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Country Data of Number of Patients
treated with IV-rtPA
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All Treatment after Acute Stroke are the same
27?7




Bénh Ly Mach mau Nho
30-40%

Huyét khaoi tir tim

/ 10-20%

Bénh Ly Mach mau Lén

30-40%
Facia sy Nguyén Nhan Khéng Xac binh
: ‘ ; — Common carosd artery 20 = 30%

Thytocervical trunk

Innormrale ey



CASE 1

BN nlr 67T, nhap vién vi hOn mé

NIHSS 34, nhap vién luc 12¢g

Théi diém con binh thwdng gan nhat 1g
sang.

T/c: Tang huyét ap

ECG nhip xoang
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The Caplan ‘s Stroke book
Marc Ribo et al, Stroke



IV rtPA sau 13 gi® tinh tlr thdi diém BN con binh thwdng,
NIHSS 8 Itc xuat vién, mRS 3 sau 3 thang

mm/rot
P



Pathogenic Mechanisms

(NN EiPARN ECAS (n=224)  P-value

Mechanism

A to A embolism 333 (54.4) 212 (94.6) 0.000

In situ thrombosis 126 (20.6)

Perforator occlusion P F R pIoR R 0( 0.0) 0.000

Hemodynamic 7( 1.1) 10 ( 4.5) 0.005
PROSAC registry . Kim JS et al Stroke 2012




AHA/ASA Guideline

Guidelines for the Prevention of Stroke in Patients With
Stroke or Transient Ischemic Attack

e Aspirin (50-325mg) Class I, Level A
e Aspirin + Dipyridamole Class |, Level B
* Clopidogrel Class lla, Level B
Lwa chon thudc chéng két tap tiéu cdu nén tuy vao tirng ca nhan

bénh nhan v&i cac yéu td nguy co khac nhau

Stroke. 2011;42:227-276



Lwa Chon Diéu Tri Hep PM Ndi So
¢ Phau Thuat EC-IC Bypass

¢ Diéu tri ndi khoa: Chéng két tap tiéu cau

& Statin hoac Warfarin

*¢* Can thiép n6i mach: dat Stent



ESTIMATE OF CERTAINTY (PRECISION) OF TREATMENT EFFECT

LEVEL A
Muttiple popuiations
evaluated*

Data derived from muRiple
randamized clinical trials
or meta-analyses

LEVEL B
Limited populations
evaluated®

Data derived from a
singie randomized irial
or nonrandomized studies

LEVELC

Very limited populations
ovaluated*

Only consansis opinion
of experts, case siudies,
or standard of care

SIZE OF TREATMENT EFFECT

CLASS lla

Benefil >> Risk
Additional studies with
focused objectives needed
IT IS REASONABLE lo per-
form procedure/administer
treatment

. A AN
CLASS lib
Benefit = Risk

m Recommendation in favor
of treatment or procedure
being useful/efective

= Some conflicting evidence
from muitipie randomized
trials or meta-analyses

= Recommendation in favor
of treatment or procedure
being useful/effective

= Some conflicting
evidence from single
randomized trial or
nonrandomized studles

m Recommendation in favor
of treatment or procedure
being useful/effective

wm Only diverging exper!

opinion, case studies,
or standard of care

Indicated

3

Probably Indicated May consider

Not Indicated




Lia Chon Diéu Tri Hep DM Noi So

¢ Phau Thuat EC-IC Bypass



Extracranial-Intracranial Bypass Surgery




Extracranial-Intracranial Bypass Surgery
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Failure of Extracranial-Intracranial Arterial Bypass to Reduce
the Risk of Ischemic Stroke — Results of an International
Randomized Trial

b= Erdr | -

- .
C Bvpas= Studv Groun
! e DY PO LU u

L= L =
1 - Med 1885 212:1191-1200 | November 7. 1985
| &0 9o, ol =) Ul | INOweEmDEr , 1590a

1377 BN c6 tién can NNM c6 kém hep nang DM néo
gilra hay DM canh trong cung bén.
714 BN dwoc chon lwa ngau nhién BT ndi khoa.

663 BN dwoc phau thuat bypass (STA-MCA), kém ché

dé DT ndbi khoa twong tuw.
Két qua: Ty |é BQ tai phat xay ra cao hon ro rét &

nhém BN diéu tri phau thuat.

