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Ca lam sang

= Bn ni 58 tudi nhap cap ctu vi ndi kho va nhin déi,

té va yéu mat phai va tay 12 phut trwdc nhap vién.
Hién tai hoan toan binh thwong

= Kham — Pau dau nhe, dau nguc.
= Tién st - tang huyét ap, rdi loan lipid mau.
Khong tién str dot quy hay TIA.
= Tién st gia dinh c6 bénh mach vanh som.
= Thudc - Beta-blocker. Khéng udng aspirin.
= Khong hut thuoc.

Chén doan con thoang thiéu méu néo



Cau hoi quan trong:

chén doén, diéu triva )
nhap vién hay vé nha °

Yéu co, chéng
mat, mat thi luwc

thoang qua, roi
loan |o1 nAi....




TIA thwéng gap & cap cteu

- VN s0 liéu ?

- US 1- 3 trong1000 bn dén cap ctru.

- Con s0 c0 thé cao hon, nhiéu bn khdng chud y

- Nguy co nhoi mau tiép theo cao nhat trong 48 gi& dau
- Nhiéu bn can nhap vién dé chan doan



Nguy co’ dot quy sau TIA

Sau TIA nguy co dét quy cao nhat sau cdc ngay:

- 2 ngay nguy co tw 1.4% -7.1% , trung binh 3.7%
- 30 ngay nguy co tr1.8% - 22.2%, trung binh 7.5%
- 90 ngay nguy co 1.3% - 20.1%, trung binh 10.0%



V&i sw gia tadng vién phi, rat ngan ngay nam vién.

Panh gia va diéu tri TIA |la cau héi hoc bua ?

Muc tiéu:.

1. Panh gia sw kha thi protocol chan doan & cap ctru, dac
biét viéc thanh lap “don vi theo dbi & cap ctru”

(Emergency Department observation unit (EDOU),

2. Danh gia nguy co dot quy sém va diéu tri & cap clu



DINH NGHIA
Con thoang thieu mau nao
(Transient Ischemic Attacks-TIA)



Dinh nghia

TIA
Transient Ischemic Attack: con thi€u mau
thoang qua ,
Keéo dai tw vai phut dén 24 gio

RIND
Reversible Ischemic Neurologic Deficit : thiéu
s6t than kinh do thiéu mau cé thé dado nguoc
Hét trong vong 6 tuan

Stroke - Dot quy
Triéu chrng lau dai



Thay doi trong danh gia chan doan

Thay déi trong hinh anh
o
Ultrasound
MRI
Xac dinh qua trinh bénh s tw nhién



MRIso véi CT

DWI imaging trén
MRI c6 thé phat hién
ton thwong thiéu mau
trong vai phut




STROKE



Van dé dinh nghia va chan doan TIA?

Thoi gian: bao lau la ™ TIA"?

> 24 gic?
> 1 gio?

Hinh anh: vdn dé gi néu trén MRI c6 ton thuong cap?

Quyét dinh trieu chirfng thoang qua do mach mau rat
kho khan

> Nhieéu bénh giongTIA

> Trieu chi'ng hét trudc khi danh gia

> Bénh nhan co kho khan trong mo ta triéu chirng



NINDS dinh nghia TIA: <24 gio

Dot ngot, khu tru, thiéu hut
than kinh do mach mau
> lien hé khu vuc cua nao
cung cap bdi 1 dong mach
> khong quan tam hinh anh

Thuan lgi
> dé dung
> khong co su thay dbi chan doan trong dung CT
hay MRI
Bat |oi
> diém cat khong sinh ly(cut-off)
> nguy cG dot quy tai phat I6n hon néu coé tén
thucong cap




TIA <60 phut?

Tiéu chudn mdi TIA ti cdc “ chuyén gia”:

> " cdn ngan, dac biét khong qua 1 gig”
> hinh anh khong co dot quy cap

Tién Igi:
> néu triéu chu’ng >1 gid, cd hoi binh thudng trong
<24 gic chi co 14%
> loai trir bénh nhan dot quy cap
Bat Igi:
> loai tru TIA >1 gid (15-20%)
> khong ap dung cho tat ca bénh nhan

TIA Working Group, NEJM 2002



Thay doi dinh nghia

= TIA that sw hau hét khéi trong 1 gi®
m 24 gi®, <15% bn co triéu chirng trén 1 gi® khoi hoan toan

(NINDS nhom placebo chi cdy 2% triéu chimng hét hoan
toan trong 24 gio néu khong thuyén gidm trong 1 gior dau )

= Nhiéu bn “binh thuwong” khi tham kham, MRI cé ton thuong
= 1/2 bn nay co0 thiéu sot thwdng trwee trong cac test tiép theo

Albers GW et al. N Engl J Med 2002;347:1713-1716.



