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ABSTRACT
SUMMARY: The concept of Nash equilibrium, developed by John Forbes Nash Jr, states that an equilibrium in noncooperative games is
reached when each player takes the best action for himself or herself, taking into account the actions of the other players. We apply this
concept to the provision of endovascular thrombectomy in the treatment of acute ischemic stroke and suggest that collaboration among
hospitals in a health care jurisdiction could result in practices such as shared call pools for neurointervention teams, leading to better
patient care through streamlined systems.

J

ohn Forbes Nash Jr was a renowned mathematician whose
groundbreaking work in the domain of game theory earned him
the Nobel Prize in Economics in 1994. His theories have been key to
our understanding of decision-making processes in economics and
every other aspect of life involving complex strategic interactions.1
Nash became a household name due to a critically acclaimed
depiction of his life in the film A Beautiful Mind. There is a scene
where Nash is struck by an epiphany because of a discussion about an
imaginary interaction with some young women. He realizes that
Adam Smith’s theory of systems fails to take into account that people
choose the action that confers the greatest benefit (within the constraints of law and decency). If you have not seen the film or do not
remember the scene, check it out at https://www.youtube.com/
watch?v⫽LJS7Igvk6ZM. The important message is that in game theory as in life, systems work best when every person does what is best
for himself or herself, taking into consideration the decisions of the
other players. A system in this state is in Nash equilibrium.2-4
In acute ischemic stroke due to large-vessel occlusion, we
know that the natural history of the disease is generally poor and
devastating, endovascular thrombectomy is highly effective, and
“time is brain.”5 Our biggest challenge moving forward is to improve the organization of systems of care, getting each patient to
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the correct hospital the first time around.6 Additionally, individual cities, jurisdictions, and groups of physicians need to organize
themselves so that they can provide endovascular thrombectomy
24/7/365. Neuroinverventionists are often hired mainly on the
basis of adequate availability of daytime work and where a hospital is located, the population denominator, and the presence of
other neurointervention centers in the vicinity. Thus, hospitals
may be limited in increasing their call pool, making the frequency
of calls for each neurointerventionist quite onerous.
In game theory, a game comprises 3 parts: the players, the set
of actions available to each player, and a utility function for each
player.4 Here, the players are the health care providers, the actions
are the choices they make regarding patient admission and treatment, and the primary utility measure of these actions is the patient’s well-being. To achieve optimization (both for patient outcome and use of resources, decent call schedules, and work-life
balance) based on Nash’s work would require all the players (in
this case, all the health care providers in a particular jurisdiction)
to evaluate not only their own choices and strategy but also the
choices and strategies of the other players.
Nash’s work suggests that patients with stroke could be better
served in their community if hospitals or neurointervention
groups engaged in collaborative practices, rather than each institution working exclusively to its best interest in isolation. In this
sense, each player would show his or her “hand” and, subsequently, take the best action for himself or herself based on every
other player’s hand. This would constitute a mutually beneficial
cooperative Nash equilibrium in which the system is in a stable
state, with each player maximally benefitting.4,7 In this sense, outcomes of patients with stroke (the shortest possible onset-to-reperfusion time in appropriately chosen patients8) will be improved
in the community as a whole.
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when one is backed by a Nobel-winning
mathematician’s math and game theory.
Is it time to start this discussion?
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