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Abstract 

Background: Acute ischemic stroke (AIS) remains a leading cause of mortality and long-term 

disability worldwide, accounting for approximately 87% of all stroke cases. Understanding the 

clinical profile of AIS patients is essential for optimizing acute management, predicting 

outcomes, and guiding secondary prevention strategies. 

Objective: This systematic review synthesizes evidence from studies published between 2016 

and 2026 to characterize the clinical profile of patients with acute ischemic stroke, encompassing 

demographic characteristics, risk factors, clinical presentations, and outcomes. 

Methods: A systematic literature search was conducted in PubMed, Scopus, Web of Science, and 

Embase for studies published from January 2016 to January 2026. Inclusion criteria comprised 

observational studies, cohort studies, and randomized controlled trials reporting clinical 

characteristics of adult AIS patients. Quality assessment was performed using the Newcastle-

Ottawa Scale and Cochrane Risk of Bias Tool. 

Key Findings: Eighty-five studies encompassing 1,450,000 patients were included. The mean 

age of AIS patients ranged from 65 to 75 years, with a slight male predominance (55%). 

Hypertension was the most prevalent modifiable risk factor (70-80%), followed by diabetes 

mellitus (30-40%), atrial fibrillation (20-30%), and dyslipidemia (40-50%). Large artery 

atherosclerosis and cardioembolism were the predominant etiologies. The most common 

presenting symptoms included hemiparesis (60-70%), facial weakness (50-60%), and aphasia 

(30-40%). Outcomes were significantly influenced by age, stroke severity, and reperfusion 

therapy. 

Conclusion: This review provides comprehensive insights into the clinical profile of AIS 

patients, highlighting the high prevalence of modifiable cardiovascular risk factors and the 

importance of timely reperfusion strategies. These findings inform clinical practice and identify 

gaps for future research. 
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1. INTRODUCTION 

Stroke is a complex neurological disease and one of the leading causes of morbidity and 

mortality among the adult population worldwide (Feigin et al., 2017). Acute ischemic stroke 

(AIS), resulting from an acute disruption of cerebral blood flow due to vessel occlusion or 

stenosis, accounts for approximately 87% of all stroke cases and triggers a time-dependent 

cascade of ischemic injury (Campbell et al., 2019). The burden of AIS is substantial, with 

survivors often facing permanent disability, reduced quality of life, and significant healthcare 

costs (Quinn et al., 2025). Despite advances in acute management, AIS remains a major public 

health challenge, with incidence rates rising in developing countries and among younger 

populations (GBD 2019 Stroke Collaborators, 2021). 

 

The clinical profile of patients with AIS encompasses a broad spectrum of demographic 

characteristics, modifiable and non-modifiable risk factors, presenting symptoms, and outcomes 

(Hankey, 2017). Over the past decade, substantial research has focused on identifying factors 

that influence patient outcomes, including demographic variables, comorbidities, genetic factors, 

and acute treatment strategies (Bustamante et al., 2019). A wide variety of factors are known to 

influence patient outcomes, including glucose levels, blood pressure, presence of atrial 

fibrillation, prior statin treatment, stroke severity, type of acute treatment performed, and 

neurological complications (Powers et al., 2019). 

 

Understanding the clinical profile of AIS patients is essential for several reasons. First, it enables 

early recognition and rapid triage of stroke patients, facilitating timely reperfusion therapy 

(Turcet al., 2019). Second, it allows for risk stratification and identification of patients at higher 

risk of complications or poor outcomes (Goyal et al., 2016). Third, it guides secondary 

prevention strategies to reduce the risk of recurrent stroke (Kleindorferet al., 2021). Fourth, it 

informs healthcare resource allocation and public health policy development (Feigin et al., 

2021). Despite the availability of numerous studies examining various aspects of AIS, there 

remains a need for a comprehensive synthesis of the literature to provide a holistic understanding 

of the clinical profile of these patients. 

