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The best early management for an acute ischaemic CVA is:

a) aspirin

b) streptokinase

c) LMWH

d) UFH

e) Warfarin

Timely restoration of blood flow using thrombolytic therapy is the most effective maneuver for salvaging ischemic brain tissue that is not already infarcted. There is a narrow window during which this can be accomplished, that is, within three hours of symptom onset. Thus, an important aspect of the hyperacute phase of stroke assessment and management is the determination of patients who are eligible for thrombolysis.
Heparin, low-molecular-weight heparin, and aspirin may be considered in the majority of patients who, because of time (ie, more than three hours from symptom onset) or medical reasons, are not eligible for intravenous alteplase.

Heparin - Although full anticoagulant therapy was associated with about 9 fewer recurrent ischemic strokes per 1000 patients treated, it was also associated with a 9 per 1000 increase in symptomatic intracranial hemorrhages.
LMWH - TOAST trial evaluated the efficacy of the LMW heparinoid danaparoid administered as an intravenous bolus within 24 hours of symptom onset and continued for seven days in 1281 patients with acute ischemic stroke. There was no improvement in overall outcome at three months between the treated and untreated groups (75 and 74 percent).

Patients with atrial fibrillation – A subject of intense debate is the role of immediate anticoagulation with heparin in stroke patients with atrial fibrillation (AF). It appears that early treatment with heparin in patients with AF who have an acute stroke may cause more harm than good.

Stroke in evolution – Heparin is often prescribed for patients who continue to have neurologic deterioration in the first hours or days after stroke, termed a stroke in evolution. The TOAST trial did not find an improvement in outcomes with danaparoid treatment in such patients, nor did a nonrandomized study of heparin therapy. These findings do not support a role for heparin in halting neurologic worsening after stroke.

Antiplatelet Agents-  In the International Stroke Trial, patients who received aspirin (300 mg) within 48 hours of the onset of symptoms of acute ischemic stroke experienced significant reductions in the 14-day recurrence of ischemic stroke (2.8 versus 3.9 percent) and in the combined outcome of nonfatal stroke or death (11.3 versus 12.4 percent).  In the Chinese Acute Stroke Trial (CAST), 21,100 patients were randomized to 160 mg of aspirin daily or placebo, also within 48 hours of the onset of acute ischemic stroke.  Aspirin-allocated patients experienced a 14 percent reduction in total mortality at four weeks (3.3 versus 3.9 percent).

Taken together, the IST and CAST trials demonstrated that aspirin therapy in acute ischemic stroke led to a reduction of 11 nonfatal strokes or deaths per 1000 patients in the first few weeks, but caused approximately two hemorrhagic strokes.  Thus, approximately nine nonfatal strokes or deaths were avoided for every 1000 early treated patients. These effects were similar in the presence or absence of atrial fibrillation.
