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CASE REPORT

New-onset headaches secondary to spontaneous

intracranial hypotension

Subhendu Rath,' Ahmed Shaikh,? Priya Narwal,> Ankit Gupta'

SUMMARY

We describe the case of a 54-year-old man who
presented with new-onset positional headaches and
seizures, which were determined to be secondary

to spontaneous intracranial hypotension due to a
cervicothoracic spinal cerebrospinal fluid leak, and its
associated complications.

BACKGROUND

Spontaneous intracranial hypotension (SIH) is
an under-recognised entity that can present with
a myriad of neurological symptoms, the most
common of which is headache. Certain complica-
tions of untreated STH can be potentially life threat-
ening. We would like to share our experience with
the management of a patient with STH.

CASE PRESENTATION

First encounter

A 54-year-old man with no significant medical
history was referred for the management of pres-
sure-like holocranial, positional headaches with
poor response to analgesics, and focal-onset
generalised tonic clonic seizures, ongoing for a
week prior to presentation. The headaches were
orthostatic right from the onset. He already had

Figure 1

MRI brain T2 FLAIR showing a right frontal

a CT head and a lumbar puncture (LP), both of
which were unremarkable. Opening pressure was
not checked as the procedure was done with the
patient in sitting position. Neurological examina-
tion showed no focal deficits. Magnetic resonance
imaging/venogram of brain (MRI/V) done after the
LP (figure 1) showed thrombosis of a right-hemi-
spheric cortical vein, extending into the superior
sagittal sinus, which was the likely explanation for
the seizures. He was treated with levetiracetam,
and heparin later transitioned to enoxaparin, and
discharged home on symptom relief. MRI showed
diffuse pachymeningeal enhancement typical of
intracranial hypotension (figure 2).

Second encounter

He presented 4 days later for the recurrence of
positional headaches and was found to have
bilateral subdural hygromas (SDHs) (figure 3).
His anticoagulation was reversed for CT myelo-
gram, a blood patch was administered in the
L3-L4 interspace and MRI of cervical/thoracic /
lumbo-sacral (C/T/L-S) spine and CT myelogram
(figure 4) located the site of the leak to be in the
region of the lower cervical/upper thoracic spine.
His anticoagulation was resumed, and he was
discharged home.

Third encounter

He presented again 3 days later with progres-
sive positional headaches, and this time he was
found to have right-sided subdural haemorrhage
at the site of the hygroma (figure 5). Once again,
his anticoagulation was reversed, a second blood
patch was administered and his SDH was managed
conservatively.

INVESTIGATIONS

First encounter: MRI/V

Second encounter: CT head, MRI C/T spine, CT
myelogram

Third encounter: CT head

DIFFERENTIAL DIAGNOSIS

Second encounter: the lumbar puncture could have
contributed to the development of the SDHs in
addition to the cervicothoracic spinal site of cere-
brospinal fluid (CSF) collection identified on MRI
spine/CT myelogram.
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Figure 2 MRI showing diffuse pachymeningeal enhancement.

» Strict bed rest
» Multiple blood patches

OUTCOME AND FOLLOW-UP

After discharge following the third hospitalisation, the patient
has been headache-free and seizure-free, and does not have any
focal neurological deficits at 3 months of follow-up.

Figure 4 CT myelogram showing contrast collection posterior to the
thoracic spinal cord.

DISCUSSION
Dural enhancement with contrast/meningeal enhancement can be
seen after an LP, but in our patient, MRI was done after the LP.
Our patient developed SIH and associated complications of
cortical venous and venous sinus thrombosis, and SDHs. There
are a few prior reported cases of venous sinus thrombosis in
association with SIH." * Cerebral venous sinus thrombosis has
been described as an uncommon cause of iatrogenic postpartum
headache after receiving epidural anaesthesia.®
The anticoagulation could have played a role in the develop-
ment of SDH, but there have been reports* of SDH in patients
with STH in absence of anticoagulation.

Figure 3 CT head showing bilateral subdural hygroma.

Figure 5 CT head showing right-sided subdural hygroma.
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Headache Classification Committee of the International
Headache Society in the third edition of the International Classi-
fication of Headache Disorders (ICHD-3) defined SIH as

a headache with low CSF pressure and absence of a procedure or
trauma known to be able to cause CSF leakage, headache has devel-
oped in temporal relation to occurrence of low CSF pressure or
CSF leakage, or has led to its discovery and is not better accounted
for by another ICHD-3 diagnosis.’ The aetiology often remains
elusive, but pre-existing dural weakness is thought to play a role.
Clinical features of SIH and associated complications are a result
of compression/traction/distortion of brain structures and/or venous
engorgement, and include SDHs, cerebral venous and venous sinus
thrombosis, and rebound intracranial hypertension, among others.®
Conservative treatment includes strict bed rest, adequate hydration,

Patient’s perspective

| am still apprehensive about my condition, having sudden
headaches are always at the back of my mind.

Learning points

» Spontaneous intracranial hypotension (SIH) can be a risk
factor for the development of cortical venous and venous
sinus thrombosis, and subdural hygromas.

» Serial blood patches are often required for the treatment of
SIH.

» In most cases, there is no identifiable offsetting event leading
to the development of SIH.

use of caffeine/theophylline and so on. Blood patching/surgical
intervention are indicated in intractable cases. Epidural blood patch
has been described to eliminate the determinants of cortical venous
thrombosis (CVT) (vein dilatation and slow vein drainage) and can
be exclusively used treat CVT by intracranial hypotension.”
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