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Eligibility Considerations
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Definitely treat?
Definitely not treat?
Probably treat?
Debate about treating?

Who should we…. 



Indications

• Ischemic stroke (no ICH on CT)

• Disabling deficits (regardless of NIHSS)

Alteplase Eligibility
<4.5 Hours

Powers et al, Stroke, 2020



Microbleeds?

Powers et al, Stroke, 2020
Schlemm, Stroke, 2020



• Mild, nondisabling stroke (NIHSS 0-5)

• Extensive, clear ischemic hypodensity (ex:>1/3 MCA territory) on CT

• >185/110 mm Hg that cannot be safely and stably lowered

• Severe head trauma, ischemic stroke, or intracranial/intraspinal surgery <3 months

• Previous intracranial hemorrhage

• Suspected subarachnoid hemorrhage, infective endocarditis, aortic arch dissection

• Intracranial intra-axial neoplasm

• Gastrointestinal malignancy/bleeding <21 days

• Bleeding diathesis or coagulopathy  
• INR>1.7, heparin use <48h with abnormal PTT, LMWH <24h, platelets <100,000 mm3

• only wait for them if suspected abnormality

• Current use (<48h) of direct oral anticoagulant with any abnormal coagulation 
tests 
• anti-Xa-activity for FXa inhibitors, thrombin time for dabigatran, or DOAC blood level

Alteplase Contraindications

Powers et al, Stroke, 2020



Generally Treat…

Powers et al, Stroke, 2020

• Early improvement
• Seizure at onset
• Glucose <40 or >400
• Menstruation
• Extracranial cervical 

dissections
• Unruptured intracranial 

aneurysm
• Extra-axial intracranial 

neoplasm
• Acute MRI
• Recent MI
• Procedural stroke
• Sickle cell disease 



Hard Decisions….

Grey Areas…



Hard Decisions….

Preexisting dementia

Grey Areas Continued…           



Time Considerations

Powers et al, Stroke, 2020



Additional Considerations
for 3-4.5 Hours

Powers et al, Stroke, 2020



Wake Up/Unknown Time of Onset Strokes?

Powers et al, Stroke, 2020



WAKE-UP (unwitnessed) EXTEND (4.5-9h)

•Clinical benefit: NNT 9

• Imaging
•WAKEUP: FLAIR-DWI mismatch

>4.5 Hours?

Thomalla, NEJM, 2018; Ma, NEJM, 2019



International Considerations for Alteplase Administration…



Thank You.
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Bypass IV Alteplase for LVO

The opinions expressed during this webinar are those of the speakers and do not necessarily reflect the opinions, 
recommendations or guidance of American Stroke Association or Society of Vascular and Interventional Neurology. 



Open vessels in a cost-effective manner as quickly as 
possible with maximal clinical benefit

Goals of Acute Stroke Therapy



Impact of Time on Outcomes

Among every 1000 patients 
achieving substantial 
endovascular reperfusion, for 
every 15-minute faster

emergency department 
door–to-reperfusion time, an 
estimated 39 patients would 
have a less-disabled outcome 
at 3 months, including 25 
more who would achieve 
functional independence 
(mRS 0-2)Saver et al (JAMA 2016)



Does alteplase open LVOs?

Kaesmacher et al (Stroke 2018)

In 13.6% of patients yes, however…..



Does alteplase open LVOs?

In 13.6% of patients yes, however….. often incomplete
Kaesmacher et al (Stroke 2018)



Alteplase Recanalization dependent on

Mueller et al (Eur J Neuro 2017)



Alteplase Recanalization dependent on

Mueller et al (Eur J Neuro 2017)



Limitations of IV Alteplase

- Incomplete recanalization (especially for large clot 
burden)



Coutinho et al (JAMA Neurology 2017)



Coutinho et al (JAMA Neurology 2017)



Limitations of IV Alteplase

- Incomplete recanalization (especially for large clot 
burden)

