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CHIEN LUOC PHONG NGU’A SUATAI PHAT
POT QUY CA THE HOA
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TAI SAO PHONG NGUA TAI
PHAT LAl QUAN TRONG?

Theo nghién ctru phén tich tong
hop gan day, nguy co dot quy tai
phat hang nam # 4,26%.

Nguy co tai phat dot quy gay twr
vong hang nam # 0,77%, nguy co

doét quy tai phat khéng gay tu
vong hang nam # 2,92%.

Lam xGu thém tinh trang chirc néng,

tdng muc do tan tat, tang ty Ié phai

séng phu thudc, va tdng chi phi nGm
vién cung ty Ié tu vong.

Taweephol, T., Saksit, P., Hiransuthikul, A. et al. Incidence of recurrent ischemic stroke and its associated factors in a tertiary care center in Thailand: a
retrospective cohort study. BMC Neurol 24, 152 (2024). https://doi.org/10.1186/s12883-024-03640-0



Nguwoi bénh Dét quy thiéu mau ndo sé dworc diéu trj nhw

thé nao khi nhap vién?

GPb TOI CAP

e Djéu trj tdi théng

“*Bang thudc

“*Lay huyét khéi co hoc
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* Dy phong tdi phat

e Kiém sodt yéu té nguy co

e Djéu tri va dw phong bién
chung

e TGm sodt cdn nguyén

e Tdp PHCN

GD PHCN

* Dy phong tdi phat

e Kiém sodt cdc yéu té
nguy co

o Tép PHCN




CATEGORIZATION OF SUBTYPES OF ISCHAEMIC STROKE
(TOAST classification — Trial of Org 10172 in Acute Stroke Treatment)

Ischemic stroke

Y _ >

25% 25% 259, 20% 5%
Small-vessel Large artery Cryptogenic Cardioembolism Other determined aetiology
occlusion atherosclerosis (e.g. dissections,

arteritis, etc)
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TOAST, Trial of ORG 10172 in Acute Stroke Treatment
Adams et al. Stroke 1993; Hart et al. Lancet Neurol 2014



