Annals of Medicine and Surgery 71 (2021) 102907

ANNALS OF
N\SEDlCINE

Contents lists available at ScienceDirect
URGERY

Annals of Medicine and Surgery

FI. SEVIER

journal homepage: www.elsevier.com/locate/amsu

Case Report

Nontraumatic bilateral subdural hematoma: Case report

Tasneem Mohamed “, Sarya Swed b Ahmad Al-Mouakeh ¢, Bisher Sawaf

 Neurosurgery Department, Ribt University Hospital, Burri, Khrtoum, Sudan
® Faculty of Human Medicine, Aleppo University, Aleppo, Syria

¢ Department of Neurosurgery, Aleppo Hospital, Aleppo, Syria

4 Faculty of Medicine, Syrian Private University, Damascus, Syria

ARTICLE INFO ABSTRACT

Keywords:

Subdural hematoma
Bilateral hematoma
Nontraumatic haemorrhage
A case report

A subdural hematoma (SDH) is a type of bleeding in which a collection of blood gathers between the inner layer
of the dura mater and the arachnoid mater of the meninges surrounding the brain. Although most cases reported
of subdural hematoma are due to traumatic brain injury, to the best of our knowledge this is a rare case of
nontraumatic subdural hematoma. A 31 year-old-Male presented to the emergency department with a severe
headache for 3 weeks, with the presence of oculomotor disorders. There is no history of major trauma, minor
trauma or fights. Also, no history of hypertension, or Haematological diseases. Magnetic resonance imaging
(MRI) showed bilateral subdural hematoma. The right-sided hematoma was treated conservatively and the Left-
sided was treated by surgery. Follow-up for three months revealed no recurrence. Nontraumatic subdural he-
matoma is one of the challenging cases that neurosurgeons face. We presented a patient with idiopathic spon-
taneous subdural hematoma. Computed tomography (CT) is the first step for diagnosis and Magnetic resonance
imaging (MRI) is considered an excellent imaging investigation to evaluate such patients. Symptomatic subdural
hematomas require an emergent treatment by identifying and controlling sites of bleeding conservatively or by
surgery. Subdural hematoma with no history of trauma should be treated emergently and evaluated strictly.
Follow-up is essential in patients with neural symptoms. Massive symptomatic subdural hematoma (SDH) should
be treated with surgery to control the bleeding.

1. Introduction and importance

A subdural hematoma (SDH) refers to a collection of blood between
the dura and the arachnoid membranes. SDH is classified into three
types: acute, sub-acute, and chronic. Acute SDH is usually caused by
head injury [1].

A subdural hematoma can have various causes, including trauma,
arteriovenous malformation, and the use of anticoagulation medications
[2]. In rare cases, it can spontaneously occur in the absence of any pa-
thology [3,4]., subdural haemorrhage can present with neurological
signs similar to Brown-Séquard syndrome [5].

The identification of SDH has improved with the availability of
different types of imaging and symptoms studies [6].

Magnetic resonance imaging (MRI) provides a relatively definitive
diagnosis [7] with computed tomography and magnetic resonance
venography.

If the neurological symptoms grow progressively debilitating with
time, emergency surgery needs to be considered.

However, due to the consequence of bilateral SDH in our case, the
right side was treated conservatively and the left side was treated by
surgery considering the neurological symptoms and the imaging
findings.

This case report has been reported in line with the SCARE criteria

[8].
2. Case presentation

A 31-year-old male with a clear medical background was brought to
the emergency department complaining of headaches for 3 weeks, with
the presence of oculomotor disorders. The headache was severe,
aggravated by laying down and slightly relieved by sitting and anal-
gesia. The patient has no history of trauma. There is no history of pro-
jectile vomiting, convulsions, decreased mental abilities, weakness, or
loss of consciousness. There is no history of any symptoms suggesting
bleeding disorders, including easy bruising, heavy bleeding from small
cuts, unexplained nosebleeds, or any heavy bleeding from any other sites
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of his body. There is no history of Fever or loss of appetite.

The systemic review was unremarkable. The patient is not diabetic,
hypertensive, or asthmatic. The patient is not on any current medica-
tions. There is no history of a similar condition or previous hospitali-
zation. There is no family history of a similar condition or any blood-
related disorders. The patient is a smoker (less than 10 cigarettes per
day) but quit one year ago. He is not an alcoholic, or in use of illicit
drugs.

On presentation, the patient looked unwell. Not pale, jaundiced, or
cyanosed. Vitally stable. Glasgow coma scale was 15/15. pupils were
equally reactive bilaterally. The examination confirmed diplopia on his
left eye. On the neurological assessment, the power is grade 5 in all
limbs, and all muscle groups. The tone is normal in all limbs and all
muscle groups. The reflexes were normal, and there was no sensory loss.
Examination of cranial nerves was normal. Other systemic examinations
revealed no abnormality.

