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Abstract
Objective
To determine the leading causes of death in intracerebral hemorrhage (ICH) survivors, we used
administrative data from 3 large US states to identify adult survivors of a first-time spontaneous
ICH and track all hospital readmissions resulting in death.

Methods
We performed a longitudinal analysis of prospectively collected claims data from hospitaliza-
tions in California (2005–2011), New York (2005–2014), and Florida (2005–2014). Adult
residents admitted with a nontraumatic ICH who survived to discharge were included. Patients
were followed for a primary outcome of any readmission resulting in death. The cause of death
was defined as the primary diagnosis assigned at discharge. Multivariable Cox proportional
hazards and multinomial logistic regression were used to determine factors associated with the
risk for and cause of death.

Results
Of 72,432 ICH survivors (mean age 68 years [SD 16], 48% female), 12,753 (18%) died during a
median follow-up period of 4.0 years (interquartile range 2.3–6.3). The leading causes of death
were infection (34%), recurrent intracranial hemorrhage (14%), cardiac disease (8%), re-
spiratory failure (8%), and ischemic stroke (5%). Death in patients with atrial fibrillation (AF)
was more likely to be caused by ischemic stroke (odds ratio [OR] 2.4, 95% confidence interval
[CI] 1.9–2.9, p < 0.001) and less likely to be caused by recurrent intracranial hemorrhage (OR
0.7, 95% CI 0.6–0.8, p < 0.001) compared to patients without AF.

Conclusions
Infection is the leading cause of death in all ICH survivors. Survivors with AF were at increased
risk for death from ischemic stroke. These findings will help prioritize interventions aimed to
improve long-term survival and recovery in ICH survivors.
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Spontaneous, nontraumatic intracerebral hemorrhage (ICH)
remains the most devastating form of stroke. Within 1 month
of injury, 40% of patients with ICH die, and by 1 year, this
number increases to 54%.1 However, stroke case fatality,
particularly in patients aged 75 and younger, has significantly
decreased during the past 2 decades.2–4 Use of anticoagulation
reversal agents, early access to critical care, and development
of dedicated inpatient stroke units have all contributed to
lower rates of in-hospital mortality following spontaneous
ICH.5–9 With increased survival rates achieved by some
hospitals, more patients are surviving a first-time ICH, leading
to a growing population of ICH survivors.

Although short-term fatality after ICH has decreased due to
improved care, long-term mortality remains high. ICH sur-
vivors experience an elevated risk for death long after survival
of the first-time ICH.10,11

The long-term causes of death in the ICH survivor population
are unclear. Survivors of ICH are at risk for subsequent is-
chemic stroke, as those with atrial fibrillation (AF) are often
not restarted on anticoagulation therapy.12 Survivors also
remain at risk for recurrent hemorrhage, a complication that is
estimated to occur in about 2%–7% of patients.13–15 But it is
not yet clear whether increased mortality in ICH survivors is
driven by recurrent stroke or by other causes of illness and
death. It is also unknown whether the leading causes of death
differ in ICH survivors with AF.

To date, no comprehensive analysis of causes of death in ICH
survivors has been performed. We therefore aimed to char-
acterize long-term mortality in survivors of first-time ICH in a
diverse, US-based population. We used administrative claims
data from the Healthcare Cost and Utilization Project State
Inpatient Databases to assess the risk of mortality and leading
causes of death in ICH survivors to inform interventions to
improve survival in this population.

Methods
Study design
We performed a retrospective, longitudinal analysis of pro-
spectively collected administrative claims data from the State
Inpatient Databases and State Emergency Department Da-
tabases as part of the Healthcare Cost and Utilization Project.
All data were de-identified, standardized, and checked for
quality. Data from the State Inpatient Databases were avail-
able from California between 2005 and 2011, New York be-
tween 2005 and 2014, and Florida between 2005 and 2014

and the State Emergency Department Database was available
from California for 2005–2011. These states were chosen
because of their large, diverse populations and availability of
desired data elements. Given that de-identified participant
data from publicly available databases were used, this study
was exempt from review from our institutional review board.