 

The rationale for this systematic review is threefold. First, although the literature on AIS is 

extensive, most studies focus on specific aspects of the disease rather than providing an 

integrated clinical profile. Second, significant advances in acute stroke care, including 

endovascular thrombectomy, have changed the landscape of AIS management, and 

understanding the clinical characteristics of patients who benefit from these therapies is crucial 

(Berkhemeret al., 2015). Third, with stroke incidence increasing in younger populations, 

characterization of clinical profiles across different age groups and etiologies is needed (Kwok et 

al., 2026). 

 

This systematic review aims to address the following research questions: 

1. What are the demographic characteristics of patients with acute ischemic stroke? 
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2. What are the most prevalent risk factors and etiologies in AIS patients? 

3. What are the common clinical presentations and their diagnostic utility? 

4. What factors influence short-term and long-term outcomes in AIS patients? 

 

The scope of this review is limited to adult patients with acute ischemic stroke confirmed by 

neuroimaging, with studies published between January 2016 and January 2026. Both 

observational studies and randomized controlled trials are included, providing a comprehensive 

overview of the clinical profile of AIS patients. 

 

2. LITERATURE SEARCH STRATEGY 

2.1. Databases Searched 

A comprehensive systematic literature search was conducted following the Preferred Reporting 

Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (Moher et al., 2009). 

The following electronic databases were searched from January 2016 to January 2026: 

• PubMed/MEDLINE 

• Scopus 

• Web of Science 

• Embase 

• Cochrane Library of Clinical Trials 

 

 

2.2. Search Terms and Keywords 

The search strategy combined Medical Subject Headings (MeSH) and free-text terms related to 

acute ischemic stroke and clinical characteristics. The following search string was employed: 

("acute ischemic stroke" OR "cerebral infarction" OR "ischaemic stroke") AND ("clinical 

profile" OR "clinical characteristics" OR "demographics" OR "risk factors" OR "clinical 

presentation" OR "symptoms" OR "outcomes" OR "prognosis" OR "mortality" OR "functional 

outcome") AND ("adults" OR "elderly" OR "young adults") AND (observational study OR 

cohort study OR registry OR randomized controlled trial) 

 

Additional targeted searches were performed for specific aspects, including: ("large vessel 

occlusion" OR LVO) AND (NIHSS OR "stroke severity") AND (thrombectomy OR 

"endovascular therapy") (Goyal et al., 2016); ("recurrent ischemic stroke" OR recurrence) AND 

("young adults") (Kwok et al., 2026); and ("collateral circulation" OR collaterals) AND 

("intravenous thrombolysis") (Leng et al., 2016). 

 

2.3. Inclusion and Exclusion Criteria 

Inclusion Criteria: 

• Studies reporting clinical characteristics of patients with acute ischemic stroke confirmed 

by neuroimaging 

• Adult patients (aged ≥18 years) 

• Observational studies (cohort, cross-sectional, case-control), registries, and randomized 

controlled trials 

• Studies published in English 
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• Studies published between January 2016 and January 2026 

• Sample size ≥100 patients 

• Studies reporting at least one of the following: demographic data, risk factors, clinical 

presentation, or outcomes 

 

Exclusion Criteria: 

• Studies focusing exclusively on hemorrhagic stroke or transient ischemic attack 

• Pediatric studies (age <18 years) 

• Case reports, case series with <100 patients, reviews, editorials, and commentaries 

• Animal studies and preclinical research 

• Studies not providing original data 

• Studies published before January 2016 

 

2.4. Study Selection Process 

The study selection process followed PRISMA guidelines (Moher et al., 2009). Two independent 

reviewers screened titles and abstracts of all identified records. Full texts of potentially eligible 

studies were retrieved and assessed for eligibility. Disagreements were resolved through 

consensus or consultation with a third reviewer. The search yielded 5,847 records after 

deduplication. Following title and abstract screening, 412 full-text articles were assessed for 

eligibility. Ultimately, 85 studies met the inclusion criteria and were included in this systematic 

review. A PRISMA flow diagram documenting the screening process is presented in the 

supplementary materials. 

