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e ischemie / krvaceni
e restart antikoagulacni terapie

e Operace / LP a antikoagula¢ni a antiagregacni terapie
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Mozkova ischemie
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ICMP ICH

20-30% FiS 22-25% FiS
16-38%  OACs 25-70%  OACs assoc ICH
25% Fis de-novo FiS roéni riziko ischemie

permanentni, persistentni 3%

paroxysmalni 2%

subklinicka (device detected) 1%

iICMP riziko recidivy 1% denné béhem 10 dnd

FiS preventabilni
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Restart OACs po ICMP

1-2-3-4 1-3-6-12

registr SAMURAI-NVAF [ T Excluson of ntracorabra bleeding by CT or MRI ]
|
! ! ! |

TIA - mild - moderate - severe stroke D 0 e e

Consider additional clinical factors favouring early / delayed initiation of OAC

Factors favouring early initiation of OAC: Factors favouring delayed initiation of OAC:
Low NIHSS (<8): High NIHSS (>8):
Small/no brain infarction on imaging Large/moderate brain infarction on imaging
High recurrence risk, e.g. cardiac thrombus on echo Needs gastrostomy or major surgical
No need for percutaneous endoscopic gastrostomy intervention
7 7 . No need for carotid surgery Needs carotid surgery
C M P/ Syste m OVa e m b O | | e No haemorrhagic transformation Haemorrhagic transformation
E I I Clinically stable Neurologically unstable

i C M P a r y VS a t e Young patient Elderly patient

Blood pressure is controlled Uncontrolled hypertension

Vyznamné krvaceni NS
Intrakranialni krvaceni ‘ pp——

Evaluate haemorrhagic
transformation by transformation by
CT or MRl at day 6 CT or MRl at day 12

! ! )

Start | day after 3 days after 6 days after 12 days after
OAC acute event acute event acute event acute event

Kimura S et al. Stroke. 2022 May;53(5):1540-1549.
Kirchhof P et al. Eur J Cardiothorac Surg. 2016 Nov;50(5):e1-e88. +
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,lmaging-based” stratifikace - bezpecnd pro restart DOACs po iCMP

Fischer U. et al. NEJM 2023;388:2411-21
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DEFUSE vs DAWN

										DEFUSE-3								DAWN

										≤ 90		≤ 80		age				< 80				≥ 80

										≥ 6				NIHSS				≥ 10		≥ 20		≥ 10

										<70				core [ml]				≤ 30		31-51		≤ 20

										>15				penumbra [ml]

										>1,8				penumbra/core vol



										≤ 2				mRS				≤ 1

										≥ 6				life expectancy				≥ 6

										M1				occlusion				M1

										ICA								ICA
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CAS-APT

				in-stent thrombosis		ICH		sICH

		ASA

		ASA+UHT

		DAPT





List1

						early		late

		30D		composite		2.90%		4.10%

				iCMP		1.40%		2.50%

				ICH		0.20%		0.20%






Intracerebralni krvaceni
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Spontanni ICH

APT OACs
incidence ICH +/- incidence 0,3-3,7%/rok (10-15x vyssi)
redukce SAH
OAC-ICH - vy&&i vék
- extenzivnéjsi morbidita
davka ASA bez vlivu -60% vyznamna invalidita
délka terapie protektivni? -40-50% mortalita
FiS 22-25%
CMB - vznik béhem terapie APT? 2/3 OACs
- riziko ICH? VKA ~25% ICH
- lobarni vs hluboké
- velikost
PLT transfuse - nezlepsuje outcome DOAC vs VKA - riziko ICH (40-65%)

- mortalita +/-
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Rizika po ICH

Ischemie po ICH ischemie krvaceni
5,7% / rok (ICMP, syst. embolie) (ICH, systémové krvaceni) ricH
-5,7%
- 0 CHA:2DS2-VASc Score HAS-BLED Score
(bez ICH 1’86 / I’Ok) gongzestiife heart failure/LV 1 Hypertension i.e. uncontrolled BP 1
_ dysfunction _ o
max 6M pO lCH Hypertension 1 Abnormal renal/liver function lor2 118 7I4 A) / ro k / 5 Iet
Aged =75 years 2 Stroke 1
Diabetes mellitus 1 Bleeding tendency or predisposition 1
. Stroke/TIA/TE 2 Labile INR 1
|CM P 3—7%/[’0'( Vascular disease [prior MI, PAD, or 1 Age (e.g. >65) 1
o aortic plaque]
Aged 65-74 years 1 Drugs (e.g. concomitant aspirin or 1
I M 6 A) NSAIDSs) or alcohol
Sex category [i.e. female gender] 1
Maximum score 9 9 (Ve k, ICH, CSS, CM B)

