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El problema clínico

«The Doctor» de Sir Luke Fildes



Un caso clínico

Hombre

87 años
Antecedentes

FA en tratamiento 
anticoagulante 

(AVK)

Quejas subjetivas 
de pérdida de 
memoria para 

hechos recientes

Tratamiento

Cumarínicos, 
amiodarona

Estado funcional

Independiente 
para las 

actividades de la 
vida diaria, 

marcha normal, 
Rankin=1 

(problemas de 
memoria)

Cambiaría tu opinión si…
Si el hematoma fuera profundo?
Si el Rankin fuera de 3?
Si tuviera microsangrados en la RM?
Si tuviera 67 años?
Si tuviera insuficiencia renal?

Nada Aspirina ACOD
Oclusión 
orejuela



1-6% / año

Lobular 5.1% / año
Profunda 1.8% año

2-5% / año



www.phri.ca

All ICH patients

Afib No Afib HR

Recurrent ICH 3·3 per 100 
patient-years

3·2 per 100 
patient-years

HR 0·9,  
95%CI: 0·4–2·1

Ischemic stroke 6·3 per 100 
patient-years

0·7 per 100 
patient-years

HR 8·2,  
95%CI: 3·3–20·3;

Serious vascular 
events*

15·5 per 100 
patient-years

6·8 per 
100 patient-
years

HR 1·78,  
95%CI: 1·16–2·74

*nonfatal stroke, non-fatal myocardial infarction, or vascular death

Li L, et al. Lancet Neurol. 2021;20:437-447.
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Incidence, case fatality, and functional outcome of 

intracerebral haemorrhage over time, according to age, sex, 

and ethnic origin: a systematic review and meta-analysis 

Charlotte J J van Asch, Merel J A Luitse, Gabriël J E Rinkel, Ingeborg van der Tweel, Ale Algra, Catharina J M Klijn

Summary
Background Since the early 1980s, imaging techniques have enabled population-based studies of intracerebral 

haemorrhage. We aimed to assess the incidence, case fatality, and functional outcome of intracerebral haemorrhage 

in relation to age, sex, ethnic origin, and time period in studies published since 1980.

Methods From PubMed and Embase searches with predefi ned inclusion criteria, we identifi ed population-based 

studies published between January, 1980, and November, 2008. We calculated incidence and case fatality. Incidences 

for multiple studies were pooled in a random-eff ects binomial meta-analysis. Time trends of case fatality were 

assessed with weighted linear-regression analysis.

Findings 36 eligible studies described 44 time periods (mid-year range 1983–2006). These studies included 8145 patients 

with intracerebral haemorrhage. Incidence did not decrease between 1980 and 2008. Overall incidence was 24·6 per 

100 000 person-years (95% CI 19·7–30·7). Incidence was not signifi cantly lower in women than in men (overall 

incidence ratio 0·85, 95% CI 0·61–1·18). Using the age group 45–54 years as reference, incidence ratios increased 

from 0·10 (95% CI 0·06–0·14) for people aged less than 45 years to 9·6 (6·6–13·9) for people older than 85 years. 

Median case fatality at 1 month was 40·4% (range 13·1–61·0) and did not decrease over time, and was lower in Japan 

(16·7%, 95% CI 15·0–18·5) than elsewhere (42·3%, 40·9–43·6). Six studies reported functional outcome, with 

independency rates of between 12% and 39%. Incidence of intracerebral haemorrhage per 100 000 person-years was 

24·2 (95% CI 20·9–28·0) in white people, 22·9 (14·8–35·6) in black people, 19·6 (15·7–24·5) in Hispanic people, 

and 51·8 (38·8–69·3) in Asian people.

Interpretation Incidence of intracerebral haemorrhage increases with age and has not decreased between 1980 and 

2006. Case fatality is lower in Japan than elsewhere, increases with age, and has not decreased over time. More data 

on functional outcome are needed.

Funding Netherlands Heart Foundation.

Introduction
Intracerebral haemorrhage is the second most common 

cause of stroke, and has a high case fatality.1 Since 1980,2 

knowledge of the epidemiology of stroke has increased 

with the increasing availability of brain-imaging 

techniques. 

Age-adjusted stroke incidence in high-income 

countries has decreased by 42% in the past four 

decades,1 mostly owing to a reduction in incidence of 

ischaemic stroke. Whether incidence of intracerebral 

haemorrhage has also fallen is unclear. In Perth, 

Australia, the incidence of intracerebral haemor rhage 

decreased between 1989 and 2001.3 Between 1981 and 

2006, in Oxfordshire, UK, there was a decrease in 

incidence of intracerebral haemorrhage associated with 

premorbid hypertension in patients less than 75 years 

of age, whereas the incidence associated with 

antithrombotic medication and the incidence of 

non-hypertensive lobar bleed in patients over 75 years 

of age increased.4 By contrast, incidence rates were 

stable between 1985 and 2004 in Dijon, France, and 

from 1983 to 1997 in Finland.5,6 

Overall, stroke case fatality has not decreased substantially 

over the past four decades,1 but crude case fatality of sub-

arachnoid haemorrhage decreased by 17% between 1972 

and 2002.7 Whether the case fatality rate of intracerebral 

haemorrhage has changed has not been studied in detail. 

