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Eicaywyn

To 0&D YoUIKO ayYEIKO EYKEPUAKS ETEIGOO10 EIVOL uio Ao TIC GLYVOTEPES OUTIES
Bavarov 1 poviune avikavotyTog.

"Eva 0&) 1oyoyikd ayyelokd eyKe@olkd enelc0d10 goyva tpokaleitol amd Opopupwon
Ot UETH EVKEQOAIKT] apTHPICL.

amotelel cOyypovn,
amoTEAEGUOTIKY OepamevTikn emAoyn. Etvar

Entd toyoomompéves perétec mapéyovv ototyeio mov vrootpilovv v
evooayyelakn mtopeppatikn Oepamneio Tov 0£E0G 1GYOUIKOD EYKEPOAKOD EMEIGOOI0V.
To 0&1 £yKEPOAIKO ETEIGOJI0 EYEIPEL TO EVOLOPEPOV TOV ETEUPATIKMOV KAPIIOAIY®V.
Eivat yeyovog mog to 0&€a 1oy ok YKEQOAKA ETEIGOO1N, OTIG TEPIGGOTEPES
MEPMTOGELS, TPOKAAOVVTOL atd Kopdlokég Tabnoels, ka1 Oepameio Tng vIokeipevng
KopOOKNG VOGOL Umopel Vo amoTpEYEL TO 0&D 1GYOUKO Oy YELNKO EYKEPUAIKO
EMELGOD10.

Mo ToAAG xpovia, To 0&D 1oYaUKO oy YElOKO EYKEPAAKO EMEIGOO10 BewpnOnie ¢ o
aviatn vococ.

Ta tpdTa oc16d0Ea pnvipata dpyreav vo eaivovtal To 1995, 6tav n Tpdt
Toyoomompévn dokiun £dei&e dpelog omd OpopPorvtikn Oepameia [1]. Qotdco dev
BonBa 6Aovg Tovg acbeveic ko dev enmnpéace Ty Bvnrotra [2].

EmnAéov, n OpopuPorivon €xel apketéc avtevoeielg 61o 0&L £YKEPAAMKO EMEICO10, KO
TO TOGOCTO TMV acBevmV oL givar eMAEEIES Yia avT TN Bepameio Tapapével PiKpo.
E&etdomkav d1bpopeg emepfatikég péBodot (unyavikn aeaipeon Bpdpfou pe
Bonbeta evog 001700 cVppATOG, EvooapTnploKkY] Opopforvon, n Tpdtn cvckevn Merci,
KAT.) amd emepuPatikoVs akTvoAdYOUS 1) VELPOYELPOLPYOVS, OAAN KOG o’ oVTEG OEV
amodelydnke avmtepmn amd TV amAn evooPAEPia Bpoufoivon.

H epappoyn Opoppextoung pe v avamtuén tov stent retriever (oynua 1) mpwv amd
AMya xpovia £0wce ®ONOTM o€ AVTOV TOV TopEN Kot divel EATiON 6€ TOAAOVG aoBevelg pe
08D eyKe@UMKO mEIGO010, WiMG o€ acbeveic e avievoeiEelg ya Opopupoivon.

Apapebévteg Bpdupot




To Bérog Ssixv:s-t-an%ipbaﬁ cs%n HEGOIN EYKEPAAKT apTNPi0L LE GVVOOO HELMUEVT
Gapogvon

ATOKATAGTOGT TOV QYYELOYPAPIKOV EAAEILATOC LETA OO LETA OO EMTUYN
OpouPextoun (BELog). Avtodg o acBevic apykd mhoywv omd Bapd OpopPmtikd




aYYEWKO EMEIGOO10, AVEKAUYE TANPMG VEVPOAOYIKA LEPIKE AETTA TNG DOPOG UETE TNV
emtuyn Opoppextoun.

2uumrrwuara

o  Za@VIKO HOVIoU 1 0OVVOUIN ) TOPAAVGT GTO GO HEPOG TOV CAOUOTOS
(umopet va vTdpyovv og TPOCOTO, ¥EPL 1 TOOT)

e Za@viKn dSuoKoMa TNV oAl
e  ZaViKn ammAelo TG Opaong amd To £va 1 Kot To 600 pdTio
e  Za@ViKn cOyyvon N aoTabE GTO TEPTATN LA

o  ZapviKo duvatd, acvvN016TO TOVOKEPAAOD
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TuxaiomoinuéVES NEAETEC KAl OUVETTAKOAOUOBES aAAayég oTiIC
Karsuluvrnpies odnyies