LUQC PO RA QUYET DINH DIEU TR| THEO TOAST =

Angiography Not Done

i i
o ol Ll A Any high Rsk 1. Presence of angiographic
= NO Occlugion? ﬁ “ evaluations
~~~~~ " 2. Atherosclerotic stenosis >50%
Any PCSE? Any PCSE? .
p or occlusion on the relevant
ClSand < l S5cm? ClSand =<1 5cm? Any ro:e causes ? d rtery

/ 3. Potential cardiac sources of
m é CI.Sands'lScm’ embolism
4

Classic lacunar syndrome
5. Subcortical infarction <1.5 cm
Other rare causes of stroke
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Table 2

Stroke classification systems from Asian countries

Kim et al. (2005)*° Han et al. (2007 CISS (2011)"
Subtypes LAA Atherothrombosis LAA
CE CE Cardiogenic stroke
SVO occlusion Small artery disease Penetrating artery disease
oD oD 0D
UD UD UD
Significant stenosis for Stenosis considered to be responsible for stroke  >50% >50% or unstable plaque
diagnosing LAA Degree not limited Any degree of stenosis with single Penetrating artery territory infarction with
ischemic lesion on perforating artery atherosclerotic plague on HR-MRI or any
degree of stenosis
Aortic arch atherosclerosis Not described Atherosclerosis LAA
Diameter limitation for SVO 20 mm No limitation No limitation
Other advantages Only simple changes to the widely-used TOAST  Considered underlying atherosclerosis Classified single subcortical infarctions
classification burden Reduced proportion of strokes according to mechanism
of undetermined etiology
Other disadvantages Still limits diameter for small-vessel occlusion  Totally different from previous Unclear description of “unstable plaque”
Subjective definition of stenosis responsible for  classification systems Depends on advanced imaging techniques

LAA, large artery atherosclerosis; CE, cardioembolism; SVO, small-vessel occlusion; OD, other determined; UD,

undetermined.
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DIEU TRI DU PHONG TAI PHAT BOT QUY
THIEU MAU NAO

THEO CAN KIEM SOAT YEU TO
NGUYEN NGUY CO’
Khéng két tap tiéu cau Téng huyét ap

) i Tang cholesterol
Rnang .iTong u bai thao dwong
Can thiep hep ICA ngoai Hut thuéc 14

so cung ben Hoi chirng ngwng the khi

ngu,...
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AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Associ:

0-90 days

Non- cardioembolic
Ischemic Stroke or
Transient Ischemic
Attack

I

A4

Ischemic
Stroke (IS)

v

Transient
Ischemic
Attack

Single
Antiplatelet

Figure 6. Antiplatelet therapy for noncardioembolic stroke and transient ischemic attack (TIA).
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AlS or TIA

‘ Yes

Criter

ia

Suspected etiology

Recommendation*

Yes
Non-cardioembolic
7TIA?7 'N " stroke etiology?
Mo lYes
Bleed? i ;
- Symptomatic Extracranial
l No Carotid (70% 0or | )  cervical A. >
high-risk plaque) No dissection? No
APM bridge
to AC NASCETlYes lYes
TIA or mild to TIA or minor AlS
Yes moderate AlS without bleed?
without bleed? .
l Yes
‘ DAPT for 21 days
DAPT bridge to CEA, then APM**
endarterectomy
CADISS, Kennedy et. al. 2012
CARESS

Intracranial
atherosclerosis (70-
99% stenosis)?

i Yes

TIA or minor AIS
without bleed?

lYes

DAPT for 90 days
then APM**

SAMMPRIS

Small Vessel,

lYes

High risk TIA or
minor stroke,

Other
etiologies?***

fNo

lacunar? No

Embolic stroke
of unknown
source?

lYes

Minor stroke
without bleed?

without bleed?

l Yes

lYes

DAPT for 21 days,
then APM**

DAPT for 21
days then

Aspirin**

CHANCE, POINT, THALES

Marsden, K., Mak, HJY., Crooks, C.P. et al. A Clinical Update on Antiplatelet Therapy in Secondary Prevention of
Ischemic Stroke. Curr Cardiol Rep 23, 145 (2021). https://doi.org/10.1007/s11886-021-01581-5
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KHUYEN CAO
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Table 2. Recommendations for DAPT for acute MIS and high-risk TIA in international stroke guidelines

10-15,17

Guideline Initiation window Recommendation and treatment duration Dosing regimen
American Heart 24 hours Recommendation of COR I, LOE A: Initiation: DAPT with
Association/American DAPT (clopidogrel and aspirin) for 21 to 90  clopidogrel and aspirin
Stroke Association days followed by SAPT Maintenance: SAPT
(2021) Recommendation of COR IIb, LOE B-R: Initiation: DAPT with