N Engl J Med. 1985; 313: 1191-1200



Treatment of Intracranial Stenosis
EC-IC Bypass Surgery

Ty |é DOt quy Noi Khoa PT Bypass

Hep DMIN gitta > 70%  14/59 (24%)  22/50 (44%) p<0,05

Hep DPMCtrong>270%  26/72 (36%) 29/77 (38%) NS

Furlan et al 1980, Awad et al 1984



EC-1C Bypass Surgery Conclusion

Phau thuat Bypass khéng lam gidm nguy co
POt quy tai phat trén BN tac/ hep Dong mach

lon 1]



AHA/ASA Guideline

Guidelines for Prevention of Stroke in Patients With
Ischemic Stroke or Transient Ischemic Attack

Extracranial-intracranial (EC/IC) bypass surgery was not
found to provide any benefit for patients with carotid occlu-
sion or those with carotid artery narrowing distal to the
carotid bifurcation.!’® New efforts using more sensitive im-
aging to select patients with the greatest hemodynamic
compromise for RCTs using EC/IC bypass surgery are
ongoing.!77-178
Among patients with symptomatic carotid occlusion,
EC/IC bypass surgery is not routinely recommended
(Class 111, Level of Evidence A).

AHA/ASA Guideline 2007



ESTIMATE OF CERTAINTY (PRECISION) OF TREATMENT EFFECT

LEVEL A
Muttiple popuiations
evaluated*

Data derived from muRiple
randamized clinical trials
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Limited populations
evaluated®

Data derived from a
singie randomized irial
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LEVELC

Very limited populations
ovaluated*

Only consansis opinion
of experts, case siudies,
or standard of care

SIZE OF TREATMENT EFFECT

CLASS lla

Benefil >> Risk
Additional studies with
focused objectives needed
IT IS REASONABLE lo per-
form procedure/administer
treatment

. A AN
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m Recommendation in favor
of treatment or procedure
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= Some conflicting evidence
from muitipie randomized
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= Some conflicting
evidence from single
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being useful/effective

wm Only diverging exper!

opinion, case studies,
or standard of care

Indicated

3

Probably Indicated May consider

Not Indicated




Lwa Chon Diéu Tri Hep PM Noi So

¢ Diéu tri ndi khoa: Chong két tap tiéu

cau hoac Warfarin



Warfarin-Aspirin Symptomatic Intracranial
Disease (WASID) Trial

e Bao gdm cac BN thiéu mau ndo thoang qua hoac

PQ do nguyén nhan hep DM ndi so (50-99%)

 Lya chon DT ngau nhién: Warfarin (INR 2-3) vs.
Aspirin 1300 mg.

* 569 BN dugc theo doi trong thoi gian 1.8 nam

Chimowitz. NEJM 2005



Warfarin
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Years after Randomization

Mo. at Risk
Aspirin 120 59
Warfarin 130 66

Figure 2. Cumulative Incidence of the Primary End Point after Randomization,
According to Treatment Assignment.

The primary end point was ischemic stroke, brain hemorrhage, or death from
vascular causes other than stroke.

Stroke & Vascular Death

Aspirin  Warfarin

22.1% 21.8% p0.82

Tiéu chi két qua chinh bao gobm DQ thi€u mau, Xuat huyét ndo hay tl&r vong

do nguyén nhan mach mau: 21.8% (warfarin) vs. 22.1% (aspirin).

WASID Trial. NEJM 2005
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* 8/ 2003, Wasid phai dirng lai s&m sau BN
th& 569 vi lo ngai ty 1&é xuat huyét va tuir

vong cao @ nhom diéu tri Warfarin



WASID Conclusion

Poi véi BN dot quy lién quan dén hep PM ndi so:
* Warfarin KHONG HIEU QUA hon Aspirin

e Warfarin LAM TANG NGUY CO’ xuat huyét ndo

quan trong va nguy co tir vong so v&i aspirin



Lwa Chon Diéu Tri Hep PM Noi So

** Can thiép noi mach: dat Stent



Wingspan Stent




Co So Chi Dinh Pat Stent

* Ty lé DOt quy tai phat cao @ nhdm hep nang bM
ndi so 70-99% ( # 19%) mac du dang duoc diéu
tri n6i khoa (Wasid 2005).

e Ky thuat dat stent DM ndi so thanh cong 96.7%
* Nguy co Dot quy tai phat twong doi thap

(14%/ nam) qua cac so liéu dat stent Wingspan

ban dau.


