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Spinal epidural hematoma 
after insertion of a thoracic 
epidural catheter in the 
absence of coagulation 
disorders – A call for raised 
awareness
Sir,
Thoracic epidural catheterization for postoperative 
analgesia is relatively a safe procedure with an extremely 
low incidence of neurological complications and the 
reported maximum risk was 0.07%.[1] Of the 4000 patient 
records analyzed in this study, no instance of spinal 
epidural hematoma (SEH) was encountered. There 
have been case reports of epidural hematoma seen ‘after 
removal’ of an epidural catheter. This complication is 
also exceptional and the estimated frequency was 1 out 
of 150,000 to 190,000 procedures.[2] In most of these cases, 
risk factors such as coagulopathy or anticoagulation 
treatment were present. In a patient who has undergone 
major surgery and does not have any risk factors like 
coagulation disorders or traumatic catheter insertions, 
a SEH is thus generally unexpected and could easily be 
diagnosed too late.

A 74-year-old male had undergone a major abdominal 
surgery under thoracic spinal epidural anesthesia. 
Thoracic edpidual catheter placement was uneventful 
and there was no trauma. The patient did not have any 
preoperative coagulopathy. A good analgesic regime 
through the catheter guaranteed the absence of any 
pain during intraoperative period and for a couple of 
hours postoperatively the patient did not wake up. It 
was only around five hours postoperatively, when he 
was alert a vigorous stimulus failed to evoke any pain 
or motor response in the lower limbs. This alerted the 

clinicians the suspicion of a complication. Neurological 
examination revealed complete paraplegia involving 
both pyramidal and all the sensory tracts. Magnetic 
resonance imaging (MRI) showed a large SEH extending 
from T4 to T7 causing massive cord compression 
[Figures 1 and 2]. Around 10 hours post catheter insertion 
surgical decompression was done. He regained the 
ability to walk with crutches. 

This case illustrates the necessity to treat SEH as 
an absolute emergency. The earlier one operates, 
preferably within 12 hours, the better will be the 
outcomes.[3] Pain, the most common presenting 
symptom of SEH, is usually absent in cases of epidural 
catheter analgesia related SEH. Thus in the given 
clinical setting, awareness and early diagnosis of SEH 
is of paramount importance to achieve good surgical 
outcomes. Patient cooperation in the clinical evaluation 
is also important. 

Figure 2: MRI – T2-weighted axial view cord compression by the 
extradural hematoma

Figure 1: MRI – T2-weighted sagittal view of the extradural hematoma 
extending from T4-T7
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Spontaneous cerebrospinal 
fluid rhinorrhea: A rare 
initial presentation of clival 
chordoma

Sir, 
Chordoma is a rare bony tumor that accounts for 
approximately 1% of intracranial tumors.[1] Headache 
and progressive cranial nerve palsies are characteristic 
presenting features of clival chordoma.[2] Spontaneous 
cerebrospinal fluid (CSF) rhinorrhea as the initial 
manifestation of clival chordoma is extremely rare.[1] 

A 47-year-old female was admitted for clear nasal 
discharge and intermittent headache of five months 
duration. Prone or head-down position with valsalva 
maneuver would lead to significant rhinorrhea. She 
denied any history of head trauma. Neurological 
examination was unremarkable. Computed tomography 
(CT) showed an osteolytic mass with cystic component 
in the clivus [Figure 1]. Magnetic resonance imaging 
(MRI) of the brain showed a cystic tumor measuring 
about 1 cm in diameter with fleck of calcification in the 
superior aspect of clivus. The mass was protruding into 
the posterior wall of the sphenoid sinus with destruction 
of adjacent dura resulting in a fistulous tract between 
the prepontine CSF space and sphenoid sinus [Figure 2]. 

She underwent endonasal trans-sphenoidal surgery 
for removal of the tumor and repair of the leakage. At 
operation, there was descent of the sella diaphragm 
and CSF leak was seen coming from the bony defect 
invaded by the tumor. The tumor origin was from 
upper part of the clivus. After removal of the tumor, 
the bony defect was packed with adipose tissue 
harvested from lower abdomen and fibrin glue. 
Pathological examinations of the excised lesion 
confirmed the diagnosis of chordoma. Postoperatively, 
she had relief of headache and there was no more CSF 
rhinnorhea.

Chordoma, a tumor arising from notochordal remnants, 
is a rare bony lesion, with a reported incidence of 0.2-0.5 
per 100,000 population.[3,4] It accounts for less than 0.5% of 
all skull-base tumors.[1] Of all the chordomas, skull-base 
chordomas account for 35%.[2] Clival chordoma is most 
common in the third and further decades and affects 

Figure 1: Bony window of computed tomography scan of the brain 
revealing a bony defect in the upper clivus and fluid accumulation in the 

sphenoid sinus 

Figure 2: Axial view of T1-weighted magnetic resonance imaging after 
gadolinium injection revealing a cystic tumor in the superior aspect of 

clivus with protruding into the posterior wall of the sphenoid sinus
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