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Immune thrombocytopenic purpura (ITP) is a syndrome that reduces platelet levels, and it is caused by the development of autoantibodies 
against thrombocytes. The ITP cases that present with subdural hematoma are rarely seen. It is necessary to start corticosteroid and 
intravenous immunoglobulin (IVIg) treatment early in the emergency cases, until a definite diagnosis is made. A 54-year-old female 
patient applied to the neurosurgery department with the complaint of dizziness that lasted for a week. The patient indicated that she 
had an upper respiratory tract infection a month ago. On her computed tomography examination, she was diagnosed with a large and 
septated subdural hematoma with different components of acute, subacuteand chronic bleeding with the ITP diagnosis. The patient 
had to undergo an urgent surgical procedure due to right hemiparesis and confusion caused by the finding of increased intracranial 
pressure. During pharmacotherapy for ITP, the patient was re-operated due to recurrent bleeding. The patient was discharged without 
any deficiency after the second operation. Thrombocytopenia cases are challenging with regard to surgical intervention. It is necessary 
to start corticosteroid treatment early in emergency cases, until the definite diagnosis is made. Corticosteroids inhibit the development of 
autoantibodies in the treatment of ITP but also increase the release of platelets from the vascular wall. Corticosteroid treatment together 
with IVIg treatment should be initiated, and in the case of an emergency surgical intervention, a thrombocyte replacement needs to be 
initiated immediately.
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INTRODUCTION
Immune thrombocytopenic purpura (ITP) is a syndrome that reduces platelet levels, and it is caused by the development 
of autoantibodies against thrombocytes. The ITP cases that present with subdural hematoma are rarely seen (1). It is nec-
essary to start corticosteroid and intravenous immunoglobulin (IVIg) treatment early in emergency cases, until a definite 
diagnosis is made (2, 3). In this paper, we aimed to present a wide septated subdural hematoma that occurred in a case 
diagnosed with ITP and an emergency surgical intervention.

CASE PRESENTATION
A 54-year-old female patient was admitted to the hospital complaining of dizziness that lasted for a week. The patient 
did not have any complaints of headache, vomiting, epileptic seizures, and neurological deficit; however, purpural rash 
was observed on the examination and was more prominent in the upper limbs. Frust hemiparesia was present on the right 
side on the neurological examination. Bilateral papillary edema was detected in the fundus oculi upon the ophthalmic 
examination. The patient indicated that she had an upper respiratory tract infection a month ago and that her blood test 
results were as follows: hemoglobin, 11.4; leucocytes, 8500; and the platelet value, 5000. The prothrombin time (PT) and 
activated partial thromboplastin time (aPTT) were determined, respectively, as 12 and 29. Liver and kidney function tests 
were within the normal limits. Splenomegaly was not detected upon an abdominal ultrasound examination. Serologic 
tests were negative. Peripheral smear was compatible with thrombocytopenia, and atypical cells were not detected. The 
ANA (hep2) and Coombs tests were negative. The patient did not mention any use of antiaggregants or anticoagulants.

The cranial magnetic resonance imaging (MRI) examination showed a subdural hematoma in the left fronto-parietal 
area, which was 6 cm thick in the largest part, was causing a 2-cm-thick midline shift, and also contained a large number 
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of septations (Figure 1). An underlying vascular pathology was 
not detected in the MR angiography. The patient was given in-
travenous methylprednisolone 1 g/day and IVIg (1 g/kg/day) as 
treatment. One day later, the number of platelets increased to 
11.000 in control blood tests. On the same day, the patient had to 
undergo an urgent surgical procedure due to right hemiparesis 
and confusion caused by the finding of increased intracranial 
pressure. The preoperative Glasgow coma scale was evaluated 
as 10/15.