DAPT (ticagrelor and aspirin) for 30 days ticagrelor and aspirin
European Stroke 24 hours Strong recommendation: Initiation: DAPT with
Organisation (2021) DAPT (clopidogrel and aspirin) for 21 days  clopidogrel and aspirin®
followed by SAPT Maintenance: SAPT
Weak recommendation: Initiation: DAPT with
DAPT (ticagrelor and aspirin) for 30 days ticagrelor and aspirin
Australian Stroke 24 hours Strong recommendation: Initiation: DAPT with
Foundation (2021) DAPT (clopidogrel and aspirin) for 21 days  clopidogrel and aspirin®
followed by SAPT Maintenance: SAPT
Weak recommendation: Initiation: DAPT with
DAPT (ticagrelor and aspirin) for 30 days ticagrelor and aspirin
Taiwan Stroke Society = 24 hours Recommendation of COR I, LOE A: Initiation: DAPT with
(2022) DAPT (clopidogrel and aspirin) for 21 days  clopidogrel and aspirin
followed by SAPT Maintenance: SAPT
Recommendation of Class IIb, LOE BR: Initiation: DAPT with
DAPT (ticagrelor and aspirin) for 30 days ticagrelor and aspirin
Canadian Stroke Best 24 hours Recommendation of LOE A Initiation: DAPT with

Practices (2018)

DAPT (clopidogrel and aspirin) for 21 to 30
days followed by SAPT

clopidogrel and aspirin®
Maintenance: SAPT

“ESO guideline recommends a single loading dose of 300 mg of clopidogrel in patients not already taking the relevant medication.

"Australian guideline recommends a loading dose of 300 mg of aspirin and 300-600 mg of clopidogrel followed by 100-150 mg of aspirin and 75

mg of clopidogrel daily for 21 days.
“Canadian guideline recommends a loading dose of 300-600 mg of clopidogrel and 160 mg of aspirin at the start of treatment.

COR: class of recommendation; DAPT: dual antiplatelet therapy; LOE: level of evidence; MIS: minor ischemic stroke; SAPT: single antiplatelet

therapy; TIA: transient ischemic attack.




KHANG TIEU CAU KEP TRONG DU PHONG BOT QUY TAI PHAT

N 2{(' 2 Dot quy nhe (NIHSS < 3 hay < 5) hoac
i TIA nguy co cao (ABCD2 = 4)

Pot quy thi€éu mau ndo hoac TIA gan day
(trong vong 30 ngay) do hep nang dong
mach I&n ndi so lién quan (70%—99%).

Sau dat Stent ICA.

®) 1900 7178 / 2 BENH VIEN DAI HOC Y DUQC TPHCM @ bvdaihoc.com.vn



KHANG TIEU CAU KEP KEO DAI BAO LAU?

A\ 21-90
L days
AHA/ASA GUIDELINE high-risk TIA v
2021 Guideline for the Prevention of Stroke _
in Patients With Stroke and Transient Ischemic StL”:;icsr?%iL_ 90 days
Attack 99%)

Stenting

A Guideline From the American Heart Association/American Stroke Association



LIEU TAI VA LIEU DUY TRI

300-mg clopidogrel load (then 75
mg daily) and an aspirin load of 75
to 300 mg followed by 75 mg daily

. A , 600-mg clopidogrel load (then 75 mg
Nghlen CUFU POINT daily) and an aspirin regimen of 50 to 325
mg daily

ticagrelor (180-mg loading dose,

Nghlén CL,FU then 90 mg twice daily) plus aspirin
(300- to 325mg loading does, then
THALES 75—-100 mg daily)

000




LOAI KHANG TIEU CAU DON TRI LIEU SAU DIEU TRI KEP

Table 2  Select dosing, mechanism of action, and pharmacokinetics of antiplatelet agents

yg—uumg-—mmu
( Aspirin [63] L: 325mg - Irreversible inhibition of COX-1 >>> COX-2, leading to - As a weakly acidic drug, it is absorbed through gastri(h
M: 81-325mg decreased production of PGH, and TXA,, resulting in upper intestinal mucosa in lipophilic unionized state.
daily decreased platelet aggregation Mucosal esterases hydrolyze aspirin into salicylic acid,

its inactive form
Clopidogrel L: 300-600mg - Active metabolite irreversibly inhibits ADP binding to - Inactive prodrug transported across intestinal mucosa via

[64] M: 75mg daily P2Y > receptor, preventing activation of glycoprotein P-glycoprotein
ITIb/IIla complex and subsequent binding of fibrinogen - Converted to active metabolite through a 2-step
and vWF through lifetime of platelet oxidative process in the liver, primarily via CYP2C19
Cilostazol M: 100mg - Reversibly inhibits PDE-3, increasing cAMP levels - Rapidly absorbed and extensively metabolized by
[65] twice daily preventing platelet aggregation CYP3A4 and 2C19
- Inhibits adenosine uptake and adenosine-induced platelet - Pharmacologic effects exerted through cilostazol and its
activation through decreased expression of GPIIb/IIIa more potent active metabolite 3,4-dehydro cilostazol

