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Abstract: Intravenous thrombolytic therapy with alteplase (IVT) is a standard of care in ischemic
stroke, while recent trials investigating direct endovascular thrombectomy (EVT) approaches showed
conflicting results. Yet, the effect of IVT on secondary injury volumes in patients with complete
recanalization has not been analyzed. We hypothesized that IVT is associated with worse functional
outcome and aggravated secondary injury volumes when administered to patients who subsequently
attained complete reperfusion after EVT. Anterior circulation ischemic stroke patients with complete
reperfusion after thrombectomy defined as thrombolysis in cerebral infarctions (TICI) scale 3 after
thrombectomy admitted between January 2013–January 2021 were analyzed. Primary endpoints
were the proportion of patients with functional independence defined as modified Rankin Scale
(mRS) score 0–2 at day 90, and secondary injury volumes: Edema volume in follow-up imaging
measured using quantitative net water uptake (NWU), and the rate of symptomatic intracerebral
hemorrhage (sICH). A total of 219 patients were included and 128 (58%) patients received bridging
IVT before thrombectomy. The proportion of patients with functional independence was 28% for
patients with bridging IVT, and 34% for patients with direct thrombectomy (p = 0.35). The rate of
sICH was significantly higher after bridging IVT (20% versus 7.7%, p = 0.01). Multivariable logistic
and linear regression analysis confirmed the independent association of bridging IVT with sICH
(aOR: 2.78, 95% CI: 1.02–7.56, p = 0.046), and edema volume (aOR: 8.70, 95% CI: 2.57–14.85, p = 0.006).
Bridging IVT was associated with increased edema volume and risk for sICH as secondary injury
volumes. The results of this study encourage direct EVT approaches, particularly in patients with
higher likelihood of successful EVT.

Keywords: stroke; thrombectomy; thrombolysis

1. Introduction

The administration of intravenous recombinant tissue plasminogen activator (IVT)
within the first hours after stroke onset is a standard of care in ischemic stroke, and is
often used in combination with endovascular thrombectomy (EVT), which has proven
to be beneficial to patients with ischemic stroke caused by a large vessel occlusion (LVO)
in the anterior circulation [1–4]. The primary treatment target of IVT and EVT in LVO
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stroke is vessel recanalization, which has shown to be the main determinant of functional
outcome [5–7]. Vessel recanalization after IVT alone, however, occurs rarely, depending
on vessel size [5]. On the other side, reported recanalization rates in EVT trials increased
continuously: 40% in IMS-III, 2013; 60% in MR CLEAN, 2015; 77% in DEFUSE-3, 2018;
86% in ESCAPE-NA1, 2020, respectively [8–10], mainly due to better devices and rising
experience. IVT has been administered in the majority of the included patients, except
DEFUSE-3 with only 10% of patients receiving IVT. Recently, it has been observed that
direct EVT was non-inferior compared to patients undergoing EVT with prior IVT with
regards to functional outcomes, however, other trials did not observe non-inferiority of
direct EVT [11,12]. Consequently, it is discussed controversially to ascertain in which
patients to apply IVT, and in particular to investigate factors associated with additional
harm [13–15]. The increasing rates of vessel recanalization after EVT alone emphasize the
need to investigate the effects of IVT on lesion pathophysiology and clinical outcome in
patients with complete reperfusion. The purpose of this study was to compare clinical
outcomes and secondary injury volumes in patients with versus without IVT and complete
EVT. We hypothesized that IVT is associated with worse functional outcome at day 90 and
increased secondary injury volumes at follow-up imaging (i.e., symptomatic intracranial
hemorrhage and ischemic edema formation) when administered in patients with ischemic
stroke who subsequently underwent complete recanalization by EVT with a thromboloysis
in cerebral infarction (TICI) of 3.

2. Materials and Methods
2.1. Patients

All ischemic stroke patients with LVO in the anterior circulation admitted between
January 2013–January 2021 at a high-volume tertiary stroke center were consecutively
analyzed. Only anonymized data were analyzed after ethical review board approval, and
informed consent was waived after review.

The a priori defined inclusion criteria for this study were: (1) ischemic anterior circula-
tion LVO stroke with multimodal CT imaging on admission (non-enhanced CT (NECT),
CT angiography (CTA) and CT perfusion (CTP)); (2) occlusion of the intracranial internal
carotid artery or proximal middle cerebral artery (M1 segment); (3) known onset of symp-
toms; (4) complete reperfusion after EVT defined as a Thrombolysis in Cerebral Infarction
(TICI) score of 3; (5) absence of intracranial hemorrhage; (6) absence of significant imaging
artifacts. TICI rating was determined by the operating neurointerventionalist and validated
by a further attending neuroradiologist. Good functional outcomes were defined as modi-
fied Rankin Scale (mRS) scores 0–2. The mRS scores were evaluated at the 90-day follow-up
by a physician or a trained and certified mRS nurse. sICH was defined according to the
second European–Australasian Acute Stroke Study (ECASS II) as presence of intracerebral
hemorrhage and a 4-point neurological deterioration on the National Institute of Health
Stroke Scale (NIHSS) [16].

2.2. Revascularization Protocol

IVT was administered to patients according to current guidelines [17]. Laboratory and
conventional clinical inclusion and exclusion criteria for IVT applied. EVT was performed
via a femoral artery approach under general anesthesia or conscious sedation. Endovascular
procedures were performed by board-certified interventional neuroradiologists. The choice
of thrombectomy device was left to the operator.

