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Abstract: Good collateral status in acute ischemic stroke patients is an important indicator for good
outcomes. Perfusion imaging potentially allows for the simultaneous assessment of local perfusion
and collateral status. We combined multiple CTP parameters to evaluate a CTP-based collateral score.
We included 85 patients with a baseline CTP and single-phase CTA images from the MR CLEAN
Registry. We evaluated patients’ CTP parameters, including relative CBVs and tissue volumes
with several time-to-maximum ranges, to be candidates for a CTP-based collateral score. The score
candidate with the strongest association with CTA-based collateral score and a 90-day mRS was
included for further analyses. We assessed the association of the CTP-based collateral score with
the functional outcome (mRS 0–2) by analyzing three regression models: baseline prognostic factors
(model 1), model 1 including the CTA-based collateral score (model 2), and model 1 including
the CTP-based collateral score (model 3). The model performance was evaluated using C-statistic.
Among the CTP-based collateral score candidates, relative CBVs with a time-to-maximum of 6–10 s
showed a significant association with CTA-based collateral scores (p = 0.02) and mRS (p = 0.05) and
was therefore selected for further analysis. Model 3 most accurately predicted favorable outcomes
(C-statistic = 0.86, 95% CI: 0.77–0.94) although differences between regression models were not
statistically significant. We introduced a CTP-based collateral score, which is significantly associated
with functional outcome and may serve as an alternative collateral measure in settings where MR
imaging is not feasible.

Keywords: perfusion; CTP; collaterals; ischemic stroke

1. Introduction

In patients with acute ischemic stroke, leptomeningeal collateral blood flow potentially
maintains blood supply to the ischemic region until the occluded vessel is revascularized [1].
Good collateral status is associated with favorable outcomes, smaller infarct volumes, and
lower incidences of hemorrhagic transformation following endovascular therapy [2–10].
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Collateral capacity can be assessed using several imaging modalities, including DSA,
CTA, and MRA [11–14]. MRA and CTA have been used to indirectly assess collateral status
based on contrast filling in the arteries distal to the clot. In those studies, the collateral
status is graded by classifying the extent, the intensity, the speed, or combinations of these
contrast filling variables in arteries downstream of the thrombus.

These collateral grading systems have coarse qualitative grading scales and their
own limitations. For example, CTA is sensitive to inaccurate scan timing and may miss
slower retrograde contrast enhancement of the pial arteries because of the lack of temporal
resolution [6]. Collateral grading based on (single vessel) DSA allows only a limited
assessment of the MCA territory and is only available after a patient has been selected
for treatment [15]. Although these approaches provide an indication of collateral capacity,
they do not offer information on the local perfusion of the affected tissue. Perfusion-based
imaging acquisitions may provide improved estimates of collateral status in addition to
their value in the assessment of stroke pathophysiology and penumbra volume [16].

A recent study suggested that MR perfusion allows for the quantitative assessment
of collateral status with a high agreement with a DSA-based collateral score [17]. In that
study, perfusion parameters, such as the time delay of the tissue residue function and the
corresponding blood volume, were combined to determine a perfusion collateral index.
Because the arterial time delay and relative CBV (rCBV) are generated automatically by MR
perfusion imaging software, the perfusion collateral index can be calculated quickly and
independent of expert readers. In the time-critical setting of acute stroke care, such rapid
assessment of collateral status may provide added clinical value and factor into therapeutic
decision-making.

Compared to CT, MRI has a number of limitations in the acute setting, including
its limited availability and longer acquisition times [18]. CT is more widely available in
acute stroke care settings. Moreover, CTP is increasingly performed in clinical practice. We
hypothesize that, next to MR perfusion, CTP also allows for the assessment of the collateral
capacity. We aimed to evaluate various baseline CTP parameters to select a CTP-based
collateral score (CTP-CS). We subsequently aimed to assess the association of this CTP-CS
with functional outcome after endovascular treatment for acute ischemic stroke.

2. Materials and Methods
2.1. Patients

The MR CLEAN Registry (A Multicenter Clinical Registry of Endovascular Treatment
for Acute Ischemic Stroke in the Netherlands) is a prospective, multicenter registry collect-
ing data of patients treated with endovascular treatment for ischemic stroke from all stroke
intervention centers in the Netherlands. In this study, we selected patients from the MR
CLEAN Registry who were treated between June 2016 and November 2017 and for whom
baseline CTP and CTA data were available. We further included patients with an occlusion
of the M1- or M2-segment of the middle cerebral artery. We excluded patients with poor
scan quality due to motion artefact, insufficient contrast or noise, and low temporal imaging
resolution. Collateral scores based on baseline single-phase CTA images (CTA-CS) and
functional outcomes at 90 days (assessed with mRS) were collected [19].

2.2. CT Perfusion Analysis

CTP data were analyzed using a commercially available software package (Syngo.via;
Siemens Healthineers, Erlangen, Germany) to generate perfusion parameters, i.e., CBF,
CBV, MTT, and the time to the maximum of residue function (Tmax). For each dataset, the
software automatically stripped the skull by finding the bone contour and removed both
cerebrospinal fluid and calcifications by intensity thresholding. The locations to assess the
global arterial input function and venous output function were automatically determined
at the internal carotid artery and superior sagittal sinus, respectively. Thresholding was
performed to remove peripheral and perforating vessels, as their inclusion could lead
to the overestimation of microvascular flow. Subsequently, the software generated time
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attenuation curves of contrast enhancement in Hounsfield Units at the arterial input
function and venous output function locations, and in each voxel in the brain area. CBV,
CBF, MTT, and Tmax for every voxel of brain tissue were then calculated from the time
attenuation curve-derived residue function [20].

A moderately hypoperfused area is indicative of penumbra, which is sustained by
collaterals [21,22]. We chose two CTP parameters to represent the delay and dispersion
components of collaterals in moderately hypoperfused areas: Tmax and rCBV [17]. rCBV
is defined as the volume of intravascular blood in mL per 100 mL of the brain, compared to
that in the contralateral hemisphere.

