N CASE REPORT

Spontaneous Cervical Spinal

Epidural Hematoma

Katie Rinne, MBBS; Sunil Gopisetty, MRCEM

A 68-year-old woman presented with sudden-onset right arm
and leg weakness, as well as right-sided neck pain.

nilateral weakness is a common ED

presentation with a diverse etiology,

including stroke.? Studies have re-

ported a misdiagnosis rate of stroke
and transient ischemic attack of approxi-
mately 10%.® This case presents an un-
usual stroke mimic where treatment with
an anticoagulant could have led to adverse
outcomes. It also highlights the importance
of considering a spontaneous cervical spi-
nal epidural hematoma (SCSEH) as a stroke
mimic. This is especially pertinent when a
patient’s symptoms are not fully consistent
with an acute stroke, in order to avoid po-
tentially dangerous anticoagulation and al-
low for prompt treatment of the hematoma.

Case

A 68-year-old woman presented to the ED via
ambulance with the complaint of stroke-like
symptoms. She had a 2-hour history of sud-
den-onset right arm and leg weakness with
loss of sensation, and right-sided neck pain.
She also complained of a mild right-sided
headache, which had an insidious onset and
had been present for the past 2 days. She had
recently finished a course of antibiotics for a
urinary tract infection. There was no history
of trauma. The patient had no significant
medical history, was taking no medications,

and was a nonsmoker with a normal body
mass index. Her family history was signifi-
cant for cerebral vascular accidents.

On arrival at the ED, the patient had a
blood pressure of 179/95 mm Hg; her other
vital signs were normal. On examination,
she had a right-sided hemiplegia, with a 0/5
power grading observed for motor strength
for both her right arm and leg. She reported
paresthesia in dermatomes C4 to C5 and L3 to
L5. There was extreme tenderness when her
right trapezius and upper paraspinal muscles
were palpated, but she had no midline cer-
vical spine tenderness and had full, though
painful, range of movement of her neck. Her
left side was unaffected. She had normal cra-
nial nerves, no higher cortical dysfunction, a
Glasgow Coma Scale (GCS) score of 15, and
complete control of her bladder and bowel.

A computed tomography angiogram
(CTA) of the carotid arteries and a CT
scan of the head were ordered to rule out
acute stroke and carotid artery dissection.
The CT scan of the head showed no acute
bleeding or evidence of infarction. Howev-
er, the CTA raised suspicion of an SCSEH.

Subsequent magnetic resonance imaging
showed a right posterior epidural lesion mea-
suring 3 to 3.5 cm in length and 8 to 9 mm in
maximal thickness, extending from the mid-
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point of G2 to the C3-C4 disc level. The lesion
compressed the spinal cord, and this steno-
sis was made worse by posterior disc osteo-
phytes. There was a single strongly enhancing
vessel projecting within the hematoma, rais-
ing the suspicion of an active bleed (Figure).

Blood tests, including a coagulation
screen, were normal and an electrocar-
diogram showed normal sinus rhythm at
57 beats/minute.

The patient was transferred to the neu-
rosurgery team at the tertiary center, where
she underwent an emergency C2-C3 lami-
nectomy that day. She was discharged 6
days later and has made a full recovery
with physiotherapy, regaining full func-
tion of her right arm and leg.

Discussion
Spontaneous cervical spinal epidural he-
matomas are rare, with an estimated annual
incidence of 0.1 cases per 100,000 people.*
The etiology is largely unknown, but SC-
SEH has been attributed to a venous source.®
Multiple predisposing factors have been re-
ported, including coagulopathies, anticoag-
ulation, disc herniation, vascular malforma-
tions, neoplasms, and idiopathic causes.**

The most common presentation of an
SCSEH is sudden onset of interscapular
or cervical pain with paresthesia and even
paralysis. Paraplegia and quadriplegia are
common; however, hemiplegia as a pre-
sentation of an SCSEH is rarely reported in
the literature.®®

In a case report, Wang et al® described a
similar presentation and management of
an SCSEH in the ED as our case. Howev-
er, the patient in that report was initially
treated for a stroke with heparin, and the
authors commented that the unnecessary
anticoagulation could have caused expan-
sion of the hematoma and subsequent spi-
nal cord compression.®

Both our patient and the patient described
by Wang et al® presented with hemiplegia,
which is more commonly seen as a present-
ing feature in stroke and is a rarely reported
presentation of an SCSEH. However, neck
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Figure. Magnetic resonance imaging shows a right posterior epidural lesion
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(arrows) at the C2-C4 level, with an enhancing vessel projecting within the

hematoma.

pain is not a classical presenting feature in
stroke, and this prompted us to order the
CTA of the carotid arteries and CT scan of
the head. This ultimately led to the correct
diagnosis and prompt management, avoid-
ing unnecessary and potentially dangerous
anticoagulation.

Conclusion

Hemiplegia is an important, though rarely
reported, presentation of an SCSEH and
should not be misdiagnosed as an acute
stroke. Neck pain in a patient presenting
with unilateral weakness should be a red
flag that prompts the emergency physician
(EP) to search for alternative diagnoses to
stroke. If a patient with an SCSEH presents
to the ED, prompt and accurate recognition
by an EP allows for early surgical interven-
tion, which improves clinical outcome,
aids neurological recovery, and minimizes
long-term sequales.®
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