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March 20th, 2026 Meeting Minutes 

	Topic
	Discussion

	Call to order
	Dr. Gene Latorre called the meeting to order at 1002

	Meeting Minutes Approval/Membership
	December 2025 meeting minutes approved by the group.  
The group proceeded to introduce themselves with new members welcomed. 

	Chairman Update
	


Dr. Latorre provided a chairman update (see slides attached) 
International Stroke Conference Updates. 2026 International Stroke Conference was held in New Orleans, LA February 4-6, with the nursing symposium beginning February 3rd. 

Dr. Latorre broke the findings of the conference into foun main categories ad more details can be found in the attached slides. 
· Acute ischemic stroke intervention 
· Intravenous thrombolysis guidelines
· Mechanical Thrombectomy guidelines 
· Secondary stroke prevention 
· OCEANIC-STROKE trial- factor Xia Asundexian for secondary stroke prevention 
· Hemorrhagic stroke intervention
· F7Astest and EMBOLISE trials 
· Neuroprotection
· Loberamisal for acute ischemic stroke (LAIS) trial 
· Lumosa (LT3001 trial -thrombolytic and neuroprotective)


	Old Business
	Zodiac Trial Updates 
Reminder: this trial showed benefits to placing the head of bed (HOB) flat in patients with suspected LVO. Dr. Black had planned to bring this information to the state level to explore potential policy updates; however, he was not present at today’s meeting, so no updates were available. Doug Sandbrook was also unaware of any current state-level changes. Josh shared that Upstate has been encouraging EMS to lower the HOB when feasible for suspected LVO cases. This item will remain on the agenda as old business.

Zodiac Trial info: Alexandrov, A. W., Shearin, A. J., Mandava, P., Torrealba-Acosta, G., Elangovan, C., Krishnaiah, B., ... & ZODIAC Investigators. (2025). Optimal Head-of-Bed Positioning Before Thrombectomy in Large Vessel Occlusion Stroke: A Randomized Clinical Trial. JAMA neurology.

	New Business
	No new business to discuss 

	Accreditation Updates/ New York States Updates
	Josh reminded the group that version 26.1 of the NYS DOH State Stroke Services document was released with an anticipated go-live of January 1, 2026. The document can be found:  https://www.health.ny.gov/diseases/cardiovascular/stroke/designation/docs/nysdoh_stroke_guidance_document_26.1.pdf

The 2026 AHA AIS guidelines were released January 2026 and can be found here: 
https://www.ahajournals.org/doi/10.1161/STR.0000000000000513 

Dawn Wage noted that her site recently participated in an accreditation conference call and the focus was on ensuring that education was documented and made patient specific, and that the first medications were specifically documented. Michele (Lourdes Hospital) noted that they also experienced a heavy discussion on including first dose medication education with the patients. Additionally, documentation of caregiver readiness was discussed and ED utilization of EMS screening tools such as FAST-ED for stroke. 


	Educational Opportunities
	Josh offered the group information on Upstate’s monthly RUSH education series, which will include ISC updates from Dr. Latorre as well as one of the pharmacists as Upstate speaking on factor X1a inhibitors and the OCEANIC-STROKE trial.  Registration can be found here : https://upstate.zoom.us/meeting/register/RnwLPsy7T5mz4Rc41YlEGQ#/registration 

Josh mentioned the upcoming U of R STAR conference, which will be held May 14th in Canadaigua, NY.   Registration can be found here:  www.starrochester.com


	Regional Reports/Round Table
	Dawn Wage (USH Wilson) noted that her hospital had been working with Upstate to create a Pediatric Stroke Pathway. She and her team have utilized the pathway on two kids and she would be willing to help anyone else in the group who was interested in exploring the creation of a peds pathway at their site. 


	Adjournment
	The meeting was adjourned at 1038

	Next Meeting:
	June 19. 2026 via Zoom (https://upstate.zoom.us/j/91785668079 )
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	ED Director 
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	Upstate 
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Gene Latorre, MD





Emerging evidence

Acute ischemic stroke intervention – new ways to cure stroke!

Intravenous thrombolysis

Mechanical thrombectomy



Secondary stroke prevention – new ways to prevent another stroke!



