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1) The Good:  New recommendations and areas of 
emphasis in the 2018 Update

2) The Bad:  Recommendations in need of further 
research and clarity

3) The Ugly:  Corrections and controversy, what’s next?

4) Discussion/Q&A

Learning Objectives



January 24, 2018



• Update from 2013 Guideline (Jauch Stroke 2013)
• 19 writing group members including neurology, neurosurgery, 

radiology, emergency medicine, and nursing 
• Members not allowed to discuss/vote on areas if perceived RWI
• Areas addressed:

– Prehospital care, Emergency management, Acute treatment (IV tPA, EVT), In-
hospital management (Including secondary prevention measures begun during 
initial hospitalization, within first 2 weeks)

• Independent evidence review committee commissioned to 
systematically review of a limited number of clinical questions

– LVO prediction instruments
– Dysphagia screening

• Modified ACC/AHA Class of Recommendation, Level of Evidence 
• New streamlined format with knowledge bytes, evidence tables

– 87 pgs (2013) vs. 48 pgs (2018)

Guideline Overview
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421 references




2015 ACC/AHA COR/LOE 
Format



Example Rec 2013



Example Rec 2018





Presented at ESOC in Prague – April 2017

A New DAWN…

Jovin ESOC 2017

73% relative risk reduction of dependency in ADL’s
NNT for any lower disability = 2
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All endpoint data are known and database is over 95% frozen and Source data verified.  Top level results. Secondary data analyses are underway.




Nogueira NEJM Nov 2017, Albers NEJM Jan 2018 

DAWN, DEFUSE-3
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Thrombectomy Recs

Extended Window Thrombectomy 6-24 hrs (DAWN and DEFUSE 3)

Thrombectomy 0-6 hrs (revised from 2015 Statement)
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Acute Neuroimaging
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Perfusion Imaging



Acute Thrombolysis

Tenecteplase (TNK)

tPA + EVT
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EMS Systems
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Smith EE et al. Stroke 2018

LVO Screening

“No scale predicted LVO 
with both high sensitivity 
and high specificity…more 
prospective studies are 
needed to assess the 
accuracy of LVO 
prediction instruments in 
the prehospital setting…”
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This systematic review found that the most frequently validated
LVO prediction instruments were the NIHSS, CPSSS,
LAMS, and RACE. Area under the ROC curve was mostly
0.70 to 0.85 (Table 4), indicating moderate to good discrimination
of the presence versus absence of LVO in individual
patients. No scale, however, determined the presence versus
absence of LVO with both high sensitivity and specificity.
Some studies evaluated >1 scale in the same population but
without formal statistical comparison of the performance of
any of the tested scales with each other. Therefore, we failed
to find convincing evidence for the superiority of any 1 prediction
instrument.




Telestroke
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Antiplatelet Therapy

CHANCE Trial

POINT Trial…to be continued
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Hospital Bypass?



Hospital Certification



Perfusion Imaging <6 hrs



Smith EE et al. Stroke 2018

Dysphagia Screening

“This systematic review found 
insufficient RCT data to show 
whether implementation of a 
specific dysphagia screening 
protocol reduces the risk of 
death or dependency after 
stroke.”
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Three eligible trials were identified.13–15 Interpretation of 2 of the trials, including the largest highest-quality trial,13 was confounded by other concurrent quality improvement interventions.13,15 One trial showed no difference in the rates of pneumonia in patients randomized to receive the cough reflex test.14 In addition, 1 trial was small, including only 2 randomized wards, thus limiting the ability to account for baseline differences, and was at high risk for bias according to most criteria of the Cochrane Risk of Bias tool (Table 2).15Because of the limited data available, no conclusions can be drawn about the clinical effectiveness of dysphagia screening protocols.
The largest, highest-quality study (QASC) showed that a combined quality improvement intervention to implement protocols for fever, glucose, and swallow screening reduced the risk of death or dependency. However, the independent effect of dysphagia screening could not be estimated because it was implemented as only 1 part of a combined multidomain stroke unit intervention. Although the rate of death or dependency in the multidomain stroke unit quality improvement intervention was lower than in the comparator condition, the rate of aspiration pneumonia did not differ, suggesting that mortality improvements were not the result of pneumonia prevention.

