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Objective: This study aims to evaluate the effects of combining Acute Physiology and

Chronic Health Disease Classification System II (APACHE II) scores and the NIHSS score

for short-term prognosis of cerebral hemorrhage patients.

Methods: APACHE II and NIHSS scores were respectively carried out for 189 acute

cerebral hemorrhage patients who were admitted to the hospital for 24 h, and the area

under ROC curve was used to measure the ability of these score systems to forecast

the prognosis, in order to find the best dividing value. The discriminant analysis method

should be used to carry out a comprehensive analysis of these two score methods and

establish the mathematical model to provide a reasonable basis for accurately mastering

these illness conditions, and its prognosis.

Results: The areas under the ROC curve of APACHE II and NIHSS scores in forecasting

cerebral hemorrhage prognosis was 0.853 and 0.845, respectively, the dividing value was

15 and 17, respectively, and the forecasting accuracy was 77.2 and 79.9%, respectively;

The forecasting accuracy of the combined discrimination model was 85.96%.

Conclusion: APACHE II and NIHSS scores have good forecasting value to the

short-term prognosis of acute cerebral hemorrhage patients, and the combination of

these two can provide a higher forecasting value.

Keywords: APACHE, NIHSS, acute cerebral hemorrhage, prognosis, estimated value

INTRODUCTION

Cerebral hemorrhage is a kind of frequently-occurring disease, and the objective and accurate
evaluation of the illness severity of cerebral hemorrhage patients has important meaning for
prognosis determination. The Acute Physiology and Chronic Health Disease Classification System
II (APACHE II) is a scientific, objective and reliable score system for the intensive care unit (ICU) to
evaluate the illness severity of critically ill patients and forecast the prognosis of these patients. Since
its clinical application in 1985, it has become the most frequent critical disease score system in the
world (1, 2). NIHSS is a comprehensive stroke scale. It is a neurological function inspection scale
with 15 items and was designed in 1989 by Thmos et al. for the treatment research of acute stroke.
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This scale has been mainly used to evaluate the neurologic
impairment degree of stroke patients. At present, there are
few reports on the clinical research of APACHE II and NIHSS
scores in evaluating the short-term prognosis of acute APACHE
II cerebral hemorrhage patients. Therefore, this exploratory
research was carried out.

INFORMATION AND METHODS

Case Selection
There were 189 cerebral hemorrhage hospitalized patients in the
Neurology Department and Neurosurgery Department of North
China University of Science and Technology Affiliated Hospital
in 4 years. Among these patients, 117 patients were male and 72
patients were female, and the average age (x±s) of these patients
was 61.300±12.211 years old. Furthermore, among these 189
patients, 68 patients were conscious, 25 patients were somnolent,
12 patients were lethargic, 35 patients were in light coma status,
30 patients were in middle coma status, and 19 patients were
in deep coma status. All patients entered the hospital within
3 days after onset of cerebral hemorrhage, complied with the
cerebral hemorrhage diagnosis standards formulated by the
Fourth National Conference on the Diagnosis of Cerebrovascular
Disease Academic in 1995, and were verified by head computed
tomography (CT) or (and) magnetic resonance imaging (MRI).
Patients with hematologic cerebral hemorrhage and tumor
cerebral hemorrhage were excluded. In the present study, patients
who died within 4 weeks were considered death cases in the
hospital, else these considered survival cases in the hospital (the
persistent vegetative state was included). Follow-up visits and
verification were carried on patients after discharge.

This study was conducted in accordance with the declaration
of Helsinki. This study was conducted with approval from the
Ethics Committee of the Affiliated Hospital of North China
University of Science and Technology.Written informed consent
was obtained from all participants.

Evaluation Method
After all, patients were hospitalized, the APACHE II and NIHSS
scores were determined for physiological parameters, laboratory
inspection results, and the worst-case value of the nervous system
examination and these were collected within 24 h after entering
the hospital. Differences in scores between the survival group
and the death group were compared. The ROC curve of these
two scores for distinguishing the prognosis of patients and the
area under the curve was calculated to determine the dividing
value. The discriminant equation was established, taking patient
prognosis as the dependent variable and APACHE II and NIHSS
scores as independent variables.

Statistical Processing
A database was established for all data using Excel, and the
statistical analysis was carried out using SPSS ver. 11.5 software.
The measurement data used t-test and used X2-test for the
discriminant analysis. The advantages and disadvantages of the
forecasting effectiveness of the scoring system were compared

TABLE 1 | Score comparison of cerebral hemorrhage patients in the survival

group and death group.

