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Abstract: Hypertensive local cerebral hemorrhage is the most common primary local 

cerebral hemorrhage in my country. The main clinical pathogenic reaction mechanism is 

acute hypertension and can cause tiny aneurysms in intracranial capillaries and intracranial 

vitreous vascular lesions. Minimally invasive removal is a surgery widely used in the 

treatment of hypertensive intracerebral hemorrhage in recent years, and is of great 

significance for improving the prognosis of patients. The purpose of this article is to study 

the application of spiral CT image post-processing technology to guide the hypertensive 

cerebral hemorrhage in minimally invasive removal. Through a study and investigation on 

spiral CT and hypertensive cerebral hemorrhage, the causes of hypertensive cerebral 

hemorrhage and the analysis of a series of complications that may occur after surgery. The 

results of the study showed that the hospital stay of hypertensive cerebral hemorrhage 

patients with minimally invasive removal surgery was 14 days, the amount of surgical 

bleeding was 54.82ml, and the operation time was 2.42 hours, while the hospital stay of 

ordinary cerebral hemorrhage patients with conventional clearance surgery was 24 days. 

The operation bleeding volume was 412.73ml, and the operation time was 4.23 hours. This 

shows that the application guidance of spiral CT image post-processing technology and the 

practical application prospect of hypertensive cerebral hemorrhage in clinical minimally 

invasive removal technology are very good. 

1. Introduction 

In recent years, the minimally invasive treatment of cerebral hemorrhage has been widely 

promoted and applied in China and the country for many years. The superiority of its treatment is 

obvious compared with the treatment of traditional craniotomy and minimally invasive surgery for 
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the removal of cerebral hemorrhage tumors. A key issue in the treatment of minimally invasive 

puncture treatment is how to accurately use puncture to treat hematoma and send the minimally 

invasive puncture needle directly to the hospital hematoma removal center, so that the treatment of 

hematoma can be removed as soon as possible. The ordinary cranial CT type image is a 

two-dimensional computer image, which cannot directly and accurately display the specific shape 

of the brain hematoma and the position of the three-dimensional tissue in the skull, which directly 

leads to inaccurate positioning, the puncture needle is easily deviated from the center of the 

hematoma, and the surgical effect is not ideal.  

CT three-dimensional reconstruction technology was developed in 1997, and has been 

continuously developed for more than ten years. The image obtained by scanning the CT time axis 

image in the skull is a two-dimensional stereoscopic image of a hematoma. Although surgery can 

effectively solve many surgical problems in hematoma, it is difficult to achieve an intuitive 

stereoscopic image effect due to poor stereoscopic [1]. The surgeon often needs to reorganize and 

organize these two-dimensional images in his two-dimensional mind, and re-establish a 

three-dimensional correspondence between the three-dimensional shape and size of the hematoma 

and the surrounding anatomical structure in the new imagination [2]. The three-dimensional 

reconstruction of spiral CT scan intuitively and accurately displays the spatial location and 

anatomical relationship of hematoma, and can measure the distance, angle, and volume of 

three-dimensional space, provide accurate medical anatomical medical basis for surgical patients, 

and reduce the blindness of surgery [3]. At the same time, the measured hematoma is more accurate 

than the measurement.  

Jabalameli included 108 patients undergoing total knee arthroplasty in two university hospitals. 

Spiral CT images through the con femur were used to assess the rotation of the distal femur. Four 

lines are drawn digitally in the view: anatomical and surgical upper icon axis, con posterior axis and 

Whiteside front and back lines [4]. Ting Yuan study found that doppler changes in hypertension and 

normal blood pressure groups were evaluated by multi-level modeling methods of single factor and 

multi-factor adjustment analysis. According to multi-level modeling methods and multivariate 

correction analysis, doppler vascular impedance make a relatively average assessment. And it was 

found that hypertension was significantly correlated with the positive correlation of PI, RI and S/D 

values [5]. Manmadhachary research found that CT images are the main source of manufacturing 

medical models, and spiral CT scanners can capture larger volumes of tissue in a short time. In his 

research, he found that the main defects in the CT image acquisition process are beam hardening 

