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Queensland Brain 
Institute

• AVC ischémique

• AVC hémorragique

• Hémorragie méningée

• Thrombophlébite cérébrale

A évoquer en 
1er si coma ou 
crises 
épilepsies

Hankey, Lancet 2017 & Zema et al., Lancet 2018 (reviews)
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Evolution mortalité et handicap lié aux AVC en France, 1990-2015

1ère cause de handicap moteur non traumatique en France
2ème cause de démence
1ère cause de mortalité chez les femmes
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• Patient de 57 ans
• HTA, diabète type 2, fumeur
• Aucun antécédent

• Découverte d’une hémiplégie droite au réveil

• L’épouse appelle le SAMU 

Vail Health

• Et maintenant ?
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Drip & 
Ship

Mothership

Dépend de la 
géographie et des 
infrastructures

Sanossian, Pract Neurol 2019
Holodinsky et al. JAMA Neurol 2018
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• Transfert hôpital local avec 
NRI disponible

• Comment évaluer le malade ?



National Institute of Health Stroke Scale (NIHSS)

• A connaître ! 
• Routine en USINV

• Bonne valeur pronostique

• De 0 (normal) à 42
• 0-5 : mineur / 6-10 : modéré / 11-15 : sévère

• 16-20 : très sévère / >20 : gravissime

Brott et al., Stroke 1989

Luengo-Fernandez et al., Stroke 2013

Luengo-Fernandez et al  Disability After TIA and Stroke  2857

a nursing or residential care home for the 102 institutional-
ized stroke and 51 TIA patients was 774 (SD, 562) and 616 
(SD, 414), respectively. During the 5 years of follow-up, the 
average cost per institutionalized patient was $125 359 (SD, 
91 121) for stroke and $99 831 (SD, 67 020) for TIA. Averaged 
across all patients in the study, the mean 5-year costs of insti-
tutionalization were $17 093 (SD, 54 551) for patients with 
stroke and $11 572 (SD, 39 181) for patients with TIA.

For patients with stroke, we also assessed the impact of 
disability (as measured at 1 month) on time to institutional-
ization (Figure 2). By the end of the 5-year follow-up, >35% 
(n=73) of patients with stroke disabled at 1 month had been 
institutionalized compared with <10% (n=28) of nondisabled 
stroke patients (hazard ratio, 5.92; 95% confidence interval, 

3.80–9.23; P<0.001). For those who were institutionalized, 
mean time to institutionalization was also shorter in those dis-
abled at 1 month (mean, 1.13 years; median, 0.49 years) than 
in those who were not (mean, 2.28 years; median, 2.46 years). 
Stroke severity was also found to be a significant univariate pre-
dictor of time to institutionalization. The cumulative proportion 
of patients with minor stroke institutionalized by the end of the 
5-year follow-up was 12% (n=45) compared with 31% (n=33) 
for patients with moderate stroke and 48% (n=23) for patients 
with severe stroke. The risk of institutionalization was signifi-
cantly higher after moderate stroke than minor stroke (hazard 
ratio, 2.75; 95% confidence interval, 1.75–4.33; P<0.001) and 
likewise for severe stroke compared with moderate stroke (haz-
ard ratio, 2.11; 95% confidence interval, 1.24–3.61; P=0.006).

Figure 1. Rates of disability (modified Rankin scale  
[mRS] >2) at follow-up stratified by severity of index event. 
NIHSS indicates National Institutes of Health Stroke Scale; 
and TIA, transient ischemic attack.

Table 2. Death, Disability (mRS >2), and New Disability After Index TIA (n=440) or Stroke (n=748)

Death (%) Survival (%)
Disabled  

(as % of Survivors)*

Death or  
Disability 

(%)*

Surviving Cases  
With No  

Premorbid  
Disability

New Disability n  
(as % Surviving  
Cases With No  

Premorbid  
Disability)†

Stroke

    Premorbid 0 748 (100) 154 (21) 154 (21) N/A N/A

    1 mo 107 (14) 641 (86) 273 (43) 380 (51) 529 178 (34)

    6 mo 165 (22) 583 (78) 208 (37) 373 (51) 499 145 (30)

    1 y 199 (27) 549 (73) 186 (36) 385 (53) 481 133 (29)

