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Reperfusion cérébrale 
Qu’est ce que la thrombectomie mécanique ? 

l  Patiente de 86 ans, autonome à domicile, hémiplégie gauche 
brutale à 8h00. NIHSS 13 à l’arrivée. 

l  Scanner cérébral à 10h47. 







Thrombolyse IV à 11h10 
Entrée en salle à 11h25 
Ponction fémorale à 11h40 





11h50 



Recanalisation TICI 3 à 11h53 
NIHSS 9 post-thy 



IRM à J1 
NIHSS 0 à J5 
mRS 1 à M3 
 



Traitement de l’infarctus cérébral 
Les 3 recommendations 

①  Unité Neuro-Vasculaire 

②  Thrombolyse IV (rt-PA) 

③  Thrombectomie   



Catch 

Merci 

Penumbra 

La thrombectomie  





28%	

37%	









656 patients inclus dans IMS III: 
306 angio-scanner vs 350 scanner seul 



Occlusion artérielle proximale 
Bases anatomiques 



Goyal M, et al. J NeuroIntervent Surg 2016;0:1–5 



Thrombectomie de l’infarctus cérébral 
Changement de paradigme 















Goyal et al, Lancet 2016 



Thrombectomie mécanique 
“Time is brain” 

Goyal et al, Radiology 2016 

Every 6-minute delay from symptom 
onset to reperfusion in the stent 
retriever arm was associated with 1–
1.5 fewer functionally independent 
outcomes at 90 days among every 100 
patients treated.  



Thrombectomie de l’infarctus cérébral 
Traitement de référence  

•  Questions posées: 
–  Délai de reperfusion? 6 heures? 

–  Matiels de thrombectomie  

–  Sélection des patients en imagerie 

–  Type d’anesthésie 



Thrombectomie de l’infarctus cérébral 
Thrombo-aspiration 
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DAWN™	Trial	
This presentation serves as an overview; always refer to the current version of the clinical trial 

protocol for full study details. This presentation may contain case studies. Results from case 
studies are not predictive of results in other cases. Results in other cases may vary.	 
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DAWN™	Trial	

Primary	Objec9ve	DWI	or	CTP	
Assessment	with	
Clinical	Mismatch		
in	the	Triage	of		
Wake-Up	and	Late	
Presen9ng	Strokes	
Undergoing	
Neurointerven9on	

To	evaluate	the	hypothesis	that	
Trevo	thrombectomy	plus	medical	
management	leads	to	superior	
clinical	outcomes	at	90	days	as	
compared	with	medical	
management	alone	in	appropriately	
selected	subjects	experiencing	an	
acute	ischemic	stroke	when	
treatment	is	ini9ated	within	6-24	
hrs	aQer	last	seen	well.	
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•  Prospec9ve,	randomized	(1:1),	mul9-center,	
Phase	II/III	(feasibility/pivotal),	adap9ve,	
popula9on	enrichment,	blinded	endpoint,	
controlled	trial	

•  Up	to	50	sites	(worldwide)		
•  150	subjects	(feasibility)	up	to	500	(pivotal)	
max	

•  Primary	endpoint:	
– Difference	between	the	average	weighted	mRS	at	
90	days	between	treatment	and	control	groups	

DAWN™	Trial	Design	
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•  Level	1	evidence	study	
establishing	a	new	
op1on	at	approved	
study	facili9es	for	an	
underserved	pa9ent	
popula9on	who	are	
currently	only	eligible	for	
medical	management	

•  20-30%	of	AIS	pa9ents	
arrive	to	the	ED	more	
than	8	hours	from	
symptom	onset	

The	Importance	of	DAWN™	Trial	

IV	Ly9c	

Mechanical	
Clot	

Retrieval	

Medical	Management	

DAWN	Pa9ent	Popula9on	
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DAWN™	Trial	
Unique	Design	Elements	

Primary	Endpoint:	Weighted	mRS	

•  Designed	to	capture	health	state	transi9ons	across	the	en9re	spectrum	
•  Endpoint	that	is	a	combina9on	of	both	efficacy	and	safety	
•  Differen9ates	outcomes		
•  Pa9ent-centered	outcomes	analysis	