2.3. Image Analysis

The readers were blinded for all clinical data. Image analyses including volumet-
ric and densitometric analysis were performed using commercially available software
(Analyze 11.0, Biomedical Imaging Resource, Mayo Clinic, Rochester, MN, USA) by a
board-certified experienced neuroradiologist using standardized procedures. Ischemic
lesion net water uptake (NWU) was measured as an imaging biomarker to quantify cerebral
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ischemic edema before treatment on admission CT and on follow-up CT (FCT) 24 h after
treatment with a standardized procedure, as previously described in detail [7,18–20]. NWU
describes ischemic lesion water uptake per volume of brain infarct (i.e., relative proportion
of edema) [7,20]. ∆NWU was defined as the additional NWU from admission to FCT
for each patient (∆NWU = NWUfct − NWUadmission) [7]. Total infarct volume has been
defined as the volume of the whole visually evident lesion in FCT and was measured using
semiautomatic volumetric segmentation. Edema volume (EV) as a measure of the absolute
volume of edema was then determined as described before [21] as the product of the total
infarct volume and NWUfct according to Equation (1) according to Nawabi et al. [21].

Equation (1) [19,21]:

Edema volume = Total infarct volume * % − NWU (1)

2.4. Statistical Analysis

Univariable distribution of metric variables was described by median and interquartile
range (IQR) or means and standard deviation (SD). Categorial variables were compared
using χ2-tests. Shapiro–Wilk tests were used to test for normal distribution. Patients who
received bridging IVT were compared to patients who did not receive IVT and directly
underwent EVT. Patient characteristics are shown in Table 1. As endpoints, we defined
the proportion of patients with functional independence (mRS 0–2), the degree of edema
formation (∆NWU), the occurrence of sICH, and edema volume. To determine the treat-
ment effect of IVT on the aforementioned endpoints, we used inverse-probability weighted
regression adjustments using logit outcome and treatment models adjusted for baseline
variables (age, NIHSS, ASPECTS, occlusion location, and time from onset to imaging).
Secondly, we investigated the association of the independent variables on functional in-
dependence and sICH using uni- and multivariable logistic regression analysis, as well
as ∆NWU and edema volume using linear regression analysis, respectively. Correlation
between all independent variables was tested to exclude multicollinearity.

Table 1. Patient characteristics.

Baseline Characteristics Bridgin IVT Direct MT p Value

Subjects, n (%) 128 (58) 91 (42)

Baseline variables

Age in years, median (IQR) 73 (62–80) 76 (66–83) 0.06
Female sex, n (%) 56 (44) 72 (56) 0.10

Admission NIHSS, median (IQR) 16 (12–20) 16 (10–20) 0.66
ASPECTS, median (IQR) 6 (6–8) 7 (5–8) 0.63

Time from onset to imaging in h,
median (IQR) 3.1 (1.4–4.4) 2.0 (1.0–4–0) 0.38

Time imaging to reperfusion in h,
median (IQR) 1.7 (1.3–2.0) 1.8 (1.6–2.8) 0.05

Endpoints

Follow-up infarct volume in mL,
median (IQR) 48 (18–92) 37 (11–65) 0.04

Follow-up NWU, mean % (SD) 14.7 (8.1) 11.9 (0.8) 0.02
Edema volume in mL,

median (IQR) 6 (2–17) 4 (1–11) 0.04

∆NWU, median % (IQR) 6.1 (0.5–11.9) 4.1 (1.6–7.7) 0.09
NIHSS at 24 h 10 (4–21) 13 (5–18) 0.75

Modified Rankin Scale,
median (IQR) 4 (2–5) 3 (1–5) 0.61

mRS 0–2, n (%) 36 (28) 31 (34) 0.35
sICH, n (%) 26 (20.3) 7 (7.7) 0.01

NIHSS: National Institute of Health Stroke Scale, IQR: Interquartile Range, ASPECTS: Alberta Stroke Program
Early CT Score, h: hours, mL: milliliters, NWU: net water uptake, sICH: symptomatic intracranial hemorrhage.
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A statistically significant difference was accepted at a p-value of less than 0.05. Analy-
ses were performed using Stata 17.0 (StataMP, StataCorp, College Station, TX, USA).

3. Results
3.1. Study Cohort

A total of 219 patients were included. The patient characteristics are displayed in
Table 1. The median age was 74 (IQR: 63–81) and 106 patients were female (48%). The
median NIHSS was 16 (IQR: 11–20) and the median ASPECTS was 7 (IQR: 6–8). The median
time from symptom onset to imaging was 3 h (IQR: 1.3–4.0). A total of 128 patients received
IVT (58%). The median time from imaging to recanalization was 1.7 h (IQR: 1.4–2.4). After
24 h, the median NIHSS was 11 (IQR: 4–20), and the median mRS at day 90 was 3 (IQR: 2–5).

Comparing patients who received IVT to patients who did not receive IVT, there were
no significant differences in sex, admission NIHSS (median 16, p = 0.66), or ASPECTS
(median 6 versus 7, p = 0.63). Tendentially, patients with IVT were younger (73 versus
76 years, p = 0.06). There were no differences regarding the time from symptom onset
to imaging (3.1 versus 2.0 h, p = 0.38) and time from imaging to complete reperfusion
(1.7 versus 1.8 h, p = 0.05) (Table 1). Figure 1 illustrates an example of a patient receiving
IVT who develops significant edema formation. In total, 94 patients (43%) showed futile
recanalization defined as mRS 4–6 at day 90 despite complete recanalization. Considering
early neurological change, 92% of all patients showed a lower NIHSS score at discharge
compared to the NIHSS on admission.
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Figure 1. Illustration of a patient receiving bridging intravenous alteplase prior to complete endovas-
cular recanalization. The patient showed significant edema progression with aggravated absolute
edema volume in follow-up imaging. ∆NWU reflects the change of the relative edema proportion
from admission to follow-up (∆NWU = % NWU admission − % NWU follow-up) as previously
defined [7].

