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ABSTRACT

Spinal subarachnoid hemorrhage is a rare condition that usually occurs because of secondary causes and idiopathic spontaneous
ones are extremely rare. We report a 56-year-old woman who presented with severe headache, neck pain and urinary retention.
Magnetic resonance imaging revealed subarachnoid hemorrhage that extended from T1 to lumbar vertebrae. She was treated
conservatively and symptoms were resolved within 1 month. An asymptomatic arachnoid cyst was observed on the follow-up
magnetic resonance imaging after 3 months with no neurologic deterioration. She was still stable clinically and radiologically at the
end of 19 months. Spinal subarachnoid hemorrhage is a surgical emergency, although in some cases a conservative approach may

be useful.
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B INTRODUCTION

pinal subarachnoid hemorrhage (SSH) is a rare condition
Sthat comprise 0.05-1.5% of all cases of subarachnoid

hemorrhage in the literature (7). SSH usually occurs be-
cause of secondary causes such as trauma, vascular lesions,
spinal cord tumors, coagulation abnormalities, lumbar punc-
ture and vasculitis (3,7). It can also occur spontaneously with
unknown pathogenesis which is extremely rare.

Spinal arachnoid cyst due to arachnoiditis after subarachnoid
hemorrhage (SAH) is also rare and usually presents as
deterioration of neurological condition after several weeks to
years from initial event (1).

In this report, we presented a rare case of idiopathic spinal
subarachnoid hemorrhage in a 56 year-old woman which de-
veloped and regressed spontaneously with residual arachnoid
cyst.

B CASE REPORT

A 56-year-old female patient with a previous history of
hypertension presented to another hospital with abrupt onset
severe back pain, headache and urinary retention. Initial brain
computerized tomography (CT) was unremarkable and she
received medical treatment for pain. Her back pain temporary
improved but difficulty in urination continued. She presented
to our neurology department 10 days from the onset of the
symptoms. At the first evaluation, neurological examination
was normal except for neck stiffness and globe vesicale.
Brain CT showed no abnormality. For further evaluation,
magnetic resonance imaging (MRI) of brain and spinal cord
revealed diffuse high signal intensity mass, both ventral
and dorsal to the spinal cord, on T1-weighted images from
T1 to L1 that was compatible with subacute subarachnoid
hemorrhage (Figure 1A,B). Spinal angiography was performed
and showed no vascular malformation. Also no coagulation
disorder or systemic vasculitis was detected with extensive
evaluation. We decided to follow up the patient conservatively
and pregabalin was started for her back pain. The patient’s
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symptoms recovered after conservative treatment except
bladder dysfunction and she was discharged with urinary
catheter after 7 days. She had no bladder or bowel dysfunction
and her pain had relieved when she admitted 1 month later
and follow-up MRI showed sequela hemorrhage between

(T R

Figure 2: Thoracic MRI (T1 and T2 weighted sagittal sequences). A) Sequel hemorrhage between T6-T9 especially anterior to the cord.

T6 and T9 especially anterior of the spinal cord (Figure 2A).
Follow-up MRI at the third month revealed cystic cavitation
in the anterior subarachnoid space of T3-4, T5-6 and T8-9
and she had no additional neurological symptom (Figure
2B). She did not complain about any clinical symptoms for 8

Figure 1: A) T1 weighted sagittal
sequences, B) T1 weighted axial
sequences. Thoracic MRI revealed
diffuse high signal intensity mass
extended from T1 to lumbar region
that was compatible with subacute
subarachnoid hemorrhage.
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B) Cystic cavitation in the anterior subarachnoid space of T3-4, T5-6 and T8-9 at the third month. C) Cystic expansion in the anterior
subarachnoid area at the level of T3-4, T5-6 and T8-9 and indentations to the cord at the 8 month and D) no further changes at the 19

month.
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months after initial diagnosis but MRI findings showed cystic
expansion in the anterior subarachnoid area at the level of T3-
4, T5-6 and T8-9 and indentations to the spinal cord (Figure
2C). The view of the spinal cord was irregular and atrophic and
after 19 months from initial examination. MRI and neurological
examination were stable (Figure 2D).