receptors on platelets
- Induces expression of endothelium-derived PGI,

Dipyridamole M: 200mg - Inhibits adenosine deaminase and PDE increasing - Metabolized in the liver to glucuronide conjugate and
ER [66] twice daily cAMP, preventing release of arachidonic acid from excreted in the feces
membrane phospholipids and reduces TXA, activity
- Stimulates release of prostacyclin preventing platelet
AEETC RO
Ticagrelor L: 180mg - Reversibly binds and non-competitively inhibits P2Y,, - Rapidly absorbed and metabolized by CYP3A4/5
[67] M: 90mg twice receptor at a site distinct from the ADP binding site, - Pharmacologic effects exerted through ticagrelor and
daily resulting in conformational changes to the P2Y > active metabolite AR-C124910XX
receptor

*Based on available US formulations. Abbreviations: L loading dose, M maintenance dose, COX-1 cyclooxygenase-1, 7.XA, thromboxane A2, ADP
adenosine diphosphate, CYP cytochrome P450, PGH, prostaglandin H,, PDE-3 phosphodiesterase 3
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LUU Y VE DOT BIEN GEN CYP2C19

N

A

Note: Patients without the poor, intermediate, or rapid/ultrarapid olizer, ype iumably extensive (normal) m ivers.

CYP = cytochrome P450; LOF = loss-of-function.

1-7% 1-7%

CHUYEN HOA KEM

1. Wallentin L et al. Lancet. 2010;376:1320-1328; 2. Cavallari LH et al. Pharmgenomics Pers Med. 2011,4:123-136; 3. PharmGKB Biogeographical Groups. www.cpicpgx.org.
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DIEU TRI KHANG DONG TRONG PHONG
NGUA DOT QUY TAI PHAT

Valvular Atrial Fibrillation

Nonvalvular Atrial Fibrillation

Cerebral venous sinus thrombosis

Antiphospholipid syndrome

Some cases of carotid and vertebral
artery dissections
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KHI NAO CO THE KHOI
DONG KHANG DONG?

Initiation or Resumption of Anticoagulation
Depends on Severity of Stroke*

Time to reinitiation depends on infarct size:
1-3-6-12day rule (Diener's Law)

TIA Mild Moderate Severe
stroke stroke stroke
As soon as imaging
has excluded a
cerebral haemorrhage

5 (D) ® © ®

*Mild = NIHSS score < 8; moderate = NIHSS score 8 to 16; severe = NIHSS score > 16.

2 weeks after
stroke onset

3 to 5 days after
symptom onset

5 to 7 days after
stroke onset

Huisman MV, et al. Thromb Haemost. 2012;107:838-847.

European Heart Rhythm Association Practical Guide on the Use of Non—Vitamin K
Antagonist Oral Anticoagulants in Patients with Atrial Fibrillation (2018)
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CLINICAL AND POPULATION SCIENCES

Practical “1-2-3-4-Day” Rule 1
Oral Anticoagulants After Isch
Atrial Fibrillation: Combined H
Cohort Study

Shunsuke Kimura, MD; Kazunori Toyoda®, MD; Sohei Yoshimura®, MD; Kazu
Masahiro Yasaka®®, MD; Maurizio Paciaroni®, MD; David J. Werring®, MD; Hi
Takehiko Nagao®®, MD; Shinichi Yoshimura®, MD; Alexandros Polymeris®, M
Stefan T. Engelter®, MD; Bernd Kallminzer®, MD; Manuel Cappellari®, MD;
Takeshi Yoshimoto®, MD; Masayuki Shiozawa(®, MD; Takanari Kitazono, MD;
LAXED, RAF, RAF-NOAC, CROMIS-2, NOACISP LONGTERM, Erlangen Reg

BACKGROUND: The “1-3-6-12-day rule” for starting direct oral anticoaguli
fibrillation after acute ischemic stroke or transient ischemic attack recomme
practice. We investigated more practical optimal timing of DOAC initiation

METHODS: The combined data of prospective registries in Japan, Strok
Assessment and Improvement-nonvalvular atrial fibrillation (September ¢
2014 to April 2016) were used. Patients were divided into transient ischen
Institutes of Health Stroke Scale score: mild (0-7), moderate (8—15), a1
defined as patients starting DOACs earlier than the median initiation day ir
of recurrent stroke or systemic embolism, ischemic stroke, and severe bl
registries were used for validation.

RESULTS: In the 1797 derivation cohort patients, DOACs were started at med
and 5 days after mild, moderate, and severe strokes, respectively. Stroke or s)
(n=785)—initiating DOACS within 1,2, 3, and 4 days, respectively—than Late G
ratio, 0.50 [95% Cl, 0.27-0.89]), as was ischemic stroke (1.7% versus 3.2%
common in the 2 groups (0.8% versus 1.0%). On validation, both ischemic stro
(0.2% versus 0.6%) were similarly common in Early (n=547) and Late (=14t