- Unclear clinical benefit



Not all LVO strokes are the same

Theoretically, immediately after a large vessel occlusion of the ICA/MCA M1

- Ischemic Core Volume is 0 ml, Penumbra is the entire MCA territory

Large phenotypic differences exist among LVO strokes

Patient 1:

Stroke onset: 2hours

Occlusion: Left M1

Patient 2:

Stroke onset: 2hours

Occlusion: Right M1

Ischemic Core= 163 ml Ischemic Core= 7 ml



‘Fast’ versus ‘Slow’ Progressors



Time is brain (quantified)

1.9 million neurons lost per minute

Saver (Stroke 2006)



High Variability in Neuronal Loss

Desai et al (Stroke 2019)

4 million neurons/min to >24 million neurons/min

<15,000 neurons/min to 1.7 million neurons/min



Patient arrives 
at ER

Stroke Care Team 
notified of arrival

Patient brought to 
ER CT scanner

IV-tPA given 
based on criteria

*tPA given immediately after NCCT is completed en route to angiosuite to prevent delay

Neuro-
interventional 

team is notified if 
suspected LVO

Patient taken 
to angiosuite

Potential Time Delay from decision to give IV-tPA

Direct MT Group

IV tPA+MT Group

Atchaneeyasakul et al (SVIN 2019)

Impact of Alteplase on Workflow



Impact of Alteplase on Workflow

Atchaneeyasakul et al (SVIN 2019)

Feature IV-tPA Direct MT P 

value

LKW-to-door, mins 85 (61.5-85) 176 (125-222) <0.001

Door-to-needle, mins 40 (31-56) N/A N/A

Door-to-needle ≤ 60m (%) 75.3% N/A N/A

Door-to-needle ≤ 45m (%) 59.3% N/A N/A

Door-to-puncture, mins 74 (59.5-90.5) 52 (18-80.75) <0.001

Door-to-puncture ≤ 90m (%) 69.1% 75% 0.34



Limitations of IV Alteplase

- Incomplete recanalization (especially for large clot 
burden)

- Unclear clinical benefit

- Delays mechanical thrombectomy (penalty: fast 
progressors)



Hospital Costs with Alteplase

Rai et al (JNIS 2018



Limitations of IV Alteplase

- Incomplete recanalization (especially for large clot 
burden)

- Unclear clinical benefit

- Delays mechanical thrombectomy (penalty: fast 
progressors)

- Increase costs



Limitations of IV Alteplase

- Incomplete recanalization (especially for large clot 
burden)

- Unclear clinical benefit

- Delays mechanical thrombectomy (penalty: fast 
progressors)

- Increase costs

… why not SKIP and go Direct MT?



Suzuki et al (Int J Stroke 2019)



SKIP Trial Design

Multicenter prospective RCT with open label treatment 
and blinded outcome assessment

Arms: direct endovascular thrombectomy (EVT) vs 
bridging therapy (IVT + EVT)

Randomized 1:1

Inclusion: ICA/M1 occlusions, 4 hours, NIHSS > 6, NIHSS 
18-85, ASPECTS > 6

Endpoint: mRS 0-2 at 90 days

Suzuki et al (Int J Stroke 2019)



Suzuki et al (Int J Stroke 2019)



Suzuki et al (Int J Stroke 2019)

IVT

0.6 mg/kg body 
weight dose given



Suzuki et al (Int J Stroke 2019)

Direct EVT

Merci, Penumbra, 
Trevo, Solitaire, 

Revive, any stents 
and percutaneous 

angioplasty balloon



Suzuki et al (ISC 2020)

Direct EVT IV tPA + EVT P 

value

90 day mRS ≤ 2 (%) 59.4 57.3 0.78

mTICI ≥ 2b (%) 90 92 0.78

Symptomatic ICH (%) 6 8 0.78

Any ICH (%) 34 50 0.02

90 day mortality 7.9 8.7 1.00

SKIP Results

Unable to demonstrate the noninferiority of primary EVT 
over combined therapy





DIRECT MT Trial Design

Yang et al (N Engl J Med 2020)

