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Urgences ischémiques - AVCi

e Circulation antérieure / post

e Heure de début <4.5h-24H réveil

e Mismatch volume > 10 ml

* Occlusion proximale
* Mineur : NIHSS score< 5

* Majeur : NIHSS>22-25; ASPECT<7/
* Prise d’anticogulant (INR>1.7; NACO<48h)
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Recommandations actuelles - thrombolyse

nnnnnnnnnn OR (95% CI)
For patients with acute ischaemic stroke of o 2ot 16702 e 17038220
<4.5 h duration, we recommend intra- NINDS 1995 P wssrs assnest . 1280105, 150
venous thrombolysis W|th alteplase ECAS 2008 vl (Hsqued = 15 8%, 0082 <> wowa
Quality of evidence: ngh
Strength of recommend SUJi g :
5 1 2 3
C J F s I\

M2 or M3
(22%-59%)

Seners et al Stroke 2016

(0%-22%)
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- Thrombolyse >4.5h- mismatch

For patients with acute ischaemic stroke of
4.5-9 h duration (known onset time),
and with no brain imaging other than
plain CT, we recommend no intravenous
thrombolysis.

Quality of evidence: Moderate (DO

Strength of recommendation: Strong | |

For patients with ischaemic stroke of 4.5—
9 h duration (known onset time) and
with CT or MRI core/perfusion mis-
match®, and for whom mechanical
thrombectomy is either not indicated or
not planned, we recommend intrave-
nous thrombolysis with alteplase.

Quality of evidence: Low O®

Strength of recommendation: Strong |1

*In the individual participant data meta-
analysis by Campbell et al.,** core/per-
fusion mismatch was assessed with an
automated processing software and

\
- Infarct core™ volume < 70 ml

- and Ceritically hypoperfused{ volume/ Infarct
core™* volume > 1.2

- and Mismatch volume > 10 ml

** rCBF <30% (CT perfusion) or ADC < 620
um?2/s (Diffusion MRI)

J Tmax >6s (perfusion CT or perfusion MRI)J
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0 1'0 2|0 3|0 4IO SIO 6|0 7|0 8|0 9IO 160
Patients, %
Score on the Modified Rankin Scale at 90 Days
0 1 2 3 W4 HES5 N6
3.4 3.4
Standard
Treatment 25.6 35.0 120 120
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Tenecteplase (0.25 mg/kg) vs alteplase (0.9 mg/

For patients with acute ischaemic stroke of

<4.5 h duration and not eligible for
thrombectomy, we suggest intravenous
thrombolysis with alteplase over intra-
venous thrombolysis with tenecteplase.
Please see paragraph 5.2 for patients
eligible for mechanical thrombectomy.
Quality of evidence: Low @D

) .« Wasl 17
' of recommendation: YYeak 1/

For patients with acute ischaemic stroke
of <4.5h duration and with large vessel
occlusion who are candidates for
mechanical thrombectomy and for
whom intravenous thrombolysis is con-
sidered before thrombectomy, we sug-
gest intravenous thrombolysis with
tenecteplase 0.25 mg/kg over intrave-
nous thrombolysis with alteplase
0.9 mg/kg.

Quality of evidence: Low ©®

Strength of recommendatic

ne

n: Weak 1?

+
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AcT - 2022

Alteplase (n=765)

Tenecteplase (n=802)

<Odds Ratio
logOR SE Weight IV, Random, 95% CI

Study or
Subgroup
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Modified Rankin Scale score
Clo CJ1 212 @3 B4 Ws W6
127 139 159
(16-6%) (18-2%) (20-8%)
152 144 156
(18-9%) (18-0%) (19:5%)
] 1] | 1 1
0 20 40 60 80 100

<Odds Ratio
IV, Random, 95% CI

Proportion of patients (%)

subgroup = original TNK

AcT 2022 0.07 0.09 22.9% 1.07[0.90, 1.28]
ATTEST 2015 -0.04 036 14% 0.96[0.47, 1.95)
ATTEST-2 2023 0.09 0.09 22.9% 1.09[0.92, 1.31]
EXTEND-IATNK 2018 0.52 0.25 3.0% 1.68[1.03,2.75)
ORIGINAL 2024 0.06 0.10 18.6% 1.06(0.87, 1.29]
TASTE 2024 0.09 0.14 95% 1.09[0.83, 1.44)
TASTE-A 2022 024 035 1.5% 1.27[0.64,252]