H mpdtn tuyonomompuévn pedétn pe xpnon g véag yevidg tov stent retrievers
napovoidotnke oto OktmPpiov 2014, koatd T ddpKE TOV GLVEOPIOL V1o TOL
eyKepalkd enelo6d1a oty Kovotavtivovmoin kot dnuocievbnke oto New England
Journal of Medicine [3]. Ztn cuvéyeta, €€ GAAEC TUYOLOTTOINUEVEG LEAETEC LUE
EMEUPATIKEG TEYVIKES TOPOVGLAGTNKAV OTIC apyEG Tov 2015. Téooepig amd avtég £xouvv
Nnom onpoocievdei [4,5,6,7]. Kowd yopoktnpliotikd oTiG LEAETEG OVTEC NTAV M
ovumepiinyn acbevodv KatdAAnAov Kot un o Opouporvon, pe e€aipeon v SWIFT
PRIME peAétn, n omoia elye povo acbeveic kotdAiniovg yio Opopuporvon. Ztig
TPOGPATEG LEAETEG TEPIAAUPAVOVTOL ACHEVEIC [LE 10YALUIKO OYYELKO EYKEPAAMKO
eNe100010 (010 €va oKEAOG ekelvol mov AapPavovy evooprefing [IV] tPA evtog tov 4,5
POV amd TV Evopén Tov Ene160diov, 6To dALO ekeivol pe avtevdeiEelg o tPA, f/xon
eKeIVOVG TTOV aVTIPETOTIGTNKOV HETE amd 4,5 dpeg). ZT1g Katevbuvtipieg 0onyieg yia
™V cvvictdpevn Bepamneia Exovpe Oleg T mepurtmoels (tPA IV kdbe popd otV
evodeikvotor 1 cuvtnpntiky Oepomeio Otav dev evoeikvuton 1 tPA) kKo cuykpinie n
emepPotikn Bepaneia (pe N yopig mponyoduevn Bpopforvon «yépupar). O mivakag 1
oLvoyilel TIg ONUAVTIKOTEPES TANPOPOpieg amd avtég TIc perétes. To oynqua 2
anmeKoVICeL YpaPIKa TO0 GYETIKO OPEALOG TTOV EMTLYYAVETUL LE TIG OLOPOPETIKES
OepamMEVTIKEG GTPATNYIKES Y10 TNV AVIYLETMMIGT) TOV 0EEOG IOYUUIKOV EYKEPUAIKOV
eMec0010v. AVTEG 01 VEEC LEAETEC 0ONYNGAV GTNV GLLEST] EVILEPWOGT TMV
Kotevhuvtplov odnyuwv [8]. O mivaxag 2 cuvoyilet Tig oNUOVTIKOTEPEG GLGTAGELS
OTIG VéES KaTeLBLVTNPLES 00N YiEC.



MR

EXTEND-

SWIFT

ESCAPE REVASCAT THERAPY* THRACE*
CLEAN 1A PRIME
Baseline
Total number of | - 315 70 195 206 108 414
patients enrolled
Median age 65 71 68.6 65 66.4 62
Median NIHSS |,/ 16 15 17 17 18 17
at baseline
Iignigu?r:brjse d Yes (CT Yes (in
ging No No perfusion | 81% of | ASPECTS | No No
for patient inallpts) | pts)
selection P P
Time delays
Stroke qnse_t ) <6 hrs <12 hrs | <6 hrs <6 hrs <8 hrs <4.5 hrs <5 hrs
randomization
Stroke onset —
tPA/CBI start 4.3 hrs 3.1 hrs 3.5 hrs 224 min | 269 min 226 min 255 min
time
Stroke onset —
reperfusion time
in the group 5.5 hrs 241 min | 4.1 hrs 248 min | 355 min
with
intervention
Treatment
Stent-retriever
use 81% 86.1% | 100% 89% Aspiration
(intervention catheters

group)




MR
CLEAN

ESCAPE

EXTEND-
1A

SWIFT
PRIME

REVASCAT

THERAPY™*

THRACE*

Carotid stenting
in the acute
phase

12.9%

18.6%

Procedural
complications

11.2%

2.4%

11.4%

7.1%

13.7%

General
anesthesia use

37.8%

9.1%

36%

37%

Outcomes

Reperfusion
(TICI grade 2b
or 3)

58.7%

72.4%

86%

88%

65.7%

Favourable
neurologic
outcome (MRS
0-2 at 90 days)
in the
intervention

group

32.6%

53%

71.4%

60.2%

43.7%

41.5%

54.2%

Favourable
neurologic
outcome (MRS
0-2 at 90 days)
in the control

group

19.1%

29.3%

40%

35.3%

28.2%

29.3%

42.1%

Symptomatic
intracerebral
hemorrhage
(intervention

group)

7.7%

3.6%

5.7%

1%

1.9%

10.9%

Early mortality
(7 days) in the
intervention
group

11.6%

9.7%




MR EXTEND- SWIFT
CLEAN 1A PRIME

Late mortality
(90 days) inthe | 18.9%
intervention (30 days)

group

*Ta dedopéva and Tig peréteg THERAPY ki TRHACE givot o TpoKatapKTiKG OTmg
napovoidotnkay oto Stroke Conference, Glasgow, 2015.

60
50
40 M Conservative treatment
30 B Thrombolysisalone
20 W Stent retriever (¢
thrombolysis)
10 A
i+ )

mRS 0-2

To pétpro €mg coPapd GYUUIKO ayYEKO EYKEQPOAKS ENEIGO10, Ympic Oepameio
EMOVALPLATOONG €xEL EAPETIKA KOKN TPOYVmon: povo 1o 15% tov acbevav
EMOVOKAUTTEL 6€ Aertovpykt| aveEaptnoio (MRS. 0, 1 1 2), eved to vwdrouro 85% eite
odnyeitar 6to BAvato N mapapével oe cofapn Kot poviun ovammpio.