Scores Death group Survival group t

APACHEII 19.18±6.44* 10.24±5.73 −9.928

NIHSS 21.22±8.31* 9.89±6.27 −10.601

*Comparison of patients with cerebral hemorrhage between the survival group and the

death group P < 0.05.

TABLE 2 | Risk of death of the APACHE II score for the subgroups of hospitalized

cerebral hemorrhage patients.

APACHEII scores in each subgroups

0∼ 5∼ 10∼ 15∼ 20∼

Death in cerebral hemorrhage 1 9 12 29 52

Survival in cerebral hemorrhage 12 34 18 14 6

OR 3.176 8.000 24.857

104.000

χ
2 = 64.541, P < 0.001.

using the methods of Hanley and McNeil (3), and the area under
the ROC curve was also compared.

RESULTS

• In comparing the value of APACHE II and NIHSS scores of
patients in the survival group and death group, the value for
the death group was obviously higher than that for the survival
group, and the difference was statistically significant (Table 1).

• As the value of APACHE II and NIHSS scores increased, the
risk of death of cerebral hemorrhage patients increased. This
shows that there was an obvious dose-responsive relationship
between the value of these scores and the risk of death in
cerebral hemorrhage patients (Tables 2, 3).

• The area under the ROC curve for the APACHE II and
NIHSS scores was 0.853 and 0.845, respectively (p = 0.800).
The dividing value for survival and death was 15 and 17,
respectively (Figure 1 and Tables 4, 5).

• The discriminant analysis of APACHE II and NIHSS scores
and patient prognosis were carried out, and the gained
discriminant functions are shown as follows:

Y0 = −2.201+ 0.073x1 + 0.223x2

Y1 = −6.378+ 0.209x1 + 0.363x2

Y0 and Y1 mean survival and death, respectively; x1 refers
to the NIHSS score, while x2 refers to the APACHE II score,
and the values are actual values. The discriminant function
was used to discriminate the records of these samples, and the
discriminant accuracy was 85.96%. The interactive verification
was used to inspect the accuracy of the discriminant function,
and the result of the accuracy was also 83.71%, which means that
the discriminant function is stable (Tables 6, 7).
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TABLE 3 | Risk of death of the NIHSS score for the subgroups of hospitalized

cerebral hemorrhage patients.

Item NIHSS scores in each subgroups

0∼ 5∼ 10∼ 15∼ 20∼ 25∼

Death in cerebral hemorrhage 7 3 12 18 11 53

Survival in cerebral hemorrhage 17 26 19 16 3 5

OR 0.280 1.534 2.732 8.905

25.743

χ
2 = 69.594, P < 0.001.

FIGURE 1 | ROC curves of APACHE and NIHSS scoring.

TABLE 4 | Comparison result of the area under the ROC curve of the two scores

for cerebral hemorrhage patients with the benchmark line.

Scores Area

under the

curve

Standard

error

P 95%credibility interval

Low limit High limit

NIHSS 0.845 0.030 0.000 0.786 0.905

APACHE II 0.853 0.028 0.000 0.798 0.908

TABLE 5 | Authenticity and predicted value of the two scores for forecasting the

prognosis of cerebral hemorrhage patients.

Scores Dividing

valve

Sensitivity Specificity Positive

predictive

value

Negative

predictive

value

Accuracy

APACHEII 15 0.784 0.775 0.796 0.744 0.772

NIHSS 17 0.773 0.838 0.844 0.753 0.799

DISCUSSION

Constant improvement of the accuracy of cerebral hemorrhage
patient prognosis has always been one of the important subjects
of clinical workers. For the critical disease score, weighing
or assignment should be carried out in accordance to certain

TABLE 6 | Bayes discriminant analysis results of each recorded cerebral

hemorrhage.

Item Treatment

outcome

Expected discriminant result Total

Survival Death

Number of

cases

percentage

Survival 67 13 80

Death 12 86 98

Survival 84.81 15.19 100

Death 12.24 87.76 100

result of the accuracy = 85.96%.

TABLE 7 | The cross validation result of Bayes discriminant analysis.

