Safety and efficacy of periprocedural antithrombotics in patients
with successful reperfusion after endovascular stroke treatment
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Objectives: We aimed to evaluate whether the overall harmful effect of periproce-
dural treatment with aspirin or heparin during endovascular stroke treatment is dif-
ferent in patients with a successful reperfusion after the procedure. Materials and
methods: We performed a post-hoc analysis of the MR CLEAN-MED trial, including
adult patients with a large vessel occlusion in the anterior circulation eligible for
endovascular treatment (EVT). In this trial, patients were randomized for periproce-
dural intravenous treatment with aspirin or no aspirin (1:1 ratio), and for moderate-
dose unfractionated heparin, low-dose unfractionated heparin or no unfractionated
heparin (1:1:1 ratio). We tested for interaction between the post-EVT extended
thrombolysis in cerebral infarction (eTICI) score and treatment with periprocedural
medication with multivariable regression analyses. The primary outcome was the
modified Rankin Scale score at 90 days. Secondary outcomes were final infarct vol-
ume, intracranial hemorrhage, and symptomatic intracranial hemorrhage.
Results: Of 534 included patients, 93 (17%) had a post-EVT eTICI score of 0-2a, 115
(22%) a score of 2b, 73 (14%) a score of 2¢, and 253 (47%) a score of 3. For both aspi-
rin and heparin, we found no interaction between post-EVT eTICI score and treat-
ment on the modified Rankin Scale score (p=0.76 and p=0.47, respectively). We
found an interaction between post-EVT eTICI score and treatment with heparin on
the final infarct volume (p=0.01). Of note, this interaction showed a biologically
implausible distribution over the subgroups. Conclusions: The overall harmful effect
of periprocedural aspirin and unfractionated heparin is not different in patients
with a successful reperfusion after EVT.
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Introduction

With the introduction of endovascular treatment (EVT),
the outcome of ischemic stroke patients with an intracra-
nial large vessel occlusion has improved. However, a con-
siderable proportion of patients still has poor functional
outcome.' Amongst other factors, incomplete microvascu-
lar reperfusion and thrombotic complications of endovas-
cular procedure are considered to be hampering clinical
recovery.”It is hypothesized that periprocedural antith-
rombotic treatment could improve microvascular reperfu-
sion and reduce thrombotic complications.d"5 However,
the recent MR CLEAN-MED trial showed that routine use
of periprocedural aspirin or unfractionated heparin dur-
ing endovascular stroke treatment is associated with an
increased risk of symptomatic intracranial hemorrhage
(ICH), without a benefit on functional outcome.® These
results do not correspond to earlier observational studies
suggesting a beneficial effect, despite a slightly increased
risk of symptomatic ICH.* A post-hoc analysis of the MR
CLEAN trial showed that a favorable effect of successful
angiographic reperfusion on functional outcome was
especially observed in patients on prior antiplatelet use.”
In addition, the CHOICE trial found that the use of
adjunct intra-arterial alteplase resulted in a greater likeli-
hood of excellent neurological outcome in patients with
successful reperfusion following EVT.? This may indicate
that the treatment effect of periprocedural use of antith-
rombotics is influenced by post-EVT reperfusion status,
and that it may be safe and effective to start periproce-
dural aspirin or unfractionated heparin in the subgroup
of patients with a successful reperfusion.

We aimed to evaluate whether the overall harmful
effect of periprocedural treatment with aspirin or unfrac-
tionated heparin during endovascular stroke treatment is
different in patients with a successful reperfusion after the
procedure.

Patients & methods
Study design and patients

We performed a post-hoc analysis of data from the Mul-
ticenter Randomized Clinical Trial of Endovascular Treat-
ment for Acute Ischemic Stroke in the Netherlands (MR
CLEAN)-MED.® This was a phase Il multicenter clinical
trial with randomized group assignment, open-label treat-
ment, and blinded outcome evaluation. Patients were
included from January 2018 until January 2021 in 15 cen-
ters in the Netherlands. The trial included adult patients
(i.e. =18 years) with ischemic stroke due to a large vessel

occlusion in the anterior circulation (i.e. the intracranial
part of the internal carotid artery [ICA], or the middle
cerebral artery segment M1 or proximal M2) eligible for
EVT within 6 hours of stroke onset. Patients were ran-
domized for periprocedural intravenous treatment with
aspirin (300 mg bolus) or no aspirin (1:1 ratio), and for
moderate-dose unfractionated heparin (5000 IU bolus fol-
lowed by 1250 IU/hour for 6 h), low-dose unfractionated
heparin (5000 IU bolus followed by 500 IU/hour for 6
hours) or no unfractionated heparin (1:1:1 ratio). All study
treatments were started directly after groin puncture or —
if continuous infusion of intravenous thrombolytics was
still ongoing during groin puncture — after the infusion of
intravenous thrombolytics was completed. Both treat-
ments had to be started before the endovascular proce-
dure was terminated (i.e., before closure of the groin
puncture site). In case an untoward event occurred (e.g.,
perforation or hemorrhage), the decision to stop the study
medication was left to the discretion of the treating physi-
cian. The trial used a deferred consent procedure in accor-
dance with national legislation.” For the current analysis,
we selected patients with deferred consent for 3-month
clinical follow-up and available post-EVT extended treat-
ment in cerebral infarction (eTICI) score.

