Restarting anticoagulant therapy after intracranial hemorrhage
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Resumption of anticoagulation after intracerebral hemorrhage (ICH) poses a clinical conundrum. The absence of evidence-based
guidelines to address this issue has led to wide variations in restarting anticoagulation after ICH. Furthermore, there is also no con-
sensus on the timing of reinstitution of these medications. Based on several observational studies and meta-analysis, we could con-
clude that reinstitution of anticoagulation after ICH was associated with a lower risk of thromboembolic complications and a similar
risk of ICH recurrence. One nationwide observational study suggests that anticoagulant resumption may be initiated 7 to 8 weeks af-
ter ICH in patients with atrial fibrillation to optimize the benefit from treatment and minimize risk.
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1. Association Between Anticoagulant Therapy and
Thromboembolic Complications and ICH
Recurrence
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2. Optimal Timing of Anticoagulant Treatment After
Intracerebral Hemorrhage
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