    2 y 232 (31) 516 (69) 122 (38) 354 (64) 457 92 (32)

    5 y 351 (47) 397 (53) 132 (39) 483 (70) 367 110 (35)

TIA

    Premorbid 0 440 (100) 63 (14) 63 (14) N/A N/A

    1 mo 4 (1) 436 (99) 72 (17) 76 (18) 374 21 (6)

    6 mo 13 (3) 427 (97) 78 (19) 91 (21) 372 30 (8)

    1 y 23 (5) 417 (95) 79 (20) 102 (24) 367 36 (10)

    2 y‡ 48 (11) 392 (89) 46 (21) 94 (36) 356 26 (14)

    5 y 119 (27) 321 (73) 60 (23) 179 (48) 300 43 (18)

mRs indicates modified Rankin scale; N/A, not applicable; and TIA, transient ischemic attack.
*Missing mRS data: TIA cases—1 mo: 6; 6 mo: 14; 1 y: 19; 2 y: 177; and 5 y: 65. Stroke cases—1 mo: 7; 6 mo: 18; 1 y: 26; 2 y: 198; and 5 y: 58.
†Missing mRS data: TIA cases—1 mo: 6; 6 mo: 14; 1 y: 17; 2 y: 164; and 5 y: 63. Stroke cases—1 mo: 6; 6 mo: 14; 1 y: 21; 2 y: 175; and 5 y: 54.
‡Two-year follow-ups were discontinued for patients recruited on or after April 1, 2005. As a result, 2-y disability data were unavailable for 156 patients with TIA 

and 184 patients with stroke.

 by guest on M
ay 8, 2017

http://stroke.ahajournals.org/
D

ow
nloaded from

 

1. Diagnostic 2. Traitement 3. Pronostic



ITEM SOUS ITEM RANGE

1. Niveau de conscience vigilance 0 - 3

Question mois et Age 0 - 2 

Commande ouverture yeux / serrer main 0 - 2

2. Oculomotricité 0 - 2

3. Champs visuel 0 - 3

4. Paralysie faciale 0 - 3

5. Motricité mb supérieur Droit 0 - 4

Gauche 0 - 4

6. Motricité mb inferieur Droit 0 - 4

Gauche 0 - 4

7. Ataxie 0 - 2

8. Sensibilité 0 - 2

9. Langage 0 - 3

10. Dysarthrie 0 - 2

11. Extinction /négligence 0 - 2

1. Diagnostic 2. Traitement 3. Pronostic
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• Le NIHSS à l’admission en USINV impacte le pronostic d’une admission 
ultérieure en réanimation

Sonneville et al , Intensive Care Med 2017

 

Supplemental figure. Rates of good outcome 90 days after stroke onset according to NIHSS 

score at stroke unit and GCS at ICU admission. (categorized according to clinically relevant 

cut-off values).  

 
 

 
GCS Glasgow coma scale; NIHSS NIH stroke scale 
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SUPPLEMENTAL DATA 
 
Supplemental table. Multivariate analysis of factors associated with a good outcome at 90 days 
 
 Odds ratio 95% confidence interval 
 

NIHSS at stroke unit admission 

(per 5-point decrease) 

1.42 1.02-1.99 

GCS score at ICU admission 

(per 1-point increase) 

1.27 1.13-1.42 

 
Variables tested in the model (a p-value < 0.10 in univariate analysis was used to select variables) 

were: time between stroke onset and ICU admission, NIHSS at stroke unit admission, GCS score, 

non-neurologic SOFA score at ICU admission, and respiratory failure at ICU admission. 

Multiple imputation was performed for handling missing data. 

GCS Glasgow coma scale; NIHSS NIH stroke scale 
 
  

Analyse multivariée, facteurs de bon pronostic à 90 jours
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• NIHSS à 24 >> AVC grave

• PF complète = 3
• Hémiplégie G = 4 + 4
• Mutisme = 3
• …

• Quel examen d’imagerie ?

