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Abstract
Headache is a relatively common complaint following dural puncture whether it is diagnostic (lumbar
puncture) or unintentional (e.g., after epidural anesthesia). Although postdural puncture headache (PDPH)
turns out to be the culprit in many cases, other serious etiologies should be ruled out such as postepidural
intracranial subdural hematoma (PEISH). PEISH is usually overlooked because it is relatively rare and due to
other frequent causes of headache (e.g., tension headache, migraine, and PDPH) being the main
consideration. PEISH can be easily misdiagnosed as PDPH because of similar clinical manifestations. Herein,
we report a case of this rare complication and demonstrate the major differences between PDPH and PEISH.
This 27-year-old woman with intrauterine fetal death of dizygotic twins complained of severe headache
immediately following receiving epidural anesthesia for labor induction. The patient was initially diagnosed
with PDPH, and a blood patch was placed which provided complete resolution of the headache only for two
days. Computed tomography of the brain revealed a small subdural hematoma over the left frontal
convexity. Conservative management with close monitoring was recommended in this case due to the small
size of the hematoma and absence of intracranial mass effect. An early follow-up CT scan showed complete
and spontaneous resolution of the hematoma. In patients with recurrence or change in the pattern of the
headache, persistence of headache despite treatment, and presence of neurological dysfunction following
epidural anesthesia, suspicion of intracranial etiology must be raised. Therefore, knowledge of this condition
and differentiating it from PDPH is necessary to avoid misdiagnosis and futile attempts of treatment.
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Introduction
Epidural block is one of the most frequent methods utilized in anesthesia. In general, it is a safe technique
that can achieve adequate analgesia mainly in the lower body [1]. It is employed in a variety of procedures,
most importantly, during childbirth in obstetric patients [1]. However, it is associated with several
complications which can be very significant clinically such as intracranial subdural hematoma [2-11]. Many
patients with subdural hematoma following epidural block can be mistakenly diagnosed with postdural
puncture headache (PDPH). While intracranial subdural hematoma following epidural anesthesia is
relatively rare (1:500,000) [2], it is critical for the physician to differentiate it from PDPH, as subdural
hematoma can potentially lead to significant morbidity and mortality.

In this article, we report a case of small intracranial subdural hematoma following epidural block for labor
induction of deceased dizygotic twins, describing the warning signs and symptoms and predisposing factors
for this complication. This will allow for early diagnosis and intervention before neurologic compromise is
established.

Case Presentation
A 27-year-old gravida 2 (G2) para 1 (P1) comes to the obstetric clinic for perinatal follow-up visit at 23
weeks’ gestation of monoamniotic-monochorionic twins. The patient reported decreased fetal movement
earlier in the morning that day prior to the visit. Body surface ultrasound showed no cardiac motion for
either fetus A or B and intrauterine fetal death (IUFD) likely due to cord entanglement. She was then
admitted to Obstetrics and Gynecology department for induction of labor. The patient received epidural
anesthesia and has since complained of postural headache and severe neck pain that radiated bilaterally to
shoulders and midupper back. She stated that the headache is worsened by sitting upright and by moving her
head to the right or to the left and improved when she lies down. She denies any fever, vomiting, confusion,
or visual changes. Aside from neck pain, she complained of numbness in the right big toe, right lower
extremity weakness, and lightheadedness. On physical examination, the patient was alert and oriented with
no remarkable neurological signs except for mild weakness in the right lower extremity (4+/5). She was
afebrile with normal body temperature, blood pressure, pulse, and respiratory rate (36.6°C (97.88°F), 106/79
mm Hg, 68/beat per minute (bpm), and 18/min, respectively).
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The patient was initially diagnosed with PDPH, and an epidural blood patch was then placed the next day.
The headache resolved, but she was not able to move her neck due to pain. Nonsteroidal anti-inflammatory
drugs (NSAIDs), spasmolytics, and caffeine pills were recommended which she claims helped alleviate the
pain partially. An MRI of the cervical, thoracic, and lumbar spine was obtained and showed changes related
to her recent blood patch; however, there was no significant canal stenosis. Brain CT scan with no contrast
(Figures 1A, 1B) revealed left frontal convexity subdural hematoma measuring 4 mm in thickness with no
midline shift, herniation, or associated mass effect.

