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Abstract : Management of spontaneous intracerebral haemorrhage
is one of those fields where the discussion is still on. Questions
of to operate or not to operate, timing and type of surgery does
not have dear answers yet. Open craniotomy. burr—hole drain-
ing with or without thrombolytic agent administration are current
methods of choice for surgery. The surgical outcome of 151 cases
of spontaneous intracerebral haemorrhage are discussed and the

initial neurological grade. timing and type of surgery and outcome
are evaluated. It is concluded that timing of surgery and
neurological grading are important factors for outcome together
with satisfactory surgery.
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INTRODUCTION

Spontaneous intracerebral haemorrhage occurs
primarily as a complication of hypertension and
secondly due to various bleeding disorders such as
angiomas and some kinds of tumours. It is one of
the most variable brain disturbances because of its
variable location and volume. Intracerebral haemor-
rhage can be treated conservatively or surgically. Con-
servative treatment which is limited to intensive
supportive care and treatment of associated brain
oedema, is very important not only for patients who
are planned to be treated conservatively alone but
also for patients who have been operated. That
means conservative treatment is mandatory to cure
a patient with ICH but insufficient in some condi-
tions. The big discussion is about determination of
the necessity for surgical treatment which must be
based on the clinical status of the patient and the
location and size of the ICH. Another problem is the
timing and method of surgery. In this paper all these
parameters have been evaluated taking the results
of a number of cases and personal experience into
account.
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PATIENTS AND METHOD

Between the years 1989—1993, 151 operated cases
were analyzed retrospectively to detect the criteria
leading to surgery. Aetiology was clarified as
hypertension in 93 cases, vascular pathology in 18,
tumour in three and in 37 cases no clear aetiological
factor was present. Clinical status of the patients was
determined using the grading system of Kanaya and
is shown in (Table I) (5). The exact localization (Table
1I) and size of the intracerebral haematomas were
determined by Kanaya classification and taking the
biggest measurable diameter of the haematoma on
CT pictures. Conservative therapy was chosen for
haematomas below 10mm in diameter. Surgical
therapy was preferred for those 10 to 30mm (6.6%,
10/151) for posterior fossa localization or in cases
where specific aetiology was in doubt, and over
30mm in diameter (93.4%, 141/151). The STAGEs of
ICHs and timing of the surgery are listed in (Table
111). Two basic methods of surgery were carried out
as conventional open surgery in 65 cases, free hand
puncture and aspiration in 75 patients. In 50 of these
75 cases a thrombolytic agent (urokinase in a dose
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of 5000 UI per day) was given into the haematoma
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cavity according to CT findings. Table IV : Outcome of Surgery
RESULTS No. of CASES %
Table I ; Neurological grading FULLWORK 6 40
KANAYA SCALE GLASGOW SCALE
neurograde (NGR) points (P) DISABILERE
= MINIMAL 23 152
= B 1 ALERT i PARTIAL 39 258
GR 2 SLEEPY 15P TOTAL o s
NGR 3 STUPOR 1214 P
NGR 4A SEMICOMA 711 P VEGETATIVE 1 07
NGR 4B SEMICOMA 711P - .
WITH HERNIATION BEAD . ik
NGR 5 DEEP COMA BELOW 7 P TOTAL 151 100
Table II : CT localization and classification of the patients
LOCALIZATION NO %
DISCUSSION
LOBAR 69 45.7 45.7
PUTAMINAL GR 1 7 4.6 A joint study of a large number of cases states
PUITAMINALIGR.2 } Z0 that the mortality rate among groups treated conser-
PUTAMINAL GR 3A 2 13 tively cally ite different. While th
BT ANARAL GR.3R 5 3 - vatively or surgically are quite different. While there
PUTAMINAL GR 4A 20 13.2 were no significant differences in lower grade pa-
PUTAMINAL GR 4B 17 113 tients between the two groups. surgery seemed
PUTAMINAL GR 5 10 0.6 superior in high grade stuporous or comatose patients
THALAMIC GR 1A 0 0.0 with a mortality rate approximately 10 — 40% lower
THALAMIC GR 1B 2 13 than the same grade patients in the conservative
THALAMIC GR 2A ! o7 group (4, 5). According to our observations. the
THALAMIC GR 2B 3 2.0 s O Yy W . d rith
THADAMIC GK 34 5 o0 istribution of mortality is in exact accordance wit
THALAMIC GR 3B 0 0.0 the clinical status of the patient (Table V). The tim-
DT 0 - 00 ing of surgery should be precise. In some reports,
hyperacute surgery in the first 24 hours was con-
CEREBELLAR 15 9.9 9.9 ; .
sidered an absolute necessity (2. 3. 6). In our group
TOTAL 151 100 100

