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 I n the early morning hours of June 10, 2009, a 77-year-
old man who had been undergoing chemotherapy 
for multiple myeloma took sleep medication. He 

then fell down a flight of stairs in his split-level home. 
The patient sustained a laceration to his scalp but 

returned to bed and waited until later that morning to 
call his internist for an appointment. Later that day, 
the physician placed 11 sutures for the scalp lacera-
tion and performed a neurologic examination; he did 
not note any abnormalities. The patient complained 
of back pain, so the physician ordered a back x-ray, 
which revealed a TI2 fracture that had occurred from 
the fall. No further treatment was provided for the 
scalp injury, except removal of the stitches about a 
week later. 

Six days after the fall and doctor visit, the patient’s 
condition began to deteriorate rapidly, with noted 
slurred speech and loss of consciousness. He was 
transported to an emergency department, where CT 
revealed a massive subdural hematoma. An immedi-
ate craniotomy was performed. However, on June 27, 
2009, the patient died as a result of the brain bleed. 

His estate filed suit against the physician and his 
practice, alleging medical malpractice and violations 
in the standard of care. The estate alleged that the 
standard of care required the physician to obtain a CT 
scan and that, had one been performed, it would have 
revealed a small subdural hematoma in time for it to 
have been successfully treated (ie, before the massive 
second related bleed). The estate’s theory of the case 
did not rest on the presentation of clinical symptoms. 
A medical expert who testified for the estate stated that 
the subdural hematoma began at the time of the fall. 

The defense denied any violations in the standard 
of care. The physician contended that the patient had 
presented with no symptoms other than a head lacer-
ation, and there were no criteria for ordering CT. Fur-
ther, the defense asserted that the patient was symp-

tom free for 6 days post-fall. According to the defense, 
the patient experienced a sudden arterial bleed that 
was not caused by the fall and would not have been 
revealed on CT ordered at the time of initial presenta-
tion, because it did not occur until 6 days later. 

VERDICT
After a 10-day trial and 25 minutes’ deliberation, the 
jury returned a defense verdict.

COMMENTARY
The 25-minute deliberation suggests that terms such 
as “bridging veins” and “shearing injury” were un-
likely bandied about in the jury room. The jury was 
likely dismissive of the plaintiff’s claim owing to his 
cancer diagnosis, and perhaps rightly so. But if we 
eliminate the multiple myeloma diagnosis, the jury 
might have decided differently. 

The defendant physician did a good job of docu-
menting a negative neurologic exam, which helped 
him convince the jury that the patient did not have any 
signs or symptoms when first evaluated. But in this 
patient, was imaging to rule out intracranial bleeding 
indicated?

As an oversimplification, we tend to think of intra-
cranial hemorrhage in 2 varieties: the insidious and 
the bold. Subdural hematomas are stealthy, they are 
sneaky, and they prey on the old. They step out of the 
shadows to cause symptoms. They are the ninjas of in-
tracranial hemorrhage. Beware.

Epidural hematomas and subarachnoid hemor-
rhage (SAH) are the opposite. They classically pres-
ent with a sudden and severe symptom complex: with 
epidural hematoma, the loss of consciousness, lucid 
interval, and final loss of consciousness; with SAH, 
the “worst in your life” thunder-clap headache, which 
may be heralded by a sentinel headache.1 When mani-
festing this way, they are brash, direct, and unsubtle 
to the point of being obnoxious—the Steven Stifler of 
intracranial bleeding. 

This generalization is made to highlight the poten-
tially sneaky nature of subdural hemorrhage. There 
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are circumstances in which the clini-
cal presentation of epidural hematoma 
and SAH will be more challenging. The 
question here is whether a negative ini-
tial neurologic exam can adequately 
screen for a potentially stealthy subdu-
ral hematoma. 

Subdural hemorrhage is caused 
by rapidly changing velocity that may 
stretch and tear small bridging veins.2,3 
Subdural hematoma is more common 
in the elderly, those who abuse alcohol, 
and those with a prior history of head 
trauma.4 As the brain shrinks with age 
or atrophy, the subdural space enlarg-
es and traversing veins are stretched 
to cover a wider distance—rendering 
them vulnerable to rupture.5 These 
structures may also weaken as a result 
of low cerebrospinal fluid (intracranial 
hypotension); as pressure decreases 
(eg, from a leak), the brain’s buoyancy is 
reduced, causing traction on anchoring 
and supporting structures (eg, bridg-
ing veins).5 Injury to bridging veins can 
even occur as a result of a coup-con-
trecoup mechanism in the absence of 
direct physical impact.6,7 Bottom line: 
the injury itself may be subtle, requir-
ing an index of suspicion to make the 
diagnosis.