H 6popporvon pnopet va Bedtidoet onpovtikd, v KAvikn ewova. [eportépw
BeAtioon pmopovpe va TETOYOVLE KévovTag xpromn kot g OpopuPextouns. Qotodco,
mopd TV KaAOTePN TpéYovca Bepaneia, Tave and 50% twv aclevav e g idwog
BapOtrag eykePoAKd ETEGOJ0, TAPAUEVOVY GE GOPOPT| KAVIKY| EIKOVOL.

Edv éyovpe coPapn Pertioon g kKAvikng eidvag avtd cuviBmg copfaivel moly
vopig (Lésa otnv TpdTn Opa dtav and v Evapén Tov o&Eoc AEE, £yovpe mpoywpnoet
og BpopuPdrvon kot cuverakdAovOn BpouPextoun). 'eyovog Tov KATASEIKVOEL TN
HeyaAn onpacio idpuong Kot ETOUOTNTOS LOVAI®V OVTILETOTIONG 0EEMV IGYOYUKAOV

ESCAPE REVASCAT | THERAPY* THRACE*

10.4% 8.6% 9.2% 18.4% 12% 12.5%




EYKEQPUAIKOV ENMELGOOIMV MOTE VO, EYOVUE TNV dVVOTOTNTO AUECTG ETAVULLATOONS TNG
npooPAndeicag mePLoyNG TOL EYKEPAAOV, ETTVLYYAVOVTOS AEtTOVpYIKOTNTO LE Bdon TV
tpomomomuévn Kiipake Rankin, Tipég: 0-2, yeyovog mov eEac@arilel Aettovpykn
aveaptnoia oe 3 pvec PHETA amd 0EL IGYOLUIKO AyYEINKO EYKEPOUAKS ETEIGOI10.
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AoBeveig KaTtdAANAo! yia OpopuBoAuon(r-tPA):

Oetikd FAST (Face, Arm and Speech Test)
Hlkio peyodlvtepn tov 18 etov

Oray 1 ooUTTOUATOLOYIO. TPOKDTTEL KOTA TNV GQOTVICT EIVOL OVTEVOELLH

Opouforvonc

"Evapén v Opoppdrvong eviog twv 6 wpdv amd v Evapén TV GCOUTTOUATOV

ATovcio LKAV 6TOoU®V Katd TNV Evapén TV GCUUTTOUATOV

Amovcia Tpdcpatng apoppayiog, evepyold £AKoVg

Tpotromroinpévn KAipaka Rankin

Tpornormomuévn khinoko Rankin (MODIFIED RANKIN

SCALE (MRY))

Score Ieprypooen
0 ATOV6i0 CUUTTORATOV
1 AGNROVTY] OVIKAVOTNTO, TAPA TNV TO.POVGIN,
CUUTTORATOV, YOPIS TEPLOPIGUO GTNV KAONUEPIVI]
opaotTnpLoTTA
2 ELa@pd avikavotnTo, pikpog mepLopiopniog otn KaOnuepviy

OpaocTNPLOTNTA, aVTOEELANPETEITIN

3 Métpro avikavoTnta, tkavotto fdotong, amarteiton
ponBsio otV avtocCunnpétnon

4 Mértpro Tpog cofapn avikavotnra, fadien pe vrostipiin,
ogv avtogduanpeteitan

5 Yopap1 avikavoTnTa, KAMVAPNS, GUVENNS VOCTIAEVTIKNY
TOOKOA0VON oY


http://www.rcht.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/NeurologyAndStroke/StrokeThrombolysisGuidelineEmergencyRunDepartment.pdf

6 Odvatog

http://www.strokecenter.org/wp-content/uploads/2011/08/modified rankin.pdf

Rankin J. “Cerebral vascular accidents in patients over the age of 60.” Scott Med J 1957;2:200-
15

Bonita R, Beaglehole R. “Modification of Rankin Scale: Recovery of motor function after
stroke.” Stroke 1988 Dec;19(12):1497-1500

Van Swieten JC, Koudstaal PJ, Visser MC, Schouten HJ, van Gijn J. “Interobserver agreement
for the assessment of handicap in stroke patients.” Stroke 1988;19(5):604-7

7154/ ]


http://www.strokecenter.org/wp-content/uploads/2011/08/modified_rankin.pdf

NIHSS score

NIH Stroke Scale. National Institutes of Neurological Disorders and Stroke. Available at http://www.ninds.nih.gov/doctors/NIH_Stroke Scale Booklet.pdf.

Instructions

Scale Definition

la. Level of consciousness: The investigator must choose a response, even if a full evaluation
is prevented by such obstacles as an endotracheal tube, language barrier, or orotracheal
trauma/bandages. A 3 is scored only if the patient makes no movement (other than reflexive
posturing) in response to noxious stimulation.

