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FIGURE 3. Distribution of age related to sex.

subdural space over the convexity (6,11, 
19,21,23,48,52). If a solid clot liquefies, 
it may migrate into the space over the 
convexity and behave like a chronic 
subdural hematoma, as has been dem
onstrated by Ogsbury et al. (34).

Signs and symptoms
The symptoms of the patients with 

ISHs included disturbances of con
sciousness (38.8%), hemiparesis (55.2%), 
monoparesis of the contralateral leg 
(10.5%), epileptic manifestations (gener
alized, 11.9%, and focal seizures, 3.0%), 
gait ataxia (3.0%), dementia (6.0%), lan
guage disorders (4.5%), and oculomotor 
nerve dysfunction (3.0%). The character
istic falx syndrome, consisting of con
tralateral hemiparesis affecting the leg 
much more than the arm, was present in 
62.2% of the patients with hemiparesis. 
None of the patients were symptom 
free.

Many patients (23 of 60) were admit
ted within 24 hours after the trauma or 
onset of symptoms; 53 patients were ad
mitted within 1 week, and for 7 patients, 
the time interval was not reported.

Neuroradiology
Plain cranial radiographs were taken 

in 18 patients; a cranial fracture was de

tected in only 5 patients (27.8%). The 
frequency of cranial fractures in patients 
with subdural hematomas reported in 
the literature varies from 38 to 77% (5,9, 
17).

For many years, cerebral angiography 
was the diagnostic tool of choice. Char
acteristic features on the anterior-poste- 
rior view are an avascular space be
tween the falx and the medial surface of 
the brain and a separation of the right 
and left callosal marginal branches 
above the free edge of the falx, if both 
anterior cerebral arteries are opacified 
(3, 41). Cerebral arteriography was per
formed in 28 patients and suggested a 
space-occupying lesion in the inter- 
hemispheric subdural space.

TABLE 2. Treatment versus Outcome3

Surgery
Craniotomy 16
Burr holes 7
Unspecified 2

Subtotal 25
Conservative 14
Total 39
(%) 63.9%

Outcome not mentioned in six cases.

CT has now replaced cerebral angiog
raphy. Angiography is mandatory only 
in nontrauma tic ISHs (35). CT was per
formed on 55 patients (82.1%). In accor
dance with the series of Zimmerman et 
al. (52), hyperdensity in the interhemi- 
spheric fissure was seen in most pa
tients (87.3%). Several conditions may 
cause hyperdensity in the interhemi- 
spheric fissure, including a normal falx, 
dural calcification, a subarachnoid hem
orrhage, a subdural hematoma, and, in 
children, diffuse cerebral edema (52). 
Hypodensity and isodensity were each 
described once (23, 36). Pseudomem
branes in an 1SH, such as those observed 
in Patient 3, were described once (23). In 
three patients, the CT findings were not 
reported in detail.

The right and left interhemispheric 
subdural spaces were affected equally. 
Bilateral ISHs were rare. Only three 
cases have been described in detail (6, 
28, 48), although Zimmerman et al. (52) 
described the CT scans of another three 
cases.

Treatment and outcome
Surgical treatment, including craniot

omies (30 of 46 patients) and burr holes 
(13 of 46 patients), was performed on 46 
patients, and in 3 patients, the surgical 
treatment was not specified. The re
maining 21 cases were conservatively 
managed (Table 2).

Conservative management and surgi
cal intervention have been equally ad
vocated. If the neurological condition of 
the patient is stable or if any accompa
nying diseases contraindicate surgery, 
conservative therapy is generally pre
ferred. For the whole group of patients, 
the mortality rate after conservative

2 9 27
2 4 13

2
4 13 42
3 2 19
7 15 61

11.5% 24.6% 100%

Recovery
Treatment -----------------------------------------  Dead Total

Complete incomplete

»
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TABLE 4. Correlation between Loss of Consciousness at the Event Responsible for 
the Development of Interhemispheric Subdurai Hematoma (Initial Loss of 
Consciousness) and the Outcome of Therapy*

