
surgical drainage. Any delay between the onset of
symptoms and orbital decompression can have a
marked effect on functional recovery. It has been
stated that if decompression is carried out within
2 h of the onset of symptoms it is likely to be
successful in avoiding permanent damage [9].

Emergency lateral canthotomy with inferior can-
tholysis has been recommended as first-line treatment
to reduce intraorbital and intraocular pressure while
waiting for a CT scan and definitive surgery. It is a safe
and often effective procedure to be performed even
without any anaesthesia on a patient entering the
emergency room with clinical suspicion of a retro-
bulbar haemorrhage [10]. Our patient was agitated,
vomiting and ready to go to the operating theatre
with a CT scan showing a major localized haemor-
rhage needing to be evacuated. Therefore no time was
lost with a lateral canthotomy.

Clinical diagnosis is based on a painful proptosis
with or without visual deficit or loss of pupil reflex
and nausea and vomiting. These symptoms are
partially generated due to the rising intraocular
pressure, which is ‘acute glaucoma’ due to the
impossibility that liquid can leave the front cham-
ber of the eye. An emergency multi-slice CT scan is
a fundamental diagnostic aid.

The fundamental error that could have occurred
in this case would have been to non-specifically
treat pain with opioids and nausea and vomiting by
central acting drugs such as serotonin antagonists,
droperidol or dexamethasone. Symptoms would
have been attenuated but the patient might have
definitely have lost his vision on this eye.

In conclusion, retrobulbar haematoma is a rare
but severe complication of surgery for orbital frac-
tures, with potentially devastating consequences
such as loss of vision. Being aware of this potential
complication and a rapid CT scan may prevent grave
sequelae as well as the search of surgical complica-
tions in the immediate postoperative period.
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Is post partum headache after epidural anaesthesia always innocent?

doi:10.1017/S0265021508003980

EDITOR:
Parturients with headache, who have received
regional anaesthesia for labour, are usually treated

for post-dural puncture headache (PDPH) [1–3].
Dural sinus thrombosis (DST) is a rare but poten-
tially fatal condition, which may be encountered
during pregnancy or puerperium and may be asso-
ciated with obesity, hypercoagulable states, usage of
some drugs, central nervous system infections,
neighbouring infections or cancers. The similarity
of symptoms between DST and PDPH makes
diagnosis difficult. DST has a wide spectrum of
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non-specific symptoms with headache often being
the dominant symptom. We present a case of a
parturient with headache after a history of a dural
tap. The rationale for reporting this case is that
DST is unusual but potentially fatal and there is
little experience with the challenging situation
whereby DST can be present either in isolation or
concomitant with PDPH. It may therefore be
mistreated as PDPH. This case should serve to
highlight both the potential problems with diag-
nosis and the options for treatment and may pave
the way for more detailed studies.

Case report

A 35-yr-old gravida 3 para 2 woman was admitted
to hospital in active labour at 38 weeks gestation.
She had previously undergone two caesarean sec-
tions under general anaesthesia and had no history
of neurologic, haemotologic or other disorders and
was taking no medication. There was no problem
with her physical examination and laboratory
findings. A 17-G Tuohy needle was introduced
at the L4–5 level to perform epidural analgesia.
Accidental dural puncture occurred and the needle
was re-introduced at the L3–4 level without any
problem. Epidural analgesia was performed and the
intraoperative course was uneventful. The catheter
was removed 24 h after the operation. The patient
was discharged at 48 h. On the fourth postoperative
day, the patient was re-admitted to the hospital
with nausea, vomiting and a bi-frontal headache
that was extending to the back of the neck and
was aggravated by sitting. When questioned she
reported a moderate-degree headache at the time of
discharge but she had not mentioned this at the
time. Because of the history of a dural tap and the
pattern of the headache, a diagnosis of PDPH was
made. Bed rest, increased oral fluid intake and
analgesia were recommended. On the sixth post-
operative day, she was admitted once again with a
severe headache, and an epidural blood patch (EBP)
was performed. Immediately after performing the
blood patch the patient’s headache diminished. The
following day, the patient was brought to the hos-
pital with loss of consciousness and was assessed by
a neurosurgeon. She was lethargic and dysarthric.
There was no papilloedema or other neurological
deficit. Cranial computed tomography (CT) did not
show any abnormality and therefore a magnetic
resonance (MR) scan and MR venography were
performed. The MR scan showed a possible superior
sagittal sinus thrombosis. MR venography con-
firmed that the thrombosis was situated within the
superior sagittal, the left transverse and the sigmoid
sinuses (Fig. 1). The patient was admitted and

prescribed an antiepileptic drug plus heparin.
Heparin was administered for 6 days and thereafter
coumadin treatment was initiated. Except for a small
decrease in protein C level (59%; normal range
70–140%) and an increase in D-dimer level
(574 mg L21; normal range 50–250 mg L21), labora-
tory findings were normal. The patient’s headache
resolved completely on the 6th day of receiving
anticoagulation (post partum day 13), and the patient
was discharged. Over a 2-month follow-up period, no
neurologic sequelae were found, and a subsequent MR
venography revealed recanalization of the thrombosed
vessels.