FIGURE 1: Left subdural hematoma
Noncontrast coronal (A) and axial (B) CT scan of the brain demonstrating 4 mm thick subdural hematoma over the
left frontal convexity (yellow arrows). This hematoma appears isodense to hypodense which is a characteristic of
subacute subdural hematoma.

Due to the relatively small size of the subdural hematoma and stability of the patient’s clinical condition,
neurosurgical consultation considered conservative management. Two days after receiving the blood patch,
the patient stated that the headache recurred with persistence of the pain and stiffness at the base of her
neck. However, there was no clinical evidence of progressive neurological deterioration based on serial
physical examinations. A repeat cranial CT scan was then obtained and demonstrated a stable appearance of
the subdural hematoma with no signs of new intracranial hemorrhage or extra-axial fluid collection. Other
etiologies and predisposing factors that may lead to subdural hematoma were ruled out. These include head
injury, systemic diseases, bleeding disorders, and medications. The neck pain improved later with local heat
and spasmolytic drugs, and headache resolved again with oral analgesics drugs. The patient was then
discharged home on day seven with no significant neurological dysfunction.

One month later, the patient came for a neurology follow-up and reported that she is continuing to have
headaches probably from her neck pain which is elicited upon turning her head around. She has been using
pain killers to alleviate the pain with some relief. Other than the headache and neck pain, she denies any
neurological symptoms or residual deficits from her previous episodes. During that evaluation, head CT scan
was obtained and demonstrated spontaneous and complete resorption of the small subdural hematoma over
the left frontal convexity. No abnormality was seen (Figures 2A, 2B).
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FIGURE 2: Radiological disappearance of subdural hematoma
Noncontrast coronal (A) and axial (B) cranial CT scan showing complete resolution of the small left subdural
hematoma.

Discussion
Incidence and pathophysiology
The use of epidural anesthesia in obstetrical anesthesiology is well established. In general, complications
associated with this kind of neuraxial anesthesia have been shown to be uncommon [12]. However, certain
adverse events such as intracranial subdural hematoma are considered serious and can be potentially fatal if
not recognized early and treated promptly. The incidence of postepidural intracranial subdural hematoma
(PEISH) is unclear due to the retrospective nature of the data provided on these cases. However, an
incidence of 1:500,000 has been estimated based on a large questionnaire involving 203 obstetric units in
the United Kingdom [2]. Despite the great variation in reported incidence, acute subdural hematoma is not
uncommon after dural puncture, especially in anticoagulated patients and patients with coagulation
abnormalities. In such cases, a CT scan should be always obtained. Although both complications share
similar clinical characteristics, PDPH is a more frequent sequela than PEISH. This may have contributed to
the initial misdiagnosis of PDPH in our case. In a survey of 18,337 epidural blocks, 0.91% had accidental
dural puncture with more than 88% of these developed PDPH [13]. After all, both PDPH and PEISH should be
considered in any patient with postdural puncture headache.

In addition, PDPH and PEISH are very similar with respect to pathophysiology [2,4]. Cerebrospinal fluid
(CSF) leakage typically occurs upon puncture of the dura mater. Excessive loss of the CSF leads to marked
reduction in the CSF volume and subsequent intracranial hypotension [2,14]. This results in traction on the
intracranial, pain-sensitive structures causing the headache. Stretching of the dural bridging veins (which
are typically dilated to compensate for the CSF loss according to Monro-Kellie hypothesis) due to caudal
displacement of the brain may lead to tear in the wall of subdural veins and consequently leaking blood in
the subdural space with hematoma formation [2,3,6,14]. In our patient, the hematoma was most likely the
result of unintentional dural puncture during the epidural block and probably continuous CSF leakage
thereafter.

Clinical manifestation
As the name implies, the predominant symptom of PDPH is headache. The headache typically begins within
the first three days (in about 90% of the patients) of the lumbar puncture [15]. Headache is generally severe,
positional, aggravated by standing (postural) and movement of the head, relieved by lying in the supine
position, and may radiate to shoulders and neck as seen in the current case. On the other hand, the headache
associated with PEISH is usually nonpositional; however, a change in the nature of the headache has also
been shown to be a clinical clue for intracranial etiology [3-6,14]. The presented case showed recurrence of
the headache after disappearing which eventually appeared to be caused by intracranial subdural hematoma.
Rapid neurological deterioration may be a characteristic of PEISH in severe cases [7]. Our patient was
relatively stable with regard to neurological function likely due to the small hematoma (4 mm in thickness)
and absence of compressive mass effect. Unlike the headache of PDPH which typically resolves within few
days of conservative management (seven days in approximately 70% of patients [16]), PEISH headache is
usually prolonged, severe, and resistant to conservative treatments.