3.2. Impact of IVT on Clinical Endpoints

Comparing patients with bridging IVT to patients with direct EVT, no differences were
observed in the median NIHSS at 24 h (10 versus 13, p = 0.75). The median mRS at day 90
was similar: 4 (IQR: 2–5) in patients with bridging IVT, and 3 (IQR: 1–5) in patients with
direct EVT (p = 0.61). The proportion of patients with functional independence was 28% for
patients with bridging IVT and 34% for patients with direct EVT (p = 0.35) (Table 1). After
regression adjustment, no significant treatment effect of IVT on functional independence as
an endpoint was observed, adjusted for age, NIHSS, ASPECTS, occlusion location, and time



J. Clin. Med. 2022, 11, 1565 5 of 12

from onset to imaging (p = 0.11), with an adjusted proportion of functional independence
of 38% (95% CI: 28–48%) for patients with direct EVT, compared to 28% (95% CI: 19–37%)
for patients with bridging IVT. In multivariable logistic regression analysis, IVT was not
associated with functional independence, despite a small trend towards reduced probability
for good outcome (OR: 0.48, p = 0.09). Independent significant predictors were age (OR:
0.93, p < 0.001), and NIHSS (OR: 0.85, p < 0.001) (Table 2, Figure 2).

Table 2. Binary logistic regression analysis for good clinical outcome (A; mRS 0–2) and for symp-
tomatic intracranial hemorrhage (B; sICH).

(A) mRS 0–2 Univariable Analysis Multivariable Analysis

OR 95% CI p Value OR 95% CI p Value

Age 0.94 0.92–0.97 <0.001 0.93 0.89–0.97 <0.001
NIHSS 0.82 0.77–0.88 <0.001 0.85 0.78–0.91 <0.001

Time onset to imaging 1.04 0.81–1.33 0.77 – – – –
ASPECTS 1.20 0.98–1.47 0.004 – – – 0.26

IVT 0.76 0.42–1.35 0.35 0.48 0.21–1.12 0.09
Time image to recan 0.88 0.64–1.20 0.41 – – – –

(B) sICH

Age 1.00 0.98–1.03 0.65 – – –
NIHSS 1.03 0.98–1.09 0.25 – – –

Time onset to imaging 1.38 1.00–1.90 0.046 1.34 0.97–1.84 – 0.07
ASPECTS 0.74 0.55–0.99 0.045 0.73 0.54–0.99 – 0.044

IVT 3.06 1.27–7.39 0.01 2.78 1.02–7.56 0.046
Time imaging to recan 0.85 0.48–1.49 0.57 – – – –

IVT: Intravenous treatment with alteplase.
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3.3. Impact of IVT on Secondary Injury Volumes

Patients with bridging IVT had higher total infarct volumes (48 mL versus 37 mL,
p = 0.04), and higher EV (6 mL versus 4 mL, p = 0.039). The rate of sICH was significantly
higher in patients with bridging IVT (26% versus 7%, p = 0.01). After regression adjust-
ment, IVT had a significant effect on the occurrence of sICH (p = 0.029) with an adjusted
proportion of sICH of 7.8% (95% CI: 1.7–13.8%) in direct EVT patients versus 19.0% (95%
CI: 10.9–27.1%), adjusted for age, NIHSS, ASPECTS, occlusion location, and time from
onset to imaging. Second, IVT had a significant effect on EV (p = 0.01) after regression
adjustment, with an adjusted EV of 6.9 mL (95% CI: 4.9–9.0 mL) for patients with direct EVT
and 14.2 mL (95% CI: 9.0–19.5 mL) for patients with bridging EVT, adjusted for the afore-
mentioned variables. In multivariable logistic regression analysis, IVT (OR: 2.78, p = 0.046),
time from onset to imaging (OR: 1.34, p = 0.046), and ASPECTS (OR: 0.74, p = 0.044) were
significantly and independently associated with sICH (Table 2, Figure 3). In multivariable
linear regression analysis, IVT was significantly associated with higher EV (ß = 8.7, 95% CI:
2.6–14.8, p < 0.01) (Figure 4).
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4. Discussion

The aim of this study was to investigate the impact of IVT on clinical outcome and
secondary injury volumes in patients with complete endovascular recanalization compared
to direct EVT. The main findings of this study are: (1) IVT was not associated with better
functional outcomes compared to direct EVT but was (2) significantly and independently
associated with increased rates of sICH and EV as secondary injury volumes. (3) Important
predictors of outcome in TICI 3 recanalized patients were age and NIHSS, while ASPECTS,
time from onset to imaging, or time from imaging to recanalization were not indepen-
dent predictors, which emphasizes the importance of complete recanalization as major
determinant of outcome.

In the light of the currently ongoing debate on whether to treat ischemic stroke patients
with bridging IVT or direct EVT, the results of our study indicate that IVT may not be
associated with better outcome, when EVT results in complete reperfusion. In the past, IVT
has been associated with reduced lesion volume, as well as increased risk of secondary
hemorrhage as a marker of blood brain barrier breakdown by destructive effects on the
extracellular matrix and endothelial basal lamina [1,22]. Furthermore, IVT may be associ-
ated with neurotoxic cell injury in the ischemic brain by activation of excitatory aminoacid
receptors [22]. In line with this, we observed a significantly increased EV after EVT in
patients who received IVT, alongside the markedly increased rates of sICH, suggesting that
IVT might be associated with increasing blood-brain barrier disturbance in this subgroup
of patients. Previously, it has been observed that reperfusion in anterior circulation LVO
patients may be associated with increased edema formation [23,24]. On the other hand,
several studies showed that reperfusion is associated with reduced edema formation even
in patients with low ASPECTS [25,26]. These ambiguous findings hint toward different
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courses of edema formation after thrombolytic and endovascular therapy and emphasize
two important problems: a lack of understanding of the relationship between treatment
and lesion pathophysiology, and the resulting consequences for optimization of individual
treatment strategies.

Since approval of IVT for the treatment of ischemic stroke by the FDA in 1996, there
has been an ongoing debate about harm and benefit of IVT administration and about
the optimal treatment selection [27–33]. In 2018, the WAKE-UP trial reported a beneficial
treatment effect of IVT compared to placebo despite a slightly increased rate of sICH [34].
This observation, however, lacked statistical significance in patients with an NIHSS > 10,
which might be of importance considering the higher median NIHSS in the typical EVT
eligible patient cohort (i.e., median NIHSS of 17 in the HERMES metaanalysis [2]).