CONCLUSIONS: In Japanese and European populations, early DOAC initiati
severity seemed to be feasible to decrease the risk of recurrent stroke
bleeding. These findings support ongoing randomized trials to better estak

GRAPHIC ABSTRACT: A graphic abstract is available for this article.

Key Words: acute ischemic stroke ® anticoagulation ® atrial fibrillatior

Correspondence to: Kazunori Toyoda, MD, PhD, Department of Cerebrovascular Medicine, National C
Osaka 564-8565, Japan. Email toyoda@ncve.gojp

°A list of all SAMURAI, RELAXED, RAF, RAF-NOAC, CROMIS-2, NOACISP LONGTERM, Erlanger
mental Material.
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The NEW ENGLAND JOURNAL of MEDICINE

“ ORIGINAL ARTICLE ”

Early versus Later Anticoagulation for Stroke
with Atrial Fibrillation

U. Fischer, M. Koga, D. Strbian, M. Branca, S. Abend, S. Trelle, M. Paciaroni,
G. Thomalla, P. Michel, K. Nedeltchev, L.H. Bonati, G. Ntaios, T. Gattringer,
E.-C. Sandset, P. Kelly, R. Lemmens, P.N. Sylaja, D. Aguiar de Sousa,
N.M. Bornstein, Z. Gdovinova, T. Yoshimoto, M. Tiainen, H. Thomas,

M. Krishnan, G.C. Shim, C. Gumbinger, J. Vehoff, L. Zhang, K. Matsuzono,
E. Kristoffersen, P. Desfontaines, P. Vanacker, A. Alonso, Y. Yakushiji, C. Kulyk,
D. Hemelsoet, S. Poli, A. Paiva Nunes, N. Caracciolo, P. Slade, ). Demeestere,
A. Salerno, M. Kneihsl, T. Kahles, D. Giudici, K. Tanaka, S. Rity, R. Hidalgo,
D.J. Werring, M. Géldlin, M. Arnold, C. Ferrari, S. Beyeler, C. Fung, B.). Weder,
T. Tatlisumak, S. Fenzl, B. Rezny-Kasprzak, A. Hakim, G. Salanti, C. Bassetti,
). Gralla, D.J. Seiffge, T. Horvath, and J. Dawson, for the ELAN Investigators*

ABSTRACT

BACKGROUND
The effect of early as compared with later initiation of direct oral anticoagulants The authors’ full names, acader

(DOAGs) in persons with atrial fibrillation who have had an acute ischemic stroke grees. and affiliations are listed in
is unclear. pendix. Dr. Fischer can be conta

urs.fischer@usb.ch or at the |
METHODS ment of Neurology, University F
We performed an investigator-initiated, open-label trial at 103 sites in 15 countries. g@?:zl'e'::’r:f;sz”be" 404031
Participants were randomly assigned in a 1:1 ratio to early anticoagulation (within 48 ! ' )
hours after a minor or moderate stroke or on day 6 or 7 after a major stroke) or later ':;':; ‘::: ‘3‘2 %:N]L::i;'f:“:s
anticoagulation (day 3 or 4 after a minor stroke, day 6 or 7 after a moderate stroke, Or  ayailable at NEJApAp,org A
day 12, 13, or 14 after a major stroke). Assessors were unaware of the trial-group as- — )
g 3 % 3 % is article was published on |
signments. The primary outcome was a composite of recurrent ischemic stroke, sys- 2023, at NEJM.org.
temic embolism, major extracranial bleeding, symptomatic intracranial hemorrhage, INEIMoa2303048
or vascular death within 30 days after randomization. Secondary outcomes included  copyright @ 2023 Massachusetts Medical s
the components of the composite primary outcome at 30 and 90 days.
RESULTS
Of 2013 participants (37% with minor stroke, 40% with moderate stroke, and 23%
with major stroke), 1006 were assigned to early anticoagulation and 1007 to later an-
ticoagulation. A primary-outcome event occurred in 29 participants (2.9%) in the
early-treatment group and 41 participants (4.1%) in the later-treatment group (risk
difference, —1.18 percentage points; 95% confidence interval [CI], —2.84 to 0.47) by 30
days. Recurrent ischemic stroke occurred in 14 participants (1.4%) in the early-treat-
ment group and 25 participants (2.5%) in the later-treatment group (odds ratio, 0.57;
95% CI, 0.29 to 1.07) by 30 days and in 18 participants (1.9%) and 30 participants
(3.1%), respectively, by 90 days (odds ratio, 0.60; 95% CI, 0.33 to 1.06). Symptomatic
intracranial hemorrhage occurred in 2 participants (0.2%) in both groups by 30 days.
CONCLUSIONS
In this trial, the incidence of recurrent ischemic stroke, systemic embolism, major
extracranial bleeding, symptomatic intracranial hemorrhage, or vascular death at
30 days was estimated to range from 2.8 percentage points lower to 0.5 percentage
points higher (based on the 95% confidence interval) with early than with later
use of DOACs. (Funded by the Swiss National Science Foundation and others;