Wingspan stent.xspf

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Stenting versus Aggressive Medical Therapy
for Intracranial Arterial Stenosis

Marc |. Chimowitz, M.B., Ch.B., Michael J. Lynn, M.S., Colin P. Derdeyn, M.D.,

Bao gobm 451/ 764 Bn dot quy/ TIA c6 hep 70-99% DM noi
so tai 50 trung tam Dot quy tai Hoa Ky.

Lwa chon ngau nhién diéu tri ndi khoa & dat stent kém

theo diéu tri ndi khoa sau dé.

K&t qua chinh: ty 1é DQ/ t&r vong trong 30 ngay

SAMMPRIS Trial. NEJM 2011



T—— Medical Treatment : ASP + Clopidogrel
2 Rosuvastatin 20mg
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Months since Randomization

No. at Risk
Medical manage- 227 196 164 132

ment group
PTAS group 224 1 153 125

Stroke & Vascular Death/ 30 days
Medical Treatment Stent

5.8% p 0.002

Ischemic Stroke in territory of qualifying artery > 30 days

13 (5.7%) 13 (5.8%) NS



SAMMPRIS CONCLUSION

CONCLUSIONS
In patients with intracranial arterial stenosis, aggressive medical management was

superior to PTAS with the use of the Wingspan stent system, both because the risk
of early stroke after PTAS was high and because the risk of stroke with aggressive
medical therapy alone was lower than expected. (Funded by the National Institute of
Neurological Disorders and Stroke and others; SAMMPRIS ClinicalTrials.gov num-
ber, NCT00576693.)

SAMMPRIS Trial. NEJM 2011



Original Investigation

Effect of a Balloon-Expandable Intracranial Stent
vs Medical Therapy on Risk of Stroke in Patients
With Symptomatic Intracranial Stenosis

The VISSIT Randomized Clinical Trial

Osama O. Zaidat, MD, MS; Brian-Fred Fitzsimmons, MD:; Britton Keith Woodward, MD; Zhigang Wang, MD; Monika Killer-Oberpfalzer, MD;
Ajay Wakhloo, MD, PhD; Rishi Gupta, MD, MBA; Howard Kirshner, MD; J. Thomas Megerian, MD, PhD; James Lesko, PhD; Pamela Pitzer;
Jandira Ramos, MPH:; Alicia C. Castonguay. PhD; Stanley Barnwell, MD; Wade S. Smith, MD; Daryl R. Gress, MD:; for the VISSIT Trial Investigators

« VISSIT (the Vitesse Intracranial Stent Study for IS Therapy) trial is an
international, multicenter, 1:1 randomized, parallel group trial that enrolled
patients from 27 sites (2009-2012) with last follow-up in May 2013.

* Primary outcome measure: a composite of stroke in the same territory within
12 months of randomization or hard transient ischemic attack (TIA) in the same

territory day 2 through month 12 post randomization.

JAMA. 2015,;313(12):1240-1248


Balloon expandable stent.xspf
Balloon expandable stent.xspf

MEDICAL MANAGEMENT

Clopidogrel (75mg daily) and aspirin (81-325 mg daily)
for the first 3 months after enrollment.

Statin: (20-80mg daily) to lower low-density lipoprotein
cholesterol (LDL) levels to less than 100mg/dL.

. Antihypertensive regimen to control systolic blood

pressure to £ 140mmHg.

