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Abstract
Purpose  There is an an increasing awareness of the importance of health and lifestyle for stroke diseases like spontane-
ous subarachnoid hemorrhage (SAH). However, the importance of pre-existing medical conditions for clinical course and 
mortality after SAH has not been studied. The aim of the present study was to identify pre-existing conditions contributing 
to mortality after SAH.
Methods  Data were extracted from a Swedish national prospective study on patients with SAH. Variables were defined for 
age, sex, body mass index (BMI), clinical condition at admission, and for 10 pre-existing medical conditions. Models pre-
dicting mortality in three time intervals with all possible subsets of these variables were generated, compared and selected 
using Akaike’s information criterion.
Results  1155 patients with ruptured aneurysms were included. The mortality within 1 week was 7.6%, 1 month 14.3%, and 
1 year 18.7%. The most common pre-existing medical conditions were smoking (57.6%) and hypertension (38.7%). The 
model’s best predicting mortality within 1 week and from 1 week to 1 month included only the level of consciousness at 
admission and age, and these two variables were present in all the models among the top 200 in Akaike score for each time 
period. The most predictive model for mortality between 1 month and 1 year added previous stroke, diabetes, psychiatric 
disease, and BMI as predictors.
Conclusion  Mortality within the first month was best predicted simply by initial level of consciousness and age, while mor-
tality within from 1 month to 1 year was significantly influenced by pre-existing medical conditions.
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Introduction

Spontaneous subarachnoid hemorrhage (SAH) constitutes 5% 
of stroke incidents. Compared to other stroke patients, the mean 
age in SAH is lower and the short-term mortality is higher. 
In three out of four cases, SAH is caused by the rupture of an 
intracranial aneurysm and repeated bleedings are then associ-
ated with a high mortality. Therefore, once a SAH has occurred, 
most patients are referred to a neurosurgical center to diagnose 
and treat a ruptured aneurysm with surgery or neurointerven-
tion, and to prevent and treat complications to the hemorrhage.

Patients with SAH often perceive themselves as having 
been previously healthy until they suddenly suffer from an 
aneurysm rupture. However, there is an increasing awareness 
of the importance of pre-existing medical conditions for devel-
opment of SAH. Similar conditions have been suggested for 
the development and rupture of a brain aneurysm as for acquir-
ing ischemic as well as other types of hemorrhagic stroke. It 
has been suggested that more than 90% of the incidents of 
stroke are attributable to modifiable conditions including life-
style and metabolic factors [4]. For SAH, studies suggest that 
hypertension, smoking, and alcohol use could be involved (for 
references, see [8].

The bulk of the mortality after SAH occurs in the acute 
phase, presumably because of the brain injury from the first 
bleeding, but also caused by other acute complications. There 
are studies on the cause of death after the acute phase, and in 
the short term, this correlated to cardiovascular incidents [11]. 
In the long term, mortality correlated with cerebrovascular dis-
orders [10]. However, there are few or no studies on the impact 
of the earlier health and lifestyle on the mortality after SAH.

Earlier health, pre-existing medical conditions, as well 
as lifestyle factors, have in common that they are difficult to 
quantify, especially in reviewing medical records for retrospec-
tive studies. The course of an acute disease like SAH can be 
dramatic, and the focus of the medical records is on the acute 
situation rather than the patients’ previous health problems. 
The absence of information on a previous condition does not 
mean it did not exist.

The aim of the present study was therefore to use systemati-
cally collected data from a prospective national Swedish study 
on SAH to describe the pattern of pre-existing medical condi-
tions and determine their impact on mortality during three 
different time intervals: the first week following hemorrhage, 
1 week to 1 month, and 1 month to 1 year.

Material and methods

The data used in this study were taken from a prospective 
study involving Sweden’s six neurosurgical departments, 
which are in Gothenburg, Linköping, Lund, Stockholm, 

Umeå, and Uppsala. The inclusion criterion was admission 
to a neurosurgical ward due to a spontaneous subarachnoid 
hemorrhage between Sept 1st 2014 and March 31st 2018. 
Patients that were not admitted to neurosurgical wards were 
not included. The planning of the study, defining variables, 
and setting up the study protocol were done by a steering 
group consisting of vascular neurosurgeons from all the 
departments.