2.3. Additional Imaging Assessment

We chose two measures each for six different ranges of Tmax as candidates for CTP-CS.
The two measures were the mean rCBV of the volume defined by Tmax (rCBVTmax(t1)–(t2))
and this rCBV multiplied by the total volume of brain tissue as defined by the Tmax
(VolTmax(t1)–(t2)). To calculate the measures, we first created Tmax masks, which included
all voxels within the predefined Tmax ranges. The contralateral mask was created by
mirroring the ipsilateral mask in the midplane. rCBV was calculated as the mean CBV
of the ipsilateral masked volume divided by the mean CBV of the contralateral masked
volume. The total volume of grey and white matter was calculated by multiplying the voxel
volume with the number of voxels that had Tmax values within the given range. The six
predefined ranges of Tmax, which depicted the different degrees of hypoperfusion, were
2–4 s, 4–6 s, 2–6 s, 6–10 s, 4–10 s, and 10–14 s. In total we evaluated 12 CTP-CS candidates
and subsequently selected one measure as the CTP-CS for further analysis. Figure 1 shows
how the rCBV multiplied by the Tmax-based tissue volume was calculated. An example
for the mask of Tmax 6–10 s is also shown.
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Figure 1. Illustration of one measure as a candidate for baseline CTP-based collateral score: relative
CBV multiplied by the total volume of brain tissue defined by time-to-maximum (Tmax). (A): Areas
with various Tmax value ranges; (B): The corresponding CBV values of A (mL/100 mL); (C): Mask for
Tmax 6–10 s. The contralateral mask is acquired by mirroring the ipsilateral mask using the midline;
(D): CBV within mask C. The score is the mean CBV of the ipsilateral masked volume relative to the
mean CBV of the contralateral masked volume multiplied by the total volume of all the voxels with a
Tmax value of 6–10 s.
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We used data on CTA occlusion locations and collateral scores assessed by an inde-
pendent core laboratory of neuroradiologists [19]. CTA-CS was based on a 4-point scale: 0
for absent collaterals (no filling of the territory distal to the occlusion), 1 for poor collaterals
(less than half filling of the territory), 2 for moderate collaterals (more than half filling of the
territory), and 3 for good collaterals (complete filling of the territory) [23]. The unaffected
contralateral hemisphere was used as a reference to evaluate the contrast filling.

2.4. Statistical Analysis

Continuous and categorical variables were summarized as median (interquartile range,
IQR) and frequency (percentage), respectively. We used the Jonckheere-Terpstra test to
determine which CTP-CS candidate had a significant association with CTA-CS and a
90-day mRS. The associations of CTA-CS and the optimal CTP-CS measure with functional
independence (mRS 0–2) were assessed using multivariable logistic regression models. For
this analysis, we evaluated three models. In the base model (model 1), baseline prognostic
factors including age, NIHSS, time from onset to groin puncture, history of hypertension,
diabetes mellitus, and previous strokes were included. In model 2, we added the CTA-CS
to model 1. In model 3, the CTP-CS was added to model 1. The adjusted OR for statistically
significant predictors were reported with 95% CI to indicate statistical precision. Receivers
operating characteristics were subsequently determined to compare the predictive power
of the models in distinguishing favorable from unfavorable functional outcomes. We
compared the C-statistics between models using likelihood ratio tests. We used the Akaike
information criterion to compare the relative quality of the regression models. Lower
Akaike information criterion implies a more parsimonious model. p-values smaller than
0.05 were considered statistically significant. All statistics were performed using IBM SPSS
software (version 19.0.0).

3. Results

A total of 85 patients were included in our analysis (Figure 2). Table 1 shows the
baseline characteristics of the patients included in the study. The median age of the patients
was 75 years (IQR 63–81); 41 patients (48%) were female, and the median NIHSS was 16
(IQR 11–20). Core-lab determined that the CTA collateral score was 0 in 4 patients (5%), 1
in 37 patients (43%), 2 in 37 patients (43%), and 3 in 7 patients (9%).
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Table 1. Baseline Characteristics.

N 85

Age, median (IQR) 75 (63–81)
Female sex 41 (48%)

M1 occlusion of CT 66 (78%)
NIHSS, median (IQR) 16 (11–20)

History of ischemic stroke 18 (21%)
History of hypertension 42 (50%)

History of diabetes melitus 8 (9%)
Prestroke mRS

0 60 (70%)
1 11 (13%)
≥2 14 (17%)

RR systolic in mmHg, median (IQR) 144 (130–160)
Treatment with IV-rtPA 62 (73%)

ASPECTS, median (IQR) 9 (9–10)
CTA collateral score

0 4 (15%)
1 37 (43%)
2 37 (43%)
3 7 (9%)

eTICI
0 13 (15%)
1 4 (5%)

2A 16 (19%)
2B 14 (16%)
2C 13 (15%)
3 25 (30%)

General anesthesia 7 (8%)
Onset-to-groin puncture time in min, median (IQR) 150 (118–211)

EVT time in min, median (IQR) 52 (31–81)
IQR indicates interquartile range; M1, M1 segment of middle cerebral artery; eTICI, extended treatment in cerebral
ischemia; and EVT, endovascular treatment.

The Jonckheere-Terpstra test showed that among the 12 candidates we evaluated, only
the mean rCBV of the Tmax between the 6 and 10 s range (rCBVTmax6–10) was significantly
associated with the change of both CTA-CS and ordinal mRS (Table 2). We therefore selected
rCBVTmax6–10 as CTP-CS for further analysis.

Six patients with missing outcome variables were excluded from the multivariable
regression analyses. We found that in our patient population, CTA-CS was not significantly
associated with a favorable outcome (p = 0.26), as shown in Table 3. On the other hand,
CTP-CS was significantly associated with favorable outcomes with adjusted OR 1.04 (95%
CI, 1.002–1.068, p = 0.036) per 1% increase of CTP-CS. Regression model analysis showed
that the C-statistic for model 1 was 0.83 (95% CI, 0.74–0.92; Table 4). With the addition of
CTA-CS, model 2 had a C-statistic of 0.84 (95% CI, 0.75–0.93). Finally, favorable outcomes
were most accurately predicted by model 3 with a C-statistic of 0.86 (95% CI, 0.77–0.94).
This model also had the lowest Akaike information criterion. The differences between the
C-statistics of the regression models were not statistically significant (model 1 vs. model 2,
p = 0.88; model 2 vs. model 3, p = 0.75; model 1 vs. model 3, p = 0.63). Figure 3 shows the
receiver operating characteristics curves of the three regression models.
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Table 2. Results of Jonckheere-Terpstra tests of the associations of the baseline CTP-based collateral
score (CTP-CS) candidates with baseline single-phase CTA-based collateral score (CTA-CS) and
ordinal 90-day mRS.

