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Acute Subdural Hematoma Mimicking Epidural Hematoma 
onCT 
J. Braun,1 B. Borovich,2 J. N. Guilburd,2 M. Zaaroor,2 M. Feinsod,2 and I. Grushkiewicz2 

The characteristic feature of acute subdural hematoma 
(ASDH) when located over the convexity is that of a hyper­
dense crescentic area that conforms to the underlying cere­
bral surface and extends over most of the subdural space. 
Epidural hematoma (EDH), on the other hand, adopts a bicon­
vex shape that is fundamentally focal in nature. During a 4V2-
year period two of 25 operatively proven cases of ASDH had 
a CT appearance of EDH. CT differential diagnosis is very 
difficult. The following cases are presented because, to our 
knowledge, this occurrence has not previously been recorded. 

Case Reports 

Case 1 

A 78-year-old woman with bone marrow failure fell and struck her 
head. Two hours later she lost consciousness. On arrival she was 

Fig. 1.-Case 1. Nonenhanced CT 
scans. A and B, Bilateral biconvex 
acute subdural hematomas without sig­
nificant anterior and posterior exten­
sion. Note small hypodense region in 
superior part of hematoma with fluid 
level. 
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comatose and manifested bilateral alternating purposeful and decer­
ebrate movements on painful stimuli. Blood studies showed hemo­
globin 6.5 g/dl, leukocytes 2300, granulocytes 18%, platelets 22,000, 
and normal prothrombin and partial thromboplastin time. By the time 
bone marrow aspiration and biopsy were done there was already an 
active erythropoiesis with normal myelopoiesis and megakaryocyte 
count. Skull radiographs were normal. CT scan showed bilateral 
biconvex extracerebral hematomas over the cerebral convexities. A 
clear interface divided the hematomas into an upper small hypodense 
zone and a lower large hyperdense zone (Fig. 1). After compensation 
of the patient's pancytopenia, the hematomas were evacuated. They 
were both ASDHs formed by blood clots and fluid and there was no 
capsule at all. The brain cortex showed scattered petechial hemor­
rhages. Postoperatively , the patient recovered neurologically and 
hematologically. The bone marrow failure was felt to be secondary 
to a previous viral infection because of the coincidence of recovery 
with dexamethasone treatment. Three weeks after surgery she was 
discharged. Unfortunately, she was lost to follow-up. 
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Case 2 

A 58-year-old woman with known metastatic breast cancer and 
bone marrow failure fell and struck her head. On arrival she was alert, 
aphasic, and exhibited a right hemiplegia. Blood studies showed 
hemoglobin 7.9 g/dl , leukocytes 3100, platelets 36,000, and normal 
prothrombin and partial thromboplastin time. Skull radiographs 
showed only multiple osteolytic lesions. CT scan revealed a left 
temporoparietal extracerebral biconvex focal hematoma. A clear in­
terface divided the hematoma into an upper hypodense zone and a 
lower hyperdense zone (Fig. 2). The hematoma was evacuated. It 
proved to be subdural, partly solid partly fluid, and with no capsule 
at all. There was fresh bleeding from cortical veins. Thereafter, her 
neurologic status improved but her general condition worsened. She 
died 7 days after surgery in a state of progressive irreversible respi­
ratory and cardiac insufficiency. Autopsy was not granted. 

Discussion 

The characteristic CT appearance of ASDH is that of a 
hyperdense crescentic lesion that extends over most of the 
subdural space. EDH, on the other hand, is lenticular, bicon­
vex, and much more focal in nature [1-7, 9-11]. During a 
4Y2-year period , two female patients involved in relatively mild 
head trauma and exhibiting pancytopenia were found to har­
bor ASDHs that mimicked the appearance of EDH on CT 
scan. The focal biconvex bleeding showed no significant 
anterior or posterior extension. The round inner border of the 
hematomas were hyperconvex and formed an angle of almost 
90° with the skull. ASDHs may sometimes have a convex 
internal margin but only in their central section and when the 
bleeding is exceedingly great [3]. As the periphery of the 
hematoma is approached, the margin becomes increasingly 
concave, regaining at the end its characteristic crescent 
shape. Subdural hematomas may also have a biconvex con­
figuration in the subacute or chronic phase due to formation 
of membranes around the clot. The reason for the biconvex 

Fig. 2-Case 2. Nonenhanced CT 
scans. A and B, Left large biconvex 
acute subdural hematomas. Margin of 
hematoma is almost perpendicular to 
skull wall. Note hypodense region in 
superior part of hematoma with fluid 
level. 

appearance in our cases is not clear and we were not able to 
find a similar picture in the literature. It could have resulted 
from blockage of the subdural space by adhesions subse­
quent to small previous asymptomatic bleeding secondary to 
the coagulopathy. This may have been associated with a loss 
of turgidity of the brain, due to the patients' poor general 
state of health, which allowed its indentation. 

Another interesting aspect was the heterogeneity of the 
hematomas. A low-density zone was seen superiorly sepa­
rated by a fluid level from an inferior hyperdense section. The 
operative findings discarded the possibility of rebleeding in a 
previously unknown homogeneous chronic subdural hema­
toma. This "sedimentation effect" [8] could possibly be related 
in the present cases to the coagulopathy; namely, blood 
sedimentation progressed more hastily than coagulation. This 
feature could perhaps be used for the differential diagnosis 
because it is clearly distinct from the swirl phenomenon seen 
in acute EDH type 1 reported by Zimmerman and Bilaniuk 
[12], which is the result of active bleeding. In this latter case 
the hypodense zone is more centrally located within the 
hematoma and has an irregular vortical aspect without fluid 
level. 
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