USI neurovasculaire
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• IRM cérébrale +++
• Séquence diffusion
• Séquence FLAIR
• ARM
• +/- séquence de perfusion

• Scanner
• A défaut d’IRM ou si IRM CI
• Visualisation occlusion avec IV
• Perfusion possible

Scanner sans IV IRM séq. diffusion ARM polygone

IRM permet le diagnostic à la phase aiguë !
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• Objectifs de l’imagerie:
• Objectiver l’ischémie
• Objectiver le thrombus
• Estimer le mismatch

Albers et al , NEJM 2018

Augmenter les possibilités thérapeutiques
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• AVC ischémique récent sur occlusion ACM en M1 et ACI
IRM carte ADCIRM séq. diffusion ARM polygoneIRM séq. FLAIR

• Quelle prise en charge thérapeutique ? 
USI neurovasculaire
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• Thrombolyse IV < 4,5h 
• t-PA, altéplase, 0,9 mg/kg IV
• Améliore le pronostic fonctionnel mRS 0-1 à 3 et 6 mois

• NNT = 10 si < 3h, NNT = 19 si 3-4,5h

• Légère augmentation du risque de transformation hémorragique

• Tenectéplase
• Améliore le pronostic fonctionnel mRS 0-1 et la reperfusion comparativement au t-PA

• Non disponible

Emberson et al , Lancet 2014
Ma et al., NEJM 2018

Powers et al., Stroke 2018

Indications
• Critères scan: délai < 4,5h en absence hypodensité
• Critères IRM: 

• AVC ischémique avec délai < 4,5h 
• Délai inconnu mais mismatch à l’IRM (et pas de thrombectomie prévue)
• AVC ischémique avec délai 4,5-9h et tissu viable à l’imagerie
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• AVC du réveil ! Est-il possible de les thrombolyser ? (WAKE-UP) 

Thomalla et al., NEJM 2018

Utilisation du mismatch radiologique
• AVC de délai inconnu
• Inclusion si IRM diffusion + et FLAIR –
• Alteplase vs placebo

Amélioration du handicap
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• AVC au-delà de 4,5h avec mismatch radiologique (EXTEND) 
Déterminer si tissu viable à l’imagerie
• AVC 4,5-9h
• Inclusion si mismatch radio (IRM ou scan) 
• Alteplase vs placebo

Amélioration du handicap
Ma et al., NEJM 2019
Campbell et al., Lancet 2019 (meta-analyse 3 études)

NB: probablement plus intéressant pour « petits » 
AVC (NIHSS < 10)
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• Thrombectomie endovasculaire

Goyal et al., Lancet 2016
Muir et al., Lancet 2016

Etudes MR CLEAN, ESCAPE, REVASCAT, 
SWIFT PRIME, EXTEND 1A
Occlusions proximales, délai < 12h

Améliore pronostic 
fonctionnel mRS à 3 mois
NNT = 2,6 pour réduction 
mRS de 1 point

Bénéfice persiste pour:
-patients âgés
-délai > 300min
-patients où t-PA CI

Indication
• AVC < 6h circ. 

antérieur (jsq à 24h ?)

Turc et al.,  European Stroke J 2019 (reco européennes)

NB: entre 6 et 24h, patients ayant les critères d’inclusion de DAWN et DEFUSE 3
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• Thrombolyse IV 
• t-PA (altéplase) 0,9 mg/kg IV (10% en bolus puis IVSE sur 1h)

• Thrombectomie endovasculaire sans AG

IRM séq. diffusion IRM séq. T2* (SWI, SWAN)ARM

• A H6, NIHSS = 24, GCS à 10

USI neurovasculaire
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• Dégradation neurologique avec trouble de la conscience, GCS à 8, NIHSS = 28

• Quel est votre diagnostic ?
• Que proposez-vous ?



Oedeme sylvien malin

Jüttler et al, Crit Care 2017

1. Diagnostic 2. Traitement 3. Pronostic

• 5% des AVC, mortalité avec traitement médical seul > 75%

• Facteurs prédictifs:
• Volume infarctus > 145cc
• NIHSS > 20 si hémisphère dominant et > 15 si non-dominant
• Troubles précoces de la vigilance
• AVC impliquant l’ACM + l’ACA