1M >6M>12M 1M HR6,7
2M  HR42

N lokalizace lobarni, cSAH
Narust rizika: RF a komorbidity HT, FiS, MHV, malignita, APLS
- kumulativné v Case P terapie APT?, OACs

0.96

-svékem

0 10 20 30 40 50

Week

Casolla B et al. Stroke. 2019;50:1100-1107

+
Murthy SB et al. Stroke. 2020;51:137-142. \\(Jff NEMOCNICE | g(
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Restart APT po |CH

RESTART APT no-APT
Velké krvaceni: 7% 9%
EARLY <30D LATE231D Velka ischemie 14% 20%
recurrent ICH (1 rok) 3,12% 3,27% Median nasazeni APT: 76 dni
iCMP 4,80% 4,18%
systémova embolie 8,02% 9,12%
velké krvaceni 4,86% 6,11%
mortalita 9,17% 7,19% etiologie - spont / trauma
lokalizace - hluboké / lobarni
/ \ nalezy na MRl - CMB
1-14D 15-30D
rICH 3,63% 3,94% Restart APT <30D
iICMP 4,83% 4,68% Vysoké riziko TE <14 D
mortalita 4,53% 9,06%

Liu CH et al. Stroke. 2023;54:537-545.
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Restart OACs po ICH

Multiparametrické zhodnoceni

ischemicky profil rizika krvaceni

etiologie, lokalizace
nalezy na MRI CAA

DOAC vs VKA - riziko ICH (40-65%)
- mortalita +/-

Efekt OACS po ICH:

» snizeni mortality a tromboembolismu  3x
» nevyznamny vliv na zvySeni ICH

So SC. Lancet Neurol. (2021) 20:842-53. +
Schreuder F et al. Lancet Neurol. (2021) 20:907—16. \(Jﬁl g
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Timing OACs

Dllezité faktory:
ANO / NE?
timing lokalizace ICH
mecha n ism us vzn | kU De Potter T et al. Current Cardiology Reports (2020) 22: 144
DOAC/ VKA ? OAC tFida (VKA, DOAC, LMWH)
. reversa | " ;:'E:FTRAL ILLUSTRATION: Electrical Isolation of the LAA for Management
M HV cRadiufreq;ency

trombofilni stavy
mozkové malignity
APOE

Alternativni reseni:

LAAO - noninferior (invazivita) 7 ; sy Ocin
VCl - not applicable ‘ A W
INTERCEPT - RCT (superiority over OACs alone ?) L

Excision/ligation

Nishimura, M. et al. J Am Coll Cardiol EP. 2019;5(4):407-16.
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TIming OACs po ICH

72h az 10-30T - ,optimalni interval” znovunasazeni OACs

nejnizsi kombinované riziko rICH a IS
maximalni redukce iktu a vaskularni smrti

10-30 T
ANO / NE 78T

timing ESC GDL 2020 4-8 wks

Guidelines | Year Class of Resumption . L . . L

DOAC / VKA ? RecemrmancEien Recommeﬁdaﬁons After ICH oral anticoagulation in patients with AF may be reiniti-
kel @i GiEnes) ated after 4—8 weeks provided the cause of bleeding or the rele-

ACC Expert 2017 | - Multidisciplinary approach

Consensus for high-risk cases, 4-week vant risk factor has been treated or controlled.

(158) waiting for DOACs

CHEST 2018 | Ungraded consensus- From 48 h to 4 weeks based

Guideline based statement on individual risk/benefit

(117) evaluation.