Multicenter Phase III prospective RCT with open label 
treatment and blinded outcome assessment

Arms: direct mechanical thrombectomy (MT) vs MT with 
IV tPA (IVT)

Randomized 1:1

Inclusion: ICA/M1/M2 occlusion, 4.5 hours, NIHSS ≥ 2, Age 
≥ 18

Endpoint: mRS at 90 days



Yang et al (N Engl J Med 2020)



Yang et al (N Engl J Med 2020)

IVT

Standard 0.9 mg/kg 
body weight dose given

Infusion continued 
through MT procedure 
even if recanalization 
accomplished prior to 
completion



Yang et al (N Engl J Med 2020)

MT

Stent retriever was 
primary device

Aspiration permitted as 
secondary device if initial 
reperfusion failed

IA Alteplase or Urokinase 
accepted as rescue 
therapy in both arms at 
treating physician’s 
discretion



Yang et al (N Engl J Med 2020)

Thrombectomy alone is non-inferior to combination therapy for 90 day mRS
aOR (95% CI) 1.07 (0.81-1.40)



Direct to Thrombectomy Trials

- SKIP

- DIRECT-MT

- SWIFT DIRECT (NCT03192332; 168/40)

- MR CLEAN NO IV (ISRCTN80619088; 435/540)

- DIRECT-SAFE (NCT03494920; 135/780)

- DEVT (ChiCTR-IOR-17013568; 240/970)

Nogueira and Tsivgoulis (Stroke 2020)



Summary for bypassing Alteplase

- Lower rates of reperfusion or clinical benefit with alteplase

- Higher rates of complications with alteplase

- Impact on geographic or center specific characteristics

- Potential limitations of peri-procedural therapies

- Ongoing RCTs to provide further evidence

…. however next question may be, bridging with TNK?



Thank You.



Liping Liu, MD

Dept. of Neurology

Beijing Tiantan Hospital

Capital Medical University

International Perspectives on Stroke 
Triage, Diagnosis, and Treatment

The opinions expressed during this webinar are those of the speakers and do not necessarily reflect the opinions, 
recommendations or guidance of American Stroke Association or Society of Vascular and Interventional Neurology. 



China Stroke Statistics 2019

Figure 1 Crude mortality rate of cerebrovascular 
disease in Chinese residents by sex and region, 
National Mortality Surveillance System 2018.



Table 1. Reasons Documented for Not Giving IV rtPA to 1045 Patients Within 
3 Hours of Symptom Onset

Stroke. 2011;42:1658-1664.)

Using Recombinant Tissue Plasminogen Activator to 
Treat Acute Ischemic Stroke in China

Analysis of the Results From the Chinese National 
Stroke Registry (CNSR)

Yilong Wang, MD; Xiaoling Liao, MD; Xingquan Zhao, 
MD; David Z. Wang, DO; Chunxue Wang, MD; Mai N. 
Nguyen-Huynh, MD, MAS; Yong Zhou, MD; Liping Liu, 
MD; Xianwei Wang, MD; Gaifen Liu, PhD; Hao Li, PhD; 
Yongjun Wang, MD; on behalf of the China National 
Stroke Registry (CNSR) Investigators

Reasons (n=1045)* No. (%)
Age >80 y 139 (13.30%)
Stroke too severe (NIHSS >25) 56 (5.36%)
Stroke symptoms had significantly improved before 437 (41.82%)
rtPA therapy

Major early infarct signs involving greater than one 54 (5.17%)
third of the middle cerebral artery territory on the

CT scan

Seizure at onset 23 (2.20%)
Prior stroke or head trauma within the last 3 mo 13 (1.24%)
Uncontrolled hypertension 17 (1.63%)
Known history of ICH, brain aneurysm, or 18 (1.72%)
hemorrhagic diathesis within the last 6 mo