ECTP-CS Candidates
p-Value

Association with CTA-CS Association with mRS

rCBVTmax2–4 × VolTmax2–4 (mL) 0.028 a 0.19
rCBVTmax4–6 × VolTmax4–6 (mL) 0.99 0.91

rCBVTmax6–10 × VolTmax6–10 (mL) 0.036 a 0.35
rCBVTmax2–6 × VolTmax2–6 (mL) 0.13 0.39

rCBVTmax4–10 × VolTmax4–10 (mL) 0.16 0.56
rCBVTmax10–14 × VolTmax10–14 (mL) <0.001 a 0.12

rCBVTmax2–4 0.18 0.89
rCBVTmax4–6 0.049 a 0.59
rCBVTmax6–10 0.020 a 0.045 b

rCBVTmax2–6 0.16 0.80
rCBVTmax4–10 0.038 a 0.23
rCBVTmax10–14 0.036 a 0.09

Tmax: time-to-maximum of residue function; VolTmaxa–b: tissue volume as indicated by Tmax a–b s; rCBVTmaxa–b:
mean relative CBV of the brain tissue as indicated by Tmax a–b s. a Significantly different between groups defined
by CTA collateral score (p < 0.05). b Significantly different between groups defined by mRS (p < 0.05).

Table 3. Adjusted Odds Ratio of logistic regression models of CTA-CS and CTP-CS for favorable
outcome.

Adjusted OR 95% CI p-Value

CTA-CS per grade 1.62 0.70–3.73 0.26
CTP-CS per 1% 1.04 1.002–1.068 0.036

OR: odds ratio; CI: confidence interval; CTA-CS: baseline single phase CTA-based collateral score; CTP-CS:
baseline CTP-based collateral score.

Table 4. Logistic regression models for favorable functional outcome with C-statistics and Akaike
information criterion.

Model C-Statistic (95% CI) AIC

Model 1—Baseline prognostic factors 0.83 (0.74–0.92) 93.5
Model 2—Baseline prognostic factors + CTA-CS 0.84 (0.75–0.93) 94.2
Model 3—Baseline prognostic factors + CTP-CS 0.86 (0.77–0.94) 90.7

AIC: Akaike Information Criterion; CTA-CS: baseline single phase CTA-based collateral score; CTP-CS: baseline
CTP-based collateral score. Higher C-statistic and lower AIC imply better models.
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4. Discussion

We showed that the CTP parameters Tmax and rCBV can be used to automatically as-
sess collateral capacity in patients who received endovascular treatment for acute ischemic
stroke due to a proximal anterior circulation occlusion.

We consider the rCBV of moderately hypoperfused volumes to be a proxy for col-
laterals; it is an estimate of how much a collateralized microvascular volume is reduced
from its healthy volume. The hypoperfused volume represents penumbra which is likely
sustained by collaterals [24–27]. Therefore, the delayed perfusion time may be indicative of
collateral status [28]. This was confirmed in multiple MR perfusion studies that associated
delayed perfusion time with collateral status [17,28–32]. In addition to the delay, the mi-
crovascular blood volume of the hypoperfused area may be indicative of the dispersion of
collateral flow [33–35]. Delay and dispersion are two important features for the accurate
determination of collateral status [34]. For example, the late arrival time (delay), the speed
of vessel filling, and the amount of contrast (dispersion) in pial arteries provide insights
into leptomeningeal collateral status [36]. The use of rCBV as CS-CTP relies on having
a substantial amount of moderately hypoperfused volume at the time of measurement.
This constraint avoids possible mirroring errors during contralateral mask creation. Ad-
ditionally, sufficient volume suppresses noise which otherwise could negatively impact
the reading accuracy. Consequently, the CTP-CS may not be suitable for patients with an
insufficient penumbra volume.

We expected that blood volume would be lower on the affected side compared with
the unaffected side, resulting in an rCBV ranging from 0 to 1, with a higher rCBV indicating
better collaterals [35,37]. Interestingly, this did not seem to be the case as most rCBV
medians were larger than 1. One possible explanation is the loss of vascular tone and the
recruitment of capillaries in the penumbral microcirculation as a response to hypoxia [38].

A study on MR perfusion-based collateral assessment suggests that an arterial time
delay of 2–6 s best describes the moderately hypoperfused volume [17]. The follow-up
study with CTP confirmed that an arterial time delay of 2–6 s was indicative of collateral-
ization [39]. We could not reproduce this finding in our CTP-based study as the volume of
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brain tissue with a Tmax of 2–6 s, although showing the expected trend, was not signifi-
cantly associated with either the CTA collateral score nor the ordinal mRS in our patient
population. This discrepancy may stem from a bias selection in the population and the in-
herent differences between the hemodynamical parameters estimation methods employed
between their study and ours: the arterial time delay parameter is a Bayesian-estimated
Tmax as opposed to the Tmax derived from a singular value decomposition model [40].
The 6 s threshold for determining hypoperfused tissue is consistent with other studies
which use MR perfusion-weighted imaging on the DEFUSE study population [29,31,41].
The volume of this hypoperfused tissue had been used to categorize the collateral extent
in the infarcted hemisphere [31,42]. The hypoperfusion intensity ratio, the volume of the
tissue with a Tmax > 10 s divided by the volume of the tissue with a Tmax > 6 s, has shown
to be significantly associated with a persistent perfusion profile for more than 38 h which
may indicate favorable collaterals [43]. A recent study on the CTP-based hypoperfusion
intensity ratio of 22 patients demonstrated significant associations between the ratio, using
Tmax > 10 s and Tmax> 4 s, and a dynamic CTA-based collateral score and functional
outcomes [44]. The evaluation of such thresholds in our collateral formulation did not
show an association between the CTA collateral score and the functional outcome.

Most collateral grading methods require extensive assessment from experienced neu-
roradiologists, which might introduce bias [45]. Inter-observer agreements for collateral
grading in various imaging modalities were insufficiently investigated, although some
studies reported fair to good agreements [36,46]. The observer dependency is alleviated in
our method because the entire process, from reading the CTP source images to generating
the collateral score, is fully automated.

