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Background
Mobile Stroke Units for prehospital acute stroke patient management

* Multiple publications indicate

earlier treatment

increased numbers of patients receiving treatment

optimised triage to the individually required level of care

2 recent studies add data to clinical outcome

Walter et al., 2012; Ebinger et al., 2014; Bowry et al., 2015; Ebinger et al., 2015; Gomes et al.,
2015; Wendt et al., 2015; Taqui et al., 2017; Shuaib et al., 2018; Helwig et al., 2019; Czap et al.,
2020; Zhao et al., 2020; Cooley et al., 2021; Ebinger er al., 2021; Grotta et al., 2021; Larsen et al.,
2021; Zhou et al., 2021
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Methods

ESO Standard operating Procedure for
Guidelines with GRADE methodology

Intervention and Comparator

(Steiner et al,, 2021) Population Mobile Stroke Unit | Conventional
management

- Suspected Clinical outcomes:
3 PICO questions stroke patients + mRS
14 outcomes (PICO1) o ?r.ne to treatment
i _ Confirmed acute GEJ rlage _
RCTs and observational studies AR e 5 * Proportion treated
patients 9 Safety outcomes
considered (PICO 2) 8 « All-cause mortality
* Bleeding
Confirmed acute complications
ICH patients «  Mimics treated

in case of overlapping populations: (PICO 3)
disentangling by personal communication

with authors (Turc et al., 2022) o
=
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Methods: Importance of outcomes (Delphi votes):

1. Suspected stroke patients:

mortality (90/7 days): 7.9 and 7.6,
sICH: 7.5,

mimics treated (IVT): 6.4,

major extracranial bleeding: 6.1

functional outcomes: excellent: 8.9, any better: 8.8, good: 8.4,
proportion receiving treatment: 7.5, time to therapy: 7.3,
mortality (90/7 days): 8.0 and 7.0, “Golden hour” IVT: 7.1,
sICH: 7.3, LVO triaged to tertiary care: 6.8,

major extracranial bleeding: 6.0

functional outcomes: good 8.5, any better 8.3, excellent 7.6,
mortality (90/7 days): 8.1 and 7.5

ICH triaged to tertiary care: 6.3,

size of haematoma expansion: 6.0

— 23 sets of analysis and
additional sensitivity
analysis with further 3 sets

of analysis

— 1 combined
recommendation
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Suspected Stroke Patients

MSU vs conventional management

Safety outcome: all-cause mortality 7/90 days

IV, Random, 95% CI

MSsuU Control
Study or Subgroup  Events Total BEvents Total

Weight IV, Random, 95% CI

Odds Ratio
IV, Random, 95% CI

MSU Control
Study or Subgroup  Events Total Events Total Weight IV, Random, 95% CI
1.1.1RCTs
Ehinger etal, 2014 44 1804 66 2868 TT7.3%
Helwig et al, 2019 3 63 4 53 4.8%
Walter et al, 2012 B 53 2 a7 4.0%
Subtotal (95% CI) 1920 3069 B6.4%
Total events 53 72

Heterogeneity: Tau®= 0.00; Chi*=1.84, df= 2 (P=0.40);, F= 0%

Testfor overall effect: 2= 0.58 (P = 0.596)

1.1.2 Non-randomized studies

Larsenetal, 2021 T 166 3 2T4 11.4%
YWeberetal 2013 1 23 4 a0 2.3%
Subtotal (95% CI) 189 324 13.6%
Total events 8 13

Heterogeneity, Tau= 0.00; Chi= 0.52, df= 1 (P = 0.47); F= 0%

Testfor overall effect: 2= 0.23 (F=0.82)

Total {95% CI) 2109 3393 100.0%
Total events 61 85

Heterogeneity, Tau®=0.00; Chi*=2.37, df =4 (F=067), F=0%

Testforoverall effect Z=063 (P=0.53)