Hémicraniectomie
• Méta analyse de 3 RCT, 93 patients 

(DECIMAL, DESTINY, HAMLET)
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the treatment groups with the Mann-Whitney U test. To 
assess the eff ect of surgical treatment absolute risk 
reductions (ARRs), odds ratios (ORs), and 95% CIs 
were calculated for the specifi ed outcomes in each trial 
and then pooled by the Mantel-Haenszel method. 
Heterogeneity of ARRs and ORs between trials was 
determined by the Breslow-Day test. The eff ect of 
baseline diff erences between the treatment groups was 
assessed by the comparison of crude and adjusted ORs. 
Data were also analysed in a cumulative logit model.20 
These ORs represent the odds of obtaining higher 
rather than lower mRS scores after surgical treatment 
compared with conservative treatment. Subgroup 
analyses were undertaken according to age 

(dichotomised at 50 years), timing of randomisation 
(dichotomised at 24 h), and presence of aphasia. 
Analyses were done on an intention-to-treat basis. The 
SPSS software package was used for all analyses. The 
criterion for statistical signifi cance was set at α=0·05.

Role of the funding source
The funding bodies of the individual trials had no role 
in study design, data collection, data analysis, data 
interpretation, or writing of the report. The 
corresponding author had full access to all the data in 
the study and had fi nal responsibility for the decision to 
submit for publication.

Results
All patients randomised in DECIMAL (38 patients) and 
DESTINY (32 patients) and 23 patients randomised in 
HAMLET were eligible for the pooled analysis. From 
HAMLET, 34 of a total of 57 patients were excluded 
because they were randomised after 45 h from stroke 
onset or were included after Nov 1, 2005. For all other 
patients there were no missing data on primary or 
secondary outcome measures. Thus, 93 patients were 
included, of whom 51 were randomised to 
decompressive surgery and 42 to conservative 
treatment. There was one crossover in DESTINY from 
conservative treatment to decompressive surgery. There 
were no crossovers in the other trials. The primary 
outcome measure for two patients from DESTINY was 
assessed at 10 months.

Treatment groups within the individual trials had 
broadly similar baseline characteristics (table). There 
were two minor diff erences: in DESTINY, the 
conservatively treated group had a higher NIHSS score 
than the surgically treated group, and in DECIMAL, 
mean systolic blood pressure was higher in the 
conservatively treated group than in the surgically 
treated group. There were baseline diff erences between 
the three trials. Time to randomisation in DESTINY 
and HAMLET was signifi cantly longer than in 
DECIMAL; time to randomisation in HAMLET was 
also longer than in DESTINY. NIHSS scores in 
DESTINY and DECIMAL were lower than in HAMLET. 
Body temperature was lower in DESTINY and 
DECIMAL than in HAMLET. History of transient 
ischaemic attack or stroke was more common in 
HAMLET than in DESTINY, and a history of ischaemic 
heart disease was more common in DESTINY than in 
DECIMAL. In all trials combined, 25 (60%) of the 
conservatively treated patients and 28 (55%) of the 
surgically treated patients had aphasia.

Figure 1 shows the distributions of the scores on the 
mRS after 12 months according to randomised 
treatment. Distribution of the scores on the mRS 
between the two treatment groups diff ered signifi cantly 
(p<0·001). Signifi cantly fewer patients had an 
unfavourable outcome, defi ned as an mRS score of 5 or 

Conservative
treatment

Surgery

2%
(1/42)

19%
(8/42)

2%
(1/42)

5%
(2/42)

71%
(30/42)

14%
(7/51)

29%
(15/51)

31%
(16/51)

4%
(2/51)

22%
(11/51)

DeathMRS=2 MRS=3 MRS=4 MRS=5

Figure 1: Distributions of the scores on the mRS and death after 12 months for patients treated with or 
without decompressive surgery

mRS>4 at 12 months
DECIMAL 14/18 5/20 52·8 25·8 to 79·8 0·10 0·02–0·43
DESTINY 10/15 4/17 43·1 11·9 to 74·4 0·15 0·03–0·73
HAMLET 8/9 4/14 60·3 29·0 to 91·6 0·05 0·00–0·54

Total 32/42 13/51 51·2 33·9 to 68·5 0·10 0·04–0·27
Significance: p<0·0001
Heterogeneity: p=0·74

mRS>3 at 12 months
DECIMAL 14/18 10/20 27·8 –1·4 to 56·9 0·29 0·07–1·18
DESTINY 11/15 9/17 20·4 –12·2 to 53·0 0·41 0·09–1·81
HAMLET 8/9 10/14 17·5 –13·9 to 48·8 0·31 0·03–3·38

