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Subarachnoid hemorrhage (SAH) is an emergency in neurology. As SAH
sometimes attacks without significant clinical manifestations, it may be misdi-
agnosed as other diseases. In this paper, a case of SAH with the first com-
plaint of otalgia was reported. Some related literatures were reviewed to
discuss its clinical characteristics, early diagnosis and treatment.
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Introduction

Subarachnoid hemorrhage (SAH) is an
emergency in neurology and it presents the
proceeding symptoms of sudden severe head-
ache, nausea, vomiting, and so on”. Howev-
er, seldom does SAH present otalgia as the
first complaint and symptom. In 1996, a pa-
tient of SAH complaining otalgia was diag-
nosed and treated in Miyoshi ENT Clinic. It
was reported as follow, and some literatures
were reviewed.

Case Report

A female patient of 53-year old, com-
plained left side otalgia and radical headache
around left ear for 3 days on September 4,
1996. No abnormal sign was found in
tympanic membrane. The acoustic imped-
ance test also showed no problem. When
waiting for further examinalion, she fell into
disturbance of consciousness suddenly.
Suspected of apoplectic seizure, she was send
to the Izumi Hospital for neurological

treatment.  Skull computer tomography
(CT) scanning suggested subarachnoid hem-
orrhage (Fig. 1), and dissecting aortic aneu-
rysm (Fig. 2) was showed by digital
subtraction angiography (DSA). Then the
patient received the neurosurgical treatment
there and recovered.

Discussion

SAH attacks in nearly every age according
to different etiology. The epidemiological
study showed that the incidence of SAH is

Figure 1 CT scanning showed subarachnoid hemor-
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Figure 2 Dissecting aortic aneurysm was detected by
DSA.

stable, at around 6 cases per 100,000 person-
vearsl. According to an investigation on
the incidence of SAH among 89,991 popula-
tions in Shimokita peninsula of Japan from
1989 to 1998, 198 cases were diagnosed as
SAH, and the age-adjusted annual incidence
of SAH was 21 per 100,000 person - years.
The age and sex distribution of the cases in-
dicated that the incidence became plateau
after age 45 in men while increased after age
45 and reached the peak after 75 in women.
Another study® showed that the mean age
of cases was 57 years (ranged from 16 to 94
vears), and 62% were female. Age-specific
rates showed a continuous upward trend
with age, although the shape and strength of
this association differed between the sexes.
Our case was a female of 53 years old, and
was just around the age susceptible to
aneurysmal SAH.

Generally, SAH occurs suddenly with the
symptoms of severe headache, nausea and
vomiting". Sometimes, emotion and over-
using strength are inducing reasons. Some
of the patients have the proceeding symp-
toms of headache, and central nerve paral-
ysia. Some fall into disturbance of conscious-
ness, even coma. In this patient, otalgia and
radical headache were the only signs of the
initial attack of SAH. And then the patient

fell into a severe status of consciousness dis-
turbance suddenly. This suggested that
SAH sometimes came latently without any
significant signs, which should be paid
enough attention to.

SAH seldom attacks with the first com-
plaint of otolgia. The possible mechanism
may be that the blood and its decompositive
products in subarachnoid cavity stimulate
the superior cervical root, and the irritative
symptoms of occiital and auricular nerve, as
the branch of cervical root, are caused then.

SAH is mainly (85%) caused by the
intracranial aortic aneurysm?. Deformation
and atheromatous sclerosis of brain vessel
are also the common etiology”. In our case,
SAH was caused by the dissecting aortic an-
eurysm.

Ruptured intracranial aortic aneurysm
causes not only SAH, but also subdural
hematoma (SDH) concurrently sometimes,
with an unfavorable prognosis and high
mortality in this occasion®. SDH also hap-
pens subsequent to SAH usually after 7-10
days®. Aortic atheromatous sclerosis, attack
of transient ischemic, Hunt-Hess grade I
and I and advanced age are risk factors.

