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Introduction

Acute stroke is an emergency, that may lead to permanent 
disability and death. Therefore, the foundation of care is based on 
choosing the optimal treatment option for the patient based on the 
best scientific evidence. Every year, about 22 million people around 
the world suffer from stroke [1]. Roughly, 87% of cerebrovascular 
events are due to artery occlusion as opposed to hemorrhage [2]. Acute 
ischemic stroke (AIS), result when a vessel supplying blood to the 
brain is occluded, and impairs blood flow to part of the brain. When 
acute cerebral ischemia occurs due to the occlusion of an intracranial 
artery, the part of the brain that is irreversibly lost (ischemic core) is 
surrounded by brain parenchyma that can be salvaged (penumbra) 
if prompt recanalization takes place [2]. In fact, it’s so, ischemic 
penumbra  denotes the part of an acute ischemic stroke that is at 
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risk of progressing to infarction but is still salvageable if reperfused. 
During the last decade, the management of acute ischemic stroke has 
changed dramatically, from an expectant bedside attitude towards 
active treatment, thanks to the continuous improvement of new 
therapeutic options. Neuroimaging information has demonstrated 
efficacy to visualize effects that neurological examination cannot 
be seen, such as penumbra, and advanced imaging in stroke has 
significantly influenced and explored the pathological conditions of 
the ischemic blood flow. At present intravenous thrombolysis (IVT) 
and endovascular therapy (EVT), are the only approved treatments 
for acute ischemic stroke but must be administered in narrow 
therapeutic window of up to 4.5 and 6 hours, respectively. There were 
randomized controlled trials already published emphasizing the use 
of intravenous recombinant tissue plasminogen activator (IV rTPA) 
beyond the approved time frame in acute ischemic stroke. Important, 
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in the pre-hospital setting, first responders should focus especially 
on the last time patients were known not to have stroke symptoms, 
as last known well. Advanced neuroimaging may help us overcome 
time constraints and expand the implementation of acute reperfusion 
therapies. Both computed tomography (CT) and Magnetic Resonance 
(MRI), provides valuable information in the management of patients 
with AIS, with diagnostic, therapeutic, and prognostic implications. 
The primary purposes of neuroimaging in patients with AIS are 
to determine the extent of initial ischemic core and identify the 
location and extent of intravascular clot as well as the presence and 
extent of penumbra, constituted by hypoperfused tissue at risk for 
infarction. Furthermore, over the past few years, advanced imaging 
protocols for acute stroke patients, mainly used in large institutions 
and comprehensive stroke centers, now include parenchymal imaging 
non-contrast head CT (NCT) or diffusion-weighted MRI (DWI) 
plus fluid attenuated inversion recovery (FLAIR) and Gradient echo 
MR imaging (GRE) or susceptibility-weighted imaging (SWI) on 
MRI, parenchymal imaging is meant to assess the volume of infarct. 
vascular imaging CT Angiography (CTA) or MR angiography (MRA), 
Vascular imaging is performed to detect the site of occlusion, and to 
characterize the collateral circulation. Penumbral imaging as well as 
Perfusion CT, Perfusion weighted imaging (PWI) aims at determining 
the volumes of salvageable penumbra [4]. This advanced neuroimaging 
helped overcome time constraints and expand the implementation of 
acute reperfusion therapies, for both EVT candidates in the late time 
window 6–24 hours and for IVT candidates 4.5–9 hours and wake-up 
patients [5]. There is no doubt that neuroimaging has played a crucial 
part in the assessment of patients with AIS over the past decades, as 
several parameters should be accurately individualized, either by CT, 
MR or angiography, to carefully select the patients that are eligible to 
IVT or IVT as outcome is dependent on that. The “2018 Guidelines 
for Management of Acute Ischemic Stroke” from the American Heart 
Association/American Stroke Association has a new recommendation 
that CT perfusion (CTP), diffusion-weighted imaging (DWI)-MRI, 
and/or MRI perfusion (MRP) be included as part of a standard 
imaging evaluation for patients within 6–24 h of symptom onset [6]. 
Thanks to recent RCTs, the therapeutic time window for both IVT 
and EVT in AIS has been extended, but also increased treatment 
algorithm complexity. In the event of AIS patients, acute reperfusion 
therapies with unknown time of symptom onset or in extended time 
windows are now possible. The present review provides an overview 
of the latest developments in the management of acute ischemic 
stroke, with an emphasis on thrombolytic therapy and intra-arterial 
intervention, summarizes the current evidence from randomized 
trials about its efficacy and safety of acute stroke care. Summarizes the 
current evidence from randomized trials about its efficacy and safety 
of acute stroke care, and that may assist clinicians in the selection 
of those late presenters that will most likely benefit from acute 
reperfusion therapies.