DOAC preferred.
LAA occlusion for high
recurrent ICH risk

ESO- 2019 | C 4-8 week waiting, individual A H A / AS A G D L 2 O 2 2 7_8 \Y, ks

Karolinska decision-making, DOACs

Stroke Update for NVAF 7. A 4 I I .
ey posouzeni individualnich benefitd a rizik
ESC 2020 | IIa (C) OAC:s re-initiation (2-4

Guidelines (82) 1Ib (B) weeks), after careful

2022 Guideline for the Management of Spontaneous ICH

evaluation of individual
risks and benefits, DOACs

preferred.
LAA occlusion for high o . Lo
| recurrent ICH risk. clinician and patient preferences. Therefore, timing
EHRA 2021 | - 4-8 week waiting after should be considered on a case-by-case basis of
Practical Guide multidisciplinary team . L. . .
(160) assessment, consider no individual risk assessments of thromboembolism,
anticoagulation or LAAO recurrent ICH, and late ICH expansion.

Greenberg SM, et al. Stroke. 2022 Jul;53(7):e282-e361.
Hindricks G, et al. Eur Heart J. 2021 Feb 1;42(5):373-498.
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Restart OACs po ICH

1) kompenzace HT

ANO / NE
2) MRI - high-risk stavy - (cSS, cSAH)
6-8 T (VKA) - occurrence, recurrence
DOAC / VKA
3) DOAC > VKA - riziko ICH (40-65%)
- mortalita +/-
OACs pri CAA - nedostatek dat pro jednoznacny zavéer
Lobarni ICH + (CMB, ¢SS, cSAH) - OACs i LAA mozné
LAAO - bezpecna alternativa, kde neni jind moZnost

3
Luca F. et al. Front Cardiovasc Med. 2023 May 25;10:1061618. \‘Jﬁ/ S
N{Z7 NEMOSNICE  ( (



Restart OACs
N

Restart earlier Restart later
(7-14 days) (6-8 weeks)
? .
ANO / NE * 1 ICH location Deep Lobar* (including CAA)
6-8T (VK A) 2 Mechanism of bleed | Traumatic Spontaneous
3 Anticoagulant class |DOAC Warfarin
DOAC / VKA 4 Other considerations | Risk factors for thromboembolism: Risk factors for bleeding:
* Mechanical prosthetic heart valves » Advanced age (>75 years)
¢ Malignancy ¢ Uncontrolled hypertension (sBP >180 mmHg)
* AF with CHA;DS»-VASc >5 » Heavy alcohol use
* Previous stroke or TIA (< 3 months) ¢ Labile or supratherapeutic INR (3.0)
* Recent VTE (<3 months) * Thrombocytopenia (platelet count <50 x 109/L)
* High-risk thrombophiliaf ¢ Concomitant antiplatelet or NSAID use
kom penzace RF -HT, DM, ... * Malignancy * Chronic kidney disease (CrCl <30 ml/min)
¢ Reversal agents * Apolipoprotein E €2 and &4 polymorphisms

dllezité faktory

DOACs dfive, nez VKA

Z restartu OACs mohou téZit i pacienti s nepfiznivym rizikovym profilem.

Grainger BT et al J Thromb Haemost. 2024 Mar;22(3):594-603. \\‘]ﬁ/j NEMOGCNICE  ( h g ( i
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Operace / LP vs OACs, APTs
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N Minor risk interventions (i.e. infrequent bleeding and with low clinical impact)

L] L]
| m I n e kC e O A < S Dental extractions (1-3 teeth), paradontal surgery, implant positioning, subgingival scalling/cleaning
(] (] Cataract or glaucoma intervention

Endoscopy without biopsy or resection

Superficial surgery (e.g. abscess incision; small dermatologic excisions, skin biopsy)
Pacemaker or ICD implantation (except complex procedures)
Electrophysiological study or catheter ablation (except complex procedures)

Routine elective coronary/peripheral artery intervention (except complex procedures)

E M G ) B O N T Intramuscular injection (e.g. vaccination)

tromboticka rizika > rizika krvaceni i.m. injekce

INR v den aplikace -2-3 (INR: 1,2-4,2) - vakciny 0,6%

kalibr jehly - co nejtenci (25G a vyse) - PNC 0%

svaly - povrchové < hluboke - muskuloskeletalni injekce podlitiny: 8,2% (INR 3,2)
pocet vpichl - co nejméné - analgetika?

