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Voice of Stroke — September 2026 

Episode 8: Thrombectomy for Medium or Distal Vessel Occlusion – In Search of Green Flags 

Introduction: Welcome to Voice of Stroke – your rapid, reliable update on the science advancing stroke care – 

brought to you by the European Stroke Organisation.  

 

Medium or distal vessel occlusions account for up to a third of ischaemic stroke and contribute substantially 

to stroke-related morbidity and mortality. Given the remarkable benefit of thrombectomy for large vessel 

occlusion, even in the presence of unfavourable prognostic factors such as large core and late window, 

expanding its scope to treat patients with occlusions in these smaller or more distal vessels looked like the 

logical next step. However, the initial randomised evidence was disappointing. Three randomised trials, 

ESCAPE-MeVO, DISTAL, and DISCOUNT, found no benefit of thrombectomy over best medical therapy alone. 

These findings have already influenced clinical practice guidelines, with the latest American guidelines 

recommending against thrombectomy for nondominant or codominant proximal M2 occlusions and for more 

distal MCA, ACA and PCA occlusions. 

But does this define the anatomical boundary of thrombectomy, or are there still selected patients with 

medium or distal vessel occlusion who might benefit? 

In this episode of Voice of Stroke, we are going to look at three studies searching for green flags that could 

identify them: 

• First, a New England Journal of Medicine trial of thrombectomy versus medical therapy alone in 

Chinese patients with medium or distal vessel occlusion with high NIHSS. 

• Second, a Radiology study asking whether baseline imaging characteristics modify the treatment 

effect of thrombectomy in this population. 

• And finally, a JAMA Neurology study looking at how much brain tissue thrombectomy actually saves 

compared with medical therapy alone. 
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Let’s start with ORIENTAL-MEVO, published earlier this year in the New England Journal of Medicine. 

This was an investigator-initiated, open-label, randomised controlled trial with blinded outcome assessment, 

conducted across 48 centres in China. It randomised 564 previously independent patients presenting within 

24 hours of last known well to thrombectomy plus best medical therapy or best medical therapy alone.  

There are a couple of features of the trial that are particularly worth highlighting when we compare it with 

the earlier MeVO trials. First, ORIENTAL-MeVO selected a more severely affected population: patients were 

required to have an NIHSS of at least 6, and the median baseline NIHSS was 10. Second, there was fairly 

stringent imaging selection for salvageable tissue. Patients were excluded if the ischaemic core involved more 

than half of the at-risk territory, if the mismatch ratio was less than 1.4, or if the penumbra was less than 10 

millilitres. 

Overall the median age of the patients recruited was 71 years, 43% were women, around 39% had an M2 

occlusion, and 37% received intravenous thrombolysis. In the thrombectomy arm, successful reperfusion was 

achieved in 74%, with a median time from last known well to reperfusion of 6.4 hours.  

What did they find?  

At 90 days, 59% of patients in the thrombectomy group achieved functional independence, defined as a 

modified Rankin Scale of 0 to 2, compared with 47% in the medical therapy group, a statistically significant 

absolute difference of around 12 % in favour of thrombectomy. Mortality at 90 days was similar between the 

groups, at around 10%. Symptomatic intracranial haemorrhage was numerically higher with thrombectomy, 

4.7% versus 2.2%.  

There was also a clear difference in vessel patency. On follow-up imaging at 24 to 72 hours, the affected 

vessel was open in 82% of patients in the thrombectomy group, compared with 46% in the control group. 

The prespecified subgroup analyses also raised some interesting signals. A clear treatment benefit was not 

demonstrated in patients with a baseline NIHSS below 8, in those with M3 occlusions, or in patients 

randomised eight or more hours after last known well.  

So why did ORIENTAL-MeVO succeed where three earlier trials did not?  

There are several possible explanations, including differences in patient selection: a younger population, 

greater stroke severity with a higher median NIHSS, much lower use of intravenous thrombolysis, and stricter 

imaging criteria that selected patients with substantial salvageable tissue. 
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So ORIENTAL-MeVO adds an important new piece after a series of disappointing trial results, but the story 

continues. The ongoing DUSK and FRONTIER-AP trials, together with other upcoming trials, should provide 

further evidence on whether careful patient selection can identify those with medium or distal vessel 

occlusion who might benefit from thrombectomy.  

This brings us to our second paper, a post-hoc analysis of ESCAPE-MEVO. ESCAPE-MEVO recruited over 500 

patients with medium or distal vessel occlusion presenting within 12 hours of last known well. Patients had 

an NIHSS of more than 5, or an NIHSS of 3 to 5 with disabling deficits, and evidence of salvageable tissue on 

neuroimaging. The trial failed to demonstrate a benefit of thrombectomy over medical treatment alone and 

mortality was also significantly higher in the thrombectomy group. 