ELAN ClinicalTrials.gov number, NCT03148457.)

N ENGL) MED NEJM.ORG

The New England Journal of Medicine
Downloaded from nejm.org at HINARI-Mozambique on June 13, 2023. For personal use only. No other uses without permission.
Copyright © 2023 Massachusetts Medical Society. All rights reserved.



Bdng 8. Pé xuit thoi gian khdi dong khang dong trén ngwoi bénh dot quy, thiéu

mdu ndo do rung nhi 67

Xac dinh dwgc thé tich o
nhdi miu trén MRI/ CT

Khéng xic dinh dugc thé tich

A A
0 nhoi mau

C6 chuyén dang xuit huyét hoic cé

xuit huyét nio kém theo

-TIA: khdéi dong cang sém cang

tot, ngay sau bién co.

-4t quy trung binh ( = 2 cm?
va < 30 cm3): danh gia chuyén
dang xuét huyét vao ngay thi 6
va khoi déng tir ngay = 6 ké tir
khdi bénh.

-6t quy nang (= 30 cm?) :
danh gia chuyén dang xuat
huyét vao ngay thir 12 va khéi
dong tir ngay = 12 ké tir khai
bénh.

-TIA: khdéi dong cang s6m cang

tot, ngay sau bién cO.

-P6t quy trung binh (diém
NIHSS 8-16): danh gia chuyén
dang xuit huyét vao ngay tha 6
va khoi déng tir ngay => 6 ké tir
kh&i bénh.

- ot quy ning (diém NIHSS >
16) : danh gia chuyén dang xuit
huyét vao ngay tha 12 va khai
dong tir ngay > 12 ké tir khoi
bénh.

-Chuyén dang xuit huyét dang cham
nho hoac rai rac (HI 1 hoac HI 2): tri
hodn it nhit 6 ngay, danh gia lai tinh
trang xuit huyét trudéc khoi doéng
khang dong.

-Xuat huyét trong nhu mé d6 1 (khéi
xuat huyét chiém <1/3 thé tich 6 nhdi
mau): tri hoan dén ngay thi 12, danh
gia lai tinh trang xuit huyét trudc khoi
dong khang dong.

- Xuit huyét trong nhu mé dé 2 (khbi
xuit huyét chiém >1/3 thé tich 6 nhbi
mau) hodc xuit huyét ngoai 6 nhdi
mau: tri hodn dén ngay 12-28, danh
gia lai tinh trang xuit huyét truéc khoi
dong khang dong.

Smythe MA, Parker D, Garwood CL, Cuker A, Messé SR. Timing of Initiation of Oral Anticoagulation after Acute Ischemic Stroke:in Patients with Atrial Fibrillation.
Pharmacotherapy. 2020 Jan;40(1):55-71. doi: 10.1002/phar.2345. Epub 2019 Dec 4. PMID: 31698510.




7. In patients with TIA or nondisabling stroke,
when revascularization is indicated, it is
reasonable to perform the procedure within
2 weeks of the index event rather than delay
surgery to increase the likelihood of stroke-
free outcome.®”

2a C-LD

4. In patients with recent TIA or ischemic stroke and
ipsilateral moderate (50%—-69%) carotid steno-
sis as documented by catheter-based imaging
or noninvasive imaging, CEA is recommended
to reduce the risk of future stroke, depending
on patient-specific factors such as age, sex, and
comorbidities, if the perioperative morbidity and
mortality risk is estimated to be <6%.36°

5. In patients >70 years of age with stroke or
TIA in whom carotid revascularization is being
considered, it is reasonable to select CEA over
CAS to reduce the periprocedural stroke rate.*”’

6. In patients in whom revascularization is
planned within 1 week of the index stroke, it
is reasonable to choose CEA over CAS to
reduce the periprocedural stroke rate.®”

1. In patients with a TIA or nondisabing
ischemic stroke within the past 6 months and
islateral severe (70%-99%) carotd artery
stenosis, carofid endrterectomy (CEA) is
recommended to reduce the sk offuture
strke, provided that perioperafive morbiy
and mortalty rsk s estmted to be <6%*

CAN THIEP HEP ICA
NGOAI SO CUNG
BEN THIEU MAU

AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Association
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Stroke 272 h from symptom onset and stable
neurological status or TIA

KIEM SOAT HUYET AP

Previous
diagnosed or treated
hypertension

Yes No

z American

Heart
Association

Established
SBP 2140 mm Hg or
DBP 290 mm Hg

Established
SBP <140 mm Hg and
DBP <90 mm Hg

Aim for
BP <130/80 mm Hg
(Class Ilb)

& Usefulness of starting )
antihypertensive
treatment is not
well established
(Class llb)

Aim for
BP <130/80 mm Hg
(Class I1b)

O of 11
peer © *




AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Association

1. In patients with ischemic stroke with no known

coronary heart disease, no major cardiac sources
of embolism, and LDL cholesterol (LDL-C) >100
mg/dL, atorvastatin 80 mg daily is indicated to
reduce risk of stroke recurrence.2°82%°

2. In patients with ischemic stroke or TIA and ath-

