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Abstract
Intracerebral hemorrhage (ICH) represents a common acute cerebrovascular event that imparts high rates of
disability. The microglia-mediated inflammatory response is a critical factor in determining cerebral damage
post-ICH. Clemastine (CLM) is a histamine receptor H1 (HRH1) antagonist that has been shown to modulate
the inflammatory response. However, the effects of CLM on ICH and the underlying mechanism remain to be
determined. This investigation reveals that CLM resulted in reduction of cerebral hematoma volume,
decreased cerebral edema and lower rates of neuronal apoptosis as well as improved behavioral scores in an
acute ICH murine model. CLM treatment was noted to decrease pro-inflammatory effectors and increased
anti-inflammatory effectors post-ICH. In addition, CLM reduced the deleterious effects of activated microglia
on neurons in a transwell co-culture system. Our findings show that CLM likely mediates its therapeutic effect
through inhibition of microglia-induced inflammatory response and apoptosis, thereby enhancing restoration of
neuronal function.
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Introduction
Intracerebral hemorrhage (ICH) is the result of a
sudden rupture of cerebral blood vessels and carries
with it high morbidity and mortality rates. 20-30% of
stroke cases in Asia were reported to involve ICH,
while this number lies at approximately 10-15% in
countries such as the United States, Europe and
Australia [1, 2]. The advent of several neuroprotective
strategies has failed to result in higher survival rates
or improved quality of life post-ICH [3, 4]. Therefore,
further studies of the pathogenesis of ICH and the
discovery of safe and effective therapeutic regimens
are of utmost importance for patients with this
debilitating condition.

The pathogenesis of ICH involves both primary
and secondary injury. The surrounding brain tissue is
compromised via direct compression of the enlarging
hematoma, resulting in primary injury. This
phenomenon is augmented by the formation of
cellular edema, which develops as a result of
inflammatory processes triggered by the presence of
extravasated blood [2]. Secondary injury is mediated
by neuroinflammation caused by activation of
resident microglia, leading to free radical formation
and neuronal apoptosis [5-7]. The presence of
extravasated blood is a critical trigger of the
microglial-activated cerebral inflammatory response
http://www.medsci.org
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[8]. A robust activation of microglia may lead to
infiltration of a large amount inflammatory cytokines
such as free radicals, chemokines, tumor necrosis
factor-α (TNF-α), and interleukin-1β (IL-1β) – all of
which impart significant neurotoxicity. This line of
evidence leads to the conclusion that attenuating
microglial activation may serve as a suitable
therapeutic strategy in the management of ICH.
Clemastine (CLM) is a first-generation histamine
HRH1 antagonist that demonstrates potent
anti-inflammatory effects as well as enhances
oligodendrocyte differentiation both in vitro and in
vivo [9]. A recent study confirmed that CLM restores
the imbalance of inflammatory markers in mice
hippocampi with depressive disorder [10]. However,
the effects of CLM on ICH reminds unknown and the
underlying mechanism needs to be explored.
We designed this study to determine whether
CLM could improve behavioral recovery after ICH
and to determine its how it regulates the acute
inflammatory response in ICH.

Materials and Methods
Animals and Experimental Design
The investigations were carried out in
compliance to standards predetermined by the
Animal Ethics Committee of the Guangzhou Medical
University. 8 to 10 weeks old male C57BL/6 mice that
weighed between 20 to 25 g were procured from the
Animal Center of South Medical University. The
animals were reared with a 12 hours light/dark cycle
at 23-25 °C with unlimited water and food. The mice
were randomized to three cohorts: sham (needle
insertion only), ICH + vehicle (ICH+DMSO) and ICH
+ CLM (ICH + CLM treatment) groups.

Chemicals, reagents and antibodies
CLM (Sigma-Aldrich, St. Louis, MO, USA) was
diluted in DMSO and kept at 4 °C. Antibodies against
iNOS, Agr-1, TNFα, IL-1β and GAPDH were
purchased from Cell Signaling Technology (Beverly,
MA). Fetal bovine serum (FBS) and Dulbecco’s
modified Eagle medium (DMEM) were manufactured
by Gibco (Grand Island, USA).