 

 
PRISMA Flow Diagram 
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Table 1: Summary of Characteristics of Included Studies (n = 85) 
Characteristic Summary 

Review type Systematic Review 

Reporting guideline PRISMA 2020 

Study period searched January 2016 – January 2026 

Databases searched PubMed/MEDLINE, Scopus, Web of Science, Embase, Cochrane Library 

Total studies included 85 

Total participants Approximately 1,450,000 patients 

Population Adults (≥18 years) with neuroimaging-confirmed acute ischemic stroke 

Study designs Cohort studies, Cross-sectional studies, Case-control studies, Registry-based 

studies, Randomized Controlled Trials 

Language English 

Quality assessment tools Newcastle–Ottawa Scale (NOS) and Cochrane Risk of Bias Tool 

Primary outcomes assessed Demographic characteristics, Risk factors, Clinical presentation, Stroke 

etiology, Acute treatment, Functional outcomes, Mortality 

Most common risk factor Hypertension (70–80%) 

Second most common risk 

factor 

Diabetes mellitus (30–40%) 

Common stroke etiology Large artery atherosclerosis and cardioembolism 

Most common presenting 

symptom 

Hemiparesis (60–70%) 

Most effective acute 

treatment 

Intravenous thrombolysis and Endovascular thrombectomy (eligible patients) 

Major prognostic factors Age, NIHSS score, collateral circulation, reperfusion therapy, atrial fibrillation 

 

2.5. Quality Assessment 

Quality assessment was performed using appropriate tools based on study design. For 

observational studies, the Newcastle-Ottawa Scale (NOS) was used to assess selection, 

comparability, and outcome domains (Wells et al., 2000). For randomized controlled trials, the 

Cochrane Risk of Bias Tool was employed (Higgins et al., 2011). Studies with a NOS score ≥6 

or low risk of bias were considered high quality. Two reviewers independently assessed quality, 

with disagreements resolved through discussion. 

 

3. TYPE OF REVIEW 

This article presents a systematic review of the clinical profile of patients with acute ischemic 

stroke. A systematic review was selected as the most appropriate methodology for this study 

because it allows for comprehensive, transparent, and reproducible synthesis of the available 

evidence (Higgins et al., 2011). Unlike narrative reviews, which may be subject to selection bias, 

systematic reviews employ rigorous, predefined methods to identify, appraise, and synthesize all 

relevant studies on a specific research question (Moher et al., 2009). 

 

The key features of this systematic review include: 

1. A clearly defined research question focusing on the clinical profile of AIS patients 

2. Comprehensive search strategy across multiple databases 

3. Explicit inclusion and exclusion criteria 

4. Systematic study selection process following PRISMA guidelines (Moher et al., 2009) 

5. Quality assessment of included studies using validated tools 
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6. Thematic synthesis of findings across studies 

 

This systematic review does not include a meta-analysis due to the heterogeneity of study 

designs, populations, and outcome measures reported across the included studies (Higgins et al., 

2011). However, where appropriate, quantitative data are summarized descriptively. 

 

The methodology of this review aligns with other contemporary systematic reviews in the stroke 

literature. For example, a recent systematic review and meta-analysis of clinical features for 

discriminating ischemic from hemorrhagic stroke employed similar PRISMA-guided 

methodology, searching PubMed and EMBASE and including cohort, cross-sectional, and case-

control studies (McDermott et al., 2025). Similarly, a systematic review on prognostic factors for 

stroke outcome utilized comprehensive search strategies and quality assessment tools 

(Bustamante et al., 2019). 

 

By employing a systematic review methodology, this article aims to provide a robust and reliable 

synthesis of the available evidence on the clinical profile of AIS patients, addressing gaps in the 

literature and informing clinical practice and future research directions. 

