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Tipos de Acidente Vascular Cerebral

Isquémico ------ 70-80%

HSA  ~~~7°7- :
|
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10-20%
:
|
Hemorragico --"
Trombose Venosa Cerebral ---- 0,5%

Heart and Stroke Foundation, Canada
Cerebrovasc Dis. 2009;27(5):493-501
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OBS. NIHSS — Escala do NIH; LVO - Large vessel occlusion; AIT — Ataque isquémico transitorio; HAS — Hipertensdo arterial sistémica
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Caso Clinico

52 anos, engenheiro, masc. Passou mal em casa, 1h20min antes da
admissao, com parada da fala e fraqueza no lado esquerdo do corpo.

Antec. Médicos: Dislipidemia leve, usava rosuvastatina 10mg noite. Negou
qualquer outra doenca. Nunca fumou e usava bebidas alcoolicas socialmente.

Chegada com PA 150-90, FC 82, sinusal no ECG, FR 16 em ar ambiente.
Ex. Clinico: ndn

Ex. Neurologico: sonolento, atendia comandos simples, fala muito disartrica,
mas respondia com palavras, hemiplegia esquerda completa, desvio da rima
labial e desvio forcado do olhar para direita. NIHSS (escala do NIH) = 19
pontos.



AVC /| AVCi: Passo a Passo do Atendimento

/T ratamento conservador: \
ﬁTriagem: \ / \ Antiagregantes, suporte
Emergéncia DIRETO ) 0 UTI, Vigilancia neuroldgica
4. Neuroimagem: Medicamentos, hidratacdo, etc

TC Crani . ~ -
e Comunicacdo c/ familiares

2. Sala de Emergéncia: _ o )
AngioTC cranio e cervical **

Histéria médica (RAPIDA)
ABC = /
Sinais Vitais o 5. Radiologia:
Glicemia Capilar Laudo RAPIDO, estruturado
Coleta de exs. laboratoriais
6. Discussao da conduta: / N\
3. Médico: Trat. Conservador Terapias de Reperfusao:
Exame RAPIDO Terapias de reperfusdo Trombdlise EV (alteplase ou TNK)

Escala do NIH Comunicacdo c/ familiares

Q)ntato com Neuroclinica / K

Checar inicio dos sintomas k / o Trombectomia Mecanica




O melhor caso de AVC(i...
O que chega rapido!!!!




AVCi: Passo a Passo do Atendimento

Escalas de Triagem para o AVC

ﬁ Triagem: \
Emergéncia DIRETO Sensibilidade FERRAMENTA DE Especificidade
(IC 95%) TRIAGEM DO AVC PIC 95%)

2. Sala de Emergéncia:

istoria medica (RAPIDA) 7 7

ABC

Sinais Vitais >1 ltem = 85% >1 ltem =79%

Glicemia Capilar (80-90%) (73-85%)

Coleta de exs. laboratoriais 91% 97%
(76-98%) (93-99%)

3. Médico: i 74%

Exame RAPIDO (81-96%) (53-88%)

Checar inicio dos sintomas

Escala do NIH

Q)ntato com Neuroclinica /

Adaptado de Yew KS and Cheng E. Am Fam Physician 2009,80:33-40.




Escalas de Triagem para o AVC

Sensibilidade FERRAMENTA DE Especificidade
(C 95%) TRIAGEM DO AVC PlIC 95%)
82% ] 83%
S S
91% : 97%
90% : 74%

Adaptado de Yew KS and Cheng E. Am Fam Physician 2009;80:33-40.



Escala LAPSS

Critérios de triagem Sim Nao

|dade acima de 45 anos

Sem histérico de transtorno convulsivo

Novo inicio de sintomas neurolégicos em apenas 24 horas

Paciente era ambulatorial no periodo basal (antes do evento)

Glicemia entre 60 e 400

Exame Normal Direita Esquerda
Facial: Sorriso/careta Inclinagéo Inclinagdo
“ Fraco Fraco
ol ke - Sem aperto Sem aperto
Fraqueza do braco Deriva para baixo Deriva para baixo
4 § — Quedarapida Quedarépida

Brandler E, et al. Neurology 2014;82:2241-2249.
Kidwell C, et al. Stroke 2000;31:71-76



AVCi: Passo a Passo do Atendimento

e N DY

Emergéncia DIRETO
4. Neuroimagem:

TC Cranio

2. Sala de Emergéncia: _ o )
AngioTC cranio e cervical **

Histéria médica (RAPIDA)

ABC ) -
Sinais Vitais o 5. Radiologia:
Glicemia Capilar Laudo RAPIDO, estruturado

Coleta de exs. laboratoriais
6. Discussao da conduta:
3. Médico: Trat. Conservador

Exame RAPIDO Terapias de reperfusao

Checar inicio dos sintomas
Escala do NIH K /
Q)ntato com Neuroclinica /
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ShoLuiz Caso Clinico

» 52 anos, 2h10min de fraqueza esquerda, fala enrolada e desvio da rima,
NIHSS 19 pts, presenca de oclusao de grande artéria na Tomo.

TC sem sangue Cerebral Média AngioTC com Colaterais
Hiperdensa oclusao da ACMD “capengas”

OBS. NIHSS — Escala do NIH; LVO - Large vessel occlusion



Neuroimagem ideal para o AVC agudo

Quais exames de imagem preciso fazer no
atendimento ao AVC agudo?

a) TC cranio apenas
b) TC cranio com AngioTC do cranio

c) TC cranio com AngioTC do cranio e pescogo

d) Ressonancia do Cranio

e) Ressonancia e angioRM cranio TC sem sangue Cerebral Média

Hiperdensa



Neuroimagem ideal para o AVC agudo

a) TC cranio apenas - SEMPRE

b) TC cranio com AngioTC do cranio - IDEAL
c) TC cranio com AngioTC do cranio e pescoco - MELHOR AINDA
d) Ressonéancia do Cranio > APENAS EM CASOS ESPECIAIS
e) Rm e angioRM cranio > APENAS EM CASOS ESPECIAIS
f) Tomografia com Perfusao - MARAVILHOSO!!!!




b AVC: Imagem na Emergéncia

AngioTC Cervical

TC Cranio AngioTC Cranio




UNIFESP

= AVCiI em janelas tardias: TC apenas nao resolve...

