
Results There were 22 males/23 females, age 69, ±16, median
NIHSS 10.6. All occlusions were in the anterior circulation;
64% on the left.

There was a significant effect of phase on the TAC for
both absolute and relative conspicuity of ischemic (Figure 2)
vs normally-perfused areas (P < 0.00001).

The median absolute and relative conspicuity of ischemic:nor-
mally-perfused tissue was greatest at the peak arterial (8.6 HU,
1.15), notch (9.4 HU, 1.17) and peak venous phases (7 HU, 1.13)
vs other portions of the TAC (2.5–3.3 HU, 1.04–1.09).
Conclusion The conspicuity of ischemic areas distal to a large
artery occlusion in acute stroke is dependent on the phase of
contrast arrival on time-resolved dynamic CTASI. The greatest
conspicuity of areas of hypoattenuation between ischemic and
normally perfused tissue is in the middle of the TAC.
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Background Endovascular therapy has been endorsed for emer-
gent large vessel occlusions (ELVO). However the incidence of
ELVO is ill defined and speculative. A methodical estimate of
these patients is important for developing systems of care,
resource allocation and market projections.
Objective To determine the national burden of ELVO by
extrapolating these rates from a tertiary rural health system
that captures over 85% of all ischemic strokes within its large
rural catchment area to the national inpatient sample (NIS)
database.
Methodology All hospital discharges with a primary or secon-
dary diagnosis of AIS (ICD-9 433.xx, 434.xx, 435.xx) over a
3 year period in a rural tertiary health system in the “stroke-
belt” were evaluated for ELVO (ICA-T, MCA, BA) based on
admission CT or MR angiography. For anterior circulation
strokes, an ASPECTS �6 was considered favorable for throm-
bectomy. The same ICD-9 codes were utilized to query the
NIS-database to determine all AIS hospital discharges nation-
ally and the ELVO rates were estimated based on the results
from our catchment population.
Results There were 2757 AIS hospital discharges over a 3
year period (March 2012 to March 2015) based on the
selected ICD-9 codes. An ELVO was present in 324 (11.8%)
of these patients. Out of these, M1-occlusion was present in
232 (71.6%), ICA-T in 37 (11.4%) and BA in 55 (17%)
patients. The majority of ELVO patients (n = 174, 53.7%)
presented within 6 hours of last seen normal (LSN). Of the
remaining 150 (46.3%) patients: 45 (13.6%) presented at 6–
12 hours, 60 (18.5%) at 12–24 hours and 27 (8.3%) at

greater than 24 hours of LSN. There were 19 (5.9%) patients
with unknown LSN. For anterior circulation (n = 269, 83%)
an ASPECTS �6 was observed in 118 of 150 (78.7%) patient
presenting within 6 hours of LSN and in 66 of 1119 (55.5%)
patients presenting after 6 hours of LSN (p < 0.0001). The
same ICD-9 codes for the NIS-database returned 1,135,030
AIS discharges nationally for 2013. Applying the statistics
from our population to the NIS-database yields 133,388 large
vessel strokes nationally (95,512 M1, 15,233 ICA-T and
22,643 BA). Of these, 71,634 patients are estimated to
present within 6 hours and 61,754 after 6 hours of LSN.
There could be 48,579 patients within 6 hours and 27,172
patients after 6 hours with an ASPECTS �6 resulting in a
total of 75,751 potential thrombectomy eligible patients in the
anterior circulation.
Conclusion Almost 12% of the patients in our large rural
sample of AIS hospital discharges presented with an ELVO.
This translated to 133,388 patients when extrapolated to the
NIS-database for 2013. An estimated 48,579 patients within 6
hours and 27,172 patients after 6 hours could be thrombec-
tomy eligible based on ASPECTS �6. An additional 22,643
patients were estimated to have a basilar occlusion. These are
estimates based on a stroke center within a healthcare system
serving a large rural population and probably represent the
upper limit since the area under study has one of the highest
ischemic stroke rates in the country. These numbers can also
be subject to regional variations but nonetheless serve as a
starting point for estimating the ELVO stroke burden and for
planning systems of care.
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Purpose With thrombectomy for anterior circulation large ves-
sel occlusion (ACLVO) stroke, time to recanalization is consid-
ered important, but collateral status may be a greater driver
of outcome than time. We tested the hypothesis that patients
with ACLVO stroke who present with a small core infarct on
DWI would show similar good outcomes after thrombectomy,
regardless of time from onset.
Materials and methods A cohort of 49 patients treated with
thrombectomy after MR selection for ACLVO stroke from
11/1/2012 until 5/15/2015 was retrospectively reviewed. Patients
were selected for thrombectomy based on DWI screening with
presentation core volume £100 age considered favorable. Patients
were divided into early (n = 24) or extended (n = 25) treatment
groups, with intention to treat £6 hours = early, and comparisons
made with final infarct volume the primary outcome.
Results Baseline characteristics were similar (early versus
extended), including admission NIHSSS (IQR 13–19 versus
11–18). Recanalization � TICI2B was 79% and 83% respec-
tively. There was no significant difference in median final
infarct volume (16 mL versus 22 mL, estimated difference
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+4 mL [95 CI: –13 – +19], p = 0.61) or median infarct growth
(1 mL versus 5 mL, estimated difference 1.0 mL [95 CI: –7.0 –