Total (95% CI) 79.8%  1.10 [1.00, 1.21]
Heterogeneity: Tau’ = 0; Chi’ = 3.41, df = 6 (P = .76); I° = 0%
Test for overall effect: Z = 1.94 (P = .052)

subgroup = biocopy TNK

TRACE 2021 0.1 034 16%
TRACE-2 2023 0.08 0.10 186% 1.08(0.89, 1.32)
Total (95% CI) 20.2%  1.09 [0.90, 1.31]
Heterogeneity: Tau’ = 0; Chi = 0.01, df = 1 (P = .93); I° = 0%

Test for overall effect: Z = 0.86 (P = .390)

1.12[0.57, 2.17)

Total (95% CI) 100.0% 1.10 [1.01, 1.19)
Prediction interval [0.99, 1.21]
Heterogeneity: Tau’ = 0; Chi’ = 3.42, df = 8 (P = .90); ¥ = 0%

Test for overall effect: Z = 2.12 (P = .034)

Test for subgroup differences: Chi’=0.01,df=1 (P=.92)

. Palaiodimou et al, Neurology 2024
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Antithrom

For patients with acute ischaemic stroke of
<4.5h duration, we recommend no
antithrombotic drugs within 24 h of
intravenous thrombolysis over antith-
rombotic drugs as an adjunct therapy to
intravenous thrombolysis with alteplase.

Quality of evidence: Low O®

Strength of recommendation: Strong | |

*’f

ASSET-IT 2025 (tirofiban)
Alteplase, tenecteplase (~25%)
Circulation antérieure et post (~“5%)

NIHSS 6 (5-9) — bas
PAS de thrombectomie

otic

Placebo

Tirofiban
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Score on Modified Rankin Scale

0 1 m2 m3 W4 WS M6

37 18 18 12 m 1.7% HIP
\ "o N 0

39 27 14 8 0% HIP

I I | | I I I I I

1
0 10 20 30 40 50 60 70 80 % 100

Percentage of Patients
Subgroup Score of 0 or 1 on Modified Rankin Scale Adjusted Risk Ratio (95% CI)
Placebo Tirofiban
no. with event (%)
All patients 229 (54.9) 273 (65.9) ——i 1.18 (1.06-1.31)
Age
<70yr 140 (65.1) 152 (70.7) e 1.08 (0.95-1.22)
=70yr 89 (44.1) 121 (60.8) — 1.33 (1.10-1.60)
NIHSS score
<8 176 (65.9) 191 (70.2) i 1.07 (0.95-1.20)
=8 53 (35.3) 82 (57.8) ——e—— 1.54 (1.19-1.99)
Cause of stroke
Large-artery atherosclerosis 118 (50.0) 153 (61.9) ——i 1.21 (1.04-1.41)
Small-artery occlusion 93 (61.6) 99 (71.2) —a— 1.16 (0.99-1.36)
Undetermined 17 (65.4) 20 (74.1) —— 1.07 (0.74-1.54)
Time from onset to administration
of tirofiban or placebo
<4 hr 100 (59.9) 133 (68.6) boee 1.10 (0.95-1.28)
=4 hr 129 (51.6) 140 (63.6) i 1.23 (1.06-1.42)
NCCT ASPECTS score at baseline
<8 17 (34.0) 27 (51.9) ——————e—— 1.41 (0.87-2.26)
>8 212 (57.8) 246 (68.0) I 1.17 (1.05-1.30)
Type of antiplatelet therapy after IVT
Monotherapy 80 (70.1) 63 (52.1) p————q 1.31 (1.07-1.59)
Dual therapy 179 (67.0) 162 (59.1) ——i 1.13 (1.00-1.28)
Thrombolytic drug
Tenecteplase 64 (58.2) 72 (72.0) H—e— 1.18 (0.98-1.43) ymERSITE
Alteplase 165 (53.8) 201 (64.0) - l ov—o—i 2101.18 (1.04-1.34) é
Placebo Better Tirofiban Better U
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Recommandations actuelles- thrombectomie

In adults with anterior circulation LVO-related
acute ischaemic stroke presenting within 6
hours after symptom onset, we recommend
MT plus BMM, including IVT whenever indi-
cated, over BMM alone to improve functional
outcome.