Testfor subgroup differences: Chi*=0.00, df=1 (P=1.00), F=0%

Quality:
(Bias)

2.87 [0.55,14.99]

-

Favours MSL Favours col

=

=]

1.2.1 Non-randomized studies

Larsen etal, 2021 19 165 22274
Subtotal (95% CI) 165 274
Total events 18 22

Heterogeneity: Mot applicable
Testfor overall effect £2=1.21 (F=10.23)

Total (95% CI) 165 274
Total events 18 22
Heterogeneity: Mot applicakle

Testfor averall effect Z2=1.21 {(F=10.23)

Testfor subgroup differences: Mot applicable

Quality:
(Imprecision)

1.49[0.78, 2.89]
1.49[0.78, 2.85]

1.49[0.78, 2.85]
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Acute Ischaemic Stroke Patients

MSU vs conventional management

Excellent functional outcome (mRS 0-1)

M5sLU Control Odds Ratio Odds Ratio
Study or Subgroup Bvents Total Pwents Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.1.2 Non-randomized studies
Ehinger et al, 2021 333 B54 289 B33 401% 1.41[1.14,1.79] — &
Grotta et al, 2021 329 548 185 #417 I1.7% 1.83[1.149,1.97] —
kunz etal 2016 161 304 166 353 22.8% 1.26[0.93,1.71] &
Larsen et al, 2021 39 BE 52 a1 55% 0.81 [0.41,1.587]
Subtotal (95% CI) 1623 1534 100.0% 1.37 [1.17, 1.61] e
Total events 262 B9
Heterogeneity: Tau®= 0.00; Chi*= 3.86, df= 3 {(F=0.31);, F=16%
Test far overall effect: £ = 3.88 (F = 0.0001)
Total (95% CI) 1623 1534 100.0% 1.37 [1.17, 1.61] -l
Total events A6z 92
Heterogeneity: Tau?= 0.00; Chi*= 3,86, df= 2 (P = 0.31), F= 16% DIE IIIIT 155 3

Testfor overall effect: £=3.88 (P =0.0001)

Quality: Moderate &EH D

Favours control

Favours M3
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Acute Ischaemic Stroke Patients

MSU vs conventional management

Good (mRS 0-2) and any better functional outcome

MSU Control Odds Ratio Odds Ratio Odds Ratio Odlds Ratio
Study or Subgroup  Events Total Events Total Weight NIV, Random, 95% CI IV, Random, 95% CI Study or Subgroup log[Odds Ratio] SE Weight IV, Random, 95% CI I, Random, 95% CI
2.2.2 Non-randomized studies 2.11.2 Non-randomized studies
Ebinger et al, 2021 412 654 388 683 431% 1.28101.04,1.61] —— Ehinger et al, 2021 0262 0091 37.2% 1.30[1.09, 1.55] —
Grotta et al, 2021 3498 488 247 M7 N0% 1.37 [1.06,1.77] —— . ’ ’ ’ ' o
L Grotta et al, 2021 0419 0113 306% 1.52[1.22,1.490] —
Kunzetal, 2016 192 308 221 353 206% 1.03[0.75,1.41] K tal 2016 0148 0137  246% 116088 152 _
Larsen etal, 2021 43 66 57 81 43%  079[0.39,1.58 S szszei :tlal 0o Pt A 0o ED-%' 1 -461
éhou etal, 20}21 11 14 16 24 0.90}? 1.83[0.40, 8.49] Subtotal (gﬁlv-' o . . 1[“]. o b .28 1 -DBI ; .52]
ubtotal (95% CI) 1637 1558 100.0% 1.23[1.07, 1.42] e 2 " .0% - .08, 1. .
Total events 1057 q2q Heterogeneity: TauF= 001, Chf=511, df =2 (P=0.16);, F= M1 %
Heterogeneity: Tau®= 0.00; Chi*= 392, df=4 (P =0.42); 7= 0% Test for overall effect = 2 83 (P = 0.005)
Testfor averall effect: £= 286 (P =0.004)
Total (95% CI) 100.0% 1.28[1.08, 1.52] O
Lh L | | | 1
Total (95% CI) 1637 1558 100.0%  1.23[1.07,1.42] L 2 Heterageneity: TauF = 0.01: Chi*= 511, df= 3 (P = 0.16): F= 41% -+ -+ - )
Lmtal e Tawr= 10 U?i:?h?— 3.92 dfgzelg P= 042 F=0% ' ' ' ' ; ' Testfor overall effect 7= 2.83 (P = 0.005) " Favours control  Favours MSU
Blerogeneity. Taw”= 0.00; Chi"= 3.92, df= 4 (F = 0.42); = o1 02 18] 2 & 10 Test far subdgraup differences: Mot applicable