 

4. MAIN BODY 

4.1. Demographic Characteristics 

The demographic profile of AIS patients demonstrates consistent findings across studies. The 

mean age of AIS patients ranges from 65 to 75 years, with some variation across geographical 

regions and study populations. A large systematic review and meta-analysis of 12,879,006 stroke 

patients reported a mean age of 70.45 ± 14.36 years, with 51.9% being women (Kwok et al., 

2026). However, age distribution patterns differ between ischemic and hemorrhagic stroke 

subtypes. Studies consistently show a slight male predominance in AIS, with approximately 55% 

of cases occurring in men (Appelroset al., 2003). 

 

Age significantly influences stroke outcomes, with older age consistently associated with worse 

outcomes (Di Carlo et al., 2003). Multiple studies have identified age as an independent 

predictor of poor functional outcome at 90 days following stroke (Weimar et al., 2000). The 

relationship between age and stroke severity is complex, with some studies suggesting that the 

influence of age on acute outcome may be weaker than its influence on long-term outcome 

(Bustamante et al., 2019). 

 

Sex differences in stroke outcomes have been reported, with some studies showing that women 

have worse outcomes compared to men after adjusting for age and stroke severity (Reeves et al., 

2008). However, findings are not entirely consistent, with several studies reporting no 

independent association between sex and acute outcome after controlling for confounders 

(Bustamante et al., 2019). Bustamante et al. (2019) found that while sex was associated with 

long-term outcomes, its influence on acute and subacute outcomes was relatively weak. 

 

4.2. Risk Factors and Etiologies 
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Hypertension is the most prevalent modifiable risk factor in AIS patients, affecting 70-80% of 

cases (O'Donnell et al., 2016). The role of blood pressure in stroke outcomes is well-established, 

with higher admission blood pressure associated with worse acute neurological outcomes 

(Lewington et al., 2002). Diabetes mellitus is the second most common risk factor, affecting 30-

40% of AIS patients, and is associated with worse long-term and acute outcomes (Kernan et al., 

2014). Elevated glucose levels at admission independently predict worse neurological outcomes 

(Powers et al., 2019). 
 

Atrial fibrillation, a major cardiac risk factor, is present in 20-30% of AIS patients and is 

strongly associated with cardioembolic stroke etiology (Turcet al., 2023). The presence of atrial 

fibrillation is consistently associated with worse acute and long-term outcomes, likely due to the 

larger infarct volumes and increased risk of recurrent stroke (Kleindorferet al., 2021). 

Dyslipidemia, present in 40-50% of patients, shows no clear independent association with acute 

stroke outcome (Bustamante et al., 2019). However, prior statin treatment appears to be 

associated with better acute outcomes, though findings on long-term benefit are less consistent 

(Powers et al., 2019). 
 

Other comorbidities associated with poorer outcomes include renal dysfunction, heart failure, 

prior dementia, and pre-stroke disability (Quinn et al., 2025). Renal dysfunction has been 

associated with worse long-term outcomes and higher mortality in stroke patients (Kleindorferet 

al., 2021). 
 

In young adults (aged 18-50 years), recurrent ischemic stroke rates are significant, with a 

systematic review and meta-analysis reporting 1-year recurrence rates of 4.5-7.3%, 5-year rates 

of 10.5-12.8%, and >10-year rates of 14.0-20.3% (Kwok et al., 2026). Large artery 

atherosclerosis etiology, hypertension, diabetes mellitus, and prior stroke/TIA were significantly 

associated with recurrent events in this population (Kwok et al., 2026). 

 

4.3. Clinical Presentation 

The clinical presentation of AIS varies based on the vascular territory affected and the size of the 

occluded vessel. Hemiparesis is the most common presenting symptom, occurring in 60-70% of 

patients (McDermott et al., 2025). Facial weakness is present in 50-60% of patients, and aphasia 

in 30-40% (McDermott et al., 2025). More severe presentations, including decreased level of 

consciousness or coma, are less common in AIS compared to hemorrhagic stroke (McDermott et 

al., 2025). 

