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Zakladni principy rekanalizace
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IVT u pacientU s ,malym" neurologickym deficitem

Vyznamny Nevyznamny




Minor stroke, 2/3 pacientU s ischemickou CMP
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Maly deficit, vyznamny nebo nevyznamny ?




Maly deficit, vyznamny nebo nevyznamny ?
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NIHSS

93 517 pacienty

31,2 % nebylo |éCeno IVT pro maly
nebo rychle se zlepsujici deficit

> 1,1 % zemrelo
> 28,3 % nebylo propusténo domu
(institucionalni péce)
> 28,5% z propusténych domU
nebylo schopno samostatné chize

Smith EE et al., Stroke 2011



Minor stroke

Minor stroke NIHSS o-4 Recommendation

Nehendikepuj IICII For patients with acute minor, disabling isc:hacmic
stroke of <4.5h duration, we recommend intrave-
Hendikepuj IICII nous.thm{nb(‘)lysis with altcplaﬁf.ﬂ\
Quality of evidence: Moderate ©4HOD
Strength of recommendation: Strong 11

NIHSS nepostihne vsechny situace !

Definice hendikepujiciho deficitu

Deficit, ktery pokud se nezlepsi, omezi pacientovi zakladni aktivity
denniho zivota (ADL, tj. sebeobsluhu, hygienu, jidlo) nebo navrat do
prace ¢i vykonavani oblibenych ¢innosti (hobby).

Berge et al. European Stroke Journal 2021..



Hendikepujici deficit?

lehka pareza kvadrantopsie anomicka afazie
NIHSS 1 NIHSS 1
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Minor stroke: nehendikepujici deficit a IVT

Nehendikepuijici deficit

> Netrombolyzovat pfi normalnim
CTA

> Pokud je soucasné uzavér velke
tepny na CTA, pak trombolyzovat
(data a stanoviska expertd svedci

pro provedeni IVT)

Recommendation

For patients with acute minor non-disabling
ischaemic stroke of <4.5h duration, we suggest
no intravenous thrombolysis. For patients with
minor stroke and large-vessel occlusion, please
refer to the section below (PICO 9.3).
Quality of evidence: Moderate DD

Expert consensus statement

For patients with acute minor, non-disabling
ischaemic stroke of<4.5h duration, and with
large-vessel occlusion, 6 of 8 group members sug-
gest intravenous thrombolysis with alteplase.

1. Berge et al. European Stroke Journal 2021. 2. Neumann et al. Cesk Slov Neurol N 2021




Expert consensus statement

For patients with acute ischaemic stroke of <4.5h
duration, and rapidly improving neurological
signs, which are still disabling, 8 of 9 group mem-
bers suggest intravenous thrombolysis with
alteplase.

The group agreed that the treatment decision
should be based on the clinical status at presenta-
tion, and that it is not justifiable to wait for reso-
lution of symptoms.

1. Neumann et al. Cesk Slov Neurol N 2021;. 2. Berge et al. European Stroke Journal 2021.



IVT u pacientu s epileptickym zachvatem




IVT u pacientU s epileptickym zachvatem

~Mylne" lecen IVT (?zvysené riziko sICH?)

Chybné nelécen IVT (thorsi klinicky outcome!)

1. Polymeris et al. Ann Neurol 2019. 2. Wang et al. Neurology 2017. 3. Lamy et al. Neurology 2003



Epilepticky zachvat a loziskovy neurologicky deficit

Epilepticky zachvat s pretrvavajicim loziskovym neurologickym deficitem

IVT ANO, kdyz ma neurologicky deficit vztah k iCMP

PrUkaz okluze intrakranialni tepny
Casné ischemické zmény na NCCT nebo DWI-MR ¢i pozitivni CTP

Stroke mimics (epilepticky zachvat + neurologicky deficit, 15-25%), vCasné
provedeni IVT je preferovano pred zpozdénim nebo nepodanim z ddvodu dalsi
diagnostiky! Riziko sICH je velmi nizkeé (< 0,5 % NINDS, 0,2% ECASS Il a dle
SITS-MOST je riziko 0%!)

Vylouceno kraniotrauma (kontuze, SDH), tumor mozku, absces mozku ...

1. Berge et al. Eur J Stroke 2021. 2. Neumann et al. Cesk Slov Neurol N 2021. 3. Kesselman et al. Eur J Stroke 2019



IVT u antikoagulovanych pacientu

Warfarin




Klicove otazky

Lze bezpecné a ,jednoduse" provest IVT ?