(BH), image noise and radiation dose. And found that the tube voltage, tube current and pitch are 

the main parameters of CT image acquisition [6]. In his study, Zhang evaluated the incremental 

value of single photon emission computed tomography (SPECT)/spiral computed tomography (CT) 

relative to SPECT to assess ambiguous bone lesions in patients with hepatocellular carcinoma 

(HCC). In his study, the final diagnosis of each lesion was based on pathological confirmation or 

follow-up of whole-body scintigraphy, and two or more SPECT/spiral CT examinations were 

performed [7]. Hongning wanted to determine a Chinese medicine Nao-Xue-Shu oral solution that 

can protect and improve the secondary brain injury (SBI) of hypertensive cerebral hemorrhage 

(HCH). He used the Glasgow Outcome Scale (GOS) to assess the incidence of SBI and the 

classification of prognosis and poor prognosis to evaluate the clinical efficacy, and to determine the 

level with the changes of IL-6 and TNF-α to study the mechanism of action of traditional Chinese 

medicine [8]. 

The main focus of this article is the application of spiral CT image post-processing technology to 

guide hypertensive cerebral hemorrhage in minimally invasive removal. The innovations of this 
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article are as follows: First, an overview of spiral CT and hypertensive cerebral hemorrhage and 

minimally invasive removal surgery. Secondly, the investigation and treatment of minimally 

invasive surgery to treat hypertensive cerebral hemorrhage. Finally, a case study was conducted on 

the application of spiral CT image post-processing technology to guide the application of 

hypertensive cerebral hemorrhage in minimally invasive removal. The important ongoing and 

clinical discussion of clinical application in clinical minimally invasive tumor removal provides a 

reasonable reference source of technical evidence for clinical medical imaging research. 

2. Overview of Spiral CT and Minimally Invasive Removal of Hypertensive Cerebral 

Hemorrhage 

2.1. Overview of Spiral CT 

The spiral CT image scanning technology uses x-ray laser tubes to rotate the image in a 

continuous direction around the diseased human face in the bed. At the same time, the scan line is 

automatically reflected from the bed into the bed at a uniform speed, so the scan line is the face of 

the diseased patient and its appearance are spiral. Unlike the general conventional CT image 

scanning, the image required for spiral electrogram scanning is the tissue information of the 

continuous volume level, which is used to scan the volume information of all local tissues within 

the diagnostic range, so it is also collectively called continuous volume. Organizing the data avoids 

the huge drawback of local omission of small tissue lesions due to local respiratory tube movements 

that are easily damaged during CT image scanning under spiral tomography [9]. Digital application 

of flat-panel laser detectors, due to the use of special laser detectors and new imaging technologies, 

the scanning imaging speed has been significantly improved, making it possible to use fast, small, 

thin, high-speed, low-resolution optical scanning technology with large coverage [10]. 

The basic method of spiral CT can be used to display lesions stereoscopically and simulate the 

structure of the brain. In some patients, it can also replace invasive examinations. Therefore, the 

value in the diagnosis and evaluation of cerebral hemorrhage has been gradually affirmed. CT 

image positioning technology is one of the most important surgical links in minimally invasive 

vascular puncture. The use of circular spiral arm CT positioning image scanning post-processing 

positioning technology can not only greatly increase the positioning accuracy of minimally invasive 

puncture, improve the clearance rate of micro hematoma, but also reduce the side injury during 

puncture surgery. The large amount of clinical application of spiral rotating CT image technology 

has further expanded the application range of CT, especially for the image display effect of human 

organs that are greatly affected by the speed of human motion. One of the main advantages of spiral 

image scanning is that it is not easy to repeatedly leave various lesion image information, the 

scanning image speed is fast, and it also has great image flexibility in image signal processing, 

which can simultaneously obtain various image processing in any direction Level [11]. SCT image 

