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[TAPOY2ZIAXH ITEPIZTATIKOY

= Avépag 79 etwv dtakopiletal ota TEIT Tov voookopelov pog ota TTAQLOLO EKTITWOT)G

EMTTES OV GUVELOT|CEWC.
To mepIBAAAOV ava@EPEL TTWGS 0 A0OEVIIG APUTIVIOTNKE TIPO WPNS, KAHBOAX (PUGLOAOYIKOG,

TIPOKELLEVOV VA ETLOKEPOEL TO WC, OTIOU KAL ELPAVICE ETELCOSL0 TTTWONG €E 16iov VoL,

= ATOULKO OVOUVNOTIKO :
IAEE mpo 1,5 £toug
OEM mpo 10etiag
AY

= QapUAKEVLTIKN AYWYN:
AlaAeimovoa A salospir 100mg 1x1
= ZoTika onueto:All 140/70 mmHg, Z¢ 58/ Aettto, pubuikdg, sat O2 93%, stick Glu

117mg/ml, amdpetog




ANTIKEIMENIKH NEYFOAOTI'IKH EEETAZH XTA TEII

= AoBeviic LTTVNALKOG, KAEloTOL 0OaApOL, aUTVI(ETHL OTA AEKTIKE, EVTOTII(EL 0T
EMWOLVA

= lookopikog, PKA (+) apgpotepdmAsupa

= AUTOPOTOG AOYOG aTtwV, OV ETTavVaAapBavel, Sev Katovoudlel, 0ev EKTEAEL OUTE ATIAEG
oUTE OVUVOETEG EVIOAEG 2 KOV OALKNG apaoiog

= Eyke@aAlkég oulLYIeG: TTTWOT YWVING OTOUATOG SEELA, AOLTIEG SEV EKTILWVTOL
= [TapeyKe@AALOIKEG SOKLUACLEG: OEV EKTIUWVTAL
= AgELA OPOTILUN NULTANYLO KoL avaloOnoia

= [TeApatioio avToavakAaoTIKA: SEEL EKTATIKO, APLOTEPO KAUTITIKO




[TPOLITEAAXH XTA TEII

= Elkova alpvidlag eyKkatadoTaonS E0TIAKNG VEUPOAOYLKNG ONUELOAOYIAC, LE OALKN apacia Kot
Se€la nuumAnyila -2 mlbavo AEE

= 'Qpa Evapinc copntwpatwyv : 06.00
Qpa apiénc ota TENl : 07.11

= AoBevic vtoymeiog yia Opopfoivon
= 'EA€YX0G KpLTNpLlwV E160O0V KL ATTOKAELGHOV : TIANpoUVTAL

= NTIHSS : 23
= KAlon afovikoU pe mpwtokoAAo BpoufBoAvong

Xopnynon pwikov 02 ota 31t
TomtoBetnom 2 pAeBokabeTn)pwV ,00PO0KABETIIPA KAL PLVOYACTPLKOV OCWAN VA

AwoAnyia kat Stactavpwon




ONIKH EI'KE®PAAOQY ITPO OPOMBOAYXHX

A=




ENACODAEBIA GPOMBOAY2ZH

= Xopnynon Actilyse o115 08.00 kot kAlon ME® mtpog avalnintnon StaBeoiung KAIvng

- Bx= 83 Kg

YYNOAIKH AOXZH: 0,9mg/kg BE 75 mg
10%bolus o¢ 1-2min 8 mg
YmoAoumo o€ pla wpa 6€ ouvexny 67 mg
£yxvon
= NIHSS exktiunon kata v 1" wpa
NIHSS at 15min 23
NIHSS at 30min 23
NIHSS at 45min 23
NIHSS at 60min 23

®




ITAPAKAINIKOXZ EAET' X0 KAl EKTIMHXZEIXZ XTA TEI

= Kap8iodoyikn ektipnon :
HKT : SR, q ILIII

US kapdlds : SuoxepES aKOVOTIKO TP &dBLVPO, KAAT] CUCTAATIKOTNTA, KAdo o eEwBnong 50-
58%, Sev Slamiotwvovtal Bpopuol EVTOg TwV KOLAOTITWY, HEGOKOATILKO AKEPLO, SLa@uyN
€K TNG TPOELSOUG BAABISAG, SEELEC KOIAOTNTEG EQO HE LKAVOTIOINTIKT CUCTAATIKOTNTA

= Triplex ayysiwv Tpayniov :

XapunAn Tax0TnTo po1G oTNV APLOTEPT] KOV KapwTida 28cm/sec Kol TPoaTo@PUKTIKO
oMU GTNV CVOTOLYTN £0W KAPWTISa.

'Hmieg vtepnyoyeveic abnpwpatikeg aAAolwoels 6Tous BoABoUG TV KOV KapwTidwv




1" HMEPA NOZHAEIAX

= Mn StaB<otun kAivn ot MEG. O acBevi¢ petagépetatl ot NeEUpoAOYIKT KALVIKT)
= [Tapapével amOPETOG, LE LKAVOTION TIKT] AVTOAAQYT) AEPLWV KAL ALLOSVVAULKE oTaBepOG

ANE

= YTTynALkoG, KAEloTol 0BaApOl, A@UTIVI(ETAL 0T AEKTIKA, EVTOTI(EL OTA EMWOLVA
= Jookopikdg, PKA (+) apgotepomAsvpa

= QAN apaoia

= Eyke@aAilkég oulUYLEG: TTTWON YWVIAG OTOUATOS SEELA, AOLTIEG SEV EKTIUWVTAL

= AEELA OPOTLUN NULTAN YA KoL avaloOnoia

= [TeApatioio avToavakAaoTIKA: SeEL EKTATIKO, APLOTEPO KOAUTITIKO

NIHSS : 23

EmtavoaAnmtikny CT eyke@diov otig 24 wpeG

®




AZONIKH ETKEDPAAOY XTIX 24 QPEX
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[IOPEIA NOXHAEIAX

= Evtog Alywv wpwv, 0 acBeVi e AVIoE TTEPALTEPW ETSEIVWOT TNG KALVIKIG TOV ELKOVAG.
AvTtidpovoe HoOvVo oTa ETWOVVA KAL) TAV AVICOKOPOG VTIEP TN G APLOTEPNC, UE amov PKA

= Katomiv cupugwviag pe to meptfdAiov, eAN@On amod@aon pn SLec WA VwoT ¢ TOU Kol
OLTIAQL TTAPMYOPT TLKT G AVTIUETWTILONG

= 0 aoBevn¢ katéAnse to 2° 24wpo ™G voonAeiag tov.




ANTIMETOQIIXH IAEE 2 THN O=ZEIA GALH




ANTIMETQIIXH IAEE

=[IpwTtoyevic TtpoAnm: 'EAeyyxoc Tapayovtwy
KIvéUvoL (apTnpLlakrn vEPTao, XA, vTTEpAITILOALULE,
KATIVIOLO, TTOYVOAPKI KOK)

»QepaTELX OEELAC (PAONC

» AsVTEPOYEVTC TTPOANYN (VTIALUOTIETOHALKN YWY,
OVTITINKTLKY Aywyn KOK)




FENIKA YIHOLTHPIKTIKA METPA (1)

= AlAO@AALOT) AEPAYWYOU
= Xopniynon 02 e@odoov kopeopos <95%. Aev cuotnvetatm xopnynon 02 av sat >/= 95%

= AvamAnpwon evéayyelakoU OYKOV.
H antwAela evSayyelakoU dykov eivatl ouyvn otnv oeia paomn IAEE kot el8ikda o€
NAKIWUEVOUG aoOEVELS, ETIOELVWOVOVTHS TNV 1101 LELWUEVT EYKEPAALKT XLUATWOT).