Blood glucose <50 or >400 mg/dL 2 (0.19%)
Platelet count <100 000/mm

3
3 (0.29%)

PT (INR) >1.4, PT >15, or APTT >40 s 6 (0.57%)
Time window became >3 h because of delay in hospital 712 (68.13%)
Consent was not available 171 (16.36%)
Others 37 (3.54%)



Trend of the Alteplase treatment recent 5 years



The proportion of patients who received IV-rtPA treatment was stable across CNSR I
and II; a marked increase was observed in CNSR III for both patient groups:

• 3h IV-rtPA-treated among 2h-IVT eligible patients (Group C)

• 4.5h IV-rtPA-treated among 3.5h-IVT eligible patients (Group C’)

Data from comparation of CNSR I/II/III
Primary outcomes

Patients CNSR I CNSR II CNSR III

3h IV-rtPA / 2h-IVT eligible, % (n/N) [95%CI] 
11.7 (101/866)

[9.5-13.8]
10.7 (236/2214)

[9.4-11.9]
28.8 (483/1679)

[26.6-30.9]

4.5h IV-rtPA / 3.5h-IVT eligible, % (n/N) [95%CI]
13.5 (172/1271)

[11.7-15.4]
7.1 (262/3684)

[6.3-7.9]
33.4 (932/2787)

[31.7-35.2]

CNSR：Chinese National Stroke Registry

n, number of 3h or 4.5h-IV-rtPA-treated patients; N, number of 2h or 3.5h-IVT eligible patients.



Proportion of 3h IV-rtPA-treated among 2h-IVT eligible patients (Group C) and 
4.5h IV-rtPA-treated among 3.5h-IVT eligible patients (Group C’)

Primary outcomes

n, number of 3h or 4.5h-IV-rtPA-treated patients; N, number of 2h or 3.5h-IVT eligible patients.
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The proportion of 3h IV-rtPA-treated (Group C) and 4.5h IV-rtPA-treated (Group C’) 
among all AIS patients increased over time

Secondary outcomes

Patients CNSR I CNSR II CNSR III

3h IV-rtPA / All AIS patients,% (n/N) [95%CI]
0.9 (101/10968)

[0.7-1.1]
1.3 (236/17823)

[1.2-1.5]
3.6 (483/13397) 

[3.3-3.9]

4.5h IV-rtPA / All AIS patients, % (n/N)[95%CI]
1.6 (172/10968)

[1.3-1.8]
1.5 (262/17823)

[1.3-1.7]
7.0 (932/13397)

[6.5-7.4]

n, number of 3h or 4.5h IV-rtPA-treated patients; N, number of all the AIS patients who met the criteria.



DTN time, onset-to-needle time and proportion of 3h IV-rtPA-treated patients (group 
C) with DTN ≤ 60 minutes were stable across CNSR I and II; marked improvements 
were observed in CNSR III

Secondary outcomes (group C)

NTD, Door-to-Needle; a, time between symptom onset and arrival at hospital; b, time between symptom onset and the administration of IV-rtPA treatment

CNSR I
(N = 101) 

CNSR II
(N = 236)

CNSR III
(N = 483)

Median DTN time, minutes (IQR), Mean [SD] 90.0 (60.0–120.0)
89.4 [36.6]

100.0 (74.0–113.0)
94.2 [28.1]

58.0 (38.0–77.0)
58.8 [30.3]

DTN time ≤ 60min, % [95%CI] 28.7
[20.0-37.5]

12.3
[8.1-16.5]

59.2
[54.8-63.6]

Median onset-to-door timea , minutes (IQR), 
Mean [SD]

60.0 (32.0–90.0)
60.3 [32.3]

59.0 (43.0–75.0) 59.2 [24.1]
69.0 (50.0–93.0) 70.5 

[30.1]

Median onset-to-needle timeb, minutes (IQR), 
Mean [SD]

150.0 (138.0–170.0)
149.6 [25.8]