post-processing technology has the following advantages over ordinary CT-guided minimally 

invasive puncture: first, the reconstructed image shows the three-dimensional shape of the 

hematoma, reflecting the mass effect of the hematoma, allowing the clinician to intuitively 

understand the severity of the disease. Second point: 3D determines the best puncture point to 

ensure that the puncture needle enters the hematoma cavity with the best approach. Third point: 

after successful puncture, determine the position of the hematoma and puncture needle, adjust the 

depth of the puncture needle and the direction of the side hole, the maximum amount clear the 

hematoma; the fourth point, accurate positioning, significantly reduces the possibility of 

accidentally damaging normal brain tissue, and the probability of secondary bleeding is 
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significantly reduced [12]. 

MPR images are images of coronal, sagittal, oblique, and entire curved surfaces from a 

volumetric image database of spiral and CT values. The disadvantage is that improper selection of 

MPR plane can also cause artifacts and omissions. Therefore, it must be carefully compared with 

the cross-sectional image. Three-dimensional reconstruction can be divided into linear 

reconstruction, surface reconstruction (SSD) and volume reconstruction (VRT) [13]. VRT is to give 

all the crystal elements in the data according to different brightness percentages and different color 

transparency and gray levels. The contrast of the image and the relative density of each pixel can be 

adjusted in real time and interactively by manipulating the trapezoidal conversion function [14]. In 

addition, on the basis of MIP, a new technology—Sliding Thin Layer Technology (STS) has been 

developed [15]. STS contains a series of sliding layers composed of several consecutive 1mm thin 

layers. Each pixel in each 1mm thin layer represents the voxel with the largest (or smallest) density 

in a particular sliding layer. The advantage of STS technology is that it can display a relatively long 

range of blood vessels and airways on a single-layer image, thus providing a more ideal way to 

observe its natural branches [16]. 

2.2. Overview of Minimally Invasive Removal of Hypertensive Cerebral Hemorrhage 

Hypertensive cerebral hemorrhage is a common clinical disease and one of the most frequent 

diseases. At present, a variety of traditional minimally invasive abdominal cardiovascular valvular 

artery removal surgery has been successfully clinically achieved a certain amount of surgical 

treatment. The application of spiral CT image three-dimensional reconstruction technology has the 

following advantages over ordinary CT in guiding minimally invasive puncture: in the measurement 

of hematoma, the amount of hematoma measured by the three-dimensional image reconstruction 

application software on the workstation is more accurate [17]. The detection of the location of blood 

tumors is unthinkable by the reasonable integration of the two-dimensional imaging information 

system of the human axis, and the detection results produced by this will obviously not have large 

errors. Minimally invasive hematoma surgery evaluation indication verification assessment is based 

on the minimally invasive image anatomy method for surgical evaluation [18]. The reconstructed 

image is intuitive and accurate, which allows clinicians to understand the severity of the disease 

more clearly and guide the determination of surgical indications accurately [19]. Use 

three-dimensional CT image stereo positioning to determine the best puncture point and ensure that 

the puncture needle enters the hematoma cavity with the best approach; make the drainage tube 

accurately reach the center of the hematoma, and design the path of the drainage tube according to 

the three-dimensional shape and volume of the hematoma. Pass the drainage tube through the 

longest axis of the hematoma [20]. 

Minimally invasive hematoma removal treatment uses the treatment of intracranial positive 

pressure continuous crushing and washing cells to liquefy for drainage, and the positive pressure 

crushing and washing liquefaction of intracranial local hematoma cells to quickly and accurately 

clear intracranial hematoma, relieve intracranial hematoma pressure, and treat acute New generation 

technology for cerebral hemorrhage [21]. During the whole process of treatment, the patient can 

only receive a local injury of craniotomy, which can effectively keep the intracranial blood pressure 

stable, so the treatment has a good prognosis, which can be used to greatly reduce the mortality rate 

and improve the overall quality of life of the patient [22]. Hypertensive patients' severe and rapid 

rise in local blood pressure due to excessive emotional excitement will directly lead to severe 

rupture of the local cerebral vascular edema that has occurred, resulting in a crisis of cerebral hernia, 
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such as lateral expansion of the local hematoma or gradual pupil dilation, and the blood pressure 

rises sharply high. Subsequent severe central heart failure can endanger human life and safety [23]. 