Lze zrusit UCinek antikoagulancia a provest IVT?

Je indikovana MT (okluze velkeé tepny)? W-INR > 1,7; DOAC



IVT a antikoagulacni terapie VKA

Klinicka doporuceni:
U pacientd naVKA s INR > 1,7 neni IVT doporucena.

Pacienti naVKA s INR > 1,7 nebyli v RCT

Zcela minimalni data o IVT u pacienti naVKAsINR > 1,7 s
velmi variabilnimi pocty SICH:

0/142
1/33 (3 %0)3
3/10 (33 %)+

1. Berge E, et al. Eur J Stroke 2021; 2. Frank B, et al. Stroke 2013; 3. XianY, et al. JAMA 2012; 4. Frey JL, et al. Neurology 2007

For patients with acute ischaemic stroke of

<4.5 h duration, who use vitamin K
antagonists and have INR < 1.7 we rec-
ommend intravenous thrombolysis with
alteplase.
Quality of e nce: Low
Strength of recommendation: Strong

For patients with acute ischaemic stroke of
<4.5 h duration, who use vitamin K
antagonists and have INR > 1.7 we rec-
ommend no intravenous thrombolysis.

Strength of recommendation: Strong | |

For patients with acute ischaemic stroke of
<4.5 h duration, who use vitamin K
antagonists, and for whom the results of
coagulation testing is unknown, we rec-
ommend no intravenous thrombolysis.

Strength of recommendation: Strong | |



IVT u warfarinizoanych pacientU, soucasny stav

INR<1,7
IVT Ize bezpecné provest

INR > 1,7
IVT je kontraindikovana

Ale, co kdyz ...

1. Berge et al. Eur J Stroke 2021. 2. Neumann et al. Cesk Slov Neurol N 2021. 3. Powers et al. Stroke 2018-2019



IVT a Warfarin > 1,7

Zena, 76 |.
Warfarinizovana pro mechanickou nahradu srdecni chlopné
Aktivni zivot (hobby, kulturni a sportovni aktivity)

Jasny neurologicky deficit s fluktuujicim NIHSS 7-9
Bedside INR=1,91

CT mozku bez ICH, bez Cerstvé ischemie

CTA bez okluze velké tepny



Podan 4 slozkovy koncentrat protrombinoveho komplexu
(4F-PCC)

INR po podani 1,4
Provedena IVT (alteplaza) ve standardnim davkovani
Kontrolni CT mozku/24 h bez ICH

mRS za 3 mesice =0



IVT a Warfarin > 1,7 + 4F-PCC, zkuSenosti z praxe

25 IU/kg for baseline INR of 2-3

35 |U/kg for baseline INR of 4-6

50 IU/kg for baseline INR of > 6




IVT u pacientd s ischemickou CMP a INR > 1,7

RESULTS— Twenty-six patients (age, 77.8+12.8 years; atrial fibrillation, 84.6%; initial National
Institutes of Health Stroke Scale, 11.6+£5.6) were prospectively included. INR values were
2.3%0.6 initially and 1.3+0.2, 5 minutes postreversal. No symptomatic intracranial hemorrhage
or thrombotic events occurred during the first 3 days. One patient developed major systemic
hemorrhoidal bleeding that required blood transfusion; 61.5% of the patients were
independent (modified Rankin Scale score of <2) at 3 months.

CONCLUSIONS— A reversal strategy of 4-factor prothrombin complex concentrate bolus and
vitamin K before IVT could be feasible and safe in acute ischemic stroke patients under VKA
with INR >1.7. Well-designed, randomized controlled trials are warranted to confirm these
preliminary findings.



IVT a LMWH

LMWH v profylakticke davce v prevenci TEN neni
kontraindikaci IVT

LMWH v terapeutické (,plné“) davce je kontraindikaci IVT,
pokud byla podana < 24 h pred IVT (Protamin x)

LMWH v terapeuticke davce s neznamou dobu podani, IVT je
kontraindikovana pokud je aPTT nad horni limit [aboratore

1. Berge et al. Eur J Stroke 2021. 2. Neumann et al. Cesk Slov Neurol N 2021. 3. Powers et al. Stroke 2018-2019



IVT a DOAC, jen > 48 h ???, testy ???