Testfor owerall effect 7= 2.86 (F = 0.004)
Testfor subgroup differences: Mot applicable

Favours control  Favours MSL

Quality: Moderate DD EUROPEAN STROKE
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Additional information for Acute Ischaemic Stroke Patients:

Sensitivity analysis

MSU vs conventional management

Excellent functional outcome (mRS 0-1)

B_PROUD/BEST-MSU:

prospective interventional

studies with blinded
endpoint

MsU Control Odds Ratio Odds Ratio
Study or Subgroup  Events Total Bvents Total Weight IV, Random, 95% CI I, Random, 95% CI
2.1.1 Imterventional non-randomized trials
Ehinger et al, 2021 333 RA4 289  REB3 AT E% 1.41[1.14,1.78] ——
Grofta et al, 2021 329  &48 185 417 42.4% 1531[1.19,1.97] ——
Subtotal (95% CI) 1252 1100 100.0% 1.46 [1.24, 1.72] B
Tatal events RE2 474
Heterogeneity: Tau®=0.00; Chi*=0.23, df =1 (P=063); F=0%
Testfor overall effect: £= 486 (F = 0.00001)
Total (95% CI) 1252 1100 100.0% 1.46 [1.24, 1.72] .
Total events BE2 474
Heterogeneity: Tau®= 0.00; Chif=0.23, df= 1 (P= 0.63); F= 0% EI?E EI?? 1?5 é

Testfor overall effect: £= 446 (F = 0.00001)
Testfor subgroun differences: Mot applicahle

Quality: Moderate O D

Favours control Favours MSL
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Additional information for Acute Ischaemic Stroke Patients:
Sensitivity analysis: B. PROUD/BEST-MSU

MSU vs conventional management

Good (mRS 0-2) and any better functional outcome

MSsuU Control Odds Ratio
Study or Subgroup  Bvents Total Bvents Total Weight IV, Random, 95% CI
2.2.1 Interventional non-randomized trials
Ehinger etal, 2021 412 654 388 B6B3 5821% 1.29[1.04, 1.61]
Grotta et al, 2021 398 588 247 M7 41.8% 1.37[1.06,1.77]
Subtotal (95% CI) 1252 1100 100.0% 1.33[1.12, 1.57]
Total events /Mo B35

Heterogeneity: Tau®= 0.00; ChiF=0.11,df=1 (P =0.74); F= 0%
Testfor overall effect: Z=3.30 (F=0.0010)

Total (95% CI) 1252

Total events a0 B35
Heterogeneity: Tau®= 0,00, ChiF=0.11,df=1 (P=0.74); F=0%
Testfor overall effect. £= 3,30 (F = 0.0010;)

Testfor subgroun differences: Mot applicable

1100 100.0% 1.33[1.12, 1.57]

Oulds Ratio

Odds Ratio
IV, Random, 95% CI

Odds Ratio
IV, Random, 95% CI
_._
—.—
-*-
e
07 085 12 15

Favours control  Favours MSLU

Study or Subgroup  log[Odds Ratio] SE Weight IV, Random, 95% CI
2.11.1 Interventional non-randomized trials