The minimally invasive removal technique for hypertensive cerebral hemorrhage is an effective 

method for the treatment of intracranial hematoma with hypertension. The pulverize and 

biochemical enzyme analysis technology replace the traditional craniotomy to achieve the purpose 

of removing intracranial hematoma [24]. Minimally invasive surgery has completely broken 

through the technical limitations on the age and physical condition of patients with cerebral 

hemorrhage. It has been widely applied and popularized in the clinical and treatment of minimally 

invasive surgery for the treatment of hypertension and acute cerebral hemorrhage. Dade improves 

the clinical treatment efficiency and quality of acute cerebral hemorrhage [25]. One of the main 

methods and purposes of the research on the minimally invasive technology of this research topic is 

to conduct clinical investigations, and the post-processing analysis technology of spiral CT images 

is to guide the importance and application prospects of hypertensive acute cerebral hemorrhage in 

the treatment of clinical minimally invasive removal technology research. 

At present, the commonly used minimally invasive treatment methods are divided into two kinds 

of treatment methods: neurology and craniocerebral surgery. However, it is generally believed that 

although surgery is effective in removing acute hematoma in the brain of patients in emergency. 

However, due to the relatively high risk of conventional minimally invasive surgical treatment and 

the serious damage to normal brain nerve tissue, with the rapid and in-depth development and 

promotion of the current minimally invasive first aid technology. 

3. Main Research Content of the Experiment 

3.1. Research Purposes 

In this paper, the application of spiral CT image post-processing technology to guide the 

application of hypertensive cerebral hemorrhage in minimally invasive removal has been studied 

and analyzed. Obvious glassy degeneration, and it is easy to seriously damage normal brain nerve 

tissue. With the rapid promotion of development and application of intracranial minimally invasive 

treatment technology, spiral CT minimally invasive intracranial local hematoma removal is 

currently used to treat hypertensive acute brain in China. The field of hemorrhage treatment has 

successfully achieved great results. In order to understand the importance and application of spiral 

CT intracranial minimally invasive image post-processing technology for the treatment of 

hypertensive acute cerebral hemorrhage in the treatment of intracranial minimally invasive removal, 

it provides professional medical personnel with reasonable treatment based on imaging to provide a 

reference and scientific basis for a reliable treatment plan, the study in this paper deeply analyzes 

the importance of post-processing techniques of spiral CT intracranial minimally invasive images 

for the treatment of hypertensive acute cerebral hemorrhage in the treatment of intracranial 

minimally invasive removal and applications. 

This article will analyze and analyze the clinical situation of 86 cases of typical hypertensive 

acute 1advanced cerebral hemorrhage encephalopathy patients who have undergone long-term 

clinical examination and diagnosis and treatment in clinical clinics of some large encephalopathy 

hospitals as the key objects of the main examination research, statistics and analysis of patients with 

hypertensive cerebral hemorrhage. Through the guidance of spiral CT image post-processing 

technology and then minimally invasive removal, the application of spiral CT image 

post-processing technology to guide hypertensive cerebral hemorrhage in minimally invasive 

removal was studied. Therefore, the main aims of the research in this article are: (1). To understand 
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the situation of hospitalized patients with hypertensive cerebral hemorrhage. (2). To study the 

recovery effect of hospitalized patients with hypertensive cerebral hemorrhage before and after 

treatment. (3) To compare patients with normal cerebral hemorrhage and hypertensive brain 

hemorrhagic patients use spiral CT image post-processing technology to guide the different effects 

after treatment, and provide a reference and basis for guiding spiral CT image post-processing 

technology. 