Establishment of an ICH model and treatment
protocol
Mice were anaesthetized with 1% pentobarbital
sodium (50 mg/kg) intraperitoneally. After being
anaesthetized, mice were secured onto a stereotaxic
instrument. Skull burr holes based on the stereotaxic
coordinates of the Paxinos and Franklin mouse brain
atlas (0.2 mm posterior, 2.8 mm ventral, and 2.2 mm
lateral to the bregma) were drilled prior to insertion of
a needle into the striatum. Bacterial collagenase VII
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(0.1 U in 0.4 μl; Sigma) was infused at a rate of 400
nl/min over 1 minute into the right striatum. After 10
minutes, the needles were gently removed. 15
minutes after this, either CLM diluted in 200 μl
normal saline, or equal vehicle volume were given by
intraperitoneal injection to the mice. All experiments
were performed in threes.

Modified Neurological Score Test
The Modified Garcia Score was used to assess
the degree of neurological dysfunction in mice [11].
Mice were first trained at three days before the
stereotaxic procedure. Two independent observers
blind to the mice cohorts evaluated the neurological
status of the mice at 24 h, 48 h and 72 h of ICH.
Neurological deficit was ranked on a scale of 0-18,
with normal at 0 and 18 indicating impaired function.

Determination of Lesion Volume
All mice were decapitated under deep anesthesia
three days after induction of ICH. Brains were
harvested in order to produce 1-mm thick coronal
sections. Aerial digital images of adjacent sections
from each brain were attained. Volumes of the lesions
were derived using the Image Pro-Plus software
(Media Cybernetics) by multiplying the area of blood
clots on each slice by the distance between sections.

Cerebral edema assessment
Cerebral edema was also measured at three days
post-ICH induction in order to capture the time of
maximal edema. The (wet-dry)/(wet brain weight)
formula to determine brain water content was used
[12].

Reverse transcription-quantitative PCR
(RT-qPCR)
Real-time PCR was used to determine mRNA
levels of iNOS, Arg-1, TNF-α and IL-1β. Brain tissue
surrounding the haemorrhage (diameter of 3mm) was
extracted and treated with TRIzol reagent (Life
technologies, CA, USA) prior to precipation using
chloroform/isopropanol [13]. PrimeScript RT Reagent
Kit (TaKaRa Biotechnology Co. Ltd., Dalian, China)
mixed with the UltraSYBR master mix (Mixture-with
ROX; CWBIO, Beijing, China) were utilized to
produce cDNA. The following primer sequences are
shown below in Table 1.

Western blotting
Total protein was extracted from isolated
peri-hemorrhage brain tissue by homogenization with
lysis buffer (CWBIO, China) and protease inhibitor.
The tubes were kept for 30 minutes on ice before
being subjected to 15 minutes of centrifugation at
14000×g at 4 °C. The Micro BCA Protein Assay
http://www.medsci.org
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(Thermo Fisher Scientific Inc., MA, USA) was used to
quantify protein concentrations. The extracted
proteins were then electrophoresed with 10%
SDS-PAGE gel and blotted onto Poly Vinylidene
Difluoride (PVDF) membranes (Millipore, MA, USA).
These membranes were immersed in 5% bovine
serum albumin (BSA; Sigma, St. Louis, MO, USA) for
1 h to block endogenous reactions and incubated
overnight with primary at 4 °C. Secondary antibodies
were then added the next morning at room
temperature for 1 h. The membranes were probed
with specific primary antibodies and HRP-conjugated
secondary antibodies. The blots were visualized with
ECL luminescence reagents.
Table 1. Primer sequences
Primer
β-actin
Agr-1
iNOS
IL-1β
TNF-α