Data were entered in an electronic case report form 
(CRF) with coded patient identifiers. The CRF consisted 
of eight modules: 1. basic demographic information, 2. 
previous medical history and events before admission to 
neurosurgery, 3. neurological assessments, 4. radiological 
information, 5. information about the aneurysms, 6. neu-
rosurgical and endovascular treatment, 7. neuro-intensive 
care, 8. 1-year follow-up of the aneurysm and the func-
tional outcome and health-related quality of life. In the 
present paper, data from modules 1, 2, and 3 were used.

The demographic data and previous medical history 
were reported by the patient, the next of kin or extracted 
from existing medical records. The pre-existing medical 
conditions recorded were hypertension, cardiac disease, 
diabetes type 1 or 2, earlier stroke, psychiatric disease, 
and any type of kidney disease. A condition was consid-
ered present if it had been diagnosed before the SAH and 
the patient was undergoing treatment or follow-up for it. 
We also noted age, sex, height, weight, smoking and snuff 
tobacco history, use of alcohol, and heredity for SAH, 
cerebral aneurysms, or related connective tissue diseases. 
The medical conditions were noted as “yes/no/unknown” 
except for smoking that was graded as “never smoked,” 
“stopped smoking > 6 months before the SAH,” or “ongo-
ing smoking or stopped < 6 months before SAH”. Body 
mass index (BMI) was calculated from the patients’ height 
and weight. For the neurological and clinical assessment, 
the grading scales Reaction Level Score (RLS-85) [16], 
Glasgow Coma Score (GCS) [17], Hunt and Hess [7], and 
World Federation of Neurosurgical Societies (WFNS) [18] 
were used. Focal neurological deficits including pupillary 
light reactions were also noted. After 1 year, a follow-up 
was done and, in case of death, the day of death was noted.

Statistics

A total of 12 variables, all with less than 10% missing or 
unknown values, were included in the analyses. The following 
were included as dichotomized predictive variables: cardiac 
disease, hypertension, diabetes (type 1 or 2), earlier stroke, 
kidney disease, psychiatric disease, smoking, alcohol use, 
and sex. BMI and age were included as continuous variables. 
In addition, the first documented neurological condition was 
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used. Of the methods of assessing neurological condition, 
RLS-85 had the least amount of missing data and was there-
fore used in the calculations. RLS-85 was dichotomized as 
conscious (RLS 1–3) and unconscious (RLS 4–8).

Statistica 13 was used for descriptive and comparative sta-
tistics. The influence of pre-existing medical conditions on 
the mortality during the first week after the rupture, between 
1 week and 1 month, and between 1 month and 1 year, was 
evaluated with general linear/nonlinear modelling of best 
subsets of variables according to Akaike’s information cri-
terion (AIC) [20]. For the three time periods considered, 
Statistica evaluated models for every possible subset of vari-
ables and returned the top 200 of the 4096 possible models 
as ranked by AIC. We have presented the top three models 
for each time period. The relative likelihood of a model com-
pared to the best (minimum AIC) model was estimated using 
the formula exp((AICmin – AICmodel)/2) [19]. For example, 
a relative likelihood of 0.5 means that the model is half as 
likely to be the best model as is the top ranked model. A p 
value of < 0.05 was considered significant.

Ethical permission

The Regional Ethical Review Board granted permission for 
this study.

Results

Data from the 1155 SAH patients with a diagnosed aneu-
rysm (saccular, dissection, fusiform, or flow related in 
association with an AVM) were included in this study. 
67.8% were women. Mean age was 58.1 ± 13.3 years and 
BMI median 25.7. On admission, 97.7% of patients had 
their neurological condition assessed, the majority during 
the admission to the neurosurgical department and the rest 
at the first hospital. Median WFNS was 2 and 8.6% had 
one or two fixed pupils. For the first neurological assess-
ment, missing values for RLS-85, Hunt and Hess, GCS, 
WFNS, and pupils ranged from 3.3% (pupils) to 5% (GCS) 
(Table 1).

The aneurysm treatments were 63.3% endovascular, 
27.1% surgical, and 1.8% with both techniques. In 7.8% of 
patients, no treatment was done due to poor clinical condi-
tion, complex aneurysm morphology in combination with 
advanced age, or due to spontaneous occlusion. The mortal-
ity within 1 week from rupture was 7.6%, within 1 month 
14.3%, and 1 year 18.7%.