Subjects
Hospitalizations with a primary diagnosis of spontaneous ICH
were identified using a previously validated ICD-9-CM code
(431) in the DX1 position.16 Adult patients (age ≥18) who
were admitted from 2005 to 2010 in California and 2005 to
2013 in New York and Florida were included in the analysis to
allow for at least 1 year of potential follow-up in 2011 and 2014,
respectively. Patients who were admitted with concurrent
trauma were excluded. Patients who died prior to discharge or
were discharged to hospice were considered nonsurvivors and
were excluded from the longitudinal analysis. Patients dis-
charged to hospice were considered nonsurvivors because up to
93% of patients with stroke die within 6months after admission
to hospice.17 It is also unlikely that deaths occurring after im-
mediate discharge to hospice following the index hemorrhage
were caused by a disease other than the index hemorrhage itself.
Each patient in the State Inpatient Databases is assigned a
unique identifier, which allows subsequent readmissions to be
linked to the index event. Patients who lacked this longitudinal
identifier and patients who were not California, New York, or
Florida residents were excluded.

Outcome
Patients were followed from the time of their index ICH event
to their date of death or last available follow-up point. The
primary outcomewas all-causemortality after hospital discharge
for index ICH. We tracked all subsequent inpatient hospital
admissions in the 3 states and emergency department admis-
sions (available in California only) in included participants for
admissions that resulted in death. Death was identified by a
discharge disposition of dead or discharge to hospice. In the
infrequent case that a patient was discharged to hospice and
then readmitted, the first admission that resulted in a discharge
to hospice was considered the event resulting in death. Cause of
death was determined using the ICD-9-CM code assigned as
the primary diagnosis at discharge. Any hospital readmission
that resulted in death within 30 days of the index admission that
had a primary diagnosis of ICH (ICD-9-CM code 431) was
considered death caused by late effects of the index ICH.

Covariates
Demographic characteristics (age, sex, race/ethnicity) and
baseline comorbidities (hypertension, hyperlipidemia,

Glossary
AF = atrial fibrillation;CHF = congestive heart failure;CI = confidence interval;HR = hazard ratio; ICD-9-CM = International
Classification of Diseases, 9th revision, Clinical Modification; ICH = intracerebral hemorrhage; IQR = interquartile range;MI =
myocardial infarction.

Neurology.org/N Neurology | Volume 95, Number 20 | November 17, 2020 e2737

Copyright © 2020 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.

http://neurology.org/n


smoking, congestive heart failure [CHF], myocardial in-
farction [MI], chronic kidney disease, priormalignancy, diabetes,
and coagulopathy) were identified using validated ICD-9-CM
codes and used as covariates in multivariable models. In the
administrative data used here, race and ethnicity are included in
one data element. Race is categorized into White, Black, His-
panic, Asian or Pacific Islander, Native American, andOther, and
ethnicity takes precedence over race. Our study identified very
few Native American patients, and Native Americans were
therefore grouped into the “Other” category. The Elixhauser
comorbidity index, which is intended to predict risk for in-
hospital mortality based on predefined comorbidities, was also
extracted for each patient using ICD-9-CM codes and was in-
cluded as a covariate.18 The Agency for Healthcare Research and
Quality weighting system for calculating the Elixhauser comor-
bidity index was used.18 Length of index hospital stay, prior do
not resuscitate order, and insurance payer were also included.
Insurance payer lists the expected primary payer for the hospital
admission and includes Medicare, Medicaid, private, self-pay, or
other. Dual eligible Medicare/Medicaid patients are included in
the “Medicare” category.Our analysis was restricted toMedicare,
Medicaid, and private insurance patients.

Statistical analysis
Descriptive statistics are reported using means (SD) and
medians (interquartile range [IQR]) for normally and non-
normally distributed continuous variables, respectively. Dis-
crete variables are reported using counts (%). Unadjusted

comparisons involving categorical and continuous variables
were performed using χ2 and unpaired t tests, respectively.
Kaplan-Meier survival statistics were used to assess cumulative
mortality risk during each year after index ICH. Time in years
from index ICH was used as the time index. We used the log-
rank test and Cox proportional hazards regression to evaluate
the association between covariates and risk of death in un-
adjusted and adjusted analyses, respectively. Visual inspection
confirmed the proportional hazard assumption. Multinomial
logistic regression was used to identify factors associated with
causes of mortality. The category “other” was used as the ref-
erence level cause of death in the multinomial model. Multi-
variable models were built by selecting covariates with p < 0.1 in
univariable analyses, forcing universal confounders age and sex
into the model, backwards eliminating covariates with p > 0.1,
and removing collinear variables identified by a variance in-
flation factor >5. R version 3.4.1 was used for all analyses.