Quality of evidence: High DOOD
Strength of recommendation: Strong |7

MR CLEAN, EXTEND IA, ESCAPE, SWIFT-
PRIME, REVASCAT (n=1287)

NNT=5 pour mRS<2

Goyal et al, Lancet 2016

A Overall

Control population
(n=645)

Intervention population

(n=633)

B

Ineligible for alteplase

Control population
(n=80)

Intervention population
(n=108)

Received alteplase

Control population
(n=565)

Intervention population
(n=525)
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o 1 02 EH3 H4 W5 W6
sof 79 | 136 164 247 135 189
100 | 16-9 | 191 16.9 156 62 153
3-6| 62 125 |5 312 15.0 225
102 | 157 | 176 185 Al 74 231
5-1| 81| 138 17.5 23.7 133 18.4
99 | w1 | 194 16.6 173 59 137
-l 1 1 1 1 1 1 1 | 1 1
0 10 20 30 40 50 60 70 80 90 100

Patients (%)
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| Thrombectomie + IVT ?

® In LVO-related ischaemic stroke patients
eligible for both treatments, we recom-
mend IVT plus MT over MT alone. Both
treatments should be performed as early as
possible after hospital arrival. MT should
not prevent the initiation of IVT, and IVT
should not delay MT.

Quality of evidence: Very low @, Strength of
recommendation: Strong 11

® In LVO-related ischaemic stroke patients
not eligible for IVT, we recommend MT as
standalone treatment.

Quality of evidence: Low (D, Strength of

recommendation: Strong |7

BRIDGE-TNK - 2025
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Majoie et al, Lancet 2023
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mRS score
o CJ1 02 B3 H4 W5 W6

Endovascular -
o treatment alone 13'14% IZZS(: :3'212: 10;31:) :Z; 1?182 0
2 meatone | =143) | (n=201) (n=220) (n=118) (n-112) (n-182) 4.3% HIP
= !
£ o
% Intravenous o
= thrombolysis 14-2% 163% 20-2% 5.4/) HlP
plus endovascular | (n=165) (n=189) (n=234)
treatment (n=1159)f
1 1 1 1
0 25 50 75 100
Proportion of participants (%)

DIRECT-MT, DEVT, SKIP, MR CLEAN NO IV, SWIFT-DIRECT, DIRECT-SAFE

Modified Rankin Scale Score
0 1 2 B3 B4 ERS5 H6

No symptoms = » Death
Tenecteplase plus
19.83 15.1 18.0 112 86 5.0 22.3
Thrombectomy 8.5% HIP
(N=278)
Thrombectomy
Alone| 165 114 162 | b5 EEEFRCREESTY 6.7% HIP
(N=272)
I | I | I | | | | 1
0 10 20 30 40 50 60 70 80 90 100 ¢
22 i~
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Thrombectomie >6h

In adults with anterior circulation LVO-related
acute ischaemic stroke presenting between 6
and 24 hours from time last known well and
fulfilling the selection criteria of DEFUSE-3* or
DAWN**, we recommend MT plus BMM over
BMM alone to improve functional outcome.