" Bn l’

Recommendation » Uzivani pfimych (direktnich) peroral-
For patients with acute ischaemic.stroke of < 4.5h nich antikoagulancii (DOAK) v posled-
duration, who used a NOAC during the last 48h nich 48 h pred vznikem iICMP, pokud
before stroke onset, and for whom there is no spe- T S S T S S-S T PP
- . . . . . nenlt Znaima nepo J© LV VSEnNa Noar Ola
cific coagulation tests available (i.e. calibrated anti- L : o
Xa-activity for factor Xa inhibitors, thrombin time prislusnych testu pro dany lek nad
for dabigatran, or the NOAC blood concentra- horni limit laboratore. Témito testy jsou
tions), we suggest no intravenous thrombolysis. Al B e E e (TT e
), oc prodlouzeny trombinovy ¢as (TT nad
Strength of recommendation: Strong OU 5) NEDO Zvysend hv'i 10ta specinc

Keho testu anti-Xa.

Berge et al. Eur J Stroke 2021 Neumann et al. Cesk Slov Neurol N 2021

Kazdy 6 pacient s ICMP ma DOAC (o 50% nizsi riziko ICH oproti W)



IVT a Dabigatran

IVT je mozne zvazit, pokud je normalni aPTT, TT a PT

IVT Ize provést po zruseni UCinku dabigatranu antidotem
idarucizumab (Praxbind)
davka 5 g (2x2,5 g/5s0 ml a 5-10 min.) i.v.
po podani antidota provest vysSetreni aPTT, TT a soucasné zahajit
IVT dle standardniho schématu
pokud je aPTT aTT nad horni limit laboratore je doporuceno ukoncit
VT

1. Berge et al. Eur J Stroke 2021. 2. Neumann et al. Cesk Slov Neurol N 2021. 3. Diener et al., Int J Stroke 2017.



IVT a Xabany (apixaban, rivaroxaban, endoxaban), >24h?

UZivani apixabanu nebo rivaroxabanu.
Recommendation

For patients with acute ischaemic.stroke of <4.5h
duration, who used a NOAC during the last 48h
before stroke onset, and for whom there is no spe-
cific coagulation tests available (i.e. calibrated anti-

CoTTE T LT A gula¢niho ucinku pri Zivot ohrozujicim
Xa-activity for factor Xa inhibitors, thrombin time 2 obantralavatelném krvicent U nri
) T o i Ci nekontrolovatelném krvaceni. V p
for dabigatran, or the NOAC blood concentra- padé akutniho mozkového infarktu
tions), we suggest no intravenous thrombolysis. a soucasného uzivani téchto 1€kl z

Strength of recommendation: Strong

wedenim IVT.

nym prc

Berge et al. Eur J Stroke 2021 Neumann et al. Cesk Slov Neurol N 2021



IVT a DOAC, soucasny stav

Dagibatran
uziti > 48 h
nebo trombinovy Cas (TT) <60 s
nebo antidotum ano

Xabany
uziti > 48 h
nebo anti-Xa < 0,5 U/ml

nebo antidotum ne

Sanak, Neumann. CMP Journal 2022



IVT u pacientu s uzivajicich xabany
(apixaban, rivaroxaban, endoxaban)

Neco noveho ? (<482, <24 h?)

DOAC maji 0 50% nizsi riziko ICH nez Warfarin

U experimentalni ischemicke CMP navic DOAC nezvysovaly riziko ICH,

zatimco Warfarin ano



IVT a DOAC

Outcome Controls
(n=32
035)
Primary outcome
Symptomatic 4.1 (3.9-
intracranial 4.4)

hemorrhage
within 36 h, %

(95% CI)

All
patients
with
recent
ingestion
of DOACs
(n=832)

2.5 (1.6-
3.8)

DOAC
plasma
levels
measured

(n=225)

3.1 (1.3-
6.3)

Idarucizumab Neither known

(n=252)

1.2 (0.2-3.4)

levels nor
idarucizumab
(n=355)

3.1 (1.6-5.5)



CONCLUSIONS

In patients presenting with acute ischemic stroke who were taking

DOAC, IVT administration was not associated with an increase in

hemorrhagic complications compared with patients not taking ”

I\ DOAC, including symptomatic intracranial hemorrhage, any | g
intracranial hemorrhage, or serious systemic bleeding. In addition,

there was no significant difference in functional independence at
90 days in patients using the DOAC before IVT administration
sicy when compared with non-DOAC cohorts. The sICH rate did not 54
differ for patients who received idaracizumab before IVT versus
Systém those who did not. In the absence of prospective trials to provide o asauen

1, MD; Juan

a more rigorous assessment of the risk/benefits in this specific paron

'ungSub Shim, MD;

mRS o- population, the use of IVT may be justified in cases where the »®: Santiago
recent use of DOAC is unclear.

