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Intracerebral he
* Intracranial hemorrhage =
Subarachnoid hemorrhag

AH accounts for approximately half the cases of intracrania
orrhage in pregnant patients.
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* Management of SAH is complicated by
, not just one. |

* Treatment of aneurysmal SAH

1- Medical stabilization of the patient:
2- Placement of arterial catheter

3- Monitoring of blood pressure.

4- Treatment of hypertension and hypote
avoided because the fetus is ively depende
adequate perfusionand is v > to materna

5-Seizure prophylaxis
6- Treatment with nimo

7- Continuous fetal hea
8- Adequate analgesia sec

9- Management of aneurys
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10- Endovascular nique
increasingly in pr ati
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FIGURE 48-6
Conventional cerebral angiography documents large, bilateral
cerebral arteriovenous malformations (arrows).




* Management of AVM
the principle of interven
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Post partum
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* The cause is not understood ,
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SUMMARY OF MANAGEMENT OPTIONS
Cerebrovascular Disease

Evidence Quality and
Management Options Recommendation

Ischemic Stroke (Arterial) and Transient Ischemic Attacks

General supportive measures (see Chapter 78) —/GPP
Search for cause, ociated factors: /8

* Investigate CBC, clotting and thrombophilia screen, renal and liver
function routinely; other investigations determined by possible cause.

Treat thrombolic/embolic conditions (see Chapters 41, 42, 43,
and 78).

Cause is unknown in 20%-40%.

Consider anticoagulation with heparin if no evidence of hemorrhage on /8
MRI or CT.

Indications for surgery are as for nonpregnant patients.
Cerebral Venous Thrombosis

Control seizures.
Ensure adequate hydration.

One randomized case-controlled study suggests anticoagulation
beneficial.

No experience in pregnancy with thrombolytic therapy. /8
Subarachnoid Hemorrhage

Diagno:
(following high index of clinical suspicion) by, in order:
® CT scan.
* Lumbar puncture
® Cerebral angiography (or MRI).
Management—Prenatal

Arrange for interdisciplinary care with neurosurgeons.

In general, normal neurosurgical principles of management apply in
pregnancy, thol care needed intraoperatively with

® Hypotension.
* Hypothermia.

Anticonvulsants, high-dose steroids, mannitol, and nimodipine (safe in
limited pregnancy experience) are used depending on clinical picture/
problems.

Use caution with EACA.

Trend for early surgery.

Embolization prior to or without surgery is a new development.
Management—Labor and Delivery

Regional analgesics preferable to narcotics and general anesthetics.

No evidence to support blanket policy of elective cesarean section, but
most advocate

* Minimizing pushing in second stage.
* Cesarean section for normal obstetric reasons.

e Consider life-support machine and care in patient with brain death
to gain fetal maturity.
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Incidence: 0.004% to 0.2%

The risk for stroke in a
times higher than 1
nonpregnant patient.

Generally the risk for strc
is at its peak during delive

Specifically the
delivery and 1 day

An increased c
delivery.

Racial difference
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Arterial embolism or thrombosis
% of cases of ischemic stroke.

percoagulable state in the latter stages of
pregnancy and the puerperium.



iological and laboratory investigation

m CT

= MRI

. = Angiography
oratory investigation : CBC, electrolyte, ESR
coagulation studies U/ A.

= CXRay, EEG, echocardiogram

esophageal echocardiography is superior to
transthoracic echocardiography.

m Carotid duplex ultrasound
MRA for extra cranial carotid disease =



m Stroke / Treatment
= Antiplatelet agents
= Anticoagulation
opriate medical care:
= Antibiotics
Anticonvulsant =



ntracranial venous thrombosis (IVT)

@ Incidence:
1/2500 to 1/10000 deliveries
of ischemic stroke during.

= Pregnancy

1s more common in pregnant women than in
nonpregnant women.

ThlS disease tends to develop in multiparous
women ...... to 4 weeks after child birth.

= With most cases occurring in the second or third
postpartum week.

[=]



= (IVT)
of cases involve occlusion of
sinuses or cerebral veins .

lved more commonly
than deep cerebral and cerebellar veins.






Si
Headache is most comm
Nausea and vomit to
Seizures
Focal neurological deficits
Freer
Altered mental status




= IVT/ Diagnosis
= Clinical findings

= Radiological studies
=z +CT
= +MRI
igation of possible predisposing factors
=@ Coagulation studies



m@ IVT/ Treatment

= Adequate hydration
levated intracranial pressure
= Hydrocephalus
E Seizure

doses of heparin (1000IU/h to start, PTT>
' 1.5 to 2 times Contract)

Endovascular fibrinolysis + heparinization
=@ Surgical thrombectomy

= Treatment of underlying predisposing disorders
such as sinusitis.




Intracranial venous thrombosis)
= Mortality rates 33%

t significant neurological
disability 59%



tpartum Cerebral Angiopathy (PCA)

isorder of blood vessels in recently
pregnant patients.

ided in to three categories:
imary PCA occurs without a known etiology.

= Secondary PCA results from medications,
particularly ergat derivatives.

m Tertiary PCA occurs in the setting of eclampsia

= Angiography in patients with PCA reveals
irregular narrowing of affected blood vessels.