erosclerotic disease (intracranial, carotid, aortic,
or coronary), lipid-lowering therapy with a statin
and also ezetimibe, if needed, to a goal LDL-C
of <70 mg/dL is recommended to reduce the
risk of major cardiovascular events.?'°

. In patients with ischemic stroke who are

very high risk (defined as stroke plus another
major ASCVD or stroke plus multiple high-risk
conditions), are taking maximally tolerated
statin and ezetimibe therapy and still have an

lLDL—C >70 mg/dL, ft is reasonable to treat
wit 9 (proprotein convertase subtili-
sin/kexin type 9) inhibitor therapy to prevent
ASCVD events.?!'-213

MUC TIEU KIEM SOAT LDL-CHOLESTEROL
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MUC TIEU KIEM SOAT TRIGLYCERIDE MAU

1. In patients with ischemic stroke or TIA, with
fasting triglycerides 135 to 499 mg/dL and
LDL-C of 41 to 100 mg/dL, on moderate- or
high-intensity statin therapy, with HbA1c
<10%, and with no history of pancreatitis, AF,
or severe heart failure, treatment with icosa-
pent ethyl (IPE) 2 g twice a day is reasonable
to reduce risk of recurrent stroke.?'®??°

2. In patients with severe hypertriglyceridemia
(ie, fasting triglycerides >600 mg/dL.25.7 AHA/ASA GUIDELINE
mmol/L]), it is reasonable to identify and

adciess calises of ypsttriglyostidariaand, 2021 Guideline for the Prevention of Stroke
if triglycerid [ ly el d . . ' ' .
i Bt St v in Patients With Stroke and Transient Ischemic

increasing, to further reduce triglycerides in
order to lower the risk of ASCVD events by A'ttaCk

implementation of a very low-fat diet, avoidance A Guideline From the American Heart Association/American Stroke Association
of refined carbohydrates and alcohol, consump-

tion of omega-3 fatty acids, and, if necessary to
prevent acute pancreatitis, fibrate therapy.??'-223

000

2a




MUC TIEU KIEM SOAT CHOLESTEROL MAU

5.1.3. Aortic Arch Atherosclerosis

Recommendations for Aortic Arch Atherosclerosis

Referenced studies that support recommendations are summarized in
online to https://w...000000375,

Recommendations

1. In patients with a stroke or TIA and evidence
of an aortic arch atheroma, intensive lipid
management to an LDL cholesterol target

rent stroke.?'®

<70 mg/dL is recommended to prevent recur-

2. In patients with a stroke or TIA and evidence
of an aortic arch atheroma, antiplatelet
therapy is recommended to prevent recurrent
stroke,380-385

© 1900 7178 SN £V Vo JBE

AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Association



4. In patients with stroke or TIA and hyperlip-
idemia, patients’ adherence to changes in
Iifestyle and the effects of LDL-C-lowering
medication should be assessed by measure-
ment of fasting lipids and appropriate safety
indicatorg 4 to 12 weeks pfter statin initiation
or dose adjustment and every 3 to 12 months
thereafter, based on need to assess adher-
ence or safety 24"

AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Association

THEO DOI MUC TIEU KIEM SOAT CHOLESTEROL MAU
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Glucose

1. In patients with an ischemic stroke or TIA
who also have diabetes, the goal for glycemic
control should be individualized based on the
risk for adverse events, patient characteris-
tics and preferences, and, for most patients,
especially those <65 years of age and without
life-limiting comarbid iliness, achieving a goal

HbA1 c <7% i$ recommended to reduce

risk for microvascular complications.?2%23°

AHA/ASA GUIDELINE

2021 Guideline for the Prevention of Stroke
in Patients With Stroke and Transient Ischemic
Attack

A Guideline From the American Heart Association/American Stroke Association

2. In patients with an ischemic stroke or TIA who
also have diabetes, treatment of diabetes
should include glucose-lowering agents
with proven cardiovascular benefit to reduce
the risk for future major adverse cardiovas-
cular events (e, stroke, MI, cardiovascular
death)_zm-zae

3. In patients with an ischemic stroke or TIA who
also have diabetes, multidimensional care (ie,
lifestyle counseling, medical nutritional therapy,
diabetes self-management education, support,
and medication) is indicated to achieve glyce-
mic goals and to improve stroke risk factors.




