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Abstract 

Here we report a case of subarachnoid hemorrhage and colonic hemorrhage caused bypolyarteritisnodosa. A 55-year-old 

woman presented with a sudden onset thunderclap headache. On her admission, the patient’s consciousness level was 9 

(E2V2M5) on the Glasgow Coma Scale and blood pressure was 192/40 mmHg. A head CT scan showed a massive 

subarachnoid hemorrhage and a 3DCT scan showed no particular abnormalities of the intracranial arteries. Cerebral 

angiography was performed on the second day, and the results also showed also no specific abnormalities. On day 7, the patient 

developeda disturbance of consciousness due to a vasospasm and an endovascular balloon angioplasty for bilateral C1 and left 

M1 were performed. At 12 days after admission, a right superior cerebellar artery pseudoaneurysmwas suspected in the 

patient’s angiography . Anemia had developed on day 13, hemoglobin altered 13.6 to 10.0 g/dl. Serum titers of rheumatoid 

factor, perinuclear -antineutrophil cytoplasmic antibody, cytoplasmic -antineutrophil cytoplasmic antibody, and anti-nuclear 

antibody were all negative. An abdominal angiography was performed on day 14. Aneurysm-like findings were observed at 

multiple branches of the right colic artery, pancreaticocpduodenal arcade of celieac artery, and ileocecal artery of superior 

mesenteric artery. Proximal microcoil embolization of the right colic and middle colic arteries and polyvinyl alcohol 

embolization of the ileocolic artery were performed on day 15. Colonal and ileal resection and colostomy were performed for 

an abdominal abscess on day 20. The patient showed disturbed consciousness due to a septic state. After gradual improvement 

of the prolonged consciousness disturbance, the patient became hydrocephalic. The patient was then transferred to another 

hospital and a ventriculoatrial shunt was performed. Finally,the patient was discharged and move back home. The patient 

committed suicide attempt by neck hanging at 2.5 years after symptom onset. 
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Introduction 

The cause of a rare subarachnoid hemorrhage can 

vary, but sometimes includes vasculitis. 

Polyarteritisnodosa (PAN) is a systemic vasculitis 

predominantly involving medium-sized arteries[1-3]. 

Here we report our experienced case of subarachnoid 

hemorrhage and colonic hemorrhage due to 

polyarteritisnodosa. 

Case report 

A 55-year-old woman, with history of asthma but no 

medication, presented with sudden onset thunderclap 

headache. Her initial head CT showed a subarachnoid 

hemorrhage (Figure 1A) and she was transferred to St. 

Luke’s International Hospital. On her admission, her 

consciousness levels was 9 (E2V2M5) on the Glasgow 

Coma Scale and her blood pressure was 192/40 

mmHg.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Her initial laboratory data showed the following 

findings: Sodium, 140 mEq/L: potassium, 2.5 mEq/L: 

chloride, 98 mEq/L: albumin, 4.4 g/dl:urea nitrogen, 

10.5 mg/dl: creatinine, 0.92 mg/dl: amylase, 228 U/L: 

ALT, 24 U/L: AST, 42 U/L: GTP, 112 U/L: WBC 
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4

 / -antigen, negative: 

Her arrival-day 3DCT showed no specific 

abnormalities of the intracranial arteries. Cerebral 

angiography was performed on the second day of 

admission, including an extra-carotid arteriography, 

and the results also showed no specific abnormalities 

(Figure 1B). On the same day, right oculomotor nerve 

paralysis developed and remitted spontaneously on 

day 3 of admission, and her consciousness level was 9 

on the GCS. Her body weight was 48kg on day 6. On 

day 7 of her admission, the patient developed a 

consciousness disturbance due to a vasospasm, thus 

we performed an endovascular balloon angioplasty for 

bilateral C1 and left M1.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

On day 12 after admission, angiography suggested the 

possibility of a pseudoaneurysm of the right superior 

cerebellar artery (Figure 1C). 

Anemia had developed on day 13; her hemoglobin 

levels decreased from 13.6 to 10.0 g/dl. Her body 

 

Figure 1 :  A. An initial head CT scan revealed a Fisher group 3 

subarachnoid hemorrhage and slightly enlarged ventricles. 

 B. An initial left vertebroarteriographyon day 2 showed no 

particular aneurysmal shadows. C. A left 

vertebroarteriographyon day 12, showed a right superior 

cerebellar arterial round shadow, which we suspected was 

apseudoaneurysm. D. Several aneurysm-like shadows were 

revealed at the superior mesenteric arteriography on day 15.  

 

 

 

Figure 2: Pathology of colonal tissue (left panel: Elasticavan 

Gieson stain, right panel: Hematoxylin and eosin stain; 100X 

magnification) Fibrinoid necrosis (arrows), asubmucosal ischemic 

lesion,and ulceration were observed. 



