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Introduction

Traumatic posterior fossa subdural hematomas (SDHs) in the
adult population are a rarity, with a reported incidence
< 1%.1 Its incidence with concurrent cervical spine injury is
still unknown. Cases have been reported with lumbago and
headaches secondary to chronic SDH collections in the lum-
bar spine associated with secondary findings of intracranial
SDHs.2–5 These case reports stress the need for a close
evaluation of patients presenting with mechanisms that
can also cause intracranial SDHwith complaints of headaches
and lethargy in addition to evaluation of the spine. We report
a case of a 22-year-old man involved in a motor vehicle
collisionwho had a reported negative computed tomography
(CT) scan for any hematoma on the initial traumatic evalua-
tion. However, he was later found to have an SDH on the
evaluation of new-onset lethargy and headaches.

Case Presentation

The patient is a 22-year-old man who was evaluated at an
outside hospital after a motor vehicle collision while intoxi-
cated and was found to have a ligamentous disruption in the

upper cervical spine region. He continued to be followed
closely at the outside hospital with increasing complaints of
headaches and sleepiness and was transferred to our institu-
tion with the discovery of increasing ventricular prominence
on serial imaging with concerns for hydrocephalus. Through-
out the hospitalization at the outside institution he was
neurologically intact. The patient otherwise is healthy and
does not take any medications.

On presentation to our institution, the patient continued
with complaints of headaches; however, he had symmetrical
5/5 strength bilaterally with no bulbar symptoms. Consider-
ing no changes in the characteristics of headaches associated
with increasing lethargy, a head CT and cervical spine mag-
netic resonance imaging were obtained that showedworsen-
ing of the ventriculomegaly with transependymal flow
associated with SDH not seen on the initial imaging modali-
ties (►Figs. 1 and 2, which was concerning for obstructive
hydrocephalus. In addition, the serial CT scans showed cister-
nal effacement (►Fig. 3), for which the patient was taken to
the operating room for evacuation of the SDH, along with
stabilization of the cervical spine with instrumentation.

Intraoperatively, once the dura was opened, a chronic-
appearing hematoma was encountered that was evacuated
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Abstract Traumatic subdural hematomas (SDHs) in the posterior fossa in conjunction with
cervical spinal hematomas are rare entities. In this case, we present a 22-year old
man who presented to our institution with ligamentous injury at the cervicomedullary
junction, associated with posterior fossa SDH not discovered initially, who on serial
computed tomography scans was found to have symptomatic obstructive hydrocepha-
lus and was successfully treated with SDH evacuation and stabilization of the cervico-
medullary junction with instrumentation.
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Fig. 1 Serial head computed tomography scans for the patient showing worsening and then improvement of the hydrocephalus postoperatively.
(A) On presentation. (B) Subdural hematoma (SDH) with ventriculomegaly. (C) SDH with worsening ventriculomegaly done preoperatively. (D)
Postoperative day 1. (E) Postoperative day 4. (F) Three months postoperative.

Fig. 2 Cervical spine magnetic resonance imaging showing ligamentous injury with subdural hematoma (SDH) and resolution of SDH
postoperatively. (A) On presentation, no signs of SDH. (B) On presentation of lethargy showing SDH and cord signal changes. (C) On presentation
of lethargy showing SDH and cord signal changes. (D) Three-months postoperative showing resolution of SDH.
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without difficulties. The dura was primarily closed, and the
patient was followed clinically with serial CT scans on post-
operative days 1 and 4, and at 3 months, which showed a
decrease in the cisternal effacement and also clinical
improvement in the patient’s headaches and lethargy
(►Figs. 1 and 3).

Discussion

Posterior fossa SDH represents a rare entity with diagnostic
and treatment challenges. In the reported literature, 1% of
SDHs are located in the posterior fossa.6 Direct trauma to the
occipital region has been repeatedly associated with hemor-
rhage in the posterior fossa whether it is subarachnoid,
subdural, or epidural in its characteristics.7 Mass lesions in
the posterior fossa have a 23% incidence of acute hydroceph-
alus. There have been reports of both conservative and
surgical management of these hematomas. However, most
neurosurgeons, in their small patient population reports,
have proposed early treatment of these lesions with hemato-
ma evacuation and decompression.

Various associated findings have been reported in patients
with posterior fossa hemorrhagic lesions. These include
diplopia, headaches, lethargy, nuchal rigidity, facial nerve
palsies, and locked-in syndrome.8–11 With mortality rates
of 50 to 71% reported, these symptoms warrant careful
evaluation and early imaging to rule out any intracranial
lesions.12 Particularly in patients with cervical spinal liga-

mentous disruption acting as a distracting lesion, signs and
symptoms concerning for intracranial pathology should be
followed closely.

Borzone et al reported that 60% of patients with a known
SDH in the posterior fossa clinically deteriorated within the
first 24 hours.13,14 It presents a clinical dilemma in our case
because an initial head CT did not show any intracranial
injury; however, considering ligamentous injury and mecha-
nism of injury, the delayed presentation of intracranial
hemorrhage was entertained based on clinical presentation.
The outcomes of a patient in a similar situation was stratified
in a case series based on the Glasgow Coma Scale (GCS).15,16

In patients with a GCS score > 8, outcome was favorable in
75% of cases. On the contrary, of the patients with a GCS
score < 8, 91.6% had poor outcomes. Based on these limited
studies, it is strongly recommended that patient with a
posterior fossa hematoma be considered for surgical evacua-
tion for the best functional outcome even in an agonal
condition.

Conclusion

Patients with a history of trauma with declining neurologic
status warrant close monitoring and imaging to evaluate for
intracranial lesions. In our case, the patient presented with
cervical spine injury but no intracranial injuries on initial
head CT. However, the patient developed hydrocephalus that
was successfully treated with posterior fossa decompression

Fig. 3 Computed tomography scans showing cisternal compression with temporal horn enlargement that is improved postoperatively. (A) On
presentation, no temporal horn enlargement. (B) On presentation of lethargy showing cisternal compression and temporal horn enlargement.
(C) Postoperative day 4 showing temporal horn enlargement with cisternal effacement. (D) Three months postoperative showing improvement of
temporal horn enlargement and cisternal effacement.
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and hematoma evacuation. Care should be taken in the
evaluation of patients with cranovertebral junction injuries
with declining arousal because it may indicate an intracranial
pathology. Posterior fossa symptomatic subdural hemor-
rhages are rare entities.17 If they are identified and treated
early, they have promising results with good functional out-
comes as we experienced in our particular case.
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