Zvotnvetaln xopnynon N/S 0,9%

v Q0 TIPETIEL VA ATIO@PEVYETAL 1] XOP1YNOT VTTOTOVWYV SIOAVUATWVY KaBWG elvat AtydTepo
OTIOTEAECUATIKA OTNV AVATIAT)pWOT) TOV EVEAYYELXKOV OYKOU KAl ETTLOTG AUEAVOLV TOV
KIVOUVO EYKEPAALKOV OLOTLATOG

v ETtiong Oa Ttpémel va ammo@evyeTOL 1) Yoprynon SaAvpdatwyv yavkodng (DW), ta omoia
TOAVAE Vo ETOELVWGOVV TO YAUKUXLULKO TIPO@PIA TwV acBevVwV.




FENIKA YITOLTHPIKTIKA METPA (2)
= Alatrpnon emmeSwyv YAVKO G atpatog >50mg/dl kot <140mg/dl (AAN) 1) <180mg/dl (EAN)

O AwopBwon cofapng vmoyAvkatpuiag, Glu<50mg/dl, pe v evéo@AEBLa yopnynon 6e€tpodng
1N SLdAVpatog YAvKO(nG ovykévipwons 10%-20%.

H vroyAvkaiuia umopel va piunBei IAEE kat n xaunAn yAvkdln amo uovn tng emOELVWVEL TNV
VEVPWVIKY LAafn.

QdApOBwon ™G cofapng vepyAvkatuiag , Glu >140/180mg/dl, pe kA{paka lvoovAivng

30%-40% twv acBevwv ue 0év AEE mapovoialovv vmepyAvkaiula katda Ti¢ mpwtes 24 wpeg tov AEE.

1. TT yodaktikny 0&€won=>TT eAcvBepwv pllwv=>IlAvko@wTikNG (wVn¢ (penumbra)

2. TT S1amEPATOTNTA TOV ALUATOEYKEPAALKOV PPAYLOV

3. TT xlvéuvo alpoppayLKNG LETATPOTING TOU LOYXALULKOU ELPPAKTOV

4. TT kivéuvo CUUTITWHATIKN G EVOOKPAVLAG aLpopPayiaG LETA atmd yopnynon €/@ 1 €/a 0pouoAVTIKNG Aywyng

5.1 ocyyaomvnrumg avuSpaGuKornrag > U1 ATIOTEAECUATLKT AVENOT TNG EYKEPAALKNG ALUATIKNG POTIG OTNV y
TEPLOYT| TNG LoYALUiaG HETW TIAPATIAEVPN G KUKAOPOPIaG



F’ENIKA YITOZTHPIKTIKA METPA (3)

= ©>37.5°C-38°C => dueom dtepevvnon yla mbavn eotia Aolpwéng Kat yoprnynon
TAPAKETUUOANG

0 mupeTo¢ ovoyetTiletal ue avénuévn avannpia kat Bvnouotnta KaBwc Kat Ue TApaATacn Tng VoonAeiac.

Ag O'UVlGT(XT(Xll] npocpv)\alc*tucn xopmmm] QVTIBLOTIKNG AYWYNGC. Z€ K?\Lvucn voyia
TIVEVUOVIOG 1] OUPOAOILWENG AUECT EUTIELPLKT] EVAPEN AVTLBLOTIKIG Ay wYN(G.

= AEV CLUVIOTATAL 1) TIPOPUAAKTLIKT XOPNYNON AVTLETUANTITIKNG XYWYNS

= Extiunon Komxnocng TPV omo ™mv svocpEn Gmcng Tov acBevous. ‘Evapén oltiong usow
PLVOYXOTPLKOV CWANVA svrog 48 wpwv o€ acesvag ue AEE kot dtatapayes tng katamoong. H
TOTIOOETNON PLVOYAOTPLKOU OCWAN| VX TTAEOVEKTEL EVAVTL TG SLEVEPYELAG SLAOEPULKTG
YOoTpOOoTOULOG

= @¢om qu(XTOQ/KE(p(X}\n(; - GUVLO'TO(TO([ n opllovtia B€om o€ acesvag XouUnAov Kvdvou yla
aLENUEV EVOOKPAVLO TILEDT], ELOPOENON 1] KAPSLOAVATIVEVOTLKT] AVETTAPKELN




YIIEPTAXH XTHN OZEIA (<24 QPEY) PAXH TOY AEE

= YAII/AAIT>140/90mmHg oto 65%-80%twv acBevwv pe o&0 AEE
15%-25% ekoeonuacuevn avénon eminedwy XAIl (>180mmHg)

= lapayovTeg QUENUEVIC APTNPLAKIC TTLEOTC 0TV OLELX (PAOT)

1. Ilpovmapyovoo vITEPTAOT)

2. Evtomion eykepalikng BAGLNG

3. AvtavakAaotiko Cushing (Eyk. Oténua/TTEvSoxk. [licong)
Evepyomouon vevpoevSokpivikoU déova (EKKPLOT) KATEXOAXULVWV)

ZTpeG voonAeiag (VtEpTaon AeuKN G umtAoVlag)

o U1k

TomoBTnon ovpokabeTpwV




AYTOPPYOMIXH E'KEDPAAOY

_artere cérébrale antérieure.

DSC (mL/min/100 g)
A

——— Conditions physiologiques
— — - Ischémie céreébrale

PPC
(mm

—»

|
50 150

.\ Variations du débit sanguin cérébral (DSC) dans les conditions physiologiqu




AYTOPPYOMIXH EI'KEDPAAOY

DSC

50 150 PPC
(mmHg)
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YIIEPTAXH XTHN OZEIA (<24 QPEX) PAXH TOY AEE

= Y& aoOevelg ToL TANPOUV T KpLTHpLa Yia OpoprBoivon, ol embuunTég Tipeg All eival
YAIl <185 kat AAIl <110 mmHg.

= Y& KAOE AAAN EPLMTWOT) EMIYELPEITAL HElwOT TNG apTNpLakiS Ttieons av TAI>220 kot
/M AAIT>120 mmHg (I 10%-20%=l 15% amnd v apyikn twun e All )

« ENEIFOYZA XOPHIHZH ANTIYNEPTASIKHS ArQrH> ANEZAPTHTA AMNO TA EMIMEAA
THZ All

Authority Urgent treatment indications
Stroke Council of the American  acute myocardial infarction
Stroke Association [43] acute renal failure

aortic dissection
acute pulmonary oedema
hypertensive encephalopathy

European Stroke Initiative [72] acute myocardial ischaemia
acute renal failure
aortic arch dissection
cardiac insufficiency

®




ANTIYIIEPTAXIKOI ITAPAIONTEX

= EvSo@AeBia yopriynon B- O(T[OK?\SLGT(L)V (AaBeTaroA
aoBeatiov (vikapdimivn) 1} KEVTPIKWG SpwvTa avtu KATAAAHAO ANTIYTIEPTAZIKO
evdopvikn xop/on). *TAXEIA APAZH