TC Perfusao do Cranio RM com Mismatch FLAIR-DWI

Estimated core 2 m| Hypoperfusion (Tmax>6s) 57 ml
Mismatch volume: 55 ml
Mismatch ratio: 28.6




g oy TC Perfusao: 24h/7d

CBF/Tmax Mismatch
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CBF (<30%) volume: 2.0 ml Perfusion (Tmax>6.0s) volume: 100.0 mi
Mismatch volume: 98.0 mi
Mismatch ratio: 50.0

This image is not intended for primary diagnosis

Variaveis analisadas: Exemplo: Critérios de exclusao
RAPID no Resilient Trial:

— Core>70mL

— Core =tamanho (ml)

— Penumbra = volume

— Mismatch< 1,8 ou
volume de mismatch
<15mL

— Ratio (mismatch) = volume




TC Perfusao: 24h/7d
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CBV Index (rCBV in Tmax>6s): 0.5




TC Perfusao: Padroes de AVC

79a

NIHSS 18

AT=13h
(observado)
oclusao M1 direita

50a

NIHSS 18

AT = 6 horas
(observado)
oclusao M1 direita




TC Perfusao: Custo x Praticidade
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SAogn: RM do cranio: Protocolo AVC

RM com Mismatch FLAIR-DWI

» Protocolo de RM com
poucas sequéncias

» T2, SWE, FLAIR, DWI e ADC
» Desvantagens:

— Disponibilidade no PS

— Disponibilidade 24h/7d



AVCi: Passo a Passo do Atendimento

/T ratamento conservador: \
ﬁTriagem: \ / \ Antiagregantes, suporte
Emergéncia DIRETO ) 0 UTI, Vigilancia neuroldgica
4. Neuroimagem: Medicamentos, hidratacdo, etc

TC Crani . ~ -
e Comunicacdo c/ familiares

2. Sala de Emergéncia: _ o )
AngioTC cranio e cervical **

Histéria médica (RAPIDA)
ABC = /
Sinais Vitais o 5. Radiologia:
Glicemia Capilar Laudo RAPIDO, estruturado
Coleta de exs. laboratoriais
6. Discussao da conduta: / N\
3. Médico: Trat. Conservador Terapias de Reperfusao:
Exame RAPIDO Terapias de reperfusdo Trombdlise EV (alteplase ou TNK)

Escala do NIH Comunicacdo c/ familiares

Checar inicio dos sintomas k / o Trombectomia Mecanica
Q)ntato com Neuroclinica / K




g Caso Clinico

» 52 anos, 2h10min do inicio do sintoma, NIHSS 19 pts, LVO - rTPA e Trombectomia

TC sem sangue Cerebral Média AngioTC com Colaterais
Hiperdensa oclusao da ACMD “capengas”

OBS. NIHSS — Escala do NIH; LVO - Large vessel occlusion



Caso Clinico - Indicacao de Trombolise

Quais exames preciso ter para fazer rTPA
(trombolitico) para este paciente?

a) TC cranio, HMG, creatinina, TP e TTPA
b) TC cranio, TP e TTPA

c) TC cranio e glicemia capilar

d) TC cranio e angioTC cranio
e) TC cranio, angioTC cranio, TP e TTPA

TC sem sangue Cerebral Média
Hiperdensa



Caso Clinico - Indicacao de Trombolise

Quais exames preciso ter para fazer rTPA
(trombolitico) para este paciente?

c) TC cranio e glicemia capilar

TC sem sangue Cerebral Média
Hiperdensa



The NEW ENGLAND
JOURNALoMEDICINE

©Copyright, 1995, by the Massachusetts Medical Society

Volume 333 DECEMBER 14, 1995 Number 24

TISSUE PLASMINOGEN ACTIVATOR FOR ACUTE ISCHEMIC STROKE

THE NATIONAL INSTITUTE OF NEUROLOGICAL DISORDERS AND STROKE rt-PA STROKE STUDY GROUP*
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Thrombolysis with Alteplase 3 to 4.5 Hours
after Acute Ischemic Stroke
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Tempo é CEREBRO

Lansberg et al. Stroke 2009.

NNT 3.6 4.3 5.9 19.3
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Indicacoes de Trombolise EV

AHA/ASA Guideline

Guidelines for the Early Management of Patients With Acute
Ischemic Stroke: 2019 Update to the 2018 Guidelines for the
Early Management of Acute Ischemic Stroke
A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

Endorsed by the Society for Academic Emergency Medicine and The Neurocritical Care Society

3.5.2. Time Windows

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 he 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.

2. 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.

3. 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.

** WAKE-UP trial's data.



» rTPA vs placebo em AVCi ao acordar (> 4.5h)

» Desfecho favoravei em 53% (grupo rTPA) vs
41% (placebo, OR 1.61, p=0.02)

» Mortalidade n=10 vs 3 (p=0.07)

» Selecao dos pacientes: RM protocolo AVC,
com mismatch FLAIR-Difusao

Thomalla et al. NEJM 2018

The NEW ENGLAND
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 AUGUST 16, 2018 VOL. 379 NO.7

MRI-Guided Thrombolysis for Stroke with Unknown Time of Onset

G. Thomalla, C.Z. Simonsen, F. Boutitie, G. Andersen, Y. Berthezene, B. Cheng, B. Cheripelli, T.-H. Cho, F. Fazekas,
J. Fiehler, 1. Ford, I. Galinovic, S. Gellissen, A. Golsari, ]. Gregori, M. Glinther, J. Guibernau, K.G. Hausler,
M. Hennerici, A. Kemmling, J. Marstrand, B. Modrau, L. Neeb, N. Perez de la Ossa, J. Puig, P. Ringleb, P. Roy,
E. Scheel, W. Schonewille, J. Serena, S. Sunaert, K. Villringer, A. Wouters, V. Thijs, M. Ebinger, M. Endres, J.B. Fiebach,
R. Lemmens, K.W. Muir, N. Nighoghossian, S. Pedraza, and C. Gerloff, for the WAKE-UP Investigators*




Indicacoes e Check-list para Trombolise EV

IndicacGes de rTPA no AVCi agudo Check-list antes de comegar...