The most common pre-existing medical condition was 
smoking, either ongoing or earlier, which applied to 57.6% 
of included patients. This was followed by hypertension which 

was seen in 38.7% (Table 2). Two or more medical conditions 
were recorded at admission in 43.0% of the cohort (Fig. 1).

The models selected based on the Akaike criterion for the 
three time periods are presented in Table 3, with the selected 
variables, the statistical significance of the model, and the rel-
ative likelihood compared to the best model for the same time 
period. The model’s best predicting mortality within 1 week 
and from 1 week to 1 month included only the level of con-
sciousness at admission and age, and these two variables were 
present in all the models among the top 200 in Akaike score 
for each time period. The most predictive model for mortality 
between 1 month and 1 year added previous stroke, diabetes, 
psychiatric disease, and BMI as predictors.

Discussion

The study presents for the first time the results from this 
prospective Swedish national study on patients hospital-
ized due to spontaneous SAH. In the present paper, we 

Table 1   Basic demographic information (n = 1155)

Age (mean, SD) 58.1 ± 13.3
Women 67.8%

Median (IQR) Missing 
values 
(%)

BMI 25.7 (22.9; 29.3) 9.0
First RLS-85 2 (1;3) 3.9
First GCS 11 (8;15) 5.0
First Hunt and Hess 2 (2; 4) 4.6
First WFNS 2 (1;4) 5.0
One or two fixed pupils 8.6% 3.3

Table 2   Pre-existing medical condition

Yes (%) Missing or 
unknown (%)

Smoking, ongoing, or earlier 57.6 10.0
Hypertension 38.7 1.2
Alcohol use 18.2 14.0
Cardiac disease 9.4 0.8
Psychiatric disease 8.6 1.6
Heredity for SAH/aneurysm or 

related disease
7.8 18.6

Snuff tobacco 7.0 14.5
Earlier stroke 4.7 1.4
Diabetes 1 and 2 4.5 1.0
Kidney disease 2.4 1.1
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focused on pre-existing medical conditions. We related 
these to mortality during three different time periods, since 
we hypothesized that the role of pre-existing conditions 
would change during the course of the disease. Within 
1 week from rupture, the mortality was 7.6%. This is on 
the expected level based on national experience [1, 14, 
15]. After 1 month, the mortality was 14.3%. This can 
be compared to a large population-based study with 19% 
28-day mortality [2].

Models with variables for predicting mortality for 
the time periods, the first week, 1 week to 1 month, and 
1 month to 1 year following rupture, were tested. The three 
top models selected for the first two time periods were 
identical, and the relative likelihoods assigned very similar 
(Table 3). The top rated model in both time periods, by a 

wide margin, consisted simply of level of consciousness 
and age. This is an expected finding since the impact of 
the initial bleeding can be severe and those in too bad neu-
rological condition at admission are often not treated for 
ruptured aneurysms. Even if treated, however, for patients 
in very poor neurological condition on admission, the ini-
tial bleeding is likely to lead to serious cerebral complica-
tions that can be fatal without regard to previous medical 
conditions.

The second and third best predicting models for mortality 
in the first two time periods also included earlier cardiac and 
psychiatric disease. Cardiovascular events have been found 
to correlate with increased short-term mortality after SAH 
[11]. Possibly cardiac disease is an expression of a more 
generalized artherosclerotic disease. This could be supported 

Fig. 1   This figure shows the 
distribution of the numbers of 
pre-existing medical conditions

Table 3   Models predicting 
mortality: predictor variables, 
model likelihood relative to the 
best (minimum AIC) model, 
and statistical significance. 
RLS-85 is the reaction level 
score used to evaluate level of 
consciousness on admission

Mortality within 1 week Relative 
likelihood

p value

  RLS-85, age 1 1.22 10 − 15

  RLS-85, cardiac dis., age 0.778 3.77 10 − 15

  RLS-85, psychiatric dis., age 0.734 4.00 10 − 15

Mortality between 1 week and 1 month
  RLS-85, age 1 1.01 10 − 06

  RLS-85, age, cardiac dis 0.764 2.17 10 − 06

  RLS-85, age, psychiatric dis 0.640 2.58 10 − 06

Mortality between 1 month and 1 year
  RLS-85, diabetes, earlier stroke, psychiatric disease, age 1 3.53 10 − 05

