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In spite of the relative common occurrence of spinal injuries, spinal epidural 
hematomas (SEHs) are rare lesions. Depending on the onset, site, size, and presence of 
neurological deficits, they can be treated conservatively or surgically. In the presented 
article, we report an uncommon case of posttraumatic dorsolumbar SEH and discuss 
the characteristic magnetic resonance imaging (MRI) imaging findings of epidural fat 
in the cases of traumatic spinal hematomas.
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Introduction

Spinal epidural hematoma (SEH) is an uncommon clinical 
condition, which is characterized by the collection of blood 
in the spinal epidural space, leading to spinal cord/roots 
compression and its potential neurological deficits.1-4 We 
report an uncommon case of posttraumatic dorsolumbar 
SEH treated surgically with outcome, and discuss the 
characteristic imaging findings.

Case Report
A 43-year-old male patient was brought to the emergency 
room approximately 12 hours after an alleged fall from a 
coconut tree. The patient was complaining of backache, 
weakness of both lower limbs since the incident, and urinary 
retention. There was no history of loss of consciousness, 
vomiting, seizures, or ENT (ear, nose, and tongue) bleed. 
On examination, he was conscious, alert (Glasgow coma 
scale [GCS]: E4V5M6), pupils were bilateral and reacting 

to light, and the cranial nerves were normal. The patient 
also had decreased tone in both lower limbs and parapare-
sis of grade 2 of 5, with decreased deep tendon reflexes in 
lower limbs and absent planters. The patient had urinary 
retention for which indwelling catheter was placed. There 
was decreased sensation over the lower limbs including 
perianal region sensations. Motor and sensory examina-
tion in upper limbs was normal. Local spine examination 
revealed tenderness over dorsolumbar spine region. All the 
laboratory investigations were within normal limits. X-ray 
of dorsolumbar spine showed fracture of D12 vertebral 
body. Magnetic resonance imaging (MRI) of spine and sag-
ittal T2-weighted MRI showed fracture of D12 vertebral 
body with posterior epidural hematoma (EDH), appearing 
heterogeneously hyperintense to the cord with few tiny 
hyperintense areas within and, causing mass effect on the 
cord with loss of epidural fat. There was mild cord edema 
at the same level (►Fig.  1). In view of incomplete injury 
and bladder involvement, the patient underwent D11 and 
D12 laminectomy, evacuation of extradural hematoma, 
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and D11–L1 spinal fixation. In addition to EDH, there was 
fracture of D12 spinous process and laminae. Following 
surgery, the power in lower limbs improved to grade 
4+ of 5 on day 2 with regain in bladder control. Standard 
physiotherapy protocol was taught to the patient and at 
6-month follow-up, the patient was walking without 
support.

Discussion
Despite of the fact that there is a large occurrence of spinal 
injuries, the incidence of SEHs is very low,1,3-7 probably 
due to high-energy traumatic events or patients who have 
predisposing factors (ankylosing spondylitis, rheumatoid 
arthritis, and psoriatic spondylitis).3 SEH can be classified as 
idiopathic, spontaneous or posttraumatic, traumatic lesions 
(with or without vertebral fractures),3,8-10 or a complication 
after mini-invasive spine approach.11,12 It has been postulated 
that trauma can lead to rupture of thin-walled epidural veins 
of Batson’s plexus with appearance of EDH.7,13,14 Lesions 
occurring in the cervical lesions has more potential to cause 
early neurological deterioration (the size of epidural space 
is less) than lesions occurring in the lumbar region.7,15,16 
MRI is the investigation of choice, as this will show the 
presence of the lesion, size and extent of the lesion, presence 
of vertebral fractures, and extent of compression of neural 
structures,5,7,17-19 and will also help in differentiating from 
other lesions involving the spinal cord.19 Characteristically, 
on MRI, the spinal epidural fat is lost,19 which is in contrast to 
acute spinal subdural, where there is preservation of epidural 
fat.17,20,21 The management of SEH depends on the onset 
(acute vs. chronic), size, extent, and presence of neurological 
deficits.3 Surgery is recommended in large-size lesions with 

neurological deficits to achieve good functional outcome.1,3,22 
In selected cases, a conservative management has also shown 
to be effective with good outcome.7,18

Conclusion
SEHs are rare lesions and their diagnosis requires a 
high index of clinical suspicion. The characteristic MRI 
findings of epidural fat show loss of epidural fat. The 
management of SEH depends on the onset, site, size, and 
presence of neurological deficits. Early surgical interven-
tion for larger lesions results in good recovery of neuro-
logical functions.
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