Other nonspecific clinical findings of PDPH and PEISH include nausea, vomiting, visual and hearing
disturbances, vertigo, and upper and lower extremity paresthesia. Although vomiting can be observed in
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both complications, it occurs more frequently with PEISH (31%-41% of cases) than with PDPH and is
considered a warning sign of an intracranial complication in this case [2,4].

Risk factors
As both PDPH and PEISH share the same pathogenesis (puncture of the dura mater), both sequelae also share
several common risk factors. These include female gender, history of similar previous episodes, history of
chronic headache, obstetric patients like our patient who underwent labor induction for IUFD, size and shape
of the needle (particularly large needles leading to excessive CSF leakage), low body mass index (BMI),
dehydration, and experience of the operator [2,15]. There are numerous predisposing factors that specifically
influence the development of intracranial subdural hematoma following induction of epidural anesthesia
including coagulation abnormalities, anticoagulation agents, excessive alcohol consumption, and cerebral
atrophy [2,8,9].

Diagnosis and management
Patients with severe persistent headache with or without focal neurological deficits after epidural anesthesia
should be often suspected of having PEISH. The clinical diagnosis of PEISH is best confirmed by CT scan or
MRI of the brain. Acute/subacute subdural hematomas such as PEISH classically appear as crescent-shaped,
hyper-isodense, and extra-axial collection [2,5-7,17]. As MRI takes more time compared with CT scan, the
latter is the preferred choice in the setting of emergent cases; however, MRI is reserved for inconclusive
cases. Management is strongly dependent on the size of the hematoma and its resultant mass effect as well
as the degree of impairment in the neurological function. Small hematomas do not typically produce a
significant mass effect. As a consequence, conservative approach with close observation is usually sufficient
to treat small collections, like in our patient, as the blood clot disintegrates and is reabsorbed normally with
time. By contrast, PEISH with ≥1 cm in thickness, significant intracranial mass effect with midline shift or
sulcal effacement, or rapid decompensation of neurological function requires immediate surgical evacuation
[2,8]. This is often performed via either craniotomy or burr hole surgery.

The diagnosis of PDPH is based mainly upon the presence of suggestive clinical features, particularly
postural headache, in a patient with either intentional or unintentional dural puncture [15]. Confirmation of
the diagnosis is not usually necessary as this adverse event is typically self-limited within six weeks in about
85% of the cases [14]. However, we believe that a head CT scan should be performed where the clinical
diagnosis is in doubt in order to exclude other serious etiologies that can mimic PDPH such as PEISH, as
demonstrated in this article. Although conservative measures occasionally do not result in complete relief,
conservative measures in the treatment of PDPH including bed rest, oral analgesics (e.g., NSAIDs,
acetaminophen), caffeine pills, and rehydration help alleviate symptoms until resolved completely. Epidural
blood patch has also been shown to be effective in the treatment of PDPH with excellent success rates and
faster recovery [2,3,10]. On the contrary, efficacy of blood patching has been observed in the setting of
PEISH only due to initial misdiagnosis and treatment as PDPH, prompting the placement of the blood patch.
As seen in our patient, along with few reports in the literature [6,11,18], epidural blood patch resulted in
disappearance of the associated headache for few days. The resolution of the headache after placement of
epidural blood patch was likely due to blockage of further CSF leak. The major differences between PEISH
and PDPH are summarized in Table 1.
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 PDPH  PEISH

Frequency Very common. Extremely rare.

Risk factors
Female gender, obstetric patients, large needles,
history of previous episode, history of chronic headache,
dehydration, and low BMI.*

Anticoagulants, coagulation abnormalities, cerebral atrophy, and
alcohol abuse.

Clinical clues

Headache is positional, aggravated by standing upright,
and alleviated by lying supine. Onset of the headache
within the first few days after the lumbar puncture.
Improvement of the headache within one week
spontaneously without later recurrence. The use of
epidural blood patch leads to faster recovery. No
change in the pattern of the headache.