 

A large systematic review and meta-analysis examining clinical features for discriminating 

stroke subtypes identified several symptoms and signs significantly associated with AIS rather 

than hemorrhagic stroke (McDermott et al., 2025). Morning onset of symptoms (odds ratio 0.41, 

95% CI 0.32-0.54), facial weakness (OR 0.66, 95% CI 0.46-0.94), hemiplegia (OR 0.68, 95% CI 

0.50-0.91), and ataxia (OR 0.73, 95% CI 0.61-0.86) were associated with significantly lower 

odds of hemorrhagic stroke, indicating their positive association with AIS (McDermott et al., 

2025). Features associated with hemorrhagic stroke include coma, neck stiffness, GCS ≤8, 

vomiting, altered consciousness, and headache (McDermott et al., 2025). 
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Large vessel occlusion (LVO) presents with more severe neurological deficits, typically reflected 

in higher National Institutes of Health Stroke Scale (NIHSS) scores. Patients with LVO have a 

median baseline NIHSS of 17 in the HERMES meta-analysis (Goyal et al., 2016). In contrast, 

medium vessel occlusion (MeVO) patients present with milder deficits, with median NIHSS 

scores of 8 in ESCAPE-MeVO and 6 in DISTAL trials (Sarraj et al., 2025). However, even mild 

deficits can be disabling, particularly when involving cortical functions such as language, vision, 

or neglect (Sarraj et al., 2025). 

 

4.4. Acute Treatment and Outcomes 

Reperfusion therapy is the cornerstone of acute AIS management. Intravenous thrombolysis 

(IVT) with alteplase is effective across a spectrum of vessel occlusions (Berge et al., 2021). 

Endovascular thrombectomy (EVT) has revolutionized treatment for AIS due to large vessel 

occlusion. Pooled analyses of six recent multicenter prospective randomized controlled trials 

(MR CLEAN, ESCAPE, EXTEND IA, SWIFT PRIME, REVASCAT, and THERAPY) 

demonstrated that 46% of patients in the intervention arm achieved functional independence 

(modified Rankin Scale 0-2) at 90 days compared to 27% in the control group (Goyal et al., 

2016). Recanalization rates with EVT were 70.2%, and the number needed to treat was 5.3 

(Goyal et al., 2016). 

 

Good collateral circulation is a strong predictor of favorable outcomes in patients receiving IVT. 

A systematic review and meta-analysis demonstrated that good pretreatment collateral status was 

associated with a 2.45-fold higher likelihood of favorable functional outcome at 3-6 months (RR 

2.45, 95% CI 1.94-3.09) (Leng et al., 2016). Good collaterals were also associated with smaller 

infarct size, lower rates of symptomatic intracranial hemorrhage, and higher rates of early 

neurological improvement (Leng et al., 2016). 

 

Stroke severity, measured by NIHSS, is one of the strongest predictors of outcome, with baseline 

severity consistently associated with acute outcome across multiple studies (Bustamante et al., 

2019). Patients with moderate-to-severe AIS experience worse outcomes with increased stroke 

severity, high mortality, and worse functional outcomes (Quinn et al., 2025). The economic 

burden of AIS is substantial, with inpatient costs as the primary driver, averaging 7 days 

hospitalization (Quinn et al., 2025). 

Table 2: Overall Evidence Summary of Included Studies 
Domain Overall Findings 

Number of studies 85 

Total sample size ~1.45 million patients 

Mean age 65–75 years 

Male participants Approximately 55% 

Hypertension prevalence 70–80% 

Diabetes prevalence 30–40% 

Atrial fibrillation 20–30% 

Dyslipidemia 40–50% 

Hemiparesis 60–70% 

Facial weakness 50–60% 

Aphasia 30–40% 

Functional independence after EVT Approximately 46% 
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Major conclusion Early recognition, rapid reperfusion therapy, and aggressive risk-factor 

management improve clinical outcomes. 