Discussion

PDPH is characterized by frontal or occipital
headache aggravated by sitting and is often associated
with nausea and vomiting. It usually starts within
48 h of dural puncture and is attributed to the leakage
of cerebrospinal fluid (CSF) through the dural rent. In
most cases it can be successfully treated conservatively
and generally limits itself to a few days although in
some cases an EBP is needed [4].

DST has a variety of clinical symptoms and signs
that range from solely a headache to severe coma
[1–3,5,6]. The clinical presentation is closely asso-
ciated with the location and extent of the throm-
bosis. During labour, maternal pushing and
fluctuations of intracranial pressure may damage the
vessel endothelium, thereby increasing the like-
lihood of a thrombotic event. Puerperal changes

Figure 1.
Sagittal T1-weighted MR venography demonstrating the lack of
normal blood flow in the superior sagittal (single arrows), the left
transverse (double arrow) and the sigmoid (triple arrow) sinuses.
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leading to a hypercoagulable state also increases the
risk of DST. Furthermore, a traumatic injury to the
dura mater while performing regional anaesthesia
may cause a CSF leak leading to intracranial hypo-
tension. This can eventually result in venous dila-
tation and stasis, which increases the risk of DST
[2,3]. Hereditary factors, such as protein C or S
deficiency, may predispose to thrombosis develop-
ment and may be responsible for its formation. The
results of the International Study on Cerebral Vein
and Dural Sinus Thrombosis (ISCVT), a multi-
centre prospective cohort of 624 patients, indicated
that 44% of patients with cerebral vein thrombosis
have more than one risk factor for intracranial
thrombosis. Therefore, the identification of one risk
factor should not prohibit the search for additional
risk factors [7].

The patient presented here had the symptoms of
positional headache, nausea and vomiting. Despite
the history of a dural tap and the pattern of head-
ache, the late onset of her symptoms made a diag-
nosis of PDPH less likely. When she was questioned
in detail, however, it was discovered that she had
been experiencing a moderate-degree headache at
discharge; the intensity of her complaint has gra-
dually increased over time. The clinical diagnosis of
PDPH therefore seemed reasonable. Conservative
treatment failed and a blood patch was performed
resulting in partial pain relief.

Lockhart and Baysinger [3] summarized the
results of 21 cases with DST based on a literature
review. Most of the cases (16/21) were post partum
patients and the remainder had undergone diag-
nostic procedures such as lumbar puncture or
lumbar myelography. In most of the cases, headache
had a variable severity at onset but the pattern of
the pain changed to a non-positional, permanent
manner over the course of time. It is possible that
the headache that occurred in our case was initially
PDPH but continuing CSF leakage and intracranial
hypotension led to venous dilatation and stasis
and this, combined with the patient’s protein C
deficiency and hypercoagulable state, resulted in
DST. This could explain both why the headache
gained intensity and a permanent pattern over time
and why the pain relief after EBP was partial
and thereafter gradually attenuated. Twenty-four
hours after receiving the EBP, the patient lost
consciousness at home, probably occurring in asso-
ciation with a seizure. Cranial CT is usually the first
imaging technique used in such presentations, but
it is helpful in only 25–30% of the cases [3,8]. In
our case, the CT imaging was normal, and MR
venography was the only investigation able to
identify the thromboses. These findings were com-
patible with the clinical presentation. In the case of

the occlusion of the sagittal sinus, occurrence of
motor deficits and seizures are typical, while
patients with left transverse sinus thrombosis
usually have speech problems. D-dimer levels are
usually increased and accordingly, a low value may
help the physician to exclude diagnosis, although a
negative value does not completely rule out
thrombosis [8].

Any treatment modality selected must include
the use of parenteral anticoagulants such as intra-
venous heparin or subcutaneous low-molecular-
weight heparin. Heparin treatment should not be
withdrawn until remission of the acute phase of the
disease has occurred, i.e. normal consciousness, or
until the severity of headache has begun to fall.
Oral anticoagulation therapy may be ceased after
3 months in low-risk patients. If there are additional
risk factors, it is reasonable to continue the treat-
ment for 6 or 12 months.

PDPH and DST may both occur in the early post
partum period, and the similarity of the symptoms
can cause a delay in diagnosis, misdiagnosis or even
mistreatment. The differential diagnosis of a post
partum headache must include DST if features of the
headache change and if EBP does not provide
complete pain relief, particularly in the presence of
additional risk factors and findings supporting the
presence of intracranial pathology. It must be kept
in mind that the CT scan is positive in only one-
third of cases. Anticoagulant therapy must be
commenced immediately after DST diagnosis has
been confirmed.
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