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Welcome and Introductions



The goal was for 50% 
Acute Stroke Ready 
Hospitals (ASRH) to 
achieve a Door to Needle 
(DTN) time of  ≤ 45 
minutes by end of CY 
2025.  

In Q1, 2024, only 30% of 
ASRHs met the ≤ 45 
minutes target.

By Q2, 2025, 52.5% of 
ASRHs had a DTN time of 
≤ 45 minutes.  



The goal was for 75% of 
Certified Stroke Centers 
(PSC) achieved a DTN ≤ 
45 minutes. 

In Q1, 2024, only 56% of 
centers met the 45 
minute DTN metric.

In Q2 and Q3, 2025, over 
80% of Certified Stroke 
Centers met a DTN time 
of 45 minutes.  



The goal was for 30% 
ASRHs to achieve a Door 
In-Door-Out (DIDO) 
time of ≤ 90 minutes by 
end of CY 2025.  

In Q1, 2024, only 19% of 
hospitals had a DIDO of 
≤ 90 minutes.

As of Q3, 2025, 41.4% of 
ASRHs achieved the 
target.  Median was 89!



The goal was for 50% 
Primary Stroke Centers 
(PSC) to achieve a Door-
In-Door-Out (DIDO) of  ≤ 
90 minutes by the end of 
CY 2025. 

In Q1, 2024, only 33.3% 
met the 90 minute 
target. 

In Q3, 2025, 52.9% of 
PSCs met the 90  minute 
metric.  Median was 85!



2025 Stroke System Goals Met!!!



Proposed 2026 LERN Stroke Strategic Priorities



Wake Up/Unknown Onset Stroke



Stroke of known time of onset

Time of onset of stroke is known when:

1) the patient is able to provide history

2) the onset of symptoms was witnessed

When the time of onset of stroke is known, 

 last seen normal (LSN)/last known normal (LKN) = time symptoms noted 
(TSN) = time of stroke onset (TSO) 



Stroke of unknown time of onset

Almost 33% of all patients with ischemic stroke have unknown time 
of stroke onset

Most have symptoms noted upon awakening

Others have unwitnessed stroke onset and the patient cannot provide a 
time of symptom onset

Historically, excluded from IV lytic



The WAKE UP Trial – RCT IV alteplase vs placebo

 Stroke symptoms upon waking up, or were unable to report the 

time of onset, and it was at least 4.5 hours since LSN

 MRI showed an acute ischemic lesion on diffusion-weighted 

imaging but no parenchymal hyperintensity with standard window 

settings on FLAIR

 Excluded if hemorrhage (n=87)

 Excluded if >1/3 MCA territory on DWI (n=45)

 Excluded if thrombectomy planned (n=15)

 Excluded if NIHSS >25

 Excluded if standard contraindication to IV alteplase 
The WAKE UP Trial: Thomalla G, Simonsen CZ, Boutitie F, et al. MRI-Guided Thrombolysis 

for Stroke with Unknown Time of Onset. The New England journal of medicine. 2018; 
379(7):611-622. PMID: 29766770

MRI-Guided Thrombolysis for Stroke with Unknown Time 
of Onset

http://www.ncbi.nlm.nih.gov/pubmed/29766770


 Of the 1362 patients screened:

 455 were excluded for FLAIR lesion 

 137 were excluded because the DWI was negative

 The median NIHSS score on arrival was 6. 

 89% of patients had wake up strokes. 

 The median time between symptoms noted and alteplase 

was 3.1 hours. 

 The median time between LSN and alteplase was 10 hours.

The WAKE UP Trial – RCT IV alteplase vs placebo

MRI-Guided Thrombolysis for Stroke with Unknown Time 
of Onset



The WAKE UP Trial – RCT IV alteplase vs placebo

NNT <9

No safety concern

 2.4% sICH (ns)

MRI-Guided Thrombolysis for Stroke with Unknown Time 
of Onset



EXTEND trial

4.5 – 9 hrs from onset or awakening with symptoms

Perfusion lesion–ischemic core mismatch was defined as a ratio 
greater than 1.2 between the volume of hypoperfusion and the 
volume of the ischemic core, an absolute difference in volume 
greater than 10 ml, and an ischemic-core volume of less than 70 ml.

No plan for thrombectomy



EXTEND trial

10% - 4.5 – 6 hrs

25% - 6 – 9 hrs

65% - WUS

NNT 16.7



EXTEND trial



Meta-analysis of EXTEND, ECASS4-EXTEND, and EPITHET



Meta-analysis of EXTEND, ECASS4-EXTEND, and EPITHET



Meta-analysis of EXTEND, ECASS4-EXTEND, and EPITHET



Intravenous thrombolytic treatment and endovascular thrombectomy for 
ischemic wake-up stroke (Review)

Cochrane Database of Systematic Reviews 
2021, Issue 12. Art. No.: CD010995

1.9%

5 trials with 775 participants investigated intravenous thrombolytic treatment

NNT 12.5



Patients with wake-up stroke should be evaluated with same 

urgency as a patient presenting within the window for IV alteplase, 

because those with DWI+/FLAIR- pattern can benefit from 

treatment. 