*EYKOAH TITAOMNOIHZH

= AaBeTaAoAn > o Kot B amokAElOTNG, EVKOAX TITAOo
All pe ouykekpévn Soom. OLvdmAeg 86oeLs popel *MTIOAY BPAXYZ T,,,
ovveldnongs (MAkiwpévoug). ITo ocuyvn av/ev: Bpad
20V & 30v Babpuov)

i.  bolus (10-20mg o€ 2 min, 5mg/ml, 1 amp: 20cc/100mg) pe SuvatotnTa emavaAnPne kabe
10-20 min. Méywotn d6om 300mg

ii. ovvexng eyxvon (20-40mg/hr)

= Nikapdumivy eA’ITOK?\SLGTT](; StavAwv Ca (ayyelodlaotoAn) pe mpofAsdiun eAdttwon t™g All
LE CLUYKEKPLUEVT 8O0T), TTOAV ATIOTEAECUATIKO (NLKO(p(SLTrwn>A0(B£ra7\o)\n) kot eVKOAX
titAomomotpo (bmg/h=>10mg/hr=>15mg/hr). Avtevdelln o€ acBevelg e OTEVWOT AOPTLKIG
BaABidag

i.  Oxtbolus

ii. ovveYMC syxucm (5mg/h) pe TLT7\O1TOL1’](7T] SO0MNG LEXPL TO ETLOVUNTO ATIOTEAEC LA KAL ULE
avénoelg katda 2.5mg/h k&Be 5 Aertd. Meylot 86om 15mg/h

®




YIIEPTAXH XTHN OZEIA (<24 QPEXY) ®AXH TOY AEE

= Y€ UnoyKaLpucoug aoBevelg O'UVLO'TO(TO([ 1N 810pBwon tov dykov pe N/S kat TpoomdOeLa
aveVPEOTG VTIOKEIPEVOL atTiov .

pXa £€atpsrmsg ﬂeptﬂra)aag KaTd Tig OTOLEC 1) avarn,uarucn UTOTAON ﬂpOKaAEL emdeivwon g
vsvpo)toymng an,usto)loytag, ol Tps)(ovasg 00NYLEC EMITPETOVY TNV YOPHYNON AYYELCUOTTACTIKWV
UE OTEVO KAPOLOAOYIKO KaL VEUPOAOYLKO monitoring.

= AVVaTOTNTA ETAVEVAPENG 1101 VTTAPYOVC G AVTIDTIEPTUCIKNG YWY G LETA o 24 wpeS amd
TNV EYKATACTAOT TNG EYKEPUALKNG loyaluiag o acOeveis pe un e€eAltooopuevo IAEE

= Y€ aoeevatg LLE crsvwcn LEYAAOV EVEOKPAVLIOU 1) sEpraVLou QYYELOV GUVIOTATAL 1] TILO ALPYT)
Helwon Twv rtu(ov ™G All, oe 8Loccrn uo 7-14 nuepwv peta to IAEE, tpog e€ao@dAion
LKOVOTIO N TIKN G estcpocNKng PONG.




ANTIMETQIIXH ETHTTAOKQN

= ALLOPPaYLKN HETATPOTH): Aopd To 40% Tov cuvorov Twv IAEE kat to 70% twv IAEE
euBoAKN G attoAoyiag. ZuvrBwe ep@aviletal 6TV Ao TNG EMAVALUATWONG KoL EVTOG
TWV 2 TPWTWV EBSopdSwV, WoTOCO UTOPEL VX CUULBEL ATTO WPEG LETA TNV EYKATACTAOT)
onueloAoyiag Ewg kat 30 nuEpPeS apyoTepa.
[Tapayovteg kivovou amoteAoVv Ta KapSloeufoAkns apxns IAEE, ta peydaiov pey£oug
EUPPOKTO, 1) APTNPLOKT] VTIEPTAOT) KAL) XP1IOT) AVTITNKTIKWV 1 Stevepyeta BpopfBoAvonc.
H avtiuetidmion eivat ovviOwc cuvTnpnTIKY

= EmAnTtikn kplon:

i. O&elag @aonc (evtoc 7 nuepwv): A@opovv 4-6% TwV TIEPITTWOEWVY KOL CUVIOWG
EUPOVI(OVTAL OTO TIPWTO 24WPO KAL IO 6€ PAOLWON ELPPAKTA,
AEN cvotivetaln xop1ynon mpo@uAaKTIKNG avTl-E aywyng.
Ze aoBevn) pe mpwtn Kplomn, Suvatal va pun xopnyndel avti-E aywyn.
2e meplntwon status 1 >/2 kploswv Svvatal n évapén avti-E aywync yue atoyo tnv
oTadlaky SLAKOTH EVTOC UNVWV..




ANTIMETQIIXH EITTTAOKQN

= AL Oﬁpayucﬁ pnetatpom: Apopd to 40% tou cuvoiov Twv IAEE kot to 70% twv IAEE

eupo
TPWTWV ELSOUASWV, WOTOCO UTTOPEL va GLUUPEL ATTO WPES LETA TNV EYKATACTHOT)
onueoAoylag £wg kat 30 nuéﬁeg apyoTEpQ. , , , ,
[Tapayovteg kKivduvov amoteAovv Ta kapdloepPBoAikns apyns IAEE, ta peydlov peyeboug
EUPPUKTA, T) APTNPLOKT) UTIEPTAOT] KAL T XPTOT] AVTITINKTIKWV 1 Stevepyela BpopoAvong.

KNG auTIoAOYinG. ZuvrBwe ep@avifetalL oTnv QAo TNG EMAVALUATWONG KoL EVTOG TWV 2

H avtipetwmion eivat ovvrBwg cuvtnpntikn

= EmAnTTikn kplon:

i.

Mpwung Eévaping (evrc')% 7 NMUEPWV): AQopovV 4-6% TwV TEPITTWOEWVY KAL GLVIOWG
EUPAVICOVTAL OTO TTPWTO 24wWPO0 KAL (0L 0€ PAOLWET EUPPAKTA, WG ATIOTEAETUA TNG
TOTILKT)G SLATAP TG LOVIWYV KAL TNG ATTEAEVOEPWONG EEWKLTTAPLWYV VEVPOSLASLaACTWV.

-AEN cuoTNVETOL 1) XOP1YNOT TTIPOPUAAKTIKNG avTl-E aywyng.
-Ye agBevn pe mpwtn Kpilom, dvvatarva un xopnynOet avti-E aywyr), Adyw ¢ xaunAng

CUXVOTNTUG UTIOTPOTING KAL TNV TIOAVOTNTA APVNTIKOU OVTIKTUTIOU TWV AVTLETUANTITIKWY
0TI VEUPOAOYLKT ATIOKATAOGTOOT) TOV ac0evoUg

-Xe mepimtwon status 1) >/2 kplocwv SVvatain Evapen avti-E aywyng pe otoxo tmv
oTaSLaKI SLAKOTIY) EVTOG UNVWV @



ANTIMETQIIXZH ENITIACKQN (2)

= EmAnTTikn kplon:

ii. ‘OYPyung Evaping (ovvnOwc evtog 12 pnvwv): ATOTEAECHA PLOVIUNG VEVPWVIKNG
BAGPNG e VTTEPSLEYEPTIUOTNTA TWV VEVPWVIKWV SIKTUWV.

-OL TtEPLOGOTEPOL VEVPOAOYOL AVTIUETWTILI(OVV pE avTL-E aywyn Tig Kploelg mov
ep@avidovrat ota mAaiola IAEE evtog 2-3 xpovwv oo tTnv EyKaTdoToon, AOyw Tou
ALENUEVOL KIVOUVOUL UTIOTPOTIWV.

