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80-85% la dét quy thiéu mau cuc bd
15-20% la dét quy xuat huyét nao

Hemorrhagic ' Ischemic
Stroke ‘ Y Stroke

Weakened/diseased
blood vessels
rupture.

Blood clots stop the
Blood leaks into flow of blood to an area
brain tissue of the brain
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PIEU TRI BOT QUY NHOI MAU NAO

Tai twdl mau




Yéu td quan trong nhat trong diéu tri tai twdi mau thanh cong
|a tai thong sém => két qua tot “ Time is tissue brain”.

Hinh anh hoc déng vai trd quan trong.

Diéu tri tai twdi mau dét quy cap can mét hé thong phdi hop
gitra cap ctru trwdc vién, BS CC, BS Than kinh dot quy, BS
HSCC, BS CBHA, BS Can thiép than kinh va BS Phau thuat than
kinh @é dwa ra diéu trj toi wu => TEAMWORK.

Céc Iwa chon diéu tri tai twdi mau da dwoec chirng minh 13 hiéu
qué bao gom tiéu soi huyét tinh mach (IVT) va can thiép lay
huyét khoi co hoc (MT).



TIEU SO1 HUYET BUONG TINH MACH(IVT)
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1. In patients eligible for IV alteplase, benefit of therapy is time dependent, and
treatment should be initiated as quickly as possible.

Door-to-needle time of <60 min

Suspected stroke patient Initial evaluation by Stroke team notified Head CT or MRI Interpretation of
arrives at ED physician including: scan neuroimaging scan

: e - Review patient’s
- Mgdlpal stabilization eligibility for tPA
- Hx: time last known well, 5 k
S - Review labs if
eligibility for tPA, etc. x
available
- Focused exams
- Examine using NIHSS
- Initiate labwork

Start of IV alteplase
treatment <60 min elapsed
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1. IV alteplase (0.9 mg/kg, maximum dose 90 mg over 60 minutes with initial
10% of dose given as bolus over 1 minute) is recommended for selected
patients who can be treated within 3 hours of ischemic stroke symptom onset
or patient last known well or at baseline state. Physicians should review the
criteria outlined in Table 8 to determine patient eligibility.

. IV alteplase (0.9 mg/kg, maximum dose 90 mg over 60 minutes with initial
10% of dose given as bolus over 1 minute) is also recommended for selected
patients who can be treated within 3 and 4.5 hours of ischemic stroke
symptom onset or patient last known well or at baseline state. Physicians
should review the criteria outlined in Table 8 to determine patient eligibility.

. IV alteplase (0.9 mg/kg, maximum dose 90 mg over 60 minutes with initial
10% of dose given as bolus over 1 minute) administered within 4.5 hours
of stroke symptom recognition can be beneficial in patients with AIS who
awake with stroke symptoms or have unclear time of onset >4.5 hours
from last known well or at baseline state and who have a DW-MRI lesion
smaller than one-third of the MCA territory and no visible signal change on
FLAIR.




A Systematic Review of the Efficacy and
Safety of Tenecteplase Versus Alteplase
in Acute Ischemic Stroke: A Time to Pass
the Torch

Miquel Rodrigquez, BA, Christian Sidebottom, MD, Drew A. Wells, PharmD,
BCPS, Thirumalaivasan Dhasakeerthi, MBBS, Lisa Hayes, PharmD, BCCCP, Cheran Elangovan, MD,
and Balaji Krishnaiah, MD

Conclusions

The recent advances in the literature suggest TNK 0.25 mg/kg as a reasonable alternative to
r-tPA for thrombolysis in AIS management. The practical advantages associated with
administration and the noninferiority in safety and efficacy compared with r-tPA support this
conclusion. TNK will likely continue to gain traction across many comprehensive stroke centers
and institutions treating patients with AIS as additional data are published.

https://doi.org/10.1161/SVIN.123.001110
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Két cuc chirc nang ctia BN trong cac thir nghiém

