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Heparin versus aspirin for preventing early neurologic deterioration

BACKGROUND AND OBJECTIVE Early neurologic deterioration (END) and is a common event among patients with acute stroke.
This study was designed to determine whether anticoagulation with low molecular weight heparin (LMWH) is superior to treatment with aspi-
rin in preventing END in patients with acute ischemic stroke.

METHODS This prospective study included 1,360 patients with first-ever ischemic stroke. The subjects were randomly assigned to re-
ceive either enoxaparin twice per day or aspirin at 200 mg once per day for 10 days. Both groups then received aspirin, 100 mg daily for six
months. All participants underwent a brain CT scan before randomization and a second scan at 10 days. Baseline data collected, included de-
mographics, medical history, modified Rankin scale (mRS), and NTHSS scores. At day 10, trained personnel determined the NITHSS and
mRS scores. The primary endpoints were the occurrence of END, Early recurrent ischemic stroke (ERIS) , venous thrombhoembolism or myo-
cardial infarction at 10 days post-admission. END was defined as an increase of four or more points on the NIHSS scale.

RESULTS Of the 1,368 patients, 7.89% suffered from END. There was a significant reduction in the frequency of END among those
in the low molecular weight heparin group as compared with the aspirin group (P <0.001). At 6 months, there was a significant difference
in the frequency of good outcomes among patients over the median age of 70 years (P <0.001) , as well as in patients with symptomatic ste-
nosis of the posterior circulation ( P <0.01) and basilar artery (P <0.01). Those in the low molecular weight heparin group had a lower fre-
quency of DVT during the first 10 days than did the aspirin group (P =0.003). There was no difference between groups in ERIS.

CONCLUSION This study of patients with ischemic stroke found that treatment with low molecular weight heparin within 48 hours of
stroke until day 10 may reduce early neurologic deterioration.

[# 8 :Yi X,Lin J, Wang C,et al. Low molecular weight heparin is more effective than aspirin in preventing early neurologic deteriora-

tion and improving six-month outcome. J Stroke Cerebrovasc Diseases,2014, 23(6) : 1537-1544. ]

Total hip replacement among patients with osteoarthritis
and rheumatoid arthritis

BACKGROUND AND OBJECTIVE Over 50% of patients with rheumatoid arthritis (RA) have reported orthopedic procedures. The
outcomes of total hip replacement among patients with RA are not well described. This study assessed pain, function and quality-of-life two
years after hip replacement, comparing patients with RA and those with osteoarthritis (OA).

METHODS Data were reviewed concerning patients undergoing total hip replacement between 2007 and 2011. From these data, the
authors identified patients receiving hip replacements due to RA or OA. Data collected included demographic information, the Western On-
tario and McMaster Universities Osteoarthritis Index (WOMAC) , the SF-12v2 Short Form Health Survey, comorbidities and the American
Society of Anesthesia Score.

RESULTS The analysis included 5,473 patients with OA and 193 with RA. Similar proportions of patients with RA and with OA had
clinically significant improvements in function, although patients with RA had significantly worse WOMAC function at two years ( P <
0.001). Patients with RA had worse preoperative WOMAC pain scores (P <0.001) and worse WOMAC pain scores at two years (P <
0.001) than did patients with OA.

CONCLUSION This study of patients undergoing total hip replacement found that those with RA continued to experience worse
WOMAC pain and function two years after total hip replacement than did those with OA.

[ % H :Goodman SM, Ramsden-Stein DN, Huang WT, et al. Patients with rheumatoid arthritis are more likely to have pain and poor
function after total hip replacements than patients with osteoarthritis. J] Rheum,2014, 41(9) : 1774-1780. ]
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