B DISCUSSION

Spontaneous SSH is an extremely rare condition and to the
best of our knowledge, there are less than 25 cases, including
ours in the literature (3,10). Secondary cases caused by
trauma, iatrogenic (lumbar puncture), vascular malformations,
spinal tumors, coagulation or hematological pathologies are
more frequent than spontaneous SSH (3). Our patient was
diagnosed with spinal spontaneous hemorrhage since no
radiological finding suggest vascular pathology or tumor and
she had no evidence of coagulopathy. Moreover, she had no
antecedent iatrogenic procedure. Domenicucci et al. collected
69 SSH cases between 1960-2003 and 12 of 69 (17.3%)
cases were classified as spontaneous because no correlation
was found with any of the causing factor (3). The underlying
mechanisms or the origin of the bleeding responsible for the
SSH have still not been established and presumed as the
causes of bleeding are rupture of the arteries and radicular
veins (3,7). Another suggested mechanism was the rupture of
the valveless radiculomedullary veins that cross the subdural
and subarachnoid space in case of a sudden increase of
intraabdominal or intrathoracic pressure such as coughing
(7,10).

SSH presents as severe back pain, headache, paraparesis,
sensory or sphincter disturbance depends on the level of
the lesion (2,10,13). Cerebral symptoms after SSH are com-
mon because of the migration of blood and it has been sug-
gested that approximately 80% of patients have concomitant
intracranial symptoms such as headache (70%) and mental
changes (22%) (13). Moreover, especially lesions involving the
upper cervical spine may present as intracranial subarachnoid
hemorrhage (5,14).

MRI plays an important role for diagnosis and follow-up the
extension of the hemorrhage and to detect the relationship
between the hemorrhage and the spinal cord (9). However
extra-arachnoid and subarachnoid spaces are so close that
sometimes the diagnosis cannot be confirmed (12). CT is also
useful, but not usually diagnostic in SSH (3,12). Also spinal
angiography is necessary to rule out the underlying vascular
disease (9). But in cases that emergency decompressive
surgery is necessary, spinal MRI may also give information
about probable vascular malformation (6,9).

SSH may cause spinal cord and nerve root compression and
usually is considered as a surgical emergency (3,6). Surgical
decompression is the main treatment in SSHs, but there
are also few case reports that were conservatively treated
(3,6,9,10). Komiyama et al. suggested that ventral type usually
has a benign course and shows no neurological deficits and
surgical decompression may be unnecessary for ventral SSHs
(9). However the location of the hemorrhage is not the only
factor in determining the treatment approaches. The decision
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for surgery depends generally on the neurological deficit of
the patient. In previous reports although the hemorrhage was
located rather than ventral subarachnoid space, patients
recovered without surgical decompression (6,11). Similar
to those cases, our patient has both ventral and dorsal
hemorrhage in the thoracic and lumbar spinal cord from T1 to
L1, followed up without surgery and recovered by conservative
management.

In follow-up period, in consecutive MRI of the spinal column,
we also observed cystic changes without any deterioration
in neurological examination. Arachnoid cyst development
after SAH is also rare, and most of the reported cases are
after cerebral SAH (1). Arachnoid cysts can be asymptomatic
or can cause neurological deterioration (4,12). Surgical
decompression and shunt placement are the most common
procedures in the treatment (1). But conservative management
is also recommended in some cases (4,8).

B CONCLUSION

Spinal subarachnoid hemorrhage is a rare lesion which is
difficult to diagnose. Although there has been spontaneous
recovery in several cases with conservative treatment or close
follow-up, it is potentially dangerous and may have disastrous
consequences, so SSH should always be considered in case
of sudden back pain associated with severe headache.
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