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Abstract

Acute ischaemic stroke (AIS) is a preventable and treatable disease with high mortality and morbidity, accounting for 80% of
cerebrovascular events. Hypertension (HT), atrial fibrillation (AF) and diabetes mellitus (DM) are risk factors in AIS. The
diagnosis is made by starting thrombolytics within the first 4.5 hours after anamnesis, neurological examination and exclusion
of haemorrhage by computed tomography.
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Introduction

Acute ischaemic stroke (AIS) is defined as damage to neuronal tissues as a result of decreased blood flow to some or all of the
brain tissue. It accounts for 80% of cerebrovascular events. It is a disease with high mortality and morbidity and acute ischaemic
stroke is the most common cause of death after coronary artery diseases and cancers in developed countries[1]. Early
recognition and rapid treatment is important in reducing mortality and morbidity. Intravenous (IV) recombinant tissue
plasminogen activator (rt-PA) is the medical treatment [2].

With this case report, we aimed to increase the awareness of the positive effect of early diagnosis and thrombolytic treatment
initiated in the emergency department on the prognosis of the patient and the prompt administration of thrombolytics in
emergency departments.

Case

A 50-year-old female patient was brought to the emergency department with a complaint of speech disorder that started about
2 hours ago. She had known congestive heart failure (CHF), AF and HT diseases and was using acetylsalicylic acid and beta
blocker drugs. The general condition of the patient was moderate, consciousness was clear, coopere GKS 15 aphasia and right
central facial paralysis were present. Other neurological and cisitemic examinations were normal. Blood pressure was
140/80mm/Hg, pulse 130/min, sat 98%, temperature 36C. ECG was compatible with AF. no pathological value was found in
blood tests, INR was 1, APTT was 30 seconds, no bleeding area was seen in the brain tomography taken quickly, simultaneous
diffusion magnetic resonance (MR) was taken and neurology was consulted. The MRI revealed a diffusion restricting area in
the cortex and white matter at the level of the left frontoparietal lobes, hyperintense on diffusion weighted imaging (DAG) and
hypointense on image diffusion coefficient (ADC) maps (Figure 1). Alteplase IV (0.9 mg/kg, maximum dose 90 mg, for 60
minutes, initially 10% of this dose was given as a bolus for 1 minute) was started as thrombolytic treatment in the emergency
department at approximately the 3rd hour. After the treatment, the patient was admitted to neurology intensive care unit for
follow-up. After 24 hours of observation, the patient was taken to the ward and followed up after the absence of complications
and clinical improvement. The patient was discharged with healing at the end of the 5th day after clinical improvement,
improvement of aphasia, and improvement of central facial paralysis, and neurology outpatient clinic controls showed that the
patient recovered without any sequelae after 1 month.



Figure 1. Diffusion MR DAG image
Discussion

AIS, which ranks first in terms of mortality and morbidity all over the world, is a serious but treatable and preventable disease.
However, it is observed that it causes disability in patients who cannot receive appropriate treatment at the appropriate time.

The most common type of stroke in the world is ischaemic stroke. In a study conducted in our country, it was found that 77%
of the cases were ischaemic stroke type[3].In recent studies, risk factors for ischaemic stroke were found to be HT, DM, AF,
coronary artery disease[4]. AF and HT were also found to be risk factors in our patient.

It is seen that brain computed tomography (CT) is the first neuroimaging modality that can be used to exclude cerebrovascular
events in emergency departments after symptoms and physical examination. Non-contrast brain CT scanning excludes
haemorrhagic stroke and is an easily accessible method guiding the rapid initiation of treatment after the diagnosis of Al, but
has a lower sensitivity [5-6]. On the other hand, magnetic resonance imaging (MRI) has a higher sensitivity to ischaemia
compared to CT and is more guiding in predicting long-term prognosis[7].In our patient, brain CT and MRI were performed
simultaneously because there was no difference in time and the diagnosis of AIS was made.

In the USA, a multicentre study was conducted by the National Institute of Neurological Disorders and Stroke (NINDS) stroke
study group in 1995 and it was shown that IV 1t-PA treatment was a safe and effective treatment in patients presenting with
acute ischaemic stroke within the first 3 hours and it was included in the guidelines immediately afterwards [8]. In our country,
the use of rt-PA (alteplase) was initiated in 2006, and it was recommended to use 0.9 mg/kg, maximum dose 90 mg, for 60
minutes, initially 10% of this dose as a bolus for 1 minute, and after 2018, stroke centres and units were put into operation in
many centres [9-10]. Awareness studies have been carried out to take patients to the appropriate centre after the ‘Face, Arm,
Speech, Time’ (FAST) test at the scene in order to provide effective treatment to patients with the perception of ‘time is neuron’
with the initiation of treatment with rt-PA (alteplase) in AIS [11]- In another study conducted later, it was observed that rt-PA
(alteplase) treatment applied in the first 3-4.5 hours of AIS was effective. However, in the 2010 AHA stroke guideline, it was
recommended that iv rt-PA treatment be administered to patients who came within the first 4.5 hours [12].1t was observed that
there was a relationship between the time of initiation of treatment in AIS and treatment success.The earlier the rt-PA was
started, the better the prognosis, especially in those who started within 90 minutes, it was observed that it was more successful
and complete recovery was observed in one of every 4.5 patients, and the rate of complete recovery decreased as the time
increased [13]. In our case, in accordance with the literature, treatment was started in the first 3 hours and the patient recovered
completely and returned to daily life within one month.

Conclusion

AIS is a preventable disease and patients with risk factors should be identified, appropriate treatments should be initiated and
followed up. The earlier thrombolytic rt-PA (alteplase) treatment is started after the diagnosis of Al in emergency services, the
higher the rate of complete recovery. It should be kept in mind that it will be useful for the teams to take the patients who are
thought to have AIS in the foreground to stroke centres with rapid recognition tests in patients taken from the scene of the
incident, and necessary studies should be carried out to increase awareness.
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