156.0 (141.0–165.0)
153.4 [15.4]

134.0 (108.0–155.0)
129.3 [33.2]



• Further detailed data analysis regarding the challenge and opportunity

• Take the recommendation from other international or national guidelines

• Promoting the education to physicians and patients/ families of the awareness and 
therapeutic strategy for acute stroke

Opportunities to increase access to stroke treatment



Ossama Mansour MD, PhD, FSVIN, FINR, FESO

Professor of Clinical & Interventional Neurology 

Director of Stroke & Neurointerventional Section 

Founder of Egyptian Stroke Network- Alexandria prototype

On behalf of ESN group

Thrombolysis in AIS, a Panorama 
from developing country , Egypt

The opinions expressed during this webinar are those of the speakers and do not necessarily reflect the opinions, 
recommendations or guidance of American Stroke Association or Society of Vascular and Interventional Neurology. 



1-State the IV alteplase eligibility requirements

2-Differentiate between the use of alteplase via IV or IA for acute stroke

3- List the barriers to treatment delivery: cost, systems issues, and 
gaps

4-Summarize opportunities to increase access to stroke 
treatment

5-Compare various considerations in providing alteplase in 
various countries and regions of the world

Points



The official national statistics revealed that cardiovascular
disorders, including stroke, are the primary cause of death
in Egypt.2

In Egypt the most populous country in Middle East region
(92 millions population), the crude prevalence rate of
stroke, according to recent estimates, is of 270-963/100
000 inhabitants.1

That means, more than new 250 000 - 700 000 acute 
strokes occurs every year

250k-700k new stroke every year



Inadequate level primary prevention programmes

• socioeconomic status

• education

• cultural beliefs

Weak healthcare system setups

• uneven distribution of stroke services ( if accepted definition) 

• very weak referral systems 

• very limited capacity to provide emergency stroke care

• data collection not readily available to inform policy decisions

Why is there a high stroke burden and 
mortality in Egypt ?



Mortality 
Rate

we lose 
0.7% of our 
population 
every year

we are not healthy population as mortality 
rate 

is continuously rising

https://www.capmas.gov.eg/Pages/IndicatorsPage.aspx?Ind_id=1092



Wide geographical disparities 
and increased burden of NCDs 
and their risk factors are 
identified as key challenges 
facing the healthcare system in 
Egypt. Priority setting in the light 
of these findings is crucial to 
support nation- al efforts to 
attain health equity and UHC.

Fianacing for NCDI services in Egypt



Mid-income/Family/Y = 2200 USD

Extreme poverty

it drops to 250 USD/Y

Poverty

https://www.capmas.gov.eg/Pages/IndicatorsPage.aspx?Ind_id=1092



Traffic Inj Prev. 2012;13 Suppl 1:44-56. doi: 10.1080/15389588.2011.639417.



Extrahospital pathway (swirl)

• patient delivery

• communication between stroke centers

Intra-hospital pathway

Triage Problems



• awareness 
• education
• triage system
• inter & intra hospital communication

Reasons for Futile Transfer (510 Patients)



Challenges facing Egypt in acute stroke Care 

Accessibility Affordability

Sustainability 
Quality

• Socio-economic status 
(Fiscal Policies )
• Subvention
• Health care policies 
(government vs Private)
• Insurance 

• Medical neuroscience 
education

• Training/accreditation
• industries

• Resource allocation
• Manpower projections
• EVT re-accreditation criteria

• Infrastructure organization
• (models & Paradigms0

• Effective coverage 
• (city vs rural )
• Transportation 
• Telestroke



Insufficient Public Awareness of Stroke



Stroke prevention  & treatment Training programs 

more than 4 training
hubs were established by 2017

(All are Tertiary academic hospitals)

regional and community hospital send 
care providers to the training hub
(15 courses held)

internal Hospital 
Training programs 
supervision 

(1000 attendees)

Network training & 
online classes 
240 candidates 

accreditation & certification
(120 attendees)
We involved syndicate to be more formal1

