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Letter to the editor 

Infantile acute subdural hematoma 
and its computed tomography features 

Sir: 
I was interested in the recent article by Dr. Ikeda et al. [3] 
discussing the pathogenesis of infantile acute subdural 
hematoma (I-ASDH). I agree with the authors' opinion 
that rupture of a bridging vein is contributed to by pre- 
existing subdural fluid collection. This concept would 
agree with our proposal that 7- to 8-month-old infants 
have physiologically widened subarachnoid spaces, which 
permit tearing of the bridging vein by rotation of the brain 
during blunt head trauma [2]. 

I would like to add some comments to this article. 
First, since I-ASDH is usually caused by minor head 
trauma, the presence of skull fracture in 3 of 13 patients in 
the authors' series seems to be exceptional; indeed, no 
patients had skull fractures in our series [2]. Second, the 
computed tomographic (CT) features described in the text 
as double-layered hematoma with high- and low-density 
areas were frequently observed in our series as well. The 
low-density area located in the medial side has been 
known to be enlarged subarachnoid spaces, occasionally 
accompanied by subdural fluid collection or hematoma 
[4]. 

Recent experience with patients with I-ASDH has 
made me feel that in some individuals the advent of CT 
might actually prevent neurosurgeons from making the 
correct diagnosis of I-ASDH, especially a mild type of 

I-ASDH [2]. For instance, I-ASDH in a 10-month-old girl 
most recently referred to us was overlooked despite 
frequent and persistent vomiting after minor head trauma. 
While the patient showed the characteristic clinical course 
of I-ASDH, the low-density area on CT taken within a few 
hours after trauma (Fig. 1) was erroneously interpreted as 
a benign enlargement of the subarachnoid spaces [5] or a 
benign subdural effusion [6]. Percutaneous subdural 
tapping yielded fresh, liquid hematoma, with resultant 
resolution of the symptoms. 

Thus, it seems worthwhile to reemphasize the im- 
portance of recognizing the clinical characteristics of 
I-ASDH. This lesion develops mostly in males under 2 
years of age, with the peak incidence being 7-10 months. 
Patients have fallen backward and hit the occiput against 
a rather soft substance, such as a Japanese tatami mat. 
Immediately or shortly therafter; they develop tonic con- 
vulsion and are observed to have preretinal hemorrhage. 
Some of the patients rapidly regain consciousness, and 
others have persistent disturbance of consciousness. 

Finally, as I have recently described in this journal [1], 
the incidence of I-ASDH in Japan is noticeably higher 
than that in other countries. Dr. Ikeda's article is also from 
Japan. 
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Fig. 1. A plain CT taken within a few hours after minor head 
trauma in a 10-month-old girl with persistant vomiting and 
irritability. Note the density area over the left cerebral hemi- 
sphere (25.6 HU, arrows), which is more dense than that in the 
lateral ventricles (3.1 HU). A high-density lesion in the posterior 
interhemispheric fissure is also shown (arrowheads) 
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