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The case of symptomatic cerebral vasospasm consistent with the area of subarachnoid blood

after the non-sever traumatic subarachnoid hemorrhage
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Abstract

Traumatic subarachnoid hemorrhage (tSAH) is known to occur in about 10% of cases of severe head trauma. We
report a case of non-severe and relatively localized tSAH with moderate head trauma treated conservatively, who
had symptomatic cerebral vasospasm. A 48-year-old man fell from the stairs and came to our hospital. He showed
impaired consciousness with a Glasgow Coma Scale score of 9 (eye-opening: 4 best verbal response: 1, and best
motor response: 4). Head computed tomography revealed SAH in the left Sylvian fissure. After the impairment of
consciousness improved, he was discharged. Wernicke's aphasia appeared the next day, and he was readmitted to our
hospital. Magnetic resonance image revealed vasospasm of the left middle cerebral artery with cerebral infarction on
the left genu of the internal capsule. After standard treatment in accordance with cerebral vasospasm caused by a
ruptured aneurysm, it disappeared, and he recovered without any neurological deficit. There are various theories of
the cause of cerebral vasospasm. In this case, the distribution of subarachnoid hemorrhage was consistent with the
site of vasospasm, and we considered that hematoma causing vasospasm. This case serves to remind this fairly rare
condition associated with patients with moderate head trauma.
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Fig. 1
: Axial non-contrast CT scan of the head

showing a left sylvian subarachnoid
hemorrhage.

: Axial non-contrast CT scan of the head

showing a left temporal subarachnoid
hemorrhage.

: Axial non-contrast CT scan of the

head showing no-subarachnoid
hemorrhage in basal cistern.
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Fig. 2

a, b: Axial DWI of non-contrast head MRI scan showing a high signal on genu
of internal capsular and insular cortex.

c: MRA of head reveal left MCA construction.

d: Digital subtraction (DS) angiograms (lateral and frontal view) showing left
M1 vasospasm.
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Fig. 3

a: Follow-up MRI of head: DWI showing no expansion of infarction area.
b: MRA showing resolution of M1 vasospasm.

Table 1 Summary of risk factor of posttraumatic vasospasm

Author Patient age Cause of head Injury GCS score at admission Risk factor
fever at admission>38.5C /low GCS

O’Brien 7.8t 49 motor vehicle (54%) 6.3+20 score = 8/high injury severity score/
Motor vehicle accident

Zubkov AY | range: 14-67 motor vehicle (81.1%) | 90.6%: <8, 9.4%: <g-13 | 1OW GCS score/thick laers of
subarachnoid blood>1mm

<
Oertel M range: 16-87 (mean: 35) | no data 7+4 'C%V GCS score/youg age<30years
i <

Shahlaie K range: 2-92 (mean:33.4) | motor vehicle (37.5%) |6 (median) smal.l cpntusmns( 1om)/fever at
admission
hyperthermia (core temperature during
the first 24 h of admission >38.5

. Coq. . o .

Liu S range: 21-51 motor vehicle (60.9%) |6 (median) C)/thrombocytopenia/abnoemal
Ptprothrombin time)

Armonda RA | average: 26.1 blast no data number of lobes injured/presence of
non-SAH hemorrahe
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