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(7 Abstract— A case of interhemispheric sub-
dural hematoma (ISH) following closed head in-
jury is reported. Our patient had seizures and
mental status changes. Cranial computed tomog-
raphy (CT) demonstrated areas of increased
density along the right side of the falx cerebri
and over the right leaf of the tentorium cerebelli.
Conservative treatment was chosen and the pa-
tient recovered. Ten other patients with ISH
were compared with ours. Head injury is the
leading cause of ISH. Most patients display con-
fusion, lethargy, or a “falx syndrome,” with a
delayed interval of prominent neurological def-
icits from the time of injury until presentation.
Although patients with ISH can be successfully
treated by medical management, surgical inter-
vention may be required.

(1 Keywords — hematoma; falx; trauma;
arteriography; craniotomy

Introduction

Interhemispheric subdural hematoma (ISH)
is often seen in child abuse cases where the
child was given a severe shaking.'* How-
ever, ISH is rare among adults. ISH is usu-
ally of traumatic origin and has character-
istic clinical features.*> Mental status changes
appear several hours to days after the trau-
ma; however, rapid deterioration without
warning can occur.* Before computed to-
mography (CT) patients who had a contra-

lateral leg weakness or crural hemiparesis
were labeled as having a “falx syndrome.”
The differential diagnosis of this neurolog-
ical finding encompasses anterior cerebral
artery territory infarctions, anterior com-
municating artery aneurysms with subarach-
noid hemorrhage, and an ISH.

On unenhanced CT scans, ISH is char-
acterized by a crescentric hyperdensity with
flat medial and convex lateral borders. Fre-
quently the hematoma extends along the
tentorium cerebelli.®* These abnormalities
on the CT scan may be confusing and lead
to failure to diagnose a potentially treatable
condition. We present a case with the typ-
ical ISH findings on CT scans who was suc-
cessfully managed medically.

Case Report

A 66-year-old man with a history of chron-
ic alcohol abuse was transferred to the lowa
City Veterans Administration Hospital with
facial lacerations, seizures, and disorienta-
tion. Earlier in the day he fell and sustained
a head injury. Several hours later, he had
two generalized seizures.

General physical examination showed no
abnormalities. Neurological examination
disclosed temporal disorientation, retro-
grade amnesia, and an unsteady, wide-based
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Figure 1. A: Initial CT scan shows areas of increased density along the right side of the falx cerebri
(arrows). B: Partial resolution of these areas two days later.

gait. He did not have unilateral or bilateral
leg paresis. Findings from routine labora-
tory tests were normal. A CT scan demon-
strated a high-density lesion along the right
side of the falx cerebri extending over the
right tentorium cerebelli, consistent with an
ISH (Figures 1 and 2). The EEG was nor-
mal. Because of his stable neurological con-
dition, conservative management was elect-
ed. He was treated with phenytoin 100 mg
three times daily, thiamine 100 mg/d and
folate 1 mg/d. The patient’s mental status
and gait improved. A second CT scan seven
days later showed resolution of the right in-
terhemispheric and tentorium cerebelli sub-
dural hematoma (Figure 3).

Discussion

To determine the clinical presentation and
possible therapeutic alternatives, we reviewed
ten previously reported cases of ISH that
had CT verification and adequate clinical
notable information. We included our case
and outlined the data in Table 1. Nine of
the 11 patients had a history of head in-
jury.>#7-! The remaining two patients had
spontaneous ISH, one caused by a bleeding

diathesis'? and the other by a ruptured sac-
cular aneurysm.'* None of the patients with
traumatic ISH experienced loss of con-
sciousness at the time of injury. However,
in seven patients mental status changes or
lethargy later developed.47-%-'* Seizures
occurred in three patients,>’ and six pa-
tients presented with a “falx syndrome.””*?
Nine patients had a unilateral ISH;3+7-10.12
one was bilateral,!* and the other had an
evenly uniform appearance that widened
the anterior interhemispheric space.** Seven
hematomas extended to the tentorium cere-
belli.#?**13 Cerebral angiography was
performed in four patients. One patient,
who experienced sudden onset of a left
third-nerve palsy, had two aneurysms of
which one ruptured.’* Two patients had
malalignment of anterior cerebral artery
vessels,”? and a third had coexisting sub-
dural hematomas located over the convex
lateral sides of the brain.?

Craniotomy was performed in six pa-
tients; in four, evacuation of the hematoma
was accomplished.*?? One patient had
placement of Jackson-Pratt drains in each
interhemispheric fissure,!' and the other
patient had two intracranial aneurysms
clipped.'* Burr holes were performed in
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Figure 2. A: Initial CT scan shows extension of the hematoma to the right leaf of the tentorium
cerebelli (arrow). B: Partial resolution of the hematoma two days later.

Figure 3. CT scan a week later shows complete resolution of the ISH and the hematoma over the
tentorium cerebelli.

three patients. Two patients had convexi-
ty located subdural hematomas that were
aspirated and drained through burr holes.’*
The third patient, because of poor medical
condition, has aspiration using a cone needle
through a single burr hole for the ISH.*?
Medical therapy was used in the remaining
two patients and both recovered.® At least

three of the nine surgically treated patients
died.*1?

A CT scan accurately delineates ISH
and may obviate the need for cerebral an-
giography in patients with known trauma.
Although CT is helpful in identifying the
configuration of an ISH, it is not useful
in determining the underlying cause in all
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hematomas. Cerebral arteriography gives
added information in those patients who
lack history of trauma.

Once the diagnosis of ISH is made, a
neurosurgical consultation should be ob-
tained. Burr-hole aspiration is unlikely to
result in complete drainage of the clot.®
Craniotomy with evacuation of the hema-
toma seems to be an acceptable treatment.
However, approximately 50% of these
hematomas are small and reabsorb spon-
taneously.'® Fruin and associates'® have
suggested initial conservative medical treat-
ment with methods to control and monitor
intracranial pressure, proceeding to crani-
otomy only if neurological deterioration
occurrs. Our paient did not progress neu-
rologically and did not develop increased
intracranial pressure that might have war-
ranted neurosurgical intervention.

Summary

Computed tomography is effective in con-
firming the diagnosis of ISH. Typical ab-
normalities of ISH include contralateral
crural paresis, paraparesis, seizures, and
delayed mental status changes. Patients
with ISH should be closely monitored for
neurological deterioration. The larger le-
sions associated with progressive neurolog-
ical dysfunction should be removed. Para-
sagittal craniotomy appears to be the only
safe and acceptable method under those
circumstances.
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