Standard protocol approvals, registrations,
and patient consents
Given that only publicly available, deidentified, administrative
claims data were used, this study was exempt from review by
the institutional review board and individual patient consent.

Data availability
The study was completed using publicly available data pro-
vided by the Healthcare Cost and Utilization Project, as de-
scribed above. The data can be found at hcup-us.ahrq.gov/.

Figure 1 Study inclusion criteria

Flowchart summarizing the number of patients meeting inclusion criteria for the study. ICH = intracerebral hemorrhage.
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Results
Study population
We identified 104,011 patients with a first-ever spontane-
ous ICH. Of these patients, 72,432 (70%) survived to
discharge and were included in our analysis (figure 1). The
mean age of included patients was 68 years (SD 15) and
48% were female (table 1). The median follow-up time was
4.0 years (IQR 2.3–6.3).

Mortality
During the follow-up period, 12,753 (18%) ICH survivors
were readmitted for events that resulted in death. At 1 year,
the cumulative risk for death was 9.5% (95% confidence

interval [CI] 9.2–9.7) and the median time to death was 10
months (IQR 2–31) for all patients and 7months (IQR 1–24)
in patients with AF (figure 2). We identified both statistically
and clinically significant differences between patients who
survived vs died during follow-up. Compared to patients who
survived, patients who died were older (73 vs 67 years, p <
0.001) and more likely to have preexisting comorbidities,
including history of AF (18% vs 12%, p < 0.001), chronic
kidney disease (13% vs 8%, p < 0.001), congestive heart failure
(11% vs 6%, p < 0.001), and diabetes (25% vs 21%, p < 0.001)
(table 1). In adjusted analysis, history of AF (hazard ratio
[HR] 1.18 [95% CI 1.12–1.24]) and diabetes (HR 1.22 [95%
CI 1.17–1.27) were associated with an increased risk of death
(table 2). Patients with higher Elixhauser comorbidity indices

Table 1 Baseline characteristics

Variable All index survivors, n = 72,432 Survived follow-up, n = 59,679 (82) Died during follow-up, n = 12,753 (18) p Value

Age, y 68 (16) 67 (16) 73 (13) <0.001

Female 34,898 (48) 28,662 (48) 6,236 (49) 0.1

Race/ethnicity <0.001

White 40,444 (57) 32,874 (57) 7,570 (61)

Black 11,410 (16) 9,497 (16) 1,913 (15)

Hispanic 10,548 (15) 8,779 (15) 1,769 (14)

Asian/Pacific Islander 4,969 (7) 4,203 (7) 766 (6)

Other 30,081 (4) 2,591 (5) 490 (4)

Insurance payer <0.001

Medicare 43,083 (60) 33,426 (56) 9,657 (76)

Medicaid 8,804 (12) 7,680 (13) 1,124 (9)

Private insurance 14,790 (20) 13,263 (22) 1,527 (12)

Hypertension 39,774 (55) 33,722 (57) 6,052 (48) <0.001

Hyperlipidemia 19,578 (27) 16,344 (27) 3,234 (25) <0.001

Smoking 5,438 (8) 4,684 (8) 754 (6) <0.001

Congestive heart
failure

5,131 (7) 3,784 (6) 1,347 (11) <0.001

Myocardial infarct 1,300 (2) 997 (2) 303 (2) <0.001

Atrial fibrillation 9,546 (13) 7,200 (12) 2,346 (18) <0.001

Chronic kidney disease 6,364 (9) 4,759 (8) 1,605 (13) <0.001

Malignancy 1,100 (2) 746 (1) 354 (3) <0.001

Diabetes 15,844 (22) 12,673 (21) 3,171 (25) <0.001

Coagulopathy 2,492 (3) 1,863 (3) 629 (5) <0.001

Elixhauser index 5.0 (8.9) 4.5 (8.6) 7.3 (9.8) <0.001

Length of stay, d 10 (14) 10 (14) 12 (16) <0.001

Prior DNR 3,347 (12) 2,807 (12) 540 (14) 0.002

Abbreviation: DNR = do not resuscitate.
Values are n (%) or mean (SD).
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were also at increased risk for death (HR 1.03 [95% CI
1.03–1.03]). Patients with private insurance (HR 0.66 [95%
CI 0.62–0.70]) or Medicaid (HR 0.83 [95% CI 0.78–0.90])
were significantly less likely to die during follow-up compared
to patients with Medicare.