2

3 4

5

EgyStrokeSchool

www.egyptianstrokenetwork.com

http://www.egyptianstrokenetwork.com


Till aproval of IV tPA in 2016



5 Compare various considerations in providing tPA 
in various countries and regions of the world

Neuroepidemiology 2017;49:45–61 DOI: 10.1159/00047951 



Some Strategies from Around the World 

Neuroepidemiology 2017;49:45–61 DOI: 10.1159/00047951 



Alexandria Strategy 



what seems impossible at 
large scale could be possible 
in smaller one



governate
population 
2017 (milion)

estimated no of 
Mts (3-6 pe100000 
P/Y)

estimated no of 
Eligible EVT (21 
pe100000 P/Y)

Cairo 10,1 300-600 2100

Giza 9.1 273-546 1911

Elsharkia 7.6 228-456 1596

Eldakahlia 6.8 204-408 1428

Elbehira 6.5 195-390 1365

ElQaliobia 5.9 177-354 1239

ElMENIA 5.8 174-348 1218

Alexandria 5.4 162-324 1134

Egypt:
projected numbers of EVT each govern ate per year



Our Solution Bundle depends on 

PreH and In-
Hospital 
communicati
on

Certification and 
Identification of 
service provider 
through networking

SECRET 
Registry

ESN-App Hotline



1-Certification and 
Identification of 
service provider 
through networking

Registry



www.strokeregistry.eg

www.mena-secret.org

www.strokecenters.com

Stroke 
Egyptian 
Clinical 
REgisTry

http://www.strokeregistry.eg/
http://www.mena-secret.org/
http://www.strokecenters.com/






Our Solution Bundle depends on 

2-Certification 
and 

Identification of 
service provider

SECRET 
Registry

A 6 levels grading system was designed according to the the 
capability of each service spot (hospital , center , etc) to 
present a range of the 5 stroke service bundles of care.

each Service Spot (SS) will have one of the following colors 
according to the availability of the services.



Our Solution Bundle depends on 

2-PreH and 
In-Hospital 
communicati
on

ESN
Smartphone-
App



1)EgyptianStrokeNetwork APP
A customized mobile smartphone application, “ لعلاجالمصريةالشبكة

الدماغيةالسكتات ” (MENA-SINO, Inc, Alexandria, Egypt) was developed 
in an effort to streamline our Alex-Stroke-60/75 min workflow model 
described above. 

2)Important features of this application include:

◆ Prehospital detection of the stroke type using Arabic version RACE 
interactive algorithm which direct the user to the nearest hospital 
suitable for stroke services using GPS functionality and according the 
calculated score at this point of time. Additionally , Real-time tracking 
of the patient's exact position during transport using global positioning 
system (GPS).

◆Notification to the stroke team of basic patient information and 
demographics

◆Recording events in the workflow in Automated time-stamping fashion.

◆The ability for communication among stroke team members in Real-
time, secure Fashion

◆Ability to open secure 2 way A/V Telecommunication  channel to help 
ER physcian in remote facility to triage the patient properly.

◆Ability for transmission of patient demographics and clinical 
information.

◆Generation of a summary document in portable document format (PDF) 
format that can be uploaded into the electronic medical record



Stroke Egyptian Clinical Registry

www.strokeregistry.eg

www.mena-secret.org

www.strokecenters.com

Will be available online within 2 weeks 



Pilot Study



T a b l e  1 :  P a t i e n t  d a t a  u p l o a d e d  b y  
p a r t i c i p a t i n g  h o s p i t a l s

Pilot hospital IV-tpa patients MT patients Transferred patients 

App 
(n= 68 alone)

Non 
(n=123 
alone )

App 
(n= 36)
(all received 
both)

Non (n=153)
(n= 42 received 
both)

App 
(n= 31)

Non 
(n=47)

1 (loran) 
(176MT+51 IV)

