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Abstract
Purpose of review Alteplase has been the thrombolytic of choice for acute ischaemic stroke 
for more than two decades. A thrombolytic which is easier to administer and with improved 
or comparable safety and efficacy is desirable. Tenecteplase has emerged as a potential 
successor, and its off-license use in acute ischaemic stroke has increased in recent years. 
We aimed to examine the evidence base for each drug and discuss their use in varying 
patient populations in acute ischaemic stroke.
Recent findings Several trials comparing tenecteplase and alteplase have reported very 
recently with the results of the ACT trial strengthening the argument in favour of non-
inferiority of tenecteplase to alteplase. Ongoing trials such as ATTEST-2 are of interest, 
and trials such as TASTE and TEMPO-2 will shed further light on use of tenecteplase in 
specific populations.
Summary A single thrombolytic agent for all indications for thrombolysis in acute ischae-
mic stroke is desirable in streamlining workflows. Based on recent and upcoming trials, 
guidelines may soon recommend tenecteplase as a suitable alternative to alteplase. The 
use of tenecteplase in specific subgroups will depend on further recruitment to ongoing 
clinical trials.
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Introduction

Stroke is the second-leading cause of death and third-
leading cause of death and disability globally, with 
12.2 million incident cases of stroke and 6.55 million 
deaths from stroke in 2019 [1]. Ischaemic stroke is the 
commonest type of stroke globally (62.4%). In the first 
hours after onset, management of potentially disabling 
acute ischaemic stroke (AIS) focuses on early reper-
fusion of ischaemic brain. Reperfusion can limit the 
extent of brain tissue death by rescuing ischaemic tis-
sue with residual perfusion that is sustained by collat-
eral flow, which typically remains viable for a period of 
a few hours only. Intravenous thrombolysis (IVT) is an 
established treatment in eligible patients which aims 
to lyse the causal clot and recanalise the occluded ves-
sel, thus re-establishing perfusion of the affected area 
of brain [2].
Alteplase is a recombinant tissue plasminogen activa-
tor (rt-PA) which has been the drug of choice for intra-
venous thrombolysis since the first positive trials of 
IVT in the 1990s [3]. Other intravenous thrombolytic 

agents have been investigated to a limited extent. Strep-
tokinase investigation was abandoned after it did not 
improve outcomes and was associated with higher 
bleeding risk in AIS within 6 h of onset in 2 trials in 
the early 1990s; desmoteplase was investigated in later 
time windows (3–9 h after onset) in imaging selected 
patients, but was not found to be effective in a series 
of small trials [4]. Alteplase significantly improves the 
outcome from AIS, but has several drawbacks which 
may make an alternative thrombolytic agent desir-
able. These include the method of drug administra-
tion which is open to error and delay in an emergency 
setting anbt d the propensity for thrombolysis-related 
intracerebral haemorrhage [5].
Tenecteplase is a genetically engineered tissue plas-
minogen activator which has potential to be an alter-
native to alteplase [4]. In this review, we examine the 
pharmacology, uses, and evidence base for alteplase 
and tenecteplase and discuss which may be the throm-
bolytic of choice in the future for the treatment of AIS.

Alteplase

Alteplase is a recombinant form of tissue plasminogen activator, a protease 
found in endothelial cells which catalyses the conversion of plasminogen to 
plasmin which in turn breaks down the fibrin components of a thrombus [4]. 
Alteplase has a very short circulating half-life and therefore is administered 
as a bolus (10% of dose) followed by infusion of the remaining drug over 
1 h. Plasma concentration declines rapidly after the initial bolus administra-
tion and delays of greater than 5 min in commencing the infusion mean that 
plasma concentration increases only slowly and may never achieve target 
concentration[6]. Delays between the bolus and infusion of alteplase are 
common in routine clinical use, an average of 9 min being documented in 
one single centre study [7], potentially compromising alteplase efficacy.

The landmark National Institute of Neurological Disorders and Stroke 
(NINDS) trial published in 1995 [3] demonstrated significantly greater 
improvement in disability-free recovery for AIS patients treated with alteplase 
within 3 h after symptom onset compared to placebo. The absolute benefit 
for excellent functional outcome was around 12%. This led to regulatory 
approval for the use of alteplase for AIS in addition to its uses in myocardial 
infarction and pulmonary embolism. Trials of alteplase in different time win-
dows, more varied populations, and in imaging-selected patients have fol-
lowed. An individual-level meta-analysis of 9 trials involving 6756 patients 
concluded that alteplase treatment within 4.5 h, irrespective of age or stroke 
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severity, significantly increased the likelihood of a good functional outcome 
in patients with AIS [8], with the caveat that benefit declines steeply with 
increasing delay from stroke onset to treatment.