0 = Alert; keenly responsive

1 = Not alert, but arousable by minor
stimulation to obey, answer, or respond

2 = Not alert, requires repeated
stimulation to attend, or is obtunded and
requires strong or painful stimulation to

make movements (not stereotyped)

3 = Responds only with reflex motor or
autonomic effects or is totally
unresponsive, flaccid, or areflexic

1b. Level of consciousness questions: The patient is asked the month and his/her age. The
answer must be correct; no partial credit is given for being close. Aphasic and stuporous
patients who do not comprehend the questions are given a score of 2. Patients unable to

0 = Answers both questions correctly

1 = Answers one question correctly

10



http://www.ninds.nih.gov/doctors/NIH_Stroke_Scale_Booklet.pdf

speak because of endotracheal intubation, orotracheal trauma, severe dysarthria from any
cause, language barrier, or any other problem not due to aphasia are given a 1. It is 2 = Answers neither gquestion correctly
important that only the initial answer be graded and that the examiner not ""help™ the
patient with verbal or nonverbal cues.

1c. Level of consciousness commands: The patient is asked to open and close the eyes and 0 = Performs both tasks correctly

then to grip and release the nonparetic hand. Substitute another one-step command if the
hands cannot be used. Credit is given if an unequivocal attempt is made but not completed 1 = Performs one task correctly
because of weakness. If the patient does not respond to command, the task should be
demonstrated to him/her (pantomime) and the result scored (ie, follows none, one, or two
commands). Patients with trauma, amputation, or other physical impediments should be 2 = Performs neither task correctly
given suitable one-step commands. Only the first attempt is scored.
2. Best gaze: Only horizontal eye movements are tested. VVoluntary or reflexive 0 = Normal

(oculocephalic) eye movements are scored, but caloric testing is not performed. If the

patient has a conjugate deviation of the eyes that can be overcome by voluntary or reflexive | 1 = Partial gaze palsy; gaze is abnormal in
one or both eyes, but forced deviation or

activity, the score will be 1. If a patient has an isolated peripheral nerve paresis (CN 111, 1V,
or V1), score a 1. Gaze is testable in all aphasic patients. Patients with ocular trauma, total gaze paresis is not present.
bandages, or pre-existing blindness or other disorder of visual acuity or fields should be
tested with reflexive movements and a choice made by the investigator. Establishing eye | 2 = Forced deviation, or total gaze paresis
contact and then moving about the patient from side to side occasionally clarifies the not overcome is by the oculocephalic
presence of a partial gaze palsy. maneuver

3. Visual: Visual fields (upper and lower quadrants) are tested by confrontation, using finger 0 = No visual loss

counting or visual threat as appropriate. The patient must be encouraged, but if he/she : : :
looks at the side of the moving fingers appropriately, this can be scored as normal. If is the 1 = Partial hemianopia
patient has unilateral blindness or enucleation, visual fields in the remaining eye are scored. ) )
2 = Complete hemianopia

Score 1 only if a clear-cut asymmetry, including quadrantanopia, is found. If the patient is

11



blind from any cause, score 3. Double simultaneous stimulation is performed at this point. If | 3 = Bilateral hemianopia (blind including

there is extinction, the patient receives a 1 and the results are used to answer question 11. cortical blindness)

0 = Normal symmetrical movements

1 = Minor paralysis (flattened nasolabial

4. Facial palsy: Ask or use pantomime to encourage the patient to show teeth or raise fold, asymmetry on smiling)

eyebrows and close eyes. Score symmetry of grimace in response to noxious stimuli in the
poorly responsive or noncomprehending patient. If facial trauma/bandages, orotracheal
tube, tape, or other physical barrier obscures the face, these should be removed to the extent
possible.

2 = Partial paralysis (total or near-total
paralysis of lower face)

3 = Complete paralysis of one or both
sides (absence of facial movement in the
upper and lower face)

0 = No drift; limb holds 90° (or 45°) for
full 10 seconds

- ifte I3 o [e]
5. Motor arm: The limb is placed in the appropriate position: extend the arms (palms down) 1._ Drift; limb holds 90° (or 45%), but
0 (ip cies o /¢ . e . drifts down before full 10 seconds; does
90° (if sitting) or 45° (if supine). Drift is scored if the arm falls before 10 seconds. The .
. .= . . . . . not hit bed or other support
aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious
stimulation. Each limb is tested in turn, beglnnlpg with the nonparetlc_ arm. ‘_I'he examiner 2 = Some effort against gravity: limb
should record the score as untestable (UN) only in the case of amputation or joint fusion at . o
the shoulder and clearly write the explanation for this choice cannot get to or maintain (if cued) 90° (or
y P ' 45°), drifts down to bed, but has some
effort against gravity

3 = No effort against gravity; limb falls

12



6. Motor leg: The limb is placed in the appropriate position: hold the leg at 30° (always
tested supine). Drift is scored if the leg falls before 5 seconds. The aphasic patient is
encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each
limb is tested in turn, beginning with the nonparetic leg. The examiner should record the
score as untestable (UN) only in the case of amputation or joint fusion at the shoulder and
clearly write the explanation for this choice.