Sequence
Forward: 5’-AACCCTAAGGCCAACCGTGAAAAG-3’
Reverse: 5’-TCATGAGGTAGTCTGTCAGGT-3’
Forward: 5’ - CATTGGCTTGCGAGACGTAGAC-3’
Reverse: 5’- GCTGAAGGTCTCTTCCATCACC -3’
Forward: 5’-GAGACAGGGAAGTCTGAAGCAC -3’
Reverse: 5’- CCAGCAGTAGTTGCTCCTCTTC -3’
Forward: 5’- GGAACCCGTGTCTTCCTAAAG-3’
Reverse: 5’- CTGACTTGGCAGAGGACAAAG-3’
Forward: 5’-CCAACAAGGAGGAGAAGTTCC-3’
Reverse: 5’- CTCTGCTTGGTGGTTTGCTAC-3’

Immunofluorescence
Fixed brain tissues were sliced into 20 μm-thick
coronal sections using a freezing sledge microtome.
Standard techniques were used for immunofluorescence staining of cryostat sections and for
fluorescence microscopy. The samples were washed
thrice with 1× PBS and immersed for an hour in
normal goat serum containing 0.3% Triton X-100. The
appropriate primary antibodies diluted in 0.01 M PBS
were then added into the samples and left overnight
at 4 °C. The following morning, the samples were
again rinsed thrice with PBS before being left to
incubate at room temperature with Alexa Fluor 555conjugated secondary antibody (Invitrogen, Carlsbad,
CA, USA) for 45 min. The sections were washed three
times with 1×PBS before being counter stained by
DAPI (Sigma-Aldrich, St. Louis, MO, USA, 1:500) for
10 min in order to visualize the nuclei. Imaging was
obtained after samples were again washed and
air-dried. A light or fluorescence microscopy under a
confocal microscope (LSM 510, META Laser Scanning
Microscope, Zeiss) was used to capture images.

In situ cell death detection using TUNEL
staining
In situ DNA fragmentation was assessed to
quantify the rate of apoptotic cell death. An In situ
Cell Death Detection kit (Roche, Germany) that was
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able to carry out TUNEL staining was utilized based
on protocols stipulated by the manufacturer. Brain
tissues were fixed and sliced into 20 μm-thick coronal
sections with a sledge microtome. Sections were
incubated for 2 minutes with permeabilization
solution comprising of 0.1% Triton X-100 and 0.1%
sodium citrate at 4 °C. Sections were first rinsed and
dried. TdT enzyme reaction buffer that was labeled
dUTP was then incubated at 37 °C for 1 hour with the
rinsed and dried sections. Stained cells were then
observed under a microscope.

Primary neuron culture
Primary cortical neurons were extracted from
14-days-old mouse fetuses. Blood vessels and
meningeal tissue were removed from the brains
before they were immersed in ice-cold HBSS buffer
with 20% FBS. Samples were exposed to accutase that
had 100U/ml DNAse I (Gibco, USA) for 15 minutes in
order to digest and separate the cells. Cells were
centrifuged and resuspended in neurobasal medium
enhanced with 1% glutamine and 2% B27 before being
seeded onto flasks pre-coated with 100 μg/ml poly
D-lysine. The neurons were placed in an incubator at
37 °C under 5% CO2 for 3 days. Nonneuronal cell
proliferation was blocked with Ara-C. The cells were
harvested after being cultured for 14 days.

Transwell co-culture
The microglial cells were co-cultured with
primary cortical neurons using transwell inserts.
2×104 BV2 cells and 1×104 neurons were respectively
seeded in the upper and lower chamber of the
transwell in neurobasal medium supplemented with
1% glutamine and 2% B27. The cells were cultured
under 5% CO2 at 37 °C.

Statistical analyses
The SPSS 20.0 was used to perform statistical
analysis. Normal test and homogeneity test of
variance were checked for in data acquired from each
group. All data are shown as the mean ± SD. One-way
analysis of variance (ANOVA) allowed for multiple
group comparison followed by LSD or Dunnett's post
hoc test. A probability value<0.05 was taken to
indicate significance.

