






HAS está presente em 50–70 % dos 
pacientes com AVCh

PAS ≥160 mmHg ou PAD ≥110 mmHg 
tem 5.5 (95 % CI 3.0–10.0) vezes a chance 

de AVCh

Uso de Warfarina já conta como 15% dos 
casos de AVCh







Cavernomas (n31) or
arteriovenous

malformations (n19)



64 had warfarin 
within the 

therapeutic 
international 

normalized ratio 
(INR) range of 2.0 to 

3.0 and a high 3-
month mortality 

rate (52%)



Amyloid
angiopathy (n205 

[20%]) and
hypertension

(n354 [35%]) were
common 

classifications



























Rost, 2008





















The hematoma should have at least 
a 18 UH unit difference between 

the 2 density regions

>33% or >12.5 mL



In patients with spontaneous ICH and/or IVH, serial head
CT can be useful within the first 24 hours after symptom
onset to evaluate for hemorrhage expansion

In patients with spontaneous ICH and/or IVH and with low
GCS score or ND, serial head CT can be useful to evaluate
for hemorrhage expansion, development of hydrocephalus, 
brain swelling, or herniation



The guideline incorporates CTA, which may assist with
diagnosis and prognostication. The spot sign may be

associated with mortality and poor mRS, score, but the
data are heterogenous and have significant limitations.

Long, 2022



Over the study period, 29.3% of all 
patients and 37.1% of MV

patients had at least 1 medical 
complication during hospitalization

Overall in-hospital 
mortality was 23.8%, but 

death risk in
MV patients was 59.5%

The most common complications 
were UTI

(14.8%), ARF (8.2%), and 
pneumonia (7.8%)

Notably, 61.6% of in-hospital 
deaths

occurred in the first 3 days of 
admission, and 82.4% of all

deaths occurred within the first 
week of hospitalization

In-hospital mortality decreased 
from 27.8% in 2004 to 21.0%

in 2013

The proportion of patients with at 
least 1 complication increased 
from 26.0% to 31.2% over the 
same period (relative increase 

19.7%)





Any complication 
risk increased by 

≈20%
from 2004 to 2013

Potential explanations include more 
aggressive lowering of blood 

pressure in the acute period of ICH 
to prevent hematoma expansion



That aggressive blood pressure control can increase ARF risk was 
evidenced in the ATACH II trial



Design

Mais de 17 anos, GCS ≥ 5 e volume estimado menor que 60ml

Randomizados 3-4,5h após o início dos sintomas

Controle de PA por 24h, pelo menos

Ao menos uma aferição de PAS ≥ 180 mmHg

140-179 mmHg

110-139 mmHg



Desing

Nicardipine 5mg +2,5 + 2,5 ... 15mg/h
+ Labetolol (ou Diltizem, Urapidil)

GCS + NIHSS +mRs + EQ-5D





There were no significant between-group differences in the 
rate of death at 3 months or in neurologic deterioration at 24 

hours after randomization

Any serious adverse event - 3 months after was higher in the 
intensive-treatment group than in the standard treatment 

group (25.6% vs. 20.0%; adjusted relative risk, 1.30; 95% CI,
1.00 to 1.69; p = 0.05







< 140 mmHg

< 180 mmHg

Não havia um mínimo Medicação IV e PO, 
variável



ATACH II







Nicardipina, Labetolol, 
Nitroprussiato...



In patients with spontaneous ICH requiring acute BP lowering, careful titration to
ensure continuous smooth and sustained control of BP, avoiding peaks and large

variability in SBP, can be beneficial for improving functional outcomes

Long, 2022



In patients with spontaneous ICH in whom acute BP lowering is considered, 
initiating treatment within 2 hours of ICH onset and reaching target within 1 hour 

can be beneficial to reduce the risk of HE and improve functional outcome

Long, 2022



In patients with spontaneous ICH of mild to moderate severity presenting with SBP 
between 150 and 220 mm Hg, acute lowering of SBP to a target of 140 mm Hg with

the goal of maintaining in the range of 130 to 150 mm Hg is safe and may be
reasonable for improving functional outcomes

Long, 2022



In patients with spontaneous ICH of mild to moderate severity presenting with SBP 
>150 mm Hg, acute lowering of SBP to <130 mm Hg is potentially harmful.