13

4 = No movement

UN = Amputation or joint fusion

5a. Left Arm

5b. Right Arm

0 = No drift; leg holds 30° position for full
5 seconds

1 = Drift; leg falls by the end of the 5-
second period but does not hit bed

2 = Some effort against gravity; leg falls to
bed by 5 seconds, but has some effort
against gravity

3 = No effort against gravity, leg falls to
bed immediately

4 = No movement



UN = Amputation, joint fusion

6a. Left Leg
6b. Right Leg
7. Limb ataxia: This step is aimed at finding evidence of a unilateral cerebellar lesion. Test 0 = Absent
with the patient’s eyes open. In case of visual defect, ensure testing is done in intact visual
field. The finger-nose-finger and heel-shin tests are performed on both sides, and ataxia is 1 =Present in one limb
scored only if present out of proportion to weakness. Ataxia is absent in the patient who : :
cannot understand or is paralyzed. Only in the case of amputation or joint fusion may the 2 = Present in two limbs
item be scored as untestable (UN), and the examiner must clearly write the explanation for _ — :
not scoring. In case of blindness test by touching nose from extended arm position. UN = Amputation or joint fusion

8. Sensory: Sensation or grimace to pinprick when tested or withdrawal from noxious 0 = Normal; no sensory loss.

stimulus in the obtunded or aphasic patient. Only sensory loss attributed to stroke is scored
as abnormal, and the examiner should test as many body areas (arms [not hands], legs,
trunk, face) as needed to accurately check for hemisensory loss. A score of 2, *'severe or
total sensory loss,"" should be given only when a severe or total loss of sensation can be

clearly demonstrated. Stuporous and aphasic patients will therefore probably score 1 or 0.
The patient with brain stem stroke who has bilateral loss of sensation is scored 2. If the
patient does not respond and is quadriplegic, score 2. Patients in coma (item 1a=3) are

1 = Mild to moderate sensory loss; patient
feels pinprick is less sharp or is dull on the
affected side or there is a loss of
superficial pain with pinprick but patient
is aware he/she is being touched

2 = Severe to total sensory loss; patient is

14



automatically given a 2 on this item. not aware of being touched in the face,
arm, and leg

0 = No aphasia; normal

1 = Mild to moderate aphasia; some
obvious loss of fluency or facility of
comprehension, without significant
limitation on ideas expressed or form of
expression; reduction of speech and/or
9. Best language: A great deal of information about comprehension is obtained during the comprehension, however, makes
preceding sections of the examination. The patient is asked to describe what is happening in |  conversation about provided material
the given picture (seehttp://www.ninds.nih.gov/doctors/NIH_Stroke_Scale_Booklet.pdf), to | difficult or impossible. For example, in

name the items on the given naming sheet, and to read from the given list of sentences. conversation about provided materials,
Comprehension is judged from responses here, as well as to all of the commands in the examiner can identify picture or naming
preceding general neurological examination. If visual loss interferes with the tests, ask the card from patient’s response

patient to identify objects placed in the hand, repeat, and produce speech. The intubated
patient should be asked to write. The patient in coma (question 1a=3) will automatically 2 = Severe aphasia; all communication is
score 3 on this item. The examiner must choose a score in the patient with stupor or limited | through fragmentary expression; great
cooperation, but a score of 3 should be used only if the patient is mute and follows no one- need for inference, questioning, and
stepcommands. guessing by the listener. Range of
information that can be exchanged is
limited; listener carries burden of
communication. Examiner cannot identify
materials provided from patient response

3 = Mute; global aphasia; no usable
speech or auditory comprehension

15
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0 = Normal

1 = Mild to moderate; patient slurs at least
some words and, at worst, can be
understood with some difficulty

10. Dysarthria: If patient is thought to be normal, an adequate sample of speech must be
obtained by asking the patient to read or repeat words from a given list
(http://www.ninds.nih.gov/doctors/NIH_Stroke_Scale_Booklet.pdf). If the patient has severe
aphasia, the clarity of articulation of spontaneous speech can be rated. Only if the patient is
intubated or has other physical barrier to producing speech may the item be scored as
untestable (UN), and the examiner must clearly write an explanation for not scoring. Do not
tell the patient why he/she is being tested.

2 = Severe; patient's speech is so slurred

as to be unintelligible in the absence of or

out of proportion to any dysphasia, or is
mute/anarthric

UN = Intubated or other physical barrier
0 = No abnormality
1 = Visual, tactile, auditory, spatial, or
personal inattention or extinction to

bilateral simultaneous stimulation in one
of the sensory modalities

11. Extinction and inattention (formerly neglect): Sufficient information to identify neglect may
be obtained during the prior testing. If the patient has a severe visual loss preventing visual
double simultaneous stimulation and the cutaneous stimuli are normal, the score is normal.
If the patient has aphasia but does appear to attend to both sides, the score is normal. The
presence of visual spatial neglect or anosognosia may also be taken as evidence of

. : L . : . 2 = Profound hemi-inattention or hemi-
abnormality. Since the abnormality is scored only if present, the item is never untestable.

inattention to more than one modality;
does not recognize own hand or orients to
only one side of space
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Scoring and Interpretation:

Score Description
0 No stroke
1-4 Minor stroke

5-15 Moderate stroke

Moderate/severe

15-20 stroke

21-42 Severe stroke

ASPECTS score

This is a topographic score for dividing middle cerebral artery territory into 10 regions.
It is calculated from 2 standard axial CT cuts, one at the level of the basal ganglia and
one at the corona radiate / centrum semiovale level. Subcortical structures are allotted 3
points and cortical structures 7 points.

