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ORRAGIA CEREBRALE

degli stroke € emorragico

ad elevata mortalita

» Fino al 50% nel primo mese
e > 50% ad 1 anno

o1 TISChIO di emorragia aumenta con eta
. Magglore Incidenza tra gli uomini
® Maggiore incidenza negli asiatici
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Patients with
intracerebral

Mid-year
of study

Case fatality

Oxford, UK*
Okinawa, Japan
Arcadia, Greace™™
Malmd, Sweden*
China™t

Melbourne, Australia’

Qrebro, Sweden™

Qverall

Data are % (95% CI). *Patients older than age 18 years. *Patients clder than age 25 years.

1683
1589
1594
1995
1598
1598
1539

haemorrhage (n)

66

77

18-8 (16:1-215)
44-0 (30-0-38-7)
23-9(19-4-28-3)
48.4 (45-7-511)
29-2(190-411)

354 (33-6-371)

162 (13-3-191)
51-8(32:0-713)
227 (18:2-271)
507 (475-53-9)
50-6 (39-1-6211)

35-3(33-2-37-4)

Table 4: Intracerebral haemorrhage case fatality at 1 month according to sex and age

<65 years
42-0(20.3-66-5)
17-3(14-6-13-5)
33-3(14-6-57-0)
14-3(8-9-15.6)

250 (3-2-651)
17-6 (15-3-20-0)

65-74 years

44-4(21.5-69-2)
14-5(10-4-18-7)
31-8(13-5-54-9)
18-5(13-4-24.5)

21-4 (47-50-8)
18-1 (14-8-214)

75-84 years

58.C (36-6-77-9)
18-8(13-8-23-7)
532 (38:4-837)
29.8(240-355)

12:5(16-38:3)
26-8(231-305)

>85 years
80.0(28.4-589.5)
248 (17-1-32:5)
60.0(32:3-83.7)
31-3(22-4-41.4)

333(43-777)
30-6(251-367)

Lancet Neurol 2010;9:167



io di emorragia aumenta con eta

Patientswith ~ Person-years  Incidenceper100000  Numberoftime Incidence ratio

intracerebral person-years (95%Cl)  periods (95%01)

haemorrhage (n)
<44 yoars I ARIRID AR AL 119 £958646 19(1:6-22) 16 010(0-06-0-14)
45-54 years WA R R ERELLE A 164 725660 191(134-27:4) 15 Reference
§5-64 years AR L 4G 305 865173 365(284-467) 16 18(13-26)
65-74 years - nmoHLaE s 59/ 812077 771(650-915) 18 38(27-54)
[5-84 years AR BRI LA 42 665 531845 1369 (111:3-1684) 18 68(4-8-96)
25 year VTAND Ik 4 85 274 0580 | 1060483580 | v 96(66-139)

Because intracerebral haemorhage is rare in people under age 45 years, the incidence ratios were calculated with the 45-54 years age group as the reference.

Table 2: Incidence of intracerebral haemorrhage according to age

Lancet Neurol 2010;9:167
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perché?

The hxcr incidence of intracerebral haemorrhage in

elderly patients has been attributed to high prevalences
~ of amyloid angiopathy and hypertension, and to the use
- of antithrombotic drugs in this age group.’ In a subset of

ERRLL

Lancet Neurol 2010;9:167
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= -59 anni > >20% nella fascia di eta tra
- 80-89 anni)

“® | o stroke ischemico cardioembolico per
FA e associato a maggiore mortalita e
morbidita
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JAMA Intern Med 2017;177:563

= |mportante trovare la causa
f,f - dell'emorragia cerebrale



The H-ATOMIC Criteria for the Etiologic
Classification of Patients with Intracerebral

Hemorrhage

ertension
geerebral myloid angiopathy
= "umour

e
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—# " ral anticoagulants
e vascular alformation
® nfrequent causes

® ryptogenetic

PLoS ONE 2016:11 (6)



SMASH-U
A Proposal for Etiologic Classification of Intracerebral Hemorrhage
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SMASH-U
A Proposal for Etiologic Classification of Intracerebral Hemorrhage

Prognosi e rischio recidiva
dipendono dalla eziologia

Stroke 2014: 45:2636
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= ‘Malformazioni vascolari (5-8%)
~ ® Farmaci (3-14%)
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Table 2 Multivariable logistic regression analyses for associations between ICH sites of involvement and

outcome

Death or major
disability

Major disability

OR 95% CI

Caudate head 0.16-1.14

Thalamus 1.40-357°

Putamen/globus pallidus 087-2.14

External capsule 0.78-1.40

Anterior limb of internal capsule 0.56-1.961

Posterior limb of internal capsule 165-2.68°
Lobar 0.86-2.08

Infratentorial 1.68-5.50°

OR

95% ClI
0.08-0.62"
082-1.71
0.60-122
0.74-125
0.58-1.71
1.45-228"
0.43-0.88"
0.77-211

Neurology 2017;88:1408

95% CI
0.77-6.26
1.18-329°
0.68-1.82
0.81-1.87
0.45-1.97
0.72-1.51
121-315°
1.09-5.50°
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30 day mortality (%)
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£ On warfarin W Off warfarin |

RR = 1.5[1.1, 2.0]

Ischemic Stroke Intracranial Hemorrhage
(n=1025) (n=269)

£l On warfarin B Off warfarin

70 v RR=140098 2.9)

Intracerebral Subdural Other/unknown
(n=1139) (n=101) (n=5%)

Type of Intracranial Hemorrhage

nti con emorragia cerebrale in warfarin hanno una
3 a 30 giorni significativamente maggiore rispettg_q_,
on stroke ischemico in warfarin'(45’,'61"/'o( vs 19,6%

Stroke 2012;43:1795
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Table1

Definite CAA

Probable CAA with
supporting pathology

Classic and modified Boston criteria for CAA-related hemorrhage

Classic Boston criteria®
Full postmortem examination demonstrating:

e Lobar, cortical, or corticosubcortical
hemorrhage

® Severe CAA with vasculopathy
® Absence of other diagnostic lesion

Clinical data and pathologic tissue (evacuated
hematoma or cortical biopsy) demonstrating:

o Lobar, cortical, or corticosubcortical
hemorrhage

® Some degree of CAA in specimen

Y ¢ T

Probable CAA

Modified Boston criteria

No modification?