More recently, the results of the DIRECT-MT, DEVT, and SKIP trial demonstrated
non-inferiority of direct EVT compared to EVT + IVT, with a 4% CI margin in meta-
analysis [35]. More importantly, all trials did not demonstrate that IVT increases the rate of
successful EVT compared to direct EVT, which has been used as an important argument
in favor of IVT administration [36–38]. In the DEVT trial, the proportion of patients with
successful EVT (TICI 2b-3) and the end of the procedure was 88.5% for patients with direct
EVT, and 87.2% for patients with bridging IVT, respectively, also showing no significant
differences in times from onset to randomization, and time from onset to puncture. Second,
the rate of reperfusion at follow-up was not different: 97% in patients with direct EVT,
and 94% for patients with bridging IVT [37]. A further argument in favor of IVT was a
supposedly improved microcirculation, and less peripheral emboli in new territories [39].
A recent study, however, observed that IVT had no effect on the number and volume
of peripheral emboli after EVT independent of the degree of recanalization using high-
resolution diffusion-weighted imaging [40].

Yet, the published results of the aforementioned trials on direct EVT versus bridging
IVT still leave room for interpretation, and may not be sufficient to change clinical practice.
Ethnical aspects might also contribute to differing results of the recently published studies,
with an odds ratio (>1 favoring direct EVT) for the Asian trials (DIRECT-MT, DEVT, SKIP) of
1.08 (95% CI: 0.85–1.38) compared to 0.82 (95%: 0.63–1.07) in non-Asian trials (MR CLEAN
noIV, SWIFT DIRECT). These differences could be suggestive of a different stroke etiology
(i.e., atherothrombotic versus cardioembolic), which might yield a potential relevance for
treatment selection. Nevertheless, the potential implications of an EVT only practice should
be considered and discussed. Decision-making and workflow times could be significantly
reduced, also considering the decline in primary stroke center admissions prior to transfer
to an EVT center (“drip-and-ship”). Furthermore, the application of IVT is associated with
high economical impact, with an approximate base payment of >12,000$ in the US [41].
Additionally, the administration of neuroproctants in combination with reperfusion might
lead to further improvements in functional outcomes and could be tested as an alternative
to bridging IVT [42]. In the ESCAPE-NA1 trial, the application of nerinetide was associated
with better outcomes in patients who did not receive IVT [8]. Likewise, further drugs, such
as glyburide, are currently tested as adjuvant treatment options [43,44].

To our knowledge, this is the first study that investigated the effect of bridging IVT on
functional outcome and secondary injury volumes using quantitative imaging biomarkers
in a patient collective exclusively consisting of complete reperfusion cases. Considering
the rising frequency of successful vessel recanalization over time (e.g., approximately 60%
in MR CLEAN, 72% in ESCAPE, 77% in DEFUSE-3, and 86% in ESCAPE-NA1 [2,8]), the
importance of optimizing treatment strategies for these patients is suggested by the high
proportion of patients with poor outcomes despite successful EVT as described in a recent
meta-analysis (i.e., 45% mRS 3–6 in TICI 2b-3) [45,46]. The early identification of stroke
patients who might not benefit from IVT could therefore be important to further improve
functional outcome. The present study might give further insights into the effect of IVT on
lesion pathophysiology in the setting of complete vessel recanalization, and might help to
tailor individual adjuvant treatment options.
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Limitations include the retrospective single-center nature of this study and the lack of
a control group containing patients with incomplete reperfusion. This includes a potential
selection bias regarding the indication of IVT which is caused by the study design. Finally,
quantitative edema analysis by densitometry requires the absence of a space-occupying
hemorrhage, is subject of time-consuming post-processing, and cannot be applied in pa-
tients with significant artifacts. A further limitation is the missing status of the cerebral
collateral circulation, which might have an impact on secondary injury volumes. Fur-
thermore, details on blood-pressure management, which might also affect the degree of
secondary injury volumes, are unknown for this study. Future studies should analyze the
identification of baseline variables to guide IVT, particularly in cases with high probability
of vessel recanalization (e.g., time window, vessel anatomy, thrombus properties). More-
over, future research is necessary to investigate the impact of IVT in relationship to the
degree of reperfusion for patients with posterior circulation stroke.

5. Conclusions

Bridging IVT was not associated with better functional outcome in patients receiving
complete recanalization. The significantly increased edema volume and risk for sICH as
secondary injury volumes could be a major reason for the lack of a clinical benefit of IVT
in this patient cohort. The results of the present study support direct EVT approaches,
particularly in patients with a higher likelihood of successful EVT.

Author Contributions: Conceptualization, G.B., W.H., A.K., J.F. and U.H.; data curation, C.R., T.D.F.,
S.E. and U.H.; formal analysis, G.B., L.M., C.R., M.B. and H.K.; investigation, T.D.F., N.V.H., H.K.,
S.E. and E.B.; methodology, E.B.; project administration, M.B.; resources, N.V.H.; software, H.K.;
supervision, W.H. and U.H.; validation, L.M., A.K., E.B., J.F. and U.H.; visualization, G.B., C.R. and
H.K.; writing—original draft, G.B., W.H. and M.B.; writing—review & editing, G.B., L.M., T.D.F.,
N.V.H., M.B., S.E., A.K., E.B., J.F. and U.H. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no specific grant from any funding agency in the public, commercial,
or not-for-profit sectors.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of Ethikkommis-
sion der Ärztekammer Hamburg, WF04/13).

Informed Consent Statement: Patient consent was waived as data was fully anonymized.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Conflicts of Interest: Fiehler: German Ministry of Science and Education (BMBF)/German Min-
istry of Economy and Innovation (BMWi)/German Research Foundation (DFG)/European Union
(EU)/Hamburgische Investitions und Förderbank/Medtronic/Microvention/Philips/Stryker, Con-
sultant: Acandis/Boehringer Ingelheim/Cerenovus/Covidien/Evasc/Neurovascular/MDClinicals/
Medtronic/Medina/Microvention/Penumbra/Route92/Stryker/Transverse Medical. Kemmling:
Siemens. Other authors: No disclosures.

