cases per year.9 Indeed MRI can be considered as the imaging
modality of choice. 

Sagittal MRI typically shows biconvex haematoma in the poste-
rior epidural space with well-defined borders tapering superiorly
and inferiorly. Axial sections would show a concave or convex
mass. The dura mater separates the haematoma from the spinal
cord on T1 and T2-weighted images. Boukobza et al.10 reviewed
the MRI characteristics of 11 cases of spinal epidural haematomas
and found that within 24 h of onset, the epidural haematoma is
usually isointense on T1-weighted images. Occasionally, there is a
mildly or markedly increased signal. On T2-weighted images,
there may be a homogenous high signal or inhomogenous areas of
mixed high and low signal. After 24 h, there is usually a high sig-
nal on T1-weighted images; T2-weighted images in most cases
give the same signal as CSF. Important differential diagnosis to
exclude are subdural haematoma, epidural metastasis and epidural
abscess. 

Management

Prompt surgical evacuation is the treatment of choice in spinal
epidural haematomas. Rapid diagnosis and emergent surgical
treatment maximises neurological recovery. Lawton et al.11

showed that patients who underwent decompression within 12 h
had better neurological outcomes than patients with identical
Frankel grades (Table 1) whose decompression was delayed
beyond 12 h. Groen et al.12 reviewed 330 cases of spontaneous
spinal epidural haematomas. They conclude that incomplete pre-
operative sensorimotor deficit and early surgery (within 36h) were
correlated with better outcome. Mortality was higher in patients
with cervical or cervicothoracic haematomas, especially in patients
with cardiovascular disease and those on anti-coagulant therapy.

There have been reported cases of spontaneous resolution of
spinal epidural haematomas with good neurological recovery.13,14

It is postulated that this occurs from the spreading of the
haematoma in the epidural space upwards and downwards resulting
in decompression. Some authors have proposed conservative
Journal of Clinical Neuroscience (2002) 9(1) 
management by lumbar punctures.15 However, prompt surgical
evacuation should remain the treatment of choice except in cases
where operative morbidity and mortality is high and in cases with
no neurological deficit. We also consider that the risk of injury to
blood vessels and nerve roots during lumbar puncture can be high
and the likelihood of adequate decompression is low.
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