Other vascular
risk factors

» Sleep apnea
» Obesity
 Cigarette smoking

» Physical inactivity (eg,
sitting > 4 h/d)

« Lifestyle




MOT SO TINH HUONG DAC BIET
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CAN NHAC KHANG TIEU CAU KEP KHI CO CHi bINH
DY PHONG VTE DONG THOI

POT QUY THIEU MAU NAO CAP

e —— , A N khé Dang duoc diéu tri
Sau diéu trj tiéu soi Khong rTPA va khong & DPang dung khang dong dwdng uéng

N&u tam ngung KD Van dung tiép Kb
Liéu thdp cta UFH hoac o v
LMWH ( tri hoan sau HIE tfjap ale Ui +
24h) hoac LMWH _‘A "
Liéu thap cua UFH
B R hoac LMWH P SE————
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DOT QUY TAI PHAT KHI DANG PIEU TR 5
KHANG TIEU CAU

»Banh gia viéc tuan tr

>PDanh gia cac thubc dung kem (Vd:
Omeprazole,...)

> Danh gia lai cdn nguyén dét quy va céc yéu tb
nguy co:.

>Déanh giéd kha ndng dé khang thudc khéng tiéu cau

» Chuyén doi loai khang tiéu cau/ thém loai thuoc
khang tiéu cau nhom khac/ chuyén doi khang
déng???

0o
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POT QUY LO KHUYET

 Hién van chwa c6 diéu trj ly twéng
trong truo’ng hop nguo’l bénh ¢co
rung nhi va Tang huyét ap va co ton
thuong nhéi mau dwéi vé dang 16
khuyét.

- Hién nay, khang dong duwgc khuyén
cao dieu tri (WARFARIN hoac
DOACS).

Evans A, Perez |, Yu G, Kalra L. Should stroke subtype influence
anticoaqulation decisions to prevent recurrence in stroke patients
with atrial fibrillation? Stroke 2001; 32:2828.
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https://www.uptodate.com/contents/stroke-in-patients-with-atrial-fibrillation/abstract/25
https://www.uptodate.com/contents/stroke-in-patients-with-atrial-fibrillation/abstract/25
https://www.uptodate.com/contents/stroke-in-patients-with-atrial-fibrillation/abstract/25

* The combination of oral anticoagulation (ie, warfarin or
one of the newer agents) with antiplatelet therapy is not
recommended for all patients after ischemic stroke or
TIA but is reasonable in patients with clinically apparent

CAD, particularl t d tent A A
placement (Class llb; Level of Evidence C). KHANG DONG
& KHANG KET
 For patients with ischemic stroke or TIA and AF who are TAP TI E U CAU

unable to take oral anticoagulants, aspirin alone is
recommended (Class |; Level of Evidence A). The
addition of clopidogrel to aspirin therapy, compared with
aspirin therapy alone, might be reasonable (Class llb;
Level of Evidence B).

Guidelines for thePrevention of Stroke in Patients with Stroke and TIA; American Heart Association/ American Stroke Association (2014)

posc




* Danh gia lai can nguyén dot quy,.

» Duoi ngudng diéu tri can danh gia trén ngudi
bénh diéu tri Warfarin; Quén liéu thubc trén
nguwoi bénh dang diéu tri DOACS.

» Trén nguoi bénh c6 INR dat ngudng diéu tri
khi dung WARFARIN hoac tuan thu tot
DOACs, c6 kha nang dot quy tai phat khéng
phai lap mach do tim (mach mau nho, xo vira
dong mach Ion, ung thuw,...).

DOT QUY KHI
DANG BIEU TRI
KHANG DONG

Warren J Manning, MD . Stroke in patients with atrial fibrillation
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» WARFARIN: Khi INR < 2 -> diéu chinh phu hop
dat nguwong dieu tri hoac xem xet chuyén

DOAC:Ss.
>WARFARIN: Khi INR d& dat 2-3 -> TEE tam DOT QUY KHI
soat huyét khoi tieu nhi trai. Tang muc tieu diéu =
tri INR Ién 2.5-3.5 hoac can nhac chuyén sang DANG E?IEU
dung DOACs. TRI KHANG
> DOACs: TEE tadm soét huyét khéi tidu nh tréi - PDONG

> néu co6, danh gia lai sy tuan tha diéu tri. Néu
nguoi bénh tuan tha tét -> can nhac déi sang
DOACSs khac.

Warren J Manning, MD . Stroke in patients with atrial fibrillation
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TAKE-HOME MESSAGES

> Chan dodn xdc dinh cdn nguyén dét quy la cét 16i cho chién luoc diéu
tri phong ngura tai phat.

>Khdng tiéu cau kép duoc chi dinh trong nhitng tinh huéng cu thé,
ngan han, sau doé sé chuyén sang don tri liéu.

> Chi dinh khdng déng trong nhitng tinh huéng cu thé theo cdn nguyén,
va chon thoi diém khdng déng Ia chién lwvoc cén cén nhac thén trong
dam bao cdn bang lgi ich — rui ro.

> Kiém sodt cdc yéu té nguy co cén cé muc tiéu cu thé va thoi gian theo
doi, duy tri kéo dai.

PPYS



Ion:

Thank you for your attent
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