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In late February, the new European guidelines on mechani-
cal thrombectomy for the treatment of stroke patients have
been published online in free access [1]. This document
was primarily drafted by the European Stroke Organization
(ESO) and European Society of Minimally Invasive Neu-
rological Therapy (ESMINT) and is now endorsed by the
German Society of Neuroradiology (DGNR) in the meet-
ing of its executive board on 9 May 2019. To repeat this
successful joint European guidelines effort on a national
level seemed hardly justified, even if comprehensive care
for acute stroke patients is already a reality in Germany
[2] and national guidelines might address slightly different
questions than European ones.

Like any clinical discipline, interventional neuroradiol-
ogy needs to systematically analyze and evaluate existing
clinical studies and to draw practical conclusions. If we do
not do this ourselves, others will. In such cases, we are
often not happy with the results and this time, we should
rather be happy.

Recommendations and guidelines tend to be located
somewhere in the range from science based to completely
opinion focused. Either the document reflects mainly expec-
tations and standards set by key opinion leaders (“ten old
boys sitting around a table”, TOBSAT) or they are mainly
written around existing high-class external evidence. The
new European guidelines certainly belong to the latter, not
only because not only “old boys” were involved.

The new guidelines were developed based on the
EROICAS recommendations from 2016 [3] but are now
following the advanced Grading of Recommendations,
Assessment, Development, and Evaluation (GRADE) ap-
proach [4], ensuring the highest possible degree of objec-
tivity. A total of 11 experts jointly followed this predefined
standardized process and generated 15 highly standardized
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questions and conducted subject specific meta-analyses
of the scientific literature. Based on the quality of the
scientific evidence, the committee made weak or strong
recommendations for different patient groups and different
therapy approaches; however, many recommendations are
still somewhat vague because of limited scientific evidence
to back them up. To still allow some practical guidance
in all important questions, expert opinions were provided
whenever not enough evidence was available to provide
clear recommendations.

Why do we need guidelines at all? Of course, each of us
could and should scan and interpret the scientific literature
regularly to be up to date in clinical decision making; how-
ever, this process is time-consuming, most probably less
standardized and complete, more error prone, and perhaps
even somewhat biased to confirm our pre-existing expec-
tations. If we hand this process to a committee instead,
there is higher credibility because of its interdisciplinary
constitution and the lower likelihood of individual interests
dominating the recommendations. The high credibility of
guidelines can be helpful for discussions with hospital ad-
ministrators, e.g. to ask for resources but also on a national
or international level for resource allocation and reimburse-
ment questions.

An important part is the definition of qualification cri-
teria for centers and interventionalists. Based on the “gold
coast document” [5], an operator must have a “dedicated
training in interventional neuroradiology ... under the direc-
tion of a neurointerventionalist ... at a high-volume centre”.
It is clearly pointed out in the guidelines that these require-
ments are not just a claim to be used for turf battles and
politics: “The generalizability of the trial findings to centres
or interventional teams that do not fulfil these criteria is not
established by the literature.”

While the overall benefit of thrombectomy was beyond
any doubt [6], addressing the role of advanced imaging
such as computed tomography perfusion and magnetic res-
onance perfusion remained a challenging task. The guide-
lines state that “... in ... patients presenting from 0 to 6h ...,
advanced imaging is not necessary ...” while “beyond 6h ...,
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advanced imaging selection is necessary.” An interesting
practical notion is that “... regions with limited mechani-
cal thrombectomy (MT) resources should apply the most
advanced imaging capabilities available for strict patient
selection.” [1]. This simpler and more flexible imaging ap-
proach clearly differs from the very strict recommendations
of the American Heart Association (AHA) [7]. These guide-
lines require sticking to the very specific study imaging cri-
teria to the letter, separately in the 6–16h and the 16–24h
time windows; however, I feel that this is evidence taken
too far. Any study results need to be applicable also be-
yond the strict boundaries of the trial (external validity), at
least in terms of its participating centers and the time pe-
riod. Otherwise a trial would be pointless and this external
validity should be subject to reasonable debate. Although
the European guidelines on patient selection seem some-
what blurry to some degree, they give the practitioners the
required space.

An important feature of an elaborated guideline pro-
cess is the approval by several independent committees
and boards which makes it very time-consuming. There-
fore, such guidelines are outdated the moment that they
are published. A central example in these guidelines is that
they did not include the COMPASS study that was pub-
lished about 2 weeks after the publication of the guide-
lines [8]. This study supports the use of direct aspiration
as an alternative to stent retriever as first-line therapy for
stroke thrombectomy. The authors of the guidelines tried to
take the COMPASS conference presentation into account in
the expert opinions but not in the official recommendation
(“ADAPT may be used as standard first-line treatment ...”)
[1].

This leaves the impression that guidelines are never final
and that writing the next version of these guidelines is due
in a not too distant future. Perhaps, we can then include
some more studies with central involvement of DGNR and
Austrian Society of Neuroradiology (ÖGNR) members [9].
Hopefully, some more members are going to participate in
guideline writing itself. In any case, to paraphrase Sepp
Herberger, after guideline writing is before guideline writ-
ing!
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