Acute Stroke

TIME IS BRAIN!

Brief Directed Neurological Exam (also see NIHSS)

Speech: comprehensible or not

Following of commands (grip, open/close eyes)

Gaze preference

Visual field cut

Facial droop

Arm strength against gravity (10 sec.)

Leg strength against gravity (5 sec.)

Ataxia

Neglect

Pitfalls to exam

Nystagmus to side of weakness -  Seizure

Depressed level of consciousness - ICH

Bilateral symptoms – Metabolic cause or brainstem

Old deficits – Previous stroke

Many deficits can improve but often plateau

Contraindications

- >3 hours from onset

- symptoms rapidly improving or minor

- Brain tumor, hemmorhage, AVM, aneurysm previously or currently

- Infarct >1/3 MCA territory

- Recent 

1 week
LP, non-compressible arterial puncture

3 weeks
GI bleed, major surgery, recent MI, pericarditis

3 months stroke, head injury

- INR>1.7, PTT>40, Plt<100,000

- SBP>185, DBP>110

- Profound obtundation, fixed eye deviation, complete hemiplegia

- severe hypo OR hyper glycemia (<3 or >22)

- seizure at onset

- endocarditis

- pregnancy or lactation

- coagulopathy

Blood Work

- Get blood drawn fast, should be part of initial triage of stroke (CBC, lytes, urea, crt, glucose, INR/PTT, CK/Tn)

- Check glucostick result done in ambulance

- Don’t necessarily need to wait for lab test results unless:


History of bleeding or coagulopathy


History of platelet disorder


Coumadin use recently


Heparin use recently

CT Scan (see ASPECTS below)

Hemorrhage versus ischemia ?

Is there a subacute silent infarct which would exclude patient from thrombolysis ?

Location and extent of brain already infarcted ? 

Are there signs of an occlusion? (hyperdense MCA, MCA dot)

Malignant MCA infarct?
ASPECTS score

(Lancet 2000;355:1670-1674)

- lower the score = higher risk of hemmorhage

- 8-10 correlates approx. with <1/3 MCA rule 
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TPA 

- 0.9mg/kg to a max. of 90 mg

- Give 10% as initial bolus over 1-2 min then remainder over 1 hour
Side effects

Clinically significant hemorrhage post-TPA

- 6.4% risk in NINDS trial

- if compressible, compress for >15 min to see if this will help

- stop TPA infusion

- check CBC, INR / PTT, fibrinogen, cross match 4 U pRBC

- 2 large bore IV sites

- give crystalloid

- Consider:


- 10 U cryoprecipitate


- 4-6 U FFP

- tranexamic acid 10 mg/kg IV (unless renal bleeding)


- 5 U platelets


- consults to neurosurgery or hematology

Angioedema

- Rare

- usually unilateral initially

- consider stopping t-PA, give benadryl 50 mg IV, hydrocortisone 100-125 mg q6-8h IV

- monitor resp. status…may require intubation / ICU

Treatment of (BP

labetolol 10-20 mg IV over 1-2 min q10-15 min, max. 150 mg  or start infusion @ 2-8 mcg/min.

hydralazine 10-20 mg IV q10 min or infusion 100 mg/100 ml, start at 1-5 mg/h, increase 0.5-2.5 mg/h to max 25 mg/h, WATCH reflex tachycardia

nitroprusside 50 mg/250 ml, start @ 2.5 mcg/kg/min IV, increase by 0.5 mcg/kg/min, max. 3 mcg/kg/min (may (ICP)

***prior to treatment with IV meds hook up cardiac (HR and BP) and O2 saturation monitors

***NP can NOT be used on a general ward and requires CCU or ICU

CJNS '98 25:257-259

Mayo Clin. Proc. '02 77:542-551
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