Item Treatment

outcome

Expected discriminant result Total

Survival Death

Number of

cases

percentage

Survival 66 14 80

Death 15 83 98

Survival 82.50 17.50 100

Death 15.31 84.69 100

result of the accuracy = 83.71%.

symptoms, physical signs and physiological parameters of
patients, in order to quantitatively evaluate the state of the critical
disease of patients, and make the illness status evaluation and
prognosis forecasting of doctors scientific and objective.

The APACHE II score system comprises of three parts:
acute physiology score (APS), age, and CPS. It carries out
forecasting to the illness status, in accordance with the value of
the APACHE II score, in which the total score ranges within
0–71, and the severity and value are positively correlated. At
the same time, the APACHE II score considers the whole body
physiological indicators, laboratory examination and previous
physical conditions of patients. It has become the critical disease
prognosis evaluation system with the widest application. The
APACHE II score can also be used to evaluate the risk of
death and prognosis of a stroke patient (4). Some studies have
shown (5) that the APACHE II score has important reference
value on cerebellar hemorrhage treatment decision-making and
therapeutic evaluation, and that it is applicable for determining
the illness severity of acute cerebral hemorrhage patients, as well
as for prognosis forecasting (6).

NIHSS is an evaluation scale with the widest application
in the world for determining the illness severity of stroke
patients. It has been mainly used to evaluate the neurologic
impairment degree, determine the curative effect, and evaluate
the prognosis (7–10).Wei (11) considers that NIHSS can evaluate
the feeling, awareness, movement, nerve and other functions of
stroke patients and that its reliability is high. Some studies have
shown that the NIHSS score and the average arterial pressure
can effectively determine the hemorrhage risk after ischemic
stroke thrombolysis (12) and that it is also applicable for studying
the treatment effect of the high- pressure cerebral hemorrhage
patients, and prognosis evaluation (13–15). In addition to
average arterial pressure, their fluctuations over time can also
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significantly influence both short- and long-term prognosis of
these patients (16). Foreign scholars (17, 18) have pointed out
that although the NIHSS score is an effective tool to measure the
severity after stroke, it has certain limitations on the dysfunction
evaluation of patients.

The present study revealed that APACHE II and NIHSS scores
have a close relationship with the illness severity of cerebral
hemorrhage patients. Furthermore, the value of APACHE II and
NIHSS scores for patients in the death group was obviously
higher than that for patients in the survival group, and severity
and this value were positively correlated. In addition, these
findings revealed that both score methods can forecast the
prognosis of cerebral hemorrhage patients, which was the same
as that reported in a previous study (19). The ability of these
scores to distinguish between death and survival was measured
by the solution, that is, the area under the ROC curve (5). At
the same time, the present study also revealed that the area
under the ROC curve for APACHE II and NIHSS was 0.853
and 0.845, respectively, and that both of these were larger than
the benchmark area of 0.5. This means that both of these
had relatively good authenticity on the prognosis forecasting
of cerebral hemorrhage patients, which was the same as that
reported studies (20, 21). The method introduced by Hanley
and McNeil (3) was used to compare the area under the ROC
curve of these two scores, and the difference was not statistically
significant. The method of Hanley and McNeil (3) uses the
difference of the area under the curve between the groups, as
well as the standard error of the ROC area of the two groups,
to analyze the difference between the two groups. This means
that the ability of these two scores, such as the solution, had no
differences in distinguishing the death and survival of cerebral
hemorrhage patients.

At present, these scores have no dividing value for
determining survival and death, and the value reported in China
ranged within 17–30 (22–25). In addition, some studies have
shown that the NIHSS score had ideal specificity, sensitivity, and
accuracy in the aspect of prognosis forecasting (24), and the score
of 13 can be used as the dividing value for the prognosis of
stroke patients. Wang et al. (26) considered the following: the
area under the ROC curve of APACHE II and NIHSS scores
for forecasting the prognosis of acute cerebral infarction patients
was 0.835 and 0.822, respectively; the dividing value of survival
or death was 12 and 10, respectively; forecasting accuracy was
74.5 and 76.9%, respectively; the forecasting accuracy of the
combination of these two was 85.5%. This finding revealed that
the combination of these two scores would improve the accuracy
of forecasting. The present study revealed that an APACHE II
score of 15 points at the first day of admission was an ideal
dividing value to determine the prognosis of cerebral hemorrhage
patients, and the sensitivity and specificity was 78.4 and 77.5%,
respectively. The dividing value for NIHSS in forecasting cerebral
hemorrhage survival and death was 17, and the sensitivity and
specificity was 77.3 and 83.8%, respectively. If the score exceeds
the dividing value, the illness status of the patient would be
severe, the risk of death would obviously increase, and intensive
care and positive treatment should be given to these patients. In
the present study, it was also found that when the APACHE II
value reached 30, the fatality rate was 100%, the prognosis of these

patients was extremely poor, and the cost of themedical resources
was extremely large, but the yield result was small.