Tenecteplase

Tenecteplase is a third-generation thrombolytic produced with recombinant 
DNA technology as a modified form of alteplase with alterations in the pro-
tein structure at 3 sites (modified amino acid sites designated by the letters T, 
N, and K leading to the drug’s alternative name of TNK). These changes pro-
long the half-life of tenecteplase and allow greater binding affinity for fibrin 
than alteplase [4]. Tenecteplase is administered as a single bolus making it 
an attractive alternative in the management of AIS to alteplase. Preparation 
of a single bolus is simpler and less time consuming in an emergency setting, 
particularly as AIS patients may require transfer to another hospital site for 
access to mechanical thrombectomy, and avoid the bolus-infusion delay issue 
that compromises therapeutic plasma concentrations of alteplase. Avoidance 
of ongoing infusions may reduce the need for medical supervision during 
transfer and improve door to needle time in hospitals that utilise MRI rather 
than CT-based acute stroke imaging protocols.

Animal studies in a rabbit model of embolic stroke found tenecteplase 
had a wider dose range and longer therapeutic window than alteplase and 
were associated with better performance in a post-stroke behavioural rating 
scale [9].

Tenecteplase superseded alteplase in the management of acute myocardial 
infarction (AMI) after the ASSENT-2 trial demonstrated its non-inferiority 
[10]. In trials of AMI, tenecteplase (0.5 mg/kg dose) was found to improve 
recanalisation significantly prior to percutaneous coronary intervention (PCI); 
however, this came at a cost of a higher rate of major adverse events including 
intracerebral haemorrhage [11]. In subsequent trials at earlier timepoints, 
it was found that rates of intracerebral haemorrhage were highest in those 
aged > 75, prompting a reduction in the dose of tenecteplase to 0.25 mg/kg 
in this group [12]. Subsequently, no intracerebral haemorrhages occurred 
at this dose, whilst efficacy in AMI treatment and mortality was comparable 
[13]. Trials of tenecteplase 0.25 mg/kg in AMI prior to PCI are ongoing [14].

Tenecteplase vs alteplase in AIS: published studies

The first randomised, controlled trial of tenecteplase in AIS compared 
alteplase with tenecteplase at 3 different doses, 0.1, 0.25, and 0.4 mg/kg [15]. 
The study was halted early due to funding and recruitment issues. The trial 
used an adaptive design with combined safety and early efficacy assessments 
guiding recruitment at each dose level, and recruitment to the 0.4 mg/kg 
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tenecteplase dose was discontinued after only 19 patients. The low numbers 
recruited meant no firm conclusions were possible.

Two further phase II trials comparing alteplase and tenecteplase followed. 
An Australian study compared standard dose alteplase with tenecteplase at 
either 0.1 or 0.25 mg/kg in patients with AIS presenting within 6 h of symp-
tom onset and specific imaging criteria (vessel occlusion on CT angiography 
and an ischaemic lesion ≥ 20% greater than core lesion on CT perfusion) 
[16]. In 75 patients, they found the 0.25 mg/kg was superior to lower dose 
tenecteplase and to alteplase in reperfusion of the ischaemic lesion, clinical 
improvement at 24 h, and excellent recovery at 90 days. The ATTEST study 
compared alteplase with tenecteplase at 0.25 mg/kg in patients eligible for 
IVT presenting within 4.5 h of symptom onset [17]. In 104 patients, no differ-
ences were found between treatments for proportion of penumbra salvaged 
and any other imaging or clinical outcome.

Individual patient data pooled analysis of these 3 trials found no signifi-
cant differences between alteplase and tenecteplase at all doses investigated, 
but suggested that the 0.25 mg/kg dose warranted further investigation as it 
had the greatest odds of achieving early neurological improvement, excel-
lent functional outcome and avoiding intracerebral haemorrhage compared 
with alteplase [18]. Subgroup analyses suggested potentially superior effi-
cacy among patients with large vessel occlusion (occlusion of the intracranial 
internal carotid artery or first part of the middle cerebral artery) [19, 20].