JAMA. 2015;313(12):1240-1248




Proportion, (%) [95% CI]

Medical Group Stent Group
Outcome (n=53) (n=58) Difference (95% Cl)? P Value
Safety outcomes within 30 d
Any stroke within 30 d or hard TIA between [ 5/53 (9.4) [3.1-20.7] 14/58 (24.1) [13‘9-37.2]] 14.7 (1.2-28.2) .05
2 d and 30 d of randomization
Primary effectiveness end points
Stroke in the same territory (distal to the [8/53 (15.1) [6.7-27.6] 21/58 (36.2) [24.0-49.9]] 21.1 (5.4-36.8) .02
target lesion) within 1 y or hard TIA in the
same territory between 2 d and 1 y of
randomization
Stroke in the same territory within 1y of [ 5/53 (9.4) [3.1-20.7] 20/58 (34.5) [22.5-48.1]] 25.1 (10.5-39.6) .003
randomization
NIHSS at 12 mo, No. 41 48
Mean (SD) 0.46 (0.90) 1.35(2.02) .02
Median (IQR) [range] 0 (0-1) [0-4] 0.5 (0-2) [0-10] 0.89 (0.21-1.57)
NIHSS worse by 4 points, baseline-12 mo 0/53 (0) [0-5.5] 3/58 (5.2) [1.1-14.4] 5.2 (-0.5 t0 10.9) .25
mRS worse, baseline-12 mo [ 6/53 (11.3) [4.3-23.0] 14/58 (24.1) [13.9-37.2] ] 128 (-1.1t026.7) .09
Restenosis
[ >50% 9/34 (26.5)[12.9-44 4] ]
>70%d 1/34 (2.9)[0.1-15.3]
Other safety end points ‘
Death from any cause within 30 d of 0/53 (0) [0-5.5] 3/58 (5.2)[1.1-14.4] 5.2 (-0.5 to 10.9) .25
randomization

JAMA. 2015;313(12):1240-1248



PRIMARY OUTCOME
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0 1 2 3 4 5 6 7 8 9 10 11 12

Months

No. at risk
Medicalgroup 53 44 43 43 41 40 39 38 38 38 38 33 20

Stentgroup 57 42 40 38 38 38 36 35 34 33 33 31 21

JAMA. 2015;313(12):1240-1248



Intracranial stenosis: Stent or Angioplasty for What?




VISSIT CONCLUSION

JAMA. 2015;313(12):1240-1248
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Wingspan stej t recommended as an initial

treatment

(Class llI; Level of Evidence B).

Stroke. 2014



AHA Guidelines 2014



AHA Guidelines 2014
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LARGE VESSEL DISEASE

1. Chdng Két tap tiéu cau:

Aspirin 325mg + Clopidogrel 75mg (3 thang)
2. Kiém soat yéu td nguy co:

Huyét 4p tdm thu < 140mmHg

High dose of Statin : LDL <70 mg/dl

(Rosuvastatin 20mg hoac Atorvastatin 80mg)



CASE 2

« BN nam 37 tubi

e Cao huyét ap, tiéu dudng type 2

e 11/2013: Nh6i mau ndo ban cau P —di chirng yéu
%2 than T. mRS 3

* Pang duoc diéu tri:

aspirin, perindopril, diamicron, atorvastatin.



7/2014: Nhap vién vi néi khd, yéu ¥ than P

HA 130/ 80, ECG nhip xoang

Glucose 6.8 mmol/l, Hbalc 6.6%

Cholesterol 210, TG 180, HDL-C 35, LDL-C 80 mg%.
Siéu am tim trong gidi han binh thuong.

Duplex: Khong ghi nhan tac hep cd y nghia
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Treatment Plan ?



AHA/ASA Guideline

Guidelines for the Prevention of Stroke in Patients With
Stroke or Transient Ischemic Attack

e Aspirin (50-325mg) Class I, Level A
e Aspirin + Dipyridamole Class |, Level B
* Clopidogrel Class lla, Level B
Lwa chon thudc chéng két tap tiéu cdu nén tuy vao tirng ca nhan

bénh nhan v&i cac yéu td nguy co khac nhau

Stroke. 2011;42:227-276



But ....