Current concepts in intravenous thrombolysis treatment of 
acute ischemic stroke

The intravenous administration of recombinant tissue 
plasminogen activator was introduced into acute stroke therapy in the 
mid-1990s [7-8], and there is no doubt that tPA improves outcome 

after stroke on AIS [9]. CT scan of the head has become routine in 
evaluating patients with signs and symptoms suggestive of AIS. Besides, 
pretreatment brain imaging with noncontrast CT is appropriate, 
mainly to exclude intracranial hemorrhage (ICH) and, to a lesser 
extent, reveal early ischemic changes. With the advent of thrombolysis, 
it becomes important to assess early ischemic changes in CT to predict 
the benefits of therapy. Regrettably, it is difficult to recognize and 
quantify these changes, which is why was born the Alberta stroke 
program early CT score (ASPECTS). The program was developed to 
offer the reliability and utility of a standard CT examination with a 
reproducible grading system to assess early ischemic changes, <3 
hours from symptom onset, on pretreatment CT studies in patients 
with acute ischemic stroke of the anterior circulation [10]. ASPECTS 
is a systematic, robust, and practical method that can be applied to 
different axial baselines and is superior to that of the 1/3 MCA rule. 
ASPECTS is a 10-point scoring system that reliably predicts the extent 
of early ischemic changes from CT scans. At present, intravenous 
thrombolysis (IV rtPA) with 0.9 mg/kg alteplase, maximum dose 
90mg over 60min with initial 10% of dose given as bolus over 1min) 
is given to all patients that present within 4.5 hours of ischemic stroke 
independently of stroke etiology if all inclusion and exclusion criteria 
are fulfilled [11]. Certainly, that treatment with intravenous alteplase 
within 4.5 hours of acute ischemic stroke onset is associated with an 
increased early risk of intracerebral hemorrhage, but this risk is offset 
by later benefit in the form of reduced disability [12]. Since the 4.5 
hours’ time restriction is a major cause of IVT treatment failure, much 
effort has been made to select AIS patients who could safely undergo 
thrombolysis over extended time windows or with unknown time 
onset of symptoms. In fact, it’s so that in recent years, the research focus 
has been on extending the time window for intravenous thrombolysis 
in acute ischemic stroke using new imaging techniques-based patient 
selection. Extending the time window for thrombolytic therapy is an 
important goal as it would increase the number of patients who are 
able to receive acute treatment. Consequently therefore, there have 
been attempts to expand time window for the benefit of additional 
patients presenting in the late hour window, thanks to new RCTs that 
have revolutionized acute ischemic stroke care by extending the use of 
intravenous thrombolysis therapy in time windows. Some trials have 
suggested that the treatment window may be extended in patients 
who are shown to have ischemic but not yet infarcted brain tissue on 
imaging. Trials that have suggested that the treatment window may 
be extended in patients who have been shown to have ischemic brain 
tissue but not yet infarcted on imaging are described below.

