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1. Thrombolysis is time dependent. Outcomes are directly proportional to how quickly 
TPA can be given.

2. “Drip and Ship” - When you accept a TPA patient from an outside hospital, you accept 
all the responsibilities for caring for that patient from that point forward.  Blood pressure 
management and TPA dosing are frequently not done well, and mobile transport should 
have protocols in place.

3. All members of the treatment team should have NIHSS (stroke scale training) to 
facilitate communication about the patient’s decision.

4. Only head CT, glucose, and +/- coags needed prior to TPA.

5. TPA 3.0-4.5hr has benefit but there are multiple additional exclusions. 



6. BP in TPA must be < 185/110 and recommended agents are labetalol, hydralazine, 
and cardene.

7. Neurosurgery never cuts TPA bleeds so does TPA therapy actually need 
neurosurgery backup?

8. TPA bleeds are treated with cryo and platelets based on consensus recommendation.

9. Consider TPA in mild or improving symptoms if residuals symptoms would be very 
disabling. Speech, etc.

10. Do not use TPA in someone who is on a novel anticoagulant.

11. Treating mimics such as migraines and conversion d/o for some reason has very 
low rates of complications.

12. Last four trials of endovascular therapy vs IV TPA - no better than systemic TPA 
therapy




