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01
General management

Diana Aguiar de Sousa

Portugal



52 years, male, right-handed

Symptoms
ÅAcute left hemiparesis

PMH
ÅArterial hypertension
ÅAtrial fibrillation (Rivaroxaban 20 mg/day)
ÅIschemic heart disease



01 General management

1. General management

1.1 Management on specialised units

1.2 Radiological investigation for underlying cause

1.2.1 Imaging Scores of acute ICH

1.2.2 Type of imaging for acute ICH

1.3 Outcome prediction

1.3.1 Outcome scores

 1.3.2 Withdrawal of treatment



PICO 1.1.1 In adults with spontaneous ICH, does admission to an 

organisedstroke unit versus admission to a general ward reduce the 

risk of death or death/dependence?  



PICO 1.1.1
Management on specialised
units 

Stroke unit vs conventional care: 
death or dependency at the end of 
scheduled follow-up

Relative risk of 0.79; 95% CI 0.61ï1.00

Langhorne, P et al. Stroke, 2013; 44 (11): 3044ς9



52 years, male, right-handed

Complications during SU admission (3 weeks) :

Å Hypertension 

Å Hematoma expansion

Å Neurological deterioration 

Å Hyponatremia

Å Hydrocephalus

Å Delirium

Å Ischemic stroke

ÅmRS 3 at 6 months

Stroke units provide comprehensive , structured care



Radiological 

investigation for 
underlying cause



Withdrawaloftreatment

PICO 1.3.2For adultswithICH, does a policyfor limitationoftreatment, 

do notattemptcardiopulmonaryresuscitation(DNR), orearlyinitiation

ofpalliativecareorderswithinthefirst24hcomparedwithstandard of

careinfluencetheriskofdeath ordependence?



Reduction in early DNR orders mediated 53% of the association between bundle implementation
and the reduced 30-day case fatality

Parry-Jones AR et al. Ann Neurol. 2019



ESO-EANS ICH guideline

General 

management

ŷŷTreatment on organised stroke units

Ź?Limiting treatment within 24h of ICH onset

Avoid early nihilism , 

provide comprehensive acute care in the first 24 hours, 

Investigate for an underlying cause with appropriate Imaging

allow time for accurate prognostication before making treatment limitation

decisions



PICO 2 Blood pressure

PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 

lower target  compared with either no use of BP alteration to a specific target or using targets 

different from the lower range, result in reduced death or dependence, death, or 

haematoma  expansion (HE) ?

Trine Apostolakis-

Hansson

Sweden



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a lower 
target compared with either no use of BP alteration to a specific target or using targets 
different from the lower range, result in reduced death or dependence, death, or haematoma
expansion (HE)?

Evidence -based Recommendation

For adults with acute spontaneous ICH and systolic blood pressure of 150 to 

220 mmHg, the overall balance of beneficial and adverse effects is uncertain, so 

we recommend recruitment to ongoing randomised controlled trials.

Quality of evidence: Low ṥṥ

Strength of recommendation: --



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a lower target 
compared with either no use of BP alteration to a specific target or using targets different from the 
lower range, result in reduced death or dependence, death, or haematoma expansion (HE)?

Expert consensus statements

ÅWe suggest lowering systolic blood pressure below 140 mmHg within 6 hours of symptom onset in 

minor or moderate ICH (haematoma volume < 30 mL) to reduce haematoma expansion.

ÅFor adults with spontaneous ICH, we suggest avoiding a reduction in systolic blood pressure of more 

than 70 mmHg from baseline and to avoid active reduction of systolic blood pressure below 110 mmHg .

ÅCaution is advised when lowering very high systolic blood pressure (>220 mmHg ), for patients with 

large haematoma volumes (>30 mL ) or when there is planned haematoma evacuation.

ÅFor adults with spontaneous minor or moderate ICH (haematoma volume < 30 mL), we suggest 

applying the following aspects: 

ÅInitiating antihypertensive treatment as early as possible, ideally within the first two hours following the 

onset of symptoms (acute phase ):

ÅLower systolic blood pressure to <140 mmHg and minimise variability in blood pressure 

fluctuations.

ÅAfter lowering systolic blood pressure below the target threshold (up to 7 days , sub-acute phase):

ÅMaintain systolic blood pressure below 140 mmHg. 

Vote: 15/15



Literature search for PICO 2



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a lower target 
compared with either no use of BP alteration to a specific target or using targets different from the lower 
range, result in reduced death or dependence, death, or haematoma expansion (HE)?

GRADE 
evidence profile



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Good functional 
outcome (mRS 
0ï2)
at 3 to 6 months

*Update 2026



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Good functional 
outcome (mRS 0ï
2) at 3 to 6 months 
stratified by 
enrollment time to 
treatment 



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Good functional 
outcome (mRS 0ï
2) at 3 to 6 months



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Good functional 
outcome (mRS 0ï2) 
at 3 to 6 months

stratified by 
intervention type*

йÖƓĬċƣĲШΞΜΞΣ



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Death within 
3 to 6 months 

*Update 2026



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure (BP) to a 
lower target compared with either no use of BP alteration to a specific target or using 
targets different from the lower range, result in reduced death or dependence, death, or 
haematoma expansion (HE)?

Death 
within 3 to 6 
months 



*Update 2026

Death  within 3 to 6 months stratified by 
enrollment  time  to treatment 



йÖƓĬċƣĲШΞΜΞΣ

Death  within 3 to 6 months stratified by intervention 
type  to treatment 



PICO 2: In adults with acute spontaneous ICH, does altering blood pressure 
(BP) to a lower target compared with either no use of BP alteration to a specific 
target or using targets different from the lower range, result in reduced death or 
dependence, death, or haematoma expansion (HE)?