The NOR-TEST trial compared alteplase with tenecteplase 0.4 mg/kg in 
patients eligible for IVT presenting within 4.5 h of symptoms; or those present-
ing within 4.5 h of awakening with stroke symptoms and meeting magnetic 
resonance imaging (MRI) criteria for eligibility; or those eligible for IVT as a 
bridging therapy to mechanical thrombectomy. Although 1100 patients were 
recruited, there was a large proportion of stroke mimics (17%), and the major-
ity of patients had mild stroke (median National Institutes of Health Stroke 
Scale (NIHSS) score of 4). No difference was found between groups in clinical 
or safety outcomes. In recognition of the confounding issues of mild stroke, 
the subsequent NOR-TEST-2A trial [21•] was undertaken in patients with AIS 
of minimum severity (defined as NIHSS score > 5). The trial was discontinued 
at interim safety review after a four-fold excess of symptomatic intracerebral 
haemorrhage was observed in the tenecteplase arm (16% tenecteplase versus 
4% alteplase), although there were several imbalances in prognostic mark-
ers between groups—with tenecteplase arm participants being older (median 
age 73.2 vs 68.6 years), less likely to have a stroke mimic diagnosis (3% vs 
11.5%), and lower levels of baseline functional impairment (40% had modi-
fied Rankin Scale (mRS) score ≥ 1 vs 26.9%). Plans for further investigation of  
the 0.4 mg/kg dose have been abandoned in favour of the 0.25 mg/kg dose.

The EXTEND IA-TNK trial enrolled patients eligible for mechanical 
thrombectomy within 4.5 h of symptom onset and randomised to alteplase 
or tenecteplase 0.25 mg/kg [22]. In 202 patients, the primary outcome of rep-
erfusion of ≥ 50% of the vascular territory or absence of the initial occluding 
thrombus occurred in significantly more patients in the tenecteplase (22%) 
than the alteplase (10%) group (adjusted odds ratio 2.6 (1.1–5.9) p = 0.02).  
There were no significant differences in patients achieving independ-
ent recovery (defined as mRS 0–2 at 90 days) or in early neurological  
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improvement between groups. A follow-up study, EXTEND IA TNK part 2 
[23], compared tenecteplase 0.25 and 0.4 mg/kg in a similar study design. 
No significant differences were found in the radiological primary outcome 
or other clinical or safety outcomes, inferring that the 0.4 mg/kg offered no 
advantage over the lower 0.25 mg/kg dose in patients eligible for mechanical 
thrombectomy.

Superior reperfusion with tenecteplase 0.25 mg/kg compared with 
alteplase was reported among patients treated in a mobile stroke unit setting 
in the TASTE-A trial [24] in Melbourne, Australia.

Tenecteplase: a non‑inferior thrombolytic?

In a 2019 meta-analysis of the 5 published alteplase versus tenecteplase tri-
als to that date, Burgos and Saver concluded that non-inferiority had been 
demonstrated [25•]. They calculated the proportions achieving disability-free 
survival after AIS of 57.9% with tenecteplase and 55.4% with alteplase with a 
risk difference of 4% (− 1–8) on meta-analysis. A pre-specified non-inferiority 
margin of 6.5% as well as secondary margins of 5% and 1.3% were met. How-
ever, weaknesses of the meta-analysis included a heterogenous population in 
terms of stroke severity, a high number of stroke mimics (from the NOR-TEST 
data), differing doses of tenecteplase, and results largely being driven by tri-
als selecting patients with large vessel occlusion. The primary non-inferiority 
margin selection was criticised for being drawn from a trial comparing two 
doses of alteplase [2].

Encouraged by trial and meta-analysis results to date, some stroke  
centres have elected to implement routine use of tenecteplase. Zhong et al. 
reported routine use of tenecteplase compared with alteplase at 3 stroke centres  
in New Zealand as being feasible with similar clinical and safety outcomes 
[26]. Warach et al. reported plans for a prospective study of use of tenecteplase  
for all IVT eligible patients presenting within 4.5 h of symptom onset in a 
9 hospital network in Texas [27]. In France, the Tenecteplase Treatment in 
Ischemic Stroke (TETRIS) study group [28] also reported safety, efficacy, and 
recanalisation rates using tenecteplase routinely to be in line with published 
results. The move to adopt tenecteplase as routine thrombolytic agent of 
choice has been spurred on by the COVID-19 pandemic which placed unprec-
edented pressure on emergency departments globally, motivating calls for 
use of tenecteplase over alteplase as an easier and more quickly administered 
alternative [29]. However, this in turn led to shortages of tenecteplase for the 
management of acute myocardial infarction due to supply issues of the drug 
in some countries [30].

The alteplase compared to tenecteplase (ACT) trial, the first large trial com-
paring tenecteplase 0.25 mg with alteplase, was presented in May 2022 [31•]. 
In 1600 patients randomised within 4.5 h of AIS onset, tenecteplase exhibited 
an increase in excellent recovery of 2.1% compared to alteplase, meeting the 
pre-specified non-inferiority margin. The trial found no significant differences 
in any outcome measure. A subgroup analysis in patients with large vessel 
occlusion, a trend towards superiority of tenecteplase was seen.
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Current guidelines and ongoing clinical trials of tenecteplase 
in AIS

A number of clinical trials of tenecteplase in AIS are ongoing covering a 
variety of IVT indications and timeframes. Current guidelines for different 
clinical scenarios and future potential applications of tenecteplase currently 
being investigated in these scenarios are summarised below.

