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Epidemiology

• Prevalence in the adult population: 1-5%

• 2-5 % of all new strokes

• 75-80 % of cases related to ruptured intracranial 
aneurysms

• Estimated incidence: 

• more common in women than in men (2:1)

• peak incidence is in people 55 to 60 years old

• 1/ 10,000 people



Epidemiology

• 51% fatality rate

• 25% deaths after the event.

• 10% occurring before the patient receives medical 
attention

• 20 % of cases and carries a good prognosis











Associated conditions 

• Autosomal dominant polycystic kidney disease

• Fibromuscular dysplasia

• Marfan’s syndrome

• Ehlers–Danlos syndrome type IV

• Arteriovenous malformations of the brain



Cause of intracranial aneurysms 

• Little is known.

• Hypertension and smoking-induced vascular changes are 
thought to have a major role.



Localization



Types of Aneurysms

Saccular Fusiform Dissecting



Clinical Presentation and Diagnosis

• Acute onset of severe headache, often described by
patients as the “worst headache of my life”

• Many others present in a coma or with severe neurologic
compromise

• Nucal rigidity

• Focal neurologic deficit….poor.



Hunt-Hess Scale



Diagnosis

• Clinical suspect

• Computed tomography (CT) of the head without contrast

• Lumbar puncture is reserved for the approximately 5 percent of
patients in whom cranial CT reveals no abnormalities





Fisher Scale. CT



Clinical Presentation and Diagnosis

• The next step after making a definitive diagnosis of a
spontaneous subarachnoid hemorrhage:

to determine whether an aneurysm is the cause

• To do so, it is important to select the best imaging
method for a given patient.



Imaging Methods and Options

• The three methods of choice to identify or rule out an intracranial
aneurysm and to delineate the size and morphologic features of an
intracranial aneurysm:

• CT angiography (CTA) after a venous injection

• magnetic resonance angiography (MRA)

• angiography by direct intraarterial catheterization 
(catheter angiography)

• the last is still considered the benchmark









Acute Effects of Subarachnoid Hemorrhage



Acute Effects of Subarachnoid Hemorrhage

Rebleeding Vasospasm

Time

First 24 hours 4 to 14 days. Maximum 5º day





Acute Effects of Subarachnoid Hemorrhage

• Hydrocephalus develops in about 15 to 20 percent of 
patients who have an aneurysmal subarachnoid hemorrhage.
• Symptomatic hydrocephalus is usually treated with ventriculostomy

and drainage of cerebrospinal fluid. 

• Cerebral vasospasm, a major cause of morbidity and 
mortality, refers to the intracranial vasoconstriction that may 
occur between 3 and 12 days after a subarachnoid 
hemorrhage.
• The cause of vasospasm is unknown; even with maximal therapy, 

vasospasm can cause strokes and death.
• Transcranial Doppler ultrasonography is a useful noninvasive method to 

detect vasospasm.



Medical Therapy 



Medical Therapy for Vasospasm

• orally administered nimodipine (60 mg every four hours
for 21 days)
has been shown to improve the outcome after subarachnoid

hemorrhage

• clear increase in the transcranial Doppler velocities or in
whom new neurologic deficits develop
• triple-H (hypertension, hypervolemia, and hemodilution)

therapy.

• Is not current



Medical Therapy 



(Stroke. 2012;43:00-00.)



Treatment options

• There are four options for treating intracranial

aneurysms:

1. Observation

2. Craniotomy with clip ligation (clipping)

3. Endovascular occlusion with the use of  

detachable coils (coiling)

4. Radio neurosurgery (gamma knife)













Risk Factors for and Prevention of aSAH:
Recommendations

• 1. Treatment of high blood pressure with antihypertensive

medication is recommended to prevent ischemic stroke,

intracerebral hemorrhage, and cardiac, renal, and other end-

organ injury

• 2. Hypertension should be treated, and such treatment may reduce

the risk of aSAH

• 3. Tobacco use and alcohol misuse should be avoided to

reduce the risk of aSAH



Conclusions

• aSAH is a serious medical condition in which outcome
can be dramatically impacted by early, aggressive, expert
care.

• Very pitfall in diagnosis

• General physicians need to know about the diagnosis

• Cerebral aneurism is a principal aetiology

• Need to be sent to 3rd level. INNN