Results
CLM restored neurological deficits, shrank
lesion volumes and alleviated cerebral edema
following ICH induction
To explore the effect of CLM after intracerebral
hemorrhage in mice, the degree of neurological
deficits was first assessed. We treated the ICH mice
models with different doses of CLM and evaluated
http://www.medsci.org
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their neurological function. There did not appear to be
any significant differences observed in the ICH +
Vehicle group when the CLM dose was less than 30
mg/kg. Additionally, when the VB dose was more
than 30 mg/kg (for example, 60 mg/kg), there did not
appear to be any significant improvements in
neurological function compared to the 30 mg/kg
group (Fig. 1A). We found 30 mg/kg CLM to be the
optimal dose to achieve maximal protective effects.
Thus, we chose to use 30 mg/kg CLM to conduct the
following experiments.
Next, the effects of CLM on the volume of
cerebral lesion and the degree of cerebral edema were
assessed at 3 days post-ICH. The lesion volumes, as
well as brain water content, were significantly
reduced in ICH +CLM group in contrast to the ICH
group (Fig. 1B-C).

CLM inhibited cell apoptosis in mice with ICH
To confirm the impact of CLM on apoptosis after
ICH, the levels of apoptosis were detected by TUNEL
staining. The results indicated that CLM markedly
lowered the proportion of apoptotic cells in the ICH
+CLM group in the periphery after cerebral
hemorrhage (Fig. 1D) compared to the ICH group.

CLM decreased the levels of inflammatory
effectors in brains of ICH mice models
To evaluate the inflammatory response in the
brains of ICH mice following CLM administration, we
analyzed the levels of inflammatory effectors in brain
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tissue at 3 days post-ICH. Pro-inflammatory effectors
iNOS, TNF-α and IL-1β were at high levels in contrast
to those of the sham group. The ICH+CLM group
showed detectable down-regulation in iNOS, TNF-α
and IL-1β mRNA and protein levels in contrast to
group that was not given CLM. There was higher
expression of anti-inflammatory effectors Arg1 in the
ICH + CLM group than in the CLM group (Fig. 2A-B).
In addition, similar results were also observed by
immunofluorescence analysis of iNOS and Agr-1
expression (Fig. 2C). These results indicated that CLM
inhibited the inflammatory response of cerebral tissue
in ICH mice models.

CLM attenuated the levels of inflammatory
effectors in RBC-lysis induced ICH
Microglial cells have proven to be critical
effectors of the post-ICH inflammatory response. The
above results showed that CLM decreased
ICH-induced inflammation in vivo. To further test our
findings, we stimulated microglial cell BV2 with lysed
murine RBC and further observed their responses in
the presence and absence of CLM treatment. The
results showed that CLM significantly decreased
levels of pro-inflammatory effectors iNOS, TNF-α and
IL-1β, while increasing levels of the anti-inflammatory
effectors Arg1 both at the mRNA and protein level in
a dose-dependent manner (Fig. 3). These findings
suggested that CLM suppressed microglia activation
in vitro.

Figure 1. Intraperitoneal injection of CLM restored or accelerated neurological function. (A) Garcia test scores of mice cohorts at 24, 48 and 72 hours post-ICH
or sham-operation. (B) Coronal sections show lesion areas of mice brains belonging to three different groups (Left), and quantitative analyses of the lesion volumes 72h (n = 5,
each group) post-ICH(Right). (C) Cerebral water content of the ipsilateral hemorrhagic hemispheres was assessed at 72h (n = 5, each group) post-ICH in each group. (D)
Percentage of apoptotic cells after 72h (Bar = 50 µm). *p<0.05, **p<0.01, ***p<0.001, in contrast to the sham group; #p<0.05, #in contrast to the ICH + vehicle group.
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Figure 2. The anti-inflammatory effect of CLM in peri-hemorrhagic areas. Inflammatory effectors iNOS, Agr-1, TNF-α and IL-1β were detected at gene and protein
levels at 72h by RT-PCR (A) and western blotting (B). (C) Quantification of iNOS and Agr-1 protein expressions in the lesions after 72 h (scale bar = 50 µm). *p<0.05, in
contrast to the sham group; #p<0.05, in contrast to the ICH + vehicle group.