Disabling stroke < 4.5 h

The European Stroke Organisation guidelines for IVT published in 2021  
maintained a recommendation of alteplase over tenecteplase for patients 
routinely eligible for IVT, but recommended tenecteplase 0.25 mg/kg over  
alteplase for patients receiving bridging IVT prior to mechanical thrombec-
tomy [2]. The American Heart Association/American Stroke Association  
guidelines published in 2019 similarly recommended tenecteplase as a suitable  
alternative to alteplase in the pre-mechanical thrombectomy population [32]. 
Guidelines from both ESO and AHA acknowledged the low quality of the 
evidence available at the time of writing, and recommendations were weak. 
The addition of the ACT trial is likely to strengthen the recommendation of 
tenecteplase 0.25 g/kg as an alternative to alteplase.

Trials comparing tenecteplase and alteplase in this patient population 
are ongoing. The ATTEST-2 trial (NCT02814409) is a randomised controlled 
trial comparing tenecteplase 0.25 mg/kg and alteplase for patients rou-
tinely eligible for IVT presenting within 4.5 h of symptom onset. The TASTE 
trial (ACTRN12613000243718) is comparing tenecteplase 0.25 mg/kg and 
alteplase for patients with AIS presenting within 4.5 h of symptom onset who 
have favourable baseline imaging characteristics (confirmed CT perfusion 
mismatch with ischaemic core < 70 ml).

Disabling stroke with onset beyond 4.5 h

Patients with AIS may be eligible for thrombolysis beyond the 4.5-h window 
on the basis of brain imaging. CT angiogram can identify patients with large 
vessel occlusion, and CT perfusion can identify patients with small ischae-
mic core (irreversibly damaged, severely hypoperfused tissue) and larger vol-
umes of penumbra (hypoperfused but potentially rescuable tissue), a pattern 
referred to as “target mismatch”. The EXTEND trial, and a subsequent meta-
analysis of the EXTEND, EPITHET, and ECASS-4 trials, demonstrated the 
efficacy of alteplase in patients with target mismatch on CT perfusion imaging 
up to 9 h after symptom onset for improving functional outcome after AIS 
[33, 34]. The current European Stroke Organisation guidelines [2] support 
the use of alteplase in patients with target mismatch up to 9 h after symptom 
onset in whom mechanical thrombectomy is not planned.
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The TIMELESS trial (NCT03785678) is comparing tenecteplase 0.25 mg/
kg and alteplase for patients with AIS presenting between 4.5 and 24 h of 
symptom onset in whom imaging confirms an anterior circulation stroke 
(ICA, M1, or M2 occlusion) with favourable perfusion imaging (mismatch 
with ischaemic core < 70 ml). The ETERNAL trial (NCT04454788) in Australia 
will also compare tenecteplase and alteplase in patients with LVO and target 
mismatch.

Wake‑up stroke

Hyperacute  MRI can identify patients with potentially recent onset of ischae-
mia based on the presence of a lesion on diffusion-weighted imaging (DWI)  
that is not yet abnormal on a T2 fluid-attenuated inversion recovery (FLAIR) 
sequence (DWI-FLAIR-mismatch) [35]. The WAKE-UP trial demonstrated 
the efficacy of alteplase in patients with wake-up strokes with DWI-FLAIR 
mismatch on acute MRI [36]. The EXTEND trial also recruited patients with 
target mismatch on CT perfusion if they presented with symptoms on waken-
ing up to 9 h from the midpoint of sleep. Accordingly, European guidelines 
support the use of alteplase in patients fulfilling these imaging criteria if 
thrombectomy is not planned [2].

The TWIST trial [37] compared tenecteplase 0.25 mg/kg against non-IVT 
standard of care for patients with wake-up stroke presenting within 4.5 h of 
wakening, enrolled on the basis of a non-contrast CT compatible with IVT. 
The trial stopped short of its planned sample size and was unable to establish 
non-inferiority or superiority of tenecteplase for any outcome measure.

Minor stroke and TIA

There is currently no standard definition of “minor stroke”, and total scores 
on clinical assessments scales such as the NIHSS do not reliably distinguish 
disabling from non-disabling deficits. Trials of alteplase generally required 
the presence of a disabling neurological deficit and excluded patients with 
non-disabling or rapidly improving deficits, but these terms were open to 
individual interpretation. European and American guidelines recommend 
treatment of minor stroke with disabling symptoms with alteplase [2, 32] as 
this group accounted for around 10% of patients in the alteplase trials [8]. 
The American guidelines suggested tenecteplase 0.4 mg/kg as a potential 
alternative to alteplase in patients with minor neurological impairment and 
no major intracranial occlusion [32], based on the NOR-TEST findings, with 
a weak recommendation, but this is likely to be superseded by NOR-TEST-2A 
results. However, IVT is not recommended with minor symptoms which are 
non-disabling by either guideline, since such patients were excluded from 
the main alteplase trials. The PRISMS trial randomised patients with non-
disabling symptoms and NIHSS 0–5 to aspirin or alteplase within 3 h of 
symptom onset and found no benefit of alteplase, although the trial was 
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terminated early with only around one-third of the planned sample size [38]. 
Presently, guidelines recommend dual antiplatelet therapy with aspirin and 
clopidogrel in this patient group [39, 40].