Hemorrhagic stroke intervention



Neuroprotection





IV TNK extended time window 4.5-9hr

2026 AHA guideline: Class 2a recommendation

IV TNK for LKW 4.5-9hr, patient selection using either one

MRI: DWI/FLAIR mismatch, with DWI volume less than 1/3 MCA territorry

CTP: small core with salvageable penumbra

NIHSS – must be disabling symptom



Evidence from two RCT



WAKE-UP: uses MRI to select patients



EXTEND: uses CT perfusion to select patients





IV TNK extended time window: 9hr to 24h?

What we know so far: IV TNK in px with LVO 4.5-24 hours

If with LVO and patient will go for thrombectomy: additional IV TNK not beneficial 

TIMELESS trial (NEJM 2024)

ETERNAL LVO (Stroke 2025)

CHABLIS T-2 (Stroke 2025)



If with LVO and unable to get thrombectomy: IV TNK beneficial

TRACE III trial (NEJM 2024)

ROSE-TNK (J Stroke 2023)





OPTION trial (ISC 2026)



















OPTION Trial: Take home point

If you have a patient with stroke presenting 4.5-24 hours



And NO large vessel occlusion on CTA



And disabling symptom (NIHSS 6 to 25)



And you can either do CT perfusion (or MRI: for px 4.5-9hr)



And CTP shows penumbra (or MRI showing DWI/FLAIR mismatch: up to 9hr)



IV TNK 0.25mg/kg (max 25mg) may be beneficial to improve outcome





Emerging evidence

Acute ischemic stroke intervention – new ways to cure stroke!

Intravenous thrombolysis

Mechanical thrombectomy



Secondary stroke prevention – new ways to prevent another stroke!



Hemorrhagic stroke intervention



Neuroprotection





Acute Treatment: EVT for MeVO

ISC 2025: Three RCT (DISTAL, DISCOUNT, ESCAPE-MEVO) 











EVT for MeVO

Why did the RCT's fail to show benefit?



Patient selection:  

Majority of patients receive thrombolysis: 

Majority of patients have mild stroke (low NIHSS)

Lots of old people enrolled (>40% over 80yrs)



Device/Technique:

High proportion of use of stentriever (increased hemorrhage when used for Mevo vs LVO)

No specialized device designed for MeVO













ISC 2026: EVT for MeVO

Oriental MEVO

Done primarily in China (48 center)

Median NIHSS 10

Minimized use of IVT

Defined MeVO (distal/nondominant M2, M3, A1,A2,A3,P1,P2,P3)

Open label RCT: N=280 EVT, N=283 Medical Mgt

Primary outcome: mRS90 0-2 (functional independence)

EVT mRS90 (0-2): 58.6% vs 46.6% (ARR 1.24, p=0.004)  NNT 8

EVT mRS90 (0-1): 48.9% vs 33.2% (ARR 1.47, p=<0.001) 

Safety outcome

Symptomatic ICH EVT:  4.7% vs 2.2% p=ns

Mortality EVT: 11.1% vs 10.2% p=ns







ISC 2026: EVT for MeVO

DISTALS: Distal-specific thrombectomy system (Tigertriever 13)

Multicenter RCT (USA, Belgium, Germany, Sweden)

NIHSS 4-24, TLKW outside of IVT window

N=118 randomized, EVT=51, Medical=47 included in analysis



Primary outcome: successful reperfusion

86.3% vs 27.7& p<0.001  vs medical management



Safety outcome: symptomatic ICH

None











EVT for MEVO  take 2 TAKE HOME Points

Despite previous trial results



If you have patients with distal medium vessel occlusion (smaller vessel)

And presents within 24 hours

And with moderate to severe stroke (NIHSS at least 10)

And CT Perfusion showing salvageable penumbra



Thrombectomy may be offered





Emerging evidence

Acute ischemic stroke intervention – new ways to cure stroke!

Intravenous thrombolysis

Mechanical thrombectomy



Secondary stroke prevention – new ways to prevent another stroke!