ICHLC



Vysoky krevni tlak v hyperakutni a akutni fazi
ischemicke CMP




Vysoky TK v akutni fazi ischemicke CMP

V akutni fazi ischemickeho iktu ma az 75-80 % nemocnych vysoky krevni
tlak, coz je fenomen, ktery dosud nebyl zcela objasnén.

Klinicka doporuceni doporucuji tolerovat TK do 220/120 mmHg (bez IVT),
185/110 mmHg a 180/105 mmHg u pacientU pred a po provedeni IVT, MT.

VétsSina observacnich studii zjistila signifikantni souvislost mezi vyssim
vstupnim systolickym TK a horsim klinickym vysledkem.

Riziko nejobavanejsi komplikace: sICH nebo hemoragicka transformace.



A

IVtPA

Before IV tPA

<185/110 mmHg
within 1 hour

During and for 24 hours
after IVtPA

<185/105 mmHg

B/

Endovascular treatment

Stroke onset

During and for 24 hours
after endovascular treatment
<185/105 mmHg
24 hr
|f failed reperfusion
- SBP 2150 mmHg (ESCAPE)
If successful reperfusion
- SBP <140 mmHg (DAWN) 72hr
If hemorrhagic transformation
- SBP <140 mmHg (DAWN)
Discharge
Time from

stroke oneset

C/

Acute phase, general

2220/120 mmHg
Generally lower BP by 15%

first 24 hours after stroke

Lowering BP has uncertain
benefit within 48-72 hours

Patient with BP >140/90 mmHg
and neurologically stable

start antihypertensive during
hospitalization

Hypertension with severe
acute comorbidities
< Lower BP by 15% from
220/120 mmHg s ot
Initiating antihypertensive is
safe, but not effective to prevent
death of dependency

Hypertension and
hypovolemia should be
corrected




Nekorigovatelny TK — IVT NE!

Pokud nelze TK snizit pod 185/2110 mmHg, pak nepodavat IVT!

Recommendation

For patients with acute ischaemic stroke of <4.5h
duration, and with persistently increased systolic
blood pressure >185mmHg or diastolic blood
pressure >110mm Hg even after blood pressure
lowering treatment, we suggest no intravenous
thrombolysis.

Strength of recommendation: Strong | |

Recommendation

For patients with acute ischaemic stroke of <4.5h
duration, and with systolic blood pressure
>185mm Hg or diastolic blood pressure
>110mm Hg, which has subsequently been low-
ered to <185 and <110mm Hg, we recommend
intravenous thrombolysis with alteplase.

Quality of evidence: Low

Strength of recommendation: Strong T1

Berge et al. Eur J Stroke 2021




TK béhem IVT a 24h po IVT < 180/105 mmHg

2. Patients wio have elevaled BP and are otherwise eligible for treatment with
IV alteplase should have their BP carefully lowered so that their SBP is <185
mm Hg and their diastolic BP is <110 mm Hg before IV fibrinolytic therapy is

nitlated. ' I B-NR
' 0E ! " 10 B« 1 mm b vt and Mg dast fore In m
1801 ia for e st 24 " s 1. Option t ot R 3t ; AIS w
e i f 3 1 ) Y Are o ™ prvat L ) 1 Pat the
= % e | ' W ) and 4 wmll
L ¥y | ', ! 1 n - 4 f 9 i . L ¥ 1
abie | tt u the | V alte
3. In patients for whom mechanical thrombeclomy is planned and who have (
not received IV fibrinolytic therapy, it is reasonable to maintain BP <185/110 Ra B-NR
mm Hg before the procedurre, .
{ the 6 RCTs that each independently demonstrated "1 hanefit of - thrombeciomy with stent retris
oo f from - o1, 5 MEVASCA WIF ME. EXTEND-A. THRA nd M EAN
| ) y & for BP »1 Ha The six A 1 1 Ry ex ; AWN 2
20 AN &x | } fata ! RP 1 2000 ' gob '
T t Morey ents ' Jur jec t Y




Variabilita TK behem IVT a 24 h po IVT s TK

180/105 mmHg

Je spojens
negativnim ovlivnénim mozkove perfuze
vetsi progresi mozkove ischemie/infarktu
vyssim rizikem sICH nebo hemoragické transformace
nizsi pravdépodobnosti na dosazeni funkéni nezavislosti a snizeni invalidity
nepriznivym klinickym stavem po 3 mésicich (mRS 3-5) a vyssi mortalitou

vyssim rizikem recidivy ischemického iktu béhem 3 m, pokud vysoky TK byl po

dobu 72-96 h

1. Kellert et al. Cerebrovasc. Dis. 2012. 2. Kellert et al. Stroke 20217. 3. Endo et al. Stroke 2013. 4. Delgado-
Mederos et al. Neurology 2008. 5. He et al. J Hypertension 2022. Malhotra et al. J of Stroke 2019.