Quality of evidence: Moderate (MDD

Strength of recommendation: Strong 1

DAWN - DEFUSE-3 2018

Last Known to Be Well 6 to 12 Hr before Randomization

Thrombectomy

(N=50) 14 22 10 6 30

Control

(N=46) 717 11 37 33

T T T T T T T

0 10 20 30 40 50 6 70 8 90 100
Last Known to Be Well >12 to 24 Hr before Randomization

Thrombectomy
(N=57) 5 23 16 19 21

Control
(N=53) H 21 32 40

0 10 20 30 40 50 60 70 8 90 100
Percent of Patients
Score on Modified Rankin Scale

o 0! @2 @3 W4 W5 Mo

MR CLEAN LATE

Median NIHSS 10 (6—-17) — IVT 5%
<1/3 territoire ACM

Collatéralité

CImRSO [CImRS1 EImRS2 EImRS3

Endovascular treatment

goup(n=255) | 9% 12% 18%

Control group (n=247) |2% 14% 18%

B mRS4 MEEmMRSS MEmMRS6

60 80 100

Percentage (%)

Olthuis et al, Lancet 2023

Endovascular Therapy [ o | Te | 18 15 18 s 14 uvERSITE
(N=92) DE LYON .
) 2% . - o - — Facultél\( 4‘dé Médecine
Medical Thera =
(N= 9%’) 8 nn 16 27 16 26 U ://‘Lyon Bst
. . . . . . . . . .
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AVC large

® We recommend that anterior circulation
stroke patients with extensive infarct core
(e.g. ASPECTS <6 on non-contrast CT scan
or core volume >70 ml or >100 ml) be
included in RCTs comparing mechanical
thrombectomy plus best medical manage-

e ASPECT<5 -- NIHSS median ~20

SELECT2 2023

Score on Modified Rankin Scale

. 0 1 2 3 W4 W5 WMo
ment versus best medical management oG
alone. 51
. . - (N=9) o
Quality of evidence: Very Low @, Strength of D [ 0,6 % HIP
- .. ndovascular Throm omy 14.0 17.4 15.2 84 38.2
recommendation: (N=178) (N=25) (N=31) (N=27) (N=15) (N=68)
o)
. 1,1 % HIP
Subgroup — Thoomk Generalized Odds Ratio (95% Cl) Medical Care 11.5 20.7 18.4 40.3
no. of patients (N=174) (N=20) (N=36) (N=32) (N=71)
Overall 165 159 [ 163 (1.29-2.06) \ 55
Age : -
<T0yr 64 64 i — = 203(136-3.03) (N=9)
>70yr 101 95 —— 1.44 (1.08-1.90) 1.7
Sex 3 0 =
Ferale 77 77 . —— 1.54 (1.10-2.15) (N=0) (N=3)
Male 8 2 | ——— 172(124-239) . . . . 5
Intravenous thrombolysis therapy 0 40 60 20 100
No 107 104 V —— 169 (1.27-225)
Yes 58 ss —_— 1.52 (1.01-2.28) L A ST E 2 O 2 4 Percentage of Patients
Baseline NIHSS score .
<20 57 62 | ———a—  1.30(1.20-269)
=20 108 97 L —— 153 (1.15-2.03)
Baseline ASPECTS value {
2 95 6 { —a—  177(130-241)
=3 70 7 e 1.47 (1.02-2.09) 0
Baseline infarct volume ' L/
<100 m! 35 34 e 144(035-245)
100-150 mi 53 o : l 1.77 (1.20-2.60) ThrombeCtomy 7 | 14 32 17 57 o
>150 ml 7 61 | ——a——  Jssa-223) (N=159) 3_2 A) HIP
No P 91 %0 | ——— 155 (1.12-2.13) ," P 4 P s = e =
Yes 74 6 i ——a—  179(127-25)) hiy” S T i e
Time from m on randomization . (R A— = = =
:‘:,s:r thasasiatisinnn 6 78 | —a——  169(121-236) Control
451065 hr 7 81 | —— 1.59 (1.14-2.21) SES 18 91 2 5 (y H I P
Directly admitted to thrombectomy-capable center (N = 165) . 0
Yes n 70 | ————  166(117-234) LZ
No 9 89 | —— 1.61 (1.17-2.20) 1
Qualifying imaging method H UNIVERSITE
c«u;ﬁ.« l:mngguphy 25 28 — - 134(078-230 J J ! I ! ! ! J | 1 &
Magnetic resonance imaging 140 131 p ' ——X-I—— ; 1.71 (1.32-2.21) 0 10 20 30 40 50 60 70 80 90 100
00 10 15 25 @

Percentage of Patients
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Position et hemodynamique ?