The TEMPO-1 study was a dose escalation study of tenecteplase in patients 
with minor stroke or TIA (NIHSS 0–5, non-disabling symptoms) and con-
firmed LVO [41]. Tenecteplase was found to be safe at 0.1 and 0.25 mg/kg 
doses. Complete recanalisation was strongly predictive of subsequent excel-
lent functional outcome. The TEMPO-2 trial (NCT02398656) is comparing 
tenecteplase 0.25 mg/kg against standard of care in patients presenting with 
minor stroke or TIA (NIHSS 0–5) who have a confirmed LVO.

Conclusions

Tenecteplase has pharmacological properties that suggest potential advan-
tages over alteplase. The dose of 0.25 mg/kg (to a maximum of 25 mg) has  
evidence of improved reperfusion compared to alteplase in selected patients 
with large vessel occlusion. The improved early reperfusion in the EXTEND-IA  
TNK trial was accompanied by  better clinical outcomes, leading  
to recommendations to consider tenecteplase as the thrombolytic of choice in 
patients with large vessel occlusion. Since it is desirable to initiate thromboly-
sis as rapidly as possible, delaying thrombolytic administration until after con-
firmation of large vessel occlusion by CT angiography  is not ideal, however, 
and challenging for optimal clinical workflow. There would be clear benefit 
from a single thrombolytic agent being recommended for all AIS patients.

Considerable enthusiasm exists for use of tenecteplase in AIS to replace 
alteplase as the thrombolytic agent for routine practice, driven primar-
ily by the practical benefits over alteplase in ease of administration by 
single bolus that are especially advantageous in the common scenario of  
inter-hospital transfer. The published evidence base prior to 2022 among 
unselected thrombolysis-eligible patients with AIS consisted of three small 
phase II trials and one phase III trial (NOR-TEST), with the complication 
that NOR-TEST used the 0.4 mg/kg dose subsequently abandoned on safety 
grounds and recruited a large proportion of minor strokes and stroke mim-
ics. Consequently, guidelines did not recommend tenecteplase over alteplase 
for general use. The recent data from the ACT trial showing non-inferiority of 
the 0.25 mg/kg dose is likely to strengthen recommendations towards tenect-
eplase, but further ongoing trials in the relevant population will report in 
the next 12–18 months. Even if guideline recommendations move in favour 
of tenecteplase for thrombolysis in all AIS patients, regulatory approval for 
tenecteplase would be advantageous compared to widespread off-label use 
[42]. Tenecteplase is currently packaged for the higher dose used in acute 
myocardial infarction management, including weight-graduated syringes and 
dose instructions, leading to the potential for dosing errors in the AIS popu-
lation [43]. In addition, a large amount of drug is inevitably wasted when 
stroke doses—maximum of half of a 50-mg vial—are prepared. Manufacture 
of a stroke-specific dose with appropriate packaging, and secure drug supply 
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sufficient for widespread AIS use, may depend on regulatory approval of 
tenecteplase for the AIS indication.

Further extension of tenecteplase indications in stroke may follow in 
future based on the multiple ongoing clinical trials in situations including 
extended time windows, minor stroke, and TIA.

Competing Interests

Participation in advisory boards for Boehringer Ingelheim; lecture fees from 
Boehringer Ingelheim; and consultancy fees from Boehringer Ingelheim.

Funding
Prof Muir is the Chief Investigator of the Alteplase-Tenecteplase Trial Evaluation for Stroke Thrombolysis 
(ATTEST 2) which is funded by the Stroke Association and British Heart Foundation and is supported 
with tenecteplase supplied by Boehringer Ingelheim and the UK Chief Investigator for the TEMPO-2 trial 
which is supported by Canadian Institute of Health Research and the British Heart Foundation. Additional 
institutional grant funding for work in acute stroke from the Chief Scientist Office (Scotland), Innovate 
UK, Scottish Funding Council.
Open Access 
This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropri-
ate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and 
indicate if changes were made. The images or other third party material in this article are included in the 
article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is 
not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References
Papers of particular interest, published recently, have 
been highlighted as: 
• Of importance

 1. Feigin VL, Stark BA, Johnson CO, Roth GA, Bisignano 
C, Abady GG, et al. Global, regional, and national 
burden of stroke and its risk factors, 1990–2019: a sys-
tematic analysis for the Global Burden of Disease Study 
2019. The Lancet Neurology. 2021;20(10):795–820.