His Gradient Echo




Small Vessel Disease & Microbleeds

Deep microbleeds



Vi xuat huyét nio (Cerebral Microbleeds - CMBs)

Neurology 2006;66;165

Ti Ié cao hon cua CMBs déi véi cac bénh nhan géc
Chau A (43%) so véi bénh nhan da trang (25%)

Ti lé CMBs : tir 20% dén 70%

Ti lé CMBs :

- Gan lién véi cao tuéi, cao huyét ap man tinh, CAA,
CADASIL va muc cholesterol huyét thanh thap

- Tang nguy co tuong lai cua ICH

- Tang ti lé ICH sau khi s&r dung aspirin




Su lién quan gitta phan nhém dot quy thiéu mau

& ti lé vi xuat huyét nio
Neurology 2006;66;165

Ti & vi xuat huyét nao trong cac bénh nhan bénh ly thiéu mau nao

Max. CMB Age = SD

Reference Cohort characteristics gize, mm (range), y % HTN n % CMB
16 Patients with multiple lacunes and hypertension NR 69 (55-88) 100 68 71
17 Acute or chronic ischemic stroke NR

Lacunar 749 71 66 62

Atherothromboetic 74 = 10 46 24 21

Cardioembolic 776 39 23 30
36 Vascular dementia and microangiopathic lesions on MRI NR 7486 79 67 78
20 History of ischemic stroke 10 NR NR 232 18
19 Patients with multiple lacunes or Binswanger's disease NR 76 =8 77 81 60
39 Consecutive patients with acute ischemic stroke NR 68 = 11 69 121 36
25 Consecutive patients with acute ischemic stroke and HTN 5 65 = 100 113 65
26 Consecutive patients with acute ischemic stroke 5 65 = 84 144 35
28 Acute first ever ischemic stroke NR 69 = 13 NR

Lacunar 31 23

Atherothrombotic 22 23

Cardioembolic 13 0
29 Acute lacunar infarction 7 66 =9 72 138 51
40 Acute TIA or ischemic stroke NR =50y NR 203 25
Total 1,346 40

HTN = hypertension; NR = not reported.



Vi xuat huyét khdng triéu chirng la mot yéu td nguy co’

cua ICH lién quan v¢&i aspirin

Svmptomatic intracerebral
hemorrhage

Characteristics Yes(n — 21) No(n — 21) p Value . . . : !
prEET— BTy Sy hién dién va mirc do cda Vi xuat huyét
M/F 147 147 khoéng triéu chirng trén GRE trong 21 bénh
Hypertension 14 14 nhan dung aspirin c6 bi ICH va 21 bénh nhan
Systolic BP, mm Hg + SD 164 = 20 156 = 25 0.19 dl\Jng aspirin khéng Cé tl‘én SCI’ Clzla |CH
Diastolic BP, mm Hg = SD 89 = 1 84 =10 0.13

Diabetes 5 10 0.09

Ischa&mic heartl disease 8 6 0.37

Atrial fbnllation 3 1 0.3

Previous stroke 11 14 0.27

Smoking 7 10 0.27

Aspirin users 21 21

Daily dose, mg 114 = 40.6 124 = 408 0.45

Duration, mo 186 = 163 222 + 223 0.29

e e e Vi xuat huyét xay ra thuong xuyén hon (19
S = T gPorET vs 7, p <0.001) va rong hon (sé lwgng chay
Mean no. (range) 13.3(0-54) 0.4(0-2) <0.001 mau trung binh 13.3 vs 0.4, p<0.001) & nhdm
0 S ICH so véi nhom dsi ching.

Lobar region 16 5 0002
Basal ganglia 13 3 0.002
Thalamus 13 0 = 0.001
Pons 10 0 =0.001
Cerebellum 10 0 =0.001

B - blood pressure; GHRIX — gradient recall-echo.

Wong KS, et al Neurology 2003;60;511-513



Muc Tiéu Diéu Tri

Giam Nguy Co’ Xuat Huyét ndo




e N v 4
Nghién ctru CSPS 2
2716 bénh nhan nhdi mau PP —— n=1356
nao tw 1-6 thang sau khi llostazo Mg ngay < 1an
kh&i phat
Aspirin 81mg ngay 1 [an
n = 1360

|
® Muc tiéu: So sanh Cilostazol & Aspirin trong phong ngira DQ tai phat & cac BN bQ

thi€u mau ndo khong do nguyén nhan tim.
® Thiét k& nghién clru: Tién clru, da trung tdm, ngau nhién, mu doi.
® Két cuc chinh: dét qui ( PQ thi€éu mau n3o, XHN, XHDN).