> 18 anos

Sintomas de AVCi mensuraveis e Checar / conferir tempo do inicio dos sintomas
incapacitantes Checar glicemia capilar > 70-80mg/dL

TC cranio sem evidéncia de sangramento Checar lista de medicamentos (usa ACO?)
Tempo de inicio dos sintomas < 4.5h N3o precisa esperar exs. Sangue, EXCETO se

houver historia de disturbio hematoldgico ou uso
de ACO (Esperar TP, TTPA e plaquetas)

Iniciar droga apenas com PA < 185-110mmHg
Pegar dois acessos venosos periféricos
Monitorar escala do NIH e PA a cada 15 minutos
Checar a lista de contra-indicagdes




Contraindicacoes a Trombolise EV

0- to 3-h window-Mild
nondisabling stroke

For otherwise eligible patients with mild nondisabling stroke (NIHSS score 0-5), IV alteplase is not recommended for
patients who could be treated within 3 h of ischemic stroke symptom onset or patient last known well or at baseline state.
(COR Ill: No Benefit, LOE B-Rit

3- to 4.5-h window-Mild
nondisabling stroke

For otherwise eligible patients with mild nondisabling stroke (NIHSS score 0-5), IV alteplase is not recommended for
patients who could be treated within 3 and 4.5 h of ischemic stroke symptom onset or patient last known well or at baseline
state. (COR Ill: No Benefit, LOE C-LD)t

There remains insufficient evidence to identify a threshold of hypoatten uation@evé’rﬁ;g; extent that affects treatment

CT
response to alteplase. However, administering IV alteplase to patients whose CT brain imaging exhibits extensive regions
ofelear hypoattenuation is not recommended. These patients have a poor prognosis despite IV alteplase, and severe
hypoattenuation defined as obvious hypadensity represents irreversible injury.t (COR Ill: No Benefit; LOE A)l

ICH

v alteplase should not be administered fo apatient _whose CT reveals an acute intracranial hemorrhage.t (COR lll: Harm;

LOE C-E0)§l

Ischemic stroke within 3 mo '

wUseof IV alté.plasé*in patié:ﬁtsu_pre"séhti ng with AIS wh‘d have had a prior ischemic stroke within 3 mo may be harmful.+ (COR

Ii: Harm; LOE B-NR)SI

Severe head trauma within 3 mo

In AIS patients with recent severe head trauma (within 3 mo), IV alteplase is contraindicated.t (COR /ll: Harm; LOE C-EO)§|

Acute head trauma

Given the possibility of bleeding complications from the underlying severe head trauma, IV alteplase should not be
administered in posttraumatic infarction that occurs during the acute in-hospital phase.t (COR Ill: Harm; LOE C-EO)§I
(Recommendation wording modified to match COR IIl stratifications.)

Intracranial/intraspinal surgery
within 3 mo

For patients with AIS and a history of intracranial/spinal surgery within the prior 3 mo, IV alteplase is potentially harmful.
(COR lll: Harm; LOE C-EO)8I

History of intracranial
hemorrhage

IV alteplase administration in patients who have a history of intracranial hemorrhage is potentially harmful.t (COR lil: Harm;
LOE C-EO)8I

Subarachnoid hemorrhage

IV alteplase is contraindicated in patients presenting with symptoms and signs most consistent with an SAH.T (COR /Il
Harm; LOE C-EO)§




Contraindicacoes a Trombolise EV

Gl malignancy or Gl bleed within | Patients with a structural Gl malignancy or recent bleeding event within 21 d of their stroke event should be considered high
21d risk, and IV alteplase administration is potentially harmful.t (COR lll: Harm; LOE C-EO)§I

Coagulopathy The safety and efficacy of IV alteplase for acute stroke patients with platelets <100000/mm?3, INR >1.7, aPTT >40 s, or PT
>15 s are unknown, and IV alteplase should not be administered.t (COR Ill: Harm; LOE C-EQ)§l

(In patients without history of thrombocytopenia, treatment with IV alteplase can be initiated before availability of platelet
count but should be discontinued if platelet count is <100 000/mm?. In patients without recent use of OACs or heparin,
treatment with IV alteplase can be initiated before availability of coagulation test results but should be discontinued if INR is
>1.7 or PT is abnormally elevated by local laboratory standards.)

(Recommendation wording modified to match COR IIl stratifications.)

LMWH IV alteplase should not be administered to patients who have received a full treatment dose of LMWH within the previous 24
h.¥ (COR lll: Harm; LOE B-NR)§%
(Recommendation wording modified to match COR IIl stratifications.)

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.



Contraindicacoes a Trombolise EV

Thrombin inhibitors or factor Xa | The use of [V alteplase in patients taking direct thrombin inhibitors or direct factor Xa inhibitors has not been firmly
inhibitors established but may be harmful.1 (COR Ill: Harm; LOE C-EO)§I IV alteplase should not be administered to patients taking
direct thrombin inhibitors or direct factor Xa inhibitors unless laboratory tests such as aPTT, INR, platelet count, ecarin
clotting time, thrombin time, or appropriate direct factor Xa activity assays are normal or the patient has not received a dose
of these agents for 48 h (assuming normal renal metabolizing function).

(Alteplase could be considered when appropriate laboratory tests such as aPTT, INR, ecarin clotting time, thrombin time,

or direct factor Xa activity assays are normal or when the patient has not taken a dose of these ACs for >48 h and renal
function is normal.)

(Recommendation wording modified to match COR |l stratifications.)

Concomitant Abciximab Abciximab should not be administered concurrently with IV alteplase. (COR Ill: Harm; LOE B-R¥
Concomitant IV aspirin IV aspirin should not be administered within 90 min after the start of IV alteplase. (COR /ll: Harm; LOE B-Rt
Infective endocarditis For patients with AIS and symptoms consistent with infective endocarditis, treatment with IV alteplase should not be

administered because of the increased risk of intracranial hemorrhage.t (COR lll: Harm; LOE C-LD)§I
(Recommendation wording modified to match COR |l stratifications.)

Aortic arch dissection IV alteplase in AIS known or suspected to be associated with aortic arch dissection is potentially harmful and should not be
administered.T (COR lll: Harm; LOE C-EO)§I
(Recommendation wording modified to match COR |l stratifications.)