Figure 3. CLM reduced RBC lysis-induced microglial activation in vitro. iNOS, Arg-1, TNF-α and IL-1β were detected at gene and protein levels at 72h by RT-PCR (A)
and Western blotting. (B) Microglial cells co-cultured with primary neurons in the presence of lysed RBCs and treated with CLM. *p<0.05, in contrast to the sham group;
#p<0.05, in contrast to the ICH + vehicle group.

Figure 4. CLM reduced neuronal damage induced by RBC lysis in vitro. (A) A schematic diagram of microglial cells co-cultured with primary neurons in the presence
of lysed RBCs using transwell inserts. (B) Images of NeuN+ (green) primary neurons co-cultured and treated as described (scale bar = 50 µm) and their viability (C). *p<0.05,
in contrast to the sham group; #p<0.05, in contrast to the ICH + vehicle group.

We then scrutinized the impact of CLM on
microglia-mediated neuronal toxicity. Post-ICH
neurons were co-cultured with microglia cells, and

stimulated with lysed RBC cells with or without CLM
treatment (Fig. 4A). The presence of lysed RBC
reduced neuronal viability if CLM treatment was
http://www.medsci.org
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administered. CLM was able to preserve neuron
populations in a dose-dependent manner (Fig. 4B).
These results indicated that CLM protected against
neuronal apoptosis induced by microglia cell
activation.

Discussion
Intracerebral
hemorrhage
is
an
epidemiologically significant condition that is
severely detrimental to human health and life [14].
Existing clinical trials are mostly aimed at
investigating ICH-mediated primary cerebral injury,
however, none have demonstrated an approach
which substantially improves clinical outcomes
[15-17]. Evidence suggests that the subsequent
inflammatory cascade is a critical contributor of
post-ICH complications [18, 19]. Hence, it is important
to investigate effective therapeutic strategies that
target the secondary inflammatory response in ICH.
Cerebral edema carries a significant role in
secondary injury post-ICH [20]. It leads to increased
intracranial pressure and eventually cerebral
herniation, if severe. Methods to reduce cerebral
edema in a fast and safe manner are urgently needed.
Our results first showed that CLM could relieve brain
edema, and that CLM treatment post-ICH markedly
shrank volumes of the primary lesion. In addition to
this, our data showed that CLM could restore
neurological deficits and reduce neuronal apoptosis.
These results provide a theoretical basis for the usage
of CLM for ICH.
An increase in parenchymal hemolytic products
produces a pronounced inflammatory response in the
neighboring cerebral tissue post-ICH, characterized
by inflammatory cell activation and mobilization
leading to infiltration of various circulating immune
cells and inflammatory cytokine secretion, including
tumor necrosis factor-α and interleukin-1β [21].
Increased inflammatory cytokines further enhance
infiltration of lymphocytes leading to a vicious,
self-sustaining inflammatory cycle. Therefore,
attenuation of the inflammatory response is critical in
promoting neurological recovery. In previous studies,
Yuan X et al. reported that CLM protected
cardiomyocytes through inhibition of the TLR4/
PI3K/Akt signaling pathway [22]. Wen-Jun Su, et al.
showed that CLM regulated the balance between
inflammatory and anti-inflammatory markers within
the hippocampus and in the serum of mice with
depression [10]. In this study, we reported that CLM
can significantly inhibit the inflammatory response
through downregulation of TNF-α, IL-1β, iNOS and
upregulation of the anti-inflammation effector Agr-1
post-ICH.
The release of inflammatory cytokines comes
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mainly from microglial cells and some researchers
have reported that the numbers of cells reached the
peak value at 3 days post injury in ICH animal models
[23, 24]. Microglia can be triggered to release
pro-inflammatory mediators that are toxic to neurons
[25]. Thus, multiple studies have demonstrated the
importance of early attenuation of microglial
activation. This study demonstrated that CLM
suppressed microglial activation and neuroinflammation in a murine ICH model and a co-culture
system, indicating that CLM protected the mice from
further secondary damage mediated by ICH likely
through modulation of the inflammatory response.
CLM, as a histamine HRH1 antagonist, is
commonly used to treat the allergic diseases.
However, it has been reported that CLM could cure
depressive disorders in mice [9]. Moreover, it has
been demonstrated that CLM could reverse
myelination defects and promote functional recovery
in hypoxic brain injury in humans [10]. In our study,
we found that CLM resulted in reduced cerebral
inflammatory response in ICH mice models,
highlighting that CLM may have a wider range of
therapeutic potential outside of treating allergies.
In conclusion, our findings showed that CLM
treatment was able to improve overall neurological
function in ICH-induced brain damage. CLM is a
potent anti-inflammatory and anti-apoptotic agent.
Further investigations exploring its potential in the
clinical management of ICH and its associated
cerebral damage are necessary.