Causes of death
The leading causes of death in all patients were infection
(34%), recurrent intracranial hemorrhage (including ICH,
subarachnoid hemorrhage, and subdural hemorrhage) (13%),
cardiac disease (including MI, cardiac arrhythmias, cardiac
arrest, and heart failure) (8%), respiratory failure (8%), is-
chemic stroke (5%), and malignancy (3%) (figure 3). Of
4,107 infection-related deaths, 66% were caused by sepsis,
14% by aspiration pneumonia, 11% by viral and bacterial
pneumonia, 6% by other types of infection, including those
caused by implants or grafts (ICD-9-CM code 996.6X), and
3% by urinary tract infections. The median time to death was
10 months when caused by infection, 17 months when caused
by recurrent intracranial hemorrhage or cardiac disease, 6

months when caused by respiratory failure or malignancy, and
8 months when caused by ischemic stroke (figure 4). In pa-
tients with AF, death was more likely to be caused by ischemic
stroke (9% vs 3%, p < 0.001) or cardiac disease (11% vs 7%, p
< 0.001), and less likely to be caused by recurrent intracranial
hemorrhage (8% vs 14%, p < 0.001), than in patients without
AF (figure 3). Patients who were older than 65 years were
more likely to die from infection (OR 1.3, 95% CI 1.2–1.5, p <
0.001) or ischemic stroke (OR 2.1, 95%CI 1.6–2.8, p < 0.001)
than younger patients (table 3). Female survivors were
slightly less likely to die from infection (OR 0.9, 95% CI
0.8–0.9, p = 0.001) but were more likely to experience mor-
tality caused by ischemic stroke (OR 1.3, 95% CI 1.1–1.6, p =
0.004) than male patients. Those with private insurance,
compared to Medicare/Medicaid or no insurance, were at
decreased risk for death caused by infection (OR 0.7, 95% CI
0.6–0.8, p < 0.001). Other causes of death accounted for 30%
of deaths in all patients (figure 3). Each individual diagnosis
within the “other” group accounted for <2% of deaths
independently.

Figure 2 Cumulative risk for death in patients with and without atrial fibrillation

Kaplan-Meier survival curve summarizing the risk of death during follow-up separated by history of atrial fibrillation. ICH = intracerebral hemorrhage.
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Discussion
Using administrative claims data from 3 large and diverse US
states, we identified a 1-year cumulative risk of in-hospital
death of 9.5% in ICH survivors. Older patients with more
comorbidities, including AF, CHF, and prior MI, were more
likely to die during follow-up. The leading causes of death in
ICH survivors were infection, recurrent intracranial hemor-
rhage, respiratory failure, cardiac disease, and ischemic stroke.
Death in patients with AF was significantly more likely to be
due to ischemic stroke or cardiac disease, and less likely to be
caused by recurrent intracranial hemorrhage.

Across all patients, the leading cause of death following survival
of a spontaneous ICHwas infection, with 34% of all deaths that
occurred at hospital readmissions due to infectious causes. Our
findings are consistent with previous studies that found that
infection accounts for the majority of readmissions occurring
within 30 days of the incident bleed, and that readmissions due
to infection are associated with high rates of mortality.19

Poststroke infection is a well-known risk. Our study adds evi-
dence that the risk for infection may not be isolated to the in-
hospital stay, and that infection confers a significant risk for
death during long-term follow-up, particularly in patients older
than 65 years. This aligns closely with what is observed in
clinical practice as patients frequently return to the hospital
with infections after acute brain injuries. Development of in-
fection during follow-up may be driven by prolonged use of
antibiotics leading to infections like Clostridium difficile, pres-
sure ulcers in disabled and immobile patients, and urinary tract

infections caused by repeated catheterization. Further,
infection-related deaths in ICH survivors with neurologic def-
icits resulting in dysfunctional swallowing may be likely to be
due to aspiration pneumonia.20,21 Additional research is needed
to determine the underlying cause of high numbers of death
due to infection, but special attention should be paid to pre-
vention, early detection, and treatment of infection not only
during the acute phase, but also during long-term follow-up to
promote survival after ICH.