The protocol of the MR CLEAN-MED trial was pub-
lished previously.'’ The study protocol was approved by
a central medical ethics committee at Erasmus MC Uni-
versity Medical Center. The trial was stopped early for
safety concerns with the study treatments. De-identified
data collected for the study will be made available to
others upon reasonable request. Data can be requested
with a proposal at the website of the CONTRAST consor-
tium (www.contrast-consortium.nl), or by sending an e-
mail to the corresponding author.

Outcomes

In the MR CLEAN-MED trial, clinical outcomes, includ-
ing modified Ranking Scale (mRS) score at 90 days, were
collected centrally by trained research nurses through
standardized telephone interviews. Independent commit-
tees, masked to treatment allocation, adjudicated serious
adverse event reports and primary outcome data based
on the interview reports. Imaging outcomes were assessed
with standardized case report forms by an imaging com-
mittee masked to all clinical data except to the side of
stroke. The eTICI score was used to rate the post-EVT
reperfusion status. The eTICI score ranges from grade 0 to
grade 3, with grade 0 indicating 0% reperfusion of macro-
vascular vessels on digital subtraction angiography


http://creativecommons.org/licenses/by/4.0/
http://www.contrast-consortium.nl

SAFETY AND EFFICACY OF PERIPROCEDURAL ANTITHROMBOTICS IN PATIENTS 3

(DSA), and grade 3 indicating 100% reperfusion. To deter-
mine the post-EVT eTICI score, a complete anterior-poste-
rior and lateral angiogram (of the whole head and
including the venous phase) at the end of the endovascu-
lar procedure had to be available. Final infarct volume
was determined using automated validated software
(Nicolab, Amsterdam, Netherlancls)‘11 In order of avail-
ability, it was assessed with MRI at 5-7 days, non-contrast
CT at 5—7 days, MRI at 24 h or non-contrast CT at 24 h.
ICH occurrence was assessed on standard follow-up
imaging (CT or MRI) at 24 hours or 5-7 days after EVT, or
on additional imaging performed by the treating physi-
cian (e.g., after neurological deterioration). ICH was clas-
sified as symptomatic based on the Heidelberg Bleeding
Criteria (neurological deterioration related to ICH with an
increase of > 4 points on the National Institutes of Health
Stroke Scale [NIHSS], or > 2 points on 1 NIHSS item).

Statistical analysis

Descriptive characteristics were presented stratified for
post-EVT eTICI scores. The effect of aspirin and unfractio-
nated heparin (low dose or moderate dose) on the modi-
fied Rankin Scale (mRS) score at 90 days was estimated
with multivariable ordinal logistic regression based on
intention to treat, in the overall population included in
the current study and stratified for post-EVT eTICI scores.
To test for interaction, we added an interaction term
between periprocedural treatment with aspirin or unfrac-
tionated heparin and post-EVT eTICI score. As secondary
analyses, we also evaluated the effect on final infarct vol-
ume (linear regression), ICH (binary logistic regression),
and symptomatic ICH (binary logistic regression). The

Randomized in
MR CLEAN-MED trial
(n=663)

effects were presented as unadjusted and adjusted com-
mon odds ratios, odds ratios, or betas. The presented
betas reflect the effect of treatment on final infarct volume
in milliliters. Analyses were adjusted for age, pre-stroke
mRS, baseline NIHSS, baseline Alberta Stroke Programme
Early CT Score (ASPECTS), baseline collateral score, time
from onset to groin puncture, and most proximal occlu-
sion location on first DSA. Post-EVT eTICI scores of 0-2a
were merged into one subgroup, due to the low propor-
tion of patients in these individual categories. The interac-
tion terms and effects stratified for post-EVT eTICI score
are of main interest for the current research question.
Effects in the overall population on which the interaction
terms were based, were additionally estimated and pre-
sented for correct interpretation of these results.

All statistical analyses were performed using R version
4.0.5. (www.cran.r-project.org) with the packages: Hmisc,
rms, tableone. For multivariable regression analyses, we
replaced missing independent variables with multiple
imputation using the aregImpute function. We generated
5 multiple imputation sets, in which we used 3 knots for
continuous variables. In the model we included outcome
variables without missing data (i.e., mRS at 90 days, and
symptomatic ICH).