For each of these 10 areas a point is subtracted if there is evidence of ischemic damage
there (eg reduced attenuation, loss of grey-white matter differentiation, focal swelling).

Corona Radiata/Centrum
Semiovale level

A scan with no ischaemia in the MCA territory would score 10.
A scan with diffuse involvement of all MCA territory would score 0.
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An ASPECTS score 7 or less is a relative contra-indication to thrombolysis, with
increased risk of haemorrhage; in this instance consider carefully other factors that may
influence the decision to treat or not to treat.

M1 = anterior MCA cortex,

M2 = MCA cortex lateral to insular ribbon

M3 = posterior MCA cortex,

M4, M5, M6 are anterior, lateral and posterior MCA territories immediately superior to
M1, M2,

M3 C = caudate, L = lentiform, IC = internal capsule, | = insular ribbon

M1 to M3 are at the level of the basal ganglia

M4 to M6 are at the level of the ventricles immediately above the basal ganglia

An ASPECTS score less than or equal to 7 predicts worse functional outcome at 3
months as well as symptomatic haemorrhage.

According to study done by R.1 Aviv et al patients with ASPECTS score less than 8
treated with thrombolysis did not have a good clinical outcome

http://www.aspectsinstroke.com/
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http://stroke.ahajournals.org/content/41/3/455.full.pdf

http://www.cmp-

manual.cz/skaly/aspects/use of the alberta stroke program early ct score aspects .pdf
http://radiopaedia.org/articles/alberta-stroke-program-early-ct-score-1
http://mwww.rcht.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Neurology
AndStroke/StrokeThrombolysisGuidelineEmergencyRunDepartment.pdf

4

. apyYn

KarsuBuvrnpieg odnyieg 2015 amro AHA/

When treatment is initiated beyond 6 hours from symptom onset, the
effectiveness of

endovascular therapy is uncertain for patients with acute ischemic stroke who

11bC have

causative occlusion of the internal carotid artery or proximal MCA (M1).
Additional randomized trial data are needed.

Although the benefits are uncertain, use of endovascular therapy with stent
lIbc | retrievers may be reasonable for carefully selected patients with acute ischemic

stroke in whom treatment can be initiated (groin puncture) within 6 hours of

symptom onset and who have causative occlusion of the M2 or M3 portion of
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http://stroke.ahajournals.org/content/early/2015/06/26/STR.0000000000000074
http://stroke.ahajournals.org/content/early/2015/06/26/STR.0000000000000074

Class

Recommendation

I1bC

the MCAs, anterior cerebral arteries, vertebral arteries, basilar artery, or
posterior cerebral arteries.

Although the benefits are uncertain, use of endovascular therapy with stent
retrievers may be reasonable for patients with acute ischemic stroke in whom
treatment can be initiated (groin puncture) within 6 hours of symptom onset
and who have prestroke mRS score of >1, ASPECTS <6, or NIHSS score <6
and causative occlusion of the internal carotid artery or proximal MCA (M1).

1B

Observing patients after intravenous r-tPA to assess for clinical response before
pursuing endovascular therapy is not required to achieve beneficial outcomes
and is not recommended.

11bB

The use of mechanical thrombectomy devices other than stent retrievers may
be reasonable in some circumstances.

I1aC

The use of proximal balloon guide catheter or a large bore distal access catheter
rather than a cervical guide catheter alone in conjunction with stent retrievers
may be beneficial. Future studies should examine which systems provide the
highest recanalization rates with the lowest risk for nontarget embolization.

The technical goal of the thrombectomy procedure should be a TICI 2b/3
angiographic result to maximize the probability of a good functional clinical
outcome.

11bB

Use of salvage technical adjuncts including intra-arterial fibrinolysis may be

reasonable to achieve these angiographic results, if completed within 6 hours of
symptom onset.

11bC

Angioplasty and stenting of proximal cervical atherosclerotic stenosis or
complete

occlusion at the time of thrombectomy may be considered but the usefulness is
unknown.

Endovascular therapy with stent retrievers is recommended over intra-arterial
fibrinolysis as first-line therapy.

11bC

It might be reasonable to favor conscious sedation over general anesthesia
during

endovascular therapy for acute ischemic stroke. However, the ultimate
selection of
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Class

Recommendation

anesthetic technique during endovascular therapy for acute ischemic stroke
should be

individualized based on patient risk factors, tolerance of the procedure, and
other clinical characteristics. Randomized trial data are needed.