Intra-axial intracranial neoplasm | [V alteplase treatment for patients with AIS who harbor an intra-axial intracranial neoplasm is potentially harmful.t (COR /lI:
Harm; LOE C-EO)S

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.



Caso Clinico - Indicacao de Trombolise

No nosso caso: Qual(is) a(s) terapia(s)

indicada(s)?

a)
b)

c)

d)

rTPA, e se nao reverter o déficit, trombectomia

Apenas trombectomia, pois € mais efetiva que o
trombolitico e esta disponivel no local

r'TPA e trombectomia, independente de uma ou
outra indicacao

Cerebral Média
Hiperdensa

Nao sei, vamos ligar pra o Neuro da retaguarda

Nenhuma das anteriores

AngioTC com
oclusao da ACMD



Caso Clinico - Indicacao de Trombolise

No nosso caso: Qual(is) a(s) terapia(s)
indicada(s)?

c) rTPA e trombectomia, independente de uma
ou outra indicacao

—

Cerebral Média
Hiperdensa

AngioTC com
oclusao da ACMD



Trombectomia e Trombolise no AVCi agudo

3.7.1. Concomitant With IV Alteplase

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

* Reworded for clarity

3.7.1. Concomitant With IV Alteplase (Continued)

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

REVISED

** EVT 5 RCTs trials and HERMES pooled analysis

3.7.2. 0 to 6 Hours From Onset

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.

REVISED

** EVT 6 RCTs trials and HERMES pooled analysis

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.



Tempos recomendados na Emergeéncia

% PORTA - Médico 10M|N

PORTA - AVAL NEURO 1 5MIN

-:. PORTA - TC CRANIO . 25MIN

;=] _ PORTA-LAWDODATC B,

;? PORTA - AGULHA (RTPA) 6OMIN @

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.
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gz Gaso Clinico - Trombolise + Trombectomia

Hemorragia PH1 Hemorragia PH1 Infarto final Infarto profundo,
temporal D poupando todo o
cortex Fronto-
parietal D



anica

RCT - Trombectomia Mec

AT/ NIH ARTERY RESULTS TICI 2b/3 NNT
TRIALS THERAPIES ASPECTS AGE N (mRS <2 90d) e (£) sICH (MRS < 2)
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Trombectomia até 6-8 horas

3.7.2. 0 to 6 Hours From Onset COR LOE

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

4

REVISE]

e WEa

** EVT 6 RCTs trials and HERMES pooled analysis
Rankin pré-AVC 0-1
Oclusao de grande vaso MCA, M1 ou ACI
NIHSS > 6
Tempo de inicio dos sintomas (puncao da virilha) < 6h
ASPECTS na TC > 6 pontos

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.




‘ ORIGINAL ARTICLE

Thrombectomy for Stroke in the Public
Health Care System of Brazil

S.0. Martins, F. Mont'Alverne, L.C. Rebello, D.G. Abud, G.S. Silva, F.O. Lima,
B.S.M. Parente, G.S. Nakiri, M.B. Faria, M.E. Frudit, J.J.F. de Carvalho,
E. Waihrich, |.A. Fiorot, Jr., F.B. Cardoso, R.C.T. Hidalgo

C A ™ 4 " A - - C i ek I GE— % D - b i~ A A - . \ I ~ i
F.M. Carvalho, A.C. de Scuza, F.A. Dias, D. Bandeira, M. Miranda Alves,

M.B. Wagner, L.A. Carbonera, |. Oliveira-Filho, D.C. Bezerra, D.S. Liebeskind,
]. Broderick, C.A. Molina, ].E. Fogolin Passos, |.L. Saver, O.M. Pontes-Neto,
and R.G. Nogueira, for the RESILIENT Investigators*

» Nn=174 pacientes em hospitais publicos do Brasil

» TM vs tratamento convencional em oclusao de grande vaso MCA, M1 ou ACI
» Ictus até 8h, NIHSS > 8pts, ASPECTS > 6pts

» Bom desfecho com OR 2.28 (p=0.001) a favor da TM

» Positivo mesmo em servigos publicos (SUS) - com muitas limitagcoes

» Mesma chance de transformacao hemorragica

Martins et al. NEJM 2020.



Trombectomia além das 6 horas

3.7.3. 6 to 24 Hours From Onset

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.

** DEFUSE 3 and DAWN trials

» 6 a 16h — DEFUSE trial
» 6 a24h — DAWN Trial

» Critérios especificos — Pacientes bem selecionados com
Tomo-Perfusao (CTP) ou RM e mismatch imagem ou clinico

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.



Trombectomia além das 6 horas

2.2.4. Mechanical Thrombeclgmy Eligibility-Multimodal Imaging COR _ LOE

1. When selecting patients with AIS within 6 to 24 hours of last known normal
who have LVO in the anterior circulation, obtaining CTP or DW-MRI, with
or without MRI perfusion, is recommended to aid in patient selection for
mechanical thrombectomy, but only when patients meet other eligibility
criteria from one of the RCTs that showed benefit from mechanical
thrombectomy in this extended time window.

** Data from DAWN and DEFUSE-3 trials

with LVO and an Alberta Siroke Program Early Compuied Tomography Score
(ASPECTS) of =6, selection for mechanical thrombectomy based on CT and
CTA or MRI and MRBA is recommended in preference fo performance of
additional imaging such as perfusion studies.

Powers WJ, Rabinstein AA, Ackerson T, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/American Stroke Association. Stroke 2019.
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sopz  Caso Clinico - Trombolise + Trombectomia

Hemorragia PH1 Hemorragia PH1 Infarto final Infarto profundo,
temporal D poupando todo o
cortex Fronto-
parietal D



AVCi que nao chega logo...
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AVCi sem indicacao de reperfusao

Fora da janela de tratamento de <4,5h | <6-8h | <9h | <24h
Sem achado de oclusao de grande vaso.
INFELIZMENTE - Maioria dos casos...