3.2. Main Research Object 

A total of 40 patients with minimally invasive cerebral hemorrhage removal who were treated 

with routine hypertension and minimally invasive cerebral hemorrhage removal in the laboratory of 

a hospital from October 2013 to July 2015 were selected as the control group. The hospital used 46 

patients with hypertension who were treated with high blood pressure routine surgery and 

minimally invasive cerebral hemorrhage removal laboratory as the observation group. Among the 

40 hypertensive patients in the control group, there were 25 males and 15 females, aged 37-79 years, 

with an average age of (57.5±4.4) years old, with a bleeding volume of 15-79 ml, with an average 

of (32.6±1.8) ml. Among the 46 hypertensive patients in the observation group, 29 were male and 

17 were female. They were 36 to 80 years old, with an average age of (57.7±4.3) years old, and had 

a bleeding volume of 15 to 80 ml, with an average of (32.8±1.7) ml. 

3.3. Research Methods 

In this treatment study, some effective treatments and nursing methods were used. 

Preoperative localization: All cases were treated with lowering blood pressure, dehydration, 

prevention of complications, etc. At the same time, according to the initial CT film showing the 

location of the hematoma on the scalp, the metal marker a was placed, and spiral CT scan was 

performed before puncture. The three-dimensional structure of the hematoma was reconstructed 

using surface covering scanning imaging and surface fluoroscopic imaging technology respectively, 

and the image was retained as a basis. 

In the control group, the small bone window craniotomy hematoma was first removed, and the 

hematoma was removed first, using CT orientation, and the position suitable for incision was 

selected according to the patient's bleeding position. The location of the hematoma was checked 

with a cerebral puncture needle. Afterwards, the narrow brain pressure plate enters the hematoma 

cavity along the puncture needle channel, and the wounds are sequentially reset and sterile 

bandaged. Corresponding antibiotic or urokinase injection treatment should be done after the 

operation. 

Suction hemorrhage: After successful first puncture, suction hemorrhage followed by a spiral CT 

first puncture needle local scan, slow suction hemorrhage. The first bleeding suction volume cannot 

exceed the initial suction hematoma suction 60% of the total number of aspirations, using image 

post-processing technology to display the three-dimensional image of the residual hematoma and 

the position of the puncture needle, adjust the depth of the puncture needle, maintain the needle tip 

at the center of the main body of the hematoma, and adjust the side hole of the puncture needle so 

that it points. In the direction of the main body of the hematoma, continue to suck the residual 

hematoma. 

Observation group patients were treated with minimally invasive intracranial hematoma 

comminuted and removed intracranial hematoma. Before the operation, CT scan of the blunt head 

was performed to determine the location of the bleeding in the needle body. Psychological 
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preparation, lay sterile towels and hole towels in the needle body after disinfection, check whether 

there are abnormalities such as vascular pulsation in the lower half of the needle body puncture 

point, try to avoid it when performing a single puncture at the puncture point. Infiltrate the 

anesthesia locally at the puncture site, remove the cap on the tail of the needle body, install a 

needle-shaped intracranial hematoma crusher to wash the hematoma cavity of the needle body with 

the needle-shaped hematoma crushing liquid, inject the hematoma liquefaction agent to close the 

hematoma fluid in the two side tubes spill the channel and apply a sterilized dressing for dressing. 

After operation, hematoma fluid was treated with antibiotics or urokinase injection. The following 

is a comparison of the evaluation results of the BARTHAL index before and after treatment of 

patients with hypertensive cerebral hemorrhage in the observation group, as shown in Table 1. 

Table 1. Comparison of evaluation results of BARTHAL index in patients with hypertensive 

cerebral hemorrhage before and after treatment 

Time 75~100 point 50~70 point 0~45 point 

Before treatment 4 19 
17 

Two weeks after treatment 18 12 
10 

 

After the patient is admitted to the hospital, the neurosurgeon decides whether the patient is fully 

suitable for surgery. Nurses should first carefully observe the patient's physiological consciousness, 

pupils, vitality and other signs during the consultation, especially the patient's blood pressure. 