We acknowledge several limitations in this study. We included only cases with a
middle cerebral artery occlusion. The CTP-based collateral score could be generalized
to more proximal or distal occlusion cases, although the perfusion characteristics of the
tissue sustained by different types of collaterals may not share the same properties with the
tissue supplied by leptomeningeal collaterals. Furthermore, the high threshold of Tmax
for our CTP-CS may exclude benign oligemia, which is within the domain of collaterals.
We did not investigate the potential contributions of slow flow from pervious thrombus
or incomplete occlusions into the moderately hypoperfused tissue, thus confounding
the collateral assessment. We also recognize that a considerable amount of penumbra
volume is necessary to ensure that the signal to noise ratio is large enough to limit an
inaccurate estimation of collateral capacity. Moreover, we found no significant association
between CTA-based collateral scores and functional outcomes [47]. This may be caused
by imbalanced data due to the lack of samples in extreme grades, i.e., 4 patients with
CTA-CS 0 and 9 patients of CTA-CS 3. In addition, some difficult cases in intermediate
grades may have complicated the reading. Finally, the prominent discrepancy between
CTP software packages may require a fine-tuning of the perfusion parameters to achieve
similar results [48,49]. Further studies are warranted to evaluate the robustness of the CTP-
based collateral score on different patient populations with a proximal anterior circulation
occlusion.

5. Conclusions

This study demonstrates that the CTP parameters Tmax and rCBV can be used to
automatically assess collateral capacity in patients who underwent endovascular treatment
for acute ischemic stroke due to a proximal anterior circulation occlusion. We selected
the mean of relative CBVs of the area with a Tmax of 6–10 s as the CTP collateral score
because of its associations with both CTA collateral score and functional outcome. In
addition, we showed that the multivariable prognostic model with the CTP-collateral
score outperforms models without a collateral score or with the CTA-based collateral
score, although these differences were not statistically significant. Because the perfusion
parameters are automatically generated by CTP software, CTP-CS is quickly available and
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does not require an expert reader, potentially increasing its clinical utility in acute stroke
settings.

Author Contributions: Conceptualization, H.P., E.T.v.B. and H.A.M.; methodology, H.P. and H.A.M.;
software, H.P.; validation, H.P., E.T.v.B. and H.A.M.; formal analysis, H.P.; investigation, H.P.; re-
sources, M.L.T., M.S.K., M.K., F.J.A.M., L.S.F.Y., G.J.L.á.N., W.H.v.Z., A.v.d.L., Y.B.W.E.M.R., C.B.L.M.M.
and MR CLEAN Registry Investigators; data curation, H.P., M.L.T., M.S.K. and M.K.; writing—
original draft preparation, H.P.; writing—review and editing, M.L.T., M.S.K., M.K., F.J.A.M., L.S.F.Y.,
G.J.L.á.N., W.H.v.Z., A.v.d.L., Y.B.W.E.M.R., C.B.L.M.M., H.A.M. and E.T.v.B.; visualization, H.P.;
supervision, E.T.v.B. and H.A.M.; project administration, H.P., M.K., H.A.M. and MR CLEAN Registry
Investigators; funding acquisition, H.P. All authors have read and agreed to the published version of
the manuscript.

Funding: This research was funded by the Indonesia Endowment Fund for Education (LPDP),
Ministry of Finance, Republic of Indonesia through the LPDP scholarship Program for Doctorate
Students.

Institutional Review Board Statement: The Medical Ethics Committee of the Erasmus University
Medical Center in Rotterdam, the Netherlands, approved the MR CLEAN Registry (MEC-2014-235).
In addition, the institutional review board of each participating center approved the MR CLEAN
research protocol.

Informed Consent Statement: The requirement for written informed consent was waived, but all
patients or legal representatives were provided with oral and written information on the registry, and
had the opportunity to withdraw consent to use their data via an opt-out form, conforming to the
European Union General Data Protection Regulation.

Data Availability Statement: Registry data can be made available on reasonable request via mr-
clean@erasmusmc.nl.

Acknowledgments: MR CLEAN Registry Investigators: Diederik W.J. Dippel; Aad van der Lugt;
Charles B.L.M. Majoie; Yvo B.W.E.M. Roos; Robert J. van Oostenbrugge; Wim H. van Zwam; Jelis
Boiten; Jan Albert Vos; Ivo G.H. Jansen; Maxim J.H.L. Mulder; Robert-Jan B. Goldhoorn; Kars C.J.
Compagne; Manon Kappelhof; Josje Brouwer; Sanne J. den Hartog; Wouter H. Hinsenveld; Bob
Roozenbeek; Bart J. Emmer; Jonathan M. Coutinho; Wouter J. Schonewille; Marieke J.H. Wermer;
Marianne A.A. van Walderveen; Adriaan C.G.M. van Es; Julie Staals; Jeannette Hofmeijer; Jasper
M. Martens; Geert J. Lycklama à Nijeholt; Jelis Boiten; Sebastiaan F. de Bruijn; Lukas C. van Dijk;
H. Bart van der Worp; Rob H. Lo; Ewoud J. van Dijk; Hieronymus D. Boogaarts; J. de Vries; Paul
L.M. de Kort; Julia van Tuijl; Jo P. Peluso; Puck Fransen; Jan S.P. van den Berg; Boudewijn A.A.M.
van Hasselt; Leo A.M. Aerden; René J. Dallinga; Maarten Uyttenboogaart; Omid Eschgi; Reinoud
P.H. Bokkers; Tobien H.C.M.L. Schreuder; Roel J.J. Heijboer; Koos Keizer; Lonneke S.F. Yo; Heleen M.
den Hertog; Emiel J.C. Sturm; Paul J.A.M. Brouwers; Marieke E.S. Sprengers; Sjoerd F.M. Jenniskens;
René van den Berg; Albert J. Yoo; Ludo F.M. Beenen; Alida A. Postma; Stefan D. Roosendaal; Bas
F.W. van der Kallen; Ido R. van den Wijngaard; Joost Bot; Pieter-Jan van Doormaal; Anton Meijer;
Elyas Ghariq; Reinoud P.H. Bokkers; Marc P. van Proosdij; G. Menno Krietemeijer; Rob Lo; Wouter
Dinkelaar; Auke P.A. Appelman; Bas Hammer; Sjoert Pegge; Anouk van der Hoorn; Saman Vinke;
Sandra Cornelissen; Christiaan van der Leij; Rutger Brans; Jelis Boiten; H. Zwenneke Flach; Hester F.
Lingsma; Naziha el Ghannouti; Martin Sterrenberg; Wilma Pellikaan; Rita Sprengers; Marjan Elfrink;
Michelle Simons; Marjolein Vossers; Joke de Meris; Tamara Vermeulen; Annet Geerlings; Gina van
Vemde; Tiny Simons; Gert Messchendorp; Nynke Nicolaij; Hester Bongenaar; Karin Bodde; Sandra
Kleijn; Jasmijn Lodico; Hanneke Droste; Maureen Wollaert; Sabrina Verheesen; D. Jeurrissen; Erna
Bos; Yvonne Drabbe; Michelle Sandiman; Nicoline Aaldering; Berber Zweedijk; Jocova Vervoort; Eva
Ponjee; Sharon Romviel; Karin Kanselaar; Denn Barning; Esmee Venema; Vicky Chalos; Ralph R.
Geuskens; Tim van Straaten; Saliha Ergezen; Roger R.M. Harmsma; Daan Muijres; Anouk de Jong;
Olvert A. Berkhemer; Anna M.M. Boers; J. Huguet; P.F.C. Groot; Marieke A. Mens; Katinka R. van
Kranendonk; Katinka R. van Kranendonk; Manon L. Tolhuisen; Heitor Alves; Annick J. Weterings;
Eleonora L.F. Kirkels; Eva J.H.F. Voogd; Lieve M. Schupp; Sabine L. Collette; Adrien E.D. Groot;
Natalie E. LeCouffe; Praneeta R. Konduri; Nerea Arrarte-Terreros; Lucas A. Ramos; Nikki Boodt;
Anne F.A.V Pirson; Agnetha A.E. Bruggeman.