+10], p = 0.71). For decision to treat up to 20 hours after onset,
time did not correlate with final infarct volume, Figure 1. Similar
rates of complications and mortality were observed.
Conclusion Using MR selection, similar good outcomes after
thrombectomy for ACLVO stroke may be achieved well
beyond 6 hours.

Abstract P005 Figure 1 Final core volume does not correlate with
treatment decision time. Dashed line, t = 6 hours; open circle =
successful recanalization, closed circle = failed recanalization; Spearman
rank-order correlation, rs(46) = 0.085, p = 0.566
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Purpose With thrombectomy for anterior circulation large ves-
sel occlusion (ACLVO) stroke, time to recanalization is consid-
ered important, but collateral status may be a more important
driver of outcome than time. Here we used data from an
institutional cohort to test the hypothesis that small diffusion-
restricted core volume on presenting MRI, a biomarker of
robust collateral perfusion, is the dominant predictor of favor-
able outcome after thrombectomy.
Methods A cohort of 56 ACLVO patients treated with throm-
bectomy at our institution between 11/1/2012 and 5/15/2015
was studied. Seven early-presenting patients with contraindica-
tion to MRI proceeded immediately to thrombectomy upon
CTA confirmation of LVO. Forty-nine patients with CTA-pro-
ven LVO but no MR contraindication went next to MRI and
were selected for thrombectomy based on low diffusion-
restricted infarct volume (non-intervention threshold: core vol-
ume > (100 minus patient age) mL). Final infarct volume was
measured on post-treatment imaging. Groupwise comparisons
were made between patient subgroups. A logistic regression
was performed using final infarct volume £50 mL, a validated
predictor of good clinical outcome, as the outcome variable.
Results For decision to treat up to 20 hours after onset, time
did not correlate with final infarct volume (Spearman rank-
order correlation, rs(46) = 0.085, p = 0.566). Despite signifi-
cantly earlier treatment decision times (3.0 h [2.5–3.6] vs. 6.4
h [2.9–8.7]), median final infarct volume was larger in the
early CTA-only screened patients compared with MR-selected
patients (134 mL vs. 20 mL, estimated median final infarct
difference of 100 mL [95 CI: 1.00–134], p = 0.043). The
odds of a final core infarct greater than 70 mL, a poor prog-
nostic factor, were significantly lower in the MR-screened
group compared with a population of early patients screened
with CTA only OR 0.013 ([95 CI: 0.022–0.757], p = 0.022).
In a univariate logistical regression, only presenting core vol-
ume, presenting core volume £50 mL, age, and post proce-
dure TICI � 2 B were significant predictors of a small
completed infarct. In a multiple logistic regression model, pre-
senting core volume £50 mL, not time to recanalization, was
the dominant predictor of small final infarct volume (OR 15.2
[95CI 1.3, 180] vs. 0.94 [95CI 0.78, 1.1]). A 3 variable logis-
tic regression model incorporating presentation core volume,
age, and TICI � 2 B as covariates was statistically significant
c2(2) = 22.65, (p < 0.001) and accounted for 52.9% of the
variance in outcome with a percent accuracy of classification
of 85.4%.
Conclusion Applying multiple analytic methodologies, we are
unable to detect any significant interaction between time from
symptom onset and final infarct volume in this institutional
cohort of 56 ACLVO patients treated with thrombectomy,
most of whom were selected for treatment based on MR
screening with DWI. Importantly, favorable final infarct vol-
umes were observed among MR selected patients treated up
to 20 hours from symptom onset. Well beyond commonly
accepted thresholds. Consideration should be given to patient
selection strategies incorporating MRI with diffusion weighted
sequences rather than time from symptom onset alone.
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