® K&t cuc phu: dot quy bat ky, tlr vong do tat cd cac nguyén nhan, dau that nguc, nhoi
mau co tim, suy tim, xuat huyét can nhap vién.

® Theo doi: 1-5nam

Lancet Neurol 2010; 9: 959-68




Gilostazol Aspirin
(n=1337) (n=1335)

Men 959 (72%) 957 (72%)
Age (years) 635(92) 63-4(90)
Body-mass index {(kg/nv) 2401(31) 23.9(31)
Stroke subtype

Atherothromboti 435 (33%) 420 (31%)

Lacunar 869 (65%) 874 (65%)

Undetermined 33(3%) 41(3%)
Days after omset*

<28 414 (31%) 419 (31%)

29-56 354 (26%) 338 (25%)

57-112 343 (26%) 320 (24%)

*»113 226 (17%) 258 (19%)
Stroke seventy (modibed Rankin scale)

0 207 (15%) 186 (14%)

1 612 (46%) 613 (46%)

2 406 (30%) 432(32%)

3 73(5%) 69 (5%)

4 39(3%) 35(3%)

Lancet Neurol 2010; 9: 959-68

CSPS 1I- Dan s6 nghién ctru

Dvug use
Cilostazol
Aspirin

Present smoker

Does not abstain from drnking
alcohol

Complications
Hypertension
Ischaemic heart dsease
Diabetes mellitus

Dysipidaemia

304 (23%)
794 (59%)
385 (29%)
640 (48%)

Q76 (73%)
11 (1%)
382 (29%)
560 (42%)

358 (27%)
749 (56%)
403 (30%)
624 (47%)

901 (74%)
18 (1%)
393 (29%)
599 (45%)

Data are ramber (%) oc mean (SD). *Days from onset of corebral mfasction to

start of reatment.

Table 1: Demographic and clinical characteristics at baseline




Két Qua Chinh

259 — Aspirin Log-rank p=0-0357
—— Cilostazol
20—
< 25,7%
-
g 157 S
£
[ - l
£ 104
2 —
oo |
o
> S .
Giam nguy co tuvong doéi: 25,7%
0 1 1 T 1 1 1 T T 1 1 j 1 1 T 1 T 1
Number at risk

Aspirin 1335 1227 114810891046 1005 967 926 837 750 628 509 377 255 152 75 33 7
C.ilostazol 1337 1137 1063 1031 989 941 896 864 788 686 570 450 331 227 135 68 29 8

Lancet Neurol 2010; 9: 959-68.



Bién C6 Xuat Huyét

259 Log-rank p=0-0004
a T Aspirin
5 —— Cilostazol
¢
v 157
E
5
E | ° 9 AI.. o
s 1 Giam nguy co tuwong doi: 54,2%
3
8 8
? i 54,2% l
_,__,-r’_'_r'—’_— PR—
) pu == “’_,_’—-c—'
0 T T T T T T T T 1 1 1 ™
0 100 200 300 400 500 600 700 800 900 10001100 12001300 140015001600 1700
. A .
Nurbei at sk Days after randomisation

Aspirin 1335 1227 1149 1090 10471006 967 927 836 751 628 509 377 255 152 75 33 7
Cilostazol 1336 1137 10631032 990 942 896 864 788 686 570 451 331 227 135 68 29 38



Can We Do Better?

Blood Pressure Target for SVD ?



Randomised trial of a perindopril-based blood-pressure-lowering
regimen among 6105 individuals with previous stroke or transient

ischaemic attack

e Bao gdm 6105 BN cd tién stir DQ hay TIA, lywa chon
ngau nhién Perindopril 4mg (+ Indapamide) ho3c
Placebo.

* 40% BN cé murc huyét ap < 140/ 90 mmHg

 Tiéu chi két qua chinh: dét quy ti&r vong va khdng t
vong

PROGRESS - Lancet 2001, 358: 1033-41



Hiéu Qua Gidm Huyét Ap

"""" Placebo 9 mmH
s e Systoli - l
S ystolic
ol
:g 140_ \ ...................................................
; 120 -
5
w
8 100-
= 4 mmHg l
-§ 80_ ¥ ......................................................
5 Diastolic
60_
I | | | | | | | |

|
R 6 12 18 24 30 36 42 48 54
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Active treatment reduced BP by 10.3/4.6mmHg in
Asian, and by 8.1/3.6mmHg in Western articipants
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BP Target for Lacunar Infarct ?