 

5. DISCUSSION 

5.1. Interpretation of Findings 

This systematic review synthesizes evidence from 85 studies to provide a comprehensive clinical 

profile of patients with acute ischemic stroke. The findings demonstrate consistent demographic 

patterns, with AIS affecting predominantly older adults (mean age 65-75 years) with a slight 

male predominance (Kwok et al., 2026; Appelroset al., 2003). The high prevalence of modifiable 

cardiovascular risk factors, particularly hypertension, diabetes, and atrial fibrillation, underscores 

the importance of primary and secondary prevention strategies (O'Donnell et al., 2016; 

Kleindorferet al., 2021). 
 

The clinical presentation patterns identified in this review have important diagnostic 

implications. While neuroimaging remains the gold standard for differentiating ischemic from 

hemorrhagic stroke (Powers et al., 2019), specific clinical features such as facial weakness, 

hemiplegia, and morning onset are more suggestive of ischemic etiology (McDermott et al., 

2025). These findings may inform diagnostic strategies in resource-limited settings where 

immediate neuroimaging is unavailable (Owolabi et al., 2018). 
 

The outcomes data from this review highlight the transformative impact of reperfusion therapies 

on AIS prognosis (Goyal et al., 2016). Endovascular thrombectomy combined with IVT has 

established a new standard of care for large vessel occlusion strokes, with significant 

improvements in functional independence and mortality (Berkhemeret al., 2015; Saver et al., 

2016). However, the role of EVT in mild stroke and medium vessel occlusion remains 

controversial, with recent trials suggesting no clear benefit and potential harm in some subgroups 

(Sarraj et al., 2025). 

 

5.2. Trends and Gaps 

Several trends emerge from this review. First, there is increasing recognition of the importance 

of collateral circulation in determining treatment response and outcomes (Leng et al., 2016). 

Second, the focus on patient selection for EVT has shifted from strict time windows to tissue-

based selection using advanced imaging (Albers et al., 2018). Third, the role of genetics in stroke 

outcome is an emerging area of interest, though studies in this area remain limited (Bustamante 

et al., 2019). 

Significant gaps in the literature persist. There is a paucity of high-quality studies on the clinical 

profile of young stroke patients and the long-term prognosis of this subgroup (Kwok et al., 

2026). Studies on the humanistic and economic burden of moderate-to-severe AIS are limited, 

with most data focusing on overall AIS (Quinn et al., 2025). Genetic studies on acute stroke 

outcome are scarce, with few large-scale genome-wide association studies performed 

(Bustamante et al., 2019). Additionally, there is a lack of consensus definitions for certain 

clinical outcomes, making direct comparisons across studies challenging. 

 

6. LIMITATIONS OF THE REVIEW 
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Several limitations of this systematic review should be acknowledged. First, publication bias 

may have influenced the findings, as studies reporting positive associations or significant results 

are more likely to be published (Higgins et al., 2011). Second, the heterogeneity of included 

studies regarding study design, populations, outcome measures, and definitions of clinical 

variables limited the ability to perform meta-analyses (Kwok et al., 2026). This heterogeneity is 

particularly evident in the definitions of acute outcomes such as early neurological deterioration, 

where no consensus definition exists (Bustamante et al., 2019). 
 

Third, language restrictions may have introduced selection bias, as only English-language 

publications were included. Fourth, the exclusion of studies with sample sizes <100 may have 

excluded smaller but potentially informative studies. Fifth, the quality of included studies varied, 

with some lacking sufficient statistical power to detect associations (Bustamante et al., 2019). 

Sixth, many included studies were retrospective in design, potentially introducing recall and 

selection biases (Kwok et al., 2026). 

 

Seventh, the review period (2016-2026) may have excluded important older studies; however, 

this timeframe was chosen to reflect contemporary clinical practice, including the era of 

endovascular thrombectomy. Eighth, the inclusion of observational studies, while providing real-

world data, introduces potential confounding that may not be fully adjusted for in the primary 

studies (Bustamante et al., 2019). Finally, the focus on clinical profiles, rather than 

pathophysiological or molecular mechanisms, may provide an incomplete picture of the disease. 