References
1. Mair, G.; Von Kummer, R.; Morris, Z.; Von Heijne, A.; Bradey, N.; Cala, L.; Peeters, A.; Farrall, A.J.; Adami, A.; Potter, G.; et al.

Effect of IV alteplase on the ischemic brain lesion at 24–48 h after ischemic stroke. Neurology 2018, 91, e2067–e2077. [CrossRef]
[PubMed]

2. Goyal, M.; Menon, B.K.; Van Zwam, W.H.; Dippel, D.W.J.; Mitchell, P.J.; Demchuk, A.M.; Dávalos, A.; Majoie, C.B.L.M.; Van Der
Lugt, A.; De Miquel, M.A.; et al. Endovascular thrombectomy after large-vessel ischaemic stroke: A meta-analysis of individual
patient data from five randomised trials. Lancet 2016, 387, 1723–1731. [CrossRef]

3. Bhogal, P.; Andersson, T.; Maus, V.; Mpotsaris, A.; Yeo, L. Mechanical Thrombectomy—A Brief Review of a Revolutionary new
Treatment for Thromboembolic Stroke. Clin. Neuroradiol. 2018, 28, 313–326. [CrossRef] [PubMed]

http://doi.org/10.1212/WNL.0000000000006575
http://www.ncbi.nlm.nih.gov/pubmed/30366975
http://doi.org/10.1016/S0140-6736(16)00163-X
http://doi.org/10.1007/s00062-018-0692-2
http://www.ncbi.nlm.nih.gov/pubmed/29744519


J. Clin. Med. 2022, 11, 1565 10 of 12

4. Turc, G.; Tsivgoulis, G.; Audebert, H.J.; Boogaarts, H.; Bhogal, P.; De Marchis, G.M.; Fonseca, A.C.; Khatri, P.; Mazighi, M.; de la
Ossa, N.P.; et al. European Stroke Organisation (ESO)–European Society for Minimally Invasive Neurological Therapy (ESMINT)
expedited recommendation on indication for intravenous thrombolysis before mechanical thrombectomy in patients with acute
ischemic stroke and anterior circulation large vessel occlusion. J. NeuroInterv. Surg. 2022, 14, 209–227. [CrossRef] [PubMed]

5. Bhatia, R.; Hill, M.; Shobha, N.; Menon, B.; Bal, S.; Kochar, P.; Watson, T.; Goyal, M.; Demchuk, A.M. Low Rates of Acute
Recanalization With Intravenous Recombinant Tissue Plasminogen Activator in Ischemic Stroke. Stroke 2010, 41, 2254–2258.
[CrossRef] [PubMed]

6. Yang, D.; Geng, Y.; Zhang, M.; Lin, M.; Shi, Z.; Zi, W.; Hao, Y.; Wang, H.; Liu, W.; Wang, W.; et al. Complete Recanalization
May Exert the Most Important Effect on Outcomes of Endovascular Treatment in Acute Ischemic Stroke with Small Infarct Core
Beyond 6 Hours. World Neurosurg. 2019, 125, e544–e551. [CrossRef] [PubMed]

7. Broocks, G.; Flottmann, F.; Hanning, U.; Schön, G.; Sporns, P.; Minnerup, J.; Fiehler, J.; Kemmling, A. Impact of endovascular
recanalization on quantitative lesion water uptake in ischemic anterior circulation strokes. J. Cereb. Blood Flow Metab. 2020, 40,
437–445. [CrossRef] [PubMed]

8. Hill, M.; Goyal, M.; Menon, B.K.; Nogueira, R.G.; McTaggart, R.A.; Demchuk, A.M.; Poppe, A.Y.; Buck, B.; Field, T.; Dowlat-
shahi, D.; et al. Efficacy and safety of nerinetide for the treatment of acute ischaemic stroke (ESCAPE-NA1): A multicentre,
double-blind, randomised controlled trial. Lancet 2020, 395, 878–887. [CrossRef]

9. Albers, G.W.; Marks, M.P.; Kemp, S.; Christensen, S.; Tsai, J.P.; Ortega-Gutierrez, S.; McTaggart, R.A.; Torbey, M.T.; Kim-Tenser, M.;
Leslie-Mazwi, T.; et al. Thrombectomy for Stroke at 6 to 16 Hours with Selection by Perfusion Imaging. N. Engl. J. Med. 2018, 378,
708–718. [CrossRef]

10. Berkhemer, O.A.; Fransen, P.S.S.; Beumer, D.; Berg, L.A.V.D.; Lingsma, H.F.; Yoo, A.J.; Schonewille, W.J.; Vos, J.A.; Nederkoorn, P.J.;
Wermer, M.J.H.; et al. A Randomized Trial of Intraarterial Treatment for Acute Ischemic Stroke. N. Engl. J. Med. 2015, 372, 11–20.
[CrossRef]

11. Yang, P.; Zhang, Y.; Zhang, L.; Zhang, Y.; Treurniet, K.M.; Chen, W.; Peng, Y.; Han, H.; Wang, J.; Wang, S.; et al. Endovascular
Thrombectomy with or without Intravenous Alteplase in Acute Stroke. N. Engl. J. Med. 2020, 382, 1981–1993. [CrossRef] [PubMed]

12. Treurniet, K.M.; For the MR CLEAN-NO IV Investigators; LeCouffe, N.E.; Kappelhof, M.; Emmer, B.J.; van Es, A.C.G.M.; Boiten, J.;
Lycklama, G.J.; Keizer, K.; Yo, L.S.F.; et al. MR CLEAN-NO IV: Intravenous treatment followed by endovascular treatment
versus direct endovascular treatment for acute ischemic stroke caused by a proximal intracranial occlusion—Study protocol for a
randomized clinical trial. Trials 2021, 22, 141. [CrossRef] [PubMed]