Diagnostics 2022, 12, 3014 10 of 12

Conflicts of Interest: van der Lugt is the recipient of unrestricted grants from the Dutch Heart
Foundation, the Dutch Brain Foundation, the Netherlands Organisation for Health Research and
Development, Health Holland Top Sector Life Science, Stryker, Medtronic, Penumbra Inc., and
Cerenovus for the conduct of trials regarding acute treatments for stroke. van Zwam received
speaker fees from Stryker, Nicolab, and Cerenovus, and consultation fees from Philips (all paid to
the institution). Roos is a shareholder of Nicolab. Majoie reports grants from CVON/the Dutch
Heart Foundation, the TWIN Foundation, the European Commission, the Dutch Health Evaluation
program, and Stryker outside of the submitted work (paid to the institution) and is a shareholder of
Nicolab. Marquering is cofounder and shareholder of Nicolab. The funder had no role in the design
of the study; in the collection, analysis, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Shuaib, A.; Butcher, K.; Mohammad, A.A.; Saqqur, M.; Liebeskind, D.S. Collateral blood vessels in acute ischaemic stroke: A

potential therapeutic target. Lancet Neurol. 2011, 10, 909–921. [CrossRef] [PubMed]
2. Singer, O.C.; Berkefeld, J.; Nolte, C.H.; Bohner, G.; Reich, A.; Wiesmann, M.; Groeschel, K.; Boor, S.; Neumann-Haefelin, T.;

Hofmann, E.; et al. Collateral Vessels in Proximal Middle cerebral artery Occlusion: The ENDOSTROKE Study 1. Radiology 2015,
274, 851–858. [CrossRef] [PubMed]

3. Bang, O.Y.; Saver, J.L.; Buck, B.H.; Alger, J.R.; Starkman, S.; Ovbiagele, B.; Kim, D.; Jahan, R.; Duckwiler, G.R.; Yoon, S.R.; et al.
Impact of collateral flow on tissue fate in acute ischaemic stroke. J. Neurol. Neurosurg. Psychiatry 2008, 79, 625–629. [CrossRef]
[PubMed]

4. Menon, B.K.; O’Brien, B.; Bivard, A.; Spratt, N.J.; Demchuk, A.M.; Miteff, F.; Lu, X.; Levi, C.; Parsons, M.W. Assessment of
leptomeningeal collaterals using dynamic CT angiography in patients with acute ischemic stroke. J. Cereb. Blood Flow Metab. 2013,
33, 365–371. [CrossRef] [PubMed]

5. Berkhemer, O.A.; Jansen, I.G.H.; Beumer, D.; Fransen, P.S.S.; Van Den Berg, L.A.; Yoo, A.J.; Lingsma, H.F.; Sprengers, M.E.S.;
Jenniskens, S.F.M.; Lycklama À Nijeholt, G.J.; et al. Collateral Status on Baseline Computed Tomographic Angiography and
Intra-Arterial Treatment Effect in Patients with Proximal Anterior Circulation Stroke. Stroke 2016, 47, 768–776. [CrossRef]

6. Menon, B.K.; Smith, E.E.; Modi, J.; Patel, S.K.; Bhatia, R.; Watson, T.W.J.; Hill, M.D.; Demchuk, A.M.; Goyal, M. Regional
leptomeningeal score on CT angiography predicts clinical and imaging outcomes in patients with acute anterior circulation
occlusions. Am. J. Neuroradiol. 2011, 32, 1640–1645. [CrossRef]

7. Kucinski, T.; Koch, C.; Eckert, B.; Becker, V.; Krömer, H.; Heesen, C.; Grzyska, U.; Freitag, H.; Röther, J.; Zeumer, H. Collateral
circulation is an independent radiological predictor of outcome after thrombolysis in acute ischaemic stroke. Neuroradiology 2003,
45, 11–18. [CrossRef]

8. Sheth, S.A.; Sanossian, N.; Hao, Q.; Starkman, S.; Ali, L.K.; Kim, D.; Gonzalez, N.R.; Tateshima, S.; Jahan, R.; Duckwiler, G.R.; et al.
Collateral flow as causative of good outcomes in endovascular stroke therapy. J. Neurointerv. Surg. 2016, 8, 2–7. [CrossRef]

9. Seyman, E.; Shaim, H.; Shenhar-Tsarfaty, S.; Jonash-Kimchi, T.; Bornstein, N.M.; Hallevi, H. The collateral circulation determines
cortical infarct volume in anterior circulation ischemic stroke. BMC Neurol. 2016, 16, 206. [CrossRef]