As SAH sometimes attacks without signifi-
cant symptoms, it may be misdiagnosed as
common cold, vertigo, vessal-nerval head-
ache, transient ischemic attack (TTIA), ce-
rebaral infarction, cerebral hemorrhage, epi-
demic encephalitis, nerval pain of occipi-
talis and sciatic nerve, and so on. It was
also reported that 14.8% patients with aneu-
rysms were diagnosed with a significant de-
lay varying from 2 days to a few months®,
before definitive treatment. The delay in di-
agnosis of aneurysmal subarachnoid hemor-
rhage resulted in poor clinical grade and
influenced neurological outcome significantly.

The clinical symptoms differ a little be-
tween younger and elder. A group of 59



cases of SAH were delivered into elder group
(over 60-year old) and younger group
(under 60-year old) so as to compare the
clinical characteristics as summed up in
Table 17. As a result, it was suggested that
elder patients tended to present consciousness
disturbance, ~ with
meningeal irritation signs on the contrary,

lower headache and
and was easier to be misdiagnosed, with
more concurrent complication, recurrent ten-
The present
case seemed to match the characteristic to
some degree.

Early diagnosis helps to get favorable
prognosis. The diagnosis of untypical SAH
usually relates to age, amount of bleeding,
occasion of CT scanning and spinal punc-

dency and higher mortality.

ture®. CT could act as scanning test in
acute stage of SAH, while in subacute and
chronic stage, magnetic resonance imaging
(MRD) is helpful, which is less clear than
magnetic resonance angiography (MRA) and
DSA. Spiral CT angiography was useful in
the detection of cerebral aneurysms in pa-
tients with SAH-when angiography revealed
no diagnostic findings.
cating artery aneurysms are generally well
hidden in these types of SAH cases. A re-
peated angiography session was warranted in

Anterior communi-

patients with nonperimesencephalic SAH and
in those who initial angiography revealed no

49% W25

diagnostic findings, although a third session
was thought to be superfluous®.

For patients suspected of SAH but with
negative CT findings, the use of fluoroscopy
-guided lumbar puncture could reduce the
frequency of false-positive diagnoses of acute
SAH as well as the number of unnecessary
angiograms'®. .

It was also suggested that teaching pro-
grams focused on local physicians had a pro-
found impact on outcome at low cost, as
misdiagnosed warning episodes caused great-
er loss of lives and higher morbidity on a
population basis than delayed ischemic com-
plications from vasospasm in aneurysmal
SAH did!D.

A clinical study by Nakase e a/'¥ has
risk factors for
cranial aneurysm recurrence, namely, young
age and internal carotid (IC) -posterior com-
municating artery (PC) aneurysms with a
primitive-type PC. Furthermore, direct op-
eration for recurrent aneurysm is often em-
barrassing due to adhesion to the sur-
rounding tissue as a sequela of the previous

demonstrated two intra-

operation, hence understanding of the ana-
tomical correlation between the old clip and
the recurrent portion is important.
Treatment of residual or recurrent aneu-
rysms after surgical clipping is a challenge
and most surgeons prefer to avoid a second

Table 1 Comparison of clinical characteristics in patients with SAH between

younger and elder?

Ttems unger group (<60yr) | Elder group (260yr)
Chronic ocurance N 30.5%
Proceding discase 37.2% 64.1%
Headache 178% 13.6%
Consciousness disturbance 30.1% 83.0%
Complication 15.0% 30.0%
Misdiagnosis 159% 11.0%
Mortality [ s | .09

.
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surgical attempt. However, sometimes the

com-

endovascular approach would be helpful when
complete obliteration of the aneurysm cannot,
be achieved by surgical clipping'®.

Active management of SAH indicated fa-
Outcome prediction is
usually based on patient characteristics and
clinical and radiological findings.
clinical grading scales are imprecise, with

vorable prognosis.
Current
low interobserver reproducibility. Therefore,
outcome prediction remains inconsistent and
difficult, especially for patients with poor
clinical grade. Recently,
soluble intercellular
(sICAM-1) and apolipoprotein E genotype
were found related to poor outcome in pa-
tients with aneurismal SAHW: 1,

serum levels of

adhesion molecule - 1
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