ZODIAC - 2025 JAMMA Neurol
N=45 0° vs n=47 30°

. . . . S
For patients with acute ischaemic stroke of E——
<45 h durat’_]on' and W|th perS|stentJy E] Patients worsening 22 points on the NIHSS Patients worsening 24 points on the NIHSS
increased systolic blood pressure 10— 1.007——
> 185 mmHg or diastolic blood pressure ) i
>-2 0.75 @2 0751
> |10 mm Hg even after blood pressure £8 8
lowering treatment, we suggest no £2 22
) . ;; 0.50 g’_z 0.50
intravenous thrombolysis. =5 23
Jua f evidence: Very low g5 02 25 ol
° = —0°G =
Strength of recommendation: Strong | | 30° Group
0 T T v \ 0 v v v )
0 20 40 60 80 0 20 40 60 80
For patients with acute ischaemic stroke of Minutes Minutes
<4.5 h duration, and with systolic blood
z S Table 2. Primary and Safety Outcomes
pressure > 185 mm Hg or diastolic :
: Cohort Unadsted
bIOOd pressure >| |0mm Hg. Wh|Ch haS Outcome 0° (n = 45) 30° (n = 47) (95% C1) P value
Primary outcome
SUbsequendY been Iowered to < I85 and Early neurological deterioration [>2 points 1(1230) 26 (850) 34.40 <.001
<110mm Hg, we recommend intrave- L e i
nous thrombolysis with alteplase. ety toome - _
Severe neurological deterioration [24 points 1 (1230) 20 (940) 23.57 .002
worsening from NIHSS score at time 0], (3.16-175.99)
No. of events (person-time in minutes)
Strength of recommendation: Strong 11 g sy e s 9 0 HA A
Death at discharge/day 7, No./total No. (%) 1/45(2.22) 1/47 (2.13) 0.96 (0.05-15.78) .98
90 d All-cause mortality, No./total No. (%) 2/45 (4.44) 10/46 (21.74) 5.81(1.20-28.22) .03
Postdischarge stroke, No./total No. (%) 1/45(2.22) 0 NA 49
Symptomatic intracerebral hemorrhage, 0 1/47 (2.13) NA >.99
No./total No. (%)
Prespecified exploratory outcomes,
No./total No. (%)
Improvement at 24 h 39/45 (86.67) 28/47 (59.57) 0.24 (0.08-0.68) .01
Improvement at discharge/day 7 39/45 (86.67) 31/47 (65.96) 0.32(0.11-0.92) .03 )
90-d mRS 0-1 24/45(53.33)  21/46(45.65)  0.74(032-1.68) .46 B 5
90-d mRS 0-2 31/45 (68.89) 26/46 (56.52) 0.59(0.25-1.39) 22 (1/ \,\'\ ) )
Facultély }ldé Médecine

90-d mRS, median (IQR) 1(1-4) 2(1-5) 1.85(0.89-3.89) .10 lU'

‘”\%/Lyon Est
UW-mRS, mean (SD) 0.71(0.34) 0.57 (0.42) NA .09 —




Type d'anesthesie

AMETIS JAMMA Neurol 2023

Functional independence
and absence of any major

periprocedural complication, %

Risk ratio for functional
independence and
absence of any major

Patients,  General Procedural periprocedural

Characteristic No. anesthesia sedation complication (95% CI)
Overall 273 28.2 36.2 1.29(0.91-1.82)
Baseline NIHSS score

<15 135 40.0 429 1.13(0.57-2.23)

>15 138 17.1 29.4 1.72(0.91-3.23)
Intravenous thrombolysis

Yes 132 419 51.4 1.23(0.85-1.78)

No 141 16.4 20.6 1.25(0.62-2.51)
Thrombectomy delay >6 h or wake-up/unwitnessed stroke

Yes 112 29.8 418 1.40 (0.85-2.32)