= Eyke@aAiko otdnpa: To KAWVIKG O UaVTIKO EYKEQUALKO oidnua aopd to 10-20% twv
TIEPLTITWOEWYV, AYYLLEL TO PEYLOTO 0€ SlaoTnpa 3-5 NuepwV, 0AAG umopel va yivel
OUUTITWUATIKO 0€ 0TtoloSNTOoTE onpelo petady 1-10 nuepwv. A@opa Kuplwg peydia
eu@pokta katavouns MCA kabwg Kal To ERPPUKTH TTOHPEYKEPAALSOG.

H amopaon amotdnuatiknc aywync EKTIUATAL KUPIWS ATtO THY KALVIKY ELKOVA TOU aoOevoUc
KalL Kata OEVTEPO AOY0 a0 TNV ATELKOVLOT).

@



ANTIMETQIIXH EITTTAOKQN

= Eyke@aAiko otdnpa:
- @omn keaAng 35 poipeg
- Avtipetwion voéaluiag, vepkamviag, 0EEwong Kol vteEpOEPULAG
- Xopnynon pavvitoAng oe SocoAoyia 0,5-1g/kg Bdpoug ava 4-6 wpeg.
Aev vTtdpyovV evOEelEels Yo TNV Yop1)ynoT KopTLl{ovne. AvtiBeTa pailvetal Tweg avdvel To

Kivouvo Aotlpwéng, apoppayiag 'EX kat vmepyAvkalpiag pe devtepomadr) veupoAoyik)
emidelvwon.

- O vtepaeplOUOG UTTOPEL VAL ATIOTEAEL TTPOCWPLVT) AVOT) LOVO OE TIEPLTITWOELG
EYKOAEAGTUOV. ALlYOTEPOG ATIOTEAECUATIKOG ATIO TNV XOPNYNON LAVVITOANG KAL UTTOPEL v
TPOKAAETEL ayyeldoTacpo av Pco2<28mmHg.

- XEPOVPYLIKN ATTOCVUTIIEDT) LE T|LLKPAVIEKTOUN. AEV VTIAPYEL cCONSENSUS CXETIKA LLE T
KPLTNPLA ELOAYWYNS aoBevmv.

@



Inclusion criteria:

" Age 18 to 60 years®
* Clinical deficits suggestive of infarction in the territory of the MCA with a NIHSS score 216
¥ Decrease in the level of constiousness to a score of 21 on item 1a of the NIHSS

" Signs on brain CT of an infarct of 230 percent of the MCA territory, with or without additional infarction in the teritary of the ipsilateral anterior or posterior cerebral artery, or infarct volume >143 em® on diffusion-weighted brain
MRI

o Time from symptom onzet to start of surgical decompression <48 hours

v Written informed consent by the patient or a legal representative

Exclusion criteria:

n Prestroke mRS score 22

n Bath pupils fixed and dilated

v Contralateral ischemia or other brain lesion that could affect outcome
» Space-occupying hemorrhagic transformation of the infarct

1 Life expectancy <3 years

n Other serious illness that could affect outcome

» Known coagulopathy or systemic bleeding disorder

» Contraindication for anesthesia




AOHIEX ENIINACGKEX

Serious medical complications of stroke

All pneumonias

Common medical complications of stroke

Aspiration pneumonia alone

Heart failure

Gastrointestinal bleaeding
Falls
Cardiac arrest

Urinary tract infection Angina/MI/cardiac ischemia

Chest infection Deap venous thrombosis
Pressure soras Pulmonary embolism
Hypoxia

Cepressicn
_ Urinary tract infection
Shoulder pain
Sepsis
Deep venous thrombosis
Ceallulitis

Pulmonary embaolism Peripheral vascular disorder

Dyspnea
Pulmonary edema

Dehydration

®




OEPAIIEIEY EIIANAIMATGEHL




BAXIKEZ APXEZ

‘3-4.5 h

Opopupoivon ?
EvSaptnpektoun

® 0-3h Gpopupoivon
& EvSaptnpektoun

4.5-6h

EvSaptnpektoun

>6h
Ev8aptnpektom)
,av CT
perfusion(+)




ENAO®AEBIA GPOMBOAYX

H evbodAEBLa xopriynon aAtenAdong anote)el Tnv Baoikr BeparmeuTikr TPoogyyLon o acBeveig
TIOU TIPOCEPXOVTAL EVTOG Ttapabupou pe ewkova IAEE, dnladn og Staotnpa pKpotepo twv 4.5
WPWV.

Aocoloyia actilyse = 0,9mg/kg, maximum dosage 90mg
(10% bolus, To utOAOLTIO O€ CUVEXN £YXUON KLOC WPAG)

H aAterthdon mpokalel torukr wwdoAuon, kabBwg npoobevetal oto wdoydvo Tou Bpoupou Kat
LETATPETEL TO TTAAOLVOYOVO O€ TAaCuivn. H mAaouivn otn cuvexela dltaoma tov Bpopfo.

ApEcOG 0TOXO0G = 1 EMAVALUATWOT) TNG penumbra
MakpomnpoBeopog otdxog =2 pnelwaon Bvntotntag ko avamnnplog

H amoteAeopatikotnta tThe BpopPoAluonc ival peyadutepn 0600 vwpltepa autn dlevepyeital.

time is brain




KPITHPIA ENTAZHYZ AXOENOYX XTO ITPGTOKOAAO OPOMBOAYXHE

Inclusion criteria

Clinical diagnosis of ischemic stroke causing measurable neurologic deficit

Onset of symptoms <4.5 hours before beginning treatment; if the exact time of stroke onset is not known, it is defined as the last time the patient was known to be normal

Age =18 years

Exclusion criteria

Historical

Stroke or head trauma in the previous three months

Previous intracranial hemorrhage

Intracranial neoplasm, arteriovenous malformation, or aneurysm
Recent intracranial or intraspinal surgery

Arterial puncture at a noncompressible site in the previous seven days

Clinical

Symptoms suggestive of subarachnoid hemorrhage

Persistent blood pressure elevation (systolic =185 mmHg or diastolic 2110 mmHg)
Serum glucose <50 mag/dL (<2.8 mmol/L)

Active internal bleeding

Acute bleeding diathesis, including but not limited to conditions defined in 'Hematologic'

Hematologic

Platelet count <100,000/mm 3=
Current anticoagulant use with an INR =1.7 or PT =15 seconds™
Heparin use within 48 hours and an abnormally elevated aPTT™

Current use of a direct thrombin inhibitor or direct factor Xa inhibitor with evidence of anticoagulant effect by laboratory tests such as aPTT, INR, ECT, TT, or appropriate factor Xa activity assays

Head CT scan

Evidence of hemorrhage

Q

Extensive regions of obvious hypodensity consistent with irreversible injury
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Relative exclusion criteria 1

Only minor and 1solated neurologic signs

Rapidly improving stroke symptoms

Major surgery or serious trauma in the previous 14 days
Gastrointestinal or urinary tract bleeding in the previous 21 days
Myocardial infarction in the previous three months

Selzure at the onset of stroke with postictal neurclogic impairments

Pregnancy

Additional relative exclusion criteria for treatment from 3 to 4.5 hours from symptom onset

Age =80 years
Oral anticoagulant use regardless of INR
Severe stroke (NIHSS score =25)

