oGRS MR 4R 2019475 A %524 855 58 Chin J Clin Neurosurg, May 2019, Vol. 24, No. 5 -279-

S
IR NI 10t I TS B8 52 PR 3R

O KR Ox R M FRP B O R B & TRA

(%] BE R BGE TR AT AN UG RS2 AR . F33E B34 2013 48 7 7 22 2018 4F 7 J WA 1Y 48 il 1l
WIS LI PR BERE . AR 905 30 d B Rankin 5% (mRS) PP/ AR TS , 0~2 73 BTG RAF, 3~6 7 U AR .
FKHZ R Logistic AT RS UG R N R o 255 48 f)vh , Tilfs R4 22 91, LS AN R 26 441l . Z2 IR ER Logistic [ 70 H7 75
=60 % i =30 mL . ABERT GCS <1243 ¥ 8k E=130 mmHg 8 FI/KF-<30 o/dl 2T A KA ST fE R 8 2%
(P<0.05) . Z5i& MBGEHTIEAIE A LA TS 422 , T2 A T PA g 10 XURS: SR FH B2 B A B X A 0, RO 42 Tl i % 1
i, U LA R KT, AT D I R RE RGBT

(SRR ) il i 1l 5 VBB AT ; U 5 0 M 3%

[XEHS] 1009-153X(2019)05-0279-02 [ XH#KFRERG] A (FEEBABSES] R743.34
Factors related to the prognoses in maintenance hemodialysis patients with intracranial hemorrhage

QIAO Fei, CHEN Bing, ZHAO Wet, LI Cheng—ke, TANG Hui, REN Hai—bo, FENG Hao, HE Jia—quan. Department of Neurosurgery,
Nanchong Municipal Central Hospital, Nanchong 637000, China

[Abstract] Objective To discuss the factors related to the prognoses in maintenance hemodialysis (MHD) patients with
intracranial hemorrhage (ICH). Methods Of 48 MHD patients with ICH treated in our hospital from July, 2013 to July, 2018, 22 had
good prognoses and 26 had poor prognoses. The factors related to their prognoses were analyzed by multivariate Logistic regression
analysis. Results The multivariate Logistic regression showed that the independent risk factor related to the poor prognoses included the
patients” age =60 years, hemorrhage volume =30 ml, GCS score <12 on admission, the mean arterial pressure =130 mmHg and plasma

albumin level <30 g/dl (P<0.05). Conclusions The prognoses are poor in the MHD patients with CIH. Actively reducing hemorrhage

volume, and stabilizing the mean arterial pressure and plasma albumin level are very help to the improvement of the prognoses.
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