Stroke Destination Protocol

 Unanimously approved by the LERN Board on 11/16/2023

 Protocol went live on January 1, 2024



LERN Stroke 
Destination 
Protocol



LERN Stroke 
Destination 
Protocol



Efficiency of advanced imaging to determine eligibility

mean interval between CT 
and MRI of 1.83 h



MRI 24/7 with tech call schedule for off hours and weekends



New Data Requirements



New Data Requirements

Since Q1 2024, all certified centers (PSCs, TSCs, CSCs) have collected 
unknown/wake up stroke data

Board elected to begin collecting data from ASRHs

 Start date: Q1 2026



5 PSCs and 2 ASRHs



Data from 
Certified Centers

The National treatment 
rate among unknown TSO 
patients has not been 
established.

GEAUX Louisiana!

Q1/Q2 2024 Q3/Q4 2024 Q1/Q2 2025
sample size 362 644 731

NIHSS recorded 351 621 705

NIHSS median [IQR] 6 (0-33) [2-16] 6 (0-37) [2-14] 5 (0-40) [2-15]

imaging used

none 100 217 254

CT 135 207 229

CTP 66 93 83

MRI 61 129 165

IV lytic % 5.5 6.4 2.2

IV lytic % when CTP used 12.1 1.1 1.2

IV lytic % when MRI used 13.1 6.2 7.9

door-to-imaging 31 (2-238) [21-53] 34 (1-385) [20-54] 38 (3-372) [23-65]

door-to-imaging CT 23 (2-217) [16-37] 26 (1-353) [15-42] 32 (3-300) [19-51]

door-to-imaging CTP 39 (4-223) [28-52] 31 (2-356) [22-46] 30 (8-108) [22-46]

door-to-imaging MRI 64 (7-238) [36-85] 52 (7-144) [32-84] 57 (9-372) [35-104]

DTN 59 (31-153) [42-104] 47 (18-196) [35-74] 74 (43-127) [61-85]

DTN CT 41 44.5 (18-129) 95 (77-113)

DTN CTP 54.5 34 71

DTN MRI 97.5 106 (36-196) 71 (43-127)

imaging-to-needle 28 (7-82) [22-44] 22 (6-72) [16-30] 26 (0-110) [6-39]

imaging-to-needle CT 28 22 68

imaging-to-needle CTP 26 7 25

imaging-to-needle MRI 40.5 33 19



Data from 
Certified Centers

The National treatment 
rate among unknown TSO 
patients has not been 
established.

The reasons why advanced imaging was not pursued 

include –

- other standard contraindication (55.8%)

- established stroke on CT (10.0%)

- emergent LVO (8.5%) 

- ICH (8.3%)

- no reason (6.6%)

- advanced imaging not available (5.2%)

- unable to treat within 4.5 hours of time 

symptoms noted (1.5%)

- refusal (1.2%)

- patient not eligible for MRI (0.8%) 



Data from 
Certified Centers

The National treatment 
rate among unknown TSO 
patients has not been 
established.

The reasons why a patient with CTP or MRI 

was not treated with IV lytic include –

- stroke mimic (43.4%)

- other standard contraindication (20.9%)

- MRI not favorable (13.2%)

- emergent LVO (9.4%)

- CTP not favorable (6.4%)

- no reason (4.3%)  

- refusal (1.3%)

- ICH (0.9%)



Proposed Spreadsheet Changes



Which patients are 
included in the 
data?



New variables for ASRHs



If the patient is VAN positive, but 
you don’t have thrombectomy 
capability and you have emergent 
MRI, you should try to rule the 
patient in for IV lytic WHILE 
emergently trying to transfer the 
patient for thrombectomy.

Do NOT deprive a patient of one 
SOC you have for a SOC you hope 
the patient will be eligible for at 
thrombectomy center.  

But, do NOT hold up the transfer, if 
EMS is on scene.



If your center doesn’t have options, but the 
patient might have options at another center, 
transfer emergently!



When no advanced imaging is available or patient ineligible ->
emergently transfer 



Why collect this data and what are the goals?

 Identify patients who are POTENTIALLY in the window for IV lytic

Learn how patients in ASRH settings are being evaluated, treated and 
potentially transferred for treatment

Strive for a 45 minute turn around for imaging, when available

We are currently collecting data.  There is no remediation for this 
population.



Mock Stroke Scenario to Practice with Staff
LERN-Updated-Mock-Stroke-Scenarios_20250710.pdf

https://lern.la.gov/wp-content/uploads/LERN-Updated-Mock-Stroke-Scenarios_20250710.pdf


Available on LERN’s 
Website

Stroke-Assessment-
Guide.pdf

https://lern.la.gov/wp-content/uploads/Stroke-Assessment-Guide.pdf


Available on LERN’s 
Website

Stroke-Assessment-
Guide.pdf

https://lern.la.gov/wp-content/uploads/Stroke-Assessment-Guide.pdf


Questions?



Stroke Field Trip- Rapides Medical Center February 11,2025

Proposing State Stroke Workgroup to launch 2-4x per year

Goals- LERN data updates/review

Discussion – any Joint Commission updates/survey 

Discussion – best practices in stroke care

Case Studies

Stroke Champion meeting 2x per year


