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2 ABSTRACT

Objectives : The aim of this investigation is to provide the strategy of management and to improve the outcomes of elderly patients older
than 80 years with the ruptured intracranial aneurysm. Methods : 18 patients over 80 years old with aneurysmal subarachnoid hemorrhage
who are admitted to our institute between Jan. 1996 and Nov. 2001 were included. Mean age was 81.6 years and female was predominant
(89%) . Hunt and Hess grade (HHG) and Fisher grade (FG) on admission, specific management components, and clinical outcomes were
recorded. Results : HHG I to TII on admission were in 11 patients (61.1%) and FG III to IV on admission were in 15 patients (83.3%). The
4-vessel angiography was performed in 13 patients and 18 aneurysms were detected with the highest percentage of posterior communicating
artery aneurysm' (22.8%). Aneurysm repair was performed in 12 patients ; 7 patients underwent surgical repair, 5 patients underwent
Guglielmi detachable coil (GDC) embolization but 1 patient failed because of tortuous vessel. Preexisting medical conditions, such as hyp-
ertension (33.8%), diabetes (16.7%), myocardial disease (11.1%), cerebrovascular disease (11.1%), bronchial asthma (5.6%) , were related
with poor outcomes. Overall Glasgow outcome scale (GOS) were death 6 (33.3%), vegetative state and severe disability 5 (27.8%), mo-
derate disability 0 (0%), and good recovery 7 (38.9%) . Favorable outcomes of active management were 6 (50%), and favorable outcomes
- of GDC embolization were 3 (60%). 3 patients who had favorable clinical grade refused treatment and discharged. Conelusion : Elderly

patients with subarachnoid hemorrhage can be treated successfully and results are still improving. The development of GDC embolization

may have contributed to the improved outcome. So we think that elderly patients of favorable clinical grade would have a chance of

returning to an active, independent life, if treated actively. (Kor J Cerebrovascular Disease 4:124-8, 2002)
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Table 1. Clinical characteristics of patients

PCoA, Rt

Rt. eyebrow approach

1 F 81

Good recovery
2 F 81 ACALL Lt. retrolabyrinthine approach IV Hyperfension, DM Dead
: and franspetrosal approach
, . . Hypertension )
3 F 8] Pericallosal, Rt. Inferhemispheric approach Vv v Myocardial infarction Vegetative state
4 F 84  Pericallosal Rt Interhemispheric approach i v Severe disability
5 . F .84 MCA bifurcation, RT. Rt. pterional approach 1l il Good recovery
6 F 80 . ACoA Lt. pterional approach Il \% Good recovery
7 M 80 PCoA, Lt It pterional approach Vv v éﬂk};\mo Vegetative state
8 F 80 ACoA GDC 1l il Hypertension, DM Dead
) PCoA, Rt., '
9 F 80 MCA bifurcation, L1, GDC 1l il Hypertension Good recovery
10 F 80 ACoA PCoA, Rt GDC 1l fll Angina pectoris Good recovery
Anterior choroidal, Rt., .
1M F .80 MCA bifurcation, Lt. GDC \% il Hypertension Dead
Basilor, )
12 F .82 PCOA Lt. SCA, L, GDC-failed i | Good recovery
13 F 8] MCA bifurcation Il It Hypertension Vegetative state
14 M 80  Non-diagnostic \% vV CVA Dead
15 F 80 Non-diagnostic I il Severe disability
16 F 92 ’ Non—diognos‘ric f [\ Good recovery
17 F 80 ° Non-diagnostic \% I\ Dead )
18 F 82  Non-diagnostic v I HT, DM
"HHG : Initial Hunt-Hess grade, FG : Initial Fisher grade, GOS : Glasgow outcome scale, PCoA : Posterior comunicating artery, AICA :

Anterior inferior cerebellar artery, MCA : Middie cerebral artery, ACoA : Anterior communicating artery, SCA : Superior cerebellar
arery, CVA : Cerebrovascular accident, HT : Hypertension, DM : Diatetes mellitus, Rt : Right, Lt : Left
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Table 4. Outcomes according to the clinical grade

I 1( 5.6%)

I 1( 5.6%) | 2 (11.1%)
Il - 3(16.7%) It 1( 5.6%) 1 3 (16.7%)
Il 7 (38.9%) It 6 (33.3%) 1 (5.6%) 3 (16.7%) 3 (16.7%)
v 1 ( 5.6%) v 9 (50.0%) vV 1 (56%
\ . 6 (33.3%) Vo 4(22.2%) 2 (11.1%)

Total 18 (100%) Total 18 (100%) Total 6 (33.3%) 5 (27.8%) 0 O% 7 (38.9%)

*HHG : Hunt and Hess grade

Table 3. Comparison of Glasgow outcome scale

6 (33.3%)

Dead

© Vegetative state 3 (16.7%)
Severe disability 2 (11.1%)
Moderate disability 0 (0%)
Good recovery 7 (38.9%)
Total 18 (100%)
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178013, HAEEE FusEHe] 5% (22.8%) 22 713
moly FrieE® 47 (18.2%), AXESTH 37 (13.6%),
HFFYFY 29 (9.1%) 0l e, 19 Augursm 73
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*HHG @ Hunt and Hess grade

Table 5. Outcomes of active management according to the
clinical grade

! 1(83%)
Il 2(16.7%)
m-1(83% 1(83%) 3 (25.0%)
v
Vo 20167%) 2 (16.7%)

Total 3 (25.0%) 3 (25.0%) 0 (0% 6 (50.0%)

*HHG : Hunt and Hess grade
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