Krevni tlak a ischemicka CMP lecena IVT

sICH(+) —— mRS 0-1 —_— Died
sICH(-) mRS 2-6 Survived
180 180 180

(mmHg)

Komparace mezi
sTK

160 [ | 160

\o—N \\\\W"* sICH

MRS (3 M)
mortalitou (3 m)

160

140

120 120 i i t 120

P=0.083 P < 0.001 P=0.762
100 100 100

ini O 4 8 12 16 20 24 ini O 4 8 12 16 20 24 ini 0O 4 8 12 16 20 24

(h)

Endo et al. (The SAMURAI rt-PA Registry). Stroke 2013



Krevni tlak a ischemicka CMP lecena IVT

24h-SBP

24h-SBP

ol
X
& 90-d mRS ]
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Al 2
('
K na
B 4
B 5
=) B s c e
5 klinicky stav (mRS)
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0% 20% 40% 60% 80% 100%

1. Qin et al. BMC Neurology 2022. 2. Chen et al. J of Neurology 2023,



Agresivni snizeni TK ?

Porucha (zhorseni) mozkove perfuze
Poskozeni viabilni penumbry

Progrese ischemie/infarktu

Zhorseni neurologického deficitu a vyssi pravdépodobnost
neprizniveho klinického stavu



Dead within 14 days (%)
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european journal of neurology

the official journal of the european academy of neurology

en Access

EAN Guidelines/CME Article &) Free Access

European Academy of Neurology and European Stroke
Organization consensus statement and practical
guidance for pre-hospital management of stroke

Recommendation

Pre-hospital treatment of high blood pressure in people suspected of acute
stroke is not recommended.

(weak; very low quality of evidence)




Prednemocnicni faze aTK > 185/110 mmHg

CMP triaz pozitivni pacient a v okné pro IVT
Akcelerace TK > 185/110 mmHg

Korekce TK v terénu: ANO
Pri jake hodnote TK ?: systola > 185 mmHg a diastola > 120 mmHg ?
Jaky lek: i.v. urapidil (Tachyben, Ebrantil 5 mg/2 ml), inicialni bolus 10-25
mg
Kl: znamy AV blok II-11l st., aortalni stenoza nebo koarktace aorty

Zvazit i sedaci (diazepam) pri zrejme tenzi, uzkosti, neklidu



Vysoky krevni tlak - moznosti ovlivnéni v terenu

Hodnoty TK
systola 185-200 mmHg a/nebo diastola 110-115 mmHg ??? (nedélat nic
nebo zkusit podat i.v. 10-12,5 mg urapidil (2-2,5 ml))

systola 200-220 mmHg a/nebo diastola 115-120 mmHg podat i.v. 12,5-25
mg urapidil (2,5-5 ml)

systola > 220 mmHg a/nebo diastola > 120 mmHg podat i.v. 25-50 mg
urapidil (5-10 ml)

ucCinek za 5-10 min., Ize opakovat



Ch

Cilem studie je posouzeni UCinnosti a bezpecnosti intenzivniho snizeni TK
v prednemocnicni fazi u pacientd s podezrenim na akutni cévni
mozkovou prihodu.

Lécba: i.v. urapidil prisTK >150 mmHg

Prvni skupina: snizeni sTK k cilovému sTK 130-140 mmHg behem 30 min.
Druha skupina: nesnizovat TK, pokud neni sTK > 220 mmHg

Primarni cil: 9o denni mRS

Mezi bfeznem 2020 a dubnem 2023 bylo randomizovano 2053 pacientd
(prOmérny vék 7o let, z toho 39% Zen), prOmérny TK 178/98 mmHg, 45%
pacient0 mélo diagnozu primarniho ICH v dobé prijeti do nemocnice.



Prerusit IVT ...

Recommendations

|. In patients with acute ischaemic stroke undergoing treat-
ment with intravenous thrombolysis (with or without
mechanical thrombectomy) we suggest maintaining
blood pressure below 185/110 mm Hg before bolus and
below 180/105 mm Hg after bolus, and for 24 hours after
alteplase infusion. No specific blood pressure-lowering
agent can be recommended.

