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RÉSULTATS – CRITÈRE DE JUGEMENT PRINCIPAL
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TRAITEMENT ENDOVASCULAIRE

TICI 2b ou 3 % : 
BASICS : 72
BEST : 71
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RÉSULTATS – CRITÈRES DE SÉCURITÉ

Mortalité % : 
BASICS : 38 vs 43
BEST : 33 vs 36

Hémorragie intracrânienne symptomatique % :
BASICS : 4.5 vs 0.7
BEST : 8 vs 0ESOC 2022





GROS VOLUMES?





Seners et al Ann Neurol 2021

Traitement de 
reperfusion

Traitement 
médical



L’ANESTHÉSIE 



Brinjikji et al Stroke 2017

ÉVOLUTION FAVORABLE mRS 0-2

sédation consciente anesthésie générale



JAMA Neurol. 2018 Apr; 75(4): 470–477.

Outcome General Anesthesia 
(n = 65)

Conscious Sedation 
(n = 63)

PValue

Successful 
reperfusion (mTICI 
2b-3), No. (%)

50 (76.9) 38 (60.3) .04

Acute infarct 
volume, median 
(IQR), mL

10.5 (2.4-23.6) 13.3 (5.2-31.1) .26

Final infarct volume, 
median (IQR), mL

22.3 (8.1-64.5) 38.0 (16.7-128.0) .04

Infarct volume 
growth, median 
(IQR), mL

8.2 (2.2-38.6) 19.4 (2.4-79.0) .10

90-d mRS score, 
median (IQR)

2 (1-3) 2 (1-4) .04

NIHSS score in 24 h, 
median (IQR)

6 (3-14) 10 (2-19) .19

Change in NIHSS 
score after 24 h, 
median (IQR)

−10 (−14 to −5) −7 (−13 to 0) .11
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OR for FAVOURABLE OUTCOME: 
CONSCIOUS SEDATION (CS) VS GENERAL ANESTHESIA (AG) 



• AG meilleure pour:

• La reperfusion?

• Sédation consciente meilleure 
pour:

• Le temps
• Le contrôle tensionnel?



Sandset / ESO Eur Stroke J 2021

RECOS POUR PRESSION ARTÉRIELLE

In patients with acute ischaemic stroke due to large vessel occlusion undergoing treatment with mechanical thrombectomy (with or without intravenous thrombolysis) 
systolic blood pressure drops should be avoided.
Quality of evidence: Very low⊕
Strength of recommendation: Strong ↓↓

In hospitalised patients with acute ischaemic stroke and blood pressure < 220/110 mmHg not treated with intravenous thrombolysis or mechanical thrombectomy, we suggest against the 
routine use of blood pressure lowering agents at least in first 24 hours following symptom onset, unless this is necessary for a specific comorbid condition. 
Quality of evidence: Moderate⊕⊕⊕
Strength of recommendation: Weak ↓?

In patients with acute ischaemic stroke undergoing treatment with intravenous thrombolysis (with or without mechanical thrombectomy) we suggest against lowering systolic blood 
pressure to a target of 130-140mmHg compared to <180mmHg during the first 72 hours following of symptom onset.
Quality of evidence: Moderate⊕⊕⊕
Strength of recommendation: Weak ↓?

In patients with acute ischaemic stroke due to large vessel occlusion we suggest against actively reducing systolic blood pressure <130mmHg during the first 24 hours following successful 
mechanical thrombectomy
Quality of evidence: Moderate⊕⊕⊕
Strength of recommendation: Weak ↓?



Reperfusion à la fin des procedures (Core lab)
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Lapergue et al JAMA 2021



TICI 2b vs TICI 3 

Registre ETIS

222 patients

Dargazanli et al AJNR Am J Neuroradiol. 2017 Jan;38(1):90-96. 

Occlusion
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EFFET
“ADD-ON” 

sur la recanalisation
EFFET “STAND-ALONE” 
sur la microcirculation

Glenzocimab : anticorps monoclonal
 Activité antithrombotique
 Pas d’effet sur l’hémostase

Cibles de Glenzocimab

1- Neo-formation de 
thrombus plaquettaire au site 
de fibrinolyse 1,2

2- Thrombo-inflammation de la 
microcirculation et transformation 
hémorragique 3,4,5,6

1. Loyau et al. Arterioscler Thomb Vasc Biol 38: 2626 (2018). 
2. Ahmed M et al, Arterioscler Thomb Vasc Biol, 40:2127 (2020). 
3. Desilles, J.-P. et al. J. Am. Heart Assoc. 7,e007804 (2018).

4. Bieber M. et al. Exp. Neurol. 344, 113804 (2021)
5. Ng F. C. et al. Neurology 98, (2022).
6. Desilles J.-P. et al. Stroke 46, (2015).

ACTIMIS Study ESOC 2022



Hémorragie (Phase 1b & 2a) 

Glenzocimab
n = 102

Placebo
n = 64

sICH
1 (1%) vs 5 (7.8 %)

nsICH
30 (29 %) vs 30(46.8 %)

Recanalisation N=27/27

placebo

glenzocimab 7% (n = 4/54)

21% (n = 11/52)

mRS shift à 90 jours*

mTICI score Glenzocimab n(%) Placebo     n(%)

Succès 26 (96) 23 (85)

Échec 1 (4) 4 (15)

Mortalité (Phase 2b)

* Patients thrombectomisés
ACTIMIS Study ESOC 2022
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• ÉTUDE RACECAT
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• 1515 patients, <4h30
• Critère jugement Ial: mRS pondéré pts 

éligible au tPA

• mRS 0-1 chez patients éligibles au tPA, 55,0% groupe MSU vs 44,4% bras contrôle





EN RÉSUMÉ

T
H

R
O

M
B

E
C

T
O

M
IE

RECOMMANDÉ:

THROMBOLYSE IV+THROMBECTOMIE

SUGGÉRÉ (opinion d’expert):

occlusion artère basilaire, gros volumes

NON RECOMMANDÉ:

Modalité d’ anesthésie, Stratégie d’adressage


