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Introduction
• SAH represents only 6% of cases of stroke
but it is relatively far more important, as it
tends to affect younger people, of whom
about half die in that episode. 1, 2
• Subarachnoid haemorrhage (SAH) is usually
the result of bleeding from a berry aneurysm
in the Circle of Willis.1, 2
• SAH should be considered in any patient
presenting with sudden-onset, severe and
unusual headache with or without any
associated alteration in consciousness.
• This approach serves the patient's best
interests and is also cost-effective. The
discomfort and cost of referring the 90% of
patients with innocuous headache is
outweighed by the enormous risk of missing
a ruptured aneurysm1
• Normal CT brain examinations then usually
require LP, under the medical team.
• All current national guidance requires a LP at
least 12 hours following a normal CT brain 3-9
• This should be carried out with a degree of
clinical urgency but should not be performed
within 12 hours of onset of headache.

Results

Outcomes

CT Head Scan Statistics:

CT head requests matching Clinical history:

• 125 patients underwent CT head scans to exclude a possible.

• 97 (78%) - History and CT request matched

• CT Results: 1 (0.8%) SAH, 11 (8.8%) Abnormal, 113 (90.4%) Normal

• 8 (6.4%) - Did not match

• 67 (53%) of these CT scans were deemed to have been appropriately

• 20 (16%) - Discrepancy in information

3) Were Lumbar punctures performed > 12 hours
following headache onset?
A&E Referral Distribution

ED Referral Statistics:
• 47 (70%) Patients were deemed to be appropriately admitted into

4) How many patients were discharged from the
ED without Lumbar puncture with possible SAH?

TIA Clinic

hospital for further investigations

AEC

Lumbar Puncture Statistics:

Conclusions
• There is a good referral statistic of 70% of
patients with a convincing history for SAH were
admitted into hospital, but this can be improved.

Discharged from ED

• 21 (44.7%) patients with suspected SAH received an LP.
• 14 (67%) patients had an LP performed at least 12 hours from
headache onset.

No referral documented

• We are not performing enough LPs on patients
(44.7%) with clinical SAH and negative CT Head.

Referral to Hospital Specialties

• It was not possible to determine the onset of headache in

0

7 patients due to incomplete clerking documentation.
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1) How many patients with negative CT scans for
SAH were appropriately referred for Lumbar
puncture?
2) How many patients with suspected SAH
received a Lumbar puncture?

performed to rule out SAH from the reviewed documentation.

LP performed > 12 hours after onset of headache

Methods
• 125 patients were retrospectively selected
(73F, 52M, Mean age 51) from all CT Head
scans performed during the months of July
and August 2019.
• All patients who had a CT Head requested
were reviewed and those which were
performed for SAH or non traumatic severe
headache were selected.
• All CT Heads following trauma were
excluded.
• Clerking documentation, CT head requests,
CT Head reports and lumbar puncture
reports were explored.
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LP Performed in Appropriately Referred
Patients
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• All patients where time of headache onset had a
12 hour LP, but there is a lack of documentation
of headache onset by A&E staff.
• 26 Patients were discharged from ED (20.8% of
total patients who had a CT Head) following a
negative CT without consultant review or referral
for LP.

12
10

21

26

8

Recommendations
• SAH should be considered in any patient
presenting with sudden-onset, severe and
unusual headache, with or without any
associated alteration in consciousness.
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ED Discharge without referral:
• 26 (20.8%) Patients were discharged from ED following a negative CT without consultant review or referral for LP
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• A negative CT does not rule out a SAH. LP
must be performed > 12 hour after onset of
headache in patients with a negative CT
• All patients with a suspected SAH/?bleed need
a medical review and all discussion and/or plan
documented
• Further audit should be performed by the
medical teams to find out why LPs are not
taking place