Quality of evidence:

Strength of recommendation:

2. In patients with acute ischaemic stroke undergoing treat-
ment with intravenous thrombolysis (with or without
mechanical thrombectomy) we suggest against lowering
systolic blood pressure to a target of 130-140 mm Hg
compared to <180 mm Hg during the first 72 hours fol-
lowing of symptom onset.

Quality of evidence: Moderate

Strength of recommendation:

.. Neukoncit IVT



TK > 180/105 mmHg behem IVT a 24 h po IVT

Data z klinickych studii naznacuji, ze intenzivnéjsi kontrola TK
(pod doporucenymi hladinami 18o/205 mm Hg) behem IVT
nebo po IVT je bezpecna a mUze dale zlepsit klinicke vysledky
a snizit miru symptomatického intrakranialniho krvaceni.

1. Martin-Shild S et al. Arch Neurol 2008. 2. Sandset EC Lancet Neurol 2014



TK > 180/205 mmHg behem IVT

Nedélat nic ...

Neprerusovat IVT a korigovat TK béhem IVT

prvnivolba bolusové i.v. urapidil nebo bolus urapidilu i.v. + kontinualné i.v. (50 mg
urapidilu/so ml FR, rychlost infuze 2—5 ml/ min), TK 160-180/80-100 mmHg

cave agresivni snizeni TK < 120-140/70-80 mmHg

Prerusit IVT, provést korekci TK (i.v. urapidil) a znovu zahajit IVT (jak ?)
5 min. a delSi preruseni je spojeno s vyznamnym poklesem sérové hladiny t-PA ...
bolus (10% vahy + pokracovat v infuzi)



effects of interruptions in t-PA infusion

infusion interruption = 5 min infusion interruption = 10 min infusion interruption = 15 min
2. bolus =3.7 mg 2. bolus =53 mg 2. bolus =6.1 mg

t-PA concentration (ng/ml)
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Otazky a resené kontroverze v indikaci IVT




Co neni kontraindikaci IVT

Microbleeds
neznama anamnéza, IVT ano, ... MR nedélat
znamy vyskyt (< 10),IVT ano
znamy vyskyt (> 120), IVT neni doporucena, ale praxe byva jina

Incidentalni mozkové aneurysma

aneuryzma < 10 mm: provedeni IVT je bezpecné a doporuceneé

VVVVVV

neurologickém deficitu

Neumann et al. Cesk Slov Neurol N 2021. Berge et al. European Stroke Journal 2021.



Co neni kontraindikaci IVT

Nedavna TIA nebo minor stroke
Leukoaraiosa
Menstruace

Uzivani antiagregacni lecby vcetne dualni antiagregace

Extraaxialni tumory CNS (meningeom, schwanom apod.)

Neumann et al. Cesk Slov Neurol N 2021. Berge et al. European Stroke Journal 2021



IVT aMT u LVO

Bridging




Ukoncit IVT pred MT pro LVO ?

IVT: Casna mira rekanalizace LVO az 41%, ale dobry klinicky
VYSlede kU 29% Ospel JM et al., Stroke 2021 (ESCAPE Study)

MT: Casna Uspésna rekanalizace (TICl 2b-3) > 60-70%, priznivy
klinicky vysledek u cca 40-60%

MT: Casna kompletni rekanalizace (TICI 3), pfiznivy klinicky
vysledek u cca 50-75% Bai X et al., Neuroradiology 2021



Ukoncit IVT pred MT pro LVO ?

Kombinovana terapie IVT + MT je dnes standardem péce u pacient0 s
akutnim ischemickym iktem a LVO (AIS-LVO)

Predmeét diskuze: ukoncit IVT pred MT nebo pokracovat béhem MT
Obavy ze zvySeného rizika iatrogenniho sICH nebo fragmentace
tromb0 s distalni embolizaci
Pokracovat v IVT pro tendenci k vyssi mire rekanalizace a lepSimu
klinickemu vysledku

1. Kellert et al. Eur Stroke J 2017. 2. Sanak et al. J Vasc Interv Radiol 2013 (stent retriver)



Modified Rankin Scale Score
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Thrombectomy
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Endovascular
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(N=328)
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Overlap IVT a MT vs. Direct MT

Distribution of modified Rankin Scale score
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Burian E. et al., Clin Neuroradiol. 2023 (GSR-ET), 2267 pac.



Dékuji za pozornost. Zvidave otazky?