10. Elijovich, L.; Goyal, N.; Mainali, S.; Hoit, D.; Arthur, A.S.; Whitehead, M.; Choudhri, A.F. CTA collateral score predicts infarct
volume and clinical outcome after endovascular therapy for acute ischemic stroke: A retrospective chart review. J. Neurointerv.
Surg. 2016, 8, 559–562. [CrossRef]

11. Higashida, R.T.; Furlan, A.J. Trial Design and Reporting Standards for Intra-Arterial Cerebral Thrombolysis for Acute Ischemic
Stroke. Stroke 2003, 34, e109–e137. [CrossRef] [PubMed]

12. Miteff, F.; Levi, C.R.; Bateman, G.A.; Spratt, N.; McElduff, P.; Parsons, M.W. The independent predictive utility of computed
tomography angiographic collateral status in acute ischaemic stroke. Brain 2009, 132, 2231–2238. [CrossRef] [PubMed]

13. Lee, K.Y.; Latour, L.L.; Luby, M.; Hsia, A.W.; Merino, J.G.; Warach, M.S. Distal hyperintense vessels on FLAIR: An MRI marker for
collateral circulation in acute stroke? Neurology 2009, 72, 1134–1139. [CrossRef] [PubMed]

14. Silvestrini, M.; Altamura, C.; Cerqua, R.; Pedone, C.; Balucani, C.; Luzzi, S.; Bartolini, M.; Provinciali, L.; Vernieri, F. Early
activation of intracranial collateral vessels influences the outcome of spontaneous internal carotid artery dissection. Stroke 2011,
42, 139–143. [CrossRef]

15. Jansen, I.G.H.; Berkhemer, O.A.; Yoo, A.J.; Vos, J.A.; Lycklama à Nijeholt, G.J.; Sprengers, M.E.S.; van Zwam, W.H.; Schonewille,
W.J.; Boiten, J.; van Walderveen, M.A.A.; et al. Comparison of CTA- and DSA-Based Collateral Flow Assessment in Patients with
Anterior Circulation Stroke. Am. J. Neuroradiol. 2016, 37, 2037–2042. [CrossRef]

16. Parsons, M.W. Perfusion CT: Is it clinically useful? Int. J. Stroke 2008, 3, 41–50. [CrossRef]
17. Nael, K.; Doshi, A.; Leacy, R.D.; Puig, J.; Castellanos, M.; Bederson, J.; Naidich, T.P.; Mocco, J.; Wintermark, M. MR Perfusion to

Determine the Status of Collaterals in Patients with Acute Ischemic Stroke: A Look Beyond Time Maps. Am. J. Neuroradiol. 2018,
39, 219–225. [CrossRef]

18. Jauch, E.C.; Saver, J.L.; Adams, H.P.; Bruno, A.; Connors, J.J.B.; Demaerschalk, B.M.; Khatri, P.; McMullan, P.W.; Qureshi, A.I.;
Rosenfield, K.; et al. Guidelines for the early management of patients with acute ischemic stroke: A guideline for healthcare
professionals from the American Heart Association/American Stroke Association. Stroke 2013, 44, 870–947. [CrossRef]

http://doi.org/10.1016/S1474-4422(11)70195-8
http://www.ncbi.nlm.nih.gov/pubmed/21939900
http://doi.org/10.1148/radiol.14140951
http://www.ncbi.nlm.nih.gov/pubmed/25559232
http://doi.org/10.1136/jnnp.2007.132100
http://www.ncbi.nlm.nih.gov/pubmed/18077482
http://doi.org/10.1038/jcbfm.2012.171
http://www.ncbi.nlm.nih.gov/pubmed/23149554
http://doi.org/10.1161/STROKEAHA.115.011788
http://doi.org/10.3174/ajnr.A2564
http://doi.org/10.1007/s00234-002-0881-0
http://doi.org/10.1136/neurintsurg-2014-011438
http://doi.org/10.1186/s12883-016-0722-0
http://doi.org/10.1136/neurintsurg-2015-011731
http://doi.org/10.1161/01.STR.0000082721.62796.09
http://www.ncbi.nlm.nih.gov/pubmed/12869717
http://doi.org/10.1093/brain/awp155
http://www.ncbi.nlm.nih.gov/pubmed/19509116
http://doi.org/10.1212/01.wnl.0000345360.80382.69
http://www.ncbi.nlm.nih.gov/pubmed/19211928
http://doi.org/10.1161/STROKEAHA.110.595843
http://doi.org/10.3174/ajnr.A4878
http://doi.org/10.1111/j.1747-4949.2008.00175.x
http://doi.org/10.3174/ajnr.A5454
http://doi.org/10.1161/STR.0b013e318284056a


Diagnostics 2022, 12, 3014 11 of 12

19. Jansen, I.G.H.; Mulder, M.J.H.L.; Goldhoorn, R.J.B. Endovascular treatment for acute ischaemic stroke in routine clinical practice:
Prospective, observational cohort study (MR CLEAN Registry). BMJ 2018, 360, k949. [CrossRef]

20. Abels, B.; Klotz, E.; Tomandl, B.F.; Kloska, S.P.; Lell, M.M. Perfusion CT in acute ischemic stroke: A qualitative and quantitative
comparison of deconvolution and maximum slope approach. Am. J. Neuroradiol. 2010, 31, 1690–1698. [CrossRef]

21. Bivard, A.; Levi, C.; Spratt, N.; Parsons, M. Perfusion CT in Acute Stroke: A Comprehensive Analysis of Infarct and Penumbra.
Radiology 2013, 267, 543–550. [CrossRef] [PubMed]

22. Pallesen, L.-P.; Lambrou, D.; Eskandari, A.; Barlinn, J.; Barlinn, K.; Reichmann, H.; Dunet, V.; Maeder, P.; Puetz, V.; Michel, P.
Perfusion computed tomography in posterior circulation stroke: Predictors and prognostic implications of focal hypoperfusion.
Eur. J. Neurol. 2018, 25, 725–731. [CrossRef] [PubMed]

23. Tan, I.Y.L.; Demchuk, A.M.; Hopyan, J.; Zhang, L.; Gladstone, D.; Wong, K.; Martin, M.; Symons, S.P.; Fox, A.J.; Aviv, R.I. CT
Angiography Clot Burden Score and Collateral Score: Correlation with Clinical and Radiologic Outcomes in Acute Middle
Cerebral Artery Infarct. Am. J. Neuroradiol. 2009, 30, 525–531. [CrossRef] [PubMed]

