Team Education Sheet

Thrombolytic Therapy for Acute Ischemic Stroke

The National Institute of Neurological Disorder and Stroke Study group (NINDS) has published data that thrombolytic therapy when used in acute ischemic stroke, can improve neurological function at 90 days if given to a select group of patients. (1) 

Five randomized trials concerning thrombolytic therapy in acute stroke have been published. Results are conflicting. 4 of 5 of these published studies have demonstrated negative results increasing the mortality rate. Only the NINDS trial demonstrated benefit when thrombolytic therapy was used for acute ischemic stroke. 

It is very important that strict adherence to inclusion and exclusion criteria are followed as outlined in the NINDS trail. 

The potential benefits related to thrombolytic therapy and to ischemic stroke are related to an increased chance of having a good outcome (little or no disability remaining after recovery from the stroke at 90 days). If stroke patients meet all inclusion/exclusion criteria listed, their chances of having a good outcome increase from 29% without tPA to 41% with tPA. 

There was no difference in mortality between the placebo group and the group treated with tPA. 

The major risk of tPA therapy in stroke patients is intracranial bleeding. The chance of serious bleeding into the stroke area is less than 0.6% in stroke patients not treated with tPA versus 6.4% in patients treated with tPA. Approximately 20% of patients will die within 30 days of their stroke regardless of tPA therapy. Approximately 5% will bleed somewhere else in the body. 

The American Heart Association (AHA), the American Academy of Neurology (AAN) and the American College of Emergency Physicians (ACEP) have all endorsed thrombolytic therapy for acute ischemic stroke in a select group of patients. 

Many disorders can mimic acute ischemic stroke. Even well trained stroke teams have reported misdiagnosis rates of up to 20%.(6) Be careful. 

Disorders which present similar to acute ischemic stroke are: hemorrhagic stroke, cerebral or cervical trauma, meningitis/encephalitis, hypertensive encephalopathy, intracranial mass and tumor, acute subdural or epidural hematoma, seizure with persistent neurological signs (Todd’s paralysis), migraines with persistent neurological symptoms, metabolic disorders such as hyperglycemia, hypoglycemia, post cardiac arrest ischemia, or drug overdose. 

As you can see from the data, "A Quick Fix for Strokes" as published in Time magazine, Sept 16, 1996, is quite an overstatement. The majority of stroke patients will not be candidates for thrombolytic therapy because of the strict inclusion and exclusion criteria, which must be followed. Teamwork is definitely needed in order to meet the time constraints required in diagnosing and administering thrombolytic therapy for acute ischemic stroke.
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