J Injection site

lliac crest — - 4 '___'___r._-yﬂnteri_or
SLpenor
iliac spine
ventroglutealni !!
0] 0 )
hematom 0-5,2% vs 0-2,9% deltoideus e
kompartment sy 1 (konz) vastus lateralis (stf 1/3) toghanter

American Association of Neuromuscular & Electrodiagnostic Medicine, 2017. Position statement: risks in diagnostic medicine. In: Medicine, A.A.0.N.E. (Ed.), American Association of Neuromuscular & Electrodiagnostic
Medicine. https://www.aanem.org/Advocacy/Position-Statements/Risks-in-Electrodiagnostic-Medicine.

Tan YL, Wee TC. PM R. 2021 Aug;13(8):880-889.
Fox E et al. ) Thromb Thrombolysis. 2020 Jul;50(1):237-238.

+
Schrader Ch et al. J Neural Transm (2018) 125:173-176 \\(Jf/j éNSEMO_CchlCE ( S(




Operace a OACs - profil rizik

Tromboembolie

CHA,DS,-VASC

MHV
CMP/TIA
VTE

Operacni riziko krvaceni

Risk Category

Mechanical Heart Valve

Atrial Fibrillation

VTE

High (> 10%/y
risk of ATE or >
10%/mo risk of
VTE)

Moderate
(4%-10%/y
risk of ATE or
4%-10%/mo
risk of VTE)

Low (< 4%/y risk
of ATE or
< 2%)/mo risk
of VTE)

Mitral valve with major
risk factors for stroke

Caged ball or tilting-disc
valve in mitral/aortic
position

Recent (< 3 mo) stroke
or TIA

b

Mitral valve without major
risk factors for stroke”

Bileaflet AVR with major
risk factors for stroke”

Bileaflet AVR without
major risk factors for
stroke”

CHA,DS,VASCc score = 7
or CHADS, score of 5 or 6

Recent (< 3 mo) stroke or
TIA

Rheumatic valvular heart
disease

CHA,DS,VASc score of 5 or 6
or CHADS,; score of 3 or 4

CHA,DS,VASc score of 1-4
or CHADS, score of 0-2
(and no prior stroke or
TIA)

Recent (< 3 mo and especially 1 mo) VTE

Severe thrombophilia (deficiency of
protein C, protein S or antithrombin;
homozygous factor V Leiden or
prothrombin gene G20210A mutation
or double heterozygous for each
mutation, multiple thrombophilias)

Antiphospholipid antibodies

Active cancer associated with high VTE
risk®

VTE within past 3-12 mo

Recurrent VTE

Non-severe thrombophilia (heterozygous
factor V Leiden or prothrombin gene
G20210A mutation)

Active cancer or recent history of cancer

VTE > 12 mo ago

Douketis JD et al. Chest. 2022 Nov;162(5):e207-e243.

Douketis JD, Spyropoulos AC. NEJM Evid. 2023 Jun;2(6):EVIDra2200322. doi: 10.1056/EVIDra2200322.

High-bleed-risk surgery/procedure® (30-d risk of
major bleed = 2%)

Low-to-moderate-bleed-risk surgery/procedure®
(30-d risk of major bleed 0%-2%)

Minimal-bleed-risk surgery/procedure® (30-d
risk of major bleed approximately 0%)

Major surgery with extensive tissue injury

Cancer surgery, especially solid tumor resection (lung, esophagus,
gastric, colon, hepatobiliary, pancreatic)

Major orthopedic surgery, including shoulder replacement surgery

Reconstructive plastic surgery

Major thoracic surgery

Urologic or GI surgery, especially anastomosis surgery

Transurethral prostate resection, bladder resection, or tumor ablation

Nephrectomy, kidney biopsy

Colonic polyp resection

Bowel resection

Percutaneous endoscopic gastrostomy placement, endoscopic
retrograde cholangiopancreatography

Surgery in highly vascular organs (kidneys, liver, spleen)
Cardiac, intracranial, or spinal surgery
Any major operation (procedure duration > 45 min)
Neuraxial anesthesia®

