
model incorporating presentation core volume, age, and
TICI � 2 B as covariates was constructed. The resulting
model 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 Presentation volume of diffusion-restricted core
was a strong predictor of final infarct volume post-thrombec-
tomy in this cohort of ACLVO patients, whereas time-based
covariates showed little if any significant predictive value. For
every 1 mL increase in presentation infarct volume, the odds
of a small completed infarct were reduced by about 6%. A
presentation core volume £50 mL improved the odds of a
small final infarct by at least 26%, probably more.
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Introduction Imaging still serves as an integral tool for stroke
validation and intervention. Limited data is available as to
whether performing CTA immediately following non-contrast
CT (NCCT) will delay overall treatment time. Centers con-
ducting concurrent NCCT and CTA relative to those perform-
ing NCCT alone were evaluated to determine whether having
additional imaging extends hospital workflow, prolonging time
to IV rtPA and subsequently to endovascular intervention,
where warranted.
Materials and methods A total of 108 patients were enrolled
in the THERAPY trial, a randomized controlled trial designed
to assess the benefits of adjunctive mechanical thrombectomy
plus IV rtPA versus IV rtPA alone. Standard emergency depart-
ment (ED) protocols for participating centers are registered as
either conducting concurrent NCCT and CTA (N = 22) or
postponed acquisition of CTA (N = 13). The effects of hav-
ing concurrent imaging modalities are evaluated for all
patients as well as singly for patients undergoing endovascular
therapy.
Results Patients having the relevant data for analysis totaled
105 amongst 35 centers. Sixty-six patients received concurrent
imaging processes across 22 centers, while 39 patients between
13 centers received sequential NCCT and CTA imaging.

For all patients, clear benefits of having both NCCT and
CTA in conjunction were a reduction in time from presenta-
tion at the ED to randomization, and consequently from onset
to randomization (Table 1). No significance difference in time
was observed from admission to IV rtPA administration in this
population.

More significant differences were observed in the EVT
cohort, including a reduction in the time from presentation to

Abstract O-003 Table 1 Separate and concurrent NCCT/CTA angiography-related hospital processing times
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arterial access of roughly 40 minutes (p = 0.01) for patients
having NCCT and CTA performed concurrently. As a result,
downstream effects of the procedure demonstrated a reduction
in time from presentation to aspiration thrombectomy initia-
tion, from onset to aspiration, and from onset to final angiog-
raphy (all p < 0.05). Notably, these patients demonstrated a
higher rate of revascularization to mTICI 2 b-3 (p = 0.04).
Conclusion The effects on procedural and clinical outcome of
having combined imaging efforts were less apparent in the entire
cohort relative to the EVT cohort. These results suggest having
concurrent NCCTand CTA imaging improves time from presenta-
tion to endovascular therapy, without significant delay to IV rtPA
infusion. More patients were observed to achieve mTICI 2 b-3 if
both imaging procedures were obtained in conjunction, possibly as
a result of the reduction in time to endovascular intervention in
this cohort. Further data from a larger sample size will help vali-
date these findings.
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Background and purpose Several recent randomized clinical tri-
als have demonstrated the safety and efficacy of mechanical
thrombectomy with stent retrievers for acute ischemic stroke
patients with anterior circulation occlusions. However, these
trials have limited enrollment of patients with M2 occlusions.
Here, we sought to examine the clinical and angiographic out-
comes of patients with M2 occlusions in the Trevo Acute
Ischemic Stroke (TRACK) stent-retriever thrombectomy multi-
center registry.

Methods Data from the investigator-initiated TRACK Registry
(631 consecutive AIS patients, 23 clinical centers) was used to
examine and compare demographic, clinical, and angiographic
outcomes of patients with M1 versus M2 occlusions who
were treated with TREVO as first treatment device.
Results Of the 631 patients enrolled in the TRACK registry,
84 (13.3%) had M2 and 344 (54.5%) had M1 occlusions.
Mean age was similar between the M1 and M2 cohorts,
66.5 ± 14.4 and 64.7 ± 3.8 years (p = 0.34), respectively.
M2 patients had a lower median baseline NIHSS at presenta-
tion (14 (IQR 7–9) versus 18(IQR 14–22), p £ 0.0001). Time
of onset to groin puncture (347 ± 237.4 and 361 ± 232.3,
p = 0.63) and total procedural time (85.9 ± 49.9 and
78.3 ± 64.5, p = 0.4) was similar between the M1 and M2
cohorts. The number of passes with TREVO device was
greater in the M1 cohort (Median, 2 (IQR 1–3) versus 1(IQR
1–2), p = 0.01) as well as use of rescue therapy (20.2% ver-
sus 9.8%, p = 0.03). Patients with M2 occlusions achieved a
higher rate of TICI 3 revascularization after the 1st pass with
TREVO device compared to those with M1 occlusions (55.8%
versus 40.4%, p = 0.01). There was no significant difference
in time to revascularization (78.6 ± 50.7 versus 71.6 ± 45.3,
p = 0.2), revascularization success (�TICI 2 b) (80.5% versus
76.2%, p = 0.4), symptomatic intracranial hemorrhage (5.6%
versus 6.0%, p = 0.9), 90 day modified Rankin Scale score
0–2 (51.0% versus 57.4%, p = 0.35), or mortality (16.1%
versus 13.2%, p = 0.6) between the M1 and M2 groups,
respectively.
Conclusions Patients with M2 Occlusions are more likely to
achieve complete recanalization from the first pass with Trevo
stent retriever device than M1 occlusion. In addition, the M2
cohort had a numerically higher rate of good clinical outcome
and less rate of mortality than M1 group. This substudy is
limited by lack of a control M2 group without mechanical
thrombectomy.
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