  RLS-85, diabetes, cardiac dis., earlier stroke, psychiatric dis., age 0.959 3.96 10 − 05

  RLS-85, diabetes, cardiac dis., earlier stroke, psychiatric dis., age, BMI 0.747 5.06 10 − 05
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by a study [2] in which the authors found an increased risk 
both for recurrent stroke and major vascular events during a 
5-year period after SAH. The mechanism of influence of ear-
lier psychiatric disease is not clear. An association between 
depression and cardiac disease is known [6]. Several mecha-
nisms for this have been suggested, e.g., inflammation, dis-
turbed platelet function, and the influence of drug therapy. 
Behavioral factors possibly preventing individuals from 
necessary somatic care should also be considered [6]. Vas-
cular health in patients with psychiatric conditions should 
be further studied.

In the best predictive models of the mortality for those 
that survived the first month but died within 1 year, diabetes 
type 1 or 2, previous stroke, and BMI were added (Table 3). 
It seems that after surviving the impact of the bleeding and 
cerebral complications in the acute phase, conditions of 
other organs become increasingly important for survival. 
Diabetes could be a contributing factor to the long-term 
vascular mortality in some cases. Earlier publications have 
shown that SAH patients have an increased mortality due to 
cerebrovascular disorders [10, 9]. The influence of previous 
stroke on mortality has not been addressed before, but this 
finding suggests that SAH may be part of a more systemic 
vascular disorder.

In our patient material, 43% had two or more pre-existing 
medical conditions. We found that smoking, at any time, 
and hypertension were the most common. These two factors, 
however, were not included in the best models predicting 
mortality. This could be an effect of a public awareness in 
Sweden that hypertension should be treated. It is also pos-
sible that, by the time of the rupture of the aneurysm, the 
vascular injury caused by hypertension and smoking had 
already manifested in cardiac disease, which was included 
in the best predicting models for mortality, at all three time 
intervals. In our study, we dichotomized the information 
on smoking in the statistical analysis to “never smoked” or 
“smoked at some time” which also could lead to loosing sta-
tistical power on the effect of smoking. However, smoking is 
difficult to quantify, especially considering how much envi-
ronmental smoking “non-smokers” have sometimes been 
exposed to. Another possibility for smoking not ending up 
in the best predicting models could be that the rate of smok-
ing has decreased in Sweden. Between 2004 and 2007, 15% 
reported daily smoking and in 2018–2021, it was 7% [21].

BMI was only included in the third best model for mortal-
ity between 1 month and 1 year. The effect of BMI on the 
course of the disease has been debated. In one retrospective 
study [5], the effect of obesity defined as BMI ≥ 30, dia-
betes, and hypertension on 30-day outcome was assessed 
in a cohort of surgically treated patients with SAH. They 
found that diabetes increased the risk for respiratory adverse 
events and death, hypertension increased the risk for cer-
ebrovascular incidents, but that obesity was not associated 

with adverse outcomes. In a multicenter study, increased 
BMI appeared to have a protective effect on rupture in men 
over 50 years old [3]. However, in a review, it has also been 
concluded that the studies published so far could not provide 
convincing proof about this [12]. In fact, there was evidence 
that high BMI increased the risk for poor outcome in good 
grade aneurysmal SAH [13]. High BMI is generally thought 
to increase the risk for ischemic and hemorrhagic stroke [4]. 
However, there is no clear information in the literature about 
what levels of BMI that are associated with increased risk. 
We suggest instead that the medical effects of obesity, e.g., 
hypertension and diabetes, are more important for cerebro-
vascular diseases than the exact BMI per se, but this must 
be further studied.

Methodological strengths and limitations

A strength of our study is that it is prospective and nation-
wide and that we have structured and verified information 
regarding multiple pre-existing conditions for all cases in 
this large, multicenter dataset. Our results are in line with 
earlier studies. This could be viewed as a limitation in that 
the results lack “novelty.” On the other hand, the study was 
properly conducted and reported. Demonstrating the repro-
ducibility of scientific results in a range of studies is impor-
tant in all fields.