The EXTEND trial

Treatment with IV tPA outside the standard 4.5 hours window was 
evaluated by the Extending the Time for Thrombolysis in Emergency 
Neurological Deficits (EXTEND) trial. The trial was the first phase 
III randomized, placebo-controlled study to show benefit of IVT for 
patients presenting in the late hour window [13]. However, it must 
be premised that the rate of symptomatic intracerebral hemorrhage 
(sICH) in the EXTEND trial was among the highest reported. In this 
trial, thrombolysis was guided by perfusion imaging up to 9 hours after 
the onset of stroke. In effect in these cases advanced neuroimaging 
was used to select patients with CT perfusion or perfusion-diffusion 
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MRI. The trial randomized 225 patients to either alteplase or placebo 
within 4.5 to 9.0 hours of symptoms onset or within 9 hours from 
the midpoint of sleep, if presenting with a wake-up stroke. Patients 
were included if they fulfilled three criteria: a) ischemic core <70ml, 
measured on CT perfusion as brain volume with cerebral blood 
flow <30% of normal brain regions (rCBF) or on MRI as apparent 
diffusion coefficient (ADC) <620μm²/s, b) Critically hypoperfused 
brain volume >10ml from ischemic core volume, measured on CT or 
magnetic resonance (MR) perfusion as delayed arrival of an injected 
racer agent (time to maximum of the residue function, Tmax >6s), 
c) Perfusion lesion–ischemic core mismatch ratio >1.2. The primary 
outcome was a score of 0 or 1 on the modified Rankin scale, on which 
scores range from 0 (no symptoms) to 6 (death), at 90 days. The trials 
demonstrated that among the patients who had ischemic stroke and 
salvageable brain tissue, the use of alteplase between 4.5 and 9.0 
hours after stroke onset or at the time the patient awoke with stroke 
symptoms resulted in a higher percentage of patients with no or minor 
neurologic deficits than the use of placebo. It showed that favorable 
outcome was more likely for the IV-rtPA group after adjustment for 
age and clinical severity at baseline, but not in unadjusted analysis. 
These results were obtained prior the early termination of the study, 
terminated due to loss of equipoise after publication of the WAKE-UP 
trial.

EXTEND-IA TNK, EXTEND-IA TNK part 2 trial and NOR-
TEST 

Current treatment with tissue plasminogen activator (tPA) 
requires an intravenous infusion of 1 hour because the clearance of 
tPA from the circulation is rapid (t 1/2 approximately 6 min). There 
have been multiple studies evaluating the safety and efficacy of 
alternative thrombolytic agents. Today, attention drawn to the benefits 
of intravenous (IV) tenecteplase (TNK) for acute stroke reperfusion 
therapy, particularly given the ease of administration and affordability. 
This thrombolytic medication is a genetically modified variant of 
alteplase with greater fibrin specificity and a longer half-life that 
permits bolus administration.

The Tenecteplase versus Alteplase before Endovascular Therapy 
for Ischemic Stroke (EXTEND-IA TNK) trial only involved patients 
with large vessel occlusions and compared 0.25 mg/kg of tenecteplase 
with standard dose IV-tPA [14]. The trial enrolled patients 
presenting within 4.5 hours of symptom onset that were eligible for 
mechanical thrombectomy, that is randomized tPA- and mechanical 
thrombectomy–eligible patients into tenecteplase and alteplase 
groups. The tenecteplase group had a higher incidence of reperfusion 
and better functional outcome, with similar adverse events before IVT 
than did intravenous alteplase. The recently concluded EXTEND-
IA TNK part-2 trial compared 2 different doses of TNK (0.25 mg/
kg vs. 0.4 mg/kg) prior to thrombectomy [15]. The trial authors 
randomly assigned patients with ischemic stroke who had occlusion 
of the internal carotid, basilar, or middle cerebral artery and who 
were eligible to undergo thrombectomy to receive tenecteplase (at 
a dose of 0.25 mg per kilogram of body weight; maximum dose, 25 
mg) or alteplase (at a dose of 0.9 mg per kilogram; maximum dose, 
90 mg) within 4.5 hours after symptom onset. The results showed that 