Correctly assess the criticality of a patient's preoperative condition, and carefully make inspection 

records. Establish a venous blood pressure monitoring channel, dissolve 50ml of sodium 

nitroprusside hydrochloride in 50ml of 50% glucose sodium nitroprusside solution, put it into a 

trace infusion pump, adjust the infusion speed, and monitor the venous blood pressure. 

Closely observe the patient's vital signs and other physical activity changes. Accurately record 

the in and out volume of 24h. It is recommended that the patient stay in a supine position, and those 

with poor respiratory tracheal function should close or cut the respiratory trachea in time, strictly in 

accordance with the routine requirements of tracheotomy surgery. Pay attention to observe the 

phenomenon of bleeding and infection in the skull at any time. Strictly aseptic rinsing during 

rinsing must be performed gently and steadily. During the rinsing process, keep the balance of in 

and out volume. If more than in and out, it may cause high intracranial pressure. 

4. Study on Application of Spiral CT Image Post-Processing Technology to Guide 

Hypertensive Cerebral Hemorrhage in Minimally Invasive Removal 

4.1. Investigation and Analysis of the Application of Spiral CT Image Post-Processing 

Technology to Guide Hypertensive Cerebral Hemorrhage in Minimally Invasive Removal 

Patients with normal cerebral hemorrhage are treated with conventional craniotomy hematoma 

removal, usually reaching a depth of about 5 cm to reach the hematoma cavity, which is conducive 

to completely separating the lateral fissure through the anterior middle guide lobe to enter the cortex 

to remove the hematoma. The injury is mild, but the patient should try to avoid damage to the 

vascular cortex of the lateral fissure via the guide lobe. After clearing the hematoma, observe 

whether there is active bleeding. If there is bleeding, acute electrocoagulation should be used to stop 
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bleeding, but do not use electrocoagulation blindly. After the operation, the skull was closed and 

sutured. The comparison of specific operations is shown in Table 2. 

Table 2. Comparison of NIHSS scores before and after treatment in 2 groups 

Group Before treatment After treatment 

Control group 24.08 12.26 

Observation group 23.86 4.29 

t value 0.287 18.458 

P value 0.774 0 

In the treatment of hypertensive acute cerebral hemorrhage congenital heart disease patients with 

minimally invasive cerebrovascular removal surgery, the average score of the NIHSS control group 

before treatment was 23.86, and the score after treatment was 4.29, the score decreased significantly. 

For patients with common cerebral hemorrhage, the NIHSS score was 24.08 before treatment with 

conventional removal surgery and 12.26 after treatment. 

For patients with hypertensive cerebral hemorrhage, minimally invasive examination and 

removal of intracranial hematoma are performed, and the location of intracranial hematoma and the 

amount of bleeding in the operating room are fully and accurately grasped by using CT or other 

medical examination techniques. To confirm, after using the puncture needle to pass through the 

skull of the patient, remove the electric drill and the drill bit, insert the needle core in the cavity and 

slowly push it into the center of the needle-shaped hematoma crusher, pull out the needle core, and 

old blood can be seen. Flowing out of the cavity, the urokinase syringe is connected to slowly 

aspirate the center of the hematoma. The statistics about the operation duration, the amount of 

bleeding in the operating room and the number of days of operation during the hospitalization of the 

two groups are shown in Figure 1. 

 

Figure 1. Schematic diagram of the comparison of the operation-related conditions of the 2 groups 

of patients 

As can be seen from the data in Figure 1, the operation duration of the observation group and the 

hospitalization duration of the observation group were significantly shorter than that of the 

observation control group, and the bleeding volume of patients during the operation was 

significantly less than that of the observation control group, and the differences were of clinical and 

statistical significance (p<0.5). The results of the experiment using minimally invasive surgery to 
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remove cerebral hemorrhage in the observation group. The duration of surgery and hospitalization 

of hypertensive patients with acute cerebral hemorrhage was 14 days. The duration of bleeding in 

the surgical patients was 54.82 ml. The patient was hospitalized for 24 days with routine removal 

surgery, the bleeding volume was 412.73 ml, and the surgery time was 4.23 hours. 