Regarding the investigations of this patient, Complete blood count
values were within normal ranges. Platelets function tests were normal.
Bleeding profile values are the following:[prothrombin time (PT) is 15s,
and international normalized ratio (INR) is 1.2 (The patient is not on
blood thinners or hormonal therapy). protien C is within normal con-
centration and activity. liver Function Test (LFT) is normal. All other
routine investigations were normal. Computed tomography (CT), Mag-
netic resonance imaging (MRI), and magnetic resonance venography
(MRYV) for the brain were ordered for further investigations. Computed
tomography was not available at the hospital for technical difficulties at
the time of request; Therefore magnetic resonance imaging (MRI) and
magnetic resonance venography (MRV) was done directly. The magnetic
resonance imaging MRI shows left fronto-tempro-parieto-occipital
crescent shape subdural lesion of high signal in T1 and T2W1 it mea-
sures about (2 ¢cm) in its maximum depth at the occipital region (Fig. 1).
It is associated with mild mass effect and midline shift There is another
similar right-sided lesion seen in the frontal region that measures about
(1cm) in its maximum depth. The cerebrospinal fluid space is consistent
with age. There is no space-occupying lesion, free cerebral palsy angles,
normal brain stem, and cerebellum, and the rest is unremarkable. The
magnetic resonance venography shows normal dural and venous sinuses
(Fig. 2). There are no feeling defects.

After subdural hematoma is diagnosed and confirmed, the decision is
to be made whether the patient is for conservative treatment or surgical
intervention. The indications for surgical intervention are the following:
The patient is experiencing symptoms, or/and Midline shift more than 5
mm, or/and thickness more than 1 cm on imaging. Therefore patient

Fig. 1. Magnetic resonance imaging shows bilateral subdural hematoma.
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Fig. 2. Magnetic resonance venography pre-operative.

was planned for surgical intervention (Burr holes evacuation) for the
left-sided subdural hematoma; as it satisfies the criteria for surgical
intervention. The patient was operated on the 30th of March 2021. The
operation was performed by two neurosurgeons; A specialist and a se-
nior resident in the presence of a senior anaesthesia resident and a scrub
nurse. The operation took 90 minutes. The patient received general
anaesthesia and the operation went smoothly, with no intra-operative
complications. A drain was placed and connected to a collecting sys-
tem. There were no post-operative complications. The patient did not
need ICU (intensive care unit) admission. Post-operatively, the patient
was managed by analgesia, antibiotics (Samixone), dexamethasone, and
pantoprazole. The drain was removed after 3 days from the operation
after achieving 50 ml in 24 hours (350ml in total). The right-sided
subdural hematoma was planned to be treated conservatively; as it
was very small, and the mass the left-sided hematoma was the reason of
the patient’s symptoms, and the findings on the MRI image. The patient
was discharged a few days later in good condition. A follow-up period of
3 months revealed no reoccurrence. The post-operative computed to-
mography scan shows a Burr hole noted on the left side, there is a left-
sided pneumocephalus with minimal residual SDH (Fig. 3). The pneu-
mocephalus is small, and considered a usual post-operative finding that
doesn’t need active management. No significant mass effect or midline
shift. Normal brain parenchyma. The previous lesion right frontal SDH is
not with significant effect. The rest is unremarkable.

3. Clinical discussion

Spontaneous subdural hematoma is an extremely rare case, espe-
cially in healthy young patients. A previous literature review found only
22 cases of acute spontaneous subdural hematoma in patients younger
than 40 years old [9]. The first case was reported by Munro in 1943 [10].

The clinical presentation mainly depends on the location of the
lesion and the rate at which it develops.

Symptoms of chronic subdural hematoma are often insidious
including headaches, decreased level of consciousness, difficulty with
gait or balance, cognitive dysfunction or memory loss, personality
change, and motor weakness. However in this case the patient had had
severe headaches and double vision.

Risk factors of spontaneous subdural hematoma are hypertension,
vascular abnormalities such as arteriovenous malformation (AVM) and
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Fig. 3. Computed tomography post-operative.

aneurysm, neoplasm specially meningioma, infections including men-
ingitis and tuberculosis, substance abuse (alcoholism and cocaine), and
coagulopathies [11].

The diagnosis is established by CT-Scan. Further radiological imag-
ing, laboratory, or investigations such as MRI, MRV, Angiography, and
coagulation profile may help to reveal the underlying cause of sponta-
neous SDH.

The treatment of spontaneous subdural hematoma is similar to that
of subdural hematoma caused by trauma, but the underlying cause must
be if possible sought and treated. Symptomatic and/or > 1cm thick SDH,
surgical evacuation is the treatment of choice. For subacute to a chronic
subdural hematoma, burr-holes evacuation is usually adequate. For
acute SDH, a craniotomy is usually required and should expose the
Sylvian fissure to identify the bleeding point.

In this case, the left-sided subdural hematoma was evacuated by burr
hole trephination and the right-sided was treated conservatively.

Follow-up is very important to detect any bleeding after surgical
repair or any of the complications of surgery. In our case After 3 months
follow up the patient had no symptoms and there was no reoccurrence.

4. Conclusion

Nontraumatic subdural hematoma is a rare entity that presents
gradually progressive neurological symptoms with an emphasis on the
absence of any previous pathological or traumatic precedents, and this is
something special in our case. A patient who has a subdural hematoma
in the brain should be followed up. Once the diagnosis is confirmed, SDH
must be evacuated throughout craniotomy, burr hole trephination or
treated conservatively.
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