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Abstract
Headache associated with sexual activity is a difficult diagnosis for physicians and sometimes underlies grave 
aetiologies. One such cause associated with high morbidity and mortality is subarachnoid haemorrhage due to 
ruptured aneurysm.
This is a case of a 39 year old male, presenting with coital headache for few episodes. Computed Tomography scan 
showed subarachnoid haemorrhage (Fischer Grade 3).
Digital subtraction angiography revealed very small aneurysm on right internal carotid artery which was 
endovascularly managed with flow-redirection endoluminal device (FRED, Microvention, Aliso Viejo, 
California, USA) flow diverter placement across the aneurysm. Follow up revealed complete resolution of aneurysm 
with no residual clinical symptoms. The following case reveals the importance of identifying sexual headache as a 
presenting symptom of a grave aetiology like aneurysmal rupture and its early diagnosis and management to avoid 
mortality.
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Introduction

Headache due to sexual activity (HASA) is a dilemma 
in the field of cephalalgia. Though headache with 

sexual activity has been described from the time of 
Hippocrates 1, it has been in literature as early as the 
1970.2-4

It may be primary as well as due to other secondary 
illness. As per International Classification of headache 
disorders( ICHD) primary headache with sexual activity 
coded as 7.2.3 has specific diagnostic criteria.

However all headache with sexual activity before 
being stamped as primary should be ruling out any 
disturbance of consciousness, vomiting, visual, sensory 
or motor symptoms. It is also mandatory to rule out 
subarachnoid haemorrhage, intra and extra arterial 
dissection and reversible cerebral vasoconstriction 
syndrome (RCVS). Though two subtypes were identified 
in ICHD-I and ICHD-II respectively as pre-orgasmic and 
orgasmic headache subtypes respectively , the ICHD-III 
identifies primary headache associated with sexual activity 
as a single entity with variable presentation.6-9

Various other causes some very grave are the most 
important part in its diagnosis as early and correct diagnosis 
to the condition may alter the course of the disease. These 
are aneurysms with or without subarachnoid haemorrhage 
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(SAH) [sometimes presenting as sentinel headache], 
spontaneous intracranial hypotension (probably due 
to CSF leakage), reversible cerebral vasoconstriction 
(RCVS) etc.9, 10

The case described is of one such young male patient 
who presented similarly and the underlying cause and its 
further management helps to throw light on the importance 
of such a history for the clinician.

Case

A 39 year male, smoker (smoking 10 cigarettes per day 
for almost 7 years), without any comorbidities presented 
to us with complain of repeated several bouts of intense 
headache during the orgasmic part of coitus for last 2 
weeks for around 4 times. The headache was described 
as dull, initially around the posterior part of cranium and 
then gradually involving holocranium, thereby converting 
into intense throbbing headache. It peaked within a minute 
approximately and lasted for around 10 minutes even after 
stopping coitus. The headache was stereotypical in all 
the episodes so far and was not associated with redness, 
lacrimation in eyes, or rhinorrhoea.

On admission for further evaluation patient was 
conscious, alert, cooperative without any neurological 
deficits. Detailed neurological assessment did not reveal 
any focal neurological deficit except mild neck rigidity 
with positive Kernigs and Brudzinskisign. Pupils were 3 
mm in size and bilaterally normally reacting.

Computed tomography (CT) brain was done at triage 
which revealed a Subarachnoid haemorrhage (Fischer 
Grade 3).The patient was then taken to cath lab for a 
digital Subtraction Angiography (DSA) which revealed a 
very small aneurysm ( Fig. 1) measuring 1.1mm x 08mm 
with neck measuring approximately 1mm in the right 
internal carotid artery in the ophthalmic segment along 
the posterior wall. The aneurysm was directed posteriorly. 
As the location was intradural and corroborated with 
location of SAH seen in CT scan, a causal role to the 
clinical indicator of coital headache as a clinical marker 
of rupture of this aneurysm was brought into picture. The 
patient and the attendants were counselled accordingly 
about the management of this “side wall”11 aneurysmal 
SAH and the option of flow diverter 12 was given. A 
multidisciplinary team meeting was done to decide for 
further management including Neurosurgical team and  
neuro-intervention team. Although surgical option was 

Figure 1(a). CT scan brain shows acute subarachnoid haemorrhage. (b) and (c) shows small aneurysm in the ophthalmic 
segment of right ICA. (d) (native image) shows FRED flow diverter placement across the aneurysm in ICA.
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Figure 2 a and b [native image] shows complete resolution of aneurysm on follow up after 3 months.

given to attendants, considering relatively high risk of 
the surgical management in the location of aneurysm 
in this particular case, family themselves had opted for 
endovascular management considering the evidence 
available for relative safety and efficacy of flow diverter 
for such sidewall small aneurysm.12The use of other stents 
would have never served the purpose of flow diversion, 
hence was not considered in this case. 