In order to better guide clinical treatment, a cerebral infarction
patient survival and death discriminant analysis model type
II was established by discriminant analysis. The discriminant
accuracy was 85.96%, which was superior to the prognosis
determination accuracy of a single score. This means that the
combination of both can improve the forecasting accuracy of the
cerebral hemorrhage prognosis.

The reason why the APACHE II value for the death group
was significantly higher than that for the survival group
may be that some parameters of APACHE II are related to
inflammation, e.g., temperature and white blood cell count and
inflammation is involved in the pathological process of the
acute cerebral hemorrhage. Soon after acute cerebral hemorrhage
occurs, the inflammatory response is triggered by hematoma
components, and inflammation together with the hematoma
will worsen the damage of the brain tissue (27). In addition,
it has been reported that C-reactive protein (CRP) level is
positively correlated with the increased disastrous outcomes of
cerebral hemorrhage, including death and vascular complications
(28). The lectin pathway of complement is also reported to
contribute to the pathogenesis of acute cerebral hemorrhage
(29). Therefore, by assessing inflammatory biomarkers, we may
learn more about the process and mechanism of acute cerebral
hemorrhage injuries.

In fact, the outcome of acute cerebral hemorrhage is strongly
affected by a variety of factors associated with metabolism,
inflammation, cerebral perfusion and drug actions. By combining
these factors, we can improve the accuracy of the current already
established prognostic models. In addition to inflammation,
as discussed above, studies have also shown that computed
tomographic (CT) blend sign is significantly positively correlated
with the CT angiography spot sign, and can predict secondary
neurological deterioration after acute cerebral hemorrhage (30).
Moreover, as researchers investigate more about the mechanisms
of acute cerebral hemorrhage, more clinical, biochemical and
imaging parameters will be found, and using the controllable
parameters among all the parameters, we can improve the current
prediction methods of the outcomes.

At present, most scholars tend to carry out dynamic
evaluations on patients for longer consecutive days for a more
effective prognosis forecasting. The present study remains in
its preliminary study stage, and there was no comprehensive,
systemic and large-scale clinical dynamic evaluation. Hence, this
will be the direction of future studies.

AUTHOR CONTRIBUTIONS

X-JZ and Q-XL conceptualized and designed the study, drafted
the initial manuscript, and reviewed and revised the manuscript.
L-SC, JZ, D-LW, and H-YF designed the data collection
instruments, collected data, carried out the initial analyses,
and reviewed and revised the manuscript. F-XZ and X-JW
coordinated and supervised data collection, and critically
reviewed the manuscript for important intellectual content. All
authors approved the final manuscript as submitted and agree to
be accountable for all aspects of the work.

Frontiers in Neurology | www.frontiersin.org 4 June 2019 | Volume 10 | Article 475

https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Zhao et al. Prognosis Assessment of Cerebral Hemorrhage

REFERENCES

1. Knaus W, Wagner D, Draper E. Development of APACHE. Crit Care Med.

(1989) 17:S181–5. doi: 10.1097/00003246-198912001-00006

2. Berger MM, Marazzi A, Ferrman J, Chioléro R. Evaluation of the

consistency of acute physiology and chronic health evaluation(APACHEII)

scoring in a surgical intensive care unit. Crit Care Med. (1992) 20:1681–

7. doi: 10.1097/00003246-199212000-00014

3. Hanley J, McNeil B. A method of comparing the areas under receiver

operating characteristic curves derived from the same cases. Radiology. (1983)

148:839–43. doi: 10.1148/radiology.148.3.6878708

4. Wan F, Lv YW. Study on the application value of APACHE score in prognosis

assessment of stroke patients. Stroke Nervo Dis. (2010) 17:238–9

5. Xu W, Wang Z, Liu ZQ, Li HP, Song Z. The application of APACHEII score

in therapeutic decision and effect evaluation of intracerebellar hemorrhage.