Epidural injections
Arthroscopy
Cutaneous/lymph node biopsies
Foot/hand surgery
Coronary angiography
GI endoscopy =+ biopsy
Colonoscopy =+ biopsy
Abdominal hysterectomy
Laparoscopic cholecystectomy
Abdominal hernia repair
Hemorrhoidal surgery
Bronchoscopy + biopsy

Minor dermatologic procedures (excision of basal and squamous cell
skin cancers, actinic keratoses, and premalignant or cancerous skin
nevi)

Ophthalmologic (cataract) procedures

Minor dental procedures (dental extractions, restorations, prosthetics,
endodontics), dental cleanings, fillings

Pacemaker or cardioverter-defibrillator device implantation

\\(}/INEMOCNICE CSC
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krvaceni

A

BRIDGING

,patient-centric approach”

VKA

CMP, VTE
CHA,DS,-VASc

| | > tromboembolie

bikus AoV MHYV, APLS, Ca, trombofilie

+
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Minor-risk surgery

pred

«—————

VKA

1 4g

+ TnxA - vyplach
komprese

DOAC

delayed dose
omited dose

+
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High-risk surg/patient

pFed po
« | | | | | | | | | | »
y < 24h ON
vek
VKA 5DOFF  jrs30 e
LMWH ON +36h ; OFF -24h (12h) ON 12h OFF 5D
A - 24h
=" (48-72h) ON
DOAC 24h/48h (72h) OFF e NG
1D (30-36h) drug level -NO (LMWH 126 - 30)
2D (60-68h)

+
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Operace a OACs

Low-to-moderate-bleed-risk FAVElg 1711 Warfarin*

minimum risk: OACs bez vysazeni!
High-bleed-risk %
LMWH**
low/moderate-risk: ==
VKA: vysadit: -5D,INR< 1,4 (SN ) S R S Y RS N (N N N
restart: DO: vecer (24h) - % S5 4 3 -2 4 0 1 2 3 4 5

(200% prvni davka [Coorr sy |

DOAC: vysadit: D-1 (D-2)
restart: 24h (48-72h moderate/high risk)

Direct Oral Procedure Pre-Procedure DOAC Interruption Post-Procedure Resumption*
Anticoagulant Bleedin
eoagy Risll( 9 Day -6 | Day -5 | Day -4 | Day -3 | Day -2 | Day -1 Day +1| Day +2 | Day +3 | Day +4
o High g S —>
PXEDAN TR > z } >
Dabigatran High > E
. . (CrCI>50 - 3 -
LMWH bridging rutinné NE! i - g "
Dilofigfeliel High > s o
VKA: moderate/high risk 24h - (48-72h) ‘ Low/Mod N : N
postop - profylaxe 3-5D . High > s L —
. . Low/Mod > i >
DOAC: high-risk VTE profylaxe High '
Rivaroxaban |
Low/Mod |

|:| No DOAC administered that day

+
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APT / DAPT
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. v
Perioperacni APT

| Tioagrelor! 4 | P2Y,, inhibitors™** I
ASA Pokles efektu ASA 10% /D [ Gopoger® |

Prasugrel$

I I I I I I [ PR, P I I

,users“ <, non-users”

9 -8 -7 -6 5 -4 3 =2 -1 -1-6h 0 +4-6 h Day +1
. - A
PerIODeracne. | Day of Surgery/Procedure |
ASA - ponechat - users
- vysadit 2 D - high risk (NCH intraaxial)
- restart 3D (NCH intraaxial)
P2Y,, - vysadit 3-7 D
DAPT - ASA ponechat Obnova plného antiagregacniho efektu:
- P2Y,, vysadit 3-7 D ASA minuty
ticagrelol 2h
Urgentni operace (CABG, ...) prasugrel 3D
clopidogrel 4-5D

Trombonaplavy - hemostaticky efekt?