a dose of 0.40 mg/kg of TNK, compared with 0.25 mg/kg, did not 
significantly improve cerebral reperfusion in patients with large vessel 
occlusion ischemic stroke in whom endovascular thrombectomy is 
planned. The Tenecteplase versus alteplase for management of acute 
ischemic stroke (NOR-TEST) trial is the first randomized controlled 
phase 3 trial to investigate the safety and efficacy of tenecteplase in 
acute ischemic stroke, moreover the first clinical endpoint trial of 
tenecteplase at a high dose versus alteplase [16]. The study enrolled 
adults with suspected acute ischemic stroke who were eligible for 
thrombolysis and admitted within 4.5 hours of symptom onset or 
within 4.5 hours of awakening with symptoms, or who were eligible 
for bridging therapy before thrombectomy. A total of 1100 patients 
who fulfilled standard thrombolysis eligibility criteria and were 
randomly assigned; the conventional primary endpoint of excellent 
outcome, defined by scores 0 to 1 occurred in 354 (64%) patients in 
the tenecteplase group and 345 (63%) patients in the alteplase group 
at 3 months. The frequency of symptomatic intracerebral hemorrhage 
was similar between groups. The study failed to test the hypothesis 
under investigation that is whether tenecteplase is superior to 
alteplase, due to insufficient statistical power from the expectation of 
a large treatment effect, and why about 80% of participants present 
with mild neurological damage, a transient ischemic attack, or a 
mimic of stroke. However, the NOR-TEST investigators proved the 
safety and efficacy of using a dose of 0.4 mg/kg of tenecteplase with 
similar rates of symptomatic intracerebral hemorrhage and functional 
independence when compared with IV-tPA. It should be noted that 
the use of tenecteplase for the treatment of acute stroke is currently 
off label.

WAKE-UP TRIAL

In 14 to 27% of strokes, the time of symptom onset is not known, 
frequently because stroke symptoms are recognized when the patient 
awakes from sleeping [17-18]. Therefore, many patients with stroke 
are precluded from thrombolysis treatment because the time from 
onset of their symptoms is unknown. For this reason, different 
advanced neuroimaging MRI sequences sensitive to different aspects 
of tissue pathophysiology in acute cerebral ischemia have been used. 
DWI/FLAIR mismatch has been shown to predict stroke onset <4.5 h 
with a sensitivity of 78% and positive predictive value of 83%, even up 
to 87% for middle cerebral artery (MCA) [19]. Using this concept, in 
another example of expanding indications for IV thrombolysis, the 
Efficacy and Safety of MRI-Based Thrombolysis in Wake-Up Stroke 
(WAKE-UP) trial showed that patients who presented within 4.5 
hours of awakening with stroke symptoms had a small benefit with 
IV-tPA if MRI DWI showed a diffusion-restricting lesion without 
matching hyperintense signal on fluid attenuated inversion recovery 
(FLAIR) sequence [20]. In these trial patients with wake-up stroke 
(WUS) with unknown symptom onset time or patients that woke up 
with symptoms, presenting within 4.5 hours from awakening with 
positive DWI MRI of the brain and absence of signal FLAIR imaging 
were randomized to either IVT with alteplase 0.9 mg/kg or placebo. 
AIS patients treated with IVT had higher rates of 3-month favorable 
functional outcome FFO) 53% compared to placebo 42% despite a 
greater risk for parenchymal hematoma. The WAKE-UP trial protocol 
paved the way in expanding the indications for safe and effective 
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delivery of IV-tPA, but it was not aimed at extending the time window 
of the IVT. The demonstration of a “mismatch” between an abnormal 
diffusion-weighted imaging (DWI) signal and a normal fluid-
attenuated inversion recovery (FLAIR) on brain MRI plays a central 
role in the new guidelines. So much so that the recommendations 
from the American Heart Association / American Stroke Association 
(AHA / ASA) represented a marked change in the role of imaging for 
AIS, particularly for “awakening” stroke, guidelines updated in 2019 
to reflect new data favoring the use of the DWI-FLAIR mismatch as a 
decision-making tool for stroke upon awakening [21]. However, they 
are “moderate” recommendation for alteplase treatment guided by 
magnetic resonance imaging (MRI) in patients with unknown time 
of symptom onset.