Ebinger etal, 2021 0262 0091 591% 1.3001.09, 1.59]
Grotta etal, 2021 0419 0113 409% 1.582101.22,1.90]
Subtotal (95% CI) 100.0% 1.39[1.19, 1.61]

Heterogeneity, Tau®=0.00; Chi®= 117, df=1 {(F=0.28); F=15%
Test for overall effect £ =423 (P = 0.0001)

Total (95% CI) 100.0% 1.39[1.19, 1.61]
Heterogeneity, Tau®=0.00; Chi®= 117, df=1 {(F=0.28); F=15%

Test far overall effect: Z=4.23 (P = 0.0001)

Test for subgroup diferences: Mot applicable

Quality: Moderate B D

—a—
_._
-
-
0.5 0.7 15 2
Favours control  Favours MSLJ
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Acute Ischaemic Stroke Patients

MSU vs conventional management

Proportion of patients receiving IVT and of patients with “Golden hour” IVT

MSU Control 0Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 95% C1

0Odds Ratio
IV, Random, 95% CI

2.6.1RCTs

Ehinger et al, 2014 200 614 220 1041 21.0% 1.80[1.44, 2.26]
Helwig et al, 2019 16 32 14 38 11.5% 1.79[0.69, 4.63]
Walter et al, 2012 12 29 g 25 9.8% 1.50[0.48, 4.49]
Subtotal {95% Cl) 675 1105 42.2% 1.79[1.44, 2.22]
Total events 228 242

Heterageneity: Tau®=0.00; Chi*= 010, df=2 (P=0.95); F= 0%
Testfor overall effect Z=5.31 (F = 0.00001}

2.6.2 Non-randomized studies

Ehinger et al, 2021 451 748 382 T94 M.I% 1.63[1.33, 2.00]
Grotta et al, 2021 598  B17 342 430 17.3% 8.86 [5.07, 14.46]
Kummer et al, 2019 1 ki a 9 37% 0.26[0.03, 2.40]
Larsen etal, 2021 67 83 82 140 156% 2.896 [1.46, 5.62]
Subtotal (95% Cl) 1480 1373 57.8% 2.47 [0.90, 6.80]
Total events 1138 214

Heterogeneity: Tau® = 0.86; Chi®= 38.05, df= 3 (P < 0.00001); F= 92%
Testior overall effect; Z= 1.75 (P = 0.08)

Total (95% CI) 2155 2478 100.0% 2.28[1.43, 3.64]
Total events 1366 1056

Heterogeneity: Tau®= 0.26; Chi*= 39.09, df= 6 (P = 0.00001); F= 85%

Testfor averall effect 7= 3.44 (P = 0.0006)

Testfor subagroup differences: Chif= 037, df=1 (P =054}, F= 0%

-

R

*

-

0.05

0.2 5
Favours control  Favours MSL!

Quality: (Bias, Inconsistency)

20

MSU Control Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
2121RCTs
Ehinger et al, 20145 g2 200 16 330 18.9% 8.8204.91,15.83] —
Subtotal (95% CI) 200 330 18.9%  8.82[4.91, 15.83] 4
Total events G2 16
Heterogeneity: Mot applicable
Testfar overall effect: Z=7.29 (P = 0.00001)
2.12.2 Non-randomized studies
Ehinger et al, 2021 96 451 32 382 M3% 296 1[1.93, 4.53] ——
Grotta et al, 2021 187 594 9342 180% 18.13[9.195, 35.97)] —
kunz etal, 2016 2 1GB 9 199 174% 1258[6.01, 26.39] I
Larsen et al, 2021 q 67 3 82 M7% 4.09[1.06, 1576 e —
Malte et al, 2018 G G 2 80 9.6% 4.25100.83, 21.87] T
Taguietal, 2017 4 16 a 12 41%  8.00[0.44, 18536
Subtotal (95% CI) 1360 1097 8114%  6.95[297, 16.31] B
Total events ard 55
Heterogeneity. Tau®= 0.76; Chi*= 24 95, df =5 (P = 0.0001}; F= 80%
Testfor owverall effect: =4 46 (P = 0.00001)
Total {95% CI) 1560 1427 1000%  7.30[3.71, 14.35] -
Total events 436 71
Heterogeneity: Tau®=0.54, Chi®= 2657, df = 6 (P = 0.0002), F= 77 % 6005 E|=1 1=E| 206