Results
Patients

Six hundred sixty-three patients were randomized in
the MR CLEAN-MED trial, of whom 628 patients gave
deferred consent for primary outcome assessment (Fig. 1).
Of these 628 patients, we excluded 94 who had no

Vs

Did not defer consent for primary outcome
assessment (n=35)

A\ 4
Included in

MR CLEAN-MED trial f Post-EVT eTICI score not available (n:94)\

(n= 628)

A4

v
Total included in analysis K

* No procedure performed or
catheterization only (n=27)

* No occlusion on Ist DSA (n=27)

* Anterior-posterior or lateral angiogram at
the end of EVT unavailable (n=32)

* Other (n=8) /

(n=534)

Fig. 1. Flowchart of patients included for the analysis.

EVT indicates endovascular treatment; eTICI score indicates extended thrombolysis in cerebral infarction score; DSA indicates digital subtrac-

tion angiography
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available post-EVT eTICI score. In total, 534 patients were
available for the analysis.

Patient characteristics

Median age was 73 (interquartile range [IQR] 64-81)
years, 285 (53%) patients were men, median baseline
NIHSS score was 15 (IQR 9-19), median baseline
ASPECTS was 9 (IQR 8-10), and 390 (73%) patients were
treated with intravenous thrombolytics (Table 1). On the
first DSA of endovascular procedure, most patients had
an M1 (49%) occlusion, followed by an M2 (28%), ICA
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(18%) or other (5%) occlusion. Median onset to groin
puncture time was 175 (IQR 145-225) minutes, and
median duration of procedure was 48 (IQR 30-70)
minutes. Of 529 patients with complete data on periproce-
dural aspirin treatment, 235 (44%) were treated with peri-
procedural aspirin, and of 532 patients with complete
data on unfractionated heparin treatment, 266 (50%) were
treated with periprocedural unfractionated heparin. Of
the 534 included patients, 93 (17%) had a post-EVT eTICI
score of 0-2a, 115 (22%) a score of 2b, 73 (14%) a score of
2¢, and 253 (47%) a score of 3. In total, 52/8010 (0.6%)

Table 1. Baseline characteristics of the study population, stratified by post-EVT eTICI score.

Post-EVT Post-EVT Post-EVT Post-EVT Missings
eTICI 0-2a eTICI 2b eTICI 2¢ eTICI 3
(n=93) (n=115) (n=173) (n=253)

Age, years; median [IQR] 74 [64—82] 75 [64—81] 72 [66—80] 72 [64—81] 0

Men, n (%) 48 (52) 60 (52) 40 (55) 137 (54) 0

Transferred from primary hospital, n (%) 76 (82) 89 (77) 54 (74) 204 (81) 0

NIHSS score; median [IQR] 12 [8-18] 17 [9-20] 16 [11-19] 15 [9-19] 20

Medical history, n (%)

Atrial fibrillation 21 (23) 21 (18) 21 (29) 69 (27) 0
Hypertension 39 (42) 53 (46) 33 (45) 113 (45) 0
Ischemic stroke 20 (22) 17 (15) 12 (16) 49 (19) 1

Prior antithrombotic drug use, n (%)

Antiplatelets 35(38) 40 (35) 26 (36) 61 (24) 0
Direct oral anticoagulant 11 (12) 7(6.1) 7(9.6) 28 (11) 0
Coumarine 6 (6.5) 11 (9.6) 11 (15) 29 (12) 0

Heparin 1(1.1) 0(0.0) 0(0.0) 4(1.6) 0

Pre-stroke mRS score, n (%) 2
0 59 (64) 80 (70) 53 (73) 171 (68)

1 16 (17) 21 (18) 12 (16) 42 (17)
2 12 (13) 11 (9.6) 4(5.5) 22 (8.7)
>3 5(5.4) 3(2.6) 4(5.5) 17 (6.7)

Intravenous alteplase treatment, n (%) 69 (74) 80 (70) 49 (67) 192 (76) 0

ASPECTS on NCCT; median [IQR] 9 [8—10] 9[7-10] 9[8—10] 9 [8—10] 3

Right hemisphere occlusion, n (%) 49 (53) 46 (40) 37 (51) 132 (52) 0

Proximal occlusion on CTA, n (%) 2
ICA 10(11) 3(2.6) 9 (13) 23 (9.1)

ICA-T 10(11) 22 (19) 13 (18) 49 (19)
MI-segment 45 (48) 61 (53) 39 (54) 129 (51)
M2-segment 28 (30) 29 (25) 11 (15) 51 (20)

Proximal occlusion on first DSA, n (%) 4
ICA 12 (13) 16 (14) 18 (25) 50 (20)
M1-segment 28 (30) 54 (47) 41 (57) 137 (54)
M2-segment 38 (41) 35@31) 13 (18) 62 (25)

Other (M3/M4/anterior) 14 (15) 9(7.9) 0(0.0) 3(1.2)

Occlusion of ipsilateral carotid artery, n (%) 13 (15) 14 (12) 15 (21) 39 (16) 7

Good collateral score (>50%), n (%) 34 (37) 42 (37) 25 (34) 96 (38) 3

Time from onset to groin puncture, 181 [158-247] 185[153-248] 168 [137-195] 167 [140-218] 13

minutes; median [IQR]