Thay doi dinh nghia

Hién nay - dinh nghia trén co so thdi gian

Pé nghi - dinh nghia trén co s& md hoc

Albers GW et al. N Engl J Med 2002;347:1713-1716



TIA Working Group

Pinh nghia:

“Con roi loan chirc nang than kinh ngan do thiéu
mau khu tri & ndo, vong mac, v&i lam sang
khong kéo dai hon mét gi®r va khéng co bang
chirng nhéi méau cap”

s Can MRI triwéc khi chan doan xac dinh

Albers GW et al. N Engl J Med 2002;347:1713-1716.



CITS, TSI < 24 gi®y

Nhoi mau no triéu chirng thoang qua “cerebral
infarction with transient symptoms (CITS)” hay
“transient symptoms with infarction (TSI)” triéu chirng
kéo dai < 24 gi®» nhwng két hop nhdi mau néo,

Tuy nhién, khéng c6 bang chirng cung cap cho sv
thong nhat vé béat ctr tieu chuén thoi gian nao cho
CITS hay TSI.



Phén biét con gibng TIA?

B Bat thwong bién dudng
Glucose, hydration, medications
B Pau dau
Migraine hay temporal arteritis
B Con dong kinh
Akinetic seizure hay partial lobe epilepsy
B Sang thwong choang chd hé than kinh trung wong
B Bénh ly mat, tai mdi hong



Phan biét con gibng TIA?

= X0 cirng nhiéu chd
= HOi chirng vanh cap
= Chén ép ré/day than kinh
s Con hoang so
(Panic attack)




CHAN POAN
Con thoang thieu mau néo



Trong qud khir - sy kién nguy co thap
Can lam sang vai tuan

Hién nay
Sw kién canh gi¢i nguy co cao
Nhanh chéng danh gia chan doan va can thiép



Nhanh chong danh gia bn ¢ khoa
cap ctru va don vi theo doi
(Observation Units)(US)



Panh gia bn TIA

Khu vic chac chan : ‘
Tham kham cap cwru, ECG, labs, CT dau

Khu vuwe it chac chan
thoi g[an carotid dopplers
nhu cau echocardiography

Khu vuc khéng chac chac
- Johnston SC. N Engl J Med. 2002;347:1687-92.
“ich loi nhap vién chuwa ro. . . Pon vi theo doi & cap curu. .

C6 thé cung cap nhiéu chon lwa hon vé “cost-effective.”



NEUROLOGY/ORIGINAL RESEARCH

An Emergency Department Diagnostic P rotocol for Patients With
Transient Ischemic Attack: A Randomized Controlled Trial

Michael A. Ross, MD From the Department of Emergency Medicine, William Beaumont Hospital, Royal Oak, Ml (Ross,
Scott Compton, PhD Medado, Fitzgerald, Kilanowski, 0'Meil); and the Department of Emergency Medicine, Wayne State
Patrick Medado, BS University School of Medicine, Detroit, Ml (Ross, Compton, O'Neil).

Maureen Fitzgerald, MEA
Philip Kilanowski., MD, MS
Brian J. O'Neil, MD

Xac dinh néu bn TIA sé:
* lwu lai bénh vién ngan hon
» gid ca thap hon
- dw hau 1am sang tot hon

... lién quan bn néi tra kinh dién



Bn voi triéu, ching TIA
Panh gia cap cwru .

Bénh st va tham kham
ECG, monitor, CT dau
Labo

Chan doan TIA

« Nhap vién hay theo ddi cap ctru



TIA Protocol

1. Protocol chan doan nhanh & cép ctu
(Accelerated Diagnostic Protocol (ADP) in an ED )

2. Don vi theo dbi & cép ciru
(ED Observation Unit (EDOU)




Accelerated Diagnostic Protocol (ADP) in an ED

Observation Unit (EDOU)
Diagnostic Protocol

@ (D{:}ppler, magnetic resonance angiography)
to de ignificant carotid stenosis requiring surgery.
Echocardiography
mctuding a patent foramen ovale, intramural
thrombus, major valvular disease, or ventricular dyskinesis

@ SErie@l eval@m detect subsequent stroke,

crescendo transient ischemic attacks, or other clinically

to detect a possible cardioembolic
SOUTCE,

significant outcomes. This includes serial assessments by
nursing, emergency phyvsicians, and physician assistants
and a neurologist consultation.

@m m{}n@ﬁ}r at least 12 h to detect paroxysmal

atrial fibrillation requiring anticoagulation, or other major

T 1
ANRRARRARARAN dysrhythmias

Ross MA et al. Ann Emerg Med 2007;50(2):109-119.



Tiéu chuan ngoai hay néi tru
(ADP Disposition criteria)
Ngoai tru
Khéng tai phat thiéu hut TK, can lam sang binh

thwong
Piéu tri antiplatelet va theo doi

Nhap vién tlr don vi theo ddi & cap ctru (EDOU)
Trieu chirng tai phat
Phau thuat hep dong mach canh (>50%)
Embolic doi héi diéu tri khang dong
Bn khdng an toan xuat vién

From the Department fE ergency Me . William Beaumont Hospital, Roya |o k, MI (Ross,
iski,

cy
Mdd , Fitzger mwl ONU du Dpn th ergency Medicine, Wayne State
uncgsmmrmmn DtnhﬂR s, Compton, O'Neil).