One weakness of the present study is the definition of the 
pre-existing medical conditions. However, our intention was 
that these definitions should act as a screening for ongoing 
health problems. Obviously, some disease groups, e.g., car-
diac disease or psychiatric disease, could have been further 
subdivided and detailed. Another possible weakness is that 
the study is done on patients referred to neurosurgical units. 
Patients who for various reasons stay at the first hospitals 
were not included. In Sweden, health care is tax-financed 
and organized in geographical regions with the neurosurgi-
cal units located in the larger central hospitals. The nor-
mal procedure for a SAH is that the patient is referred to a 
neurosurgical center unless there are clear medical reasons 
to not do this. Since 2020, SAH has been included in the 
Swedish national quality register for Stroke (Riksstroke), 
and patients with spontaneous SAH who are not referred 
to a neurosurgical center are also registered. The rate of 
registration is continuously improving, but from the year 
report 2021 [22], it can be estimated that 77% were sent to 
a neurosurgical unit. Those that stayed in the first hospital 
were significantly older, median 79 years vs 59.5 years for 
those admitted. The reasons for not sending the patients to 
neurosurgery were bad neurological condition, other medical 
issues, and age, alone or in combination. Sometimes, radiol-
ogy at home hospital was enough and no more investigation 
was felt necessary. It seems that the patients with SAH who 
are not referred to neurosurgical units are as a group very 
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different from those who are referred. Our results and con-
clusions concern the group with aneurysmal SAH admitted 
to neurosurgery.

Different statistical methods could be used. We prefer to 
present the results from the multivariate analysis through 
model building. The main reason is that a set of variables 
resembles the clinical reality. Efforts to break out single 
variables and compare them to each other carries the risk of 
overestimating their clinical significance in isolation from 
the overall clinical picture.

Conclusion

This study presents the initial results from a national prospective 
study on patients with SAH and that were referred to neurosur-
gery. The mortality within the first week was 7.6%, at 1 month 
14.3%, and 1 year 18.7%. Based on the Akaike information 
criterion, the models that best predicted mortality during the 
first week and from 1 week to 1 month consisted simply of 
level of consciousness on admission and age. Between 1 month 
and 1 year, diabetes, earlier stroke, psychiatric disease, cardiac 
disease, and BMI were also important predictors of mortality 
and were included in the highest ranked models. Therefore, our 
data indicate that mortality within 1 month is dominated by the 
severity of the SAH and age, while these pre-existing medical 
conditions become important risk factors for mortality in the 
period from 1 month to 1 year following rupture.

Funding  Open access funding provided by Uppsala University.

Declarations 

Ethical approval  The Regional Ethical Review Board granted permis-
sion for this study.

Conflict of interest  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

management during a 12-year period. J Neurosurg 90:664–672. 
https://​doi.​org/​10.​3171/​jns.​1999.​90.4.​0664

	 2.	 Chen Y, Wright N, Guo Y, Turnbull I, Kartsonaki C, Yang L, 
Bian Z, Pei P, Pan D, Zhang Y, Qin H, Wang Y, Lv J, Liu M, 
Hao Z, Wang Y, Yu C, Peto R, Collins R, Li L, Clarke R, Chen 
Z, China Kadoorie Biobank Collaborative G (2020) Mortality 
and recurrent vascular events after first incident stroke: a 9-year 
community-based study of 0.5 million Chinese adults. Lancet 
Glob Health 8:e580–e590. https://​doi.​org/​10.​1016/​S2214-​
109X(20)​30069-3

	 3.	 Chen S, Mao J, Chen X, Li Z, Zhu Z, Li Y, Jiang Z, Zhao W, 
Wang Z, Zhong P, Huang Q (2021) Association between body 
mass index and intracranial aneurysm rupture: a multicenter 
retrospective study. Front Aging Neurosci 13:716068. https://​
doi.​org/​10.​3389/​fnagi.​2021.​716068

	 4.	 Feigin VL, Roth GA, Naghavi M, Parmar P, Krishnamurthi R, 
Chugh S, Mensah GA, Norrving B, Shiue I, Ng M, Estep K, Cercy 
K, Murray CJL, Forouzanfar MH, Global Burden of Diseases I, 
Risk Factors S, Stroke Experts Writing G (2016) Global burden 
of stroke and risk factors in 188 countries, during 1990–2013: 
a systematic analysis for the Global Burden of Disease Study 
2013. Lancet Neurol 15:913–924. https://​doi.​org/​10.​1016/​S1474-​
4422(16)​30073-4