Outcome
Total

Complete Recovery Incomplete Recovery Dead

Loss of consciousness
Surgery 11 2 2 15
Conservative 6 2 1 9

No loss of consciousness
Surgery 11 2 8 21
Conservative 7 1 9

Total 35 7 12 54

J!n six cases the outcome was unknown, whereas in another seven cases loss of consciousness 
was unknown.

management was lower than that after 
surgical treatment (10.5% and 31.7%, 
respectively). The difference in out
come did not reach statistical signifi
cance (x2 — 5.8572; P = 0.1188). How
ever, the clinical conditions of the 
patients who were surgically treated 
were worse than those of the group 
who were conservatively treated. 
Twenty-five patients who underwent 
surgery experienced disturbed con
sciousness of fairly long duration pre- 
operatively, whereas only five of the 
conservatively managed patients had 
clouded consciousness (Table 3). Simi
lar proportions of patients without 
long-term clouding of the conscious
ness were treated conservatively or 
surgically. The outcomes were similar. 
The level of consciousness immedi
ately after the traumatic event did not 
have any influence on the outcome of 
surgical or conservative treatment (Ta

ble 4). Craniotomies and burr holes re
sulted in similar outcomes. From these 
data, it is not possible to conclude 
which treatment is best for ISHs. It is 
clear that more patients with dis
turbed consciousness undergo opera
tions. More detailed information on 
the level of consciousness of these pa
tients is necessary to make a good 
comparison.

Some authors say that surgery is al
ways warranted, irrespective of the clin
ical condition of the patient, whereas 
others only advocate surgery if the clin
ical condition deteriorates. On the basis 
of personal experience and our review 
of the literature, we advise conservative 
management for patients without con
sciousness disturbances and for patients 
in stable clinical conditions at admis

sion. However, if there is any deteriora
tion, especially in consciousness (Pa
tient 3), surgery should be immediately 
performed.

The overall mortality was 15 of 61 
patients, or 24.6% (in 6 patients, the out
come was not mentioned). When only 
acute and subacute ISHs (traumatic 
event within the past 10 days) were con
sidered, the mortality increased to 15 of 
56 patients or 26.8%. This is lower than 
the lowest mortality rate described for 
traumatic acute subdural hematoma, 
which ranged from 30 to 90% (24,47). In 
the latter studies, the patients under
went aggressive surgical treatment. 
Acute and subacute ISHs seem to be 
more "benign" forms of acute subdural 
hematoma.
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COMMENTS
The authors have provided three case 

reports of patients with interhemi
spheric subdural hematomas, as well as 
a comprehensive review of the current 
literature. The uniqueness of interhemi
spheric subdural hematomas in the gen
eral context of acute subdural hemato
mas is emphasized. Interhemispheric 
subdural hematomas primarily are a 
disease of the elderly. They primarily 
occur as a result of low velocity impacts, 
and in two-thirds of the reported cases, 
their occurrence has been associated 
with various bleeding disturbances (i.e., 
anticoagulation). Although a mortality 
rate of 25% as quoted by the authors 
would seem to be generally low for 
acute subdural hematomas, those pa
tients with interhemispheric subdural 
hematomas and altered levels of con
sciousness actually had a 42% mortality 
rate. The authors' cogent review of the 
incidence, pathogenesis, signs and 
symptoms, neuroradiological features, 
treatments, and outcomes from inter
hemispheric subdural hematomas in 
adults should be of interest to all who 
treat head trauma.

Jack E. Wilberger
Pittsburgh, Pennsylvania

The authors have reported 3 cases of 
their own and have reviewed the re
ports to date on 64 other cases of inter
hemispheric subdural hematomas in 
adults. The article provides much useful 
information, including the high inci
dence of this condition in patients with 
bleeding disorders and in patients tak
ing oral anticoagulants. The data show 
that many of these patients can be con
servatively managed, although patients 
with clouding of consciousness or dete
riorating neurological deficits require 
surgical treatment.

Charles H. Tator
Toronto, Ontario, Canada
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