Periprocedural aspirin given, n (%) 36 (39) 55 (49) 28 (38) 116 (46) 5

Periprocedural unfractionated heparin given, n (%) 48 (52) 59 (51) 35 (48) 124 (49) 2

Continuous variables are presented as median and interquartile range (IQR). Categorical variables are presented as frequencies (n) and per-
centages (%). EVT indicates endovascular treatment; eTICI, extended thrombolysis in cerebral infarction; NIHSS, National Institutes of
Health Stroke Scale; mRS, modified Rankin Scale; ASPECTS, Alberta Stroke Program Early CT Score; NCCT, non-contrast CT; CTA, CT-
angiography; ICA (-T), internal carotid artery (terminus);M (segment), middle cerebral artery;
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Table 2. Primary and secondary outcomes of the study population, stratified by post-EVT eTICI score.

Post-EVT Post-EVT Post-EVT Post-EVT Missings
eTICI 0-2a eTICI 2b eTICI 2¢ eTICI 3
(n=93) (n=115) (n=173) (n=1253)
Modified Rankin Scale Score at 90 days; 3[2-6] 2[1-5] 2 [1-4] 2[1-5] 0
median [IQR]
Final infarct volume on NCCT or MRI, mL; 42 [6.6—119] 37 [8.2—88] 21 [5.3—44] 19 [3.2—80] 94
median [IQR]
Intracranial hemorrhage, n (%) 37 (46) 61 (57) 25(39) 104 (46) 56
Symptomatic intracranial hemorrhage, n (%) 7(7.5) 12 (10) 8 (11) 28 (11) 0

Continuous variables are presented as median and interquartile range (IQR). Categorical variables are presented as frequencies (n) and per-
centages (%). EVT indicates endovascular treatment; eTICI, extended thrombolysis in cerebral infarction; NCCT, non-contrast CT; MRI,

magnetic resonance imaging

data points of independent variables included in the
regression analyses were missing and imputed.

Outcomes

Median mRS score at 90 days was 2 (IQR 1-5), and
median final infarct volume was 24 (IQR 5-81) ml
(Table 2). Of 478 patients with available follow-up imag-
ing, 227 (48%) patients had an ICH, and of 534 included
patients, 55 (10%) had a symptomatic ICH. Patients with
worse post-EVT eTICI scores had higher final infarct vol-
umes. In 56 (10%) patients ICH occurrence could not be
assessed as no follow-up imaging was performed, and in
94 (18%) patients final infarct volume could not be
assessed as no follow-up imaging with good enough qual-
ity to assess infarct volume was performed.

Interactions

Results of univariable analyses (Supplementary Figs. 1
and 2) were comparable to the results of multivariable
analyses (Figs. 2 and 3). There was no overall effect of
aspirin (adjusted common odds ratio [acOR] 0.94; 95% CI
0.69-1.28) or unfractionated heparin (acOR 0.87; 95% CI
0.64-1.19) on the mRS score at 90 days. For aspirin, there
was an overall significant increase in ICH (acOR 1.52;
95% CI 1.04-2.22), and symptomatic ICH (acOR 2.24; 95%
CI 1.22-4.10). For unfractionated heparin, there was an
overall significant increase in symptomatic ICH (acOR
2.12; 95% CI 1.15-3.88). There was no indication of treat-
ment effect heterogeneity across eTICI scores. For both
aspirin and unfractionated heparin, we found no interac-
tion between post-EVT eTICI score and the treatment
effect on mRS (p = .76, and p = .47, respectively), ICH
(p = .69, and p = .12), and symptomatic ICH (p = .28, and
p = .57). For unfractionated heparin, we found an interac-
tion between post-EVT eTICI score and treatment on the
final infarct volume (p = .010). The point estimate of the
treatment effect of unfractionated heparin on final infarct
volume was beneficial in patients with a post-EVT eTICI
score 2b and harmful in patients with a post-EVT eTICI
score 0-2a, 2¢, or 3.

Discussion

In this post-hoc analysis of the MR CLEAN-MED trial,
we found no convincing evidence that the reperfusion sta-
tus after endovascular stroke treatment influences the effi-
cacy and safety of periprocedural treatment with
intravenous aspirin or unfractionated heparin.

Periprocedural antithrombotics are often used in endo-
vascular procedures for a variety of indications.'” '* This
treatment strategy has been adopted by many interven-
tionists in the endovascular treatment of acute ischemic
stroke.”'” However, the safety and efficacy of periproce-
dural antithrombotic agents for this indication has long
remained unknown. This was until the MR CLEAN-MED
trial — the first randomized controlled trial investigating
the safety and efficacy of periprocedural antithrombotic
agents during endovascular stroke treatment — found an
increased risk of symptomatic ICH, without a beneficial
effect on functional outcome.'® Earlier observational stud-
ies had indicated a potential interaction with post-EVT
reperfusion status.” This led to the hypothesis that the
safety and efficacy of periprocedural antithrombotic
agents could be influenced by the post-EVT reperfusion
status. Results of our current study show otherwise.