Stroke Nervo Dis. (2010) 17:283–5

6. Zhong SQ, Huang Y, and Zhang SH. Evaluation of the condition and

prognosis of acute cerebral hemorrhage by APACHE score. Guangdong Med

J. (2008) 29:304–5

7. Cooray C, Fekete K, Mikulik R, Lees KR, Wahlgren N, Ahmed N. Threshold

for NIH stroke scale in predicting vessel occlusion and functional outcome

after stroke thrombolysis. Int J Stroke. (2015) 10:822-9. doi: 10.1111/ijs.12451

8. Yaghi S, Herber C, Boehme AK, Andrews H, Willey JZ, Rostanski SK, Siket

M, et al. The association between diffusion MRI-defined infarct volume and

NIHSS score in patients with minor acute stroke. J Neuroimaging. (2017)

27:388-91. doi: 10.1111/jon.12423

9. Shrestha S, Poudel RS, Khatiwada D, Thapa L. Stroke subtype,age,and

baseline NIHSS score predict ischemic stroke outcomes at 3 months: a

preliminary study from Central Nepal. J Multidiscip Healthc. (2015) 8:443-

8. doi: 10.2147/JMDH.S90554

10. Chang WH, Sohn MK, Lee J, Kim DY, Lee SG, Shin YI, et al. Long - term

functional outcomes of patients with very mild stroke: does a NIHSS score of

0 mean no disability? an interim analysis of the KOSCO study.Disabil Rehabil.

(2017) 39:904-10. doi: 10.3109/09638288.2016.1170214

11. Wei ZL. The predictive value of GCS score and NIHSS score in hemorrhage

after emergency thrombolysis of cerebral infarction.Modern Med Health Res.

(2018) 2:36.

12. Huang RJ, Shou YY, Li ZY. The predictive value of NIHSS and MAP

in hemorrhage after thrombolysis in ischemic stroke. Nurs Rehabil J.

(2017) 16:1280–2.

13. Almekhlafi MA, Davalos A, Bonafe A, Chapot R, Gralla J, Pereira VM,

et al. Impact of age and baseline NIHSS scores on clinical outcomes in the

mechanicalthrom bectomy using solitaire FR in acute ischemic stroke study.

Am J Neuroradiol. (2014) 35:1337–40. doi: 10.3174/ajnr.A3855

14. Li KK, Harvey LA, Diong J, Herbert RD. Models containing age and

NIHSS predict recovery of ambulation and upperlimb function six

months after stroke: an observational study. J Physiother. (2013) 59:189–

97. doi: 10.1016/S1836-9553(13)70183-8

15. Ghabaee M, Zandieh A, Mohebbi S, Fakhri M, Sadeghian H, Divani F, et al.

Predictive ability of C-reactive protein for early m ortality after ischemic

stroke: com parison with NIHSS score. Acta Neurologica Belgica. (2014)

114:41–5. doi: 10.1007/s13760-013-0238-y

16. Lattanzi S, Silvestrini M. Blood pressure in acute intra-cerebral hemorrhage.

Ann Transl Med. (2018) 4:320. doi: 10.21037/atm.2016.08.04

17. Meyer MJ, Pereira S, McClure A, Teasell R, Thind A, Koval J, Richardson

M, et al. A systematic review of studies reporting multivariable models

to predict functional outcomes after post-stroke inpatient rehabilitation[J].

Disabil Rehabil. (2015) 37:1316-23. doi: 10.3109/09638288.2014.963706

18. Kauranen T, Laari S,Turunen K, Mustanoja S, Baumann P, Poutiainen E.

The cognitive burden of stroke emerges even with an intact NIH stroke

scale score: a cohort study. J Neurol Neurosurg Psychiatry. (2014) 85:295–

9. doi: 10.1136/jnnp-2013-305585

19. Wang DL, Peng YB, Xing L, Zhao XJ, Chang LS, Zhang L. The use of national

institute of health stroke scale and establishment of the regression model in

acute cerebral thrombosis. J North China Coal Med College. (2007) 9:297–8.