Although numerous population-based studies have 

reported intracerebral haemorrhage epidemiology,1 few 

data are available from developing countries. Data on intra-

cerebral haemorrhage incidence, case fatality, and func-

tional outcome in age and sex subgroups are also scarce.

Although worldwide stroke epidemiology has been 

reviewed previously,1 a more detailed analysis of 

intracerebral haemorrhage epidemiology is important 

for future research and management. We therefore did a 

meta-analysis on the incidence, case fatality, and 

functional outcome of intracerebral haemorrhage in 

relation to age, sex, ethnic origin, and time trends.

Methods
Search strategy and selection criteria
We searched PubMed and Embase for population-based 

studies of intracerebral haemorrhage epidemiology from 
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Ictus isquémico relacionado con FA

HIC relacionada con anticoagulante

80% muerte o 
discapacidad
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13% (27/206) 
De pacientes que sobreviven a 

una HIC son candidatos a iniciar 
o reiniciar el tratamiento 

anticoagulante oral



Valor predictivo modesto

No ideado para predecir HIC



Los pacientes con hemorragia cerebral se han excluido de los ensayos
clínicos con anticoagulantes

10

51% disminución en el riesgo de hemorragia cerebral
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Eventos isquémicos

0.34 (0.25-0.45)

Recurrencia HIC

1.01 (0.58-1.77)

>5000 pacientes
Mediana de días de reinicio: 10 a 39

• Momento de inicio del 
tratamiento

• Poca información sobre ACODs
• Seguimiento insuficiente
• Muchos son retrospectivos
• Algunos incluyen HSA/subdural
• INR
• Subtipo de ictus recurrente



Comentarios sobre los estudios observacionales: 
Sesgo de prescripción

Prescribimos 
ACO a los  
mejores

candidatos

Prescribimos 
antiagregantes

a los peores
candidatos

Los pacientes 
con ACO van 

mejor

Más jóvenes
Hematomas más pequeños
Mejor estado funcional
Mejor estado cognitivo
Sin microsangrados
Localización no lobular
Primera HIC, no recurrencia



Mejor ACODs que AVK

5172 pacientes con HIC + FA

•2434 Warfarina

•3278 ACOD

Características basales bien 
equilibradas mediante 

propensity score



Mejor ACODs que AVK?
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Greenberg
Guidelines ICH

AHA



Recommendations. 
In patients with AF who have experienced an ICH, we
cannot make recommendations regarding whether or
not oral anticoagulation should be 
(re-)started or not.

Quality of evidence: Low
Strength of recommendation: Weak

Expert opinion (Delphi vote: 7/7 agree). 
In patients with AF who have experienced an ICH, restarting
oral anticoagulation can be considered after careful weighing of
risks and benefits.

Klijn
Eur Stroke J
2019



Algunos factores a considerar
Individualizar beneficio / riesgo

• Edad

• Localización (lobular vs profundo)

– Microsangrados, Siderosis cortical superficial

– Alelos ApoE

– Grado de control de presión arterial

– Puntuaciones de riesgo: MICON

• Estado funcional y cognitivo

• Tipo de ACO

• Primera o segunda HIC

• Riesgo de caídas

• Función renal y hepática

• Preferencias del paciente y su familia



Median follow-up 46 months
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CONCLUSIONES

• En pacientes que sobreviven a una hemorragia intracerebral y que además
tienen FA, hay argumentos a favor y en contra de iniciar/reiniciar el tratamiento
anticoagulante

• Estudios observacionales sugieren que es preferible iniciar/reiniciar el
tratamiento anticoagulante en comparación con el tratamiento antiagregante, 
aunque existen sesgos de prescripción

• Los ensayos clínicos publicados hasta la fecha y los meta-análisis de los mismos
no son concluyentes. Disminuye el riesgo isquémico y aumenta el riesgo
hemorrágico en el grupo anticoagulado.

• Se encuentran en marcha diversos ensayos con potencia suficiente para dar
respuesta definitiva a este dilema clínico

• Otras variables pueden influir en la decisión de iniciar/reiniciar el tratamiento
anticoagulante o de no hacerlo

• En casos con elevado riesgo hemorrágico o contraindicaciones para el
tratamiento anticoagulante, el cierre de la orejuela auricular podría ser una
buena alternativa
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