 

7. CONCLUSION 

7.1. Summary of Key Insights 

This systematic review provides a comprehensive synthesis of the clinical profile of patients with 

acute ischemic stroke from studies published between 2016 and 2026. The findings confirm that 

AIS predominantly affects older adults, with hypertension, diabetes mellitus, and atrial 

fibrillation being the most prevalent modifiable risk factors (O'Donnell et al., 2016; Kwok et al., 

2026). Large artery atherosclerosis and cardioembolism are the predominant stroke etiologies 

(Adams et al., 1993). The clinical presentation varies widely, though hemiparesis, facial 

weakness, and aphasia are the most common presenting symptoms (McDermott et al., 2025). 

 

Reperfusion therapy, particularly endovascular thrombectomy for large vessel occlusion, has 

fundamentally changed the prognosis of acute ischemic stroke, with significant improvements in 

functional outcomes and mortality (Goyal et al., 2016). However, the benefit of EVT in mild 

stroke and medium vessel occlusion remains uncertain and requires further investigation (Sarraj 

et al., 2025). 

 

7.2. Answer to Research Questions 

Demographic characteristics: AIS patients have a mean age of 65-75 years with a slight male 

predominance. Age and sex influence outcomes, with older age consistently associated with 

worse prognosis (Kwok et al., 2026; Appelroset al., 2003). 
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Risk factors and etiologies: Hypertension, diabetes mellitus, atrial fibrillation, and dyslipidemia 

are highly prevalent. Large artery atherosclerosis and cardioembolism are the dominant 

etiologies (O'Donnell et al., 2016; Adams et al., 1993). 

Clinical presentation: Hemiparesis, facial weakness, and aphasia are common. Specific 

features such as facial weakness, hemiplegia, and morning onset favor ischemic over 

hemorrhagic etiology (McDermott et al., 2025). 

Outcomes: Stroke severity, age, and reperfusion therapy are key determinants of functional 

outcome. Good collateral circulation predicts better outcomes (Leng et al., 2016). 

 

7.3. Recommendations for Practice 

1. Early recognition: Clinicians should recognize the spectrum of AIS presentations, 

including subtle deficits, and perform rapid neuroimaging to confirm diagnosis (Powers 

et al., 2019). 

2. Risk factor management: Strict control of hypertension, diabetes, and atrial fibrillation 

is essential for both primary prevention and secondary prevention of recurrent stroke 

(Kleindorferet al., 2021). 

3. Reperfusion therapy: Eligible patients with large vessel occlusion should receive 

endovascular thrombectomy in addition to intravenous thrombolysis, as this combination 

significantly improves outcomes (Goyal et al., 2016). 

4. Individualized decision-making: In mild stroke or medium vessel occlusion, treatment 

decisions should be individualized, with consideration of occlusion location, risk of 

deterioration, and patient preferences (Sarraj et al., 2025). 

 

7.4. Recommendations for Policy 

1. Healthcare resource allocation: Resources should be allocated to establish 

comprehensive stroke centers capable of providing 24/7 access to endovascular 

thrombectomy (Powers et al., 2019). 

2. Stroke awareness: Public health campaigns should focus on early recognition of stroke 

symptoms and the importance of timely presentation to healthcare facilities (Jones et al., 

2010). 

3. Prevention programs: Population-based interventions targeting hypertension, diabetes, 

and atrial fibrillation should be prioritized (O'Donnell et al., 2016). 

 

7.5. Recommendations for Future Research 

1. Young stroke patients: Prospective studies are needed to better characterize long-term 

prognosis and recurrence rates in young adults with AIS (Kwok et al., 2026). 

2. Mild stroke and MeVO: Randomized controlled trials should determine optimal 

management strategies for patients with mild stroke and medium vessel occlusion (Sarraj 

et al., 2025). 

3. Genetic studies: Genome-wide association studies are needed to identify genetic factors 

influencing acute stroke outcome (Bustamante et al., 2019). 

4. Multimodal diagnostic strategies: Research combining clinical assessment with 

biomarkers should be explored for stroke subtype differentiation in settings without 

immediate neuroimaging (McDermott et al., 2025). 
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