Total 33/42 29/51 22·7 4·6 to 40·9 0·33 0·13–0·86
Significance: p=0·014
Heterogenity: p=0·89

Death at 12 months
DECIMAL 14/18 5/20 52·8 25·8 to 79·8 0·10 0·02–0·43
DESTINY 8/15 3/17 35·7 4·6 to 66·8 0·19 0·04–0·94
HAMLET 8/9 3/14 67·5 37·7 to 97·2 0·03 0·00–0·39

Total 30/42 11/51 50·3 33·3 to 67·4 0·10 0·04–0·27
Significance: p<0·0001
Heterogenity: p=0·34  

                        Outcome/patients
 Conservative      Surgery     ARR (%)      95% CI              OR                95% CI

80706050403020100–10

% ARR (95% CI)

Figure 2: Absolute risk reductions and odds ratios for unfavourable outcome at 12 months 
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the treatment groups with the Mann-Whitney U test. To 
assess the eff ect of surgical treatment absolute risk 
reductions (ARRs), odds ratios (ORs), and 95% CIs 
were calculated for the specifi ed outcomes in each trial 
and then pooled by the Mantel-Haenszel method. 
Heterogeneity of ARRs and ORs between trials was 
determined by the Breslow-Day test. The eff ect of 
baseline diff erences between the treatment groups was 
assessed by the comparison of crude and adjusted ORs. 
Data were also analysed in a cumulative logit model.20 
These ORs represent the odds of obtaining higher 
rather than lower mRS scores after surgical treatment 
compared with conservative treatment. Subgroup 
analyses were undertaken according to age 

(dichotomised at 50 years), timing of randomisation 
(dichotomised at 24 h), and presence of aphasia. 
Analyses were done on an intention-to-treat basis. The 
SPSS software package was used for all analyses. The 
criterion for statistical signifi cance was set at α=0·05.

Role of the funding source
The funding bodies of the individual trials had no role 
in study design, data collection, data analysis, data 
interpretation, or writing of the report. The 
corresponding author had full access to all the data in 
the study and had fi nal responsibility for the decision to 
submit for publication.

Results
All patients randomised in DECIMAL (38 patients) and 
DESTINY (32 patients) and 23 patients randomised in 
HAMLET were eligible for the pooled analysis. From 
HAMLET, 34 of a total of 57 patients were excluded 
because they were randomised after 45 h from stroke 
onset or were included after Nov 1, 2005. For all other 
patients there were no missing data on primary or 
secondary outcome measures. Thus, 93 patients were 
included, of whom 51 were randomised to 
decompressive surgery and 42 to conservative 
treatment. There was one crossover in DESTINY from 
conservative treatment to decompressive surgery. There 
were no crossovers in the other trials. The primary 
outcome measure for two patients from DESTINY was 
assessed at 10 months.

Treatment groups within the individual trials had 
broadly similar baseline characteristics (table). There 
were two minor diff erences: in DESTINY, the 
conservatively treated group had a higher NIHSS score 
than the surgically treated group, and in DECIMAL, 
mean systolic blood pressure was higher in the 
conservatively treated group than in the surgically 
treated group. There were baseline diff erences between 
the three trials. Time to randomisation in DESTINY 
and HAMLET was signifi cantly longer than in 
DECIMAL; time to randomisation in HAMLET was 
also longer than in DESTINY. NIHSS scores in 
DESTINY and DECIMAL were lower than in HAMLET. 
Body temperature was lower in DESTINY and 
DECIMAL than in HAMLET. History of transient 
ischaemic attack or stroke was more common in 
HAMLET than in DESTINY, and a history of ischaemic 
heart disease was more common in DESTINY than in 
DECIMAL. In all trials combined, 25 (60%) of the 
conservatively treated patients and 28 (55%) of the 
surgically treated patients had aphasia.