The patient gave informed consent and was loaded 
with tablet Asprin 300 mg and tablet Prasugrel 50 
mg on the morning of the procedure. Under general 
anaesthesia, right femoral artery was accessed and 6 
French long sheath was placed into the right common 
carotid artery over a 5 French Picard catheter over 035 
Terumo guidewire. Following this, 070 Distal Access 
Catheter (DAC) was placed into the petrous segment of 
right internal carotid artery. Subsequently flow-redirection 
endoluminal device (FRED) (Microvention, Aliso Viejo, 
California,  USA) flow diverter (4mmx12mm x 18mm) 
was placed across the neck of the aneurysm with the help 
of Headway 27 microcatheter (Microvention, Aliso Viejo, 
California, USA) ( FIG 1 c and d).

The patient was discharged after 10 days in fully 
ambulatory state and was discharged on Tablet Asprin 150 
mg and Tablet Prasugrel 10 mg daily till 6 months and 
was planned for follow up at 3 months. Follow-up after 3 
months showed complete obliteration of the aneurysm (Fig 
2a and b) and clinical history with examination revealed 
complete resolution of headache with no neurological 
deficits.

Discussion

The patient presented with features of HASA. The 
presentation is important because apart from being 

primary, secondary causes need to be ruled out. One of 
the most important and deadly causes being SAH and the 
presentation is a must to identify and diagnose such illness 
at the earliest which is often lifesaving.

The above case also had a SAH. DSA revealed a small 
aneurysm in the ophthalmic segment of Right Internal 
carotid artery which matched with CT scan of brain with 
the possible site of rupture.After consent flow diverter 
was placed across the aneurysm. The  Flow Direction 
Endoluminal Device (FRED) (Microvention, Aliso Viejo, 
California,  USA) is a double-layer flow diverter with 
a stent-like outer layer and a flow diverter part inside 
the stent. This design enhances the navigability of the 
device, especially in tortuous anatomy and apposition of 
the device to the arterial wall, a key point in achieving 
aneurysm occlusion. 

Sexual activity causes fluctuation in blood pressure and 
sometimes increases the mean arterial pressure seriously 
as high as 130-175 mmHg in males and 125-160 mmHg 
in females which can cause the rupture of aneurysm.13-14 
Increased level of nor-adrenaline and blood pressure 
enhance the risk of aneurysm rupture. Furthermore, it 
was shown that the vertical increase of blood pressure by 
sexual activity enhanced the risk of aneurysm rupture.15, 16

Mann et al reported high blood pressure rates during 
sexual activity in 11 cases in 18 sexual activity episodes. 
In these episodes they figured out the peak arterial pressure 
300/175 mmHg and mean arterial pressure 237/138mmHg 
for males and 216/127 mmHg for females.16 Furthermore; 
in another study Littler et all showed that peak arterial 
pressure might reach 233/128 mmHg by sexual activity in 
7 normotensive cases.17 As well as in a study by Kriz et al; 
18 SAH were determined in 51 cases those had neurologic 
complication at the time of sexual activity.18
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Even HASA presentation without subarachnoid 
haemorrhage on CT scan of brain but with unruptured 
ICA aneurysm has been reported in literature. Several 
pathophysiological mechanisms have been proposed to 
explain this type of headache, like occurrence of thrombosis 
or local expansion of the aneurysm, interior bleeding in its 
wall, and meningeal inflammatory reaction.14

Other pathophysiology like muscular contraction 
leading to headache with sexual activity has been 
mentioned.13, 14

Whatever be the cause, HASA is associated with 
decreased sexual drive and poor performance during 
sexual activity. However apart from the decreased sexual 
pleasure the fact that a hidden life threatening cause may 
underlie is also very important as in this case.

Conclusion

Subarachnoid haemorrhage caused by aneurysm 
rupture has been seen to occur during sexual activity. 
These cases have high morbidity and mortality. Early 
identification is the key and prompt management helps 
to decrease morbidity and mortality. The importance of 
this case is the presentation of HASA as subarachnoid 
haemorrhage due to rupture of a small ophthalmic 
segment ICA aneurysm and its successful endovascular 
management leading to clinical recovery.
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