	 5.	 Grossen AA, Shi HH, O’Neal CM, Bauer AM (2022) Impact of 
obesity and diabetes on postoperative outcomes following surgi-
cal treatment of nontraumatic subarachnoid hemorrhage: analysis 
of the ACS-NSQIP database. World Neurosurg 163:e290–e300. 
https://​doi.​org/​10.​1016/j.​wneu.​2022.​03.​113

	 6.	 Huffman JC, Celano CM, Beach SR, Motiwala SR, Januzzi JL 
(2013) Depression and cardiac disease: epidemiology, mecha-
nisms, and diagnosis. Cardiovasc Psychiatry Neurol 2013:695925. 
https://​doi.​org/​10.​1155/​2013/​695925

	 7.	 Hunt WE, Hess RM (1968) Surgical risk as related to time of 
intervention in the repair of intracranial aneurysms. J Neurosurg 
28:14–20. https://​doi.​org/​10.​3171/​jns.​1968.​28.1.​0014

	 8.	 Juvela S (2011) Prevalence of and risk factors for intracranial 
aneurysms. Lancet Neurol 10:595–597. https://​doi.​org/​10.​1016/​
S1474-​4422(11)​70125-9

	 9.	 Korja M, Silventoinen K, Laatikainen T, Jousilahti P, Salomaa V, 
Kaprio J (2013) Cause-specific mortality of 1-year survivors of 
subarachnoid hemorrhage. Neurology 80:481–486. https://​doi.​org/​
10.​1212/​WNL.​0b013​e3182​7f0fb5

	10.	 Lindgren C, Soderberg S, Koskinen LO, Hultin M, Edvardsson 
L, Naredi S (2015) Long-term subarachnoid haemorrhage survi-
vors still die due to cerebrovascular causes. Acta Neurol Scand 
132:410–416. https://​doi.​org/​10.​1111/​ane.​12410

	11.	 Norberg E, Odenstedt-Herges H, Rydenhag B, Oras J (2018) 
Impact of acute cardiac complications after subarachnoid hemor-
rhage on long-term mortality and cardiovascular events. Neurocrit 
Care 29:404–412. https://​doi.​org/​10.​1007/​s12028-​018-​0558-0

	12.	 Rautalin I, Kaprio J, Korja M (2020) Obesity paradox in subarach-
noid hemorrhage: a systematic review. Neurosurg Rev 43:1555–
1563. https://​doi.​org/​10.​1007/​s10143-​019-​01182-5

	13.	 Rautalin I, Juvela S, Macdonald RL, Korja M (2022) Body mass 
index and the risk of poor outcome in surgically treated patients 
with good-grade aneurysmal subarachnoid hemorrhage. Neurosur-
gery 90:816–822. https://​doi.​org/​10.​1227/​neu.​00000​00000​001931

	14.	 Ronne-Engstrom E, Enblad P, Gal G, Norback O, Ryttlefors M, 
Cesarini KG, Bolander H, Tovi M, Persson L (2009) Patients 
with spontaneous subarachnoid haemorrhage - presentation of a 
10-year hospital series. Br J Neurosurg 23:499–506. https://​doi.​
org/​10.​1080/​02688​69090​28749​01

	15.	 Saveland H, Hillman J, Brandt L, Edner G, Jakobsson KE, Algers 
G (1992) Overall outcome in aneurysmal subarachnoid hemor-
rhage. A prospective study from neurosurgical units in Sweden 

References

	 1.	 Cesarini KG, Hardemark HG, Persson L (1999) Improved sur-
vival after aneurysmal subarachnoid hemorrhage: review of case 