Két luan nghién ctru:

So sanh bn nhép vién ndi tra, bn co6 protocol chan
doan TIA ¢ cap ctru thi:

= Hiéu qua hon
= Gia ca thap hon
= duw hau tot hon



DPieu kién bénh vién cho TIA ADP

1. Bon vi diéu tri nhanh / khu vwe cho bn
= Nhan sy, ECG monitoring

2. Khao sat hinh anh carotid
= MRI/MRA hay CTA
= Doppler
3. Echocardiography
= Thdi gian va nhu cau echo chwa ré ?

4. BS tham van than kinh



Mo6 hinh ADP va EDOU o VN ?




Can lam sang nao phai lam?

B CT hay MRI
B co sang thwong choang ché khéng?
B c6 nhoi mau ndo khong?



m Vai tro CT scan?



TIA vaCT

Thwc hién CT 67% dan so TIA

4%: 13/322 c6 bang chirng nhéi mau trén CT.
Odds Ratio 4.06 (1.16-14.14) cho nguy co dot
quy néu co bang chirng nhoi mau trén CT.
Quan trong la loai trtr bé€nh ly khac

Stroke. 2003 Dec;34(12):2894-8.



m CT - tumor, SDH....

= Minor stroke va

Figure 2. (A) Normal scan at baseline (no DWI lesion seen,
no vessel occlusion, and no perfusion abnormality) in a
79-year-old man with a left hemispheric TIA lasting 90

minutes. (B) Arrow points to a small new DWI lesion in
left middle cerebral artery territory seen at 30 days on
ollow-up MR. DW

= diffusion-weighted imaging.

TIA lién hé voi
10% ti Ié moi
mac cla dét quy
trén MRI.



= Va néu muon c6 mét chi dinh manh tay?
(and If you want to get fancy with investigations )

MRI va TIA ?

Infarction in TIA

Approximately 50% of those with
TIA have DWI changes on MRI

Kidwell et al Stroke 1999



Nguy co ton thwong thiéu mau nao
o bénh nhan TIA

= 50% bn TIA phdi hop véi DW bat thwong.
Pac biét néu triéu chirng >1gi® hay thiéu
hut van dong hay loi noi

= Ngay ca triéu chirng ngan ciing gay vung
ton thwong thwong truwec



Diffusion-Weighted Imaging

Thiéu mau giam khuéch tan nwéc vao trong néo
Tich tu nwé&c ngoai bao

DWI phat hién nhw hyperintense signal

M6 t& ving ton thwong khong hoi phuc

Hién dién trong vai phut




ECG

m ECG — ATRIAL FIBRILLATION!!!
= Nguy co Stroke — cardio-embolic risk
m 4.6% trong 1 thang
m 11.9% trong 3 thang

x Giam nguy co doét quy hang nam 61% (ca
Ischemic hay hemorrhagic) v&l coumadin




ECG

AHA khuyén céao -2013

» 12-lead ECG thwe hién ngay sau TIA : danh gia
loan nhip va rung nht

> thwe hién it nhat trong 24gi» dau.
(C.I; LOE.B)
(doi maoi so khuyén cao truworc)



Carotid Dopplers
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Carotid Dopplers- Khi nao ??

m Carotid surgery if >70%
stenosis Is “time sensitive”.

m 5 yr stroke risk reduction :
= 0-2 weeks
m /5% stenosis y
m 2-4 weeks
m /5% stenosis = 17.6%
m 4-12 weeks
m /5% stenosis = 11.4%
= +12 weeks
m /5% stenosis = 8.9%
m Similar for 50-70% lesions

o
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Figure : The absohte reduction with surgery in the §year risk of stroke and
opertive death in patientswith G0-60% stenosis (red bar) and 270%
sterosiswithout near-occlusion {blue bar) stratified by thetime from last
sy mptomatic event to randomisationin a pooled aralysis of data from
randormised trials of enda rterectomy far recertly symptomatic carotid
sterosis®

The nurmbess shove the bars indicate the achual abscute rigk reduction (ARR).




Két luan

m Thwc hién ngay can lam sang cho bénh
nhan vwa bi TIA

= X4ac dinh b&nh nhan cé nguy co cao nhat
dot quy tai phat som

= Quan trong loai trir symptomatic
carotid stenosis hay atrial fibrillation

<7~ VN chédn doan hep tdc dong mach ndi so ?