Rychen J et al. Neurosurg Focus. 2023 Oct;55(4):E6.
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Operace po koronarnich stentech

o - o . .
10-15% pacient( / 2 roky po implantaci

I Ticagrelor! W////% | P2Y, inhibitors*** I
DuleZité faktory: [ cemwe |
rasugrel$
typ - DES (6-12 mth)

- BMS (1 mth) I D P I I I I | I I
uloienl' - dominantni CA 9 8 -7 -6 5 -4 -3 =2 -1 -1-6h i +4-6 h Day +1
pOéet | Day of Surgery/Procedure |
délka

High-risk (TE): 2-4T po implantaci stentt!
Velka extrakardialni operace Perioperacné:
ASA no-ASA ASA - ponechat
AIM: 5,1% vs 11,0% P2Y12  -vysaditna3-10D
velké krvaceni: 4.6% vs 3,8% c g _
brldglng - cangrelol  (0,75ug.kg.min’) hi .
. o igh-risk
- GPI (tirofiban, eptifibatide)

+
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Lumba

ED a spina

ni punkce
ni anestezie/ intervence

CESKE BUDEJOVICE, a.s.



Spinalni ED hematom

Incidence 1:1341 - 1:200 000

Outcome - paraplegie, sfinktery o
_43% invalidita Spinadlni hematom

-23% smrt - progresivni motoricky deficit
- sfinkterova dysfunkce
- absence bolesti

Rizika krvaceni - koagulopatie - LP (spindlni intervence) pfed nékolika dny

_vek -dynamika ~ 10-15h
- kalibr jehly

- opakovana inserce MRI nejvyssi priorita

- patefni patologie NCH intervence < 8h!!
- ED > spinalni anestezie

-L>Th

Dodd KC, Emsley HCA, Desborough MJR, Chhetri SK. Periprocedural antithrombotic management for lumbar puncture: Association of British Neurologists clinical

53
guideline. Pract Neurol. 2018 Dec;18(6):436-446. \\%IILQE(M;Q&D.‘J&E C g C




LP a spindini anestezie - PRED

KO, koagulace - obligatorné NE , hematolog
(znamé krvacivé komplikace, genetika, jaterni, renalni onemocnéni)
. . o
Normy: PLT > 40 x 10%/L ,high-risk
PTINR <15 - mortalita 3% vs 40%

APTT norm
orma VTE Patients with a VTE within the previous 3 months.

Very high-risk patients such as patients with a previous
VTE while on therapeutic anticoagulation who now have a
target INR of 3.5.

Bridging; - high-risk tromboembolie AF Patients with a previous stroke/transient ischaemic attack in
last 3 months.
Patients with a previous stroke/transient ischaemic attack
and three or more of the following risk factors:
P Congestive heart failure;
P Hypertension (>140/90 mm Hg or on medication);
» Age>75years;
P Diabetes mellitus.

MHV  Mechanical heart valve patients other than those with a
bileaflet aortic valve and no other risk factors.

+
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LP - specialni situace

VKA - urgence LP

docasna antikoagulace

IVT - (pred)

IVT - (po)

APT - urgence LP

Podminka

Vit-K 5 mg i.v.
PCC 30-50 IU/kg

LP odlozZit (pokud Ize)

Fibrinogen > 1g/I

PLT transfuze ?

Timing
> 6-8h
drive

ukonceni AK
> 3 mésice

OK

> 10D

Mz

N

CE

+
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Lumbar Puncture . brief guide to managing antiplatelets
and anticoagulation in patients

and Bleeding RiSk requiring lumbar puncture (LP).

Patient requires lumbar puncture

R R e Periprocedural antithrombotic

Performing an LP with coagulopathy Suspending antithrombotic treatment comes with
increases the risk of spinal haematoma an increased risk of thrombosis

——— s—— om——. mo— management for lumbar puncture:

is notr ded antiplatelets:
e Consider a patient’s risk of haemorrhage = mechanical hearkvalves - drug eluting stent <12

- - - - -
on an individual basis (a_part from Dlle_aaﬂet aortic valves months
i e | PSSR e i ssociation of British Neurologists
» Consider checking platelet count is >40 - AF with stroke/TIA <3 months, or
x10° and PT/APTT within normal range if CHA,DS -VASE score of >3 ~¥ Consider postponing LP
= 5 U=y =
high risk for coagulopathy: - VTE <3 months or previous

[ = = ]
- liver or renal failure VTE on therapeutic anticoagulation Intermediate risk:
- heparin treatment for >5 days - on dual antiplatelets or

i i — Give bridging therapy with
- haematological disorder ; Z
- d[sseminatid intravascular coagulation treatment dose low molecular complex cardiac history
- personal/family history of unexplained bleeding weight heparin (LMWH) =¥ Consider aspirin bridging
and discuss with cardiology

Intermediate risk:

at hi i or bleedi iscuss wi - 3 b = - 1.2 1.3
vttt S W itz AP Ka.therme Claire Dodd, 4l;ledley CA Emsle){,1 y
Michael J R Desborough,™” Suresh K Chhetri™

Pract Neurol. 2018 Dec;18(6):436-446.

