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Medical Measures to Prevent Rebleeding 

1. Early aneurysm repair should be undertaken, when possible and reasonable, to prevent rebleeding (High Quality Evidence; Strong Recommendation).
2. Support the amicar recommendations. 
3. Interesting that they believe that only MAP > 110 should be treated in unsecured.

Seizures and Prophylactic Anticonvulsant Use

Avoid prophylactic use. 

Cardiac

1. Everybody should get cardiac enzymes and an echo. CVP or PA cath might be helpful in some cases (but not on the admission order set).
2. Any evidence of pulmonary edema or lung injury should avoid excessive fluids and treated with diuretics as needed. 
3. CHF treatment should be used while keeping BP up if needed.

Monitoring Intravascular Volume Status

1. Strict I&Os.
2. CVP not required.
3. Routine PA dangerous.

Managing Intravascular Volume Status

1. Goal is euvolemia.
2. Hypervolemia and hypovolemia is dangerous. 

Glucose Management

1. Goal 80-200
2. Tight glucose control 80-110 increased episodes of vasospasm.

Fever

1. Use tylenol and ibuprofen first.
2. Surface or intravascular catheter second
3. Prevent shivering.

Deep Venous Thrombosis Prophylaxis

1. Everybody gets SCDs
2. Hold meds prior to surgery
3. Start meds 24hrs after surgery.

Statins

1. If a patient is on a statin, continue it.
2. Consider statin early to prevent DCI.

Magnesium

No role in hypermagnesium, but we probably should check Mg daily.

Delayed Cerebral Ischemia and Vasospasm

1. Routine and re-eval with TCDs probably makes sense
2. We probably should be using CTA and CT perfusion more commonly - especially if angio isn’t available. 
3. nimodipine 60 q 4 x 21d

Hemodynamic Management of DCI

1. Goal is euvolemia although initial fluid bolus is reasonable.
2. Induced hypertension.
3. Reduce or stop nimodipine if it is causing hypotension.
4. hypovolemia shouldn’t be used unless Hct is high.
5. endovascular treatment is reasonable but no prophylactic looks
6. Keep Hb > 8-10 although really Hb may be dangerous.

Hyponatremia / Endocrine

1. No fluid restriction.
2. Early use of hydrocortisone or fludrocortisone should be considered.
3. Hypertonic fluids can be used.
4. If vasopressin-receptor antagonists are used, be careful to avoid hypovolemia.
5. Adrenal shock should be considered in hypotensive patients or in induced HTN.
6. High dose steroids should not be routinely used.