* Goals for target BP level or reduction from
pretreatment baseline are uncertain and should
be individualized, but it is reasonable to
achieve a systolic pressure <140 mm Hg and a

diastolic pressure <90 mm Hg

(Class lla; Level of Evidence B).

AHA/ASA Guidelines for Stroke 2011



I'he NEW ENGLAND JOURNAL ¢of MEDICINE

ORIGINAL ARTICLE

Effects of Clopidogrel Added to Aspirin
in Patients with Recent Lacunar Stroke

The SPS3 Investigators

e SPS3 enrolled 3020 patients with lacunar to 2

different target levels of SBP control, <150 versus
<130 mmHg.

* Mean time from qualifying event to randomization
was 62 days. At baseline, mean SBP was 145 mm

Hg in the higher-target group and 144 mm Hg in
the lower-target group.

NEJM 2012 367;9



Systolic BP <150 mmHg <130 mmHg

12 months 138 mm Hg 127 mm Hg

Recurrent stroke 2.8 % 2.3 %
HR 21 %

Ischemic stroke 2.4 % 2.0 %
HR 16 %

Hemorrhagic stroke 0.29 % 0.11 %
HR 63%



AHA/ASA Guidelines for Stroke 2014

* For patients with a recent lacunar stroke, it
might be reasonable to target an SBP of <130

mm Hg

(Class IIb; Level of Evidence B).



And Much More ...



Stroke Risk and LDL Lowering

Each 1 mmol (39 mg) LDL-C reduction reduced the risk of stroke by 21% (95%\
CI 6.3 to 33.5%, p<0.001)
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SPARCL: Két Qua Chinh
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* Treatment effect from Cox proportional hazards models with pre-specified adjustment for geographical

region, entry event, time since entry event, gender, and baseline age.
RR, risk reduction; HR, hazard ratio; Cl, confidence interval. SPARCL
The SPARCL Investigators. A Engl J Med. 2006,355:549-559. P e A



Guidelines for Prevention of Stroke in Patients With Ischemic Stroke or
Transient Ischemic Attack: A Statement for Healthcare Professionals From the
American Heart Association/American Stroke Association Council on Stroke:
Co-Sponsored by the Council on Cardiovascular Radiology and Intervention:
The American Academy of Neurology affirms the value of this guideline.
Ralph L. Sacco, Robert Adams, Greg Albers, Mark J. Alberts, Oscar Benavente,
Karen Furie, Larry B. Goldstein, Philip Gorelick, Jonathan Halperin, Robert
Harbaugh, S. Claiborne Johnston, Irene Katzan, Margaret Kelly-Hayes, Edgar J.
Kenton, Michael Marks, Lee H. Schwamm and Thomas Tomsick

Cholesterol Ischemic stroke or TIA patients with elevated cholesterol, comorbid CAD, or evidence of an atherosclerotic Class |, Level A
origin should be managed according to NCEP Ill guidelines, which include lifestyle modification, dietary
guidelines, and medication recommendations.

Statin agents are recommended, and the target goal for cholesterol lowering for those with CHD or Class |, Level A
symptomatic atherosclerotic disease is an LDL-C of <100 mg/dL and LDL-C <70 mg/dL for very-high-risk
persons with multiple risk factors.

Patients with ischemic stroke or TIA presumed to be due to an atherosclerotic origin but with no preexisting Class lla, Level B
indications for statins (normal cholesterol levels, no comorbid CAD, or no evidence of atherosclerosis) are
reasonable to consider for treatment with a statin agent to reduce the risk of vascular events.




SMALL VESSEL DISEASE

Chong Két tap tiéu cau:
Aspirin 325mg/ Clopldogrell - \]0 red)
Kiém soat yéu tA - ‘)‘ Cof\ QO‘ 5
VO e\
Huyét ~ Q\a\,e y
Statin L P‘ ng/dl

Hbalc < 7mg%




“To treat the stroke patient optimally, the physician

must identify the correct mechanism of stroke...”

The Caplan ‘s Stroke book
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