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A
s has been discussed in this
column on numerous prior
occasions, the use of throm-
bolysis for acute stroke
remains dismally low, hover-

ing below five percent in most recent
studies. Even with the recent initia-
tion of stroke center certification by
JCAHO/ASA, the percentage of
ischemic stroke patients receiving tPA
remains extremely low. Moreover,
enthusiasm among neurologists for
this treatment remains mixed, with
many still reluctant to embrace this
proven therapy.

In the period immediately after
tPA’s approval for stroke by the FDA
in 1996, some neurologists ques-
tioned the validity of the results, and
suggested that the results of the NINDS
trial could not be replicated in the real-
world. But at this point, the reason for
the persistent under-use of tPA cannot be
explained by insufficient data regarding
efficacy, nor by concerns regarding the
risks of treatment. On both counts large
trials have now consistently shown that
thrombolysis is both safe and effective, as
has previously been discussed in this col-
umn. (For a recent look at efficacy data,
see the April 2007 column, available at
avondalemedical.com/PN_archive.htm.)

Nor is the explanation that the major-
ity of patients come in “too late” for treat-
ment adequate. In nearly all clinical stud-
ies to date, the percentage of patients
with ischemic stroke who present to the
hospital within three hours of symptom
onset remains somewhere around 25 to
30 percent. Even if half of these patients

do not qualify for other medical reasons,
this still means that at least two to four
times more patients might be treated
than are actually receiving thrombolysis.
Even larger numbers present within six
hours, where intra-arterial therapy might

be potentially useful. 
New guidelines from the ASA for the

acute management of stroke published in
this month’s issue of Stroke1 substantiate
this view. While reaffirming the impor-
tance of intravenous tPA within the
three-hour treatment window, the guide-
lines also note that intra-arterial tPA is an
option for “patients who have a major
stroke of <6 hours’ duration due to occlu-
sions of the MCA or who are not other-
wise candidates for intravenous rtPA.”
Such candidates might include recent
surgery patients, or patients on anticoag-
ulation who are relatively contraindicated
to intravenous thrombolytic therapy. 

Hang-ups: Real and Perceived
So if the patients are there, and the data
support its use, why aren’t more people
being treated?

Many believe it has to do with the
general reticence of many neurologists
toward emergent neurological care in
general, and to a certain extent that is
likely to be true. For a profession that is
accustomed to managing non-acute con-

ditions like Parkinson’s, Alzheimer’s
and MS, emergency care in life-or-
death situations may be unappealing.

This mindset may be particularly
exacerbated by the relatively low
reimbursement neurologists receive
for evaluating these critically ill, high-
risk patients, the significant time
commitment involved, and the on-
call requirements that necessitate a
trip to the ER, often outside of our
normal work hours.

And of course, the risk of medico-
legal liability may be a significant deter-
rent to many physicians. Some view the
decision to administer tPA as a “damned
if you do, damned if you don’t” proposi-
tion, since case evidence exists that could
be used to support malpractice claims
both for patients who received the treat-
ment but then suffered morbidity or
mortality and also for those who were
considered candidates but did not receive
therapy. Thus, acute stroke treatment is
an unappealing aspect of many neurolog-
ical practices, frequently leading to neu-
rologists “opting out” of providing this
service.

But even at many stroke centers,
where presumably neurologists are more
committed to rapid stroke evaluation, the
majority of stroke patients remain
untreated. This is despite the fact that
while many aspects stroke care are impor-
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tant, this is perhaps the most easily iden-
tified benchmark of good care. So what
can we do to make this treatment more
available?

What Works? 
Certainly there are exceptional centers
with highly organized stroke systems that
have reported that it is possible to treat
significant numbers of patients. At these
specialized centers, treatment rates as
high as 15 percent or more have been
documented. At my own institution, the
implementation of an organized treat-
ment program resulted in an increase of
thrombolysis treatment from four to
seven percent (already above the national
average) to greater than 20 percent.

What can we learn from these elite
centers? In future columns, we will dis-
cuss what common characteristics these
centers possess, and how their methods
might be applied to an individual hospi-
tal or stroke care program. However, in
most cases the changes needed are signif-
icant, and cannot be easily implemented
without a substantial commitment by
institutional leadership, as well as alloca-
tion of considerable resources to achieve
this goal. 

In addition, unless individual neurolo-
gists are personally committed to achiev-

ing this goal, it is unlikely to have much
real impact.

It is also important to note that it is
not essential that all hospitals become
stroke centers, although all centers should
have a plan in place to deal with acute
stroke either at the individual center or in
partnership with other hospitals. Just as
not all hospitals are trauma centers or car-
diac centers but do have contingencies to
deal with such patients, many hospitals
do not have the resources or need to
achieve this status. Moreover, without the
critical mass of patient volume, resources
and commitment, it is not logical, eco-
nomically or practically, for all centers to
strive for this goal. As physicians who deal
with these patients directly, it is essential
that neurologists determine what is most
appropriate for our individual centers,
and how to integrate their care with the
medical system as a whole, to provide the
most appropriate management for our
patients. 

In fact, the new ASA guidelines rec-
ommend that paramedics responding to
acute stroke calls bypass nearby hospitals
if they do not offer emergency stroke
care. And they make this important
point: “Stroke centers should not be
viewed in isolation,” the new ASA guide-
lines state. “Rather, they should be part of

a larger support network sometimes
referred to as a stroke system of care.”
How this system evolves should be an
important issue for our profession.

Lead by Example
Neurologists need to take the lead in
stroke care. Without our critical contri-
bution, it is highly unlikely any system of
stroke care will be truly effective. We need
to take control of this important area in
order to provide the optimal management
of stroke patients.

Over the next few months, this col-
umn will look at related topics relevant to
the pursuit of these goals so that neurolo-
gists can play a pivotal role in maintain-
ing the continuum of stroke care. Next
up: critical considerations for the neurol-
ogist in determining whether or not to
pursue stroke center certification. PN
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