24. Beretta, S.; Cuccione, E.; Versace, A.; Carone, D.; Riva, M.; Padovano, G.; Dell’Era, V.; Cai, R.; Monza, L.; Presotto, L.; et al.
Cerebral collateral flow defines topography and evolution of molecular penumbra in experimental ischemic stroke. Neurobiol.
Dis. 2015, 74, 305–313. [CrossRef]

25. Kawano, H.; Bivard, A.; Lin, L.; Spratt, N.J.; Miteff, F.; Parsons, M.W.; Levi, C.R. Relationship between Collateral Status, Contrast
Transit, and Contrast Density in Acute Ischemic Stroke. Stroke 2016, 47, 742–749. [CrossRef]

26. Rusanen, H.; Saarinen, J.T.; Sillanpää, N. Collateral circulation predicts the size of the infarct core and the proportion of salvageable
penumbra in hyperacute ischemic stroke patients treated with intravenous thrombolysis. Cerebrovasc. Dis. 2015, 40, 182–190.
[CrossRef]

27. Santos, E.M.M.; Marquering, H.A.; den Blanken, M.D.; Berkhemer, O.A.; Boers, A.M.M.; Yoo, A.J.; Beenen, L.F.; Treurniet, K.M.;
Wismans, C.; van Noort, K.; et al. Thrombus Permeability Is Associated With Improved Functional Outcome and Recanalization
in Patients With Ischemic Stroke. Stroke 2016, 47, 732–741. [CrossRef]

28. Campbell, B.C.; Christensen, S.; Tress, B.M.; Churilov, L.; Desmond, P.M.; Parsons, M.W.; Alan Barber, P.; Levi, C.R.; Bladin, C.;
Donnan, G.A.; et al. Failure of collateral blood flow is associated with infarct growth in ischemic stroke. J. Cereb. Blood Flow Metab.
2013, 33, 1168–1172. [CrossRef]

29. Lansberg, M.G.; Lee, J.; Christensen, S.; Straka, M.; De Silva, D.A.; Mlynash, M.; Campbell, B.C.; Bammer, R.; Olivot, J.M.;
Desmond, P.; et al. RAPID automated patient selection for reperfusion therapy: A pooled analysis of the echoplanar imaging
thrombolytic evaluation trial (EPITHET) and the diffusion and perfusion imaging evaluation for understanding stroke evolution
(DEFUSE) study. Stroke 2011, 42, 1608–1614. [CrossRef]

30. Olivot, J.M.; Mlynash, M.; Inoue, M.; Marks, M.P.; Wheeler, H.M.; Kemp, S.; Straka, M.; Zaharchuk, G.; Bammer, R.; Lansberg,
M.G.; et al. Hypoperfusion intensity ratio predicts infarct progression and functional outcome in the DEFUSE 2 cohort. Stroke
2014, 45, 1018–1023. [CrossRef]

31. Marks, M.P.; Lansberg, M.G.; Mlynash, M.; Olivot, J.-M.; Straka, M.; Kemp, S.; McTaggart, R.; Inoue, M.; Zaharchuk, G.; Bammer,
R.; et al. Effect of Collateral Blood Flow on Patients Undergoing Endovascular Therapy for Acute Ischemic Stroke. Stroke 2014, 45,
1035–1039. [CrossRef] [PubMed]

32. Nicoli, F.; Scalzo, F.; Saver, J.L.; Pautot, F.; Mitulescu, A.; Chaibi, Y.; Girard, N.; Salamon, N.; Liebeskind, D.S. The combination
of baseline magnetic resonance perfusion-weighted imaging-derived tissue volume with severely prolonged arterial-tissue
delay and diffusion-weighted imaging lesion volume is predictive of MCA-M1 recanalization in patients treated with endo.
Neuroradiology 2014, 56, 117–127. [CrossRef] [PubMed]

33. Liebeskind, D.S. Collateral circulation. Stroke 2003, 34, 2279–2284. [CrossRef] [PubMed]
34. Liebeskind, D.S. Collaterals in acute stroke: Beyond the clot. Neuroimaging Clin. N. Am. 2005, 15, 553–573. [CrossRef] [PubMed]
35. Cortijo, E.; Calleja, A.I.; García-Bermejo, P.; Mulero, P.; Pérez-Fernández, S.; Reyes, J.; Muñoz, M.F.; Martínez-Galdámez, M.;

Arenillas, J.F. Relative Cerebral Blood Volume as a Marker of Durable Tissue-at-Risk Viability in Hyperacute Ischemic Stroke.
Stroke 2014, 45, 113–118. [CrossRef] [PubMed]

36. McVerry, F.; Liebeskind, D.S.; Muir, K.W.; McVerry, F.; Liebeskind, D.S.; Muir, K.W. Systematic Review of Methods for Assessing
Leptomeningeal Collateral Flow. AJNR Am. J. Neuroradiol. 2012, 33, 576–582. [CrossRef]

37. Arenillas, J.F.; Cortijo, E.; García-Bermejo, P.; Levy, E.I.; Jahan, R.; Liebeskind, D.; Goyal, M.; Saver, J.L.; Albers, G.W. Relative
cerebral blood volume is associated with collateral status and infarct growth in stroke patients in SWIFT PRIME. J. Cereb. Blood
Flow Metab. 2018, 38, 1839–1847. [CrossRef]

38. Jordan, J.D.; Powers, W.J. Cerebral autoregulation and acute ischemic stroke. Am. J. Hypertens. 2012, 25, 946–950. [CrossRef]
39. Nael, K.; Sakai, Y.; Larson, J.; Goldstein, J.; Deutsch, J.; Awad, A.J.; Pawha, P.; Aggarwal, A.; Fifi, J.; Deleacy, R.; et al. CT Perfusion

collateral index in assessment of collaterals in acute ischemic stroke with delayed presentation: Comparison to single phase CTA.
J. Neuroradiol. 2022, 49, 198–204. [CrossRef]

40. Boutelier, T.; Kudo, K.; Pautot, F.; Sasaki, M. Bayesian hemodynamic parameter estimation by bolus tracking perfusion weighted
imaging. IEEE Trans. Med. Imaging 2012, 31, 1381–1395. [CrossRef]

