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 Case At A Glance
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INTRACRANIAL HYPOTENSION SECONDARY TO A CEREBROSPINAL FLUID LEAK
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volume of brain matter, CSF, and intracranial blood 
as a necessary constant (1). In consideration of the 
intracranial space as a fixed volume, loss of CSF 
volume is met by compensating increases of subdural 
venous collections and intravascular venous blood. 
In the images presented, T1 weighted computed 
tomography (CT) demonstrates profound circum-
ferential dural enhancement secondary to venous 
engorgement. Furthermore, FLAIR axial CT imaging 
captures subdural fluid collections secondary to trans-
venous hydrostatic pressure (Fig 1). While diagnosis 
continues to be difficult and largely based on clinical 
findings of postural headache symptoms, qualitative 
signs apparent on MRI such as dural enhancement, 
venous engorgement, and subdural fluid collections 
may offer improved accuracy in the diagnosis of in-
tracranial hypotension (2). In patients nonresponsive 
to initial noninvasive treatments, symptomatic relief of 
headaches secondary to intracranial hypotension as 
a result of CSF leak may conventionally be achieved 
by epidural blood patch though efficacy and safety is 
remains to be investigated (3).

Spontaneous intracranial hypotension secondary to 
cerebrospinal fluid (CSF) leak is an important cause 
of severe headaches that are often refractory to 
conservative management. Many of the characteristic 
findings of intracranial hypotension can be explained 
by the Monro-Kellie hypothesis which defines the 

Cranial computed tomography (CT) imaging of a patient with spontaneous hypovolemic intracranial hypotension. 
Fig 1: Coronal (a) and axial (b) T1 contrast enhanced CT images demonstrating diffuse circumferential dural enhancement 
secondary to venous engorgement. Axial FLAIR coronal CT image (c) demonstrating acute subdural fluid collections.
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