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Subarachnoid Haemorrhage



Definition

 The spontaneous discharge of blood into 

the subarachnoid space

 Distinct from intracerebral 

haemorrhage/subdural 

haemorrhage/subarachnoid haemorrhage



Not intracerebral











Aetiology

 Spontaneous/Traumatic

 Aneurysm - 80%

 Acquired

 Familial associations

 AVM – 5%

 No cause found – 15%















History

 “Like a blow to the back of the head”

 Warning headache/sentinel bleed

 Family history

 Smoking

 Hypertension



Clinical presentation

 Sudden onset worst ever headache

 Maximal intensity within seconds

 Nausea

 Vomiting

 Photophobia

 Neck stiffness

 Unconsciousness





Examination

May be normal

Altered consciousness

 Focal signs

 3rd nerve palsy

Hemiplegia

Ocular signs

 Terson’s syndrome





Investigations

Good history taking 

CT brain

Lumbar puncture

DSA











Lumbar puncture

 Results need careful interpretation

 Uniform bloodstaining

 Greater than 12 hours from ictus

 Xanthochromia

 Bilirubin on spectrophotometry



Cerebral Angiography

Used to identify structural cause for bleed 

in confirmed subarachnoid haemorrhage

 Invasive

Risk of stroke (<1%), arterial 

dissection/pseudoaneurysm

 CT angiography











Risks

 Raised intracranial pressure

 Rebleeding – approx 30% at one month

 Vasospasm

 Hydrocephalus

 Epilepsy



Treatment

Aims

• Prevent rebleeding

• Treat vasospasm



Rebleeding

Risk is greatest in first few days and 
gradually decreases

 Greatest risk of death:>50% mortality

 Prevent through operative intervention

 Options:Endovascular/Craniotomy



Endovascular Occlusion

 Trans arterial catheterisation of aneurysm

 Detachment of platinum coils

 Promote thrombosis/alter haemodynamics

 Better short term results than clipping







Surgical Treatment

 Used for 100 years

 Durable

 Significant morbidity and mortality >10%

Requires craniotomy and vascular 

dissection























Vasospasm

Constriction of cerebral 

arteries/arterioles/capillaries

 Decreased CBF

 Ischaemia/infarction

 May be reversible



Treatment

 Early aneurysm occlusion

 Nimodipine (Selective Calcium antagonist)

 IV Normal Saline

 Colloids

 Pravastatin

 “Triple-H”



Outcome

Related to:

Age

Conscious level 

Blood load

Overall:1/3 die, 1/3 disabled, 1/3 good 

recovery



Late effects

Epilepsy:Higher with midle cerebral 

aneurysm

 Hydrocephalus

May be temporary and treated with lumbar 

punctures

 If sustained needs Ventriculo-peritoneal 

shunt

 Electrolyte disturbance