Hypothetically, a better angiographic reperfusion status
could ensure a better availability of the antithrombotic
agents at the microvascular level. This could reverse the
effect of the “no-reflow phenomenon”, which has been asso-
ciated to a greater infarct growth.”'” However, we found no
interaction of the post-EVT reperfusion status with peripro-
cedural treatment with aspirin on the final infarct volume.
We did find an interaction between post-EVT reperfusion
status and periprocedural treatment with unfractionated
heparin on the final infarct volume. However, in our opinion
this interaction showed a biologically implausible distribu-
tion over the subgroups. If the post-EVT reperfusion status
would influence the effect of periprocedural treatment with
unfractionated heparin on final infarct volume, we would
expect an incremental benefit or harm per increase in the
post-EVT eTICI score. Therefore, we consider it probable
that we found this interaction due to chance.



6 W. VAN DER STEEN ET AL.
Modified Rankin Scale score at 90 days Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% Cl) for interaction
Aspirin vs. no aspirin 0.76

Post-EVT eTICI 0-2a 93 —— 0.94 (0.44 to 2)
Post-EVT eTICI 2b 115 —a— 0.88 (0.45t0 1.72)
Post-EVT eTICI 2¢ 73 — e 0.61(0.26 to 1.44)
_PostEVTenCls . e e 104(06Bto164) .
Overall 534 I *-*l- | 0.94 (0.69 to 1.28)
025 050 10 25
Favours control«~  — Favours intervention
Final infarct volume Adjusted beta-coefficient P value
Treatment and subgroup no. of patients (95% Cl) for interaction
Aspirin vs. no aspirin 0.48
Post-EVT eTICI 0-2a 7 —— -8.65 (47.59 to 30.28)
Post-EVT eTICI 2b 96 —— 5.8 (-28.58 to 40.18)
Post-EVT eTICI 2¢ 58 —a— 34.07 (-10.59 to 78.73)
__PostEVIETCI3 . 209 o rW—  BI(2F0194))
Overall 440 | ‘IP I | 1.51 (-14.59 to 17.6)
-100 0 50 100
Favours intervention <  — Favours control
Intracranial hemorrhage Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% Cl) for interaction
Aspirin vs. no aspirin 0.69
Post-EVT eTICI 0-2a 80 —— 1.1(043t0 2.8)
Post-EVT eTICI 2b 107 —— 1.14 (0.51 to 2.57)
Post-EVT eTICI 2¢ 64 —— 2.06 (0.72to 5.94)
__PostEVTeTCI3 21 ! —8—  173(09%t0300)
Overall 478 I --I I 1.52 (1.04 to 2.22)
0.25 1.0 25 10.0
Favours intervention«~  — Favours control
Symptomatic intracranial hemorrhage Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% ClI) for interaction
Aspirin vs. no aspirin 0.28
Post-EVT eTICI 0-2a 93 —— 0.53 (0.09 to 2.98)
Post-EVT eTICI 2b 115 —— 1.75 (0.48 to 6.38)
Post-EVT eTICI 2¢ 73 —— 4.57 (0.83 to 25.27)
__PoStEVIENICI3 . 253 . . 299(119t07.53) ____________________
Overall 534 I I*I l 224 (1.22to 4.1)
0.05 1.00 5.00 30.00

Favours intervention <  — Favours control

Fig. 2. Adjusted treatment effect estimates on modified Rankin Scale score at 90 days, final infarct volume, intracranial hemorrhage, and symptomatic intracra-
nial hemorrhage in patients allocated to aspirin versus patients allocated to no aspirin in subgroups of extended thrombolysis in cerebral infarction (eTICI) score
after endovascular treatment (EVT). The presented betas reflect the effect of treatment on final infarct volume in milliliters.

When evaluated from a safety point of view, it can also
be hypothesized that a better angiographic reperfusion
could further increase the risk of ICH or symptomatic
ICH due to the better availability of the drug at the micro-
vascular affected area. However, we found no interaction
of the post-EVT reperfusion status with periprocedural
treatment with aspirin or unfractionated heparin on ICH
and symptomatic ICH occurrence. This may be explained
by the fact that well-perfused tissue has a lower risk of
bleeding than poorly perfused tissue.'*"”