Texvikég

Kavovoug ypiion:

kaBempa (cLyVa pe UTAAOVL GTO TEPLUPEPTKO TOL AKPO Y10, TPOCTUGIN EUPOANG
KaTA TN Odpkela avdktnon Opdupov),

pikpokaBetpeg 0.010" 11 0.014",

0dNya-cvppota (Yoo EKAEKTIKO KAOETNPLOCUO TNG AmOoPPayUEVT apTNPLaG),
KkaBeTpeg Yo avappoenor tov BpouPov pe Eva eEanpeTikd Lolokd GKkpo (Yo
apeon avappdenon tov Opdppov),

stent retrievers (yio Guecn anokatdoTaoN TS PONG KOL AVAKTIGT TOV
Bpoupov),

umoAd Ve pikpod peyéboug ordtaon (yuo didtaon HAALOV GTAVIO EVOOKPAVIN
oTéEVOON),

HUIKPOV HeYEOBOVG EXTEIVOUEVO UTOAOVIA (Y10 TEPATEP® OLATOCT) EVOOKPOVIOKNG
OTEVOOTC)

UTOAOVIOL Y10 O14TOoT Kap®TIONS (Yo O14TOoN TG E0MTEPIKNG KAPMOTIONG —
LEPIKOT TTPOTILOVV QUTY) TV TPOGEYYIOT] 6TV 0EEIN PAOT) TOV EYKEPAAKOV
EMELG010V KoL Ol TV Tomobétnon stent),

oLoKEVEC TpooTaciag epfoins OpopPov (katd tn didpkela enépPfoong oty
KapoTido — ®6TOG0, 0 POAOG TOVG KATA TNV 0EElDL PAGT TOV EYKEPAAIKOV
EMELG0I0V givarl deVTEPEDMV),

KOPOTIOKES vOompoBicelg (amd pepkois o o&ela amdPpasn KopoTidag pHetd
NV apYIKN S14Taon HE UTadovy),

oTe@aVIOiEg EVOOTPOOETELS (0€ TOAD GTAVIEG TEPMTMOGELS OMG GE GTEVAOOT)
OTOVOLAIKNG apTnpiog), KAT.

[Tpogavme, 10 wo onuavtikd and avtd ivar To Stent retrievers, yo:

dpeon arokatdotoomn TG pong (Katd tn didpkea TG EKTTVENG TOVG EVTOG TNG
OpouPouévng aptnpiog) Kot v

emoKOAOVON avappoenon Tov BpduPov.
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INo va peimdel o kivovvog Yo katakeppatiopd tov Bpdupov pe cuvénela epPoin oe
VEQ TEPLOYN TOVL EYKEQPAAOV (EMEKTOGT] TOV IGYALUKOV ETEIGOSIOV), GUVIGTATOL:
®  TaVTOHYPOVA EYYVS OTOPPAEN THG KOPOTIOAG LE £va 0dNYO-UTaAdOVL Kot

® 1oYLPN AVaPPOPNOT YL EMHTELEN AVAGTPOPNG PONG.

Yyegiovouikég odnyies

To 0&1 1GYaIKO EYKEPAUAKS EMEICOII0 TPEMEL VOL AVTIUETOTILETON e dueon
TPOTEPALOTNTA.
Opiopéveg emepfotikég OepomentiKéc mpaxTikeg Exovv amodeyel cwtpleg o
eMAEYHEVOVC ao0eveis.
[Ma tov okomd avtd omoanteiton Tapoyn ALENUEVNS POVTIONS TOV TOPEYETOL OO TIG
HOVAIES AVTIUETAOTIONS 0EEQY 1GYAUIKAY ayYEloak@V erelgodioy [8]. [Tpoteivovial
TOL TTOPOKATO PETPOL:

1. EvoaioOnromoinon tov mAnbuouod yuo:

a. TO CUUTTOUATO TOV EYKEPOAIKOD ETEICOSIOV Kol
b. ™ Lotikn onuocio Tov gpdVoL avtidpaong e avTd.

2. Oocot toyrel va BpeBodv dimia oe acbevi) mov mapovotdlel KAVIKY e1KOVO 0E£0G
EYKEPAAMKOV ENELG0010V, 0PeiAoVV Va KaAéoovy auéows acBevopopo. To
EKAB evepyel divovtag dpeomn mpotepotdtTnTo Kot LETAPOPE GE Hovada
QPOVTIONG 0EEMV IGYOUIKADV EYKEPUAMK®DOV ETEICOJIWV.

3. Aocbeveic pe pétpra £mg cofapn KAVIKY KOV EYKEQUMKOV ETEICOSIOV OEV
etvarl cuvnBwg og B€om va kakésovv ot idlot to EKAB!

4. To EKAB evnuepmvel dpeca tnv Hovaoa yio TNy HETOQOPd Tov acbevn kot tnv
£YKopTm TPOETOLOGIO TOV TPOCSHOTIKOV TNG (VELPOAOYOV, EMEUPATIKOD
OKTIVOAOYOV KAT)

5. Awrevépyewn CT gykepdrov, eviOG TOV 10100 VOGOKOUEIOD Y10 atopLYN
kaBvotépnong (péca ota emodpeva 30 Aemtd). [pnyopn epunveio g eEétaong,
emPePainon g EvoeiEng ya kabetnpracpod. Ibavr Eykopn Evapén
Opopporvong.

