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1. Patient enrollment
This is a retrospective analysis of the cohorts prospectively registered between September 2010 and December 2015. This study was initiated by the Korea Health Technology R&D Project and a total of 16 comprehensive stroke centers participated. We identified all consecutive patients who underwent EVT using a stent retriever (Solitaire AB/FR, ev3 Irvine, CA, USA; Trevo Proview, Stryker, CA, USA), Penumbra system (Penumbra, Alameda, California), or both for acute ischemic stroke due to AC-LAO and who had functional outcomes (by mRS profile) available at 3 months. AC-LAO was defined as intracranial internal carotid artery (ICA) or middle cerebral artery (MCA) M1 or proximal M2 occlusion. Tandem cervical ICA and intracranial LAO were included. Cervical ICA dissection was included, but intracranial artery dissection was excluded. Bilateral AC-LAO was excluded. Study enrollment criteria were as follows: 1) age ≥ 18 years, 2) initial National Institute of Health Stroke Scale score (NIHSS) ≥ 4, 3) onset-to-puncture time was equal to or less than 600 minutes, 4) mRS before qualifying stroke was 0 or 1, 5) collateral grading assessable on CTA, 6) recanalization success assessable on catheter angiogram during the procedure (Figure 1). The Institutional Review Boards of all participating hospitals approved this study and waived the requirement for written informed consent for study inclusion based on the retrospective study design.

2. Data collection and assessment
All data including clinical and laboratory findings were obtained from prospectively maintained registries for acute stroke in each participating hospital and then filled-up in the pre-defined case report form (CRF). Procedural details including complications during EVT were obtained from the prospectively maintained neurointerventional database of each participating center and were also added in the CRF. The CRFs were anonymized and then sent to a central core laboratory. All imaging data including pre-treatment non-enhanced CT (NECT) and CTA, catheter angiograms during EVT, and follow-up CT or magnetic resonance imaging (MRI) were anonymized and sent to the central core laboratory as digital imaging and communication in medicine (DICOM) files. Two neuroradiologists blindly and independently assessed the images for Alberta Stroke Program Early Computed Tomography Score (ASPECTS) and collateral status on CTA using a commercialized DICOM viewer (OsiriX, Pixmeo, Geneva, Switzerland). ASPECTS was evaluated on images of 5-mm-thickness NECT, and CTA collateral grade was assessed on 20-mm-thickness maximum intensity projection images of single-phase CTA or the first phase of multiphase CTA if multiphase CTA was obtained. CTA collateral grade was dichotomized into good or poor collateral. Poor collateral was defined as few or no vessel markings in more than half of the MCA territory of the affected side,1 the same as in the ESCAPE trial.2 To reduce misclassification of good to poor collateral groups, patients in whom vessel markings were not well visualized in the contralateral hemisphere were excluded. Two interventional neuroradiologists blindly and independently assessed whether recanalization success was achieved on catheter angiograms during EVT using the same software. Recanalization success was defined as modified Thrombolysis in Cerebral Ischemia (mTICI) grade 2b or 3 on the final control angiogram.3 Discrepant cases were resolved by consensus between raters who were still blind to both the patient’s clinical outcome and findings on follow-up CT or MR. If the CTA collateral grade or recanalization success was difficult to analyze due to poor image quality or when vessel markings in the contralateral hemisphere were not well visualized on CTA, the case was considered undetermined and was excluded from analysis. 
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