Hemorrhagic stroke intervention



Neuroprotection





New Era in Secondary Prevention

OCEANIC-STROKE trial: RCT multicenter placebo-controlled

702 sites, 37 countries  N=12,237

Asundexian: new class of antithrombotic

Factor XIa inhibitor

Only affects intrinsic pathway (thrombogenic pathway)

No or minimal effect on endogenous hemostatic pathway (no significant bleeding risk)

Px with AIS within 72 hours of onset

Non-cardioembolic strokes

Treated with BMT (SAPT or DAPT)

2 year follow-up

Recurrent stroke among Asundexian group (6.2%) vs Placebo (8.4%) 

RRR=26%  ARR 1.9% at 1 year  NNT=53

Bleeding rate similar to placebo





















Asundexian: XIa inhibitor

Vit K antagonist

Factors II, VII, IX, II (prothrombin)





Emerging evidence

Acute ischemic stroke intervention – new ways to cure stroke!

Intravenous thrombolysis

Mechanical thrombectomy



Secondary stroke prevention – new ways to prevent another stroke!



Hemorrhagic stroke intervention



Neuroprotection
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Acute ischemic stroke intervention – new ways to cure stroke!

Intravenous thrombolysis

Mechanical thrombectomy



Secondary stroke prevention – new ways to prevent another stroke!



Hemorrhagic stroke intervention



Neuroprotection























Neuroprotection making a comeback

LAIS trial (neuroprotective)

Loberamisal give within 48 hours of stroke improves excellent outcome vs placebo



LT3001 trial (thrombolytic and neuroprotective)

Odaltroltide given within 24 hours of stroke onset

Safe, improves outcome, no increase bleeding
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QUESTION Does intravenous tenecteplase administered 4.5 to 24 hours after onset improve clinical outcomes among patients
with non-large vessel occlusion acute ischemic stroke and salvageable brain tissue?
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Extending the Window: Tenecteplase for Late-Window Non-LVO Stroke (The OPTION Trial)
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CONCLUSION & CLINICAL RELEVANCE
First positive RCT supporting tenecteplase for non-LVO stroke beyond

4.5 hours when guided by perfusion imaging. Generalizability beyond

Caution with CT Hypodensity: Researchers advise careful evaluation of non-
contrast CT; patients with large hypodensities may face higher hemorrhage risks.

Chinese populations requires further study.

Conducted across 48 centers in China, randomized 566 patients.
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Figure 1. Forest plots and pooled estimations among patients with stroke with distal medium
vessel occlusion postendovascular therapy.

A, Excellent functional outcome at 3months. B, Good functional outcome at 3months. G, Favorable
functional outcome at 3months. EVT indicates endovascular therapy; MM, medical management; and
OR, odds ratio.
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Journal of the American Heart Association

ORIGINAL RESEARCH

Thrombectomy for Distal Medium Vessel
Occlusion: A Meta-Analysis of Randomized
Controlled Trials

Hong-Jie Jhou @, MD; Wel Sheng Wang ®, MD; Cho-Hao Lee ®, MD; Li-Yu Yang ®, MD*;
Po-Huang Chen @, M






image7.png

Clinical Perspective

WHAT IS NEW?

This meta-analysis of randomized controlled trials is the first to synthesize evidence on
thrombectomy for distal medium vessel occlusion strokes

Thrombectomy did not improve functional outcomes or reduce mortality compared with medical
management but was associated with increased risks of symptomatic and any intracranial
hemorhage.

WHAT ARE THE CLINICAL IMPLICATIONS?

Routine use of thrombectomy for distal medium vessel occlusion should not be recommended
based on current evidence, given the absence of functional benefit and increased hemorrhagic
risk.

Careful patient selection remains crucial; ongoing, and future randomized trials may help define
subgroups that could derive benefit from thrombectomy.
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Unhappy Triad 2013

ORIGINAL ARTICLE

Endovascular Therapy after Intravenous t-PA versus t-PA Alone for Stroke
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Endovascular Treatment for Acute Ischemic Stroke
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EMBOLISE

Non-Surgical Cohort

Preliminary Results from the Observation (Non-Surgical) Cohort

Jason Davies, MD, PhD and Jared Knopman, MD

On behalf of the EMBOLISE Steering Committee:
Jared Knopman, MD*, Jason Davies, MD, PhD *, Robert Harbaugh, MD, Ameer Hassan, DO,
Alexander Khalessi, MD, Maxim Mokin, MD, PhD, Adnan Siddiqui, MD, PhD**

ClinicalTrials. gov: NCT04402632 “National Principal Investigators
**Coordinating Investigator
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Lumosa LT3001 Improves Functional Outcomes in
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Results from Two Phase 2 Clinical Trials
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