13. Podlasek, A.; Dhillon, P.S.; Butt, W.; Grunwald, I.Q.; England, T.J. To bridge or not to bridge: Summary of the new evidence in
endovascular stroke treatment. Stroke Vasc. Neurol. 2022. [CrossRef] [PubMed]

14. Chandra, R.V.; Leslie-Mazwi, T.M.; Mehta, B.P.; Derdeyn, C.P.; Demchuk, A.M.; Menon, B.K.; Goyal, M.; González, R.G.;
Hirsch, J.A. Does the use of IV tPA in the current era of rapid and predictable recanalization by mechanical embolectomy
represent good value? J. NeuroInterv. Surg. 2016, 8, 443–446. [CrossRef] [PubMed]

15. Hassan, A.E.; Ringheanu, V.M.; Preston, L.; Tekle, W.; Qureshi, A.I. IV tPA is associated with increase in rates of intracerebral
hemorrhage and length of stay in patients with acute stroke treated with endovascular treatment within 4.5 hours: Should we
bypass IV tPA in large vessel occlusion? J. NeuroInterv. Surg. 2020, 13, 114–118. [CrossRef] [PubMed]

16. Hacke, W.; Kaste, M.; Fieschi, C.; von Kummer, R.; Davalos, A.; Meier, D.; Larrue, V.; Bluhmki, E.; Davis, S.; Donnan, G.; et al.
Randomised double-blind placebo-controlled trial of thrombolytic therapy with intravenous alteplase in acute ischaemic stroke
(ECASS II). Lancet 1998, 352, 1245–1251. [CrossRef]

17. Powers, W.J.; Rabinstein, A.A.; Ackerson, T.; Adeoye, O.M.; Bambakidis, N.C.; Becker, K.; Biller, J.; Brown, M.; Demaerschalk, B.M.;
Hoh, B.; 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
Association/American Stroke Association. Stroke 2019, 50, e344–e418.

18. Minnerup, J.; Broocks, G.; Kalkoffen, J.; Langner, S.; Knauth, M.; Psychogios, M.N.; Wersching, H.; Teuber, A.; Heindel, W.;
Eckert, B.; et al. Computed tomography-based quantification of lesion water uptake identifies patients within 4.5 h of stroke
onset: A multicenter observational study. Ann. Neurol. 2016, 80, 924–934. [CrossRef] [PubMed]

19. Broocks, G.; Faizy, T.D.; Flottmann, F.; Schön, G.; Langner, S.; Fiehler, J.; Kemmling, A.; Gellissen, S. Subacute Infarct Volume With
Edema Correction in Computed Tomography Is Equivalent to Final Infarct Volume After Ischemic Stroke. Investig. Radiol. 2018,
53, 472–476. [CrossRef]

20. Broocks, G.; Flottmann, F.; Ernst, M.; Faizy, T.D.; Minnerup, J.; Siemonsen, S.; Fiehler, J.; Kemmling, A. Computed Tomography–
Based Imaging of Voxel-Wise Lesion Water Uptake in Ischemic Brain. Investig. Radiol. 2018, 53, 207–213. [CrossRef]

21. Nawabi, J.; Flottmann, F.; Hanning, U.; Bechstein, M.; Schön, G.; Kemmling, A.; Fiehler, J.; Broocks, G. Futile Recanalization With
Poor Clinical Outcome is Associated with Increased Edema Volume After Ischemic Stroke. Investig. Radiol. 2019, 54, 282–287.
[CrossRef] [PubMed]

22. Micieli, G. Safety and efficacy of alteplase in the treatment of acute ischemic stroke. Vasc. Health Risk Manag. 2009, 5, 397–409.
[CrossRef] [PubMed]

23. Ng, F.C.; Yassi, N.; Sharma, G.; Brown, S.B.; Goyal, M.; Majoie, C.B.; Jovin, T.G.; Hill, M.D.; Muir, K.W.; Saver, J.L.; et al. Cerebral
Edema in Patients With Large Hemispheric Infarct Undergoing Reperfusion Treatment: A HERMES Meta-Analysis. Stroke 2021,
52, 3450–3458. [CrossRef] [PubMed]

http://doi.org/10.1136/neurintsurg-2021-018589
http://www.ncbi.nlm.nih.gov/pubmed/35115395
http://doi.org/10.1161/STROKEAHA.110.592535
http://www.ncbi.nlm.nih.gov/pubmed/20829513
http://doi.org/10.1016/j.wneu.2019.01.131
http://www.ncbi.nlm.nih.gov/pubmed/30716496
http://doi.org/10.1177/0271678X18823601
http://www.ncbi.nlm.nih.gov/pubmed/30628850
http://doi.org/10.1016/S0140-6736(20)30258-0
http://doi.org/10.1056/NEJMoa1713973
http://doi.org/10.1056/NEJMoa1411587
http://doi.org/10.1056/NEJMoa2001123
http://www.ncbi.nlm.nih.gov/pubmed/32374959
http://doi.org/10.1186/s13063-021-05063-5
http://www.ncbi.nlm.nih.gov/pubmed/33588908
http://doi.org/10.1136/svn-2021-001465
http://www.ncbi.nlm.nih.gov/pubmed/35105731
http://doi.org/10.1136/neurintsurg-2015-012231
http://www.ncbi.nlm.nih.gov/pubmed/26758911
http://doi.org/10.1136/neurintsurg-2020-016045
http://www.ncbi.nlm.nih.gov/pubmed/32620575
http://doi.org/10.1016/S0140-6736(98)08020-9
http://doi.org/10.1002/ana.24818
http://www.ncbi.nlm.nih.gov/pubmed/28001316
http://doi.org/10.1097/RLI.0000000000000475
http://doi.org/10.1097/RLI.0000000000000430
http://doi.org/10.1097/RLI.0000000000000539
http://www.ncbi.nlm.nih.gov/pubmed/30562271
http://doi.org/10.2147/VHRM.S4561
http://www.ncbi.nlm.nih.gov/pubmed/19475777
http://doi.org/10.1161/STROKEAHA.120.033246
http://www.ncbi.nlm.nih.gov/pubmed/34384229