The ERC identified a need for additional prospective studies to compare the validity, feasibility, and clinical effectiveness of different screening methods for dysphagia. Ideally, these studies would randomly assign patients to different screening methods, potentially using a cluster randomized design, with outcomes including accuracy of dysphagia detection and incidence of pneumonia, stroke-related disability, and death at 90 days.



Dysphagia Screening

2013

2018
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Three eligible trials were identified.13–15 Interpretation of 2 of the trials, including the largest highest-quality trial,13 was confounded by other concurrent quality improvement interventions.13,15 One trial showed no difference in the rates of pneumonia in patients randomized to receive the cough reflex test.14 In addition, 1 trial was small, including only 2 randomized wards, thus limiting the ability to account for baseline differences, and was at high risk for bias according to most criteria of the Cochrane Risk of Bias tool (Table 2).15Because of the limited data available, no conclusions can be drawn about the clinical effectiveness of dysphagia screening protocols.
The largest, highest-quality study (QASC) showed that a combined quality improvement intervention to implement protocols for fever, glucose, and swallow screening reduced the risk of death or dependency. However, the independent effect of dysphagia screening could not be estimated because it was implemented as only 1 part of a combined multidomain stroke unit intervention. Although the rate of death or dependency in the multidomain stroke unit quality improvement intervention was lower than in the comparator condition, the rate of aspiration pneumonia did not differ, suggesting that mortality improvements were not the result of pneumonia prevention.

The ERC identified a need for additional prospective studies to compare the validity, feasibility, and clinical effectiveness of different screening methods for dysphagia. Ideally, these studies would randomly assign patients to different screening methods, potentially using a cluster randomized design, with outcomes including accuracy of dysphagia detection and incidence of pneumonia, stroke-related disability, and death at 90 days.



DVT Prophylaxis
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The most recent and comprehensive meta-analysis of pharmacological interventions for venous thromboembolism prophylaxis in AIS included 1 very large trial (N=14 578) and 4 small trials of UFH, 8 small trials of LMWHs or heparinoids, and 1 trial of a heparinoid. {Whiteley, 2013 #180} Prophylactic anticoagulants were not associated with any significant effect on mortality or functional status at final follow-up. There were statistically significant reductions in symptomatic pulmonary embolisms (OR, 0.69; 95% CI, 0.49–0.98) and in DVTs(OR, 0.21; 95% CI, 0.15–0.29), most of which were asymptomatic. There were statistically significant increases in symptomatic intracranial hemorrhage (OR, 1.68; 95% CI, 1.11–2.55) and symptomatic extracranial hemorrhages (OR, 1.65; 95% CI, 1.0–2.75). {Whiteley, 2013 #180} There may be a subgroup of patients in whom the benefits of reducing the risk of venous thromboembolism are high enough to offset the increased risks of intracranial and extracranial bleeding; however, no prediction tool to identify such a subgroup has been derived. {Sandercock, 2008 #326} {Dennis, 2016 #359}, 



Diagnostic Testing

MRI

Intracranial Imaging

Echo

Cholesterol
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• New AIS Guidelines officially usher in the endovascular era 

• Streamlined approach to guideline formation and layout

• COR/LOE more rigorous than before

• Philosophical questions

– Evidence vs. Expert

– Scientific vs. Practical

– Change vs. Status quo

• Future considerations

– Peer review

– Transparency

• Next steps

– Revised guideline coming soon…so stay tuned!

Take Home
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New lit search May 2018
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“When any real progress is made, 
we unlearn and learn anew what 

we thought we knew before.” 

Thoreau



Contact: 
Andrew Southerland
as5ef@virginia.edu
@asouth01 

Questions?



EXTRA SLIDES
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