Testfar overall effect: Z=5.76 (P = 0.00001)
Testfor subgroup differences: Chis=0.20, df=1 (P = 0.659), IF= 0%

Quality: Moderate B D

Favours contral

Favours MSL

£S

EUROPEAN STROKE
ORGANISATION



Acute Ischaemic Stroke Patients — subgroup LVO patients

MSU vs conventional management

Proportion of patients primarily transferred to MT capable centres

MSU Control Odds Ratio Odds Ratio
Study or Subgroup  Evenis Total BEvents Total Weight N, Random, 95% Cl IV, Random, 95% CI
2.13.1RCTs
Helwig et al, 20149 K] K] 2 9 1450% 21.00[0.78 564.14] =
Subtotal (95% CI) 3 9 15.0% 21.00[0.78,564.14] —ee N e—
Total events 3 2
Heterogeneity: Mot applicable
Test for overall effect. £=1.81 (F=0.07)
2.13.2 Non-randomized studies
Larsen etal, 2021 13 14 12 . 250% 2.25[097, 10.97] 1
Subtotal (95% CI) 19 30 85.0% 3.25[0.97, 10.92]
Total events 13 12
Heterogeneity: Mot applicable
Test for overall effect: £=1.91 (F = 0.06)
Total (95% CI) 22 39 100.0% 4.30[1.16, 15.87] ~nfi-
Total events 16 14
Heterogeneity: Tau=014; Chi*=1.09, df=1 (P=0.30); F=8% 'IZI.DIZI1 IZI!1 1'D 1IZIIZIIZI'

Testfor overall effect: Z= 219 (F=0.03)
Test for subgroup differences: Chi®=1.09, df=1 (P =030, F=8.0%

Favours contral Favours MSU

Quality:

(Bias, Imprecision)

EUROPEAN STROKE
ORGANISATION



Acute Ischaemic Stroke Patients

MSU vs conventional management

All-cause mortality (90 days) and sICH among IVT-treated patients

Odds Ratio

Weight IV, Random, 95% CI

Odds Ratio
IV, Random, 95% CI

218 23.2%
218 23.2%

MSU Control
Study or Subgroup  Bwvents Total BEvents Total
2.15.1RCTs
Ebinger et al, 2014 33 198 27
Subtotal (95% CI) 198
Total events 33 27

Heterogeneity: Mot applicable
Testfor overall effect Z=1.24 (P=0.22)

2.15.2 Non-randomized studies

Grotta et al, 2021 55 588 a1
kunz etal, 2016 T 168 16
Larsen etal, 2021 ] 57 4
Molte et al, 2018 14 61 36
Fhou et al, 2021 1 14 3
Subtotal (95% CI) 908

Total events 84 110

Heterogeneity: Tau®= 016, Chi*= 740, df=4 (F=011}; F=47%

Testfor overall effect: Z2=1.45 (P =0.15)

Total (95% CI) 1106
Total events 18 137

Heterogeneity, Tau*= 022, Chi*=12.91, df =5 {F=0.02);, F=61%

Testfor overall effect: £=0.82 (P = 0.41)

A7 26.4%
198 15.9%
82 11.1%
82 19.2%
24 43%
804 T6.B%

1022 100.0%

1.41[0.82, 2.45]
1.41[0.82, 2.45]