Table 1II : Timing of the surgery

ICH STAGE No %

HYPERATUCE 64 423
ACUTE 63 417
SUBACUTE 21 13.9
CHRONIC 3 19
RESIDUAL 0 0
TOTAL 151 100

RESULTS

Overall mortality was 49%. Four percent of the
survivors had no neurologic deficit and 15% could
return to their previous life with minor disability, 26%
had partial disability and 6% were totally disabled
(Table 1V).

PDF Created with deskPDF PDF Writer - Trial :: http://www.docudesk.com

overall mortality was highest for cases operated in
the hyperacute period (Table VI). When we looked

Table V : Mortality rate vs clinical status

NEUROGRADING No. of CASES No. of DEATHS %

NGR 1 8 1 125
NGR 2 20 3 15
NGR 3 31 6 193
NGR 4A 28 16 57.1
NGR 4B 4 3 75
NGR § 60 45 75
TOTAL 151 74 49

at different groups of the same dinical status. a
paradoxical situation was observed. Taking grade
4—5 patients into consideration, surgery as early as
possible gave better results: 64.5% mortality (31/48)
for hyperacute stage versus 76% (26/34) for acute
surgery: but for grade 5 patients hyperacute surgery
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Table VI : Timing of surgery
STAGE No. of CASES  No. of DEATHS %
HYPERACUTE 04 37 57.8
ACUTE 03 29 46
SUBACUTE 21 8 38
CHRONIC 3 0 0
RESIDUEL 0 0 0
TOTAL 151 74 49

appeared to have a higher mortality rate. Subsequent-
ly. the necessity for surgery decreases in the subacute
period. Our experience shows that there was difficul-
ty in controlling active bleeding in cases operated
very early. Consequently, in our opinion, unless rapid
herniation occurs, the acute period is the best time
for surgical treatment. This allows time for observa-
tion of the clinical status of the patient and the varia-
tion of grading and for to be sure for the outcome
of surgical treatment. The puncture method has been
presented to lower the risk of open surgery and 60%
evacuation of the dot has been found enough to con-
trol high intracranial pressure (1. 7). In our group of
patients, administration of thrombolytic agents
decreased the mortality rate by 8% compared to sim-
ple puncture and aspiration. On the other hand in
cases of the same clinical status, open surgery gave
better results with a mortality rate of 16% which is
lower than puncture and thrombolysis (Table VII).

Table VII : Mortality rate and surgical method
METHOD No. of CASES No. of DEATHS %
PUNCTURE 24 15 62.5
PUNCTURE+THROMBOLYSIS 50 28 56
OPEN SURGERY 77 31 40.2
Total 171 74
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Surgical alternatives were chosen according to the pa-
tients’ clinical status and unless there is a definite
contra—indication for anaesthesia, open surgery refin-
ed by microsurgical facilities seemed favourable for
the treatment of ICH. In a number of cases evacua-
tion of the clot was not satisfactory regarding the CT
control on the following days. The mortality rate of
this group was 25—35 % higher than the successfully
operated group proved by CT: 45% mortality among
129 patients considered as successful surgical evacua-
tion and 68.1% in the group which evacuation of
haematoma (22 patients) was evaluated as unsatisfac-
tory. This shows that whatever method is used,
satisfactory evacuation of the intracerebral clot is
essential.
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