Figure 1 shows the distributions of the scores on the 
mRS after 12 months according to randomised 
treatment. Distribution of the scores on the mRS 
between the two treatment groups diff ered signifi cantly 
(p<0·001). Signifi cantly fewer patients had an 
unfavourable outcome, defi ned as an mRS score of 5 or 
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the treatment groups with the Mann-Whitney U test. To 
assess the eff ect of surgical treatment absolute risk 
reductions (ARRs), odds ratios (ORs), and 95% CIs 
were calculated for the specifi ed outcomes in each trial 
and then pooled by the Mantel-Haenszel method. 
Heterogeneity of ARRs and ORs between trials was 
determined by the Breslow-Day test. The eff ect of 
baseline diff erences between the treatment groups was 
assessed by the comparison of crude and adjusted ORs. 
Data were also analysed in a cumulative logit model.20 
These ORs represent the odds of obtaining higher 
rather than lower mRS scores after surgical treatment 
compared with conservative treatment. Subgroup 
analyses were undertaken according to age 

(dichotomised at 50 years), timing of randomisation 
(dichotomised at 24 h), and presence of aphasia. 
Analyses were done on an intention-to-treat basis. The 
SPSS software package was used for all analyses. The 
criterion for statistical signifi cance was set at α=0·05.

Role of the funding source
The funding bodies of the individual trials had no role 
in study design, data collection, data analysis, data 
interpretation, or writing of the report. The 
corresponding author had full access to all the data in 
the study and had fi nal responsibility for the decision to 
submit for publication.

Results
All patients randomised in DECIMAL (38 patients) and 
DESTINY (32 patients) and 23 patients randomised in 
HAMLET were eligible for the pooled analysis. From 
HAMLET, 34 of a total of 57 patients were excluded 
because they were randomised after 45 h from stroke 
onset or were included after Nov 1, 2005. For all other 
patients there were no missing data on primary or 
secondary outcome measures. Thus, 93 patients were 
included, of whom 51 were randomised to 
decompressive surgery and 42 to conservative 
treatment. There was one crossover in DESTINY from 
conservative treatment to decompressive surgery. There 
were no crossovers in the other trials. The primary 
outcome measure for two patients from DESTINY was 
assessed at 10 months.

Treatment groups within the individual trials had 
broadly similar baseline characteristics (table). There 
were two minor diff erences: in DESTINY, the 
conservatively treated group had a higher NIHSS score 
than the surgically treated group, and in DECIMAL, 
mean systolic blood pressure was higher in the 
conservatively treated group than in the surgically 
treated group. There were baseline diff erences between 
the three trials. Time to randomisation in DESTINY 
and HAMLET was signifi cantly longer than in 
DECIMAL; time to randomisation in HAMLET was 
also longer than in DESTINY. NIHSS scores in 
DESTINY and DECIMAL were lower than in HAMLET. 
Body temperature was lower in DESTINY and 
DECIMAL than in HAMLET. History of transient 
ischaemic attack or stroke was more common in 
HAMLET than in DESTINY, and a history of ischaemic 
heart disease was more common in DESTINY than in 
DECIMAL. In all trials combined, 25 (60%) of the 
conservatively treated patients and 28 (55%) of the 
surgically treated patients had aphasia.

Figure 1 shows the distributions of the scores on the 
mRS after 12 months according to randomised 
treatment. Distribution of the scores on the mRS 
between the two treatment groups diff ered signifi cantly 
(p<0·001). Signifi cantly fewer patients had an 
unfavourable outcome, defi ned as an mRS score of 5 or 
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Figure 1: Distributions of the scores on the mRS and death after 12 months for patients treated with or 
without decompressive surgery

mRS>4 at 12 months
DECIMAL 14/18 5/20 52·8 25·8 to 79·8 0·10 0·02–0·43
DESTINY 10/15 4/17 43·1 11·9 to 74·4 0·15 0·03–0·73
HAMLET 8/9 4/14 60·3 29·0 to 91·6 0·05 0·00–0·54

Total 32/42 13/51 51·2 33·9 to 68·5 0·10 0·04–0·27
Significance: p<0·0001
Heterogeneity: p=0·74

mRS>3 at 12 months
DECIMAL 14/18 10/20 27·8 –1·4 to 56·9 0·29 0·07–1·18
DESTINY 11/15 9/17 20·4 –12·2 to 53·0 0·41 0·09–1·81
HAMLET 8/9 10/14 17·5 –13·9 to 48·8 0·31 0·03–3·38

