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Methods

Literature Based Review through August 2006

Class lla
Class llb
Class I

Therapeutic recommendation
Level of Evidence A

Conditions for which there is evidence for and/or general agreement that the procedure or treatment is useful and

effective

ondrions Tor which there s contlicting evidence and/or & divergence of opinion about the UseTulness/emcacy or a
procedure or freatment

The weight of evidence or opinion is in favor of the procedure or treatment
Usefulness/efficacy is less well established by evidence or opinion

Conditions for which there is evidence and/or general agreement that the procedure or treatment is not
usefuleffective and in some cases may be harmful

Data derived from multiple randomized clinical trials

Level of Evidence B
Level of Evidence C

Diagnostic recommendation
Level of Evidence A
Level of Evidence B

Level of Evidence C

Data derived from a single randomized trial or nonrandomized studies
Consensus opinion of experts

Data derived from multiple prospective cohort studies employing a reference standard applied by a masked evaluator

Data derived from a single grade A study or 1 or more case—control studies or studies employing a reference
standard applied by an unmasked evaluator

Consensus opinion of experts

(Stroke. 2007:38:2001-2023.)




Strength of Recommendations

“Estimate of Certainty (Precision) of Treatment Effect”

“Size of Treatment Effect”

Class [la

Benefit >> Risk
Additional studies with focused
objectives needed

IT IS REASONABLE to perform
procedure/administer treatment

* Recommendation in favor of
treatment or procedure being
useful/effective

= Some conflicting evidence from
multiple randomized trials or
meta-analyses

Level A

Wulriple (3-5) population risk
strata evaluated

General consistency of direction

and magritude of effect

* Recommendation in favor of
treatment or procedure being
useful/ effective

* Some conflicting evidence from
single randomized trial or mon-
randomized studies

Level B

Limited (2-3) population risk
strata evaluated

* Recommendation in favor of
treatment or procedure being
useful/ effective

* Only diverging expert opinion,
case studies, or standard-of-
care

Suggested phrases for writing should is reasonable
recommendations is recommended can be useful/effective/ beneficial
is indicated is probably recommended or

is uscful/effective/beneficial indicated

may/might be considered

may/might be reasonable

usefulness/effectiveness is
unknown /unclear/uncertain or
not well established

is not recommended

is not indicated

should not

is not useful/effective/beneficial
may be harmful




Surgical Approaches

Recommended
-Cerebellun> 3cm/deteriorating/BS compHCP

May be Considered
-StereotacticUrokinase(+/-)
-Stereotactic Aspiration (+)

-Lobar Clots <l1cm Surfaee Craniotomy

Reasonable
- Assume Routine Evacuation of &upratentoriallCH
<96h NOT HELPFUL

Recommendations for Surgical Approaches
Class I

1.

Patients with cerebellar hemorrhage >3 cm who are
deteriorating neurologically or who have brain stem
compression and/or hydrocephalus from ventricular
obstruction should have surgical removal of the hemor-
rhage as soon as possible (Class I, Level of Evidence B).

Class I

1.

Fad

Although stereotactic infusion of urokinase into the
clot cavity within 72 hours of ictus apparently reduces
the clot burden and risk of death, rebleeding is more
common, and functional outcome is not improved:
therefore, its usefulness is unknown (Class IIb, Level of
Evidence B).

. Although theoretically attractive, the usefulness of

minimally invasive clot evacuation utilizing a variety of
mechanical devices and/or endoscopy awaits further
testing in clinical trials; therefore, its current useful-
ness is unknown (Class I'lh, Level of Evidence B).

For patients presenting with lobar clots within 1 cm of
the surface, evacuation of supratentorial ICH by stan-
dard craniotomy might be considered { Class ITh, Level
af Evidence B).

Class 111

1.

The routine evacuation of supratentorial ICH by stan-
dard craniotomy within 96 hours of ictus is not recom-
mended (Class I, Level of Evidence A). (See possible
Class 11 exception above for patients presenting with
lobar clots within 1 cm of the surface.)




Surgical Timing

Recommendations for Timing of Surgery

Class 11

1. No clear evidence at present indicates that ultra-early
craniotomy improves functional outcome or mortality
rate. Operative removal within 12 hours, particularly
when performed by less-invasive methods, has the most
supportive evidence, but the number of subjects treated
within this window is very small (Class [Ib, Level of
Evidence B). YVery early craniotomy may be associated
with an increased risk of recurrent bleeding (Class 11b,
Level af Evidence B).

Class 11T

1. Delayed evacuation by craniotomy appears to offer
little if any benefit with a fairly high degree of cer-
tainty. In those patients presenting in coma with deep
hemorrhages, removal of ICH by craniotomy may actu-
ally worsen outcome and is not recommended (Class [11,
Level of Evidence A).