Combination of both previous ischemic stroke and diabetes mellitus




AHA/ASA Guideline

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

Reviewed for evidence-based integrity and endorsed by the American Association of Neurological
Surgeons and Congress of Neurological Surgeons

Endorsed by the Society for Academic Emergency Medicine
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Table 6. Eligibility Recommendations for IV Alteplase in Patients With AIS

Indications (Class )

Within 3 h*

IV alteplase (0.9 mg/kg, maximum dose 90 mg over 60 min with initial 10% of dose given as bolus over 1 min) is recommended for
selected patients who may be treated within 3 h of ischemic stroke symptom onset or patient last known well or at baseline state.
Physicians should review the criteria outlined in this table to determine patient eligibility.t (Class I; LOE A)

Age

For otherwise medically eligible patients =18 y of age, IV alteplase administration within 3 h is equally recommended for patients
<80 and >80 y of age.T (Class I LOE A)

Severity

For severe stroke symptoms, IV alteplase is indicated within 3 h from symptom onset of ischemic stroke. Despite increased risk of
hemorrhagic transformation, there is still proven clinical benefit for patients with severe stroke symptoms.t (Class I; LOE A)

For patients with mild but disabling stroke symptoms, IV alteplase is indicated within 3 h from symptom onset of ischemic stroke.
There should be no exclusion for patients with mild but nonetheless disabling stroke symptoms, in the opinion of the treating
physician, from treatment with IV alteplase because there is proven clinical benefit for those patients.t (Class I; LOE B-R)}

3-4.5 h*

IV alteplase (0.9 mg/kg, maximum dose 90 mg over 60 min with initial 10% of dose given as bolus over 1 min) is also
recommended for selected patients who can be treated within 3 and 4.5 h of ischemic stroke symptom onset or patient last known
well. Physicians should review the criteria outlined in this table to determine patient eligibility.T (Class I; LOE B-R\)

Age
Diabetes mellitus
Prior stroke

IV alteplase treatment in the 3- to 4.5-h time window is recommended for those patients <80 y of age, without a history of both
diabetes mellitus and prior stroke, NIHSS score <25, not taking any OACs, and without imaging evidence of ischemic injury
involving more than one third of the MCA territory.t (Class I; LOE B-R)%

Severity

0ACs

Imaging

Urgency Treatment should be initiated as quickly as possible within the above listed time frames because time to treatment is strongly
associated with outcomes.t (Class I: LOE A)

BP IV alteplase is recommended in patients whose BP can be lowered safely (to <185/110 mmHg) with antihypertensive agents, with

the physician assessing the stability of the BP before starting IV alteplase.t (Class I; LOE B-NR)%.

Blood glucose

IV alteplase is recommended in otherwise eligible patients with initial glucose levels >50 mg/dL.T (Class I; LOE A)

CT

IV alteplase administration is recommended in the setting of early ischemic changes on NCCT of|mild: to moderate extent (other than
frank hypodensity).t (Class I: LOE A) ' i

Prior antiplatelet
therapy

IV alteplase is recommended for patients taking antiplatelet drug monotherapy before stroke on the basis of evidence that the
benefit of alteplase outweighs a possible small increased risk of sICH.T (Class I; LOE A)

IV alteplase is recommended for patients taking antiplatelet drug combination.therapy (eg, aspirin and clopidogrel) before stroke on
the basis of evidence that the benefit of alieplase outweighs a probable increased risk of sICH.t1 (Class I; LOE B-NR)}

End-stage renal disease

In patients with end-stage renal disease on -hemodialysis and-normal-aPTT, |V alteplase is recommended.t (Class I; LOE C-LD)
However, those with elevated aPTT may have elevated risk for hemorrhagic complications.
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Contraindications (Class IIl)

Time of onset

IV alteplase is not recommended in ischemic stroke patients who have an unclear time and/ or unwitnessed symptom onset and in
whom the time last known to be at baseline state is >3 or 4.5 h.1 (Class lll: No Benefit; LOE B-NR)1§

IV alteplase is not recommended in ischemic stroke patients who awoke with stroke with time last known to be at baseline state >3
or 4.5 h.t (Class lll: No Benefit: LOE B-NR)§

CT

IV alteplase should not be administered to a patient whose CT reveals an acute intracranial hemorrhage.t (Class Ill: Harm; LOE

C-EO)1§

There remains insufficient evidence to identify a threshold of hypoattenuation severity or extent that affects treatment response
to alteplase. However, administering IV alteplase to patients whose CT brain imaging exhibits extensive regions of clear
hypoattenuation is not recommended. These patients have a poor prognosis despite IV alteplase, and severe hypoattenuation
defined as obvious hypodensity represents irreversible injury.f (Class lll: No Benefit; LOE A)§

Ischemic stroke within
3mo

Use of IV alteplase in patients presenting with AIS who have had a prior ischemic stroke within 3 mo may be harmful.t (Class llI:
Harm; LOE B-NR)1§

Severe head trauma

In AIS patients with recent severe head trauma (within 3 mo), IV alteplase is contraindicated.t (Class /ll: Harm; LOE C-E0)t§

within 3 mo
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 (Class lll: Harm; LOE C-EO)}§
(Recommendation wording modified to match Class lll stratifications.)

Intracranial/intraspinal For patients with AIS and a history of intracranial/spinal surgery within the prior 3 mo, IV alteplase is potentially harmful.t (Class lll:

surgery within 3 mo

Harm; LOE C-EO)§
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History of intracranial

IV alteplase administration in patients who have a history of intracranial hemorrhage is potentially harmful.t (Class Ill: Harm;

hemorrhage LOE C-EO)E§
Subarachnoid IV alteplase is contraindicated in patients presenting with symptoms and signs most consistent with an SAH.T (Class lll: Harm;
hemorrhage LOE C-EO)E§

GI malignancy or Gl
bleed within 21 d

Patients with a structural GI malignancy or recent bleeding event within 21 d of their stroke event should be considered high risk,
and IV alteplase administration is potentially harmful.1 (Class /ll: Harm; LOE C-EO)}§

Coagulopathy

The safety and efficacy of IV alteplase for acute stroke patients with platelets <100 000/mm?, INR >1.7, aPTT >40 s, or PT >15 s
are unknown, and IV alteplase should not be administered.t (Class lll: Harm; LOE C-E0)§

(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 <100000/mm?3. 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 Class Il stratifications.)

LMWH

IV alteplase should not be administered to patients who have received a treatment dose of LMWH within the previous 24 h.T (Class
Ill: Harm; LOE B-NR)l

(Recommendation wording modified to match Class lll stratifications.)




Thrombin inhibitors or
factor Xa inhibitors
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The use of IV alteplase in patients taking direct thrombin inhibitors or direct factor Xa inhibitors has not been firmly established but may be
harmful.1 (Class lll: Harm; LOE C-E0)3§ 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 Class Il stratifications.)

Glycoprotein lIb/llla
receptor inhibitors

Antiplatelet agents that inhibit the glycoprotein lib/llla receptor should not be administered concurrently with IV alteplase outside a
clinical trial.T (Class Ill: Harm; LOE B-R/1§

(Recommendation wording modified to match Class Il stratifications.)

Infective endocarditis

For patients with AIS and symptoms consistent with infective endocarditis, treatment-with 4V alteplase should not be administered
because of the increased risk of intracranial hemorrhage.t (Class /ll: Harm; LOE C-LD)§

(Recommendation wording modified to match Class lll stratifications.)