448 Acta Neurochirurgica (2023) 165:443–449

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3171/jns.1999.90.4.0664
https://doi.org/10.1016/S2214-109X(20)30069-3
https://doi.org/10.1016/S2214-109X(20)30069-3
https://doi.org/10.3389/fnagi.2021.716068
https://doi.org/10.3389/fnagi.2021.716068
https://doi.org/10.1016/S1474-4422(16)30073-4
https://doi.org/10.1016/S1474-4422(16)30073-4
https://doi.org/10.1016/j.wneu.2022.03.113
https://doi.org/10.1155/2013/695925
https://doi.org/10.3171/jns.1968.28.1.0014
https://doi.org/10.1016/S1474-4422(11)70125-9
https://doi.org/10.1016/S1474-4422(11)70125-9
https://doi.org/10.1212/WNL.0b013e31827f0fb5
https://doi.org/10.1212/WNL.0b013e31827f0fb5
https://doi.org/10.1111/ane.12410
https://doi.org/10.1007/s12028-018-0558-0
https://doi.org/10.1007/s10143-019-01182-5
https://doi.org/10.1227/neu.0000000000001931
https://doi.org/10.1080/02688690902874901
https://doi.org/10.1080/02688690902874901


1 3

during a 1-year period. J Neurosurg 76:729–734. https://​doi.​org/​
10.​3171/​jns.​1992.​76.5.​0729

	16.	 Stalhammar D, Starmark JE, Holmgren E, Eriksson N, Nordstrom 
CH, Fedders O, Rosander B (1988) Assessment of responsiveness 
in acute cerebral disorders. A multicentre study on the reaction 
level scale (RLS 85). Acta Neurochir (Wien) 90:73–80. https://​
doi.​org/​10.​1007/​BF015​60558

	17.	 Teasdale G, Jennett B (1974) Assessment of coma and impaired 
consciousness A practical scale. Lancet 2:81–84. https://​doi.​org/​
10.​1016/​s0140-​6736(74)​91639-0

	18.	 Teasdale GM, Drake CG, Hunt W, Kassell N, Sano K, Pertuiset B, 
De Villiers JC (1988) A universal subarachnoid hemorrhage scale: 
report of a committee of the World Federation of Neurosurgical 
Societies. J Neurol Neurosurg Psychiatry 51:1457. https://​doi.​org/​
10.​1136/​jnnp.​51.​11.​1457

	19.	 Wagenmakers EJ, Farrell S (2004) AIC model selection using 
Akaike weights. Psychon Bull Rev 11:192–196. https://​doi.​org/​
10.​3758/​bf032​06482

	20.	 Akaike H (1974) A new look at the statistical model identification. 
IEEE Trans Automat Contr 716–723

	21.	 Public Health Agency of Sweden: Tobakskonsumtion (självrap-
porterat) efter kön, region och år. Andel (procent) (Swedish) 
downloaded 2022–01–13. (2021). http://​fohm-​app.​folkh​alsom​
yndig​heten.​se/​Folkh​alsod​ata/​pxweb/​sv/A_​Folkh​alsod​ata/A_​
Folkh​alsod​ata__6_​Levna​dsvan​or__​dToba​k__​aToba​kskon​sumti​
on/​tobak.​px/​table/​table​ViewL​ayout1/.

	22.	 Ronne Engstrom E (2022) Stroke och TIA Preliminär årsrapport 
2021 Subarachnoidalblödningar pp 160–164. https://​www.​rikss​

troke.​org/​wp-​conte​nt/​uploa​ds/​2022/​06/​Arsra​pport​en-​2021_​preli​
minar_7.​1.​pdf. 2022

Publisher's note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Comments  This manuscript is instructive and useful. It quantifies two 
major concepts which aneurysm surgeons have classically learned from 
experience and patient care. First, that the greatest determinant of short 
term SAH outcomes are age and level of consciousness (which can 
roughly serve as a surrogate for WFNS or other grades), and second, 
that in the longer period of recovery, good health and lower premorbid 
clinical conditions (inclusive of lifestyle choices like nonsmoking) also 
become favorable determinants of outcome in the one month to one 
year follow-up.

The quality of the data is excellent because of the prospective 
methodology and the ability to extract population data from a 
finite number of tertiary medical centers (being all 6 neurosurgical 
departments in Sweden).

The observation risk associated with premorbid psychiatric 
disease is a curiosity. One wonders if psychiatric conditions add 
risk through decreased self-care or poor lifestyle choices.

I found the manuscript to be lucid and complete, and the study 
to be well-designed and well-executed. It is certainly a worthwhile 
addition to our knowledge.
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