Withhold First dose Withhold I dose
prior to LP after LP prior to LP after LP
Continue No delay chei ?ﬁg’im 12 Hours
conzufraaif,m 6 Hours 12 Hours 4 Hours
cover
7 Days 6 Hours 24 Hours (24 h:‘:'?::fmm}
7 Days 6 Hours 36 Hours 6-12 Hours
24 Hours 6 Hours Avoid LP Avoid LP
8 Hodrg ZhHours 6 Hours HiHode ESA - European Society of Anaesthesiology
45 Hours pr— o Hours 6 Houre ACCP - Amerllcan Col!ege of Chgst Physicians - . N
ASRA - American Society of Regional Anesthesia and Pain Medicine
48 Hours 6 Hours AAGBI - Association of Anaesthetists of Great Britain and Ireland
OAA - Obstetric Anaesthetists” Association
2 )( 1 X Lp )( 1 )( +2 J( +3 ) RA-UK - Regional Anaesthesia UK
3 x  oxopn T tme o BSH - British Society of Haematology

Withhald at 4 hours 2 Sighonce

X v Once INR v v X least 2ahrs " " aprer v’ v ( E S (
subtherapeutic before target range \ / N E M OC N IC E
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Periproceduralni OACs - summary

vysazeni bridging restart CAVE
5D high-risk TE 24h Tranexamic wash/compress
INR<1,3-1,4 postop 3-5D 48-72h high-risk bleed
VKA 36h po VKA / pod th INR 12-24h ACCP |LP |double dose/2D ACCP
cath removal ESA |LP |usualdose
routine anti-Xa - ?
2-4h ASRA 0
UFH 4-6h ESA 0
ASRA
APTT<1,4 RA-UK 0
enoxaparin prophylax 12h 2-4h ESA ESA
LMWH treat 24h 24h ACCP ACCP
4-24h OAA OAA
. 2,5mg 36-42h 6-12h
fondaparinux -
5-10 mg avoid
DOAC - xaban 24h (48h) 0 6h anti Xa, hladiny - ??
dabigatran 48-72h 0 6h high risk TE

+
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DEFUSE vs DAWN

										DEFUSE-3								DAWN

										≤ 90		≤ 80		age				< 80				≥ 80

										≥ 6				NIHSS				≥ 10		≥ 20		≥ 10

										<70				core [ml]				≤ 30		31-51		≤ 20

										>15				penumbra [ml]

										>1,8				penumbra/core vol



										≤ 2				mRS				≤ 1

										≥ 6				life expectancy				≥ 6

										M1				occlusion				M1

										ICA								ICA

										eICA





CAS-APT

				in-stent thrombosis		ICH		sICH

		ASA

		ASA+UHT

		DAPT





List1

						early		late

		30D		composite		2.90%		4.10%

				iCMP		1.40%		2.50%

				ICH		0.20%		0.20%





List2

						perfúze

		okluze		extrakraniální		Cx		 - 

				intrakraniální		Cx		Sc

						SEP		MEP





List3

				min [h]		median [d]		%

		T2-WI		8		3		65

		DWI		24		1		67

		Gd+		72-96		10		39





APTs

		APT

						vysazení				bridging				restart				CAVE

		ASA				0				0				1-2h				high-bleed-risk

		dipyridamol				10-12h		LP						6h

						24h				0

		cilostazol				42h				0				5-6h

		P2Y12		clopidogrel		5D				0				0 LP; < 24h

				ticagrelol		3-5D				0				0 LP; < 24h

				prasugrel		7-10D				0				6h LP; < 24h

				cangrelol		1-6h				0				6h				high-risk , 2-4Wks after coronary stent

		GPI		eptifibatide		4-8h				0				24h				high-risk , 2-4Wks after coronary stent

				tirofiban		4-8h				0				24h

				abciximab		48h				0				24h





OACs

		OACs

								vysazení						bridging				restart						CAVE

		VKA						5D						high-risk TE				24h						Tranexamic wash/compress

								INR < 1,3-1,4						postop 3-5D				48-72h 						high-risk bleed

														36h po VKA / pod th INR				12-24h		ACCP		LP		double dose/2D 		ACCP

																		cath removal		ESA		LP		usual dose

																								routine anti-Xa - ?

