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Cosa non dobbiamo farci sfuggire? 
Patologia intracranica grave e pericolosa per la vita

Strumenti a disposizione:
Anamnesi (Accettazione, Rifiuto, Preferenza) 

Esame obiettivo
Es. ematochimici
TAC (Neuroradiologia)
Rachicentesi

Strumenti che spesso mancano:
Il tempo
La tranquillità 
L’organizzazione

Cefalee secondaria in Pronto Soccorso

Cosa non può mancare:

Il metodo !
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Evidence-Based Diagnosis of Nontraumatic Headache in the Emergency Department: A Consensus

Statement on Four Clinical Scenarios

P. Cortelli, MD; S. Cevoli, MD; F. Nonino, MD; D. Baronciani, MD; N. Magrini, MD; G. Re, MD; G. De Berti, MD; G. C. Manzoni, MD; P. Querzani, MD; 

A. Vandelli, MD on behalf of the Multidisciplinary Group for Nontraumatic Headache in the Emerg.Department

(Headache 2004;44:1-9)

SCENARIO 4

“worst ever headache”

INSORTA TIPO “FULMINE  A CIEL 
SERENO”

CON SEGNI NEUROL. FOCALI

CON VOMITO O SINCOPE 
ALL’ESORDIO

- TAC cerebrale e/o     
puntura lombare

- Val. neurologica urg

Cefalea severa 
associata a febbre  e/o 
rigor nucale

TAC CEREBRALE e 

PUNTURA LOMBARE

No storia di cefalea

Cefalea esordita 
recentemente

progressivamente 
ingravescente

TAC CEREBRALE 

Val. indici di flogosi

Val. neurologica (7 gg) e 
successivo ev. follow up

storia di cefalea

Attacco simile ai 
precedenti come 
intensità, durata e 
sintomi associati

Val. parametri vitali

Terapia

Follow up presso 
ambulatorio cefalee

Clinical 
question

SCENARIO 3SCENARIO 2SCENARIO 1

Reccomendations
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Stroke. 2012;43:2115-2119
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Given this analysis, we believe that practice should change. 
Neurologically intact patients who present with thunderclap headache and undergo CT scan within 6 

hours of symptom onset no longer need an LP to exclude SAH if the CT scan is negative. 

Stroke. 2012;43:2115-2119
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It does not apply:
- In patients with abnormal neurological examinations
- if the history and physical examination suggest other diagnoses beyond SAH (cerebral venous sinus

thrombosis, arterial dissections, etc)
- to patients presenting with isolated neck pain

Physicians and hospitals must ensure the expertise of the individuals who are interpreting these scans
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When it is performed during the first 24 hours, CT has a sensitivity of 95%

After 7 days, therefore, CT is positive in only 50% of cases in SAH
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The sensitivity of CT to detect SAH ranges 93% and 95% in the first 24 hours. A 
patient presenting with severe headaches and clinical features suspected of 
being a sub-arachnoid hemorrhage and who has a normal CT or FLAIR MRI
should have a lumbar puncture

On the other hand, a minimum of 12 hours should be left between the 
onset of symptoms and performing the lumbar puncture in order to be able 
to detect any xanthochromia

LP remains the gold standard for detecting SAH if it is performed between 
12 hours and 15 days after the initial symptoms. 

If it is performed too early the LP however may be falsely negative
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Cerebral CT is the technique of choice for a suspected SAH.

If the clinical index of suspicion for an SAH is high when a CT is negative, it is recommended that:
• a CT angiogram of the circle of Willis be performed
• a LP be performed;
• a MRI may be indicated. FLAIR imaging is more sensitive than CT to detect an SAH, particularly if it
is small and carried out immediately after the onset of headache, but particularly within the first 48 
hours (sensitivity of 99%, 33% beyond 5 days; FLAIR with T2*-weighted imaging can achieve a 
sensitivity of 99% in the first 15 days after the onset of symptoms)
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CT/LP MRI/MRA CT/CTA

CT alone limits
Sensitivity
-93-95% within 24 h
-85% after 3 days
-50% after a week

LP limits
-Diagnosis unruptured
aneurysm
-Arterial dissection
-CVT

MRI/MRA is advantageous over CT/LP in its 
ability to identify a culprit aneurysm.

High sensitivity for diagnosing aneurysms:
-91% in general 
-95% sensitive for aneurysms >3 mm 

CTA is used in the evaluation of SAH, when 
(after a negative CT scan) LP is indetermi-
nate (15% to 20% of cases) or cannot be 
performed.

CTA has the added advantage of being able 
to accurately identify other potentially cat-
astrophic causes of headache, such as 
AVM, vasospasm, arterial dissection and 
cerebral venous thrombosis 

The Journal of Emergency Medicine, Vol 44,No 5, 2013

What is the best diagnostic strategy for ED patients in whom SAH is suspected ?
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CT/LP has been a successful 
standard for years and has 
the highest sensitivity of 
the three protocols for 
diagnosing SAH

MRI/MRA and CT/CTA are reasonable alternatives when:

-LP is contraindicated or difficult to perform

-history and physical examination suggest other 

diagnoses beyond SAH (cerebral venous sinus thrombosis, 
arterial dissections, RCVS, etc)

What is the best diagnostic strategy for ED patients in whom SAH is suspected ?

The Journal of Emergency Medicine, Vol 44,No 5, 2013

CT/LP MRI/MRA CT/CTA

ANEU, Roma 30 settembre 2022



SAH is often and rightfully the primary consideration, 

but it should be borne in mind that this accounts for approximately 

11% of acute severe headache

Clinical Radiology, 2013
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Stroke, 2008
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