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CASE REPORT

Warfarin induced subdural hematoma in an elderly
patient with aortic valve replacement: Case report

Jannat M', Dey SK?, Mannan MA®

Abstract:

Metabolic Patient with mechanical heart valves requiring lifelong anticoagulant with warfarin. The elderly population is at an

increased risk for major bleeding, possibly due to increased sensitivity to anticoagulation, multiple comorbidities, and polyphar-

macy. Elderly patients receiving antiplatelet along with anticoagulant therapy have an additional risk for bleeding. We report the

case of a 69 years old patient with mechanical heart valve who developed subdural hematoma that was likely precipitated by

concomitant use of both aspirin and warfarin.
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Introduction

Artificial non-organic prosthetic heart valves have now been
implanted in a large number of patients. Although the
operative mortality and morbidity have been dramatically
reduced, embolic events remain a severe complication.
Anticoagulant drug therapy can considerably reduce the
frequency of emboli in patients receiving prosthetic heart
valves but the therapy is often associated with hemorrhage.
Intracranial hemorrhage causes only 0.4-1.8% of all bleeding
complications of long-term anticoagulant therapy, but usually
results in serious disability or death."?

Intracranial hemorrhage is the most feared complication of
treatment with vitamin K antagonists. The incidence of this
hemorrhage is approximately 0.2% per year of treatment3.
Despite the underlying risk of a thromboembolic event in
patients requiring long-term prophylaxis, an intracranial
hemorrhage necessitates temporary discontinuation of a
vitamin K antagonist.

Mechanical heart valves are thrombogenic and require long-
term anticoagulant therapy. The incidence of prosthetic valve
thrombosis in patients not anticoagulated or taking anti-
platelet drugs is 1.8% per patient-year. The incidence of
embolism resulting in death, stroke, or peripheral ischemia
requiring surgery is 4% per patient-year and this is reduced
to 1.0% per-patient year with anticoagulant therapy.*
However, anticoagulation is associated with a high risk of

bleeding. In patients with mechanical valve on
anticoagulation the incidence of hemorrhagic complications
increase with international normalized ration (INR) > 4.8.°
The reported absolute risk of intracranial hemorrhage with
anticoagulation is 0.3% to 1.0% per year and the associated
mortality is about 60%.° The reported risk of subdural
hematoma (SDH) with anticoagulation is 4 to 15 fold.®’
Recognition of anticoagulant-related SDHs is crucial
because they are life threatening and amenable to therapy.
However there are no clear guidelines on emergency
treatment of anticoagulant-related SDH in patients with
mechanical heart valve.

Case report

A 69 year old hypertensive patient admitted with sudden
onset of moderate to severe headache, vomiting &
hematuria. Few hours later he became drowsy & disoriented.
His mentation was progressively deteriorating to such extent
that he became unconscious. He underwent aortic valve
replacement in 2011 along with CABG. Since then he was
on regular Warfarin with dose adjustment according to INR.
During the episode of illness he received warfarin 1.25 mg
daily along with 75 mg aspirin. He had no history of head
trauma or fall. He had one episode of gum bleeding 3
months prior to admission & INR was 3.2 otherwise his INR
ranged between 1.8 to 2.5 without major bleeding or
thrombosis.
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Figure 1: CT scan of head before operation showed large
acute on chronic subdural hematoma with mass effect and
midline shift

On examination his GCS was 6, pupil was reacting,
fundoscopy revealed bilateral papilloedema, and planter
response was extensor bilaterally. Vitals were still normal.
CT scan showed large acute on chronic subdural hematoma
with mass effect and obstructive hydrocephalus (Figure 1).
Admission INR was 3.23. Patient was then immediately
shifted to ICU and managed with Vitamin K injection with
fresh frozen plasma, oradexon and mannitol. After initial
resuscitation, evacuation of blood was done by burr hole
operation. Patient regained consciousness in 1st POD. Two
days later the patient was awake, alert and oriented with full
sensorimotor function in all extremities. CT of the brain
showed postsurgical changes and there was no midline shift
(Figure 2). Following improvement warfarin restarted on 7th
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Figure 2: CT scan after evacuation of blood showed im-
provement of mass effect and midline shift
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POD with 1.25 mg every alternate day. One day later he
again developed hematuria & INR was 1.7 and platelet count
was 70000. Then warfarin was stopped and patient
thoroughly investigated for any bleeding disorder or renal
disorder. After investigation he was diagnosed as
asymptomatic chronic liver disease. Warfarin again started
with low dose after 14 days. Patient was discharged

following improvement with no new symptoms or
hemorrhage.
Discussion
The exact incidence of anticoagulant-related SDH is

uncertain. Before the advent of CT, of the anticoagulant-
related intracranial hemorrhages, SDH was usually
considered more common than intracranial hemorrhage.?°
In recent studies ICHs constitute about 70%, while SDHs
compose the bulk of the remainder.®® '%'2 Approximately
20% are bilateral. SDH accounted for 50% of anticoagulant-
related intracranial hemorrhages in patients with mechanical
heart valves.'? Intensity of anticoagulation and advanced age
were the risk factors. The reported mortality of anticoagulant-
related SDH in recent series is between 13% and 20%.% '

The optimum timing of resumption of anticoagulation after
warfarin-related intracranial hemorrhage in patients with
indication for continued anticoagulation is uncertain. The
optimal timing for resumption of warfarin therapy appears to
be between 10 and 30 weeks after warfarin-related
intracranial hemorrhage.” Several of the authors and the
American Stroke Association suggest restarting
anticoagulation after a period of 7 to 14 days following
intracranial hemorrhage.™ A recent systematic review of
studies in patients with mechanical heart valves reached the
same conclusion based on only 2 recurrent hemorrhages
and 4 strokes."™ Seven experts expressed the opinion that
warfarin could be restarted in stable patients 3 to 10 days
after intracranial hemorrhage.'®

Reintroduction of anticoagulation should be based on the
balance between a patient’s thromboembolic risk and their
bleeding risk. When the risk is equal for both, use of
intravenous unfractionated heparin may be considered."”

Conclusion

Concomitant use of anticoagulant and antiplatelet medication
increased the risk of haemorrhage in our patient. The risk
may further added by underlying liver disease. Management
of these patient and reinstitution of anticoagulant is difficult.
Our patient had good recovery following craniotomy but
reinstitution of anticoagulant caused mild hematuria. Thus
careful monitoring and judicious use of anticoagulant is
highly recommended for patient with mechanical heart valve
with anticoagulant induced subdural hematoma.
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