Overall, we also found no interaction of the post-EVT
reperfusion status with periprocedural treatment with
aspirin or unfractionated heparin on functional outcome
after 3 months. This indicates that the post-EVT

reperfusion status should not be used in the decision to
give these antithrombotic agents during EVT, and that a
new randomized controlled trial evaluating the safety
and efficacy of these agents in patients with successful
reperfusion after EVT seems not to be indicated. Cur-
rently, guidelines provide no recommendations on the
periprocedural use of aspirin and unfractionated heparin
during endovascular stroke treatment.”’ Before the MR
CLEAN-MED trial was published, this led to a large prac-
tice variation.'” This will have changed after publication
of the trial, however, due to the results of earlier observa-
tional studies some interventionists could still consider
using these agents in patients with a successful reperfu-
sion after the procedure. The current study provides
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Modified Rankin Scale score at 90 days Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% Cl) for interaction
Heparin vs. no heparin 0.47
Post-EVT eTICI 0-2a 93 —— 0.67 (0.32to 1.41)
Post-EVT eTICI 2b 115 —— 1.3 (0.66 to 2.56)
Post-EVT eTICI 2¢ 73 —— 1.12 (0.48 to 2.61)
__PostEVTeTICI3 283 — 075(048t01.18) ______________________
Overall 534 I | --|— 0.87 (0.64 to 1.19)
025 050 10 25
Favours control«  — Favours intervention
Final infarct volume Adjusted beta-coefficient P value
Treatment and subgroup no. of patients (95% CI) for interaction
Heparin vs. no heparin 0.01
Post-EVT eTICI 0-2a 7 —— 3.5(-34.28 to 41.28)
Post-EVT eTICI 2b 96 —— -42.3 (-76.24 to -8.36)
Post-EVT eTICI 2¢ 58 —— 3253 (-11.39 to 76.46)
PostEVIeTCI3 200 s S 23.16(0.33104699)
Overall 440 I I <|-r ; I 6.83 (-9.32 to 22.99)
-100 -50 0 50 100
Favours intervention <  — Favours control
Intracranial hemorrhage Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% CI) for interaction
Heparin vs. no heparin 0.12
Post-EVT eTICI 0-2a 80 —— 0.96 (0.36 to 2.43)
Post-EVT eTICI 2b 107 —— 0.55 (0.24 to 1.25)
Post-EVT eTICI 2¢ 64 —— 2.6(0.87t07.78)
_PostEVIETICI3 20 . e 139(08te24N)
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Favours intervention«—  — Favours control
Symptomatic intracranial hemorrhage Adjusted common odds ratio P value
Treatment and subgroup no. of patients (95% Cl) for interaction
Heparin vs. no heparin 0.57
Post-EVT eTICI 0-2a 93 —a— 6.28 (0.7 to 55.98)
Post-EVT eTICI 2b 115 —— 1.12 (0.32 to 3.89)
Post-EVT eTICI 2¢ 73 —— 2.06 (0.43 to 9.88)
CPostEVTENCIS . 263 . 2%(ss)
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025 10

! I 1
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Fig. 3. Adjusted treatment effect estimates on modified Rankin Scale score at 90 days, final infarct volume, intracranial hemorrhage, and symptomatic intracra-

nial hemorrhage in patients allocated to unfractionated heparin versus patients allocated to no unfractionated heparin in subgroups of extended thrombolysis in
cerebral infarction (eTICI) score after endovascular treatment (EVT). The presented betas reflect the effect of treatment on final infarct volume in milliliters.

evidence that there is also no indication to administer
these agents in this subgroup of patients. In general, the
routine use of periprocedural aspirin or unfractionated
heparin during EVT should be avoided.

The findings of this study are opposite to what the
CHOICE trial demonstrated.® However, there were some
important differences between the trials. The CHOICE
trial evaluated a different type of pharmacological agent
(i.e., alteplase), which was injected intra-arterially and dis-
tal to the origin of the lenticulostriate branches.”’ Local
infusion warrants the use of a lower dose, which may
decrease the risk of hemorrhage.22 In addition, alteplase
was administered only after successful angiographic
reperfusion was achieved. This may have improved

availability of the agent at the microvascular level.
Although results of the CHOICE trial require replication,
they are hopeful in the quest to improve microvascular
reperfusion.

Limitations

Our study has limitations. First, this was a post-hoc
subgroup analysis of an early-terminated randomized
controlled trial with an overall neutral effect on the pri-
mary outcome. This limits the value that can be ascribed
to the results.”> However, it is the first study evaluating
the interaction between periprocedural antithrombotic
agents and reperfusion status after the procedure in



8

randomized data. Second, the inclusion and exclusion cri-
teria used in the MR CLEAN-MED trial could limit gener-
alizability to the overall population. In addition, patients
presenting early and directly to a participating trial center
without contraindications for intravenous thrombolytics
were included in the parallel MR CLEAN-NOIV trial, also
limiting generalizability.”* However, criteria used in the
trial were lenient and baseline characteristics suggest that
the population is representative of clinical practice. Third,
some patients in the MR CLEAN-MED trial did not pro-
vide deferred consent for primary outcome assessment
potentially introducing selection bias. However, in the
main paper of the trial, sensitivity analyses on main safety
outcomes (i.e., symptomatic ICH and death from any
cause) including these patients showed comparable
results as main analyses. This indicates that there was no
selective withdrawal of patients, limiting the risk of a
bias. Last, some patients had no follow-up imaging or no
follow-up imaging with good enough quality to assess
ICH occurrence and final infarct volume. These patients
were excluded from the secondary analyses on ICH occur-
rence and/or final infarct volume potentially introducing
selection bias. However, a comparison of the baseline
characteristics and functional outcome of these patients
showed similar results as patients included in these sec-
ondary analyses. This indicates that the risk of bias in this
case was also limited.