Second to infection, recurrent intracranial bleeding was the
next most common cause for mortality. The number of deaths
due to recurrent intracranial hemorrhage found here is in line
with prior studies of ICH recurrence that have reported re-
currence rates between 2% and 7%.13–15 However, very few
studies have examined mortality due to recurrent stroke, and
here we provide evidence that recurrent hemorrhage is a
significant source for mortality in ICH survivors throughout
the long-term follow-up period. Previous research has high-
lighted clinical and demographic factors associated with the
risk for ICH recurrence. First, lobar location of the incident
bleedmay confer an elevated risk for rebleeding.13,15,22,23 This
increase in risk is likely driven by incident hemorrhages
caused by underlying cerebral amyloid angiopathy, a known
predictor of lobar hemorrhage that also provokes a 7-fold
increase in the risk for recurrent ICH.24,25 Further, inadequate
blood pressure control and severity of hypertension during
follow-up has been associated with ICH recurrence in both
lobar and nonlobar hemorrhages.26 Blood pressure manage-
ment is likely a crucial component of secondary stroke

Table 2 Univariable and multivariable analysis of covariates associated with death during follow-up

Covariate

Univariable Multivariable

HR (95% CI) p Value HR (95% CI) p Value

Age (per 1-year increase) 1.03 (1.03–1.03) <0.001 1.02 (1.02–1.02) <0.001

Female sex 1.02 (0.98–1.06) 0.2 0.91 (0.88–0.94) <0.001

State

California Ref Ref

New York 1.12 (1.07–1.17) <0.001 1.07 (1.02–1.12) 0.005

Florida 1.32 (1.26–1.37) <0.001 1.28 (1.23–1.34) <0.001

Elixhauser AHRQ Comorbidity Index 1.03 (1.03–1.03) <0.001 1.03 (1.03–1.03) <0.001

History of atrial fibrillation 1.69 (1.61–1.77) <0.001 1.18 (1.12–1.24) <0.001

History of diabetes 1.30 (1.25–1.36) <0.001 1.22 (1.17–1.27) <0.001

Insurance payer

Medicare Ref Ref

Medicaid 0.54 (0.52–0.58) <0.001 0.83 (0.78–0.90) <0.001

Private insurance 0.43 (0.41–0.45) <0.001 0.66 (0.62–0.70) <0.001

Abbreviations: AHRQ = Agency for Healthcare Research and Quality; CI = confidence interval; HR = hazard ratio; MI = myocardial infarction.

Neurology.org/N Neurology | Volume 95, Number 20 | November 17, 2020 e2741

Copyright © 2020 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.

http://neurology.org/n


prevention, not only for patients with deep, hypertension-
mediated hemorrhages, but in those with lobar hemorrhages
as well. Overall, minimizing recurrent bleeding through ef-
fective secondary prevention strategies will extend the gains
we have made thus far for patients with spontaneous ICH.

We report that patients with AF were significantly more likely
to die during the follow-up period, and death in patients with
AF was disproportionately due to ischemic stroke or cardiac
causes and less likely to be caused by recurrent intracranial
hemorrhage. These findings align with a host of previous
studies demonstrating that history of AF significantly in-
creases one’s risk for death due to ischemic stroke and cardiac
illness.27–30 ICH survivors with AF may not be restarted on
their previous anticoagulation therapy, which may or may not
decrease their risk for a recurrent hemorrhage while placing
them at elevated risk for subsequent ischemic stroke.31 Op-
timal secondary prevention strategies in ICH survivors with
AF are critical for the long-term survival of these patients and
clinical trials are underway to address this question.

In addition to differences in risk for in-hospital death based on
presence of preexisting comorbidities, we also found that

patients with private insurance or Medicare, compared to
Medicaid, were at significantly lower risk for death during
follow-up. Prior studies have reported disparities in stroke-
related health outcomes based on insurance payer that sup-
port this result, but it is not currently clear what drives these
differences.32,33 It is possible that patients with Medicaid ex-
perience inadequate control of preexisting comorbidities,
such as hypertension, which may contribute to increased risk
for significant health events, such as recurrent intracranial
hemorrhage, leading to death.26,34 Further research is needed
to determine the underlying causes of differences in outcome
based on insurance status after stroke.

