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The physiologic derangements in acute stroke vic-
tims are dynamic. As noted extensively in the litera-
ture, there is mounting evidence to support that
patients with large strokes, measured clinically
through NIH Stroke Scale (NIHSS)1 or by radio-
logic methods,2 have increased mortality and are se-
verely ill. Endovascular treatment of ischemic strokes
inherently imposes a host of physiologic changes.
Changes in cerebral perfusion and cerebral autoregu-
lation need adequate hemodynamic support. Unin-
tentionally induced changes during general
anesthesia and potential hyperperfusion injury after
revascularization may cause adverse outcomes. The
loss of blood–brain barrier integrity poses additional
challenges to antiplatelet and anticoagulant regimen.
The primary goal of critical care management is to
cater to the constantly changing cerebral perfusion in
the background of loss of cerebral autoregulation.
The practice remains varied in the community, ad-
ministered by intensivists, anesthesiologists, and
sometimes neurointerventional physicians. The indi-
vidual and collective merits and demerits of current
practice are unknown and have to be evaluated system-
atically. Admittedly, there exists no Class Ia evidence,
and it is difficult and sometimes impossible to obtain
evidence to support the use of a definitive management.
The Society of Vascular & Interventional Neurology
(SVIN) roundtable proceeding has systematically iden-
tified the key areas of care that have a potential to im-
prove outcomes. This is an important step in a relatively
young field where many questions are yet to be an-
swered. For instance, blood pressure management be-
fore, during, and after endovascular procedures has not
been formally tested. In our view, the following 5 arti-
cles will serve as an educational tool for readers about
the state of current practice.

The first article discusses general anesthesia in
patients undergoing endovascular reperfusion
therapy. Administering anesthesia can compro-
mise perfusion pressure and clinical examination
as a tradeoff for patient cooperation. Even though
a randomized trial comparing general anesthesia to
conscious sedation is impractical, a systematic

study needs to be done to identify the factors that
can improve outcomes for patients.

The second article provides a comprehensive
summary of the utility of various antiplatelet agents
and anticoagulants in the setting of endovascular in-
tervention. Deranged integrity of the blood–brain
barrier with the loss of cerebral autoregulation poses
a formidable threat for hemorrhagic transformation.
The authors report the historical rates of symptom-
atic intraparenchymal hemorrhages in patients
treated with various agents. This sets up a platform
for clinical trials to address the efficacy and safety
of many of the agents. The use of antiplatelet
agents can become even more challenging with the
deployment of intracranial stents,3 balancing the
risk of reocclusion against the risk of causing intracra-
nial hemorrhage. In addition, if a patient were to
be a candidate for hemicraniectomy,4 these agents
could potentially increase the perioperative morbidity
and mortality.

The third article presents a meticulous overview of
the management of a case in the periprocedural period.
Many aspects such as imaging modalities, critical care
service, and pharmacotherapy choices are either opera-
tor dependent or institutionally regulated. However,
the framework of the operations should be constant and
consistent. In addition, it is always advisable to establish
a conversation with the patient proxy in time to prevent
any delay in revascularization. One important point
that is missing from the discussion is that as a routine
practice, enrollment in available studies should always
be encouraged.5

“Primum non nocere” is undeniably the dictum
that all physicians abide by.6 Nevertheless, complica-
tions do happen from multiple sources when navigat-
ing through the already diseased intracranial
circulation. The fourth article comprises an extensive
review of the systemic, procedural, and pharmaco-
logically mediated complications in patients treated
with endovascular recanalization therapy for isch-
emic stroke. This article can be used as a guide to
discuss the complications while communicating to
the next of kin of the diseased.
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In the last article, the reader can find an exhaustive
review of literature on the management of blood pres-
sure in post–endovascular treatment patients. The au-
thors detail the current recommendations from the
American Stroke Association, based on pathophysiol-
ogy, and caution the reader to the don’ts in managing
blood pressure. The main point to consider here is
whether cerebral perfusion changes with revascu-
larization and what hemodynamic changes need to
be instituted to prevent hyperperfusion. Is there a
hyperperfusion? Do induced hemodynamic
changes improve outcome? Only trials can test
these hypotheses.

The SVIN roundtable meeting proceeding has
served 2 purposes. It has identified pitfalls in the cur-
rent practice and opened an opportunity to address
them scientifically. There are and will be challenges,
scanty evidence that require logical deductions at ev-
ery clinical juncture. It is only through a consorted
systematized approach and trials that we can engage
them successfully.
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