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Dear editor,
A 37-year-old female patient was admitted to the emergency 

department with complaints of a headache starting from the neck 
that increased while standing up, imbalance, nausea, and vomiting. 
The patient had a history of diabetes insipidus (DI) that developed 
after a pituitary adenoma surgery 10 years ago and a history of 
Cesarean section using combined spinal anesthesia 5 days before 
she was admitted to our clinic. Her neurological examination 
revealed severe positionally induced bi-frontal cephalgia and 
horizontal nystagmus. Cranial Magnetic Resonance Imaging 
(MRI) revealed a subdural hemorrhage extending from the frontal 
area to the occipital area, lateral ventricle diminution, diffused 
dural thickening, pontomesencephalic angle narrowing, and 
dural venous sinuses dilatation (Figure 1). Oral and intravenous 
analgesic treatment was first administered to the patient, but an 
adequate clinical response was not obtained due to her DI history, 
inability to balance urine output, and her hypovolemic state. Thus, 
oral and subcutaneous desmopressin treatment was administered 
to the patient due to continuous complaints. The patient had a 
spinal anesthesia history and MRI findings supported spontaneous 
intracranial hypotension (SIH), thus cerebrospinal fluid (CSF) was 
assumed to be leaking. CSF flow MRI and cisternography were 
performed, which detected a CSF leakage at the 4th-5th lumbar 
vertebral level (Figure 2). Epidural blood patch (EBP) treatment 
was given to the patient. The patient’s complaints decreased after 
the EBP treatment and she was discharged after the treatment was 

completed. In the follow-up cranial MRI of the patient performed 
one month later, it was observed that the findings related to SIH 
were almost completely resolved and that the subdural hematoma 
was resorbed.

Intracranial hypotension is a disorder that is characterized 
by postural headache resulting from CSF leakage and low CSF 
pressure due to a rupture in the arachnoid membrane and/or in the 
nerve roots exiting from the spine. It spontaneously occurs due to 
traumatic acquired causes such as lumbar puncture, head and spinal 
cord traumas, craniotomy, excessive CSF drainage due to shunts, or 
it occurs due to various metabolic causes such as hyponatremia, 
hypovolemia, dehydration, and hypernatremia (1,2). Typical MRI 
findings are dural thickening and contrast enhancement, subdural 
fluid accumulation (usually hygroma, rarely hematoma), drooping 
brain, optic chiasm flattening, dural venous sinuses enlargement, 
increased pituitary height, reduced ventricles, and increased 
brainstem anteroposterior diameter. Computed tomography, 
myelography, CSF flow MRI, and radionuclide cisternography 
were performed as the first step in SIH to detect CSF leakage in 
patients that are symptomatic and unresponsive to treatment (3). 
In such patients, EBP is one of the most commonly used invasive 
treatment methods today (3,4).

DI is a congenital or acquired disease in the spectrum diseases 
accompanied by polyuria and polydipsia. Pituitary surgeries are 
frequently among the acquired central causes of this disease, which 
develop due to central and nephrogenic causes (5). The patient, 
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who was receiving oral desmopressin therapy due to iatrogenic DI, 
was admitted to our clinic after her complaints became continuous. 
The patient’s complaints were evaluated as significant in terms 
of intracranial hypotension due to a similar pain pattern without 
analgesic response and due to a recent spinal anesthesia history. 
In patients whose urine output was not controlled with oral 
desmopressin during the follow-ups, subcutaneous desmopressin 
treatment was started, but a partial treatment response was 
achieved. The hypovolemic state caused by DI in our patient 
aggravated the SIH findings.

In conclusion, intracranial hypotension seen after spinal 
anesthesia is many times a clinical diagnosis of exclusion, and 
patients with comorbidities such as DI should be evaluated 
together with imaging methods in terms of differential diagnosis. 
We wanted to draw attention to this condition, which has an 
effective treatment today and can be fatal if it is not treated.
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Figure 1. Cranial magnetic resonance ımaging (MRI) axial images. 
(A) Subdural hemorrhage and diffuse dural thickening (white arrow) 
extending from the frontal area to the occipital area in T1W images. (B) 
Lateral ventricle diminution (black arrow) in T2W images. Cranial MRI 
sagittal images. (C) Pontomesencephalic angle narrowing in T2W images 
(white arrow). (D) Dural venous sinuses dilatation in T2W images (black 
arrow)

Figure 2. Spinal magnetic resonance ımaging, sagittal T2W images show 
cerebrospinal fluid leakage (white arrow) in the lumbar 4th-5th region, 
fluid collection in the extradural area, prominent venous structures, and 
hyperintensity (black arrow)