Our study has several important limitations to consider. First,
administrative claims data only include information on hos-
pitalizations. We were therefore unable to fully assess the
number of deaths and causes for death in patients who died at
home or outside of the hospital. The frequency of in-hospital
deaths following stroke is decreasing, while at-home deaths
and death occurring at hospice facilities are becoming more
common.35 Consequently, our study underestimates the
number of deaths that occurred during follow-up and mis-
represents the prevalence of causes of death more likely to

Figure 3 Leading causes of death in intracerebral hemorrhage survivors

Bar graph summarizing the leading causes of death (A) in all patients and (B) separated by history of atrial fibrillation (AF).
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occur outside of the hospital. Still, as of 2017, the plurality of
poststroke deaths occurred in a hospital.35 Also, a small por-
tion of patients was likely readmitted in other states and was
missed by our analysis. We took several steps to include as
many patients and death events in our analysis as possible.
Readmissions that resulted in discharge to hospice, either an
inpatient facility or home with hospice services, were included
in the analysis and considered equivalent to readmissions
resulting in death. Further, we used emergency department

data, available in California, to identify deaths that occurred
prior to an inpatient admission. Therefore, some deaths oc-
curring at hospice facilities or at home or in an emergency
department setting could be studied.

A second limitation is the use of ICD-9-CM codes to de-
termine the cause of death. It is possible that the primary
diagnosis was miscoded, or that the primary diagnosis does
not accurately reflect the true cause of death. Despite this

Figure 4 Kaplan-Meier survival curves by cause of death

Kaplan-Meier survival curves separated by the leading causes of death in intracerebral hemorrhage (ICH) survivors.

Table 3 Multinomial logistic regression of cause of death by age, sex, and insurance status

Age >65, n = 9,544 (75%) Female, n = 6,236 (49%)
Atrial fibrillation, n =
2,346 (18%)

Private insurance, n =
1,527 (12%)

Cause of death OR (95% CI) p Value OR (95% CI) p Value OR (95% CI) p Value OR (95% CI) p Value

Infection 1.3 (1.2–1.5) <0.001 0.9 (0.8–0.9) 0.001 1.0 (0.9–1.1) 0.6 0.7 (0.6–0.8) <0.001

Recurrent intracranial hemorrhage 1.0 (0.8–1.1) 0.5 1.1 (1.0–1.2) 0.2 0.7 (0.6–0.8) <0.001 1.2 (1.0–1.4) 0.05

Respiratory failure 1.0 (0.9–1.2) 0.8 1.0 (0.9–1.2) 0.8 0.9 (0.7–1.1) 0.1 1.1 (0.8–1.3) 0.6

Cardiac causes 1.2 (1.0–1.5) 0.05 0.9 (0.7–0.9) 0.03 1.7 (1.4–2.0) <0.001 1.0 (0.8–1.2) 0.8

Ischemic stroke 2.1 (1.6–2.8) <0.001 1.3 (1.1–1.6) 0.004 2.4 (1.9–2.9) <0.001 1.1 (0.8–1.5) 0.8

Malignancy 0.6 (0.5–0.8) <0.001 0.9 (0.7–1.1) 0.2 0.5 (0.3–0.7) <0.001 1.9 (1.5–2.5) <0.001

Abbreviations: CI = confidence interval; HR = hazard ratio.
Reference level cause of death: other. Model adjusted for age, sex, insurance status, history of diabetes, and atrial fibrillation.
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limitation, it is likely that ICD-9-CM codes are more reliable
than other sources of diagnosis data, such as self-report data
provided by families, for determining cause of death. Also, it is
possible that readmissions with a primary diagnosis of ICH
did not represent a true ICH recurrence, and instead repre-
sented readmissions for sequelae of the index hemorrhage
where the ICD-9-CM code for ICH was carried forward. To
mitigate this source of error, readmissions within 30 days of
the index ICH that carried a primary diagnosis of ICH were
not considered a recurrent hemorrhage, but rather death due
to late effects of the index ICH. In addition, the administrative
data used here lack disease-specific details and neither the
severity nor anatomical location of the index hemorrhage
could be studied. Finally, the data lack information on pre-
scription medications, rendering us unable to assess the im-
pact of antithrombotic therapy or other medication therapy
on long-term risk of death in the ICH survivor population.
Future studies using well-reported prescription data should
evaluate the influence of medication use on long-term survival
following ICH.

We found that the leading cause of long-term death after ICH
is infection, followed by recurrent intracranial hemorrhage
and respiratory failure. Our findings highlight the opportunity
to extend improved outcomes in ICH survivors through the
prevention of long-term causes of mortality.
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