Randomized, Multicenter Trial of ARTSS-2, and multimodal CT or 
MRI for IV thrombolysis in ischemic stroke with unknown time of onset.

Interestingly, a recent phase-II randomised controlled trial 
ARTSS-2 (Argatroban With Recombinant Tissue Plasminogen 
Activator for Acute Stroke) assessing the adjunctive use of a direct 
thrombin inhibitor (argatroban) in addition to IVT shows no 
increase in the risk of sICH. ARTSS-2 is the first randomized trial of 
concurrent IV thrombolysis and anticoagulation [22]. In this trial, 
patients treated with standard-dose r-tPA, not receiving endovascular 
therapy, were randomized to receive no argatroban or argatroban (100 
μg/kg bolus) followed by infusion of either 1 (low dose) or 3 μg/kg per 
minute (high dose) for 48 hours. Safety was incidence of symptomatic 
intracerebral hemorrhage. Probability of clinical benefit (modified 
Rankin Scale score 0–1 at 90 days) was estimated using a conservative 
Bayesian Poisson model (neutral prior probability centered at relative 
risk, 1.0 and 95% prior intervals, 0.33–3.0) Despite the limited 
number of patients studied, conservative Bayesian analyses indicated 
a 79% probability that adjunctive argatroban, a direct thrombin-
inhibitor, increased the percent of patients with a score of 0–1 on the 
modified Rankin scale (the scale runs from 0-6 with “0” being perfect 
health without symptoms to “6” being death. 0 - No symptoms) at 
90 days. Macha et al [23]. Compared 2 different protocols to enable 
thrombolysis in the extended or unknown time window after 
stroke onset with either multimodal CT or MRI.   IV thrombolysis 
was performed in 100 patients (54.3%) based on multimodal CT 
imaging and in 84 patients (45.7%) based on MRI, with evidence 
of salvageable brain tissue at risk on CT or MR perfusion imaging 
(mismatch between hypoperfusion  versus  infarcted core, mismatch 
quotient > 1.4), and unknown time of onset and >4.5 hours from last 
known well, including patients with wake-up stroke and patients with 
known time of onset >4.5 hours (unknown and extended window, 
respectively), with no upper limit of time, is feasible, with safety and 
efficacy outcomes comparable to previous randomized trials. The 
authors reported that IV thrombolysis in IAS in the unknown or 
extended time window appeared safe in CT and MRI selected patients, 
while the use of CT imaging led to faster door-to-needle times.

Current concepts in endovascular treatment of acute 
ischemic stroke

Until recently, intravenous recombinant tissue-type plasminogen 
activator was the only evidence-based treatment option. In general, 