The case patient was elderly. He had 
a chronic malignancy and sustained 
a fall down the stairs. He was taking 
sleeping pills, which may have slowed 
reflexive protective mechanisms after 
he started to fall (resulting in greater 
force imparted to his head). Multiple 
myeloma can predispose a patient to 
coagulopathy, and we don’t know in 
this case if this patient’s multiple my-
eloma made him more susceptible to 
bleeding—but it certainly didn’t help.8 
The patient’s age, the mechanism of in-
jury, and the history of malignancy made this a setup 
for hemorrhage. 

Interestingly, we are not given details about how 
the patient looked during his suture removal. We are 
told the time between the initial fall and deterioration 

was 6 days. Scalp sutures were removed “about a week 
later,” which was after the deterioration—so this can’t 
be correct. Removing scalp sutures after 5 days seems 
premature, but that is the only possibility if 6 days 
elapsed between the fall and the deterioration. 

TABLE  

Comparison of the Canadian CT Head Rule and the 
New Orleans Criteria

CANADIAN CT HEAD RULE NEW ORLEANS CRITERIA

Inclusion criteria

Glasgow Coma Scale (GCS)  
score 13-15

Minor head injury + any 1 of the 
following:

Age ≥ 16 y GCS score 15

No coagulopathy nor on 
anticoagulation

Age > 18 y

No obvious open skull fracture Blunt head trauma occurring 
within previous 24 h causing 
loss of consciousness, amnesia, 
or disorientation

Rule: Head CT not required if NONE of the following are present

Age ≥ 65 y Headache

Vomiting > 2x Vomiting

Suspected open or depressed 
skull fracture

Age > 60 y

Signs suggesting basal skull 
fracture: hemotympanum;  
racoon eyes; cerebrospinal fluid 
otorrhea or rhinorrhea; Battle’s 
sign (bruising around mastoid 
process)

Drug or alcohol intoxication

GCS score < 15 at 2 h  
post injury

Persistent anterograde amnesia 
(deficits in short-term memory)

Retrograde amnesia  
> 30 min

Visible trauma above the 
clavicles

Dangerous mechanism: 
Pedestrian struck by vehicle; 
ejection from motor vehicle; fall 
from elevation > 3 ft or 5 stairs

Seizure

Source: Stiell et al. JAMA. 2005.9
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In short, these are difficult cases. If intracranial 
bleeding can be subtle and delayed, how can we be 
sure a patient is not experiencing a bleed? We can only 
apply the relevant standard of care using all the clini-
cal information we have. The Canadian CT Head Rule 
and New Orleans Criteria are clinical tools designed 
to help providers determine when to image (see Table 
for details).9 

Applying the Canadian CT Head Rule to the facts 
of this case, we would image the patient because he 
fell down a “flight” of stairs (which is > 5 stairs) and he 
is 77 years old (older than 65). The New Orleans Cri-
teria require head CT for minor injury with any posi-
tive findings.9 Because the patient is older than 60, he 
would be scanned according this rule. 

In this case, the tools indicate scanning would have 
been appropriate. The patient’s multiple myeloma 
might have further impelled a decision to image. How-
ever, the jury was persuaded that the defendant’s nega-
tive neurologic exam was reasonable under the circum-
stances. This was likely made possible by the physician’s 
good recordkeeping and demonstrated genuine con-
cern for the patient’s well-being—as well as a differing 
viewpoint of the patient’s age and health status. 

Finally, a word about falls and the elderly: We’ve 
all heard the 80s advertising catchphrase (which lives 
on as a present-day meme) “I’ve fallen, and I can’t get 
up!” The problem is, many don’t. It would be more 
clinically accurate to say, “I’ve fallen, and I’ll be hos-
pitalized for an extended period of time, then trans-
ferred to a skilled nursing facility, but I won’t survive 
to discharge.” The reality is that falls kill, and the se-
verity is underestimated.10 If it were a “brain-eating 
amoeba,” the media would be all over it. With falls, not 
so much. We tend to pay less attention. 

Risk factors for a fall include postural hypotension; 
use of benzodiazepines or other sedative-hypnotic 

drugs; use of ≥ 4 medications; environmental hazards 
for tripping; impairment in balance and transfer skills; 
and gait impairment.11 Home setup also contributes—
loose throw rugs, uneven carpet edges, cracked side-
walks, clutter and furniture, cables and wires and 
cords, oh my. 

Do your older patients a favor by reinforcing fall 
risk. Instruct them to rise slowly from seated or re-
cumbent positions; always consider central nervous 
system sedation and/or the coordination-hampering 
properties of medications, particularly in combina-
tion. Raise the issue of home safety. A brief 10-second 
comment from you may plant a seed in a family mem-
ber’s head to do what you cannot: scan and make safe 
the patient’s living environment.                                       CR
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