41. Olivot, J.M.; Mlynash, M.; Thijs, V.N.; Kemp, S.; Lansberg, M.G.; Wechsler, L.; Bammer, R.; Marks, M.P.; Albers, G.W. Optimal
Tmax Threshold for Predicting Penumbral Tissue in Acute Stroke. Stroke 2009, 40, 469–475. [CrossRef] [PubMed]

http://doi.org/10.1136/bmj.k949
http://doi.org/10.3174/ajnr.A2151
http://doi.org/10.1148/radiol.12120971
http://www.ncbi.nlm.nih.gov/pubmed/23264345
http://doi.org/10.1111/ene.13578
http://www.ncbi.nlm.nih.gov/pubmed/29350878
http://doi.org/10.3174/ajnr.A1408
http://www.ncbi.nlm.nih.gov/pubmed/19147716
http://doi.org/10.1016/j.nbd.2014.11.019
http://doi.org/10.1161/STROKEAHA.115.011320
http://doi.org/10.1159/000439064
http://doi.org/10.1161/STROKEAHA.115.011187
http://doi.org/10.1038/jcbfm.2013.77
http://doi.org/10.1161/STROKEAHA.110.609008
http://doi.org/10.1161/STROKEAHA.113.003857
http://doi.org/10.1161/STROKEAHA.113.004085
http://www.ncbi.nlm.nih.gov/pubmed/24569816
http://doi.org/10.1007/s00234-013-1310-2
http://www.ncbi.nlm.nih.gov/pubmed/24337610
http://doi.org/10.1161/01.STR.0000086465.41263.06
http://www.ncbi.nlm.nih.gov/pubmed/12881609
http://doi.org/10.1016/j.nic.2005.08.012
http://www.ncbi.nlm.nih.gov/pubmed/16360589
http://doi.org/10.1161/STROKEAHA.113.003340
http://www.ncbi.nlm.nih.gov/pubmed/24281229
http://doi.org/10.3174/ajnr.A2794
http://doi.org/10.1177/0271678X17740293
http://doi.org/10.1038/ajh.2012.53
http://doi.org/10.1016/j.neurad.2021.11.002
http://doi.org/10.1109/TMI.2012.2189890
http://doi.org/10.1161/STROKEAHA.108.526954
http://www.ncbi.nlm.nih.gov/pubmed/19109547


Diagnostics 2022, 12, 3014 12 of 12

42. Son, J.P.; Lee, M.J.; Kim, S.J.; Chung, J.-W.; Cha, J.; Kim, G.-M.; Chung, C.-S.; Lee, K.H.; Bang, O.Y. Impact of Slow Blood Filling
via Collaterals on Infarct Growth: Comparison of Mismatch and Collateral Status. J. Stroke 2017, 19, 88–96. [CrossRef] [PubMed]

43. Christensen, S.; Mlynash, M.; Kemp, S.; Yennu, A.; Heit, J.J.; Marks, M.P.; Lansberg, M.G.; Albers, G.W. Persistent target mismatch
profile >24 hours after stroke onset in DEFUSE 3. Stroke 2019, 50, 754–757. [CrossRef] [PubMed]

44. Lin, L.; Chen, C.; Tian, H.; Bivard, A.; Spratt, N.; Levi, C.R.; Parsons, M.W. Perfusion computed tomography accurately quantifies
collateral flow after acute ischemic stroke. Stroke 2020, 51, 1006–1009. [CrossRef]

45. Zhang, G.; Treurniet, K.M.; Jansen, I.G.H.; Emmer, B.J.; van den Berg, R.; Marquering, H.A.; Uyttenboogaart, M.; Jenniskens,
S.F.M.; Roos, Y.B.W.E.M.; van Doormaal, P.J.; et al. Operator Versus Core Lab Adjudication of Reperfusion after Endovascular
Treatment of Acute Ischemic Stroke. Stroke 2018, 49, 2376–2382. [CrossRef]

46. Kauw, F.; Dankbaar, J.W.; Martin, B.W.; Ding, V.Y.; Boothroyd, D.B.; van Ommen, F.; de Jong, H.W.A.M.; Kappelle, L.J.; Velthuis,
B.K.; Heit, J.J.; et al. Collateral Status in Ischemic Stroke: A Comparison of Computed Tomography Angiography, Computed
Tomography Perfusion, and Digital Subtraction Angiography. J. Comput. Assist. Tomogr. 2020, 44, 984–992. [CrossRef]

47. Jansen, I.G.H.; Mulder, M.J.H.L.; Goldhoorn, R.J.B.; Boers, A.M.M.; Van Es, A.C.G.M.; Yo, L.S.F.; Hofmeijer, J.; Martens, J.M.; Van
Walderveen, M.A.A.; Van Der Kallen, B.F.W.; et al. Impact of single phase CT angiography collateral status on functional outcome
over time: Results from the MR CLEAN Registry. J. Neurointerv. Surg. 2019, 11, 866–873. [CrossRef]

48. Bathla, G.; Limaye, K.; Policeni, B.; Klotz, E.; Juergens, M.; Derdeyn, C. Achieving comparable perfusion results across vendors.
The next step in standardizing stroke care: A technical report. J. Neurointerv. Surg. 2019, 11, 1257–1260. [CrossRef]

49. Fahmi, F.; Marquering, H.A.; Streekstra, G.J.; Beenen, L.F.M.; Velthuis, B.K.; VanBavel, E.; Majoie, C.B. Differences in CT perfusion
summary maps for patients with acute ischemic stroke generated by 2 software packages. Am. J. Neuroradiol. 2012, 33, 2074–2080.
[CrossRef]

http://doi.org/10.5853/jos.2016.00955
http://www.ncbi.nlm.nih.gov/pubmed/28030891
http://doi.org/10.1161/STROKEAHA.118.023392
http://www.ncbi.nlm.nih.gov/pubmed/30735466
http://doi.org/10.1161/STROKEAHA.119.028284
http://doi.org/10.1161/STROKEAHA.118.022031
http://doi.org/10.1097/RCT.0000000000001090
http://doi.org/10.1136/neurintsurg-2018-014619
http://doi.org/10.1136/neurintsurg-2019-014810
http://doi.org/10.3174/ajnr.A3110

	Introduction 
	Materials and Methods 
	Patients 
	CT Perfusion Analysis 
	Additional Imaging Assessment 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