20. Oh TE, Hutchinson R, Short S, Buckley T, Lin E, Leung D. Verification

of the acute physiology and Chronic health evaluation scoring

system in a HongKong intensive care unit. Crit Care Med. (1993)

21:698. doi: 10.1097/00003246-199305000-00013

21. Rowan KM, Kerr JH, Major E, McPherson K, Short A, Vessey MP.

Intensive Care Society’s APACHEIIstudy in Britain and Ireland

II: Outcome comparison of intensive care units after adjustment

for care mix by the American APACHEII method. BMJ. (1993)

307:977–81. doi: 10.1136/bmj.307.6910.977

22. Cho DY, Wang YC. Comparison of the APACHEIII,APACHEII and

Glasgow Come Scale in acute head injury for prediction of mortality and

functional outcome. Intensive Care Med. (1997) 23:77–84. doi: 10.1007/s0013

40050294

23. Zagara G, Scaravilli P, Mastorgio P, Seveso M. Validation of a prognostic

system in severe brain-injured patients. J Neurosurg Sci. (1991) 35:77–81.

24. Wang DL, Wang KX, Han XW, Wang LH, Bian JD. Acute physiological

chronic health assessment system for acute cerebrovascular disease in the

acute phase of prognosis. Clin Med Chin. (2000) 16:339–40.

25. Chen L, Wang YC, Zeng JS, Huang RX, Su ZP. APACHEII score was used to

predict the prognosis of stroke patients and compared with GCS score. Chin J

Nervous Mental Dis. (1997) 23:216–8.

26. Wang DL, Zhao XJ, Zhang J, Xue HY, Liu Y, Yuan XH. Value of acute

physiology and chronic health condition evaluation IIand National Institute

of Health Stroke Scale in evaluating outcome of patients with acute cerebral

infarction. J Clin Neurol. (2009) 22:251–3.

27. Lattanzi B, Trinka E, Cagnetti C, Di Napoli M, Silvestrini M. Neutrophil-to-

lymphocyte ratio in acute cerebral hemorrhage: a system review. Transl Stroke

Res. (2018) 10:137–45. doi: 10.1007/s12975-018-0649-4

28. Di Napoli M, Slevin M, Popa-Wagner A, Singh P, Lattanzi S, Divani AA.

Monomeric C-reactive protein and cerebral hemorrhage: from bench to

bedside. Front Immunol. 9:1921. doi: 10.3389/fimmu.2018.01921

29. Zangari R, Zanier ER, Torgano G, Bersano A, Beretta S, Beghi E, et al. Early

ficolin-1 is a sensitive prognostic marker for functional outcome in ischemic

stroke. J Neuroinflammation. (2016) 13:16. doi: 10.1186/s12974-016-0481-2

30. Sporns PB, Schwake M, Schmidt R, Kemmling A, Minnerup J,

Schwindt W, et al. Computed tomographic blend sign is associated with

computed tomographic angiography spot sign and predicts secondary

neurological deterioration after intracerebral hemorrhage. Stroke. (2017)

48:131–5. doi: 10.1161/STROKEAHA.116.014068

Conflict of Interest Statement: The authors declare that the research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Copyright © 2019 Zhao, Li, Chang, Zhang, Wang, Fan, Zheng and Wang. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Neurology | www.frontiersin.org 5 June 2019 | Volume 10 | Article 475

https://doi.org/10.1097/00003246-198912001-00006
https://doi.org/10.1097/00003246-199212000-00014
https://doi.org/10.1148/radiology.148.3.6878708
https://doi.org/10.1111/ijs.12451
https://doi.org/10.1111/jon.12423
https://doi.org/10.2147/JMDH.S90554
https://doi.org/10.3109/09638288.2016.1170214
https://doi.org/10.3174/ajnr.A3855
https://doi.org/10.1016/S1836-9553(13)70183-8
https://doi.org/10.1007/s13760-013-0238-y
https://doi.org/10.21037/atm.2016.08.04
https://doi.org/10.3109/09638288.2014.963706
https://doi.org/10.1136/jnnp-2013-305585
https://doi.org/10.1097/00003246-199305000-00013
https://doi.org/10.1136/bmj.307.6910.977
https://doi.org/10.1007/s001340050294
https://doi.org/10.1007/s12975-018-0649-4
https://doi.org/10.3389/fimmu.2018.01921
https://doi.org/10.1186/s12974-016-0481-2
https://doi.org/10.1161/STROKEAHA.116.014068
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Evaluation of the Application of APACHE II Combined With NIHSS Score in the Short-Term Prognosis of Acute Cerebral Hemorrhage Patient
	Introduction
	Information and Methods
	Case Selection
	Evaluation Method
	Statistical Processing

	Results
	Discussion
	Author Contributions
	References


