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Welcome to the ROAST stroke short course.

Stroke medicine can sometimes appear confusing. Neurology Ahhhhh! The borderlands of medicine and psychiatry. It can be a scary place and then there’s all that neuroanatomy – do they still teach that at medical school? All those nuclei and nobody seems to really know what they do. You’ll talk about the same patient and hear their stroke referred to as subcortical, lacunar, internal capsule, basal ganglia – what’s going on?????

Whilst as in everything there are complexities and subtleties, and on occasion the need for a clever doctor to be involved, this course hopes to impart knowledge that will serve you well for the majority of the stroke patients that you will see in your career. 

YES you will need to know a small amount of neuroanatomy.

YES you will need to know about different stroke syndromes.
YES you will need to know how to do a basic neurological examination.
At a practical level it is useful to understand what examination findings are important to look for when assessing a stroke patient and what features following a TIA might predict a high rate of recurrence.
A young patient suffering a stroke should have additional investigations ordered.

To assist with putting all this together a stroke assessment tool has been devised into which you can enter case scenarios.

By clicking on the above you will be taken to learn more about each of these topics. It doesn’t take long and could even be enjoyable! Throughout this process think to yourself – 

a. What’s the problem?

b. What’s the cause of the problem?

c. What’s complicating the problem?

Please provide feedback to aa.wright@bigpond.com
Good Luck.

Neuroanatomy.

Not for one minute does this page hope to teach you all neurological anatomy but hopefully it adds to what you already know to make stroke medicine more manageable.

OK !

1. There are what I’m going to call thinking parts of the brain – the cortex/ cortical regions and parts that help interpret the bodies signals and movements that I’ll refer to as the sub cortex.
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Cortical regions are the brains hemispheres – called lobes – frontal, parietal, temporal and occipital. These regions in addition to generating movement and interpreting sensation perform higher functions like language (normally on the left) and spatial relationships (normally on the right) and vision ( bilaterally at the back). The blood supply to these regions is by large arteries. Infarcts here can be a result of arteriosclerosis or emboli.

                             [image: image2.jpg]septum pellucidum

insullr cortex
(isle of Reil)





Subcortical regions include the basal ganglia, the caudate nucleus, lentiform nucleus, the internal capsule and the thalamus. Infarcts in this area can be referred to by many names which basically mean the same thing eg by the name of the area where they are located (internal capsule, basal ganglia), subcortical (as a generalization) or described as a lacunar infarct. These areas are supplied by deep perforating arteries that tend to arise at abrupt angles from the main vessels. They are vulnerable to hypertension and diabetes but tend not to be affected by emboli.

To help interpret CT brains a useful paper is: 

Use of the Alberta Stroke Program Early CT Score (ASPECTS) for Assessing CT Scans in Patients with Acute Stroke.

J. H. Warwick Pexmana, Philip A. Barbera, Michael D. Hilla, Robert J. Sevicka, Andrew M. Demchuka, Mark E. Hudona, William Y. Hua and Alastair M. Buchana

http://www.ajnr.org/cgi/content/full/22/8/1534
2. It is important to understand where pathways cross – see figure 2. Motor pathways cross in the medulla oblongata. Sensory pathways cross a little above their entry into the spinal cord and then ascend to the thalamus.
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3. Visual pathways are important to understand – see figure 3.
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4. Brainstem stroke syndromes can be tricky. Often a deficit will be seen ipsilaterally at the site of the infarct with abnormal features being seen contrallaterally below. Remember that cerebellar tracts remain ipsilateral. They do not cross. If there are hard bilateral signs the stroke may well be in the brainstem. The brainstem is supplied by large arteries and is vulnerable to both arteriosclerosis and emboli.

After you have read this, I highly recommend that you read the following paper: Stroke syndromes - Bamford J et al. Classification and natural history of clinically identifiable subtypes of cerebral infarction. The Lancet. 1991 Jun 22;337(8756):1521-6.

Neurological examination

Currently still under construction. Will be a short video.

History and ancillary examination findings.

Ok so your patient has had a stroke. You’ve localized it to say the L cortex because the patient is weak on the right, has a right hemianopia and language problems – What else should you know?

Ask yourself: “what’s causing the stroke and what’s complicating it?”

What’s causing the stroke?

Risk factors: 

age, BP, diabetes, smoker, previous stroke/ TIA, family history, AF, recent AMI, worsening of heart failure, other vascular disease, lupus, bleeding tendency.

Important non neurological examination findings: 

cardiac rhythm, CCF, murmur, carotid bruit, signs of endocarditis

Investigations to be ordered:

ECG, FWT, CT brain, baseline bloods – FBE, UEC, CRP, glucose

What’s complicating the stroke?

Is the patient alert and orientated?

Is the patient breathing adequately?

Is there gross HPT SBP >200?

If AF – is the HR controlled?

Has the patient aspirated?

Can the patient swallow adequately? Has the patient had a dysphagia screen?

Has the patient got a UTI?

Has the developed a pressure area or subluxed shoulder?

Are there signs of a DVT?

Patients who are deemed young should be thought about a bit more.

Possible conditions worthy of consideration include:

1. Carotid or vertebral arterial dissection: 

Has the patient got a sore neck, had a recent injury to the neck?

2. Vasculitis:

What is the ESR, urine M&C, should the patient have other vasculitic tests?

3. Paradoxical embolus:

Are there signs or risk factors of DVT?

4. Venous thrombosis:

5. Amphetamine use/ IV drug use

6. Arterial malformations  - intracranial arterial stenoses, AV malformations

TIAs and ED

I don’t need to tell you that there is a lot of pressure to get patients out of the ED. Particularly a patient who has had a TIA and now looks and feels well may not be given due consideration. Many of these patients can be safely discharged after a CT brain excludes a haemorrhage for early physician review. However some TIA patients have a very high risk of recurrence.

A useful paper published last year uses a simple score to identify these high risk patients: Rothwell PM et al. A Simple Score to identify individuals at high early risk of stroke after a transient ischaemic attack. The Lancet 2005; 366: 29-36.

The score is out of 6 and uses the acronym – ABCD.

Age >60 years                                                 1

SBP >140 or DBP 90 mm Hg                          1

Clinical features:

Unilateral weakness                                        2

Speech disturbance without weakness           1

Duration of symptoms:
>60 minutes                                                     2

10–59 minutes                                                 1

<10 minutes                                                     0

---------------------------------------------------------------------

Score = 

------------------------------------------------------------------

Risk of stroke in 7 days

Score < 4…………………….risk is very low

Score = 4…………………….risk = 1%

Score = 5…………………….risk = 12%

Score = 6…………………….risk = 30%

It is recommended that patient with a score of 4 or less are seen by a physician within 7 days.

Patients with a score of 5 or 6 probably should be admitted to hospital.
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