 

Citation: Shinoda M, Starkey J, Fujii M, Kobayashi N. (2016). A Case with Subarachnoid Hemorrhage and Colonic Hemorrhagedue Topolyarteritisnodosa. SciTz Neurosurg Spine. 2016. 1(1): 

1003. 

weight was 42 kg on day 13. On day 14, her CRP level 

was 3.00 mg/dl, and serum titers of rheumatoid factor, 

perinuclear -antineutrophil cytoplasmic antibody, 

cytoplasmic -antineutrophil cytoplasmic antibody, and 

anti-nuclear antibody were negative.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abdominal angiography was performed, and 

aneurysms-like findings were revealed at multiple 

branches of the right colic artery, the 

pancreaticocpduodenal arcade of the celiac artery, and 

the ileocecal artery of the superior mesenteric artery 

(Figure 1D).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Proximal microcoil embolization of the right colic and 

middle colic arteries and polyvinyl alcohol 

embolization of the ileocolic artery were performed on 

Table 1. Reported cases of PAN with intracranial aneurysmal and arterial lesions. 

                

Case year Age/sex Symptom Location  aneurysm treatment outcome 

1 [4] 1950 35/M SAH PCA   conservative died 

2 [4,5] 1967 26/F SAH ACA fusiform conservative died 

3 [4,5] 1972 24/M incidental MCA fusiform observe alive 

4 [4] 1993 55/F SAH VA fusiform conservative alive 

5 [4,5] 1995 50/M SAH 
ACA 

ICA 
saccular conservative died 

6 [4,5] 1998 20/M headache 
SCA  fusiform 

conservative 

  

VA saccular 

7 [4,5] 1999 10/M 
  AICA 

SCA 
fusiform conservative alive 

8 [4,5] 2002 70/F SAH ACA fusiform trapping alive 

9 [5] 2003 34/F SAH multiple       

10 [4,5] 2003 38/F SAH VA saccular conservative alive 

11 [4,5] 2004 60/M headache AICA fusiform trapping alive 

12 [8] 2005 3/F SAH multiple PA conservative alive 

13 [4,5] 2006 65/M SAH VA PA conservative died 

14 [5] 2008 24/M headache 
ICA 

ICA 
fusiform coiling 

  

15 [5] 2010 13/M ICH multiple PA conservative alive 

16 [5] 2010 32/M incidental PCA PA conservative alive 

17 [4] 2012 8/F SAH ICH 
SCA 

ACA 
fusiform trapping alive 

18 [5] 2013 22/M SAH multiple   coiling alive 

Present case 2016 55/F SAH SCA PA conservative 
died 

(suicide) 

 

PCA: Posterior Cerebral Artery; ACA: Anterior Cerebral Artery; MCA: Middle Cerebral Artery; VA: Vertebral Artery; ICA: Internal 

Cerebral Artery; SCA: Superior Cerebellar Artery; AICA: Anterior Inferior Cerebellar Artery; PA: Pseudoaneurysm,  

 
 

Table 1: Review of the reported cases of polyarteritisnodosa with intracranial aneurysmal and arterial lesions. (modified from 

Toyoda et al., Topaloglu et al. and Gupta et al.) 
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day 15. Right hemicolectomyand ileostomy were 

performed for an abdominal abscess on day 19 and 

finally diagnosed as PAN by pathological findings 

(Figure 2), body weight loss and high serum creatinine 

levels [1,3]. The patient had a disturbed consciousness 

due to a septic state. After gradual improvementof the 

prolonged consciousness disturbance, she became 

hydrocephalic. The patient was transferred to another 

hospital on day 40 and a ventriculoatrial shunt was 

performed. Finally, she was discharged and back to 

home. The patient committed suicide attempt by neck 

hanging at 2.5 years after the onset of symptoms. 

Discussion 

Polyarteritisnodosa (PAN)which was previously known 

as periarteritisnodosa, confirms that anecrotizing 

alteration can occur not only in just a part of an artery 

but also in all layersof an artery[1-3]. PAN occurs 

more frequently in men and at 50 to 60 years of 

age.PAN predominantlyoccurs in medium-sized and 

small arteries, but not for arterioles and ANCA are 

typically negative[1]. The peripheral nervous system 

and the skin are the most frequent sites for PAN, 

while PAN rarelyoccurs in the central nervous system 

[3]. Recently, advanced intervention techniques for 

treatment of acute phases of PAN have been reported 

[4,5]: however, in cases of intractable strokes, steroid 

and cyclophosphamide treatment of PAN is the 

standard conservative therapy [3].  

The posterior circulation aneurysms rate is 8.4 % of 

the total unruptured cerebral aneurysms,based on a 

Japanese cohort study[ 6]. A ruptured posterior 

circulation aneurysm is more common among 

aneurysm patients compared to unruptured aneurysms 

[7]. Table 1 shows the number of previous cases of 

intracranial hemorrhage due to PAN [4,5,8]. 

Interestingly, aneurysms that originate in the posterior 

circulation are very frequent for PAN, i.e., 9/18 in our 

review (Table 1) [4,5,8]. This result indicates that 

PAN is the result of a subarachnoid hemorrhage from 

an uncommon region. 
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