41 4 31 145 25 23

2 (Smouha) 
(6MT+101 IV)

41 60 2 4 6 24

3 (Narmean) 
(55 IV)

21 34 0 0 0

4 (Damanhur) 
(9 IV)

9 0 0 0 0 0

5 (Shark el-
madina) (8IV)

8 0 0 0 0 0

6 (Mbret el 
Asafra) (19IV)

10 9 0 0 0 0

7 (Andalusia ) 
(7MT+26IV)

10 16 3 4 0 0



C h a r a c t e r i s t i c s  o f  p a t i e n t s  e n t e r e d  i n t o t h e  r e g i s t r y
All pilot hospitals App Patients (n=84) NON app Patients (n=276)

Males 44 (52.3%) 149 (54%) 

LVO 36 153

Non LVO 48 123

Mean age 60±5 y 63±2 y

Mean NIHSS 14.5±2.5 10.4±3.6

Recurrent stroke/TIA 21 (25%) 60 (21.7%)

Stroke subtype (TOAST)

Cardioembolic, n (%) 28 (33.3%) 87 (31.5%) 0.78

Large vessel Athrosclerosis , n (%) 26 (30.9%) 102 (37%) 0.36

Lacunar, n (%) 14 (16.6%) 43 (15.6%) 0.86

Mortality at 3 mo , n (%) 8 (9.5%) 31 (11.2%) 0.84

Functional independence (mRS <3)  
at 3 mo , n (%)

57 (67.9%) 130 (47.1%) 0.0011

sICH 4 (4.8%) 14 (5.1%) > 0.05



T y p e  o f  r e p e r f u s i o n  t h e r a p y  a n d  
t i m e  m e t r i c s  i n  t r e a t m e n t  w o r k f l o w

Process of hospital 
care 

App triaged patients Non-App triaged patients 

n % n %

In ischaemic stroke, 
patients received 
intravenous 
thrombolysis (tPA)

68 81% 123/276 44.6%

LVO Patient 
transferred from 
another hospital 
within 6 hours 
window 

31/36 86.1% 47/153 30.7%

In ischemic stroke, 
patients received MT

36/84 43% 153/276 55.4%

Confirmed LVO 
(transferred) within 
6h

30 /36 (96.7%) 23 /47 (48.9%) 0.0001

Received MT 
(transferred) within 
6h 

28/30 (93.3%) 16/23 (69.6%) 0.03

Door to needle time 55±12 min 78±16 min 0.001

Door in- Door out 
time

56±34 min 96±45 min

<0.0001

Door to groin time 50±7 min 120±25 min <0.001

Ambulance to ER time 45±5 min 98±20min 0.0001

Time to image 14±4 min 23±9 min 0.000



Conclusion:

Our area needs more efforts 

Thank you 



Audience Q & A

Panel Discussion



To Ask a Question



• On-demand viewing

• Remainder of International Perspectives on Stroke Triage, Diagnosis and Treatment series

▪ Episode 4: Treatment with Thrombectomy (October 28)

• World Stroke Day (October 29)

▪ One CycleNation with ASA

▪ Discounted educational opportunities with SVIN

• AHA Scientific Sessions (November 13 – 17)

• SVIN Annual Conference (November 18 – 21)

Upcoming Opportunities

https://www.heart.org/en/professional/quality-improvement/get-with-the-guidelines/get-with-the-guidelines-stroke/get-with-the-guidelines-stroke-and-target-stroke-workshops-and-webinars
https://register.gotowebinar.com/register/6710927903427262732
https://www.stroke.org/OneCycleNation
https://www.svin.org/i4a/pages/index.cfm?pageid=3287
https://professional.heart.org/en/meetings/scientific-sessions
https://www.svin.org/i4a/pages/index.cfm?pageid=3442


Thank You.

The opinions expressed during this webinar are those of the speakers and do not necessarily reflect the opinions, 
recommendations or guidance of American Stroke Association or Society of Vascular and Interventional Neurology. 