Acknowledgements
This work was supported by a grant from the
Natural Science Foundation of Guangdong Province,
China (Grant No. 2019A1515010926).

Competing Interests
The authors have declared that no competing
interest exists.

References
1.
2.
3.
4.
5.
6.
7.

Cordonnier C, Demchuk A, Ziai W, Anderson C. Intracerebral haemorrhage:
Current approaches to acute management. Lancet (London, England). 2018;
392: 1257-1268.
Burns J, Fisher J, Cervantes-Arslanian A. Recent advances in the acute
management of intracerebral hemorrhage. Neurosurgery clinics of North
America. 2018; 29: 263-272.
Haller J, Wiss A, May C, Jones G, Smetana K. Acute management of
hypertension following intracerebral hemorrhage. Critical care nursing
quarterly. 2019; 42: 129-147.
Liao K, Sung C, Huang Y, Li W, Yu P, Wang J. Therapeutic potential of drugs
targeting pathophysiology of intracerebral hemorrhage: From animal models
to clinical applications. Current pharmaceutical design. 2017;23: 2212-2225.
Di Napoli M, Slevin M, Popa-Wagner A, Singh P, Lattanzi S, Divani A.
Monomeric c-reactive protein and cerebral hemorrhage: From bench to
bedside. Frontiers in immunology. 2018; 9: 1921.
Lattanzi S, Brigo F, Trinka E, Cagnetti C, Di Napoli M, Silvestrini M.
Neutrophil-to-lymphocyte ratio in acute cerebral hemorrhage: A system
review. Translational stroke research. 2019; 10: 137-145.
Ren H, Han R, Chen X, Liu X, Wan J, Wang L, et al. Potential therapeutic
targets for intracerebral hemorrhage-associated inflammation: An update.

http://www.medsci.org

Int. J. Med. Sci. 2021, Vol. 18

8.
9.
10.

11.
12.

13.
14.

15.
16.
17.

18.
19.
20.

21.
22.
23.
24.
25.