Conclusion

The overall harmful effect of periprocedural aspirin and
unfractionated heparin is not different in patients with a
successful reperfusion after EVT. There is no indication to
start periprocedural administration of aspirin or unfrac-
tionated heparin in patients with a successful reperfusion
after EVT.

Disclosures

DD and AvdL report unrestricted grants from Stryker,
Penumbra, Medtronic, Cerenovus, Thrombolytic Science,
LLC, Dutch Heart Foundation, Brain Foundation Nether-
lands, The Netherlands Organization for Health Research
and Development, Health Holland Top Sector Life Scien-
ces & Health, and Thrombolytic Science, LLC for research,
paid to institution. BR reports funding from the Dutch
Heart Foundation and the Netherlands Organization of
Health Research and Development, paid to institution.
WvZ chairs DSMBs of WETRUST, Solonda and InExtre-
mis studies, and received speaker fees from Stryker, Cere-
novus and NicoLab, all paid to institution. CM reports
grants from CVON/Dutch Heart Foundation, TWIN
Foundation, European Commission, Healthcare Evalua-
tion Netherlands, and Stryker (paid to institution); and is
(minority interest) shareholder of NicoLab. RvdB reports
consultancy agreements for Cerenovus, the steering com-
mittee of the SPERO trial, and educational activities.

W. VAN DER STEEN ET AL.

WvdS, MvdS, RvdG, RS, LW, HvV, HdH, PJvD, AVE, JS
and HL report no conflict of interest.

Funding

The MR CLEAN-MED was funded through the Collab-
oration for New Treatments of Acute Stroke (CON-
TRAST) consortium, which acknowledges the support
from the Netherlands Cardiovascular Research Initiative,
an initiative of the Dutch Heart Foundation (CVON2015-
01: CONTRAST); and from the Brain Foundation Nether-
lands (HA2015.01.06). The collaboration project is addi-
tionally financed by the Ministry of Economic Affairs by
means of the PPP Allowance made available by Top Sec-
tor Life Sciences & Health to stimulate public—private
partnerships (LSHM17016). This work was funded in part
through unrestricted funding by Stryker, Medtronic, and
Cerenovus.

Acknowledgments: We thank the MR CLEAN-MED and
CONTRAST investigators for their contribution. A list of all
investigators is given in the supplements.

Supplementary materials

Supplementary material associated with this article can
be found in the online version at doi:10.1016/j.jstrokecere
brovasdis.2022.106726.

References

1. Goyal M, Menon BK, van Zwam WH, et al. Endovascular
thrombectomy after large-vessel ischaemic stroke: a
meta-analysis of individual patient data from five rando-
mised trials. Lancet 2016;387:1723-1731.

2. Autar A, Taha A, van Duin R, et al. Endovascular proce-
dures cause transient endothelial injury but do not dis-
rupt mature neointima in drug eluting stents. Sci Rep
2020;10:2173.

3. Laridan E, Denorme F, Desender L, et al. Neutrophil
extracellular traps in ischemic stroke thrombi. Ann Neu-
rol 2017;82:223-232.

4. van de Graaf RA, Chalos V, Del Zoppo GJ, et al. Peripro-
cedural antithrombotic treatment during acute mechani-
cal thrombectomy for ischemic stroke: a systematic
review. Front Neurol 2018;9:238.

5. Dalkara T, Arsava EM. Can restoring incomplete micro-
circulatory reperfusion improve stroke outcome after
thrombolysis? | Cereb Blood Flow Metab 2012;32:2091-
2099.

6. van der Steen W, van de Graaf RA, Chalos V, et al. Safety
and efficacy of aspirin, unfractionated heparin, both, or
neither during endovascular stroke treatment (MR
CLEAN-MED): an open-label, multicentre, randomised
controlled trial. Lancet 2022;399:1059-1069.

7. Mulder M]J, Berkhemer OA, Fransen PS, et al. Does prior
antiplatelet treatment improve functional outcome after
intra-arterial treatment for acute ischemic stroke? Int J
Stroke 2017;12:368-376.

8. Renu A, Millan M, San Roman L, et al. Effect of intra-arte-
rial alteplase vs placebo following successful thrombec-
tomy on functional outcomes in patients with large


https://doi.org/10.1016/j.jstrokecerebrovasdis.2022.106726
https://doi.org/10.1016/j.jstrokecerebrovasdis.2022.106726
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0001
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0001
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0001
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0001
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0002
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0002
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0002
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0002
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0003
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0003
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0003
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0004
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0004
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0004
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0004
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0005
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0005
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0005
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0005
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0006
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0006
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0006
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0006
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0006
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0007
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0007
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0007
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0007
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0008
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0008
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0008

SAFETY AND EFFICACY OF PERIPROCEDURAL ANTITHROMBOTICS IN PATIENTS 9

10.