According to the evaluation results of NIHSS treatment score, the effect of patients receiving 

treatment is determined. The cure rate is the reduction rate of the patient's NIHSS score after 

treatment from 91% to 100%; the significant effect is the reduction rate of the patient's NIHSS 

treatment score after treatment from 46% to 90%; the effective is the reduction rate of the patient's 

NIHSS score after treatment 18~45%; invalid is that the NIHSS treatment score of patients after 

treatment has not changed or even worsened. The total effective rate of treatment = (cure + marked 

effect + effective) / total number of treatment cases * 100%. Evaluation results the 40 cases of 

hypertensive patients with acute cerebral hemorrhage in the control group had no obvious effect on 

the treatment of postoperative hypertension with minimally invasive removal therapy, as shown in 

Figure 2. 

 

Figure 2. Schematic diagram of the clinical efficacy of the control group 

As can be seen from the data in Figure 2, after 40 patients with hypertensive cerebral 

hemorrhage in the control group were treated with minimally invasive removal surgery, 14 patients 

were ineffective, accounting for 35%, and 10 were significantly effective. There were 4 cases with 

effective treatment, accounting for the proportion, and 12 cases were cured, accounting for 30%. 

4.2. Discussion on the Application of Spiral CT Image Post-Processing Technology to Guide 

the Application of Hypertensive Cerebral Hemorrhage in Minimally Invasive Removal 

The degree of clinical neurological deficits in stroke patients was evaluated according to the 

"scoring criteria for clinical neurological deficits in stroke patients" developed and adopted. This 

standard includes strokes the patient's 8 aspects were evaluated in most aspects. The total score of 

the 8 aspects was 0~45, of which 0~15 were light, 16-30 were medium, and 31~45 were heavy. The 

development of patients’ normal viability was evaluated by the method of BARTHAL index. This 

scoring standard mainly includes assessment of 10 aspects of stroke patients' dependence. The total 

score of 10 aspects ranges from 0 to 100 points, of which 0 to 45 divided into complete dependence 

and severe complete dependence, 50~70 divided into moderate complete dependence, 75~100 

divided into mild complete dependence and independence. The comparison of the degree of 

neurological deficit before and after treatment in patients with hypertensive cerebral hemorrhage, as 

shown in Figure 3. 
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Figure 3. Schematic diagram of the comparison of neurological deficits in patients with 

hypertensive cerebral hemorrhage before and after treatment 

As can be seen from the data in Figure 3, patients with hypertensive intracerebral hemorrhage 

had 6 cases of mild neurological deficit before treatment, accounting for 15% of the total, 21 cases 

of medium type, accounting for 52.5%, and 13 cases of heavy for example, it accounts for 32.5%. 

In the 2 weeks after treatment, patients with hypertensive intracerebral hemorrhage accounted for 

20 cases with mild neurological function, which is the general number. Medium and heavy cases 

accounted for 12 and 8 cases, respectively, accounting for 30% and 20%. In the 4 weeks after 

treatment, patients with hypertensive cerebral hemorrhage accounted for 24% of the patients with 

mild neurological function, more than half of the total, accounting for up to 60%. There were 10 

cases of medium and 6 severe cases. 

Patients with high blood pressure leading to cerebral hemorrhage may often have a series of 

complications due to high fever after surgery. Most patients with cerebral hemorrhage will be 

accompanied by high fever after operation. If it exceeds 38℃, effective physical cooling measures 

should be taken in time. Patients with high fever coma may continue to apply ice on the patients' 

large intestine such as groin, axilla, neck after operation. In the process of physical cooling after 

surgery, the patient's body temperature is measured every 30 minutes, and after the operation, pay 

attention to carefully observe the skin color and the effect of physical cooling. If the body 

temperature is above 39℃ after the operation, the sleeping mixture can be applied after the 

operation, and the physical ice compress after the operation can be used to cool down. For example, 

warm water, alcohol rubbing bath after the operation or ice cap and ice blanket after the operation 

can be used to make the operation postoperative. Body temperature gradually dropped to normal. 

