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CLINICAL PRESENTATION

• 50 years old male was presented with complain of  
severe positional headache which was relieved by 
lying in a recumbent position since 20 days.

• P/H/O : Operated at L4-L5 level - laminectomy 2 
months ago.

• MRI Brain : Normal



MR LS spine

Right sided laminectomy is noted at L4-L5 
level with a loculated fluid collection at 
operative site. Mild edematous changes are 
noted involving right posterior para-spinal 
muscles at this level. 



MR MYELOGRAM

Right sided laminectomy defect at L5 level with loculated fluid collection at 
operative site. 



MR whole spine screen

Anteriorly displaced upper dorsal spinal cord with effacement of anterior subdural 
CSF space extending from D2 to D6 level. 
Extrathecal CSF prominence is noted in dorsal and upper lumbar region at posterior 
aspect with prominent epidural veins at posterior aspect in mid dorsal region 



Right sided laminectomy is noted at L4-L5 
level. 

Anteriorly displaced upper dorsal spinal 
cord with effacement of anterior subdural 
CSF space extending from D2 to D6 level. 

MR FINDINGS

Extrathecal CSF prominence is noted in 
dorsal and upper lumbar region at 
posterior aspect with prominent epidural 
veins at posterior aspect in mid dorsal 
region 

MR spinal findings raise 
possibility of spinal dural leak. 



SPINAL MRI Findings

• Distention of the spinal epidural veins

• Epidural fluid collection on fat-saturated T2-weighted 
images 

• Abnormal visualization of the nerve root sleeve 

MR FINDINGS in DURAL LEAK

BRAIN MRI Findings (Absent in our case )

• Diffuse pachymeningeal enhancement 

• Descent of the cerebellar tonsil 

• Brain stem sagging 

• Enlargement of the pituitary gland

• Subdural fluid collection 



Algorithm for imaging of spontaneous intracranial hypotension

American Journal of Roentgenology. 2010;195: 459-464. 10.2214/AJR.09.3289



CLINICAL SCENARIO

Persistent severe positional headache and severe 
radiating pain to cervical region.

Patient sent for CT MYELOGRAPHY  after a week



CT 
MYELOGRAPHY

Thin strip of extra-
thecal contrast is seen 

in the posterior 
epidural space along 
entire spinal  canal  
(better appreciated (better appreciated 

from D3 to L1-L2 
vertebral level)

Anteriorly displaced 
cord at upper dorsal 

level effacing anterior 
CSF space



CT MYELOGRAPHY

Focal extravasation of 
intrathecal contrast arising 
from a dural defect at the 

right laminectomy site with 
a loculated contrast 

collection in right 
paraspinal region at L4-L5 

level.



CT MYELOGRAPHY

Posterior epidural collection extending to 
the cervical region with posterior 

paraspinal extension in the nape of neck 
from C1-C2 interspinous region



CT MYELOGRAPHY FINDINGS

Findings confirm the possibility of spinal dural leak, from 
right laminectomy site at L4-L5 level with resultant right laminectomy site at L4-L5 level with resultant 

posterior epidural collection and paraspinal extravasation 
at the level of nape of neck



FOLLOW UP

Epidural blood patch performed 

Mild relief in complaints 
Cervical pain relieved 

Patient sent for CT MYELOGRAPHY  to check leak status



Persistent epidural CSF 
collection in dorsal region 

Resolution of posterior 
paraspinal contrast 

extension in the nape of 
neck from C1-C2 

interspinous region

collection in dorsal region 

Persistent dural defect and contrast extravasation



FOLLOW UP

SURGICAL REPAIR OF DURAL TEAR 

Patient symptoms have improved following dural
repair at the right laminectomy site



Epidemiology

Spontaneous intracranial hypotension is typically encountered in middle age (30-
50 years of age) and has a predilection for women (F:M, 2:1). 

Intracranial hypotension 

can broadly be divided into:
(1) primary: usually referred to as spontaneous intracranial hypotension
(2) secondary: iatrogenic (lumbar puncture or surgery), over-shunting due to 
diversion devices, or traumatic

50 years of age) and has a predilection for women (F:M, 2:1). 
Epidemiology of secondary intracranial hypotension is variable and matches that 
of the underlying cause.

Pathology

Intracranial hypotension most commonly results from a CSF leak somewhere along 
the neuraxis and leads to alterations in the equilibrium between the volumes of 
intracranial blood, CSF, and brain tissue (Monro-Kellie hypothesis). A decrease in 
CSF volume leads to compensatory dilatation of the vascular spaces, mostly the 
venous side due to its higher compliance.