Headache is usually nonpositional, but postural headache can
also occur. Persistence of the headache despite conservative
treatment measures. Blood patching may relieve symptoms
temporarily. Changes in the pattern of headache (e.g., change
from postural to nonpostural, worsening of the headache).
Episodes of headache that may disappear but recur later. Rapid
neurologic deterioration.

Diagnosis
Typically made based on history and clinical evaluation.
 

Confirmed by CT scan along with presence of suggestive clinical
features.

Management

Conservative approach (e.g., oral analgesics, caffeine
pills, rehydration, bed rest). Epidural blood patch may
be considered for those who failed the conservative
management or want faster recovery.

Based on the size of the hematoma and stability of the clinical
situation: If smaller than 10 mm, conservative treatment is
recommended. If larger than 1 cm and/or there is neurological
decompensation, surgical intervention is required.

TABLE 1: Comparison between PDPH and PEISH after epidural anesthesia
PDPH: postdural puncture headache, PEISH: postepidural intracranial subdural hematoma, BMI: body mass index.

*These may also contribute as predisposing factors for PEISH.

Conclusions
In summary, intracranial subdural hematoma consequent to epidural anesthesia is a clinically serious
complication and is commonly misdiagnosed as PDPH. The index of suspicion for PEISH should be high, as
this condition is life-threatening and can result in permanent neurological sequelae. Therefore, knowledge
of the clinical features and clues of PEISH and early diagnosis are of paramount importance.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Moraca RJ, Sheldon DG, Thirlby RC: The role of epidural anesthesia and analgesia in surgical practice . Ann

Surg. 2003, 238:663-73. 10.1097/01.sla.0000094300.36689.ad
2. Szeto V, Kosirog J, Eilbert W: Intracranial subdural hematoma after epidural anesthesia: a case report and

review of the literature. Int J Emerg Med. 2018, 11:36. 10.1186/s12245-018-0199-2
3. Kale A, Emmez H, Pişkin Ö, Durdağ E: Postdural puncture subdural hematoma or postdural puncture

headache?: two cases report. Korean J Anesthesiol. 2015, 68:509-12.
4. Zeidan A, Farhat O, Maaliki H, Baraka A: Does postdural puncture headache left untreated lead to subdural

hematoma? Case report and review of the literature. Int J Obstet Anesth. 2006, 15:50-8.
10.1016/j.ijoa.2005.07.001

5. Ramírez S, Gredilla E, Martínez B, Gilsanz F: Bilateral subdural hematoma secondary to accidental dural
puncture. Braz J Anesthesiol. 2015, 65:306-9. 10.1016/j.bjane.2014.07.017

6. Gaucher DJ Jr, Perez JA Jr: Subdural hematoma following lumbar puncture. Arch Intern Med. 2002,
162:1904-5. 10.1001/archinte.162.16.1904

7. Bishop TM, Elsayed KS, Kane KE: Subdural hematoma as a consequence of epidural anesthesia . Case Rep
Emerg Med. 2015, 2015:597942. 10.1155/2015/597942

8. Liang MY, Pagel PS: Bilateral interhemispheric subdural hematoma after inadvertent lumbar puncture in a
parturient. Can J Anaesth. 2012, 59:389-93. 10.1007/s12630-011-9664-6

2022 Halalmeh et al. Cureus 14(2): e21824. DOI 10.7759/cureus.21824 5 of 6

https://dx.doi.org/10.1097/01.sla.0000094300.36689.ad
https://dx.doi.org/10.1097/01.sla.0000094300.36689.ad
https://dx.doi.org/10.1186/s12245-018-0199-2
https://dx.doi.org/10.1186/s12245-018-0199-2
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4610933/
https://dx.doi.org/10.1016/j.ijoa.2005.07.001
https://dx.doi.org/10.1016/j.ijoa.2005.07.001
https://dx.doi.org/10.1016/j.bjane.2014.07.017
https://dx.doi.org/10.1016/j.bjane.2014.07.017
https://dx.doi.org/10.1001/archinte.162.16.1904
https://dx.doi.org/10.1001/archinte.162.16.1904
https://dx.doi.org/10.1155/2015/597942
https://dx.doi.org/10.1155/2015/597942
https://dx.doi.org/10.1007/s12630-011-9664-6
https://dx.doi.org/10.1007/s12630-011-9664-6


9. Cohen J, Godes J, Morales B: Postpartum bilateral subdural hematomas following spinal anesthesia: case
report. Surg Neurol. 1997, 47:6-8. 10.1016/s0090-3019(96)00241-8