Enrichment	

•  Designed	to	fine	tune	the	pa9ent	popula9on	based	on	core	infarct	size	
•  Iden9fy	subgroups	experiencing	clinical	benefit	

mRS	 0	 1	 2	 3	 4	 5	 6	

Weight	 10	 9.1	 7.6	 6.5	 3.3	 0	 0	

Designed	to	
measure	

effec9veness	&	
safety	in	single	

endpoint	

0-50	cc	à	0-45	cc	à	0-40	cc	à	0-35	cc	à	0-30	cc	
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DAWN™	Trial	
Unique	Design	Elements	

Clinical		
Imaging		
Mismatch	

•  Standardizes	clinical	imaging	to	
select	subjects	

•  Literature	supports	core	infarct	
size	being	predic9ve	of	outcomes	

•  NIHSS	assessment	(clinical	deficit)	
represents	9ssue	at	risk	in	real	
9me,	can	be	easily	administered	
(and	repeated)	mul9ple	9mes,	and	
is	validated	in	clinical	prac9ce	
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General	Inclusion	Criteria	

1.  Clinical	signs	and	symptoms	consistent	with	the	diagnosis	of	
an	acute	ischemic	stroke,	and	subject	belongs	to	one	of	the	
following	subgroups:	
a.  Subject	has	failed	IV	t-PA	therapy	(defined	as	a	confirmed			

persistent	occlusion	60	min	aQer	administra9on)		
b.  Subject	is	contraindicated	for	IV	t-PA	administra9on	

2.  Age	≥	18	
3.  Baseline	NIHSS	≥	10	(assessed	within	one	hour	prior	to	

measuring	core	infarct	volume)	
4.  Subject	can	be	randomized	between	6	to	24	hrs	aQer	9me	

last	known	well	
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1.  <	1/3	MCA	territory	involved,	as	evidenced	by	CT	or	MRI	
2.  Occlusion	of	the	intracranial	ICA	and/or	MCA-M1	as	evidenced	by	

MRA	or	CTA	
3.  Clinical	Imaging	Mismatch	(CIM)	defined	as	one	of	the	following	on	

RAPID	MR-DWI	or	CTP-rCBF	maps:	
a.  0-20	cc	core	infarct	and	NIHSS	≥	10	(and	age	≥	80	years	old)	
b.  0-30	cc	core	infarct	and	NIHSS	≥	10	(and	age	<	80	years	old)	
c.  31	cc	to	≤	50	cc	core	infarct	and	NIHSS	≥	20	(and	age	<	80	years	old)	

Imaging	Inclusion	Criteria	
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Clinical	Imaging	Mismatch	(CIM)	defined	as	one	of	the	following	on	
RAPID	MR-DWI	or	CTP-rCBF	maps:	

a.  0-20	cc	core	infarct	&	NIHSS	≥	10	(&	≥	80	yrs	old)	
b.  0-30	cc	core	infarct	&	NIHSS	≥	10	(&	<	80	yrs	old)	
c.  31	to	≤	50	cc	core	infarct	&	NIHSS	≥	20	(&	<	80	yrs	old)	

Screen	Failures	(SF):	
subject	does	not	
meet	general	or	
CTA/MRA	inclusion/	
exclusion	criteria	–	
record	as	SF	on	log	

Screen	Failures	(SF):	
subject	does	not	
meet	DAWN	CTP/
MRI	infarct	volume	
criteria,	not	
enrolled	–	record	as	
SF	on	log	

Wrimen	Consent	from	subject	or	LAR		
(if	not	obtained	prior	to	RAPID)	

 

 
                  

 

Age	≥	18		
NIHSS	≥	10	

Pre-stroke	mRS	0-1	
<	1/3	MCA	territory	involved,	as	evidenced	by	CT	or	MRI	

Occlusion	of	the	intracranial	ICA	and/or	MCA-M1,	by	MRA	or	CTA		
Subject	can	be	randomized	within	6-24h	from	TLSW	

Flow Chart – Screening and Enrollment 





Thrombectomie de l’infarctus cérébral 
Occlusions basilaires 

Gory et al, JNNP 2015 

•  Série consécutive Lyonnaise: 
o  22 patients thrombectomisés de Mars 2010 à Mars 2013 (10 comas) 

o  Recanalisation (TICI≥2b): 73% 

o  Evolution favorable (mRS≤2 à 3 mois): 27% 

o  Mortalité à 3 mois: 45% 

o  Hémorragie cérébrale symptomatique à 24 heures: 4% 

•   Revue systématique de la littérature et méta-analyse incluant notre 
série 



Thrombectomie de l’infarctus cérébral 
Occlusions basilaires 

Gory et al, JNNP 2015 