Phan tang nguy co’ bénh nhan

nghi ngo’ TIA ¢ cap ctru
Risk Stratification for Suspected TIA Patients In the
Emergency Department



http://www.ferne.org/Lectures/clinical_dec_pv_2008/ferne_clinical_dec_2008_asimos_neuro_imaging_2.htm
http://www.ferne.org/Lectures/clinical_dec_pv_2008/ferne_clinical_dec_2008_asimos_neuro_imaging_2.htm

Thay doi nhan thirc vé TIA

m TIA la mét qua trinh khéng phai sw kién
(Is a process, not an event)

= CA thé tién lwong ai sé cd nguy co dot quy,

trong nhirng gio dau, ngay hay tuan....o
bénh nhan TIA?

= CO thé can thiép qua trinh TIA va ngan
nglra dot quy xay ra?



Lam sang TIA c6 y nghia

30-40%A406t quy bao trwoce la TIA hay minor

stroke ( Lancet Neurology 2006;5:323-31)

* Sau TIA 90 ngay nguy co dot quy cao
10.5% va phan nira xay ra trong 2 ngay dau
(JAMA 2000; 284:2901-06)



Early Risk First Emphasized in 1973

Table 3. —Interval From First Transient
Ischemic Attack to Stroke
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MNMales Females ___
Interval (no.) (Nno.)

<1 mo
1-3

3-6
7-12
T1-2 yr
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27 nam sau

B ORIGINAL CONTRIBUTION

Short-term Prognosis After
Emergency Department Diagnosis of TIA

S. Claiborne Johnston, MD, MPH
Darvl R. Gress. MI) widely, with some institutions admitting all patients and others proceeding with out-

Context Management of patients with acute transient ischemic attack (TIA) varies

patient evaluations. Defining the short-term prognosis and risk factors for stroke after
TIA may provide guidance in determining which patients need rapid evaluation.

Objective To determine the short-term risk of stroke and othe

\“'r{ll'l'('?ll 5. Browner, MD, MPH
Stephen Sidney, MD, MPH




90-Day Prognosis after ED Diagnosis of TIA

w 10.5% wvill suffer a stroke
m 21% will be fatal

= 64% will be disabling
= Half of these will occur within 1 - 2 days of

ED visit
m 2.6% will die
m 2.6% will suffer adverse cardiovascular events

m 12.7% will have additional TIAs

Johnston SC et al. JAMA 2000:284:2901-2906.



TIA risk stratification -
California Model

Independent risk factors for stroke:

TIA > 10 min. (OR = 2.3)
Diabetes (OR = 2.0)
Weakness with TIA (OR = 1.9)
Age > 60yr (OR = 1.8)

Speech impairment (OR =1.5)

Risk factors were additive 5 3o

Coys afeer TA

5 yéu to: thoi gian con TIA

Johnston et al. Short-term prognosis after emergency department diagnosis of
TIA. JAMA. 2000;284:2901-6 Brian J. O'Nell MD, FACEP



o Nam 2005, Rothwell va cs phat trién ABCD score:
Tiép lwong nguy co dot quy sau TIA
(tudi, huyét ap, lam sang va thoi gian).6d

> Nam 2007, Johnston va cs dé nghj : thang diém
nguy co méi, ABCD2 (thém yéu té dai thao dudng vao
ABCD score).

(tudi, huyét ap, 1am sang va thoi gian)+ dai thdo duong
. /d




“ABCD” Score

« “ABCD” Score « 7-day risk of CVA
— Age > 60 (1 pt) _
— SBP > 140 and/or DBP >90 _ 5=12.1%
(1 pv) — 4 or less = 0.4%
— Clinical features

* Unilateral weakness (2 pts) All patients with a
(S . <
* Speech problem (1 pt)

stroke within o1
— Duration > 60 min (2 pts) week had scorc
— Duration 10-59 min (1 pt)
G LL H(lel Sen
I 2005:366:29-36 ] -1
LR e S VASCULAR MEDICINE




Age

Blood pressure

Clinical
features

Duration of Sx

Diabetes

ABCD? Criteria

2 60 years 1

=140/80 i

Unilateral weakness 2 Sivdak | Rachrtence

for stroke | within 90days

Speech impairment 1

without weakness 0-3  Low 1.0%
>60minutes 9 4-5 Moderate 4.1%

. " 0
10-59 minutes i i High 8.1%

Yes 1 JAMA 2000;284:2901-2906




Nam 2010, Merwick va cs dé nghi 2 thang diém
moi: ABCD3 va ABCD3-I scores.

*» Trong ABCD3 score, TIA d6i (sw hién dién 22
TIA trong 7ngay) thém vao ABCD2 score.

< Trong ABCD3-I score, su hién dién bat thwong
trong hinh anh than kinh (carotid stenosis hay bat
thwong trén diffusion-weighted image [DWI] trong
MRI nao dwoc thém vao ABCD3 score



Table 1: ABCD'J
Clinical Feature

Age >= 60 years

ABCD’J Points

BP Systolic >139 or Diastolic >89 mm Hg

Speech Impairment without weakness

Unidateral Weakness

Duration <=5% minutes

Duration »59 minutes

Diabetes present

Dual TIA (Second TIA within 7 days)

Same sided > 49% stenowis of ICA

MRI showing hypenntesity on Diffusion Weighted
Images

Total Range




ABCD3-| score

Risk for
stroke

Low

Recurrence
within 90days

2-3%

Intermediate  <6%

High

Lancet Neurol 2010:9:1060-69.