11.

12.

13.

14.

15.

16.

vessel occlusion acute ischemic stroke: the CHOICE ran-
domized clinical trial. JAMA 2022;327:826-835.

. Kompanje EJO, van Dijck J, Chalos V, et al. Informed con-

sent procedures for emergency interventional research in
patients with traumatic brain injury and ischaemic
stroke. Lancet Neurol 2020;19:1033-1042.

Chalos V, van de Graaf RA, Roozenbeek B, et al. Multi-
center randomized clinical trial of endovascular treat-
ment for acute ischemic stroke. The effect of
periprocedural medication: acetylsalicylic acid, unfractio-
nated heparin, both, or neither (MR CLEAN-MED).
Rationale and study design. Trials 2020;21:644.

Boers AM, Marquering HA, Jochem JJ, et al. Automated
cerebral infarct volume measurement in follow-up non-
contrast CT scans of patients with acute ischemic stroke.
AJNR Am ] Neuroradiol 2013;34:1522-1527.
Papanagiotou P, Haussen DC, Turjman F, et al. Carotid
stenting with antithrombotic agents and intracranial
thrombectomy leads to the highest recanalization rate in
patients with acute stroke with tandem lesions. JACC
Cardiovasc Interv 2018;11:1290-1299.

Zeymer U, Rao SV, Montalescot G. Anticoagulation in
coronary intervention. Eur Heart | 2016;37:3376-3385.
Wiersema AM, Watts C, Durran AC, et al. The use of hep-
arin during endovascular peripheral arterial interven-
tions: a synopsis. Scientifica (Cairo) 2016;2016:1456298.
van de Graaf RA, Chalos V, van Es, et al. Periprocedural
intravenous heparin during endovascular treatment for
ischemic stroke: results from the MR CLEAN registry.
Stroke 2019;50:2147-2155.

van der Steen W, van de Graaf RA, Chalos V, et al. Safety
and efficacy of aspirin, unfractionated heparin, both, or
neither during endovascular stroke treatment (MR

17.

18.

19.

20.

21.

22.

23.

24.

CLEAN-MED): an open-label, multicentre, randomised
controlled trial. Lancet 2022.

Ng FC, Churilov L, Yassi N, et al. Prevalence and signifi-
cance of impaired microvascular tissue reperfusion
despite macrovascular angiographic reperfusion (No-
Reflow). Neurology 2022;98:€790-e801.

Hao Z, Yang C, Xiang L, et al. Risk factors for intracranial
hemorrhage after mechanical thrombectomy: a system-
atic review and meta-analysis. Expert Rev Neurother
2019;19:927-935.

Cappellari M, Mangiafico S, Saia V, et al. IER-SICH nomo-
gram to predict symptomatic intracerebral hemorrhage
after thrombectomy for stroke. Stroke 2019;50:909-916.
Powers W], Rabinstein AA, Ackerson T, et al. Guidelines
for the early management of patients with acute ischemic
stroke: 2019 update to the 2018 guidelines for the early
management of acute ischemic stroke: a guideline for
healthcare professionals from the american heart associa-
tion/american stroke association. Stroke 2019;50:e344-
e418.

Cheng-Ching E, Samaniego EA, Naravetla BR, et al.
Update on pharmacology of antiplatelets, anticoagulants,
and thrombolytics. Neurology 2012;79:568-576.

Nogueira RG, Schwamm LH, Hirsch JA. Endovascular
approaches to acute stroke, part 1: drugs, devices, and
data. AJNR Am J Neuroradiol 2009;30:649-661.
Curran-Everett D, Milgrom H. Post-hoc data analysis:
benefits and limitations. Curr Opin Allergy Clin Immu-
nol 2013;13:223-224.

LeCouffe NE, Kappelhof M, Treurniet KM, et al. A ran-
domized trial of intravenous alteplase before endovascu-
lar treatment for stroke. N Engl ] Med 2021;385:1833-
1844.


http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0008
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0008
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0009
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0009
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0009
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0009
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0010
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0011
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0011
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0011
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0011
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0012
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0012
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0012
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0012
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0012
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0013
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0013
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0014
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0014
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0014
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0015
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0015
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0015
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0015
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0016
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0016
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0016
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0016
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0016
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0017
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0017
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0017
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0017
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0018
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0018
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0018
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0018
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0019
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0019
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0019
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0020
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0021
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0021
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0021
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0022
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0022
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0022
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0023
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0023
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0023
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0024
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0024
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0024
http://refhub.elsevier.com/S1052-3057(22)00420-7/sbref0024

	Safety and efficacy of periprocedural antithrombotics in patients with successful reperfusion after endovascular stroke treatment
	Introduction
	Patients and methods
	Study design and patients
	Outcomes
	Statistical analysis

	Results
	Patients
	Patient characteristics
	Outcomes
	Interactions

	Discussion
	Limitations

	Conclusion
	Disclosures
	Funding
	Acknowledgments
	Supplementary materials
	References