This post-hoc analysis asked an important follow up question: could baseline imaging identify patients who 

were more likely to benefit from thrombectomy? The investigators examined several imaging features, 

including early ischaemic changes, visually assessed core-penumbra mismatch, occlusion location and vessel 

diameter, multiple occlusions, and collateral status on CT angiography. 

So, what did they find? 

After adjustment for other factors, collateral status was the only imaging marker independently associated 

with functional outcome at 90 days, with better collaterals associated with better outcomes. 

But being associated with outcome is not necessarily the same as predicting benefit from thrombectomy. 

Overall, there was no clear evidence that any of the imaging features identified a subgroup that particularly 

benefited from thrombectomy. There was, however, an interesting signal for collateral status. In the 

unadjusted analysis, outcomes with thrombectomy appeared worse in patients with poor collaterals and 

better in those with favourable collaterals. However, this interaction was no longer statistically significant 

after multivariable adjustment, potentially reflecting the limited statistical power of this post-hoc analysis. 

So these findings remain exploratory and hypothesis-generating, but they highlight collateral status as a 

potentially interesting marker for future patient selection. There is also a plausible biological rationale: good 

collaterals may help maintain viable, salvageable tissue for longer, potentially providing a greater opportunity 

for successful reperfusion to translate into clinical benefit. Conversely, with poor collaterals, irreversible 

ischaemic injury may develop more rapidly, potentially reducing the benefit of thrombectomy. 

Moving on to the last study. This was a post-hoc imaging analysis of DISTAL, which randomised patients with 

acute stroke due to medium or distal vessel occlusion presenting within 24 hours of last known well, with an 

NIHSS of 4 or higher, and salvageable tissue on neuroimaging. The overall DISTAL results were neutral, with 
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only a non-significant signal of benefit in patients with baseline NIHSS of 10 or higher.  

 

This analysis asked a different question: does thrombectomy actually save more brain tissue? Good imaging 

outcome was defined as a 24 hour infarct volume lower than 20% of the initial volume at risk. In other 

words, saving at least 80% of what was at risk. 

 

What did they find? 

 

In 447 patients, the median tissue at risk was 34 millilitres and the median follow-up infarct was just 7. 

Around 80% of the tissue at risk was preserved with thrombectomy, compared with 60% with medical 

therapy alone. Thrombectomy increased the odds of a good imaging outcome by 60%, and the odds were 

more than twice as high in patients who achieved successful reperfusion. Importantly, regardless of 

treatment allocation, patients with greater tissue preservation had more than twice the odds of a better 

functional outcome at 90 days. 

 

So, although thrombectomy did not improve clinical outcomes in the overall trial, this analysis suggests that 

it did have a biological effect with more of the initially threatened brain tissue being preserved with 

thrombectomy, particularly when successful reperfusion was achieved. We also know from the recently 

reported DISTALS trial, which tested a stent retriever specifically designed for smaller distal vessels, that high 

rates of successful reperfusion can be achieved. So perhaps the question is now more about identifying those 

in whom reperfusion and tissue preservation will translate into meaningful clinical benefit. 

 

So to bring it together:  

• ORIENTAL-MEVO is the first trial to show a clear benefit of thrombectomy in patients with stroke due 

to medium or distal vessel occlusion with moderate-to-severe deficits. 

• The ESCAPE-MeVO post-hoc analysis suggests that collateral status on CT angiography may help 

identify differences in treatment response, with outcomes favouring thrombectomy in patients with good 

collaterals but not in those with poor collaterals.  

• And finally, the DISTAL post-hoc analysis shows that thrombectomy can preserve threatened brain 

tissue in MeVO, particularly when successful reperfusion is achieved, and that greater tissue preservation is 

associated with better clinical outcomes. 

 

Taken together, these studies don't yet tell us exactly where the boundary for thrombectomy in MeVO should 

lie, but they offer some potential green flags. Greater neurological severity and favourable collateral status 
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may help identify patients more likely to benefit, while the DISTAL analysis provides evidence that successful 

reperfusion can preserve threatened brain tissue. 

 

The challenge for future trials is to bring these pieces together and to determine which patients are most 

likely to derive meaningful clinical benefit from successful reperfusion and tissue preservation. 

 

Full references and links to all the studies discussed are available in the episode notes. 

 

Ending: That’s all for this episode of Voice of Stroke, brought to you by the European Stroke Organisation. 

You can listen to Voice of Stroke on all your favourite podcast channels, including Spotify and Apple. Visit the 

European Stroke Organisation E-S-O-dash-stroke-dot-org for more information about our organisation, 

mission and our key activities. I’m Linxin Li. Thanks for listening. 

Credit: This episode was written by Voice of Stroke Podcast editor Umberto Pensato and editor-in-chief 

Linxin Li. 
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