Bl Endovascular treatment
Bl Standard care
® Relative risk
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Control population
(n= 64 5)

Intervention population
(n=633)

Intervention Control Rate ratio Odds ratio Adjusted rate Adjusted odds
population population difference (95% Cl) (95% Cl) ratio (95% Cl) ratio (95% Cl)
(%)

Symptomatic 4-4% (28/634) 4-3% (28/653) 01 1.06 (0-63-1-80); 107 (0-62-1-83);  1.07(0-62-1.80); 1.07 (0-62-1.84);
intracranial p=0-82 p=0-81 p=0-81 p=0-81
haemorrhage

Parenchymal 51% (32/629) 53% (34/641) - 0-99 (0-61-1-61); 0-99(0-60-1.63); 1.04 (0-64-1-69); 1-04 (0-63-1.72);
haematoma type 2 p=0-97 p=0-97 p=0-88 p=0-88

Mortality 153% (97/633)  18-9% (122/646) - 0-82(0-63-1.07); 077 (0-54-1-10);  0-82(0-62-1-08); 0.73 (0-47-113);
p=0-15 p=0-16 p=0-15 p=0-16

Ty |1& BN dat két qua chirc nang tot (doc 1ap/mRS 0-2
tai 90 ngay) la 46% so v&i 26.5%

NNT d& giam mRS tr 1 diém tré 1&n 12 2.6

Ty |& tlr vong va xuat huyét ndo co triéu chirng khéng
kKhac nhau




#

American  American

Heart | Stroke

Association | Associations

1. Patients should receive mechanical thrombectomy with a stent retriever if
they meet all the following criteria: (1) prestroke mRS score of 0 to 1; (2)
causative occlusion of the internal carotid artery or MCA segment 1 (M1); (3)
age >18 years; (4) NIHSS score of >6; (5) ASPECTS of >6; and (6) treatment

can be initiated (groin puncture) within 6 hours of symptom onset.

1. Patients eligible for IV alteplase should receive IV alteplase even if mechanical
thrombectomy is being considered.

2. In patients under consideration for mechanical thrombectomy, observation
after IV alteplase to assess for clinical response should not be performed.




Age 218

NIHSS =10

Prestroke mRS <1

Infarct <1/3 of the territory of the MCA on CT or MRI

Occlusion of the intracranial ICA and/or MCA-M1, by CTA or
MRA

Last known to be normal 6-24 hours previously
Clinical Imaging Mismatch (CIM) defined as one of the
following on MR-DWI or CTP-rCBF maps:

0-20 cc core infarct and NIHSS =10 (and age =80)

0-30 cc core infarct and NIHSS =210 (and age <80)
31 cc to <51 cc core infarct and NIHSS 220 (and age <80)



Score on the Modified Rankin Scale

[1J0 01 W2 B3 PB4 PS50r6

A Intention-to-Treat Population

50 60 70 80 90

Percent of Patients

Két cuc tot mRS 0-2 tai 90 ngay: 48% vs 13%
NNT =2.8




Age =18-90
NIHSS =6
Prestroke mRS <2

Endovascular treatment can be initiated (femoral
puncture) between 6 and 16 hours of stroke onset

ICA or MCA-M1 occlusion by MRA or CTA

Target Mismatch Profile on CT perfusion or MRI (ischemic

core
volume <70 ml, mismatch ratio =21.8 and mismatch volume

=15 ml)



Score on Modified Rankin Scale
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Medical Therapy
(N=90)

Patients (%)

Két cuc tot mRS 0-2 tai 90 ngay: 44% vs 16% [1 NNT
=3.6

T vong c6 xu hwéng thap hon & nhém can thiép 14%
VS 26%

XHN co triéu chirng khéng khac biét
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1. In selected patients with AIS within 6 to 16 hours of last known normal
who have LVO in the anterior circulation and meet other DAWN or DEFUSE 3
eligibility criteria, mechanical thrombectomy is recommended.