AHA dé nghj nhap vién bn TIA xay ra trong
72 gio’ néu co bat cwr tieu chuan sau day

1. ABCD 2 score: 3
(class lla recommendation; evidence level C)

2. ABCD 2 score : 0-2 va khéng chac chan can lam
sang co trong 2 ngay ngoai tru
(class lla recommendation; evidence level C)

3. ABCD 2 score: 0-2 va bang chirng khac chi dinh
sw kién dwoc gay ra do thiéu mau cuc bd
(class lla recommendation; evidence level C)



Cho bn TIA mé&i xay ra (€1 tuan) , khuyén céo
nhap vién hop ly sau day

TIA tdng dan

Triéu chirng keo dai trén 1 gio

Symptomatic internal carotid stenosis > 50%
Biét ngudon embolus tr tim (atrial fibrillation)
Biét tinh trang tang déng

ol 5= B2 N =

Két hop v&i California score hay ABCD score



Khan trwong danh gia bénh nhan

TIA va diéu tri
(Rapid TIA Patient Evaluation and Treatment )



TIA — |a mét cap ciru ?

Dieu tri toi wu bn cap ctru
nghi ngo thieu mau nao ?



Dieu tri TIA

Giam nguy co dot quy

1. Lam thé nao gidm nguy co dot quy sém
bn co nguy co cao?

2. Co bang chirng cho chién lwgc nhw vay
khong?



2006 NSA TIA Evaluation
Consensus Guidelines

National Stroke Association Guidelines for
the Management of Transient
[schemic Attacks

Editorial Team: S. Claibarne Johnston, MD, PhD,"* Mai N. Neuyen-Huynh, MD,' Miriam E. Schwarz, BS,'
Kate Fuller, MA," Christina E. Williams, BA, MS,' S. Andrew Josephson, MD,'

Brain imaging

The diagnosis of TIA is only clinical. Nevertheless, the use of computed tomogra- [ralian Guidelines for
phy (CT) and computed tomographic angiography (CTA) or magnetic resonance Stroke Prevention
imaging (MRI) and magnetic resonance angiograph}r (MRA) may show infarcts and and Management,
important occlusive cervicocranial vascular disease and is recommended to corrobo- 2003

rate differential diagnosis with other pathologies that can mimic TIA (category 4).

There is general agreement that patients with manifestations suggestive of hemi- American Heart Asso-
spheric TIA should receive a CT or MRI scan of the head in the initial diagnostic ciation, 1997%

evaluation to exclude a rare lesion such as a subdural hematoma or brain tumor
L:‘spmmble for symptoms (category 4). CT or MRI may show an area of brain in-
farction appropriate to TIA symptoms in more than one fourth of patients (category
4).

Ann Neurol 2006:;60:301-313




2008 European TIA Evaluation
Consensus Guidelines

Consensus Paper

Cerebrovascular
Diseases Cerebrovasc Dis 2008;25:457-507 Received: February 19, 2008

\ i Accepted: March 27, 2008
DOI: 10.1159/000131083 Published online: May &, 2008

Guidelines for Management of Ischaemic
Stroke and Transient Ischaemic Attack 2008

The European Stroke Organisation (ESO) Executive Committee and the
ESO Writing Committee

Recommendations
« In patients with suspected TIA or stroke, urgent cranial CT

(Class I), or alternatively MRI (Class II), is recommended
(Level A)




The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Clopidogrel with Aspirin in Acute Minor

Stroke or Transient Ischemic Attack

Yongjun Wang, M.D., Yilong Wang, M.D., Ph.D., Xingquan Zhao, M.D., Ph.D.,
Liping Liu, M.D., Ph.D., David Wang, D.O., F.AH.A., FAAAN.,,
Chunxue Wang, M.D., Ph.D., Chen Wang, M.D., Hao Li, Ph.D.,

Xia Meng, M.D., Ph.D., Liying Cui, M.D., Ph.D., Jianping Jia, M.D., Ph.D.,
Qiang Dong, M.D., Ph.D., Anding Xu, M.D., Ph.D., Jinsheng Zeng, M.D., Ph.D.,
Yansheng Li, M.D., Ph.D., Zhimin Wang, M.D., Haiqin Xia, M.D.,
and S. Claiborne Johnston, M.D., Ph.D., for the CHANCE Investigators*

The New England Journal of Medicine 369;1 NEJM.org july 4, 2013




AHA/ASA Guideline

Guidelines for the Prevention of Stroke in Patients With

Stroke and Transient Ischemic Attack

A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

The American Academy of Neurology affirms the value of this guideline as an educational tool for neurologists.