 2. Berge E, Whiteley W, Audebert H, De Marchis GM, 
Fonseca AC, Padiglioni C, et al. European Stroke 
Organisation (ESO) guidelines on intravenous 
thrombolysis for acute ischaemic stroke. European 
stroke journal. 2021;6(1):I-LXII.

 3. NINDS. Tissue plasminogen activator for 
acute ischemic stroke. New Engl J Med. 
1995;333(24):1581–8.

 4. Bivard A, Lin L, Parsons MW. Review of stroke 
thrombolytics. J Stroke. 2013;15(2):90–8.

 5. Brown SG, Macdonald SP, Hankey GJ. Do risks 
outweigh benefits in thrombolysis for stroke? BMJ. 
2013;347: f5215.

 6. Smith C, Al-Nuaimi Y, Wainwright J, Sherrington 
C, Singh A, Kallingal J, et al. The influence of bolus 

511

http://creativecommons.org/licenses/by/4.0/


Curr Treat Options Neurol (2022) 24:503 513–

to infusion delays on plasma tissue plasminogen 
activator levels. Int J Stroke. 2014;9(7):939–42.

 7. Acheampong P, May MT, Ford GA, Dixit AK. Bolus-
infusion delays of alteplase during thrombolysis in acute 
ischaemic stroke and functional outcome at 3 months. 
Stroke research and treatment. 2014;2014:358640-.

 8. Emberson J, Lees KR, Lyden P, Blackwell L, Albers G, 
Bluhmki E, et al. Effect of treatment delay, age, and 
stroke severity on the effects of intravenous throm-
bolysis with alteplase for acute ischaemic stroke: a 
meta-analysis of individual patient data from ran-
domised trials. Lancet. 2014;384(9958):1929–35.

 9. Lapchak PA, Araujo DM, Zivin JA. Comparison of 
tenecteplase with alteplase on clinical rating scores 
following small clot embolic strokes in rabbits. Exp 
Neurol. 2004;185(1):154–9.

 10. Van De Werf F, Adgey J, Ardissino D, Armstrong PW, 
Aylward P, Barbash G, et al. Single-bolus tenect-
eplase compared with front-loaded alteplase in acute 
myocardial infarction: the ASSENT-2 double-blind 
randomised trial. Lancet. 1999;354(9180):716–22.

 11. ASSENT-4. Primary versus tenecteplase-facilitated 
percutaneous coronary intervention in patients 
with ST-segment elevation acute myocardial infarc-
tion (ASSENT-4 PCI): randomised trial. Lancet. 
2006;367(9510):569–78.

 12. Armstrong PW, Gershlick AH, Goldstein P, Wilcox 
R, Danays T, Lambert Y, et al. Fibrinolysis or primary 
PCI in ST-segment elevation myocardial infarction. 
N Engl J Med. 2013;368(15):1379–87.

 13. Armstrong PW, Zheng Y, Westerhout CM, Rosell-
Ortiz F, Sinnaeve P, Lambert Y, et al. Reduced dose 
tenecteplase and outcomes in elderly ST-segment 
elevation myocardial infarction patients: Insights 
from the strategic reperfusion early after myocardial 
infarction trial. Am Heart J. 2015;169(6):890-8.e1.

 14. Armstrong PW, Bogaerts K, Welsh R, Sinnaeve 
PR, Goldstein P, Pages A, et al. The second strate-
gic reperfusion early after myocardial infarction 
(STREAM-2) study optimizing pharmacoinvasive 
reperfusion strategy in older ST-elevation myocardial 
infarction patients. Am Heart J. 2020;226:140–6.

 15. Haley EC Jr, Thompson JL, Grotta JC, Lyden PD, 
Hemmen TG, Brown DL, et al. Phase IIB/III trial of 
tenecteplase in acute ischemic stroke: results of a 
prematurely terminated randomized clinical trial. 
Stroke. 2010;41(4):707–11.

 16. Parsons M, Spratt N, Bivard A, Campbell B, Chung 
K, Miteff F, et al. A randomized trial of tenecteplase 
versus alteplase for acute ischemic stroke. N Engl J 
Med. 2012;366(12):1099–107.

 17. Huang X, Cheripelli BK, Lloyd SM, Kalladka D, Moreton 
FC, Siddiqui A, et al. Alteplase versus tenecteplase for 
thrombolysis after ischaemic stroke (ATTEST): a phase 
2, randomised, open-label, blinded endpoint study. The 
Lancet Neurology. 2015;14(4):368–76.