6. Apeon petagopd amd Tov afovikd Topoypdeo otny aifovca kafetnplocov.

7. KaBemmproopog

8. Metagpopd ot HOVAdA 0EEMV IGYALUKDV OYYELNKDV ETEIGOOTWMV.

O Evporaikéc Opyovieudc Eykepoikav Enei600imv topéyet cuplfoviéc,
KoTeLOLVTHPLES 00N YiEC, KOl EKTASEVTIKO DAIKO V1o TOV 6k0Td awtd [9]
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O poAo¢ rou kapdioAGyou oro oéU IoXAIIKO ayyEIAKO
EYKEPAAIKO ETEICTOOIO

O Kopd1oAdYOC TPEMEL VO GLVEPYALETAL [LE TOV VEVPOAOYO GTNV TPOANYT TOV
EYKEQPUAIKOD £MEIG0010V (TpTofddpia kot devtepoPdduia) dedopuévov OTL T
EPLOCOTEPD. EYKEPUAIKD, EXELGOLA EUPAVICOVTAL WIS ETUTAOKY HIOS KAPOLAYYEIAKNS
v0G0v (T.)., KOATIKY LOPUOPVYT, OPTNPLOKT VITEPTOCT], EVOOKAPIITION, EVOOKAPIIKES
EMKOWVOVIES, KAT.).

Ye mepintwon mov dev VIAPYEL SUDESTUT HOVAIO 0EEWDV IGYOUUIKADV OYYELK®DY
EYKEPUAMKOV EMEIG0dIMV € 24/7 BAoN, VOGNAELTIKEG LOVADES LLE KOANL OPYUVOUEVHL
OLLOSLVOUIKA TUNHOTO, AEOVIKO TOHOYPAPO Kot EMEUPATIKOVE KAPIIOAGYOVS UTOPOVV
Le emruyio va KOADYEL 0VTO TO KEVO, Y10 TNV KOADYN TOV avayK®V ToL TANBvouo pe
TIG E101KEC LOVAOEG AVTILETMMIONG, LETA OO E01KT| EKTOIOELON Kot VO TETHYOLV
napdpota kaAd aroteléopata [10,11].

To 0&0 1oy apIKd ayyelKd eyKEQPAAKS £Te1GOO10 €lval GLYVE LK KOTAGTPOPIKN
KOPOYYELOKT) VOOOG LE YKEPOMKES cuveneles. 'Etot, 1 otev) cuvepyacio petady
VELPOAOYOVL Kol KOPIOAOYOL €lval amapaitntn yio T PEATIOTN dlaxeipion TV
aclevav.

Mia véa wtpikn| e€gldikevon pumopet vo Tpokvyel chvroua [12,13].

2uurmrepdouara

To étog 2015 Ntav étog-opdonpo otn Bepaneio Tov 0EE0G EYKEPAAIKOD ETEICOTOV.
Enapxn amodektikd otoryeion amd moAAATAES TUYOOTONIEVES OOKIES 0O YNV GE
ONUOVTIKES TPOTOTOMGELS TOV KOTEVOLVTIPL®OV 0ONYLDV, CYETIKE LE TNV EMEUPATIKT
evoayyewakn Oepomeia, otnv Katnyopia [A, &voeiEn yia 6Aovg toug acbeveig e 0&L
IGYOUIKO AYYELOKO EYKEPOAIKO ETEIGOO10 TOV TTpoKaAeital amd Opoupo, oe po Kopla
EYKEQAAKY| apTnpia, Lo TV TpoimdOeom va £pbel 0 acbevig Eykaipa GTNV KATAAANAN
Hovaoda vyeovorIkng mepiBoiyng.

H yevikevpévn epappoyn avtg e otpatnyikng, og véa Bepameia, 0o amortost
ONUOVTIKES OALAYEC TNV OPYAVMOT TMV VYEIOVOUKOV VINPECIDV, Y10
OMOTEAECUOTIKOTEPT] SIEMGTNUOVIKY] GLVEPYATia, HETAED VEVPOAIYOL, OKTIVOADYOL,
VEVPOYELPOVPYOV, KAPILOAGYOL KOt GALDV EWOIKDV.

2mv AOnva téroteg povades vtapyovy otov dnuocto (Nog. AreEAvOpag KAT) Kot GTOV
1010TKo Topén vyeiog (IAXQ, Metropolitan, Mediterrano k).

O EMnvikég Opyaviopdc Eykepaiikdv (Hellenic Stroke Organization) mpoypatonotel
CELVAPLL e OKOTO VO TPOGPEPEL GTOVS EVOLUPEPOLEVOVG YIOLTPOVG KO ETOYYEALATIEG
vyelag:

o) TIG PACIKEG KO AmOPOITNTEG YVOGELS TOV TPEMEL VAL £XEL EVAG KAMVIKOG Y10TPOG TOV
nopakolovBel acOevels e eyKe@aAKO EmEGOO10,

B) Tov chyypovo TpOTO dLyVOGTIKNG GKEYNG Kol BEPATEVTIKNG AVTYLETMOMIONG
acBevdv mov £xovv Eva 0&D 1 xPOVI0 EYKEPAMKO EMEIGHO10.

Toa cepvapia gtvar yopic OIKOVOUIKT] GUUUETOX).
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