645

Journal of cerebral blood flow and metabolism: official journal of the
International Society of Cerebral Blood Flow and Metabolism. 2020;
271678X20923551.
Wang J. Preclinical and clinical research on inflammation after intracerebral
hemorrhage. Progress in neurobiology. 2010; 92: 463-477.
Cree B, Niu J, Hoi K, Zhao C, Caganap S, Henry R, et al. Clemastine rescues
myelination defects and promotes functional recovery in hypoxic brain injury.
Brain: a journal of neurology. 2018; 141: 85-98.
Su W, Zhang T, Jiang C, Wang W. Clemastine alleviates depressive-like
behavior through reversing the imbalance of microglia-related proinflammatory state in mouse hippocampus. Frontiers in cellular neuroscience.
2018; 12: 412.
Garcia J, Wagner S, Liu K, Hu X. Neurological deficit and extent of neuronal
necrosis attributable to middle cerebral artery occlusion in rats. Statistical
validation. Stroke. 1995; 26: 627-634; discussion 635.
Khuman J, Zhang J, Park J, Carroll J, Donahue C, Whalen M. Low-level laser
light therapy improves cognitive deficits and inhibits microglial activation
after controlled cortical impact in mice. Journal of neurotrauma. 2012; 29:
408-417.
Yang Y, Zhang Y, Wang Z, Wang S, Gao M, Xu R, et al. Attenuation of acute
phase injury in rat intracranial hemorrhage by cerebrolysin that inhibits brain
edema and inflammatory response. Neurochemical research. 2016; 41: 748-757.
van Asch C, Luitse M, Rinkel G, van der Tweel I, Algra A, Klijn C. Incidence,
case fatality, and functional outcome of intracerebral haemorrhage over time,
according to age, sex, and ethnic origin: A systematic review and
meta-analysis. The Lancet Neurology. 2010; 9: 167-176.
Lattanzi S, Cagnetti C, Provinciali L, Silvestrini M. How should we lower
blood pressure after cerebral hemorrhage? A systematic review and metaanalysis. Cerebrovascular diseases (Basel, Switzerland). 2017; 43: 207-213.
Divani A, Liu X, Di Napoli M, Lattanzi S, Ziai W, James M, et al. Blood
pressure variability predicts poor in-hospital outcome in spontaneous
intracerebral hemorrhage. Stroke. 2019; 50: 2023-2029.
Hanley D, Thompson R, Rosenblum M, Yenokyan G, Lane K, McBee N, et al.
Efficacy and safety of minimally invasive surgery with thrombolysis in
intracerebral haemorrhage evacuation (mistie iii): A randomised, controlled,
open-label, blinded endpoint phase 3 trial. Lancet (London, England). 2019;
393: 1021-1032.
Ducruet A, Zacharia B, Hickman Z, Grobelny B, Yeh M, Sosunov S, et al. The
complement cascade as a therapeutic target in intracerebral hemorrhage.
Experimental neurology. 2009; 219: 398-403.
Thiex R, Tsirka S. Brain edema after intracerebral hemorrhage: Mechanisms,
treatment options, management strategies, and operative indications.
Neurosurgical focus. 2007; 22: E6.
Babu R, Bagley J, Di C, Friedman A, Adamson C. Thrombin and hemin as
central factors in the mechanisms of intracerebral hemorrhage-induced
secondary brain injury and as potential targets for intervention. Neurosurgical
focus. 2012; 32: E8.
Zhou Y, Wang Y, Wang J, Anne Stetler R, Yang Q. Inflammation in
intracerebral hemorrhage: From mechanisms to clinical translation. Progress
in neurobiology. 2014; 115: 25-44.
Yuan X, Juan Z, Zhang R, Sun X, Yan R, Yue F, et al. Clemastine fumarate
protects against myocardial ischemia reperfusion injury by activating the
tlr4/pi3k/akt signaling pathway. Frontiers in pharmacology. 2020; 11: 28.
Yang G, Huang J, Yuan J, Zhang Q, Gong C, Chen Q, et al. Prdx1 reduces
intracerebral hemorrhage-induced brain injury via targeting inflammationand apoptosis-related mrna stability. Frontiers in neuroscience. 2020; 14: 181.
Patrizz A, Doran S, Chauhan A, Ahnstedt H, Roy-O'Reilly M, Lai Y, et al.
Emmprin/cd147 plays a detrimental role in clinical and experimental ischemic
stroke. Aging. 2020; 12: 5121-5139.
Tschoe C, Bushnell C, Duncan P, Alexander-Miller M, Wolfe S.
Neuroinflammation after intracerebral hemorrhage and potential therapeutic
targets. Journal of stroke. 2020; 22: 29-46.

http://www.medsci.org