10. Amorim JA, Remígio DS, Damázio Filho O, de Barros MA, Carvalho VN, Valença MM: Intracranial subdural
hematoma post-spinal anesthesia: report of two cases and review of 33 cases in the literature. Rev Bras
Anestesiol. 2010, 60:620-9. 10.1016/s0034-7094(10)70077-5

11. Verduzco LA, Atlas SW, Riley ET: Subdural hematoma after an epidural blood patch . Int J Obstet Anesth.
2012, 21:189-92. 10.1016/j.ijoa.2011.10.003

12. Cheesman K, Brady JE, Flood P, Li G: Epidemiology of anesthesia-related complications in labor and
delivery, New York State, 2002-2005. Anesth Analg. 2009, 109:1174-81. 10.1213/ane.0b013e3181b2ef75

13. Sprigge JS, Harper SJ: Accidental dural puncture and post dural puncture headache in obstetric anaesthesia:
presentation and management: a 23-year survey in a district general hospital. Anaesthesia. 2008, 63:36-43.
10.1111/j.1365-2044.2007.05285.x

14. Turnbull DK, Shepherd DB: Post-dural puncture headache: pathogenesis, prevention and treatment . Br J
Anaesth. 2003, 91:718-29. 10.1093/bja/aeg231

15. Bezov D, Lipton RB, Ashina S: Post-dural puncture headache: part I diagnosis, epidemiology, etiology, and
pathophysiology. Headache. 2010, 50:1144-52. 10.1111/j.1526-4610.2010.01699.x

16. Vandam LD, Dripps RD: Long-term follow-up of patients who received 10,098 spinal anesthetics; syndrome
of decreased intracranial pressure (headache and ocular and auditory difficulties). J Am Med Assoc. 1956,
161:586-91. 10.1001/jama.1956.02970070018005

17. Tsai FY, Huprich JE, Segall HD, Teal JS: The contrast-enhanced CT scan in the diagnosis of isodense
subdural hematoma. J Neurosurg. 1979, 50:64-9. 10.3171/jns.1979.50.1.0064

18. Tekkök IH, Carter DA, Brinker R: Spinal subdural haematoma as a complication of immediate epidural blood
patch. Can J Anaesth. 1996, 43:306-9. 10.1007/BF03011749

2022 Halalmeh et al. Cureus 14(2): e21824. DOI 10.7759/cureus.21824 6 of 6

https://dx.doi.org/10.1016/s0090-3019(96)00241-8
https://dx.doi.org/10.1016/s0090-3019(96)00241-8
https://dx.doi.org/10.1016/s0034-7094(10)70077-5
https://dx.doi.org/10.1016/s0034-7094(10)70077-5
https://dx.doi.org/10.1016/j.ijoa.2011.10.003
https://dx.doi.org/10.1016/j.ijoa.2011.10.003
https://dx.doi.org/10.1213/ane.0b013e3181b2ef75
https://dx.doi.org/10.1213/ane.0b013e3181b2ef75
https://dx.doi.org/10.1111/j.1365-2044.2007.05285.x
https://dx.doi.org/10.1111/j.1365-2044.2007.05285.x
https://dx.doi.org/10.1093/bja/aeg231
https://dx.doi.org/10.1093/bja/aeg231
https://dx.doi.org/10.1111/j.1526-4610.2010.01699.x
https://dx.doi.org/10.1111/j.1526-4610.2010.01699.x
https://dx.doi.org/10.1001/jama.1956.02970070018005
https://dx.doi.org/10.1001/jama.1956.02970070018005
https://dx.doi.org/10.3171/jns.1979.50.1.0064
https://dx.doi.org/10.3171/jns.1979.50.1.0064
https://dx.doi.org/10.1007/BF03011749
https://dx.doi.org/10.1007/BF03011749

	Intracranial Subdural Hematoma Versus Postdural Puncture Headache Following Epidural Anesthesia: A Case Report
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Left subdural hematoma
	FIGURE 2: Radiological disappearance of subdural hematoma

	Discussion
	Incidence and pathophysiology
	Clinical manifestation
	Risk factors
	Diagnosis and management
	TABLE 1: Comparison between PDPH and PEISH after epidural anesthesia


	Conclusions
	Additional Information
	Disclosures

	References


