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Background: Endovascular therapy (EVT) has become the standard of care for selected ischemic stroke patients but

access remains limited due to lack of neurointerventionalists. We explored the feasibility of starting an EVT program for
acute ischemic stroke in a tertiary academic centre without on-site neurointerventional radiologists.
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Results: 6/10 cases (60%) 90 day mRS < 2. TICI 2b-3 recanalization rate 90%. Mean CT to reperfusion time 57 minutes.

KGH Pilot Results: Outcomes
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Conclusions: EvT was feasible when performed by an experienced stroke team including three experienced

general interventionalists in a tertiary academic centre. Strict inclusion criteria and a strong collaboration with stroke
neurologists was essential.