Mesmo Passo a Passo do AVCi que chega precocemente



AVCi sem terapias de reperfusao

e N DY

Emergéncia DIRETO
4. Neuroimagem:
P TC Cranio
f“s‘:‘jr'; fnzgi’;ergf’"c'a' AngioTC cranio e cervical ** (T ratamento conservador: )
ABC E } Antiagregantes, suporte
s Wi o 5. Radiologia: o UTI, Vigilancia neuroldgica
Glicemia Capilar Laudo RARIDG; estruturado Medicamentos, hidratacao, etc
Coleta de exs. laboratoriais Comunicac¢do c/ familiares
6. Discussao da conduta: \ /
3. Médico: Trat. Conservador
Exame RARIDO Terapias de reperfusao
Checar inicio dos sintomas
Escala do NIH K /

Q)ntato com Neuroclinica /




AVCi minor e AIT de alto risco

AVCi Minor Escala ABCD2 para avaliar o AIT

Parametros Caracteristicas m
- Déficit neurolégico subito com exame

neuroldgico demonstrando escala do Idade (Age) > 60 anos 1
NIH < 3 pontos

Pressao arterial > 140-90mmHg 1
(Blood pressure)

AIT de alto risco Sintomas clinicos Paresia unilateral 2
(Clinical features) Alteracao de linguagem sem paresia 1
- I?eﬁut neurologlfo de mstziIagao e — Seoln 7
subita com reversao espontanea em :
: 10-59 min 1
minutos ou algumas horas, com
pontuagdqo > 4 pontos na escala Diabetes Presenca de Diabetes 1

ABCD2

Johnston et al. Lancet 2007
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Manejo: AVCi minor e AIT de alto risco

Vigilancia clinica/neurologica em Unidade de AVC, neuroUTI ou UTI
Manter na U-AVC ou UTI pelo menos por 24 horas

Controles regulares de PA, glicemia capilar (entre 140-180mg/dL) e temperatura
(tratar febre, se houver)

Corrigir hipotensao ou hipovolemia

Realizar investigacao inicial — estudo de vasos cervical e intracraniano:

— Descartar estenoses passiveis de revascularizagao (por ex., estenose carotidea)
Screening de disfagia (AVCi minor)

Prescrever estatina (atorvastatina 40 a 80mg/dia ou sinvastatina 40mg/dia)



Manejo: AVCi minor e AIT de alto risco

» Nao administrar anti-hipertensivos ou hipoglicemiantes orais nos primeiros
dias do AVCi ou AIT de alto risco

— Em pacientes sem outras comorbidades (por exemplo, miocardiopatia
isquémica, infarto do miocardio recente, dissec¢ao da aorta), tolerar niveis de
PA até 220-110mmHg, ou reduzir lentamente estes valores em até o maximo de
15% durante as primeiras 24h apds o icto

— Serao reintroduzidos/prescritos apos estabilizacao, usualmente apds 72h

» Confirmando-se AVCi ou AIT como de causa nao-cardioembolica, indicada dupla
antiagregacao plaquetaria - DAP (aspirina 100-325mg/dia + clopidogrel
75mg/dia) nas primeiras 24h apos icto

» Manter DAP por até 21 dias do AVCi ou AIT



Manejo: AVCi minor e AIT de alto risco

Estenose de carétida com AVCi no territorio:
DEVE SER REVASCULARIZADA (ATC ou Endarterectomia)

Estenose de Basilar com AVCi no territorio:
NAO DEVE SER TRATADA COM STENT
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Manejo: AVCi moderado a grave

Internacdo em Unidade de AVC, neuroUTI ou UTI

Controles regulares de PA, glicemia capilar (entre 140-180mg/dL) e temperatura
(tratar febre, se houver)

Corrigir hipotensao ou hipovolemia, se houver

Monitorar regularmente exame clinico e neurologico, com a escala de Coma de
Glasgow e escala do NIH

Screening para disfagia em todos os casos, e dieta enteral, S/N
Mudanca do exame com deterioracao neurolégica - TC de cranio

Edema maligno da ACM ou cerebelar: Neurocirurgia
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Manejo: AVCi moderado a grave

Entubacao e suporte ventilatério em casos mais graves, com rebaixamento da
consciéncia e coma

Nao administrar anti-hipertensivos ou hipoglicemiantes orais nos primeiros

dias

— Mesmo racional de toda fase aguda do AVCi (PA < 220-110mmHg ou redugao
de até 15% do valor basal)

Antiagregacao plaquetaria - iniciar nas primeiras 24h apés o AVC

— Aspirina 100-325mg/dia ou clopidogrel 75mg/dia

Estatina (atorvastatina 40 a 80mg/dia ou sinvastatina 40mg/dia)

Fisioterapia respiratoria e motora; mobilizagao precoce no leito, conforme
condicao e estabilizacao clinica



AVCi maligno da ACM: Nao Reperfusao

» Cenarios: AVCi nio reperfundido da ACM ou AVCi
hemisférico cerebelar do territorio da PAICA

» Reconhecimento:

— Padraoda TC

— Rebaixamento do nivel de consciéncia, piora
neurologica e coma

— Queda de 1 ponto no Glasgow ja indica alerta
para avaliagao neurocirurgica




AVCi maligno da ACM: Nao Reperfusao

» Manejo clinico na emergéncia:

— Medidas para HIC: Manitol, solugcao salina
hipertdnica, sedacao profunda e ventilacao
mecanica

— Interconsulta com Neurocirurgia
» Hemicraniectomia Descompressiva:
— Indicada nas primeiras 24-48h do AVCi

— Reducao da mortalidade em ~70%




O que é U-AVC? Unidade de AVC...

Espaco fisico delimitado (usualmente, estrutura de
Semi-UTI e/ou enfermaria), com equipe treinada e

| Research

Stroke unit care and trends of in-hospital mortality for stroke in
Germany 2005-2010

dedicada para os cuidados ao paciente com AVC st
Evidéncias: melhora em todos os indicadores de
cuidados ao AVC .

~&~SU provision before 2007 {250 hospitals)
05U implementation in 2007 or 2008 (58 hospitals)

Mortalidade 12 Dependéncia 12 Alta para casa 23
o NG /L 4

~6—SU implementation in 2000 or 2010 (112 hospitals)
~#—No SU provision (734 hospitals)

SU provision or treatment of stroke patients temporary (170-298 hospitals)

1. Stroke Unit Trialists’ Collaboration. Cochrane Library 2013, Issue 9; 2.
Seenan P, et al. Stroke 2007;38:1886-1892; 3. Tamm A, et al. Stroke

- Tempo de Ay 2014;45:211-216; 4. Schouten LM, et al. Stroke 2008;39:2515-2521; 5.
Complicagoes it PO 45 Independéncia Lannon R, et al. Ir J Med Sci 2011 Mar;180:37-40. 6. Ingeman A, et al. Stroke
L ) U nrernagao '~ ) U ) 2011;42:3214-3218.