 18. Huang X, MacIsaac R, Thompson JL, Levin B, 
Buchsbaum R, Haley EC Jr, et al. Tenecteplase versus 
alteplase in stroke thrombolysis: an individual 

patient data meta-analysis of randomized controlled 
trials. Int J Stroke. 2016;11(5):534–43.

 19. Bivard A, Huang X, Levi CR, Spratt N, Campbell 
BCV, Cheripelli BK, et al. Tenecteplase in ischemic 
stroke offers improved recanalization. Neurology. 
2017;89(1):62–7.

 20. Bivard A, Huang X, McElduff P, Levi CR, Campbell BCV, 
Cheripelli BK, et al. Impact of computed tomography 
perfusion imaging on the response to tenecteplase in 
ischemic stroke. Circulation. 2017;135(5):440–8.

 21.• Kvistad CE, Næss H, Helleberg BH, Idicula T, 
Hagberg G, Nordby LM, et al. Tenecteplase versus 
alteplase for the management of acute ischaemic 
stroke in Norway (NOR-TEST 2, part A): a phase 3, 
randomised, open-label, blinded endpoint, non-
inferiority trial. The Lancet Neurol. 2022. 

Recently published trial of higher dose 0.4mg/kg tenect-
eplase which was stopped early due to safety concerns.
 22. Campbell BCV, Mitchell PJ, Churilov L, Yassi N, 

Kleinig TJ, Dowling RJ, et al. Tenecteplase versus 
alteplase before thrombectomy for ischemic stroke. 
N Engl J Med. 2018;378(17):1573–82.

 23. Campbell BCV, Mitchell PJ, Churilov L, Yassi N, 
Kleinig TJ, Dowling RJ, et al. Effect of intravenous 
tenecteplase dose on cerebral reperfusion before 
thrombectomy in patients with large vessel occlusion 
ischemic stroke: the EXTEND-IA TNK part 2 rand-
omized clinical trial. JAMA. 2020;323(13):1257–65.

 24. Bivard A, Zhao H, Churilov L, Campbell BCV, Coote 
S, Yassi N, et al. Comparison of tenecteplase with 
alteplase for the early treatment of ischaemic stroke in 
the Melbourne mobile stroke unit (TASTE-A): a phase 2, 
randomised, open-label trial. The Lancet Neurol. 2022.

 25.• Burgos AM, Saver JL. Evidence that tenecteplase is 
noninferior to alteplase for acute ischemic stroke. 
Stroke. 2019;50(8):2156–62. 

Meta-analysis of previous tenecteplase vs alteplase trials 
which suggested there was sufficient evidence to establish 
non-inferiority.
 26. Zhong CS, Beharry J, Salazar D, Smith K, Withington 

S, Campbell BC, et al. Routine use of tenecteplase 
for thrombolysis in acute ischemic stroke. Stroke. 
2021;52(3):1087–90.

 27. Warach S MJ, Allen L, Ding M-C, Ellington K, Jefferson J, 
et al. Prospective observational cohort study of tenect-
eplase as standard of care thrombolysis in a multi-
hospital network. Initial safety and feasibility results. Int 
Stroke Confer; February 19–21, 2020; Los Angeles. 2020.

 28. Gerschenfeld G, Smadja D, Turc G, Olindo S, 
Laborne FX, Yger M, et al. Functional outcome, 
recanalization, and hemorrhage rates after large ves-
sel occlusion stroke treated with tenecteplase before 
thrombectomy. Neurology. 2021;97(22):e2173–84.

 29. Warach SJ, Saver JL. Stroke thrombolysis with tenect-
eplase to reduce emergency department spread of 
coronavirus disease 2019 and shortages of alteplase. 
JAMA Neurol. 2020;77(10):1203–4.

512



Curr Treat Options Neurol (2022) 24:503 513–

 30. Parsons M, Churilov L, Schutte AE, Levi C. Tenect-
eplase (and common sense) in short supply during 
the COVID-19 pandemic. Med J Australia. 2020.

 31.• Sajobi T, Singh N, Almekhlafi MA, Buck B, Ademola 
A, Coutts SB, et al. Alteplase compared to tenect-
eplase in patients with acute ischemic stroke (AcT) 
trial: protocol for a pragmatic registry linked rand-
omized clinical trial. Stroke: Vascular and Interven-
tional Neurology. 2021;0(0):e12329. Protocol of a 
recently completed study with findings presented at 
ESOC 2022 in May demonstrating non-inferiority 
of tenecteplase compared with alteplase.Can be 
replaced with recently published results:Menon BK, 
Buck BH, Singh N, Deschaintre Y, Almekhlafi MA, 
Coutts SB et al. Intravenous tenecteplase compared 
with alteplase for acute ischaemic stroke in Canada 
(AcT): a pragmatic, multicentre, open-label, registry-
linked, randomised, controlled, non-inferiority trial 
Lancet 2022; 400: 161–69.Recently completed com-
parison of tenecteplase and alteplase in unselected 
acute stroke <4.5h.