		UFH						2-4h		ASRA				0

								4-6h		ESA				0

								APTT ≤1,4		ASRA
RA-UK				0

		LMWH		enoxaparin		prophylax		12h										2-4h		ESA						ESA

						treat		24h										24h		ACCP						ACCP

																		4-24h		OAA						OAA

		fondaparinux				2,5mg		36-42h										6-12h

						5-10 mg		avoid

		DOAC		 - xaban				24h (48h)						0				6h						anti Xa, hladiny - ??

				dabigatran				48-72h						0				6h						high risk TE






Periproceduralni APTs - summary

vysazeni bridging restart CAVE
ASA 0 0 1-2h high-bleed-risk
dipyridamol 10-12n LP 6h
24h 0
cilostazol 42h 0 5-6h
clopidogrel 5D 0 0 LP; <24h
P2Y,, ticagrelol 3-5D 0 0LP; <24h
prasugrel 7-10D 0 6h LP; <24h
cangrelol 1-6h 0 6h high-risk , 2-4WKs after coronary stent
eptifibatide 4-8h 0 24h high-risk , 2-4Wks after coronary stent
GPI tirofiban 4-8h 0 24h
abciximab 48h 0 24h
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DEFUSE vs DAWN

										DEFUSE-3								DAWN

										≤ 90		≤ 80		age				< 80				≥ 80

										≥ 6				NIHSS				≥ 10		≥ 20		≥ 10

										<70				core [ml]				≤ 30		31-51		≤ 20

										>15				penumbra [ml]

										>1,8				penumbra/core vol



										≤ 2				mRS				≤ 1

										≥ 6				life expectancy				≥ 6

										M1				occlusion				M1

										ICA								ICA

										eICA





CAS-APT

				in-stent thrombosis		ICH		sICH

		ASA

		ASA+UHT

		DAPT





List1

						early		late

		30D		composite		2.90%		4.10%

				iCMP		1.40%		2.50%

				ICH		0.20%		0.20%





List2

						perfúze

		okluze		extrakraniální		Cx		 - 

				intrakraniální		Cx		Sc

						SEP		MEP





List3

				min [h]		median [d]		%

		T2-WI		8		3		65

		DWI		24		1		67

		Gd+		72-96		10		39





APTs

		APT

						vysazení				bridging				restart				CAVE

		ASA				0				0				1-2h				high-bleed-risk

		dipyridamol				10-12h		LP						6h

						24h				0

		cilostazol				42h				0				5-6h

		P2Y12		clopidogrel		5D				0				0 LP; < 24h

				ticagrelol		3-5D				0				0 LP; < 24h

				prasugrel		7-10D				0				6h LP; < 24h

				cangrelol		1-6h				0				6h				high-risk , 2-4Wks after coronary stent

		GPI		eptifibatide		4-8h				0				24h				high-risk , 2-4Wks after coronary stent

				tirofiban		4-8h				0				24h

				abciximab		48h				0				24h





OACs

		OACs

								vysazení						bridging				restart						CAVE

		VKA						5D						high-risk TE				24h						Tranexamic wash/compress

								INR < 1,3-1,4						postop 3-5D				48-72h 						high-risk bleed

														36h po VKA / pod th INR										routine anti-Xa - ?

																								200%/2D vs 100%

		UFH						2-4h		ASRA				0

								4-6h		ESA				0

								APTT ≤1,4		ASRA
RA-UK				0

		LMWH		enoxaparin		prophylax		12h										2-4h		ESA

						treat		24h										24h		ACCP

																		4-24h		OAA

		fondaparinux				2,5mg		36-42h										6-12h

						5-10 mg		avoid

		DOAC		 - xaban				24h (48h)						0				6h						anti Xa, hladiny - ??

				dabigatran				48-72h						0				6h						high risk TE
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