Total 33/42 29/51 22·7 4·6 to 40·9 0·33 0·13–0·86
Significance: p=0·014
Heterogenity: p=0·89

Death at 12 months
DECIMAL 14/18 5/20 52·8 25·8 to 79·8 0·10 0·02–0·43
DESTINY 8/15 3/17 35·7 4·6 to 66·8 0·19 0·04–0·94
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Total 30/42 11/51 50·3 33·3 to 67·4 0·10 0·04–0·27
Significance: p<0·0001
Heterogenity: p=0·34  
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Figure 2: Absolute risk reductions and odds ratios for unfavourable outcome at 12 months 

Articles

218 http://neurology.thelancet.com   Vol 6   March 2007
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(dichotomised at 50 years), timing of randomisation 
(dichotomised at 24 h), and presence of aphasia. 
Analyses were done on an intention-to-treat basis. The 
SPSS software package was used for all analyses. The 
criterion for statistical signifi cance was set at α=0·05.

Role of the funding source
The funding bodies of the individual trials had no role 
in study design, data collection, data analysis, data 
interpretation, or writing of the report. The 
corresponding author had full access to all the data in 
the study and had fi nal responsibility for the decision to 
submit for publication.
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Vahedi et al, Lancet Neurol 2007
Jüttler et al, Crit Care 2017

1. Diagnostic 2. Traitement 3. Pronostic

Âge < 60 ans
AVC < 48h

Réduction de la mortalité
Réduction du handicap

NB: quelque soit le côté



Jüttler et al, NEJM 2014
Neugebauer et al., JAMA Neurol 2019 (hypothermie thérap. additionnelle pas d’intérêt)

1. Diagnostic 2. Traitement 3. Pronostic

Âge 61-82 ans

Réduction de la mortalité
Augmentation du handicap

Bonnes indications:
- sujet < 60 ans
- à moins de 48h du début
- famille en accord avec la décision



1. Diagnostic 2. Traitement 3. Pronostic

• Hémicraniectomie

Images Dr Zavanone, USINV Pitié-Salpêtrière

• A un mois, NIHSS = 19, mRankin = 4, en amélioration

USI neurovasculaire



Objectifs tensionnels

Powers et al., Stroke 2018
Leonardi-Bee et al., Stroke 2002

1. Diagnostic 2. Traitement 3. Pronostic

• Courbe en U liant le pronostic et la PA
• 80% des malades ont une PAS > 140 mmHg
• Le bénéfice du traitement de l’HTA en dehors de la thrombolyse ou d’une 

indication spécifique reste inconnu
• L’intérêt de traiter une hypotension et à partir de quel seuil reste discuté

Recommandations
• Avant t-PA IV et pendant 24h après:

• <185/100 mmHg

• Si pas de thombolyse
• <220/120 mmHg



• Mortalité
• 12 % à 1 mois
• 25% à 1 an

• La mortalité se distribue en 2 phases
• Au cours des 1ers jours, liée à l’atteinte neurologique
• Décès ultérieurs liés aux complications générales

• infections, embolie pulmonaire, IDM, etc...

1. Diagnostic 2. Traitement 3. Pronostic

Facteurs pronostiques à 
retenir

• Age
• Dépendance préalable
• Entourage
• NIHSS initial / Volume de l’AVC
• Ventilation mécanique

Lahiri , Neurocrit Care 2015
Meyfroidt, Intensive Care Med 2014
de Montmollin, congrès ESICM 2018
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Pièges pronostiques et considérations éthiques
Prudence concernant les scores pronostiques

• « Vieux » scores, évolution des thérapeutiques non prise en compte

• Critères de jugement variables dans les études, petits effectifs

• Pas de prise en compte des LATA, prophétie auto-réalisatrice (hémorragique )

Prédiction du handicap à la phase aigue d’un AVC grave

• Scores pronostiques peu performants

• Quelle définition d’un handicap léger/modéré/sévère?

• Evolutivité au cours du temps --> élément clé non disponible

Relation handicap – qualité de vie : une vaste question

• Handicap perçu / handicap vécu : « Disability paradox »

• Méfiez vous de vos propres croyances et projections  ++

1. Diagnostic 2. Traitement 3. Pronostic

Diapo Dr E. de Montmollin et Dr R. Sonneville
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