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4N RIEGTE S
Thrombectomy in stroke

BACKGROUND AND OBJECTIVE Mechanical thrombectomy has been proven to be of benefit when implemented early after ische-
mic stroke onset. This study compared the efficacy and safety of combined neurovascular thrombectomy and medical therapy with medical
therapy alone for patients with acute ischemic stroke.

METHODS Eligible patients werel8 to 80 years of age with acute ischemic stroke by large proximal vessel occlusion, seen at one of
four Spanish treatment centers between November of 2000 and December of 2014. Subjects were seen within eight hours of symptom onset.
All demonstrated pre-stroke functional ability of one or less on the modified Rankin Scale (mRS) and baseline scores of six points or more on
the National Institute of Health Stroke Scale (NTHSS). The 206 participants were randomized to receive medical reperfusion therapy alone
(control group) or to that treatment plus endovascular reperfusion therapy (treatment group). The primary outcome variable was the severity
of disability at 90 days, as measured by the mRS.

RESULTS Improvement in the distribution of the mRS scores favored the thrombectomy group (odds ratio 1.7). The absolute differ-
ence in the proportion of patients functionally independent was 15.5% percentage points, favoring the thrombectomy group, with an adjusted
odds ratio of 2. 1. No significant differences were found between groups in rates of death or symptomatic intracranial hemorrhage. The study
was halted prematurely due to a demonstration of a lack of equipoise.

CONCLUSION This prospective study of patients with acute ischemic stroke supports the efficacy of endovascular treatment combined
with medical treatment.

[## A :Jovin TG, Chamorro A, Cobo E, et al. Thrombectomy within 8 hours after symptom onset in ischemic stroke. N Eng J Med.
2015,11;372(24) : 2296-2306. )

Treatment resistant hypertension among patients with stroke

BACKGROUND AND OBJECTIVE Reports of risk factor management among stroke survivors have revealed a low prevalence of ade-
quate blood pressure control. This study was designed to determine the prevalence and factors associated with apparent treatment resistant hy-
pertension (ATRH).

METHODS Data were obtained from a national,, population-based, cohort study of 11,719 community dwelling individuals at least 45
years of age at enrollment who were treated for hypertension. Of these, 1098 had a history of stroke or TIA. The patients were assessed by in-
terviews to obtain demographics, medical history, including medications, with a follow-up in-home visit for a physical examination. The par-
ticipants provided prescription or nonprescription medications taken in the past two weeks. An ATRH was defined as systolic blood pressure
of at least 140 mmHg, or diastolic blood pressure of at least 90 mmHg, while taking at least three classes of antihypertensives or requiring
four or more antihypertensives regardless of blood pressure.

RESULTS In the entire cohort, ATRH was found in 18.2% , including 24.9% of those with a history of TIA or stroke, and 17% of
those with no such history. After adjusting for age, race, and gender, compared to those with no history of stroke or TIA, those with such a
history were 31% more likely to have ATRH, and those with a history of stroke were 36% more likely to have ATRH. The prevalence of
ATRH decreased with increasing levels of physical activity, and increased with male gender, black race, larger waist circumference and du-
ration of hypertension.

CONCLUSION This study found that, among patients treated with hypertension, apparent treatment resistant hypertension occurred in
24.9% of those with a history of stroke and in 17% of those without a history of stroke or transient ischemic attack.

[##% B : Howard V], Tanner RM, Anderson A, et al. Apparent treatment-resistant hypertension among individuals with a history of
stroke or transient ischemic attack. Am J Med. 2015, 128(7) . 707-714. ]
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