No 161 26.9 325 1.21(0.75-1.95)
Wake-up or unwitnessed stroke

Yes 86 30.4 45.0 1.48 (0.85-2.58)

No 187 27.0 327 1.21(0.78-1.89)
Age,y

<70 100 52.1 48.1 0.93(0.62-1.37)

>70 173 14.9 29.1 1.95(1.01-3.55)
Tandem lesion

Yes 46 26.1 13.0 0.50(0.14-1.76)

No 216 29.5 423 1.43(0.99-2.07)
Sex

Male 131 30.8 40.9 1.33(0.83-2.12)

Female 142 25.7 319 1.24(0.74-2.10)
ASPECTS score

<8 103 26.8 25.5 0.95 (0.50-1.83)

8-10 150 29.6 443 1.50(0.97-2.32)
Left occlusion stroke

Yes 140 27.3 378 1.39(0.85-2.27)

No 133 29.0 34.4 1.19 (0.72-1.96)
Site of occlusion

Middle cerebral artery 227 31.6 39.1 1.24(0.87-1.76)

Internal carotid artery 46 5.6 25.0 4.50(0.60-33.58)

General  Procedural
anesthesia ~ sedation
better = better

Risk ratio (95% Cl)

P value

for

interaction

22

.96

.68

.58

.04

.85

.26

.66

.22

General anesthesia

Procedural sedation

ACTUALITES EN REANIMATION
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mRS score at 90 d

[Jo [Jr B2 [J3 B4 5 Bs I

(n=135) : .
(n=138)
T T T T T T T T T 1
0 10 20 30 40 50 60 70 80 90 100
Patients, %
No. (%) Standardized difference (95% Cl)
General Procedural
anesthesia sedation
Outcome (n=135) (n=138) Absolute difference Relative risk P value
Clinically important
events
Hypotension' 118(87.4) 62 (44.9) -42 (-52t0-32) 0.51(0.42t00.63) <.001
Hypoxemia™ 7(5.2) 13(9.49) 4(-2t010) 1.82(0.75t04.41) .19
Severe 3(2.2) 4(2.9) 0(-3to4) 1.30(0.30t05.72) 72
hypoxemia"
Aspiration 1(0.7) 3(2.2) 1(-1to4) 2.93(0.31t027.86) .32
Conversion to NA 15(10.9) NA NA NA
general
anesthesia

UNIVERSITE
DE LYON

EIR
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Urgences hemorragiques — HSA et HIP + S

Puy nature reviews disease prim 2023

Arter] malformatio malformati
« Extension to ot her brain compartments Small, homoge! ICH with
[ . . . (subarachnoid haemorrhage) | & W | FS§a. 2 extension to other brain compartments
[ [] « Flow voids < " appe n MRI
. « Calcification
« Nidus with abnormal dilated vessels
. s
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« Small irregular arterial aneurysms
« Diffuse brain microbleeds
Brain tumour (primary an d/or metastasis ]

* Etiologique: 70% secondaires <70a e

Vasculitis
* Small multiple acute ischaemic lesions

ubst: | areas of acute ischaemic
lesions adjacent to the ICH « Segmentary diffuse arterial stenosis
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« Stenosis and/or occlusion of the n
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HIV, HSA, cause TDM/lRM AHAIASA GUIDELINE

2022 Guideline for the Management of Patients

Lobaire <703 With Spontaneous Intracerebral Hemorrhage:
A Guideline From the American Heart
Association/American Stroke Association

Profond <45a — 45-70a sans HTA sSprscnad

2023 Guideline for the Management of Patients
With Aneurysmal Subarachnoid Hemorrhage: A
Guideline From the American Heart Association/
American Stroke Association
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Resaignement precoce

* HIP spontané: augmentation max <3h
Spot sign (apres 6h — pseudo-anévrisme?)
hétérogénéité ?
Reverser les anticoagulants

 HSA anévrismale: ttt <24h
e Fistules: 35% dans 2sem (Maciejewski JCM 2025)

o::: M
° MAV ~4%/an (Darsault J neurosurg 2025) 06 bt — — nature reviews disease prim 2023