Some patients with cerebral hemorrhage are often accompanied by constipation or stubborn 

diarrhea after surgery. They exert force during bowel movements, and abdominal pressure increases 

significantly, which may result in marked increase in intracranial pressure and easy bleeding. 

Therefore, patients should be fed with green leafy vegetables and fresh fruits and vegetables rich in 

plant cellulose. If necessary, patients can be given azalea or sienna tea, and nourishing yin and 

intestine should be used to help patients maintain. Its stool is smooth. In addition, a small number of 

patients with cerebral hemorrhage may have constipation or stubborn diarrhea after surgery, which 

is mainly related to patients' overeating or imbalance of intestinal flora, etc., and it must be 

effectively prevented and treated in time. Specific hypertensive cerebral hemorrhage patients may 

cause complications after surgery, as shown in Figure 4. 
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Figure 4. Proportion diagram of various complications after surgery in patients with hypertensive 

cerebral hemorrhage 

It can be seen from Figure 4 that hyperthermia is the most common complication of acute 

hypertension and cerebral hemorrhage in patients with coronary heart disease after surgery. There 

are 14 cases in total, which account for up to 35%. Among the complications, cerebral hernia and 

multiple organ failure accounted for the smallest, only 3%, intracranial infection and stress ulcer 

were 4 cases and 14 cases, accounting for 10% and 25%, pressure ulcer and constipation, diarrhea 

respectively. There are 3 cases and 7 cases, accounting for 8% and 18%. 

5. Conclusion 

(1) Hypertensive early cerebral hemorrhage is a clinically common multiple cardiovascular and 

cerebrovascular disease. Patients with hypertensive early cerebral hemorrhage in China account for 

about 10% to 20% of all hypertensive stroke patients. The mortality rate of early cerebral 

hemorrhage can be as high as 49.1% on average, and the incidence rate has been rapidly increasing 

year by year in recent years, seriously threatening. The personal life and health of the general public 

with hypertension. In recent years, with the rapid development of bone flap spiral craniotomy and 

CT image post-processing technology, the diagnosis and treatment of early hypertensive cerebral 

hemorrhage has gradually changed from the previous traditional bone flap spiral craniotomy and 

small bone window craniotomy for minimally invasive removal. 

(2) Hyperthermia is the most prone complication of hypertensive cerebral hemorrhage patients 

after surgery, with 14 cases in total, accounting for up to 35%. Among the complications, cerebral 

hernia and multiple organ failure accounted for the smallest, only 3%, intracranial infection and 

stress ulcer were 4 cases and 14 cases, respectively, accounting for 10% and 25%, pressure ulcer 

and constipation, diarrhea respectively. There are 3 cases and 7 cases, accounting for 8% and 18%, 

respectively. The treatment of minimally invasive diagnosis and removal has obvious characteristics 

such as small trauma and fast recovery. It has developed into an important method for clinical 

diagnosis and treatment of hypertension and prevention of early cerebral hemorrhage in 

hypertension. 

(3) Before treatment, 21 patients with hypertensive intracerebral hemorrhage had moderate 

neurological deficits, accounting for up to 52.5%, and 13 patients with severe impairment, 

accounting for 32.5%. In the 2 weeks after treatment, patients with hypertensive intracerebral 

hemorrhage accounted for 20 cases with mild neurological function, which is the general number. 

Medium and heavy cases accounted for 12 and 8 cases, respectively, accounting for 30% and 20%. 

In the 4 weeks after treatment, patients with hypertensive cerebral hemorrhage accounted for 24% 
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of the patients with mild neurological function, more than half of the total, accounting for up to 

60%. There were 10 cases of medium and 6 severe cases. 
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