J. Clin. Med. 2022, 11, 1565 11 of 12

24. Irvine, H.J.; Ostwaldt, A.-C.; Bevers, M.B.; Dixon, S.; Battey, T.W.; Campbell, B.C.; Davis, S.M.; Donnan, G.A.; Sheth, K.N.;
Jahan, R.; et al. Reperfusion after ischemic stroke is associated with reduced brain edema. J. Cereb. Blood Flow Metab. 2017, 38,
1807–1817. [CrossRef] [PubMed]

25. Thorén, M.; Azevedo, E.; Dawson, J.; Egido, J.A.; Falcou, A.; Ford, G.A.; Holmin, S.; Mikulik, R.; Ollikainen, J.; Wahlgren, N.;
et al. Predictors for Cerebral Edema in Acute Ischemic Stroke Treated With Intravenous Thrombolysis. Stroke 2017, 48, 2464–2471.
[CrossRef] [PubMed]

26. Broocks, G.; Hanning, U.; Flottmann, F.; Schönfeld, M.; Faizy, T.D.; Sporns, P.B.; Baumgart, M.; Leischner, H.; Schön, G.;
Minnerup, J.; et al. Clinical benefit of thrombectomy in stroke patients with low ASPECTS is mediated by oedema reduction.
Brain 2019, 142, 1399–1407. [CrossRef] [PubMed]

27. Jovin, T.G. MRI-Guided Intravenous Alteplase for Stroke—Still Stuck in Time. N. Engl. J. Med. 2018, 379, 682–683. [CrossRef]
28. Ospel, J.; Kashani, N.; Fischer, U.; Menon, B.; Almekhlafi, M.; Wilson, A.; Foss, M.; Saposnik, G.; Goyal, M.; Hill, M. How Do

Physicians Approach Intravenous Alteplase Treatment in Patients with Acute Ischemic Stroke Who Are Eligible for Intravenous
Alteplase and Endovascular Therapy? Insights from UNMASK-EVT. Am. J. Neuroradiol. 2020, 41, 262–267. [CrossRef]

29. Gilbert, B.W.; Huffman, J.B. Time to Stop Looking at Alteplase for Stroke Through a Prism. J. Pharm. Pract. 2019, 33, 127–128.
[CrossRef] [PubMed]

30. Thomalla, G.; Boutitie, F.; Ma, H.; Koga, M.; Ringleb, P.; Schwamm, L.H.; Wu, O.; Bendszus, M.; Bladin, C.F.; Campbell, B.C.V.; et al.
Intravenous alteplase for stroke with unknown time of onset guided by advanced imaging: Systematic review and meta-analysis
of individual patient data. Lancet 2020, 396, 1574–1584. [CrossRef]

31. Whiteley, W.; Emberson, J.; Lees, K.R.; Blackwell, L.; Albers, G.; Bluhmki, E.; Brott, T.; Cohen, G.; Davis, S.; Donnan, G.; et al. Risk
of intracerebral haemorrhage with alteplase after acute ischaemic stroke: A secondary analysis of an individual patient data
meta-analysis. Lancet Neurol. 2016, 15, 925–933. [CrossRef]

32. Aoki, J.; Kimura, K. The question of alteplase dose for stroke is not resolved. Nat. Rev. Neurol. 2016, 12, 376–377. [CrossRef]
[PubMed]

33. Goyal, M.; Ospel, J.M.; Hill, M.D. Will there be a rapid change towards an EVT-only paradigm? Interv. Neuroradiol. 2021, 27,
744–745. [CrossRef] [PubMed]

34. Thomalla, G.; Simonsen, C.Z.; Boutitie, F.; Andersen, G.; Berthezene, Y.; Cheng, B.; Cheripelli, B.; Cho, T.-H.; Fazekas, F.; Fiehler, J.;
et al. MRI-Guided Thrombolysis for Stroke with Unknown Time of Onset. N. Engl. J. Med. 2018, 379, 611–622. [CrossRef]
[PubMed]

35. Podlasek, A.; Dhillon, P.S.; Butt, W.; Grunwald, I.Q.; England, T.J. Direct mechanical thrombectomy without intravenous
thrombolysis versus bridging therapy for acute ischemic stroke: A meta-analysis of randomized controlled trials. Int. J. Stroke
2021, 16, 621–631. [CrossRef] [PubMed]

36. Suzuki, K.; Matsumaru, Y.; Takeuchi, M.; Morimoto, M.; Kanazawa, R.; Takayama, Y.; Kamiya, Y.; Shigeta, K.; Okubo, S.;
Hayakawa, M.; et al. Effect of Mechanical Thrombectomy Without vs With Intravenous Thrombolysis on Functional Outcome
Among Patients With Acute Ischemic Stroke. JAMA J. Am. Med Assoc. 2021, 325, 244–253. [CrossRef] [PubMed]

37. Zi, W.; Qiu, Z.; Li, F.; Sang, H.; Wu, D.; Luo, W.; Liu, S.; Yuan, J.; Song, J.; Shi, Z.; et al. Effect of Endovascular Treatment Alone vs.
Intravenous Alteplase Plus Endovascular Treatment on Functional Independence in Patients With Acute Ischemic Stroke. JAMA
2021, 325, 234–243. [CrossRef]

38. Flottmann, F.; Broocks, G.; Faizy, T.D.; McDonough, R.; Watermann, L.; Deb-Chatterji, M.; Thomalla, G.; Herzberg, M.; Nolte,
C.H.; Fiehler, J.; et al. Factors Associated with Failure of Reperfusion in Endovascular Therapy for Acute Ischemic Stroke. Clin.
Neuroradiol. 2020, 31, 197–205. [CrossRef] [PubMed]

39. Desilles, J.-P.; Loyau, S.; Syvannarath, V.; Gonzalez-Valcarcel, J.; Cantier, M.; Louedec, L.; Lapergue, B.; Amarenco, P.; Ajzen-
berg, N.; Jandrot-Perrus, M.; et al. Alteplase Reduces Downstream Microvascular Thrombosis and Improves the Benefit of Large
Artery Recanalization in Stroke. Stroke 2015, 46, 3241–3248. [CrossRef]