0.73[0.489, 1.09]
0.50[0.20, 1.24]
2.64 [0.76, 9.20]
0.35[0.18, 0.80]
0.54 [0.05, 5.74]
0.67 [0.39, 1.15]

0.80 [0.48, 1.35]

Test far subaroup differences: Chi®= 3.60, df=1 {P = 0.06), F=72.3%

Quality:
(Imprecision)

—

il

-

0.08

0.2 g
Favours MSU  Favours control
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MSU Control Odds Ratio Odds Ratio
Study or Subgroup  Events Total BEvents Total Weight IV, Random, 95% CI IV, Random, 95% CI
2.10.1RCTs
Helwig etal, 2015 a 16 1 14 5.6% 0.27[0.01, 7.29]
Subtotal (95% CI) 16 14 5.6% 0.27 [0.01, 7.25] — N —
Total events a 1
Heterogeneity: Mot applicable
Testfor overall effect: Z=0.78 (P = 0.44)
2.10.2 Non-randomized studies
Grotta et al, 2021 12 599 T 342 BY.8% 0.88[0.38, 2.51] ——
Kummer etal, 2015 1 29 i 9  5E% 1.00[0.04, 26.68]
Larsen etal, 2021 2 92 2 107 15.3% 117 [0.18, 8.458] i
Zhou et al, 2021 i 14 1 24 56% 0.54 [0.02,14.17]
Subtotal (95% CI) 734 482 94.4% 0.97 [0.44, 2.16] .
Total events 15 10
Heterageneity: Tau® = 0.00; Chi*= 016, df= 3 (P = 0.98); F=0%
Testfar averall effect: Z= 0.07 (P = 0.95)
Total (95% CI) 750 496 100.0% 0.91[0.42, 1.97] R o
Tatal events 15 11
Heterogeneity: Tau®= 0.00; Chi*= 0.70, df= 4 (P = 0.95); IF= 0% =D p” 051 150 1DD=

Testfor overall effect: Z=0.25 (P = 0.80)

Testfar subagroup differences: Chi*= 055, df=1 (P = 0.46), F= 0%

Quality:

(Bias,

Indirectness, Imprecision)

Favours MSL Favours control

£S

EUROPEAN STROKE
ORGANISATION



Acute Intracerebral Haemorrhage Patients

MSU vs conventional management

Proportion primarily transported to tertiary stroke centres

MsU Control Odds Ratio
Study or Subgroup  Bvents Total Bvents Total Weight IV, Random, 95% CI

Odds Ratio
IV, Random, 95% CI

3.1.1 Non-randomized studies

Larsen et al, 2021 A 10 2 19 16.4% g.a0[1.25, 487.93]
Subtotal (95% CI) 10 19 16.4%  8.50[1.25,57.93]
Total events a 2

Heterogeneity: Mot applicable
Test for overall effect: £= 2189 (F=0.03)

31.2RCTs

Wendtetal, 20145 a5 G2 g5 181 836% B0 [2.61,14.27]
Subtotal (95% CI) 62 151 83.6%  6.10[2.61, 14.27]
Total events a5 a4

Heterogeneity: Mot applicable
Test for overall effect: £=4.17 (F = 0.0001)

Total (95% CI) 72 170 100.0%  6.44 [2.96, 14.01]
Total events G0 ar

Heterogeneity: Taut=0.00; Chi*=010, df=1 (P =0.76); F=0%

Test for overall effect: £=4.70(F = 0.00001)

Test for subaroup differences: Chi®= 010, df=1 (P =0.76), F=0%

—ee
B
B
.
n.ijz 0?1 1=n 5’0

Favours control

Favours MSL

Quality:
(Imprecision)
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Acute Intracranial Haemorrhage Patients

MSU vs conventional management

Safety outcome: all-cause mortality (7/90 days)