but terminology may vary, acute occlusion of the intracranial internal 
carotid artery (ICA), proximal posterior cerebral artery, middle 
cerebral artery (MCA), anterior cerebral arteries, and/or basilar artery 
are commonly referred to as large vessel occlusions (LVOs). This class 
of AIS has larger infarct sizes, more severe presentation deficits, and 
worse clinical outcomes, so it is conceivable that the endovascular 
EVT may disproportionately benefit stroke-related dependence and 
death [24]. However, the past several years has witnessed dynamic 
developments in the field of EVT with respect to AIS, to the point of 
prove that EVT is effective in treating ischemic strokes due to large 
vessel occlusion (LVO). Only after the 2015 publication of five clinical 
trials, EVT has become the standard of care in patients with acute 
ischemic stroke with large-vessel occlusion (LVO) presenting within 
6 hours from symptom onset. The five studies (MR CLEAN, ESCAPE, 
REVASCAT, SWIFT PRIME and EXTEND IA) were conducted 
between December 2010 and December 2014 [25]. These studies 
collectively established the overall safety and efficacy of interventional 
endovascular treatment for acute ischemic stroke. The HERMES 
(Highly Effective Reperfusion evaluated in Multiple Endovascular 
Stroke Trials) collaboration was formed to pool patient data from these 
5 trials. The HERMES trial concluded that EVT reduced disability 
from anterior circulation stroke with LVO, and benefits could be seen 
in most patients, irrespective of patient characteristics including age 
or geographical locations. Furthermore, from the meta-analysis and 
other studies, we know that overall, the risk of reperfusion hemorrhage 
is relatively low, 4.4% in the EVT arm versus 4.3% in the control arm 
[26]. Guidelines for Management of Acute Ischemic Stroke from 
the American Heart Association/American Stroke Association has a 
new recommendation that CT perfusion (CTP), diffusion-weighted 
imaging (DWI)-MRI, and/or MRI perfusion (MRP) be included as 
part of a standard imaging evaluation for patients within 6–24 h of 
symptom onset [6].

DAWN (DWI or CTP Assessment with Clinical Mismatch in 
the Triage of Wake-Up and Late Presenting Strokes Undergoing 
Neurointervention with Trevo) trial

This multi-centre, prospective, open-label trial with blinded 
outcome assessment trial proved the efficacy of EVT up to 24 h after 
symptom onset [27]. Patients with LVO in the anterior circulation on 
CTA or magnetic resonance angiogram and who had a determined 
mismatch between the radiological core infarct and clinical deficits, 
that is clinical-core mismatch, were randomized to EVT or conservative 
treatment. It should be noted that the MRI or CT perfusion with the 
use of RAPID software was only used to estimate infarct core. Indeed, 
in these trials, the need for fast and accurate interpretation of brain 
and vascular imaging from the emergency radiologist has never been 
more important, by identifying patients with a relatively small core 
infarct, the radiologist can assist the stroke neurologist in selecting 
patients who are most likely to benefit from EVT. The DAWN study’s 
included patients with MCA and/or ICA occlusion presenting within 
6–24 hours of last known well with NIHSS scores of 10 or more and 
a relatively small volume of core infarct as assessed by diffusion-
weighted MRI or perfusion CT, ideally less than 30 cm3. Effectively, 
the aim was to establish whether subjects considered to have 
substantial areas of salvageable brain based on age-adjusted clinical 
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core mismatch who can undergo endovascular treatment within 6-24 
h from time last seen well (TLSW) have better outcomes at three 
months compared to subjects treated with standard medical therapy 
alone. Age-adjusted clinical core mismatch is defined by age; indeed, 
patients were stratified into 3 groups: Group A ≥ 80 years of age, 
baseline National Institutes of Health Stroke Scale NIHSS ≥ 10, and 
infarct volume <21 cm3; Group B <80 years of age, NIHSS ≥ 10, and 
infarct volume <31 cm3; and Group C <80 years of age, NIHSS ≥ 20, 
infarct volume 31 to <51 cm3. The results of the reported DAWN trial 
were highly in favor of EVT. Pre-specified interim analysis indicated a 
high probability of benefit with thrombectomy over standard medical 
management, resulting in early termination of the trial, indeed, 
3-month functional independence: 49% in the EVT group versus 
13% in the best medical management group) and analogous to the 
positive results of early time window EVT trials. In summary, the time 
window for endovascular treatment may be extended to 24 hours after 
the patient was last known to be well if patients are carefully selected 
based on a disproportionately severe clinical deficit in comparison 
with the size of the stroke on imaging.

