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allowed safe allocation of patients for correct therapeutics within 
such narrow treatment window [6]. The outcomes from tele-therapy 
are in equivalent to those from the stroke team treatment [7]. Today 
the focus is also being given to initiate the treatment even in the 
ambulance. A simple cost effective, mobile data based prehospital 
assessment application (i-TREAT) has also been launched [8]. Mobile 
CT scanners, point of care labs and telemedicine application are the 
key pillars to the foundation that may be pivotal in increasing our 
reach of the patients eligible for r-TPA [9].

There is certainly some twilight in the management of ischemic 
stroke via thrombolytic in the developing nation as well [10]. 
However, to foster this initiative and not to nip in the bud of this 
slowly growing sub-specialty, combined and sustained help from all 
medical fraternities is crucial. Only then can we reach new frontiers 
in managing such patients in a holistic manner.
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Perspective
“Time is brain” and this notion is even more prudent when it 

comes to the management of ischemic infarcts. Studies have verified 
the role of thrombolytic therapy in improving the functional status 
of the patients provided it being given within 4.5 hours of insult [1]. 
The main rational of this therapy being the rescue of the penumbra 
zone surrounding the infarct area thereby minimizing the number of 
injured brain cells.

However, when it comes to its application in the clinical scenario, 
even in the global front, only 1-2 % of the stroke patients are currently 
thrombolysed [2,3]. Despite the approval of thrombolytic therapy 
for the clinical use in the year 1996 from the US Food and Drug 
Administration (FDA), we seem to be moving in circles rather than 
moving forward. The major hindrance for its timely utilization would 
be the fear of symptomatic intra-cerebral hemorrhage leading to 
poor functional outcome or even mortality. However, studies have 
identified that the most important red flag for such complication 
is the presence of micro-bleeds that can be easily ruled out by 
Computerized Tomography (CT) imaging [4].

The Achilles heel in the timely initiation of the thrombolytic 
therapy is the time factor. The scenario is even more dismal when it 
comes to its status among the developing nations. The lack of proper 
pre-hospital care limits patients from reaching hospital in time. The 
other limitation is the right imaging modalities. Though Magnetic 
Resonance (MR) images with T1, T2, Diffusion Weighted Images 
(DWI), Apparent Diffusion Coefficient (ADC) or the penumbra 
sequences are ideal, studies have shown that a CT scan may just be an 
ideal substitute so as to minimize the time lost to treatment [5]. Lack 
of Stroke Unit is the other limiting issue.

In such gloomy scenario, the role of telemedicine may be a silver 
lining in boosting our coverage of such patients. This has effectively 
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