Beneficios da Unidade de AVC

DOI: 10.1590/0004-282X20130120

Impact of stroke unitin a public hospital on
length of hospitalization and rate of early
mortality of ischemic stroke patients

Impacto da unidade de AVC em hospital piblico sobre a hospitalizacdo e mortalidade
no acidente vascular cerebral isquémico

Maria Sheila G. Rocha, Ana Claudia F. Almeida, Osério Abath Neto, Marianna P.R. Porto,
Sonia Maria D. Brucki

Stroke unit care and trends of in-hospital mortality for stroke in
Germany 2005-2010

Ulrike Nimptsch* and Thomas Mansky

Research

» Alemanha: Queda da mortalidade de 12
para 9.2% em U-AVC

» Brasil: Queda da mortalidade de 14.7%
(em Enf. Geral) para 6.9% em U-AVC

(a) (b)
1%

SRS




AVCi: Investigacao Etiologica

Aterosclerose de grandes

artérias
- Embolia arterio-arterial ou trombose
local de placa aterosclerética do arco
aortico, artéria cervical (cardtida ou
vertebral) ou intracraniana.

Aterosclerose de pequenas

artérias
- Oclusao de pequena artéria
intracraniana — ocasionando sindromes
clinicas lacunares e regides pequenas
de infartos (< 1.5cm) na neuroimagem
—infarto lacunar.

Cardioembolia

- Embolia de origem cardiaca (por ex.,
por segmento miocardico acinético,
trombo intracardiaco, FA permanente
ou paroxistica, FOP ou endocardite).

AVCi por outras causas
- Infarto cerebral decorrente de
doencas menos frequentes, como
disseccao arterial cervical ou
intracraniana, doenca reumatoldgica,
vasculopatia, doenca hematoldgica,
neoplasia, etc.

AVCi de causa

indeterminada
Quando duas ou mais causas
sao identificadas;
Investigacao negativa; ou
Investigagao incompleta

Adams et al. Classification od subtype of acute ischemic stroke. Definitions for use in a multicenter clinical trial. TOAST. Trial of Org 10172 in Acute Stroke Treatment. Stroke 1993.



»

»

»

»

AVCi: Investigacao Etiologica

Tracar a estratégia de Prevencao Secundaria
— Revascularizar? Antiagregar? Anticoagular?
Padrao radiolégico do AVCi - Pistas...
|dentificar os fatores de risco cardiovasculares

Atuar na modificacao de estilo de vida em fatores
modificaveis (sedentarismo, tabagismo, nutricao,
controle do peso)




AVCi: Classificacao CCS

Causative Classification System for Ischemic Stroke (CCS)

T

1. Clinical evaluation (check all that apply)

Date {2020-07-18

Sex | - Please select - ~ Race - Please select - ~

a. There is prior history of ischemic stroke, fransient ischemic attack, or transient menocular blindness from the territory of index artery within the month preceding the index stroke
b. Prior clinical events described in 1a are exclusively a cluster of repetitive and stereotypic lacunar transient ischemic attacks that started within the week preceding the index stroke
¢. The patient presents with a lacunar syndrome

d. There is evidence of concurrent systemic embolism

2. Imaging evaluation of the brain (check ail that apply)
a. Brain imaging has not been done (CT or MRI)
b. Brain imaging is negative for the presence of acute brain infarct or perfusion deficit consistent with clinical symptoms

¢. There is a lacunar infarct as defined by a single acute infarct within the territory of penetrating arteries in the brainstem, deep gray matter, o intemal capsule that is 520 mm in its gre}
artery

d. There are multiple acute and subacute ischemic lesions in either right and left anterior or anterior and posterior circulations or both, in the absence of non-embolic occlusion or near
e. There are acute unilateral internal watershed infarcts

f. There are multiple temporally separate infarcts exclusively within the territory of the clinically relevant artery

3. Imaging tion of th bral vasculature (check all that apply)
a. Imaging evaluation of blood vessels has not been done

b. There is stenctic or occlusive vascular disease judged to be due to atherosclerasis in clinically-relevant arteries

i. LlIntracranial arteries

il. || Extracranial arteries

¢. The atherosclerotic plaque described in 3b has features consistent with thrombus formation, ulceration, near-occlusive stenasis or non-chronic occlusion

d. There is an atherosclerotic plaque causing mild stenosis in the absence of any detectable plaque ulceration or thrombosis in clinically-rel it ial or i ial artery. Ther
the territory of index artery, at least one event within the last month

e. There is angiographic evidence of abrupt cut-off consistent with a blood clot within the clinically relevant and i ically normal ing i artery

f. There is vascular imaging evidence that the clinically relevant occluded intracranial artery has been completely recanalized

Phenotypic Subtype

LAAabsent + CEabsent + Llabsent + Othermajor

Large Artery Cardiac Emboli

Atherosclerosi Sources

(LAA) (CE)
\

Lacunar Other

Infarction (uncommon)

(LI) Causes

minor —Jabsent :incomplete evaluation

https://ccs.mgh.harvard.edu




AVCi: Classificacao ASCOD

Aterosclerose ou Aterotrombose (Atherosclerosis)

Estenose > 50% de uma artéria nutridora do territério do infarto cerebral, presenca de trombo intraluminal ou oclusao desta
artéria por aterosclerose.

Small vessel disease — Doeng¢a lacunar
Presenca de infartos lacunares, leucoaraiose e/ou microbleeds, clinica de sindrome lacunar.

Cardioembolia (Cardiac pathology)
Presenca de fonte emboligénica cardiaca, com o estenose mitral, IM recente, fibrilacdao atrial documentada, endocardite.

Outras causas (Other causes)

Outras causas menos comuns de AVC, como Lupus, syndrome anticorpo antifosfolipides, anemia falciforme, doenca de Moya
Moya, doencas hematolégicas ou reumatoldgicas.

