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AGENDA

1 Demographics

TIME IS BRIAN: Update on IVtPA
and Thrombectomy

Guideline Recommendations

Clinical Trials

Why is Acute Stroke Treatment
Important?

1 690,000 adults experience an
ischemic stroke every year

Annual recurrence risk on average is
3-4% !HISTORIC LOW!!

Fifth cause of death in the
United States

Number one cause of longterm
disability in the United States




Stroke Risk Varies by Race &
Ethnicity

Risk of having a first stroke is
1 nearly twice as high for blacks
than for whites

Blacks are more likely to
die following a stroke than are
whites

Hispanic’s risk for stroke falls
between that of whites and
blacks

American Indians, Alaska

4 Natives, and blacks are more
likely to have had a stroke than
are other groups

Go AS, et al. Circulation. 2014
CDC. MMWR. 2012;

What can we do for Acute Stroke

TREAT IT RAPIDLY!!

We NOW have TWO treatments proven to improve
outcomes in acute ischemic stroke patients:

1) Intravenous issue plasminogen activator

2) Intra-arterial thrombectomy.

NNT for IVtPA= 8 for patients within 3 hours to be
normal at 3 months

NNT for IVtPA= 14 for patients within 3-4.5 hours to
be normal at 3 months.

NNT for IVtPA= 3 for any functional improvement

NNT for thrombectomy = 4 to be near normal at 3
months

NNT for thrombectomy=2.6 for any functional
improvem
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What can we do for Acute Stroke?

TIME IS BRAIN!!!

It has been demonstrated that every
30-minute delay in acute reperfusion
leads to a 10% relative reduction in the

likelihood of a good outcome.
Khatri P, et al. Neurology 2009;73(13):1066Y1072.

Now With the Thromectomy Data, Who Should Get tPA?

tPA should continued to be given
to everyone who is eligible for it
within 4.5 hours of their last seen
normal regardless if they are
eligible for thrombectomy.

Who should receive a thrombectomy?

CLASS 1, LEVEL OF EVIDENCE A FOR THROMECTOMIES:

Patients should receive endovascular therapy with a stent retriever
if they meet all the following criteria

(a) prestroke mRS score 0 to 1,

(b) acute ischemic stroke receiving intravenous r-tPA within 4.5
hours of onset

according to guidelin = 7on ~fe zicnal medical societies,

(c) causative occlusioi of the interi 2l <arotid artery or proximal
MCA (M1),
(d) age >18 years,
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Post-tPA Care: Reducing the risk of
Adverse Events & Recurrent Strokes

eUsing order sets decreases error rates and
improves post-tPA stroke care.

eOrder sets tend to be based on the most
recent guidelines for post-tPA care and
secondary stroke prevention.

Update on Guidelines for Post-tPA
Ischemic Stroke Care

Guidelines for the Early Management of Paticats With Acute Ischemic Stroke : A
Guideline for Healthcare Professionals From the American Heart Association/American
Stroke Association

Update on Guidelines for Post-tPA
Ischemic Stroke Care

What it says in the guidelines and why it is important.

Table 12. Treatment of Acute Ischemic Stroke: Intravenous
Administration of rtPA




Update on Guidelines for Post-
tPA Ischemic Stroke Care

No recommendation in the guidelines as to how
long a patient should be NPO. Most post-tPA
adverse events occur within 12 hours (Abstract
presented at the ISC 2014 from KP NCAL).
Therefore if a patient was to bleed, it could
potentially increase the risk of aspiration.

Update on Guidelines for Post-
tPA Ischemic Stroke Care

6. The administration of aspirin (or other antiplatelet
agents) as an adjunctive therapy within 24 hours of
intravenous fibrinolysis is not recommended (Class
HI; Level of Evidence (

Zinkstok et al compared tPA + aspirin
vs. tPA alone and showed and excess
of symptomatic ICH in the ASA + tPA
arm : (4.3% vs 1.6%).

Update on Guidelines for Post-
tPA Ischemic Stroke Care

What we write in
our note:

Tabl 9. Poteatial Approaches by Arterial Hypertznsion in
Blood Pressure: e lchemic Stoke Palsts Who A Candiates e Ao
SBP between <180 and DBP Repectasion Therapy
<105

If SBP > 180 or DBP > 1

use labetalol 10 mg IV
q15min, with max 150
mg/24 hrs. If more than
two doses needed, then
starta
nicardipine/clevidipine drip.
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Update on Guidelines for Post-
tPA Ischemic Stroke Care

associated with worse outcomes than normogly-
and thus, it is reasonable to treat hypergly-
achieve blood glucose bevels in a range of

5, Saurces of hyperthermia (temperature »38°C) should
be itenified and ireated, and antipyretic medica-
tions should be administered to bower temperaturein
hyperthermic patients with stroke (Class [; Level of

gl ]

Evidence C.{Unchs

Update on Guidelines for Post-
tPA Ischemic Stroke Care

What it says in the guidelines and why it is important

Clinical trial which looked at PT/OT in the first
24 hours compared to after 24 hours, which
showed a trend toward worsening outcome in
patients who received PT/OT within the first 24
hours of acute stroke symptoms.

ONLY A TREND.. Not statistically significant.

Effectiveness of intermittent pneumatic compression in
reduction of risk of deep vein thrombasis in patients who
AFTER 24 HOURS POST TPA AND A have had a stroke (CLOTS 3): a multicentre randomised

CTH THAT DOES NOT SHOW. controlled trial
HEMORRHAGE OKAY TO START DVT -
PROPHYLAXIS WITH SQ HEPARIN Q 12

HOURS or ENOXAPARIN

Update on Guidelines for
Secondary Stroke Prevention

Guidelines for the Prevention of Stroke in Patients With
Stroke and Transient Ischemic Attack
A Guideline for Healtheare Professionals From the American Heart
Association/American Stroke Association

ele. ML € R. Black, MD;
itz. MBCH . MBChE, PhDD;
MDD, MPH: M: MD, FAHA: K Furie, MDD, MPH, FAHA
k, MD; 5. Claiboms £ MDD, PhD:; Scon F er, MDD, FAHA
), MPH, FAHA: P il . 1 W, Rich, MDD
Phi; Lee H
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Update on Guidelines for Secondary
Stroke Prevention: Blood Pressure

i
Hg and a diastolic press
evel of Evidence B).
roke, it might be
<130 mm Hg (Class 11b; Level of
. (Revised re

The optimal drug regi a
mended level of reductions is

e that diuretics or the

nd an angiotensin-con-
verting enzyme inhibitor is useful (Class I; Level of
Evidence A).

Update on Guidelines for Secondary
Stroke Prevention: Statins

What it says in the guidelines and why it is important:

L. Statin therapy witk ive lipid-lowering elfects is
recommended to reduce risk of stroke and cardiovas-
cular events among patients with ischemic stroke or
TIA presumed to be of atherosclerotic origin and an
LDL-C Jevel 2100 mghdL with or without evidence
for ather clinical ASCVD {Class I; Level of Evidence
B). (Revis nmendation)

atin therapy with intensive lipid-lowering efTects
is recommended to reduce risk of stroke and cardio-
viscular events among patients with ischemic stroke
or TIA presumed to be of atherosclerotic

cal ASCVD (Class I; Level of Evidence CJ. (New
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