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Interhemispheric subdura! hematoma 

Case report 
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u- A case of interhemispheric subdural hematoma (ISH) is presented and discussed. This disorder is a rare 
form of intracranial hemorrhage, which classically presents as an isolated paresis of one leg or a hemiparesis 
worse in the leg than the arm. The majority of cases are due to occipital trauma because of the anatomy of 
the bridging veins. Chronic interhemispheric hematomas are rare since the natural history of these lesions is 
to spread out over the cerebral convexity. Conservative treatment for ISH may be beneficial unless neurological 
deterioration necessitates early operative intervention. 
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I 
NTERHEMISPnERIC subdural hematoma (ISH) is a 

rare form of posttraumatic intracranial hemor- 
rhage. Only 13 such cases have previously been 

reported in the literature, l'2"4-f&m't3'14,~6'17 Neurological 
deterioration has required early operative intervention 
in these cases. We report a case of an acute traumatic 
ISH managed nonoperatively. The literature is reviewed 
and the unique aspects of  this entity are presented and 
discussed. 

Case Report 

This 59-year-old man fell at work and struck his 
occiput. There was no history of loss of  consciousness. 
The patient was seen at a clinic where a scalp laceration 
was sutured. Skull roentgenograms and neurological 
examination at that time were normal. Over the next 
24 hours he experienced continuous headaches and two 
episodes of vomiting. Eighteen hours after the fall he 
began to develop numbness and weakness in his left 
leg. He was taken to the emergency room 24 hours after 
the injury, and a marked left lower-extremity mono- 
paresis was noted. Computerized tomography (CT) of 
the head revealed a right ISH (Fig. 1 left). Since the 
patient was awake and alert, it was decided to initially 
treat him medically. An intracranial pressure (ICP) 
monitor was inserted, and ICP was recorded as 20 m m  
Hg. Intermittent mannitol was given to maintain an 
[CP of  15 mm Hg or less. Despite adequate control of  

the patient's ICP, mild weakness developed in his left 
arm, and the left leg became totally paretic. The 1CP 
eventually felt to below 10 m m  Hg, and mannitol was 
discontinued on the 6th day after injury. The ICP 
monitor was removed 1 week later. After the ICP 
returned to a normal level, there was gradual improve- 
ment in the patient's left-sided weakness, which com- 
pletely cleared by 6 weeks after the fall. During this 
period, a CT scan showed a gradual shift of  the ISH to 
the right cerebral convexity 4 weeks after t rauma (Fig. 
1 center). By 10 weeks, the hematoma had completely 
resolved (Fig. 1 right). 

Discussion 

Interhemispheric subdural hematoma is a rare clini- 
cal entity first described by Aring and Evans in 1940. ~ 
The classical presentation of this disorder is a contra- 
lateral monoparesis of  the leg or a hemiparesis in which 
the leg is weaker than the arm. This symptom complex 
has been called the "falx syndrome, '"  1,13 and was noted 
to be present in 10 of  the 13 previously reported 
cases. 1'2'4-6'9'10'13'14'16,17 The only other symptoms con- 
sistently associated with this disorder include headache, 
vomiting, and seizures (Table 1). A history of loss of  
consciousness or evidence of  skull fracture is not com- 
monly associated with ISH (Table 1). 

The site of  injury, however, does appear to be sig- 
nificant. In eight of  the cases reported to date, the site 
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FIG. 1. Computerized tomography scans showing the course of the interhemispheric subdural hema- 
toma. Left:  Scan at 24 hours post-injury showing the acute hematoma. Center: Scan at 4 weeks post-injury 
showing shift of the hematoma to the convexity as it became chronic. Right:  Scan at 10 weeks post-injury 
showing complete resolution of the hematoma. 

o f  the t r auma  was given: in six of  these the t r auma  was 
occipital  (Table 1). It has also been shown that  the cause 
o f  ISH is the tearing o f  a bridging vein between the 
cerebral  cortex and the superior  sagittal sinus. 6 The 
ana to my  of  these veins is such that  they course anter- 
omedia l ly  before enter ing the sinus. 7 A sharp blow to 
the occiput  in the sagittal plane would cause poster ior  
m o v e m e n t  of  the cerebral  hemisphere  relative to the 
fixed sinus. Such a m o v e m e n t  would maximal ly  stretch 
the veins, mak ing  them vulnerable to tearing. 

Al though chronic  subdural  hema tomas  make  up 25 % 
to 50% of  all subdural  hematomas ,  3'~2'~5 among  the 14 
cases o f  ISH documen ted  to date only one may  have 
been chronic.  16 The pauci ty  o f  repor ted cases o f  chronic  
ISH may  be explained by the tendency o f  the acute 
ISH to migrate  over the convexi ty  as it liquefies. This 
p h e n o m e n o n  was present  in our  case, and also in a case 

repor ted by Ogsbury, et al. ~3 These are the only two 
repor ted cases of  ISH not  t reated surgically during the 
acute phase. In a large series of  chronic subdural  he- 
matomas ,  Hirakawa,  et al. ,  8 found no cases of  chronic  
ISH. However ,  they noted that  occipital  t r auma  was 
the etiology in 30% of  their  cases. The possibil i ty thus 
arises that  some chronic convexity subdural  hema tomas  
may  originate as ISH. 

Finally,  with the proposed  progression o f  this disor- 
der  in mind,  a somewhat  broader  out look in the man-  
agement  of  ISH than has been advocated  previously 
may  be in order. P rompt  surgical in tervent ion has been 
r e c o m m e n d e d  as the only safe and acceptable method  
of  t rea tment ,  4'6'~~ but  this may  not  necessarily be true. 
The major i ty  of  cases repor ted to date involved pat ients  
whose neurological  deter iora t ion was so acute and pro-  
gressive that  immedia t e  surgical in tervent ion was indi- 

TABLE 1 

Clinical summary  of  14 cases o f  interhemispheric subdural hematoma 

Case Site of Skull Loss of Con- Falx Other 
No. Authors, Year Trauma Fracture sc iousness  Syndrome Symptoms 

1 Aring & Evans, 1940 occipital no yes yes seizures 
2 Gannon, 1961 not given yes yes yes - -  
3 Wollschlaeger & Wollschlaeger, 1964 occipital no yes yes - -  
4 Clein & Bolton, 1969 parietal no yes yes - -  
5 Sibayan, et al., 1970 not given unknown no yes headache 
6 Ho, et al., 1977 not g iven unknown no yes - -  
7 Ogsbury, et al., 1978 not given unknown no no headache, seizures 
8 occipital no no yes headache, seizures, vomiting 
9 Glista, el al., 1978 occipital unknown no yes seizures 
10 Kasdon, et al., 1979 occipital unknown no yes headache, vomiting 
11 Fearnside, et al., 1979 frontal no no yes - -  
12 Pozzati, et al., 1982 not given yes no no headache, vomiting 
13 not given no no no - -  
14 Fruin, et al., 1984 occipital no no yes headache, vomiting 
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cated. Evacuating these hematornas at craniotomy with- 
out causing further trauma to the attached bridging 
veins can be difficult. It would be much easier to treat 
the hematoma after it has shifted out over the convexity. 
With this communication, there are now two reported 
cases of  ISH in which the initial symptoms were less 
severe, and the patient's neurological status stabilized 
with conservative treatment.13 With this mode of treat- 
ment, the patient's ICP and neurological status should 
be closely monitored, and the patient should proceed 
to craniotomy only if neurological deterioration indi- 
cates surgical intervention. 
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