Aortic arch dissection

|V alteplase in AlS known or suspected to be associated with aortic arch dissection is potentially harmful and should not be
administered.T (Class Ill: Harm; LOE C-EO)1§

(Recommendation wording modified-to match Class Il stratifications.)

Intra-axial intracranial
neoplasm

|V alteplase treatment for patients with AIS who harbor an intra-axial intracranial neoplasm is potentially harmful.t (Class lll: Harm;
LOE C-EO)1§
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Additional recommendations for treatment with IV alteplase for patients with AIS (Class II)

Extended 3- to 4.5-h
window

For patients >80 y of age presenting in the 3- to 4.5-h window, IV alteplase is safe and can be as effective as in younger patients.t
(Class lla; LOE B-NR)%

For patients taking warfarin and with an INR <1.7 who present in the 3- to 4.5-h window, IV alteplase appears safe and may be
beneficial.t (Class llb; LOE B-NR)

In AIS patients with prior stroke and diabetes mellitus presenting in the 3- to 4.5- h window, IV alteplase may be as effective as
treatment in the 0- to 3-h window and may be a reasonable option.T (Class /lb; LOE B-NRt

Severity 0- to 3-h
window

Within 3 h from symptom onset, treatment of patients with mild ischemic stroke symptoms that are judged as nondisabling may be
considered. Treatment risks should be weighed against possible benefits; however, more study is needed to further define the risk-
to-benefit ratio.t (Class /lIb; LOE C-LD)%

Severity 3- to 4.5-h
window

For otherwise eligible patients with mild stroke presenting in the 3- to 4.5-h window, IV alteplase may be as effective as treatment
in the 0- to 3-h window and may be a reasonable option. Treatment risks should be weighed against possible benefits. (Class lIb;
LOE B-NR)l

The benefit of IV alteplase between 3 and 4.5 h from symptom onset for patients with very severe stroke symptoms (NIHSS > 25) is
uncertain.t (Class llb; LOE C-LD)

Preexisting disability

Preexisting disability does not seem to independently increase the risk of sICH after IV alteplase, but it may be associated
with less neurological improvement and higher mortality. Thrombolytic therapy with IV alteplase for acute stroke patients with
preexisting disability (mRS score =2) may be reasonable, but decisions should take into account relevant factors, including
quality of life, social support, place of residence, need for a caregiver, patients’ and families’ preferences, and goals of care.t
(Class Ilb; LOE B-NR)




Early improvement

Seizure at onset

Blood glucose

Coagulopathy

Dural puncture

Arterial puncture

Recent major trauma

Recent major surgery

Gl and genitourinary
bleeding

Menstruation

Extracranial cervical
dissections

Intracranial arterial
dissection

Unruptured intracranial
aneurysm

Intracranial vascular
malformations

CMBs

Patients with preexisting dementia may benefit from IV alteplase. Individual considerations such as life expectancy and
premorbid level of function are important to determine whether alteplase may offer a clinically meaningful benefit.+ (Class
Ib; LOE B-NFt

IV alteplase treatment is reasonable for patients who present with moderate to severe ischemic stroke and demonstrate early
improvement but remain moderately impaired and potentially disabled in the judgment of the examiner.t (Class lla; LOE A)

IV alteplase is reasonable in patients with a seizure at the time of onset of acute stroke if evidence suggests that residual
impairments are secondary to stroke and not a postictal phenomenon.t (Class lla; LOE C-LD)}

Treatment with IV alteplase in patients with AIS who present with initial glucose levels <50 or =400 mag/dL that are subsequently
normalized and who are otherwise eligible may be reasonable. (Recommendation modified from 2015 IV Alteplase to conform to text
of 2015 IV Alteplase. [Class Ilb; LOE C-LD)

The safety and efficacy of IV alteplase for acute stroke patients with a clinical history of potential bleeding diathesis or coagulopathy
are unknown. IV alteplase may be considered on a case-by-case basis.t (Class /lib; LOE C-EO)%t

IV alteplase may be reasonable in patients who have a history of warfarin use and an INR =1.7 and/or a PT =15 s.1 (Class llb; LOE
B-NRt

IV alteplase may be considered for patients who present with AlS, even in instances when they may have undergone a lumbar dural
puncture in the preceding 7 d.1 (Class lib; LOE C-EOYT

The safety and efficacy of administering IV alteplase to acute stroke patients who have had an arterial puncture of a
noncompressible blood vessel in the 7 d preceding stroke symptoms are uncertain.t (Class /ib; LOE C-LIY%

In AIS patients with recent major trauma (within 14 d) not involving the head, IV alteplase may be carefully considered, with the
risks of bleeding from injuries related to the trauma weighed against the severity and potential disability from the ischemic stroke.
(Recommendation modified from 2015 IV Alteplase to specify that it does not apply to head trauma. [Class Vb; LOE C-LD)

Use of IV alteplase in carefully selected patients presenting with AIS who have undergone a major surgery in the preceding 14 d
may be considered, but the potential increased risk of surgical-site hemorrhage should be weighed against the anticipated benefits
of reduced stroke related neurological deficits. 1 (Class lib; LOE C-LDYt

Reported literature details a low bleeding risk with IV alteplase administration in the setting of past Gl/genitourinary bleeding.
Administration of |V alteplase in this patient population may be reasonable.t (Class Ilb; LOE C-LOt 4
(Note: Alteplase administration within 21 d of a Gl bleeding event is not recommended: see Contraindications.)

IV alteplase is prabably indicated.in women who are menstruating who present with AIS and do not have a history of menorrhagia.
However, women should be warned that alteplase treatment could increase the degree of menstrual flow.t (Class Na; LOE C-EQ)

Because the potential benefits of IV alteplase probably outweigh the risks of-serious bleeding in patients with recent or active
history of menorrhagia without ¢linically significant anemia or hypeotension, IV alteplase administration may be considered.t
(Class Ilb; LOE G-LOyt

When there is a history of recent or active vaginal bleeding causing clinically significant anemia, then emergency consultation with a
gynecologist is probably indicated before a decision about IV alteplase is made.t (Class lla; LOE C-EO%

IV alteplase in AlS known or suspected to be associated with extracranial cervical arterial dissection is reasonably safe within 4.5 h
and probably recommended.t (Class lla; LOE C-LD)t

IV alteplase usefulness and hemorrhagic risk in AIS known or suspected to be associated with intracranial arterial dissection remain
unknown, uncertain, and not well established.t (Class lIlb; LOE C-LO)i

For patients presenting with AlS who are known to harbor a small or moderate-sized (<10 mm) unruptured and unsecured
intracranial aneurysm, administration of IV alteplase is reasonable and probably recommended.t (Class lla; LOE C-LDYE

Usefulness and risk of IV alteplase in patients with AIS who harbor a giant unruptured and unsecured intracranial aneurysm are not
well established.t (Class lib; LOE C-LINt

For patients presenting with AlS who are known to harbor an unruptured and untreated intracranial vascular malformation the
usefulness and risks of administration of IV alteplase are not well established.t (Class Ifb; LOE C-LDy

Because of the increased risk of ICH in this population of patients, IV alteplase may be considered in patients with stroke with
severe neurological deficits and a high likelihood of morbidity and mortality to outweigh the anticipated risk of ICH secondary to
thrombolysis.t (Class lib; LOE C-LO)T

In otherwise eligible patients who have previously had a small number (1-10) of CMBs demonstrated on MRI, administration of IV
alteplase is reasonable. (Class Na; Level B-NR)I

