Subarachnoid Hemorrhage

- Ant circulation : 2ICA, 2MCA,2RCA. Post circulation: 2PCA,2VA , basilar

- Traumatic or Spontaneous : what we will talk about... aneurysms, AVM, Tumor, Infx,
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1) Intracranial Aneurysms st @ otebid
F:M 3:2 .. peak of rupture 5-10 yrs ..... can be congenital or acquired / atherosclerosis, hemodynamic.S, HTN

- Risk factors: smoking, alcohol consumption ....The rate of rupture is directly related to the size of the aneurysm
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- called secular and congenital. — infx/ bacterial endocarditis
- range in size .. if >2.5cm calléd giant aneurysms. — which will weak. the wall 2l
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Mass effect, no rupture, ophthalmic arte‘yh—J U —commonly in Rt MCA Jpenphetd s
+ retro-orbital pain. (/ / —strep/staphylococci
- due to atherosclerotic. -in bullet injury... weak wall
- PC mainly basilar artery. -in ICA >> within cavernous sinus
- No rupture, sends emboli through thrombi/ dissection. If rupture >> No SAH,
Carotid cavernous fistula
Bradycatdie, Lyperlesion
GJHistory Hewws paregss & Avisoeolia
- Atbifurcation >> weaks vs + stress due to blood flow
- Risk Factors: HTN, OCP,Smoking, Atherosclerosis, Pregnancy, Vigorous exercise
- Thelarger/+ Proximal .. aneurysm more likely to rupture
- Presentation:
a) Headache b) LOC. ¢) meningism. d) seizure. e) mass effect f) NDs
> <P Rlood will ke M"D'b 3 orible , d uilke I 1
. sudden onsdk 1P ol E‘.J v - {360 ‘m‘ o if sspcioled i . w? —> due 1o the
- Sopfinel Heodoehe 4 Qp Vet g H" ™ hemeloma 0T~ Motz
MWP\G + edema Lo Icchen
@ . QS-I' 6? kel Jco M"JWM ﬁoh] wana_-}ﬁvbr o Mc, > Jro D k
Lot Myl ¥t foome UogoGAN

g) Visual Manifestation _ Yo thecd
- papilledems « ekl Prwal’ ischemiq <cialica , L-&P

- 6" N g



GJDiagnosis >> 1- clinical suspicion!! A <
eofl == 1) ¢l
2- Non contrast CT —>Blood in sulci& cisterns =2~ Seen until ~72 hrs / 3days w}racut—’of"nl )
3- LP = Show blood, xanthochromic => Seen until 14 days == Use 3 / 4 tubes
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gJclinical grading of SAH

- To detect survival + waydf management

The Hunt and Hess Grading System O1CK g‘rléﬁtctwb [he WFNS Grading System aJ U&"); O/k{}jc!-'wc
’

Asymptomatic or minimal headache and slight nuchal GCS MOTOR
Grade 1 o4
rigidity 1 ]
Grade 2 Moderate to severe headache; neck stiffiiess; no 4 Grade 1 15 | Nomotor deficits
neurologic deficit except cranial nerve palsy t 2 conh) 13-14 | Without deficit
Grade 3 Drowsy; minimal neurologic deficit : : :
y 8 Grade 3 13-14 | With focal neurological deficit
Grade 4 Stuporous; moderate to severe hemiparesis; possibly ' ' )
carly decerebrate rigidity and vegetative disturbances Grade 4 7-12 | With or without deficit
Grade 5 Deep coma; decerebrate rigidity; moribund 2 Grade 5 J 3-6 With or without deficit
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Grade 1 No subarachnoid (SAH) or intraventricular ~
i hemorrhage (IVH) detected ~3 Mom ot (le kme SN
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Localized clots and/or layers of blood =1 mm in N (J‘M? . %o Br‘
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Grade 4 Diffuse or no SAH. ICH or IVH present %-\AW
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& Management

Stabilization of pt >> manage ICP >> prevent Complication >> find the source >> prepare surgery > TX
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&2 Complications:

Rebleeding Vasospasm. Hydrocephalus
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- result in both intracerebral hemorrhage and SAH. - NS¢, Lot 63’ - mconbnene
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- Small AVMs (< 2.5 cm) rupture more frequently than large AVMs (> 5 cm) } wﬂ#’d"’ od.
- AVM tends to rupture less frequently than aneurysms T

Presentation :

SAH / by the smaller lesions.

Seizures / by the larger lesions.

Recurrent headaches / 30%.

Neurological deficits due to ischemia or pressure / 20%
- AVM are treated by excision, or embolization or radiotherapy by the Gamma Knife or a

combination of any depending on grading system



