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1.2. EMS Assessment and Management

1.2. EMS Assessment and Management

1. The use of a stroke assessment system by first aid providers,
including EMS dispatch personnel, is recommended.

2. EMS personnel should begin the initial management of stroke in
the field. Implementation of a stroke protocol to be used by EMS
personnel is strongly encouraged.

In 1 study, the positive predictive value for a hospital discharge diagnosis of stroke/transient ischemic attack
(TIA) among 900 cases for which EMS dispatch suspected stroke was 51% (95% Cl, 47-54), and the positive
predictive value for ambulance personnel impression of stroke was 58% (95% Cl, 52-64).2' In another study of
21760 dispatches for stroke, the positive predictive value of the dispatch stroke/TIA symptoms identification
was 34.3% (95% Cl, 33.7-35.0), and the sensitivity was 64.0% (95% Cl, 63.0-64.9).? In both cases, use of a
prehospital stroke scale improved stroke identification, but better stroke identification tools are needed in the
prehospital setting.

New, Revised, or Unchanged

Recommendation reworded for clarity from
2015 CPR/ECC. Class and LOE unchanged.

See Table LXXXIII in online Data Supplement 1
for original wording.

Recommendation revised from 2013 AIS
Guidelines.

See Table Il in online Data Supplement 1.




VAN SCALE

® Visual

® Aphasia

. * Neglect

® Difficulty recé'l' ng ones own ¢ unable to feel on one side when both sides are

touched
® ®* Only looking or paying attention to one side of the room or people on that specific side
/} ® Usually associated with left sided weakness
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DAWN Thrombectomy for Stroke at 6 to 16 Hours
with Selection by Perfusion Imaging
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ABSTRACT

BACKGROUND
The authors’ full names, academic de. Thrombectomy is currently recommended for eligible patients with stroke who are

Th N E ‘ﬁ) E N G I A N D grees, and affiliations are listed in the treated within 6 hours after the onset of symptoms.
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assessment, of thrombectomy in patients 6 to 16 hours after they were last known
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ESTABLISHED IN 1812 JANUARY 4, 2018 vOL.378 NO. 1 tigators is provided in the Supplemen. t0 be well and who had remaining ischemic brain tissue that was not yet infarcted.
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Thrombectomy 6 to 24 Hours after Stroke with a Mismatch
between Deficit and Infarct

ABSTRACT

BACKGROUND
The effect of endovascular thrombectomy that is performed more than 6 hours after The authors’ full names, academic de-
the onset of ischemic stroke is uncertain. Patients with a clinical deficit that is dispro- S'"ds_- JN:dL“i““i""s_a'e“ﬂed inthe -T:,P-
. - - pendix. ress reprint requests to Dr.
portionately severe relative to the infarct volume may benefit from late thrombectomy. Jovin at the University of Pittsburgh Med-
METHODS ical Center Stroke Institute, Department
We enrolled patients with occlusion of the intracranial internal carotid artery or ©of Neurology. Presbyterian University Hos
imal middl bral ho had | b k b 16 2% h pital, 200 Lothrep St., C-400, Pittsburgh,
proximal middle cerebral artery who had last been known to be well 6 to OUTS  pa 15217, or at jovintg@upme.edu.
earlier and who had a mismatch between the severity of the clinical deficit and the ) ) . _
inf; 1 ith mismatch criteria defined according to age (<80 years or 280  complete list of sites and investiga-
1RLarct volume, wit Titer g to ag years or tors in the DAWN trial is provided in the
years). Patients were randomly assigned to thrombectomy plus standard care (the  supplementary Appendix, available at
thrombectomy group) or to standard care alone (the control group). The coprimary  NEM.org.
end points were the mean score for disability on the utility-weighted modified Rankin  prs. Nogueira and Jovin contributed equal-
scale (which ranges from 0 [death] to 10 [no symptoms or disability]) and the rate of Iy to this article.



AHA GUIDELI

3.7. Mechanical Thrombectomy (Continued)

7. In selected patients with AIS within 6 to 16 hours of last known
normal who have LVO in the anterior circulation and meet other DAWN
or DEFUSE 3 eligibility criteria, mechanical thrombectomy is
recommended.

8. In selected patients with AIS within 16 to 24 hours of last known
normal who have LVO in the anterior circulation and meet other lla
DAWN eligibility criteria, mechanical thrombectomy is reasonable.

The DAWN trial used clinical imaging mismatch (a combination of NIHSS score and imaging findings on CTP
or DW-MRI) as eligibility criteria to select patients with large anterior circulation vessel occlusion for treatment
with mechanical thrombectomy between 6 and 24 hours from last known normal. This trial demonstrated

an overall benefit in function outcome at 90 days in the treatment group (mRS score 0-2, 49% versus 13%;
adjusted difference, 33%; 95% Cl, 21-44; posterior probability of superiority >0.999).'% In DAWN, there were
few strokes with witnessed onset (12%).The DEFUSE 3 trial used perfusion-core mismatch and maximum
core size as imaging criteria to select patients with large anterior circulation occlusion 6 to 16 hours from

last seen well for mechanical thrombectomy. This trial showed a benefit in functional outcome at 90 days in
the treated group (mRS score 0-2, 44.6% versus 16.7%; RR, 2.67; 95% Cl, 1.60-4.48; P<0.0001).'® Benefit
was independently demonstrated for the subgroup of patients who met DAWN eligibility criteria and for the
subgroup who did not. DAWN and DEFUSE 3 are the only RCTs showing benefit of mechanical thrombectomy
>6 hours from onset. Therefore, only the eligibility criteria from one or the other of these trials should be used
for patient selection. Although future RCTs may demonstrate that additional eligibility criteria can be used to
select patients who benefit from mechanical thrombectomy, at this time, the DAWN or DEFUSE-3 eligibility
should be strictly adhered to in clinical practice.

9. The technical goal of the thrombectomy procedure should be
reperfusion to a modified Thrombolysis in Cerebral Infarction

New, Revised, or Unchanged

New recommendation.

New recommendation.

See Table XXIIl in online Data Supplement 1.

Recommendation reworded for clarity from

2015 Endovascular.
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(f If neglect is seen, then what?
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PONTINE STROKE




BASILAR ARTERY
OCCLUSION

° Headqc

* Altered level of consciousness
® Falling in and out of sleep/level of A _ _ :
alertness FIG 2. Time-of-flight magnetic resonance angiography shows
absence of flow-related signal along the basilar artery (red
/) arrow), highly suggestive of occlusion
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Ischemic Stroke

(4)Blood clot blocks blood
Atrial Fibrillation _~ flowin the brain

Formation of blood
, clotin the heart

ol NN Blood clot travels from
Blood clot travels SSSe” )  the heart to the brain
through the heart

® Irregular heartbeat that causes hemostasis in the L atria and

pooling of blood

? ~ ®If someone has afib their stroke is more likely to be LVO



Specific Factors to Predict Large-Vessel Occlusion in Acute Stroke Patients
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