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METHODS - SURVEY DEVELOPMENT 

PREHOSPITAL
• Severity scale use

• ED Response to prenotification

• Bypass/rerouting 

• Prehospital technology usage 

• MSU

• Feedback to EMS

INHOSPITAL
• Detailed ED workflow

• concurrent vascular imaging or not, 

• automated software use, 

• 24/7 neuro availability v.s telestroke, if 
telestroke – who provides it (health system 
v/s outside vendor), how is the NI informed 
of an LVO 



METHODS – OBSERVATIONAL COHORT STUDY 

• Web-based survey to all GWTG sites - 2528

• Prospectively collected GWTG-Stroke registry data (January 2017 and March 2022)
• Inclusion: Patients who received EVT or IVT 
• Exclusion : in-hospital stroke,  presentation >24 hours from LKW, and patients who received EVT as part of an 

investigational protocol. 

• 3 overlapping cohorts were derived from this larger cohort: 
• the directly arriving EVT cohort
• the transfer-in EVT cohort, and 
• the transfer-out cohort. 

• Association between TS III strategies and DTP or DIDO times statistically analyzed using generalized linear models 



RESULTS

• 1455 out 2528 hospitals completed the survey – response rate 60%



RESULTS

• Prehospital stroke screening tool used 76% to 99% of the time - 44.2%

• Prehospital stroke severity scale used 76% to 99% of the time - 20.5% 

• 24/7 neurology coverage (either in-person or via telemedicine) - 96.5% sites 

• Telestroke used - 74.9%



RESULTS: DTP AFFECTING STRATEGIES

Shorter DTP

• Neurointerventional Workflow: Alerting the neurointerventional team based on EMS prenotification of LVO stroke 
• shorter adjusted DTP time (−21.9 [95% CI, −42.5 to −1.3] minutes). 

• Imaging: Simultaneous performance of a brain CT and CT angiography (CTA) in all patients presenting ≤24 hours
• shorter DTP time (−6.6 [95% CI, −11.8 to −1.5] minutes). 

• Telestroke Increased use of a camera during telestroke consultations 
• shorter DTP time (−5.8 [95% CI, −10.7 to −0.9] minutes per 25% increase in camera use

Longer DTP

• By contrast, adding a CTA or CT perfusion that would otherwise would not have been performed concurrently to a noncontrast CT 
• longer DTP time (7.1 [95% CI, 1.1–14.4] minutes)

• EMS policy of bypass/rerouting was associated 
• longer DTP time of 8.3 (95% CI, 0.3–16.3) minutes. 



DIDO TIME AFFECTING STRATEGIES

• EMS:
• Patient-specific data feedback to EMS providers (−2.5 [95% CI, −4.2 to −0.8] minutes per 25% increase). 

• IMAGING
• Simultaneous performance of vascular imaging (CTA or magnetic resonance angiography) on all patients with acute stroke within 24 

hours from last known well, regardless of the severity of examination findings (−5.7 [95% CI, −10.1 to −1.2] minutes) 
• Use of automated neuroimaging software (−7.7 [95% CI, −12.2 to −3.1] minutes). 

• IVT administration:
• IVT commenced in the imaging suite (−2.8 [95% CI, −5.1 to −0.5] minutes per 25% increase in proportion of time this strategy was 

used). 

• Telestroke processes
• Telestroke providers based at a hub facility within the same health system where most patients are transferred for intervention (−11.4 

[95% CI, 16.2 to −6.6] minutes). 



LIMITATIONS:

• Self reported survey data

• Findings are associative in nature and do not establish the strategy itself is causative

• 40% hospitals didn’t respond
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