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Spontaneous Intracranial Hypotension Complicated by Cerebral
Venous Thrombosis Relieved by Epidural Blood Patch
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Spontaneous intracranial hypotension (SIH) is characterized by orthostatic headache, diffuse dural thickening, and

enhancement in magnetic resonance imaging. Cerebral venous thrombosis (CVT) has been reported to be a rare

complication of STH. There is no consensus in anticoagulation treatment of CVT secondarily caused by SIH. We report a

female patient with SIH complicated by CVT and spontaneously regressed CVT not by anticoagulation but by epidural

blood patch.
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Figure 1. Initial brain MRI axial and coronal gadolinium-enhanced T1-weighted images show diffuse meningeal enhancement (A). Magnetic

resonance myelography shows CSF leakage in the T7-8 level, both dural sleeve (B, arrows). MRI; magnetic resonance imaging, CSF;

cerebrospinal fluid.
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Figure 2. Seven days after admission, brain MRI
GRE image shows low signal intensity in superior
sagittal sinus and right para sagittal cortical vein (A,
arrows). Brain MRI FLAIR image shows high signal
intensity in right parietal lobe sulci (B). Brain MRV
TOF of magnetic resonance venography shows high
signal intensity in the superior sagittal sinus,
suggesting cerebral venous thrombosis (C, arrow).
Maximal intensity projection shows no significant
flow change in the superior sagittal sinus (D). MRI;
magnetic resonance imaging, GRE; gradient-echo,
FLAIR; fluid attenuated inversion recovery, MRV;
magnetic resonance venography, TOF; time-of-
flight.

Figure 3. Three-month follow-up brain MRI shows no abnormal signal intensity in GRE (A) and FLAIR (B). Brain MRV TOF reveals no
thrombus in the superior sagittal sinus (C). MRI; magnetic resonance imaging, GRE; gradient-echo, FLAIR; fluid attenuated inversion recovery.

MRYV; magnetic resonance venography, TOF; time-of-flight.
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