DEFUSE 3  (The Endovascular Therapy Following Imaging 
Evaluation for Ischemic Stroke)

Concurrently, another multicenter, randomized, open-label trial, 
with blinded outcome assessment, commonly named Endovascular 
Therapy Following Imaging Evaluation for Ischemic Stroke (DEFUSE 
3), examined the outcomes for endovascular intervention for a similar 
population of patients with anterior circulation LVO between 6 and 
16 hours of last known well, with slightly distinct qualifying criteria 
[28]. While the DAWN trial used a selection paradigm that assigned 
a pre-treatment core infarct threshold (maximum of 50ml) based on 
patient age and presenting NIHSS, DEFUSE 3 trial was more inclusive. 
In this trial, 182 patients, between 6 and 16 hours after the time last 
known well, had been randomized to thrombectomy plus medical 
therapy versus medical therapy alone, prior to early trial termination 
for efficacy. Patients were eligible if they had an initial infarct volume 
of less than 70 ml, a ratio of volume of ischemic tissue to initial 
infarct volume of 1.8 or more, and an absolute volume of potentially 
reversible ischemia of 15 ml or more, assessed from CT perfusion or 
MR diffusion. Importantly, DEFUSE3 included patients with NIHSS 
between 6 and 9 in addition to those with NIHSS >10, patients over 90 
years old, and those with baseline mRS of 2. Ultimately, in this trial, 
endovascular thrombectomy for ischemic stroke 6 to 16 hours after 
a patient was last known to be well plus standard medical therapy 
resulted in better 90-day functional outcomes than standard medical 
therapy alone among patients who had evidence of salvageable tissue 
based on a formula that incorporated early infarct size and the volume 
of hypoperfused tissue on perfusion imaging

Endovascular treatment of acute ischemic stroke in posterior 
circulation 

Posterior circulation strokes are known to lead to worse clinical 
outcomes compared to strokes in the anterior circulation [29]. Basilar 
Artery Occlusion (BAO), which represent most of the posterior 
circulation LVO, tend to have devastating outcomes. The basilar artery 

is generally the primary artery that supplies blood flow to the posterior 
circulation including the brain stem, occipital lobes, and part of the 
cerebellum and thalami. As the territory of the posterior circulation 
is very small compared with anterior circulation, even a small infarct 
can lead to life-threatening complications. It carries a high mortality 
of 85–95% if recanalization does not occur, and a substantial part 
of survivors suffer severe disability, some being in locked in state 
[30].  Despite predominant evidence for endovascular therapy in 
anterior circulation ischemic stroke due to large-vessel occlusion, data 
regarding the treatment of acute BAO are still equivocal, especially 
regarding revascularization therapies. The recent trials excluded 
patients with posterior circulation LVO. Intravenous thrombolysis is 
the conventional standard-of-care in eligible patients with acute BAO 
and other strokes of the posterior circulation; however, thrombolysis 
alone may not yield satisfactory reperfusion in many patients in acute 
BAO, pharmacological thrombolysis, was adjuncted or replaced 
with invasive, endovascular thrombectomy procedures. It is widely 
agreed that meaningful survival after BAO requires rapid access 
to revascularization, but a considerable proportion of successful 
recanalizations do not translate into clinical benefit; this defines 
the term “futile recanalization”.  Futile recanalization was defined 
as successful recanalization with no clinical benefit demonstrated 
as an mRS score 4–6 at 3 months. There is abundant, data from the 
registries and retrospective series showing benefit from mechanical 
thrombectomy (MT), with successful reperfusion in selected patients, 
most notably to exclude victims of already extended ischemia, would 
assist in translating excellent recanalization rates into improved clinical 
outcomes and more acceptable futility rates. Currently, treatments 
using intravenous thrombolytic agents or intra‐arterial treatments for 
BAO remain unclear of its efficacy whereas mechanical thrombectomy 
(MT) is thought to be the most effective treatment. About this a 
recent large meta-analysis of 1,358 patients showed MT is the most 
effective method of treatment of acute basilar artery occlusion. The 
efficacy of IV or IA thrombolytic therapy  in BAO remains unclear; 
despite now the ‘gold-standard’ method of revascularization has 
not been definitively established, evidence strongly favor MT as the 
most effective treatment [31]. A recent systematic review comparing 
intravenous thrombolysis with mechanical thrombectomy suggests 
that the introduction of mechanical thrombectomy techniques, 
including aspiration and stent retriever thrombectomy, resulted 
in improved clinical and angiographic outcomes and safety 
profile. Therefore, we can conclude that endovascular mechanical 
approaches have been reported to provide superior outcomes over 
pharmacological thrombolysis in basilar artery occlusion [31]. The 
REVASK (Revascularization in Ischemic Stroke Patients) registry 
from Germany, suggests that MT in posterior circulation stroke 
(PCS) shows a lower risk of symptomatic intracranial hemorrhage 
and similar effectiveness compared to anterior circulation stroke 
(ACS). PCS patients also seem to benefit from MT started beyond 6 
h after symptom onset. In any case mechanical thrombectomy (MT) 
following intravenous administration of IV-rt-PA is considered an 
effective treatment for the occlusion of the internal carotid artery or 
the M1 segment of the middle cerebral artery.
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The Clinical Usefulness Hypothermia after Endovascular 
Thrombectomy