 32. Powers WJ, Rabinstein AA, Ackerson T, Adeoye OM, 
Bambakidis NC, Becker K, et al. Guidelines for the 
early management of patients with acute ischemic 
stroke: 2019 update to the 2018 guidelines for the 
early management of acute ischemic stroke: a guide-
line for healthcare professionals from the American 
Heart Association/American Stroke Association. 
Stroke. 2019;50(12):e344–418.

 33. Campbell BCV, Ma H, Ringleb PA, Parsons MW, 
Churilov L, Bendszus M, et al. Extending throm-
bolysis to 4·5-9 h and wake-up stroke using 
perfusion imaging: a systematic review and 
meta-analysis of individual patient data. Lancet. 
2019;394(10193):139–47.

 34. Ma H, Campbell BCV, Parsons MW, Churilov L, Levi 
CR, Hsu C, et al. Thrombolysis guided by perfusion 
imaging up to 9 hours after onset of stroke. N Engl J 
Med. 2019;380(19):1795–803.

 35. Thomalla G, Cheng B, Ebinger M, Hao Q, Tourdias T, 
Wu O, et al. DWI-FLAIR mismatch for the identifica-
tion of patients with acute ischaemic stroke within 
4·5 h of symptom onset (PRE-FLAIR): a multi-
centre observational study. The Lancet Neurology. 
2011;10(11):978–86.

 36. Thomalla G, Simonsen CZ, Boutitie F, Andersen G, 
Berthezene Y, Cheng B, et al. MRI-guided thromboly-
sis for stroke with unknown time of onset. N Engl J 
Med. 2018;379(7):611–22.

 37. Roaldsen MB, Lindekleiv H, Eltoft A, Jusufovic M, 
Søyland MH, Petersson J, et al. Tenecteplase in wake-
up ischemic stroke trial: protocol for a randomized-
controlled trial. Int J Stroke. 2021;16(8):990–4.

 38. Khatri P, Kleindorfer DO, Devlin T, Sawyer RN Jr, 
Starr M, Mejilla J, et al. Effect of alteplase vs aspi-
rin on functional outcome for patients with acute 
ischemic stroke and minor nondisabling neurologic 
deficits: the PRISMS randomized clinical trial. JAMA. 
2018;320(2):156–66.

 39. Dawson J, Merwick Á, Webb A, Dennis M, Ferrari J, 
Fonseca AC. European stroke organisation expedited 
recommendation for the use of short-term dual anti-
platelet therapy early after minor stroke and high-risk 
TIA. Europ Stroke J. 2021;6(2):CLXXXVII-CXCI.

 40. Kleindorfer DO, Towfighi A, Chaturvedi S, Cockroft 
KM, Gutierrez J, Lombardi-Hill D, et al. 2021 guideline 
for the prevention of stroke in patients with stroke and 
transient ischemic attack: a guideline from the Ameri-
can Heart Association/American Stroke Association. 
Stroke. 2021;52(7):e364–467.

 41. Coutts SB, Dubuc V, Mandzia J, Kenney C, Demchuk 
AM, Smith EE, et al. Tenecteplase-tissue-type plasmi-
nogen activator evaluation for minor ischemic stroke 
with proven occlusion. Stroke. 2015;46(3):769–74.

 42. Muir KW. Should tenecteplase replace alteplase for 
acute thrombolysis? Stroke. 2021;52(3):1091–3.

 43. Chester KW, Corrigan M, Schoeffler JM, Shah M, Toy 
F, Purdon B, et al. Making a case for the right ‘-ase’ 
in acute ischemic stroke: alteplase, tenecteplase, and 
reteplase. Expert Opin Drug Saf. 2019;18(2):87–96.

Publisher’s Note
Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional 
affiliations.

513


	Tenecteplase or Alteplase: What Is the Thrombolytic Agent of the Future?
	Abstract
	Purpose of review 
	Recent findings 
	Summary 

	Introduction
	Alteplase
	Tenecteplase
	Tenecteplase vs alteplase in AIS: published studies
	Tenecteplase: a non-inferior thrombolytic?
	Current guidelines and ongoing clinical trials of tenecteplase in AIS
	Disabling stroke < 4.5 h
	Disabling stroke with onset beyond 4.5 h
	Wake-up stroke
	Minor stroke and TIA

	Conclusions
	Competing Interests
	References