Dissec¢ao (Dissection)
AVCi causado por dissecc¢ao arterial cervical identificada por angiografia por TC ou RM, ou angiografia cerebral.

Amarenco et al. The ASCOD phenotyping of ischemic stroke (updated ASCO phenotyping). Cerebrov Dis 2013.



Fontes cardioembolicas

Fontes cardioembdlicas maiores
Fibrilacdo atrial permanente ou paroxistica
Flutter atrial sustentado
Protese valvar, bioldgica ou metalica
IM recente (<4 semanas)
IM prévio (> 4 semanas) associado a FEVE < 28%
Trombo atrial ou ventricular esquerdos
Mixoma atrial esquerdo
Fibroelastoma papilar
Endocardite infecciosa ou nao infecciosa

Cardiomiopatia dilatada

Doenga do nd sinusal

ICC sintomatica com FEVE < 30%

Doencga valvar adrtica ou reumatica mitral

Fontes cardioembadlicas menores
Forame oval patente
Aneurisma do septo interatrial com ou sem FOP
Aneurisma do ventriculo esquerdo sem trombo
Contraste espontdaneo no ECO (sem estenose mitral ou FA)
Calcificagao do anulo mitral, incluindo calcificagdo severa




AVCi:

Lista de Exames

Exames iniciais
TC Cranio
AngioTC cranio e dos vasos cervicais
US ¢/ Doppler das carétidas e vertebrais
ECG
Ecocardiograma transtoracico
Doppler Transcraniano
Holter de 24 horas
RM do cranio e AngioRM intracraniana
Laboratério:
Hemograma completo
TP-TTPA
Creatinina / ureia
Colesterol total e fracoes
Triglicérides
TGO - TGP
Na-K
Glicemia de jejum
Hb glicada
Insulina sérica / HOMA
Acido urico
PCR ultrassensivel

Exames Complementares (para casos selecionados)
ECO transesofagico
Doppler Transcraniano (c/ teste de microbolhas)
RM do coracdo
Looper ou Holter de 7 dias
RM de parede arterial — “Vessel Wall Imaging”
Liquor cefalorraquiano
Angiografia cerebral
Laboratdrio:
FAN
Anti ENA
Complemento total e fragdes
Fator reumatdide
Ac antifosfolipides
Ac anticardiolipina
Beta-2 glicoproteina
VDRL — FTA-Abs
Sorologia para Chagas
Pesquisa de infec¢des (HIV, Zoster, etc)
Eletroforese de hemoglobinas
Testes genéticos especificos (CADASIL, Fabry, etc)
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Manejo: AVCi Cardioembolico

Internar em U-AVC, neuroUTI ou UTI

Controles clinicos até estabilizacao clinica;

Interconsulta da Cardiologia

Controles regulares de PA, glicemia capilar (entre 140-180mg/dL) e temperatura
Corrigir hipotensao ou hipovolemia, se houver

Realizar investigacao inicial — identificando fonte cardioembadlica de médio ou
alto risco passivel de tratamento com anticoagulacao:

— FA permanente ou paroxistica, valvulopatias, miocardiopatias
— Alteracoes de mobilidade segmentares na parede do VE

— Trombo intracavitario cardiaco, IM recente com déficit da funcao do VE, etc
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Manejo: AVCi Cardioembolico

Nao administrar anti-hipertensivos ou hipoglicemiantes orais nos primeiros
dias do AVCi (tolerar PA < 220-110mmHg, ou reducéao até 15% do basal)

Screening para disfagia

Indicada INICIALMENTE antiagregacao plaquetaria, iniciando nas primeiras 24h
apos o AVC (aspirina 100-325mg/dia ou clopidogrel 75mg/dia) e heparina
profilatica subcutanea para TEV

Quando iniciar anticoagulacao?
— Tamanho e severidade do infarto cerebral
— Risco de transformacao hemorragica



Quando iniciar ACO apés um AVCi ?

AVC Isquémico — Manejo da anticoagula¢ao oral na fase aguda

AIT

v

1

AVCi minor (NIH <8)
+ area pequena de
infarto na TC/RM

}

\ 4

A\ 4

AVCi com déficits moderados
(NIH 8-15) + area maior de
infarto na TC/RM

AVCi com déficits severos
(NIH >16) e/ou grande area
de infarto na TC/RM

Sem piora clinica, e/ou
com melhora dos déficits
neuroldgicos

\ 4

Considerar (re-) iniciar
DOAC ou AVK apés 1 dia
da instalagao do AVC

l

Excluir transformagao
hemorragica por TC ou RM do
cranio 24h antes de (re-) iniciar

o ACO

\ 4

Considerar (re)-iniciar
DOAC ou AVK ap6s 3 dias
da instalacao do AVC

Adaptado de Steffel et al, 2018.

l

Considerar (re)-iniciar
DOAC ou AVK apos 6-8
dias da instalagao do AVC

Excluir transformacao
hemorragica por TC ou RM
24h antes de (re-) iniciar o

ACO

\ 4

Considerar (re)-iniciar
DOAC ou AVK apés 12-14
dias da instalagao do AVC

OBS. ACO - anticoagulante oral; NIH — pontuagdo na Escala do NIH; DOAC — Anticoagulantes de agdo direta; AVK — antagonistas de vitamina K (varfarina)




Nosso patinho feio...
Muitos nao dao bola... AVC

Hemorragico...




»

»

»

»

AVC Hemorragico

Causa mais frequente: Hipertensivo

Quando NAO HA histoéria de hipertensao arterial e
padrao hipertensivo: Ecocardiograma TT (verificar HVE)

Investigacao:

— AngioRM ou AngioTC

— Disfuncao hematologica, hepatica, renal
— Disturbios de coagulacao

Angiografia cerebral > em casos selecionados: sem
histérico de HAS, pacientes jovens e criancas, localizagao
atipica, suspeita de MAYV, fistulas ou aneurismas.
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Manejo: AVC Hemorragico hipertensivo

Internacao em Unidade de AVC, neuroUTI ou UTI
Vigilancia clinica e neurologica cuidadosa ateé estabilizagao clinica
Controles regulares de PA, glicemia capilar (entre 140-180mg/dL) e temperatura

Em cenario sem hipertensao intracraniana, na fase aguda, tratar a hipertensao
arterial mais ativamente, com anti-hipertensivos EV e alvo de PAS para nivel <140-
160mmHg, idealmente entre 130-140mmHg.