MSU Control Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.2.1RCTs
Helhwig et al, 2019 3 g 4 8 43.4% 0.60[0.08, 4.40]
Subtotal (95% CI) 8 8 43.4% 0.60 [0.08, 4.40]
Total events 3 4

Heterogeneity: Mot applicable
Test for overall effect: Z=0.50 (P = 0.62)

3.2.2 Non-randomized studies

Larsen etal, 2021 3 10 4 19 56.6% 1.61 [0.28, 9.20]
Subtotal (95% CI) 10 19 56.6% 1.61[0.28, 9.20]
Total events 3 4

Heterogeneity: Mot applicable
Testfor overall effect: £= 0.53 (F = 0.94)
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Total (95% CI) 18
Tatal events B a

27 100.0% 1.05 [0.28, 3.89]

Heterogeneity, Tau®= 0.00; Chi*= 0.83, df=1 (P=047);F=0% t t t t } t

] 01 02 05 2 |3 10
Testfor overall effect 2= (.07 (P =10.84) Favours M5 Favours control
Test for subaroup differences: Chi*= 053, df=1 (P= 047, F=0%

Quality:
(Bias, Imprecision)

MSU Control Odids Ratio Oids Ratio
Study or Subgroup  BEvents Total BEvents Total Weight IV, Random, 95% CI IV, Random, 95% CI
3.3.1 Non-randomized studies
Larsen et al, 2021 4 10 7 19 100.0% 1.14[0.24, 5.50]
Subtotal (95% Cl) 10 19 100.0% 1.14 [0.24, 5.50]
Total events 4 T
Heterogeneity: Mot applicable
Testfor overall effect Z2=017 (P =0.87)
Total (95% CI) 10 19 100.0% 1.14 [0.24, 5.50]
Total events 4 7
Heterogeneity: Mot applicable sz 055 1- ﬁ é

Testfor overall effect Z=017 (P =087
Testfor subgroup differences: Mot applicable

Quality:
(Imprecision)
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Expert Consensus Statement

Acute Intracranial Haemorrhage Patients

In confirmed acute intracerebral haemorrhage patients, we suggest prehospital
management with Mobile Stroke Units over conventional management because the

timely transport of these patients to tertiary stroke centres is crucial for optimal

therapeutic management.

Delphi voting result: 6/8 for and 2/8 against the statement ES
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Evidence-based Recommendation

MSU care vs conventional management

We suggest the use of Mobile Stroke Units over conventional care for the prehospital
management of patients with suspected stroke, for the following reasons:

- In patients with acute ischaemic stroke, prehospital management with a MSU improves
functional outcomes, increases the rates of treatment with intravenous thrombolysis,
including the rates of thrombolysis within the golden hour and shortens onset to
treatment time without any safety concerns.

Quality of evidence: Moderate GHD
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Evidence-based Recommendation (continued)

MSU care vs conventional management

- In patients with intracranial haemorrhage, prehospital management with a MSU
increases the proportion of primary transport to tertiary care stroke centres,
without concerns on short-term mortality.

Quality of evidence:

- In other patients (e.g. stroke mimics), no signal of safety concerns was

identified.
Quality of evidence:
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Expert Consensus Statement

MSU staffing

When considering MSU care, to maintain the same benefits of clinical studies in

routine practice and based on the current evidence, including specialist

neurological expertise either by an in-person stroke expert or by remote

consultation and a streamlined process of care are essential.

Delphi voting result: 8/8 for the statement I:CO
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Conclusion

* Prehospital stroke management has evolved

» Evidence-based recommendation to manage suspected stroke patients in the
prehospital setting

* Further research needed in:
 Dispatch accuracy
« Different geographical settings (rural)
« Cost-effectiveness
* Novel diagnostic equipment

* Ongoing studies will add more evidence (e.g. STOP-MSU, TASTEa,
B PROUD 2.0, ASPHALT)
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Risk of bias in each study reporting data on excellent functional
outcome (MRS 0-1 at 90 days)
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