Long, 2022

For those with higher BPs, decrease
that BP by 20% in the first hour



Compared discharge outcomes, length 
of stay, and cost of hospitalization 

between groups of patients who were 
treated using either intravenous 

nicardipine or nitroprusside infusion









Three symptomatic hemorrhages 
occurred in the surgical cohort 

(p=0.30), and two instances of CNS 
infection compared to one in the 

medical cohort (p=1.00)

End of treatment edema 
volume was lower in surgical 
patients, 27.7±13.3 cc when 

compared to medical patients, 
41.7±14.6 cc (p<0.001)





The primary efficacy outcome was similar in 
each group (good outcome in alteplase group
48% vs saline 45%; risk ratio [RR] 1·06 [95% CI 

0·88–1·28; p=0·554])

At 180 days, the treatment group had lower 
case fatality (46 [18%] vs saline 73 [29%], 

hazard ratio 0·60 [95% CI 0·41–0·86], 
p=0·006), but a greater proportion with mRs
5 (42 [17%] vs 21 [9%]; RR 1·99 [95% CI 1·22–

3·26], p=0·007)







Outcome: Extended Glasgow Outcome Scale 
(GOSE) at 6 months after randomisation
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might benefit from decompressive craniectomy

Aguardemos o MISTIE III...









Antiagregação prévia aumenta 
volume do hematoma e aumenta 

mortalidade 
(Filbot, 2004)

> 70 anos + antiplaquetário + 
hipertensão -> Risco aumentado 
para HIP relacionado à Warfarina 

(Manoel, 2016)

Warfarina é responsável por 9-
14% dos eventos, com incidência 

de 0,3-3,7%/ano no INR 2-4,5 
(Steiner, 2006)

Warfarina + INR > 1,4 -> 
Vitamina K 5-10mg, IV , a cada 

30min (Manoel, 2016)

Plasma fresco congelado (PFC) 
10-40ml/kg ou Complexo 

Protrombínico (II, VII, IX, X)

4-CP 20 UI/kg -> keep INR < 1,4

Fator VIIa isoladamente não é recomendado na HIP
(Hemphill, 2015)



Não fracionada

Baixo peso molecular

Se infusão nas 3h anteriores, Protamina
1mg/100UI de Heparina não fracionada; 

máximo de 50mg .

Se TTPA não corrigir, pode repetir 
0,5mg/100UI 

Se profilática, reverter se TTPA alargado
Frontera, 2016

Meia-vida de 4,5h

Se infusão nas últimas 8h, Protamina (60%) 1mg : 
1mg de heparina de baixo peso, máximo de 50mg

Se infusão entre 8-12h, Protamina (60%) 0,5mg : 
1mg de heparina de baixo peso, máximo de 50mg

Frontera, 2016



Dabigatrana
Inibição da trombina / IIa

Apixabana
Inibição do fator Xa

Se infusão dentro de 3-5h meias-vidas, 
Idarucizumab / Praxbind ® 2,5-0-2,5mg 

Frontera, 2016

Aripazine e Adexanet
Complexo protrombínico 50U/kg

Se administrado em < 2h -> Ácido tranexâmico ou épsilon-
aminocaproic acid

Frontera, 2016

Rivaroxabana
Mediadores do fator Xa



Aspirina
Clopidogrel

DDAVP 0,4mcg/kg, IV
Transfusão de plaqueta nos pacientes que 

podem se submeter a tto cirúrgico
Frontera, 2016



In patients with VKA-associated spontaneous ICH and INR 
≥2.0, 4-factor (4-F) prothrombin complex concentrate
(PCC) is recommended in preference to fresh-frozen 

plasma (FFP) to achieve rapid correction of INR and limit
HE



In patients with VKA-associated spontaneous ICH, intravenous
vitamin K should be administered directly after coagulation

factor replacement (PCC or other) to prevent later increase in 
INR and subsequent HE



In patients with VKA-associated spontaneous ICH with INR of

1.3 to 1.9, it may be reasonable to use PCC to achieve
rapid correction of INR and limit HE



For patients with spontaneous ICH being treated with
aspirin and who require emergency neurosurgery, 
platelet transfusion might be considered to reduce

postoperative bleeding and mortality.





Lobar









6.7% VS 17.0%, OR 0.36; 95% [CI] 0.17–0.75



A incidência de crise é de 2,5 a 28% (Hu et al., 2014)

Profilaxia diminuiu a incidência de crises  (Passero, 2012)

Profilaxia não diminuiu a incidência de crises  (Gilad, 2011)

Mas parece ter melhorado o exame neurológico (Gilad, 2011)





















>18 anos de idade
Que já tomavam 
antiagregante ou 

anticoagulante
Início em ~76 dias 

Acompanhados por até 
5 anos (mediana de 2 

anos)