Endorsed by the American Association of Neurological Surgeons and Congress of Neurological Surgeons

2014 American Heart Association, Inc.



Dieu tri TIA

Nhanh chong danh gia va theo doi bn TIA co nguy
CO cao

Chong két tap tiéu cau

Kiém soat huyét ap

Statins

Khang déng (cardioembolic TIA)

Tai théng s&m bn hep déng mach canh trong



= Khéi dau dung anti-
platelet drug? Néu
vay, mot hay két hop
2, loai nao?

= C6 hep tac dm cénh
guan trong khong?
Piéu trj tot nhat?

m CO rung. nhi knong

hay nguon thuyén tac
twr tim khac gay TIA?

" .‘

A B A Buddy You rhlnk ‘
' 5 ' ; You have problems!
*e. |




= Diéu tri nhw the nao bénh nhan TIA &
cap ctru de giam toi da nguy co’ tai phat
dot quy”?



Kinh nghiém Mayo Cliqu(ZOOS)
BN nghi ng& TIA & cap ctru

= Protocol
1. Xac dinh thoi diém khai phat.
2. CT.
3. Cung cap oxy
4. Glucose mau tai gwong.
— néu <60mg/dL, 1 amp. Dextrose 50%.
5. Do nhiét do.
— néu >38°C, 1g Tylenol®.
6. Hoi chan than kinh.



7. Diéu tri 324 mg aspirin trer khi co xuat huyét
nao hay di trng thuoc

8. ECG va laboratory tests

9. Khéng dung khang dong cap.

10. Siéu am déng mach canh 2 bén.

11. Theo d6&i dau sinh ton va chirc ndng than
kinh moi 2 gio»

Bénh nhan xem video “nhéfj thtre va phong ngura dot
quy” & phong theo déi tai cap coru (EDOU)




= Bénh nhan xuat vién
1. Hen theo ddi TIA khoa than kinh trong 72 gio.
2. Ké don aspirin hay thudc antithrombotic khac
= Bénh nhan nhap viéen
1. Endarterectomy
2. Anticoagualtion




Piéu tri khan cap TIA va dot quy nhe co hiéu qua

Cé&c yéu t6 nao diéu tri khan cap c6 hiéu qua?

Hai thuoc chong két tap tiéu cau

¥~ Nghién ctru FASTER

¥~ CHANCE

(Clopidogrel in High-Risk Patients with Acute Nondisabling
Cerebrovascular Events )



Anti-platelet therapy
(AHA guidelines — 2006)

m ASA — dose 50-325mg

m ASA plus extended release dipyridamole
(50-400mg)

m Clopidogrel (75mg)

ATTC( Antithrombotic Triallist Collaboration): hiéu qua ‘
cua Aspirin giam nguy co dét quy khong 1é thudc vao liéu
lrong khi dung trén 76mg



Anti-platelet therapy
Nghién cteru can thiép som

= Ngoai trtr FASTER, chi co 2 nghién ctru co bn
can thiép “som”

(IST and CAST showed a reduced recurrence
of stroke and/or death in the near term (14d In
IST and 30d in CAST)

m ARR of about 1% when ASA given in the
first 48 hrs

CAST:; Lancet 1997:349:1641-1649
IST: Lancet 1997:; 349: 1569-1581



FASTER

FASTER (2007) <24h

Clopidogrel + ASA v ASA (and simvastatin v placebo)

test the effectiveness of combination therapy (aspirin 81
mg daily plus clopidogrel 300-mg loading dose followed
by 75 mg daily) compared with aspirin alone for

preventing stroke among patients with a TIA or minor
stroke within the previous 24 hours.

The trial was stopped early



Cung cap bang ching ho tro
clopidogrel + ASA ?

m EXPRESS

m SOS-TIA

Rothwell PM et al. Lancet
2007:370:1432-1442.

Lavellee PC et al. Lancet
Neurology; 2007;6:953-960.



Nghién ctpu CHANCE

(Clopidogrel in High-Risk Patients with Acute
Nondis-abling Cerebrovascular Events) -2013

114 trung tdm & Trung quodc
5170 bn TIA nguy co cao va dot quy nhe

TIA was defined as focal brain ischemia with resolution of symptoms within
24 hours after onset plus a moderate-to-high risk of stroke recurrence
(defined as a score of 24 at the time of randomization on the ABCD2
Acute minor stroke was defined by a score of 3 or less at the time of
randomization (NIHSS 0-42)




CHANCE

> Clopidogrel: 300mg(ngay dau), ngay th
2-90:75mg + aspirin 75mg tw ngay 2-21

» ca 2 nhdm ngay 1, aspirin 75-300mg
(tuy lwa chon)