40. Broocks, G.; Meyer, L.; Kabiri, R.; Kniep, H.C.; McDonough, R.; Bechstein, M.; van Horn, N.; Lindner, T.; Sedlacik, J.; Cheng, B.;
et al. Impact of intravenous alteplase on sub-angiographic emboli in high-resolution diffusion-weighted imaging following
successful thrombectomy. Eur. Radiol. 2021, 31, 8228–8235. [CrossRef] [PubMed]

41. Kleindorfer, D.; Broderick, J.; Demaerschalk, B.; Saver, J. Cost of Alteplase Has More Than Doubled Over the Past Decade. Stroke
2017, 48, 2000–2002. [CrossRef] [PubMed]

42. Shi, L.; Rocha, M.; Leak, R.K.; Zhao, J.; Bhatia, T.; Mu, H.; Wei, Z.; Yu, F.; Weiner, S.L.; Ma, F.; et al. A new era for stroke therapy:
Integrating neurovascular protection with optimal reperfusion. J. Cereb. Blood Flow Metab. 2018, 38, 2073–2091. [CrossRef]
[PubMed]

43. Sheth, K.N.; Kimberly, W.T.; Elm, J.J.; Kent, T.A.; Mandava, P.; Yoo, A.J.; Thomalla, G.; Campbell, B.; Donnan, G.A.; Davis, S.M.;
et al. Pilot Study of Intravenous Glyburide in Patients With a Large Ischemic Stroke. Stroke 2014, 45, 281–283. [CrossRef]
[PubMed]

44. Sheth, K.N.; Petersen, N.H.; Cheung, K.; Elm, J.J.; Hinson, H.E.; Molyneaux, B.J.; Beslow, L.A.; Sze, G.K.; Simard, J.M.;
Kimberly, W.T. Long-Term Outcomes in Patients Aged ≤70 Years With Intravenous Glyburide From the Phase II GAMES-RP
Study of Large Hemispheric Infarction. Stroke 2018, 49, 1457–1463. [CrossRef] [PubMed]

http://doi.org/10.1177/0271678X17720559
http://www.ncbi.nlm.nih.gov/pubmed/28731381
http://doi.org/10.1161/STROKEAHA.117.018223
http://www.ncbi.nlm.nih.gov/pubmed/28775140
http://doi.org/10.1093/brain/awz057
http://www.ncbi.nlm.nih.gov/pubmed/30859191
http://doi.org/10.1056/NEJMe1805796
http://doi.org/10.3174/ajnr.A6396
http://doi.org/10.1177/0897190019840116
http://www.ncbi.nlm.nih.gov/pubmed/30966864
http://doi.org/10.1016/S0140-6736(20)32163-2
http://doi.org/10.1016/S1474-4422(16)30076-X
http://doi.org/10.1038/nrneurol.2016.90
http://www.ncbi.nlm.nih.gov/pubmed/27340023
http://doi.org/10.1177/15910199211011880
http://www.ncbi.nlm.nih.gov/pubmed/33887973
http://doi.org/10.1056/NEJMoa1804355
http://www.ncbi.nlm.nih.gov/pubmed/29766770
http://doi.org/10.1177/17474930211021353
http://www.ncbi.nlm.nih.gov/pubmed/34003709
http://doi.org/10.1001/jama.2020.23522
http://www.ncbi.nlm.nih.gov/pubmed/33464334
http://doi.org/10.1001/jama.2020.23523
http://doi.org/10.1007/s00062-020-00880-8
http://www.ncbi.nlm.nih.gov/pubmed/32067055
http://doi.org/10.1161/STROKEAHA.115.010721
http://doi.org/10.1007/s00330-021-07980-0
http://www.ncbi.nlm.nih.gov/pubmed/33963911
http://doi.org/10.1161/STROKEAHA.116.015822
http://www.ncbi.nlm.nih.gov/pubmed/28536176
http://doi.org/10.1177/0271678X18798162
http://www.ncbi.nlm.nih.gov/pubmed/30191760
http://doi.org/10.1161/STROKEAHA.113.003352
http://www.ncbi.nlm.nih.gov/pubmed/24193798
http://doi.org/10.1161/STROKEAHA.117.020365
http://www.ncbi.nlm.nih.gov/pubmed/29789393


J. Clin. Med. 2022, 11, 1565 12 of 12

45. Van Horn, N.; Kniep, H.; Leischner, H.; McDonough, R.; Deb-Chatterji, M.; Broocks, G.; Thomalla, G.; Brekenfeld, C.; Fiehler, J.;
Hanning, U.; et al. Predictors of poor clinical outcome despite complete reperfusion in acute ischemic stroke patients. J.
NeuroInterv. Surg. 2020, 13, 14–18. [CrossRef] [PubMed]

46. Kaesmacher, J.; Dobrocky, T.; Heldner, M.R.; Bellwald, S.; Mosimann, P.J.; Mordasini, P.; Bigi, S.; Arnold, M.; Gralla, J.; Fischer, U.
Systematic review and meta-analysis on outcome differences among patients with TICI2b versus TICI3 reperfusions: Success
revisited. J. Neurol. Neurosurg. Psychiatry 2018, 89, 910–917. [CrossRef] [PubMed]

http://doi.org/10.1136/neurintsurg-2020-015889
http://www.ncbi.nlm.nih.gov/pubmed/32414889
http://doi.org/10.1136/jnnp-2017-317602
http://www.ncbi.nlm.nih.gov/pubmed/29519899

	Introduction 
	Materials and Methods 
	Patients 
	Revascularization Protocol 
	Image Analysis 
	Statistical Analysis 

	Results 
	Study Cohort 
	Impact of IVT on Clinical Endpoints 
	Impact of IVT on Secondary Injury Volumes 

	Discussion 
	Conclusions 
	References