0.4 - major ICH

0.2+

0.0 p=0.001
” .

e Cavernomes: ~30%/5ans selon loc |
(Salman NIHR 2025) g o

T T T T
0 24 48 72 96

* Acide tranexamique: inefficace (HIP ou HSA) mon

Survival Probability ©
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HIP & Traitement chirurgical

GCs
e — MISTIE 11 2019 — STICH 2013 s e
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[ "‘ . Time from stroke to treatment initiation
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o\ . .
~ ! t m g 36t0<48h 127 054(0-23-129)
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- Objectifs en reanimation- PAS +

3. In patients with spontaneous ICH of mild
to moderate severity presenting with SBP
between 150 and 220 mmHg, acute lower-
ing of SBP to a target of 140 mmHg with
the goal of maintaining in the range of 130 to

150 mmHg is safe and may be reasonable for

improving functional outcomes,'38!41-147

4. In patients with spontaneous ICH presenting
with large or severe ICH or those requir-
ing surgical decompression, the safety and
efficacy of intensive BP lowering are not well
established.'*

5. In patients with spontaneous ICH of mild to
moderate severity presenting with SBP >150
mmHg, acute lowering of SBP to <130
mmHg is potentially harmful,'4643150

1. In patients with aSAH and unsecured
aneurysm, frequent blood pressure (BP)
monitoring and BP control with short-
acting medication(s) is recommended to
avoid severe hypotension, hypertension,
and BP variability.

COR LOE
2b
2b C-LD
COR LOE
C-EO
C-EO

2. In patients with aSAH who are receiving
anticoagulants, emergency anticoagula-
tion reversal with appropriate reversal
agents should be performed to prevent
rebleeding.

3. In patients with aSAH, routine use of anti-
fibrinolytic therapy is not useful to improve
functional outcome.®-%

I AER

ACTUALITES EN REANIMATION

HIP: Hematoma Expansion

INTERACT2 2013 (<140mmHg vs <180mmHg) - .

ATACH-II1 2016 (110-140mmHg vs 140-180mMmHE) soay runctonsioutcome

=>» Non significatif S r

/\ PAS>220mmhg exclu des essais Re::mm |

Baisse rapide de PAS -> mauvais outcome . P VA

(wang 1JS 2022) Tuozzo NCC 2025

HSA

observational series® Previous guidelines have sug- 7t paiens

* Average maximal sBP for

gested keeping the systolic BP <160 mmHg'? or patients with favourable
a5 functional outcome was 145
<180 mmHg* Although these parameters may be mmHg vs 155 mmHg in those
with poor functional outcome
(»p<0.001)

* Optimal cut-point for maximal
sBP (Youden’s index): 118
mmHg)

Distribution of Optimal sBP Cut-Points
Distribution of Optimai Cut-Points

Density

Eagles Neurosurgery 2025

Maximom s8P (mmHg)

Odds Ratio (95% CI)

* Individuals with sBP below
optimal cut-point were more
likely to have a favourable
functional outcome at 3 months
(OR 0.28, 95%CI 0.07-0.83)

Proportion of Patients with Poor Qutcoms
Based on sBP Maintained Below Optimal Cut-Point

Poor Outcome
N
Yeos

Proportion of Patients

No Yos
Maintained sBP Below 118mmHg

Conclusion

Our results suggest lower maximal
sBP in unsecured aneurysm is safe

~ and may be associated with

improved functional outcomes



Transfusion ?

i1

SAHARA - 8 vs 10 g/d|
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Conclusion & perspective

* AVCi<4.5h Tenecteplase 0.25 mg/kg ou Alteplase 0.9 mg/kg
 AVCi >4.5 -> Mismatch ?

e ETV

e Occlusion distale (ACP, M2-3-4, A2), AVC mineur ?

* Position 0° avant EVT

e 70% HIP <70a étiologie vasculaire

* HSA et fistule -> risque hémorragique précoce

* Traitement chirurgical mini-invasif HIP lobaires 30-100m| GCS>8 ?
* Hb>8g/dl; PAS individualisée

=> Organisation des filieres

nnnnnnnnnn