» nhom chwng aspirin 75mg tw ngay 2-90

Stroke occurred in 8.2% of patients in the clopidogrel-aspirin group, as
compared with 11.7% of those in the aspirin group (hazard ratio, 0.68;
95% confidence inter-val, 0.57 to 0.81; P<0.001). Moderate or severe
hemorrhage occurred in seven patients (0.3%) in the clopidogrel—
aspirin group and in eight (0.3%) in the aspirin group (P = 0.73); the
rate of hemorrhagic stroke was 0.3% in each group




Nghién ctru POINT

(Platelet-Oriented Inhibition in New TIA and Minor
Ischemic Stroke Trial)

The aim of POINT is to determine whether clopidogrel plus
aspirin taken <12 hours after TIA or minor ischemic stroke
symptom onset is more effective in preventing major
Ischemic vascular events at 90 days in the high-risk, and
acceptably safe, compared to aspirin alone

*- randomized to clopidogrel (600 mg loading dose followed by 75

mg/day) or matching placebo, and all will receive open-label aspirin
50-325 mg/day, with a dose of 162 mg daily for 5 days followed by
81 mg daily




Khuyén cdo AHA/ASA- 2011



Chong ket tap tieu cau

m AHA 15t line — ASA, ASA-dipyridamole hay
clopidogrel
s ASA that bai
= Khong c6 bang chirng tang liéu gitp ich
= Khong c6 bang chirng chuyén sang warfarin
s ASA khong dung nap — dung clopidogrel
s Ca nhan hoa



Khuyéen cdo AHA/ASA(2014)

Két hop aspirin va clopidogrel co thé xem xét
kh&i dau trong 24 gi® trong dot quy nhe hay TIA
va tiép tuc trong 90 ngay

(Class llb; Level of Evidence B).

New recommendation



Khuyéen cdo AHA/ASA(2014)

Bé&nh nhan tién s thiéu mau hay TIA, rung nhi va
bé&nh mach vanh, ich Igi két hop chong két tap tiéu
cau voi khang vitaminK thi chwa chac chan véi muc
tiéu gidm nguy co’ thiéu mau tim mach va mach
nao.

(Class lIb; Level of Evidence C).

Con dau thac nguc khdng 6n dinh va dat stent dong
mach vanh diéu tri DAPT/VTK cé thé cho phép.




TIA do Cardioembolic

Khuyén céo:

- Anticoagulation warfarin: INR tw 2-3.

- Aspirin 325 mg/ngay cho bn khong dung duoc
khang déng udng

(Clopidogrel + aspirin so aspirin don thuan, hop Iy)
- Hop Iy khéi dau khang déng udng sau 14 ngay
kh&i phat, tri hodn nguy co’ cao chuyén dang xuéat
huyét



TIA do Cardioembolic

2014 AHA/ASA:

- Diéu tri bat cau (bridging therapy): subcutaneous
low-molecular-weight heparin (LMWH) bn rung nhi
nguy co cao (tam thoi ngwng khang dong uong)

- Diéu tri VKA (Class I; Level of Evidence A),
apixaban (Class I; Level of Evidence A), va
dabigatran (Class [; Level of Evidence B): chi dinh
phong ngra tai phat bn nonvalvular AF (ca kich
phat hay thwong truec)



Monvalvular Atrial Fibrillation Risk Strafification and Treatment
Recommendations: Risk Strafification by CHADS, Scheme

Traatmant Recommandations
CHADS, Score Risk Level  Stroke Rate Basad on Risk Stratfication

Low 1.0%Y Asprn (T5=325 mofd)
\Dw=moderate  1.5%Y Warfarin INR 2=2 or aspkin (75=325 mg/d)]
Moderate 2.5% Warfarin INR 2=31
High 5. 0%y Warfarin IKR 2=34
=>Th
CHADS?2

Congestive heart failure, Hypertension, Age >75 vy, or
Diabetes = 1 point. Stroke or TIA* = 2 points.




Recommendations for antithrombotic therapy
in patients with Af

(b)mmmwwmmm
m;mmmowmcmosrwsc

(Note: maximum score Is 9 since age may contribute 0, |, or 2 points)
Risk factor Score

Congestive heart failure/LV dysfunction I

Hypertension |
Age >75

Diabetes mellitus

Stroke/T1A/thrombo-embolism
Vascular disease?
Age 65-74

Sex category (i.e.female sex)

Risk category

Onf.' ‘major” risk
factor or 22 “clinécally
relevant non-major’

nsk factors

One “clinically relevant
non-major” risk factor

No risk factors

CHA,DS,.VASc | Recommended

score

antithrombotic therapy

OACH

Either OAC or

aspirin 75-325 mg dally
Preferred: OAC rather

than aspirin,

Either aspirin 75

325 mg dally or no
antithrombotic therapy.
Preferred: no
antithrombotic therapy
rather than aspirin

Maximum score

a = Prior myocardial infarction, peripheral artery disease,

aortic plaque.