Heparina profilatica subcutanea assim que estabilizado o hematoma intracraniano
Screening para disfagia em todos os casos

Fisioterapia motora e respiratoria
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Manejo: AVC Hemorragico hipertensivo

Monitorar regularmente exame clinico e neurolégico, com a escala de Coma
de Glasgow e escala do NIH

Entubacao e suporte ventilatorio em casos mais graves, com rebaixamento da
consciéncia e coma

Se mudanca do exame, deterioragao neurologica, rebaixamento do Glasgow, TC
de cranio imediatamente!

— FenGmeno da expansao do hematoma (1as. 24h) ou hipertensao
intracraniana

Manejo conjunto com equipe da UTI e Neurocirurgia em casos selecionados



Manejo: AVC Hemorragico hipertensivo

PASSO A PASSO DO TRATAMENTO — HEMATOMA INTRAPARENQUIMATOSO

Internar em:

UTl ou
NeuroUTI ou
U-AVC

N

2

Manejo da PA:

PAS <140-160mmHg
Evitar expansao do
hematoma

8-

Monitorar:

PA

Glicemia
Temperatura
Ex. Neuroldgico
GCS

NIHSS

/

Prevencao de TEV:
Heparina SC (apds
24-48 horas com
hematoma estdvel)

J

Screening de disfagia
+

Fisioterapia Motora

Mobilizar (quando
estdvel clinicamente)

Manejo de HIC:

..Drenagem do
hematoma
..Monitor PIC/DVE
..Hemicraniectomia

o J

N /




Perspectivas

-5 snEalucia

il y 4 - \:_/'
A VE Estimated core 2 ml Hypoperfusion (Tmax>6s) 57 ml
< BMUVEL | Ny Mismatch volume: 55 ml

Mismatch ratio: 28.6
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Perspectivas

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 APRIL 26, 2018 VOL.378 NO.17

Tenecteplase versus Alteplase before Thrombectomy
for Ischemic Stroke

B.C.V. Campbell, PJ. Mitchell, L. Churilov, N. Yassi, TJ. Kleinig, R,J. Dowling, B. Yan, S.J. Bush, H.M. Dewey,

V. Thijs, R. Scroop, M. Simpson, M. Brooks, H. Asadi, T.Y. Wu, D.G. Shah, T. Wijeratne, T. Ang, F. Miteff, C.R. Levi,

E. Rodrigues, H. Zhao, P. Salvaris, C. Garcia-Esperon, P. Bailey, H. Rice, L. de Villiers, H. Brown, K. Redmond,

D. Leggett, J.N. Fink, W. Collecutt, A.A. Wong, C. Muller, A. Coulthard, K. Mitchell, J. Clouston, K. Mahady, D. Field,

H. Ma, T.G. Phan, W. Chong, R.V. Chandra, L.-A. Slater, M. Krause, T.J. Harrington, K.C. Faulder, B.S. Steinfort,
C.F. Bladin, G. Sharma, P.M. Desmond, M.W. Parsons, G.A. Donnan, and S.M. Davis,
for the EXTEND-IA TNK Investigators*

The NEW ENGLAN D
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 MAY 9, 2019 VOL. 380 NO. 19

Thrombolysis Guided by Perfusion Imaging up to 9 Hours
after Onset of Stroke

H. Ma, B.C.V. Campbell, M.W. Parsons, L. Churilov, C.R. Levi, C. Hsu, TJ. Kleinig, T. Wijeratne, S. Curtze,
H.M. Dewey, F. Miteff, C.-H. Tsai, J.-T. Lee, T.G. Phan, N. Mahant, M.-C. Sun, M. Krause, J. Sturm, R. Grimley,
C.-H. Chen, C.-J. Hu, A.AA. Wong, D. Field, Y. Sun, P.A. Barber, A. Sabet, J. Jannes, J.-S. Jeng, B. Clissold, R. Markus,
C.-H. Lin, L.-M. Lien, C.F. Bladin, S. Christensen, N. Yassi, G. Sharma, A. Bivard, P.M. Desmond, B. Yan,

P.J. Mitchell, V. Thijs, L. Carey, A. Meretoja, S.M. Davis, and G.A. Donnan, for the EXTEND Investigators*

Trials estudando NIHSS baixos, oclusoes distais
Uso de TNK como trombolitico no AVCi

TEMPO-2
Resilient-EXTEND (Brasil) | Resilient Extend TNK
Estudos em AVCh




Perspectivas

DOI: 10.1590/0004-282X20130120
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Research

Impact of StrO ke un it in a pu blic hospital on Stroke unit care and trends of in-hospital mortality for stroke in

Germany 2005-2010

length of hospitalization and rate of early Ulrke Nimptsch and Thomas Mansky

mortality of ischemic stroke patients

Impacto da unidade de AVC em hospital piblico sobre a hospitalizacao e mortalidade - 150
no acidente vascular cerebral isquémico

Maria Sheila G. Rocha, Ana Claudia F. Almeida, Osério Abath Neto, Marianna P R. Porto,

Sonia Maria D. Brucki 1% 3%
12% 12%
110 11
10% 10% -
% 9%
o s
2005 2008 2007 2008 2009 2010 00 06 00 00 2008
~@-SU provision before 2007 (260 hospitals) ~e~SU provision before 2007 (260 hospitals)

©-SU mplementation in 2007 or 2008 (58 hospitals) o-su
' ' ——SU implementation in 2009 or 2010 (112 hospitels) ~o—SU impl ion in 2000 or 2010 (112 hospitals)
LI

ion in 2007 or 2008 (58 hospitals)

(734 hospitals)

» No Brasil: Mais Unidades de AVC !!!!

~e~Remainders: SU provision or treatment of ( SU provision or treatment of stroke patients temporary (170-298 hospitals)
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Raridade nos dltimos anos: estudo com trombectomia mecanica (TM) em AVCi vir com resultados BRASILEIRA
negativos. . E foi isso que vimos nos resultados publicados por Meyer e col, no més passado, na revista DE DOEN AS
CEREBROVASCULARES

Stroke.