In otherwise eligible patients who have previously had a high burden of CMBs (=10) demonstrated on MRI, treatment with IV
alteplase may be associated with an increased risk of sICH, and the benefits of treatment are uncertain. Treatment may be
reasonable if there is the potential for substantial benefit. (Class lIlb; Level B-NR)|
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Extra-axial intracranial
neoplasms

|V alteplase treatment is probably recommended for patients with AIS who harbor an extra-axial intracranial neoplasm.t (Class lla;
LOE C-EO)t

Acute MI For patients presenting with concurrent AIS and acute MI, treatment with IV alteplase at the dose appropriate for cerebral ischemia,
followed by percutaneous coronary angioplasty and stenting if indicated, is reasonable.t (Class lla; LOE C-EO)
Recent Ml For patients presenting with AIS and a history of recent Ml in the past 3 mo, treating the ischemic stroke with IV alteplase is

reasonable if the recent MI was non-STEMI.T (Class fla; LOE C-LD)}

For patients presenting with AIS and a history of recent MI in the past 3 mo, treating the ischemic stroke with IV alteplase is
reasonable if the recent Ml was a STEMI involving the right or inferior myocardium. (Class lla; LOE C-LD)f

For patients presenting with AIS and a history of recent Ml in the past 3 mo, treating the ischemic stroke with IV alteplase may
reasonable if the recent Ml was a STEMI involving the left anterior myocardium.t (Class ib; LOE C-LD)

Other cardiac diseases

For patients with major AIS likely to produce severe disability and acute pericarditis, treatment with IV alteplase may be reasonablet
(Class flb; LOE C-EO)E; urgent consultation with a cardiologist is recommended in this situation.

For patients presenting with moderate AIS likely to produce mild disability and acute pericarditis, treatment with IV alteplase is of
uncertain net benefit. (Class llb; LOE C-EO)%

For patients with major AlS likely to produce severe disability and known left atrial or ventricular thrombus, treatment with IV
alteplase may be reasonable.t (Class lib; LOE C-LD)

For patients presenting with moderate AIS likely to produce mild disability and known left atrial or ventricular thrombus, treatment
with IV alteplase is of uncertain net benefit.1 (Class /ib; LOE C-LD)t

For patients with major AIS likely to produce severe disability and cardiac myxoma, treatment with IV alteplase may be reasonable.t
(Class Ilb; LOE C-LDy}

For patients presenting with major AlS likely to produce severe disability and papillary fibroelastoma, treatment with IV alteplase
may be reasonable.t (Class lib; LOE C-LD)

Procedural stroke

|V alteplase is reasonable for the treatment of AIS complications of cardiac or cerebral angiographic procedures, depending on the
usual eligibility criteria.t (Class lla; LOE A)f

Systemic malignancy

The safety and efficacy of alteplase in patients with current malignancy are not well established.it (Glass.lb; LOE C-LD)f Patients
with systemic malignancy and reasonable (>6 mo) life expectancy may benefit from I\Valteplase if other-contraindications such as
coagulation abnormalities, recent surgery, or systemic bleedingdo not coexist.

Pregnancy |V alteplase administration may be considered in pregnancy when the anticipated benefits of treating moderate or severe stroke
outweigh the anticipated increased risks of uterine bleeding.t (Classdib; LOE C-LD)%
The safety and efficacy of IV alteplase in the early postpartum period (<14 d after delivery) have not been well established.t
(Class lb; LOE C-LD)t

Ophthalmological Use of IV alteplase in patients presenting with AIS who have a history of diabetic hemorrhagic retinopathy or other hemorrhagic

conditions ophthalmic conditions is reasonable to recommend, but the potential increased risk of visual loss should be weighed against the

anticipated benefits of reduced stroke-related neurological deficits.t (Class Ha; LOE B-NR)/t

Sickle cell disease

|V alteplase for adults presenting with an AIS with known sickle cell disease can be beneficial. (Class lla; LOE B-NR)l

llicit drug use

Treating clinicians should be aware that illicit drug use may be a contributing factor to incident stroke. IV alteplase is reasonable in
instances of illicit drug use—associated AlS in patients with no other exclusions.t (Class Hla; LOE C-LD)

Stroke mimics

The risk of symptomatic intracranial hemorrhage in the stroke mimic population is quite low; thus, starting IV alteplase is probably
recommended in preference over delaying treatment to pursue additional diagnostic studies.t (Class lla; LOE B-NR)
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AITOTEAEXZMATIKOTHTA OPOMBOAY2ZHX

= Xpovog Stevepyelag Bpoufoivonc = the sooner the better

= MéyeBo¢ kat O€on tov Bpopupou

v OL peyaAUtepol BpopBol omwce kat ot BpopPol eyyUTEPO OTO OYYELAKO SEVTIPO €ival TIEPLOOOTEPO
avBOektikol otnv BpopuPoiuon

4 GpouBOL ol ornoiol evtomniovtal otnv auxevu«] uOLpa NG €£0W KOPWTLOag £Youv TNV TAoN va
EMEKTEIVOVTAL KaL 0TNV EVOOKPAVLO potpa Ko va gival avOektikol otnv BpopfoAlutikn Bepareia

v OLinsitu GpouBOL TWV HeYAAwV ayyelwv elval meploocotepo avOekTikol otnv Bpoufolucon armno ta
gUBOALKA aitua.

= HAlkla =2 mapa tov avénpevo kivduvo atpoppaytknc e€Eadhayrc, ol acBevelc avw twv 80 dev
arokAgLlovTOL Ao To TPWTOKOAAQ BpouoAuong

= MeyaAo NIHSS 2 napad tov avénuevo kivbuvo atpoppaytkng e€aAAayng, oL aocBevelc pe peyaio
NIHSS bev amokAeiovtat amno ta mpwtokoAAa BpouBoAuvonc

= Ta eupApaATA MPWLUNG oxatpioc otnv CT eykedpalou dev amoteAovv avtevoelén yia Bpoppfoiuon




[TPOTOKOAAO ITAPAKOACYOHZHX ITPOQTON 24 QPN

= Eloaywyn acBevoug oe stroke unit.

= [TapakoAoVONoN {WTIKWV ONUELWV KAL VEVPOAOYIKT) eE€TaoN KGOe 15 AeTttd TNV
TPWTN WP, KABe 30 AeTITA Yot TIG EMOUEVES 6 WPES KL OTNV CUVEXELX KABE wpa LEXPL TO
24wpo..

= Alatripnon aptnplakng micong </=180/105

= ATQYOPEVETAL T XOP YO AVTIALUOTIETHALOKNG KO AVTITTNKTIKNAG Ay WY S YL
TOVAdXLOTOV 24 WPEG.

= QU TIPETEL VA ATIOPEVYETALT) TOTTOOETN 0N PAeBoKaBET)PWVY, OLPOKADETPWV Kol
PLVOYOAOTPLKWV CWANVWYV YIX 24 WPES

= EmavoAnmtikyy CT eyKe@AAOV 0TI 24 WPEC, TTPO TNG EVAPENS AVTIALUOTIETUALUKNG
aywyNs Kol @AgBoTmpo@uAaing.