2. In selected patients with AIS within 16 to 24 hours of last known normal who
have LVO in the anterior circulation and meet other DAWN eligibility criteria,
mechanical thrombectomy is reasonable.




Stroke: Vascular and Interventional Neurology

REVIEWARTICLE
Endovascular Therapy in Patients With

Acute Ischemic Stroke With Large Infarct: A
Guideline From the Society of Vascular and
Interventional Neurology

Maxim Mokin, MD, PhD ©; Tudor G. Jovin, MD; Sunil A. Sheth, MD; Thanh N. Nguyen, MD; Kaiz S. Asif, MD;
Ameer E. Hassan, DO; Ashutosh F. Jadhav, MD, PhD; Cynthia Kenmuir, MD, PhD; David S. Liebeskind, MD;

Ossama Mansour, MD; Raul G. Nogueira, MD; Robin Movakovic, MD; Santiago Ortega-Gutierrez, MD, MS;
Albert J. Yoo, MD, PhD; Waldo R. Guerrerc, MD; Amer M. Malik, MD; for the SVIN GAPS committee




EVT within 0—6 hours of Class of rec- Level of
stroke onset ommendation evidence

In patients with anterior A
circulation stroke presenting
within 0-6 h from symptom
onset, baseline mRS score
0-1, age 18-80y old,
occlusion of the ICA or MCA
M1 segment, and ASPECTS of
0-5 on noncontrast CT or
MRI, EVT is recommended.

(Evidence: LASTE trial;
meta-analyses AlMajali et al,
Roman et al, Winkelmeier et al)




Class of rec- Level of
EVT within 6=24 hours of stroke onset ommendation evidence

fth ante LW




BN: Nam, 62 tudi.

Vao vién vi liét 2 ngwei phai, siwrc co’ 3/5

Chan doan: Nhoi mau nao ban cau trai tac MCI trai gio
tho 10

NIHSS: 14 diém. ASPECTS: 7 diém.
















Indications for the Performance of Intracranial
Endovascular Neurointerventional Procedures: A
Scientific Statement From the American Heart

Association
Clifford J. Eskey, MD, PhD, Chair, Philip M. Meyers, MD, FAHA, Co-Chair, Thanh
N. Nguyen, MD, FRCPc, Sameer A. Ansari, MD, PhD, Mahesh Jayaraman, MD, Cameron

G. McDougall, MD, J. Kevin DeMarco, MD,

1.For 50% to 69% intracranial stenosis, treatment with medical
therapy (not angioplasty or stenting) is recommended.

2.For 70% to 99% stenosis, optimal medical therapy, which
should include aspirin, clopidogrel for 90 days, maintenance of
systolic BP <140 mm Hg, statin therapy, and aggressive risk
factor modification, is recommended.

https://doi.orq/10.1161/CIR.0000000000000567
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3.For 70% to 99% stenosis, intracranial stenting with the Wingspan or
Pharos stent system should not be used as initial treatment, even in
patients on antithrombotic medications at the time of stroke or TIA.

4.For patients with severe stenosis (70%—-99%) of a major intracranial
artery who have progressing symptoms, recurrent TIA, or stroke despite
treatment with dual antiplatelet therapy, achievement of systolic BP
<140 mm Hg and high-intensity statin therapy, angioplasty alone, or
placement of a Wingspan stent may be warranted.

5.The utility of angioplasty alone or placement of stents other than
Wingspan or Pharos is unknown and is considered investigational.

https://doi.orq/10.1161/CIR.0000000000000567
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Thot gian la nao.
rTPA + MT van la diéu tri tiéu chuan.

Can thiép lay huyét khdi co hoc an toan va hieu

qua cao trong dét quy, thiéu mau ndo cap co tac
mach I&n trong ctra sO 24 gid.

Intracranial stenting in the future 7?7
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