No modification®

Clinical data and MRI or CT demonstrating:

o Multiple hemorrhages restricted to lobar,
cortical, or corticosubcortical regions
(cerebellar hemarrhage allowed)

s Age=55y

o Absence of other cause of hemorrhage

Clinical data and MRI or CT demonstrating:

o Multiple hemorrhages restricted to lobar,
cortical, or corticosubcortical regions
(cerebellar hemarrhage allowed) or

o Single lobar, cortical, or corticosubcortical
hemorrhage and focal® or disseminated®
superficial siderosis

o Age =55y

e Absence of other cause of hemorrhage or
superficial siderosis

Possible CAA

Clinical data and MRI or CT demonstrating:

o Single lobar, cortical, or corticosubcortical
hemorrhage

e Age =55y

» Absence of other cause of hemorrhage

Clinical data and MRI or CT demonstrating:

e Single lobar, cortical, or corticosubcortical
hemorrhage or

® Focal? or disseminated® superficial siderosis

o Age =55y

o Absence of other cause of hemorrhage or
superficial siderosis

Neurology 2010;
74:1346
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2 Small vesseldisease: patogenesi del danne
cerebrale

-

Loss of smooth muscle cells,
lumen restriction, vessel microanaurysms,
wall thickening amyloid depasition
l W
Reduced cerebral Apoptosis of Blood-beain Inflammation
blood flow, loss oligodendrocytas barrier damage [¢———
of autoregulation
= !
Yy v v v

Chronic, diffuse, Acute, severs, Vessel rupture
subclinical ischaemia localised ischaemia
Incomplete infarct Focal complete necrosis Microscopic Macroscopic
(demyelination, {or pan-necrosis) in bleading* haemorrhage with
loss of oligodendrocytes, grey or white matter extensive parenchyma
axonal damage) {ie, lacunar infarct) destruction*

¥ : v . v v
Diffuse hyperintensities Cavitation in deep grey Microchypointense Large haematoma
on T2-weighted MRI structures or in white lesions on gradient-
sequences (ie, white matter areason Tl or echo MR! sequences
matter lesions or FLAIR MRI sequencas (ie, microbleeds)

leukoaraiosis)

(ie, lacunar infarcts)
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Sl pazienti possono riprendere wasfaring

Figure 2. Forest Plots of Studied Outcomes and Associations With Resumption or No Resumption
of Warfarin Treatment

Favors @ Favors
Warfarin | No Warfarin
Qutcome by ICH Event AHR (95% CI) Treatment Treatment

Ischemic stroke/SE

] 0.43 (0.21-0.86) )
Hemorrhagic stroke 0.49 (0.24-1.02) -
_ 0.47 (0.18-1.27) B
Traumatic ICH 0.40 (0.15-1.11) N
Recurrent ICH 3
Hemorrhagic stroke  1°41 (0.772-5%) é

1.31 (0.68-2.50) =

0.48 (0.29-0.80) .
0.45 (0.26-0.76) =

Traumatic ICH

All stroke
Hemorrhagic stroke

0.69 (0.41-1.14) =
0.74 (0.44-1.27) =

0.39 (0.17-0.89)
0.36 (0.16-0.84) =

Traumatic ICH

All-cause mortality

Hemorrhagic stroke 0.43(0.36-0.67) -
g 0.51 (0.37-0.71) =
. 0.29 (0.20-0.42) -
T tic ICH
raumatic 0.35 (0.23-0.52) -
0.25 0.50 1.00 2.00 4.00

AHR (95% CI)

JAMA Intern Med. 2017;

177: 563-70
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Stroke Prevention And €ducational Ruareness Diffusion

Sintesi 11.5.d

- Ripresa della TAO dopo tre settimane: nel paziente a rischio tromboembolico elevato
per: CHA,DS,-VASc = 5 0 CHADS, > 4, protesi valvolare meccanica mitralica, trombosi
delle camere cardiache, tromboembolismo venoso e arterioso < 30 giorni

Ripresa della TAO dopo la trentesima settimana: pazienti ad alto rischio emorragico
per: microbleeds multiple alla RM-gradient ECHO, leucoaraiosi, emorragie lobari non
correlabili ad angiopatia amiloidea Basso rischio di recidiva

Controindicazioni assolute alla ripresa della TAO: emorragia lobare correlabile ad
angiopatia amiloidea Alto rischio di recidiva




SPREAD

Stroke Prevention And €ducotionol Rworeness Diffusion

Raccomandazione 11.5.| Forte a favore Grado A

In caso di ictus emorragico in pazienti trattati con AVK o antiaggreganti per FANV, dopo
aver valutato con attenzione la necessita della ripresa del trattamento anticoagulante
mediante CHA,DS,-VASc, e raccomandato scegliere un NAO per il netto guadagno, in
complicanze emorragiche intracraniche, rispetto alla terapia con AVK*,

Nei casi con rischio tromboembolico ed emorragico elevati, Il gruppo ISO-SPREAD
itiene opportuno considerare la chiusura percutanea dell'auricola sinistra.
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