EINITIACKEX OPOMBOAYZHX (1)

= ZUUTITOLATIKT EVOOKPAVIOC aLpoppayla.
Oa TpEMEL VA amoKAElETOL 0€ KAOE agBeV IOV eRavilel vEVPOAOYLIKN eTISElVwON,
EKTITWOT] ETITTESOV OLVELSNOEWG, VEX KEPAAXAYLQ, vaUTLA 1] EUETO, T} ATTOTOUT AVENCN TNG
All

If ICH is suspected”
« Discontinue IV ri-PA if still infusing.
« Obtain STAT (T scan of head.
- Send STAT CBC, PT, PTI, fibrinogen, type and crossmatch.
« STAT crossmatch 10 units of cryoprecipitate and & unifs of FFP
If ICH is nof present
= Do nof restart ri-PA.
= Continue standard post-treatment profocol.
If ICH is present
« Administer epsilon aminocaproic acid (Amicar): 4 g W = 1 {given over 1 h), then 0.5 g/h IV for 24 h.
= Request emergent newrosurgical consultation.
- Bvaluate laboratory results, consider hematology consultation, consider transfusion of cryoprecipitate and FFP
« Repeat (T scan of head in 6 h to assess for change.




EININIAOKEYX @POMBOAYZHY (2)

= EEwkpaviog alpoppayla

Extracranial Bleeding

« (onsider severity in determining need to discontinue rt-PA infusion.
+ (onsider mechanical measwes fo limit bleeding (eq, compression of an arterial or venous puncture site).
If more than mild bleeding is present
« Discontinue IV ri-PA if still infusing.
« Send STAT (BC, PT, PTT, fibrinogen, type and crossmatch.
« STAT crossmatch 4 units of packed red cells, & units of FFR 10 units of cryoprecipitate, and & wnits of platelets.,
= Obtain hematology consultation.
« Bvaluate laboratory results and consider transfusion of blood products and administration of epsilon aminocaproic acid.

= Ayyerwootdnpa 2 Epgpaviletal oe mocooto 1-8%. ZuviiBwe NTrio kat Topodiko,
QVTIUETWTIICLUO PE AVTIOTAULVIKA KAl KOPTLOVT). ZTTAVIX ATTALTEITAL SLLOWAT)VWON.




MHXANIKH ENAAPTHPIAKH OPOMBEKTOMH

= Apopd acBeveig pe IAEE A0yw amo@paéng peydiov ayyeiov g mpoobiog
KUKAo@oplag,aveEaptnta pe tn Slevepyela 1 oxL BpoufoAvong, ot omtolol fplokovTal OTIG
TPWTEG 6 WPEG ATO TNV EYKATACTAOT TNG OTUELOAOYIAG TOVG.

= Amtattel TV VTapén opyavwUEVOL KEVTPOU KAL TT) CLUVEPYACIX TIOAAWYV ELOIKOTITWYV
v'"NevpoAdyov

v AKTIVOAOGYOU

v AvalonoloAdyov

v EmepBatikol aktivoAdyou




KPITHPIA EIZATQNHE AXOENN

= ‘'OAoL oL aaﬂsvag OV TIAY povv T KPLTNPLX OpouBo)\vm]g 0« npsnst va AauBavovv
Oepamela PHE KATETAAGT, AVEEAPTNTA LE TNV SLEVEPYELX UNXAVIKTC OpopBekTOUNG

= OLaoBevelc Ba Tpemel va vtodAAovtal o€ £v6aprnptou<n Opopufektoun ue retriever stent,
epOoov MAnpoUV To cUVOAO TwV AKOAOUBWV KpLTnplwv:

i. Modified Rankin Scale mpo tou IAEEO \ 1

ii. IAEE To omoio avtipetwrniotnke pe r-Tpa evtoc 4,5 wpwv amod TNV EYKATACTOON TOU KOl EVTOC
6 WPWV aTO TNV EYKATACTOON.

ii. Attlodoyikn antodppaén tng ICA N M1 tunpoatog MCA, amodedelypévn ayyeloypadikd
iv.HAWKla >18 sTwv

v.NIHSS >/=6

vi.ASPECTS >/= 6 ( kAlpoka ektipnong Babuol oxatpiog pe amnelkoviotika kpeipla og CT
geykedalou xwpic oklaypadiko. H duotoroyikn CT avtiotowxei oe ASPECT 10, evw éva
eudpakto mAnpouc MCA katavoung oe ASPECT 0)

vii.Evapén Beparmeiac eviog 6 wpwv Ao TNV EyKATACTOON




EIAIKEZ KATHI'OPIEZ AXOENQON

= OPOMBEKTOMH METAZEY 6 KAI 24 QPQN

Eivat Suvati oty mepimtwon acBevwv 1 omola eppavi(ovv Eva Suocavaroya LeydAo
KALWVIKO EAAELUpA OTTWG auTOo ekTipdtatl ano to NIHSS, o€ oUykplon pe 1o pEyebog tou
enpaxktov otnv CT-perfusion, pe aAAa A0yLa OTav VTTAPYEL LKAVOTIONTIKN penumbra Kail

0 a.oBevnc nAnpet ta Nén avadepopeva KpLInpLaL.

= OPOMBEKTOMH ZE AZOENEIZ ME ANNO®PA=H TOY M2, M3 TMHMATOZz THZ MCA, THZ ACA
'H THZ ONIZOIAZ KYKAODOPIAZ

Ta otowxeia eivat akopa eAALTH, WOTOo0 daiveTal TWC UMOPEL va aoTteAEL eTiLAoyn o€
aUOTNPA ETUAEYUEVOUC OLOOEVELC KOl 0€ KEVTPO LLE ELOLKN EUTIELPLAL




NMNOIA H XPHZIMOTHTA TQN MONAAQN ANTIMETQIMI2ZHZ AEE

AlayvwoTIKOG £EAgyX0G

ExTipnon emmmédou ouveidnong

EkTipnon katamoong

ExTipnon katavénong Tou Adyou
2UOTNMATIKOG EAEYXOG ETTITTEOWYV OAKXAPOU
2UOTNUATIKOG EAEYXOC KOPEOUOU OEUYOVOU
Aievépyela CT evidg 48 wpwv

MéEoog xpovog yia dievépyela triplex kapwr.

Stroke Unit
mm General Medical Ward (GMW
91 76
88 70
87 70
99 87
84 45
86 48
5.2d 9.6d
ASU GV
72 55
68 51
85 48
88 35
66 41
82 41

T T T T 1
20 40 60 80

Evans et al. Lancet 2001; 358:1586-1592
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H Movada Avripetwniong AEE eAatTtwvel TiIC EmnAokec Twv AEE

Stroke Unit
B General Medical Ward (GMW)
45 - ETITTAOKEC (<3 WAVEC)
- ]
12 ETTékTO0ON TOU EUPPAKTOU
A 21
13 Mveupovia
5 "
7 y
21 ApuddaTtwon
18 ) )
s KapdIoAOYIKEG ETTITTAOKEG
20 40 60 80 100

Evans et al. Lancet 2001; 358:1586-1592



H Movada Avrtiyetwniong AEE BeATIOVEl TNV NPWIKN KAl anwTEPN EkBaon
acOevwv pe AEE

"‘EkBaon

ONHZIMOTHTA (1 £10c) 14% (95%CI: 2-26)
ONHZIMOTHTA & ANAIHPIA (1 189% (95%C| 8—27)
£T0C) M

ONHZIMOTHTA (5 £Tn) 26% (95%CI 6-41)
ONHZIMOTHTA & ANAINHPIA (5 41% (95%C| 8—62)
£TNn) M

ONHZIMOTHTA (10 £1n) A7% (95%C| 20—64)
ONHZIMOTHTA & ANAIHPIA

(10 €Tn)

{
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