Large-Artery Atherosclerotic Disease

Intracranial atherosclerosis

The 2014 AHA/ASA guidelines state the following for

patients with stroke or TIA due to 50-99% stenosis of a
major intracranial artery:

Khuyén cao:

Clopidogrel 75 mg/ngay v&i aspirin trong 90
ngay co6 thé hop ly (70-99%)

(Class lIb; Level of Evidence B)

BN hep 50-99% clopidogrel alone, combination of aspirin and dipyridamole, or
cilostazol alone ?



Large-Artery Atherosclerotic Disease

Intracranial atherosclerosis

Duy tri huyét ap dwéi 140/90 mm Hg va total cholesterol
dw¢i 200 mg/dL (high-intensity statin therapy)
Extracranial hay intracranial bypass surgery khong
khuyén cao

Angioplasty and stent placement dang nghién ctru va
chwa biét ich Igi (unknown utility)



SAMMPRIS

Aggressive medical therapy in both arms consisted of -
aspirin 325 mg/d, clopidogrel 75 mg/d for 90 days after
enrollment, intensive risk factor management that primarily
targeted SBP <140 mm Hg (<130 mm Hg in patients with

DM) and LDL-C <70 mg/dL, and a lifestyle modification
program.



Large-Artery Atherosclerotic Disease

Ipsilateral carotid artery stenosis

Bn TIA va ipsilateral carotid artery stenosis co
thé phau thuat khan cap carotid endarterectomy
( trong 2 tuan)

Bn kho thwe hién, carotid artery angioplasty and
stenting thay thé Ia hop ly.



CEA - nhanh hon thi tot hon

>4 4-12

Weeks from avent to randomisation

Figure 6: The absolute reduction with surgery in the Syear risk of stroke and
operative death in patients with 50-69% stenosis (red bar) and =70%
stenosis without near-occlusion (blue bar) stratified by the time from last
symptomatic event to randomisation in a pooled analysis of data from
randomised trials of endarterectomy for recently symptomatic carotid
stemosis™

The numbers above the bars indicate the actual absolute risk reduction (ARR).

Bn hep 2 50% , NNT *
phong ngtra 1 DQ thieu
mau cung bén:

CEA<2tuan-5

CEA > 12 tuan — 125
Rothwell: Lancet March 20, 2004

* number needed to treat INN'T)



Large-Artery Atherosclerotic Disease

Extracranial vertebral stenosis

Bn cé triéu chirng hep dm sdng ngoai so co thé
diéu tri n0I mach



Dyslipidemia

Statin therapy (intensive lipid-lowering) duoc
khuyén céo gidm nguy co dét quy va tim mach & bn
doét quy hay TIA, LDL-C level 2100 mg/dL co hay
khdng c6 bang chirtng ASCVD khac.

(Class I; Level of Evidence B).

Ischemic stroke or TIA presumed
atherosclerotic origin, an LDL-C

and no evidence for other clinica
(Class I; Level of Evidence C).

to be of
evel <100 mg/dL,
ASCVD

(atherosclerotic cardiovascular disease)



Dyslipidemia

BN ischemic stroke hay TIAva két hop ASCVD
khac diéu tri theo ACC/AHA -2013 guidelines,
Bao gom:

- thay ddi 16i song

- ché dd an uong

- thudc

(Class I; Level of Evidence A).



Két luan

AHA/ASA 2014 guidelines, diéu tri ndi tot nhat cho
bn nay bao gom:

- Antiplatelet va statin, stra doi cac yéu to nguy co,
- Diéu tri nbi tot nhat cho bn hep dm canh ngoai so
coO trieu chirng



Khuyén cao diéu tri TIA cia NICE

(National Institude for Health and Clinical Excellence) thang 6/2008

= Khuyén céo bénh nhan TIA c6 nguy co cao dot quy
tai phat, ABCD2 diem 4 hoac tren 4
- khéi dau ngay ASA liéu 300mg/ngay
- danh gia chuyén khoa va thwc hien can lam sang
trong 24 gi& khéi phat
- phong ngtra thir phat ngay khi xac dinh chan
doan



= Khuyén cdo bénh nhan TIA cé nguy co dot quy tai phat
thap, ABCD2 diém 3 hay dwoi 3

- kh&i dau ngay ASA liéu 300mg/ngay
- danh_gia chuyén khoa va thwc hién can lam sang
trong tuan Ié dau
- phong ngtra th&r phat ngay khi xac dinh chan doan
= Bénh nhan c6 TIA (trén1 tuan sau khi sau khi triéu
chirng sau cung hoi phuc) sé dieu tri nhwy nhom nguy
co thap

(NICE khong xac dinh thoi gian bao lau dung aspirin liéu 300mg sau
TIA, tuy nhién phong ngtra dot quy, thir phat sé tiép tuc trong 2 tuan
sau khoi phat, théi gian chi dinh diéu tri chong huyét khoi lau dai.)



Getting to the Right Place at the Right Time
Can Be Tough!




cau hoi ?