May be Considered True

-<12h Craniotomy probably not helpful
-<3h Craniotomy probably worse
Reasonable

-Evacuation of Supratentorial ICH <96h in comatose with deep
ICH HARMFUL




Craniectomy

Recommendation for Decompressive Craniectomy
Class 11
1. Too few data currently exist to comment on the

potential of decompressive craniectomy to improve
outcome in ICH (Class IIh, Level of Evidence C).

Too Little Data




Withdrawal of Life Support

Recommendation for Withdrawal of
Technological Support

Class IT

1. We recommend careful consideration of aggressive full
care during the first 24 hours after ICH onset and
postponement of new DNR orders during that time
(Class IIb, Level of Evidence B). Patients with previous
DNR orders are not included in this recommendation.
In all cases, physicians and nurses caring for ICH
patients who are given DNR status should be reminded
that the designation relates only to the circumstance of
cardiopulmonary arrest and that patients should re-
ceive all other appropriate medical and surgical
interventions.

Reasonable to be Aggressive for 24h as long as no prior DNR



Current Update of the Guidelines

Morgenstern et al.

A Nothing New

I Cerebellar 3cm with deterioration

I Lobar Clots< 1cm from surface in GEI29




Meta-Analysis oRCTs

Review: Surgery in Intracerebral

haemorrhage
Comparison: 01 Surgery vs. Comtrol
Outcome: 02 Dreath
Study Treatment Control Peto OR Wieight Peto OR
or sub-category oM oM 05% (1 % QL% 1
McKissock et al. [119], 1961 SR/ 45191 — Q.83 .81 (1.01-3.27)
Aner et &l [113], 1959 2154y 35/50 e 554 032 (0.15-0071)
Juwela et al. [120], 1989 12125 1026 — 288 1.34 (D.456-4.05)
Batjer et al [121], 19490 418 11113 &7 054 020 (0U03-1.33)
Chen et al [132], 1992 15/64 11/53 e e 464 144 (ue1-3.40)
Morgensiern ef al. [123], 19948 LT ) 417 & L7 071 (0 14-3.63)
Zuccarello et al [124], 1999 ] £ . 087 077 (0.11-5062)
Cheng et al. [128], 2001 26156 3477234 — 1173 .64 (D37-1.0°9)
Teemnstra et al. [125], 2003 20/35 20/34 — 387 0,88 (0.34-2.35)
Hosseini et al [127], 2005 LT 217 1.84 019 (0U05-0UT2)
Hattori et al. [12&6], 2004 121 20121 = 0 5.70 042 (0-20-00592)
Mendelow et al. [11]. 2005 173477 189/505 <+ 50.88 095 (0.73-1.23)
Total (95% CI) 1,183 1,182 » 10000 085 (0.71-1.02)
Total events: 345 (Treatment), 392 (Control)
Test for heterogeneity: Chi® = 2629, d.f. = 11 (p = 0.006), F = 58.2%
Test for overall effect £= 1.73 (p = 0.08)
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A STICH
:

Spontaneou$CH: The Data

Lancet 2005; 365: 387-97

1033 patients
A Trends

GCS 492 0.72 (0.4L.2)
Lobar 0.71 (04.1)

<1cm surface 0.69 (0:5.01)
Craniotomy 0.73 (0:4.04)

140 Early surgery Initial conservative treatment  Absolute
as (n=468) (n=497) benefit (95% Cl)
] Primary outcome
08 Favourable 122 (26%) 118 [24%) 23 (-32t077)
— aF Unfavaurahle 346 (74%) 378 (76%) -
-E Mot recorded 1
i 04 — Secondary outcomes
; 05 - I,'Ill:il'tilil'jl'
2 e Alive* 304 (64%) 316 (63%) 12 (-49t07-2)
z . S SP— Dead _ 7306 189 (37%) -
0.3 _| [T [r—— Prognosis-based modified Rankin indesx
03 Favourable 152 (33%) 137 (28%) 47 (-1-2to 10-5)
e Unfavouwrable 312 (67%) 351 (72%) .
3.1 Mot recordad 4 g
Prognasis-based Barthel indes
o T T T T T 1 Favourable 124 (27%) 110 (23%) 41 (-14t09-5)
@ ¥ fp o 1w o508 a0 0 Unfavourable 341 (73%) 377 (77%) :
Mumkbers Dy Mot recorded 3 10
atrik jalwe)
Eabsumey £7 366 3 321 314 3@ Ind 304 3 Data are number (%). *Inchudas 17 patients who were alive at & months but status was unknown.
Inidal 505 o M IFW  IW 324 319 16 316
CorEENthe Table 4: Outcomes at & months