Hematoma expansion

*Update 2026



Hematoma expansion stratified by enrolment time to treatment 

*Update 2026



Hematoma expansion stratified by intervention type 

йÖƓĬċƣĲШΞΜΞΣ



To summarizeé
Expert consensus suggests: SBP <140 mmHg within 6h to reduce HE

Overall pooled effects

Good functional outcome (mRS 0ï2, 3ï6 months): No clear overall benefit of intensive BP lowering

Death (3ï6 months): No clear overall reduction in mortality with lower BP targets

Haematoma expansion (HE): Reduction in HE with lower BP targets

By time to treatment

Earlier treatment (within 6 h):  more favourable signal for: Ź HE, possible trend toward better 
functional outcome, mortality benefit remains uncertain.

Later treatment:  Little/no effect on functional outcome or mortality. Smaller/uncertain effect on HE.

By intervention type

BP/target -based interventions:  More favourable signal for: Ź HE, improved survival/functional 
outcome.

Fixed antihypertensive agent interventions:  Weaker or no effect on HE with similar outcomes for 
death and dependency.



Summary Cont..

ÅCertainty of evidence (GRADE) : Low quality overall Ÿ 
substantial uncertainty about net clinical benefit.

ÅSubstantial clinical and methodological heterogeneity across 
included studies (intervention protocols, patient characteristics, 
timing, and outcome definitions)

ÅRandom effects models may inadequately account for 
heterogeneity ï> ñsmall studies effectò anchoring pooled 
estimates and limiting the influence of larger, later trials.

ÅMore RCTs are needed!



Thank you for your attention!



Haemostatic      
treatment

Helle Eilertsen

Norway
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Conclusions

Currentmedication?



ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

L/I ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ 

ŀƴǘƛŎƻŀƎǳƭŀƴǘ ǳǎŜ
Conclusions

RecombinantfVIIa Tranexamicacid

Platelettransfusion

PCC in fXaI-associatedICHPCC vsFFP in VKA-associatedICH

Desmopressin

!ƴŘŜȄŀƴŜǘ ŀƭŦŀ ƛƴ Ŧ·ŀLπŀǎǎƻŎƛŀǘŜŘL/ITXA in fXaI-associatedICH Idarucizumab in fIIaI-associatedICH



ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
Conclusions

TXA

ǊC±LLŀ



Death or dependence (mRS 4ς6) at day 90 

ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
Conclusions

Thromboembolic adverse events 

Use of recombinant factor VIIa



ICH not associated with 

antithrombotic drugs

L/I ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ 

ŀƴǘƛǇƭŀǘŜƭŜǘ ǳǎŜ

ICH associated with 

anticoagulant use
Conclusions

Use of recombinant factor VIIa

Evidence-based Recommendation
ÅFor adults with spontaneous ICH not associated with antithrombotic drug 

use, there is uncertainty about the balance of beneficial and adverse effects 
of rFVIIa, so we suggest against its routine use and suggest recruitment to 
ongoing randomised controlled trials.

Quality of evidence: Very Low ṥ

ÉƣƖĲŰŊƣőШŸŉШƖĲĦŸůůĲŰĬċƣŔŸŰаШìĲċťШċŊċŔŰƚƣШŔŰƣĲƖƻĲŰƣŔŸŰШӝе



ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
/ƻƴŎƭǳǎƛƻƴǎ

Use of tranexamic acid

Death or dependence (mRS 4ς6) at day 90 Thromboembolic adverse events 



Use of tranexamic acid
Evidence-based Recommendation
ÅFor adults with spontaneous ICH not associated with antithrombotic drug use, there is 

uncertainty about the balance of clinical benefits (functional outcome, death and 
dependence) and adverse effects of tranexamic acid. Therefore, we recommend recruitment 
to ongoing randomised controlled trials.

Quality of evidence: Low ṥṥ

ÉƣƖĲŰŊƣőШŸŉШƖĲĦŸůůĲŰĬċƣŔŸŰаШìĲċťШŉŸƖШŔŰƣĲƖƻĲŰƣŔŸŰШәе

Expert consensus statement
Tranexamic acid may be considered for reducing haematoma expansion , if enrolment in an 
ongoing randomised controlled trial is not possible.

Vote: 13 / 15 

ICH not associated with 

antithrombotic drugs

L/I ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ 

ŀƴǘƛǇƭŀǘŜƭŜǘ ǳǎŜ

ICH associated with 

anticoagulant use
Conclusions



Use of tranexamic acid

ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
Conclusions

IŀŜƳŀǘƻƳŀ ŜȄǇŀƴǎƛƻƴ ōȅ нп ƘƻǳǊǎ



Case

Å75-year-old woman

ÅSymptoms: Acute right hemiparesis

ÅTime since symptom onset: 1.5 hours 

ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
Conclusions

Current medication?

- Uncertainty about the use of rVIIa and TXA

- Enrol patients in RCTs

- If no TXA-RCT available, consider giving TXA



ICH not associated with 

antithrombotic drugs

L/I ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ 

ŀƴǘƛǇƭŀǘŜƭŜǘ ǳǎŜ

ICH associated with 

anticoagulant use
Conclusions

Platelet 
transfusion

Desmopressin



ICH not associated with 

antithrombotic drugs

ICH associated with 

antiplatelet use

ICH associated with 

anticoagulant use
/ƻƴŎƭǳǎƛƻƴǎ

Platelet transfusion

Death or dependence (mRS 4ς6) at day 90 Thromboembolic adverse events 