The patient was operated with left fronto-parietal craniotomy, 
and subdural hematoma was evacuated. Levetiracetam treat-
ment was started as an antiepileptic treatment in the postop-
erative period. The platelet count was 18.000 on the first post-
operative day, and the corticosteroid treatment continued. The 
patient was re-operated upon the findings of increased intra-
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FIGURE 2. a, b. On the postoperative 3rd day computed tomogra-
phy (CT) scan, it can be seen that the bleeding occurred again in 
the operation area (a). On the MR examination 5 months after the 
operation, it can be seen that the subdural space was completely 
closed, and there were no pathologies that could lead to sponta-
neous bleeding (b)

a

b

FIGURE 1. a, b. In the magnetic resonance imaging (MRI) examina-
tion, a wide septated subdural hematoma with different compo-
nents can be seen (a) in the left fronto-parietal area, 6 cm thick in 
the largest part, causing a 2-cm-thick midline shift, and also contain-
ing a large number of septations (b)

a

b



cranial pressure, and hemorrhage was detected again in the 
same region on the computed tomography (CT) scan (Figure 
2a). During surgery, the acute subdural hematoma in the same 
region was evacuated. No additional neurological deficits were 
detected in the postoperative early period, except the right frust 
hemiparesis. On the fifth postoperative day, the patient’s plate-
let count was 23.000, and the patient was discharged without 
any neurological deficits 8 days after the second operation, 
because the cranial CT revealed that the blood in the subdural 
space was reabsorbed. Eight months after the operation, the 
MRI examinations revealed that the subdural space was com-
pletely closed and that there was no any other pathological for-
mation (Figure 2b). Informed consent form was obtained from 
the patient.

DISCUSSION
Immune thrombocytopenic purpura is a syndrome that reduc-
es platelet level sand it is caused by the development of auto-
antibodies against thrombocytes. Coagulation parameters are 
within the normal range. The most serious and life-threatening 
complication of ITP is intracranial hemorrhage (1). A reduced 
platelet count is a risk factor for the development of sponta-
neous intracranial hemorrhage, and in addition, minor traumas 
can lead to intracranial hemorrhages.

In the case of ITP, the PT and aPTT values are within the normal 
limits because there is no factor deficiency. Bleeding and coag-
ulation times are prolonged due to a low platelet count. There-
fore, there is no efficacy of plasma replacement when surgical 
intervention is to be applied to ITP cases.

For these cases, corticosteroid treatment is administered to stop 
the development of autoantibodies (2). Sole thrombocyte re-
placement is not curable because the autoantibody presence 
persists. A continued autoantibodies presence leads to the 
destruction of replaced platelets. Therefore, corticosteroid and 
IVIg treatment is applied to prevent the autoantibody develop-
ment during the treatment (2). Corticosteroids are the first drug 
of choice in the treatment; however, if the use of corticosteroids 
is contraindicated and if an emergency intervention is needed, 
IVIg is preferred. However, the efficacy of the IVIg treatment is 
temporary and lasts for 2-4 weeks (3).

Subdural hematomas are the most commonly seen intracranial 
hemorrhages; however, subdural hematoma cases caused by 
ITP are rarely seen. A low platelet level is a risk factor for the 
subdural hematoma formation, but it is not associated with an 
increase in the hematoma size (1). It is thought that the hemato-
ma volume increases due to the fibrinolytic activity in hemato-
mas that are larger in volume and that were early asymptomat-
ic and were detected in the chronic phase.

Septated subdural hematomas are rarely seen. The presence 
of a large number of septations and the presence of acute, sub-

acute, and chronic components of the hematoma at the same 
time suggest that the bleeding repeated many times at different 
times. Due to the presence of numerous septations, the craniot-
omy method was preferred during surgery.

Timing of the surgical treatment is vital in ITP cases. The platelet 
count needs to be at the acceptable levels as much as possible 
in surgical timing. In these cases, the number of platelets lower 
than 20,000 is a treatment indication (1). The main goal of treat-
ment in adult ITP is to achieve a safe number of platelets, and 
not to completely normalize the platelet value.

A thrombocyte replacement solely may not be enough in cases 
that need an emergency surgical intervention. The main under-
lying pathology is the presence of autoantibodies, and throm-
bocyte replacement is not enough alone to increase the platelet 
count due to the presence of autoantibodies (1). For this reason, 
a platelet replacement together with IVIg and corticosteroid 
treatments should be performed (1).

Thrombocytopenia cases are challenging for surgical interven-
tion. It is necessary to start the corticosteroid treatment early 
in the emergency cases until definite diagnosis is made. Cor-
ticosteroids inhibit the development of autoantibodies in the 
treatment of ITP, but also increase the release of platelets from 
the vascular wall. Corticosteroid treatment together with IVIg 
treatment should be initiated, and in emergency surgical inter-
ventions, thrombocyte replacement needs to be initiated imme-
diately.
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