Despite the remarkable achievement of EVT from acute ischemic 
stroke with emergent large-vessel occlusion, many stroke patients 
still experience disabilities despite the high reperfusion rate, as in 
the case of characteristic stroke involving the entire middle cerebral 
artery (MCA) territory, also ‘malignant MCA infarction,’ can be 
catastrophic with a mortality rate of up to 70% [33]. Advances in 
thrombectomy techniques have led to a high rate of reperfusion 
for carotid terminus occlusions. With these improvements in EVT 
outcomes, ICA terminus occlusions can now usually be categorized 
along with MCA M1 occlusions under the term anterior circulation 
LVO. However, there is still a population where outcomes are 
universally grave despite best EVT. The potential benefit of EVT is 
likely less and the risks of hemorrhage greater in patients who present 
late or have very large core sizes (>100 mL) [34]. These patients may 
be candidates for combining EVT with future therapeutic advances, 
such as hypothermia. Indeed,  targeted temperature management 
(TTM) may be more beneficial after endovascular treatment (EVT) 
in patients with a large ischemic core [35]. These results may provide 
useful direction in the design of future clinical trials.

Conclusions

The recent advancements in EVT and IVT have revolutionized 
treatment of AIS. The two therapies constitute in combination the 
standard of care for patients with acute ischemic stroke with anterior 
circulation large vessel occlusion. The therapeutic window has shown 
an expansion in recent years for these two therapies, evaluating 
various mismatches using advanced imaging in AIS. Still, the status of 
AIS reperfusion treatments in extended time windows is dominated 
by high-quality data from RCTs that used advanced neuroimaging 
(CT/MR perfusion or MRI) to select patients. The recanalization 
therapies in late time windows are not investigational nor a luxury for 
modern acute stroke care. Far from it, they are life-saving treatment 
modalities for a major cause of disability and among the leading causes 
of mortality worldwide, and their widespread use in clinical practice 
is an urgent need. New treatment algorithms for AIS need for AIS 
in extended time windows, and advanced neuroimaging capability 
acquisition in stroke centers, which is not an easy task. Further clinical 
trials are underway to broaden the horizon of acute stroke treatment, 
and we must also aim to have even more advanced imaging to achieve 
a broader therapeutic window and better clinical outcomes soon. 
Timely reperfusion in AIS is the most effective treatment available, 
new schemes and patients await us for which interventions maybe 
applied. We wait that advanced imaging focused on assessing collateral 
circulation and cerebral hemodynamics can help select patients who 
are most likely to benefit from IVT and EVT, even beyond the times 
studied to date. Advanced imaging focused on assessing collateral 
circulation and cerebral hemodynamics can help select patients who 
are most likely to benefit from IVT and MT, even beyond the times 
studied to date Finally, I think the key challenge that we will face is the 
organization of stroke care which aims to get the right patient to the 
right hospital as fast as possible.
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