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Di cosa parliamo

> |Ictus/TIA o non ictus/TIA? Questo e il problema

> Ma quale tipo di ictus?
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Stroke/TIA mimics

'Syncope

Clinical features

TLOS with [oss of postural tone, prodro
lightheadedness, warm or cold feeling, s
palpitations, pallor; myoclonic jerks or tg
posturing may occur, especially if patient

Migraine Positive and/or negative neurologic symj
Aura most often visual and sensory (but possiBte e
speech and motor deficit - rare hemiplegic), (a stroke can start with headache)
spreading gradually over 3=
than TIA or focal seizure),
followed by headache

In caso di Stroke/TIA mimic non ha senso far
accertamenti alla ricerca di fonti emboligene

Amyloid Recurrent, stereotyped epi Mmical diagnosis; MR with

spells paraesthesiae, weakness and dysphasia hours microbleeds and cortical siderosis

Seizure Positive symptoms (tonic-clonic jerks, followed by  Minutes Partial Clinical diagnosis; CT or MR; EEG
Todd’s paralysis); negative symptoms (aphasia, (a stroke can start with a seizure)
sensory deficit, visual field deficit);

Transient Prominent anterograde amnesia (inability to form  1to 10 Complete amnesia for the Clinical diagnosis; negative MR and

Global new memories) and variable retrograde amnesia;  hours main episode; retrograde toxicology screens

Amnesia patient is disoriented in time, asking repetitive (mean 6) amnesia resolves within
guestions; other cognitive and motor functions 24 hours

spared: rare in adults vounger than 50 vears




Di cosa parliamo

> Ma quale tipo di ictus?



Ischemic stroke subtyping: diagnostic work-up

Neuroimages Lacunar/non lacunar
CT/MR Single/multiple lesions

A.B.C: Embolic: D.E: Large Artery; F: Smalll Artery;
G: Other causes; H: Crvptoaenic



Ictus lacunare

Callosomarginal arterie:
(branches of anterior
Medial and latersl lenticulostriate artery cerebral arteries)
Pericallosal srteries (branch
I'd of anterior cerebral art il
Insula (island of Reil) / f Trunk of corpus corpus callosum
Limen of insuk j

Intemal capsule

Precentral

(pre-Rolandic),
central (Rolandic) v,
and parietal srteries

Septum pellucidum

Latersl cerebral
(Syivian) sulcus A=

Temporal arteries Ul

« Morfologia: area ovoidale, ® max < 1.5
cm (£ 2 cm alla RM DW)

o Arterie lenticolo-striate che originano
dall’ACM o singoli rami perforanti di
arteria basilare

» Eziopatogenesi:

v bersaglio privilegiato di ipertensione
e/o diabete

v lipojalinosi o necrosi fibrinoide (talora
microtrombo nelle lacune piu grandi)

o Possibile associazione con leucoaraiosi



Ictus non-lacunare sovratentoriale: lesioni single o multiple
e Infartiin territori di ACM, ACA o ACP:

« Morfologia: lesioni singole o lesioni multiple

* Eziopatogenesi:

v aterotrombosi in situ: 5%-10% dei casi in pazienti caucasici, 25%-30% dei casi in asiatici e
afroamericani

embolica nel 90%-95% dei casi in pazienti caucasici, 70%-75% dei casi in asiatici

e afroamericani

vasculite (rara, in pazienti giovani; APS)

Fonte emboligena:

arteria carotide interna: artery-to-artery embolism
cuore: in particolare se lesioni multiple di piu territori




Ictus non-lacunare sovratentoriale: territori di confine

« Infartiin territori zone di confine fra ACM e ACA e/o fra ACM e ACP e/o
“border interno”

« Morfologia: lesioni singole o lesioni multiple

» Eziopatogenesi:

¥ occlusione aterotrombotica di arteria carotide interna extra-cranica
o intra-cranica

v occlusione embolica (piu raramente aterotrombotica) di ACM




Ictus soﬂoteniorlqle

Prossimale, PICA (ramo di a. vertebrale):
v Morfologia: ischemia faccia inferiore emisferi cerebellari e/o fossetta laterale del bulbo
v Eziopatogenesi: in genere aterotrombotica

e Intermedia, rami perforanti di a. basilare:
v Morfologia: ischemia ponte

v Eziopatogenesi: in genere lacunare o aterotrombotica (occlusione osti arterie perforanti da
_trombosi di basilare) 7 s

talamoperforanti

v Morfologia: Ischemia mesencefalo,
lobo occipitale e/o talamo (lesioni bilaterali
in caso di occlusione apice basilare)

v Eziopatogenesi: in genere embolica

., l

 Distale, apice a. basilare, ACP, rami NN A by 8 :
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Ischemic stroke subtyping: diagnostic work-up

WARNING: concomitance of more potential
causes or pathogenic mechanisms is possible
- CT/MR lacune + LAA or AF

- CT/MR non lacunar stroke with LAA and AF

A.B.C: Embolic: D,E: Large Artery; F: Small Artery;
G: Other causes; H: Cryptogenic

Legend:

LAA: Large Aertery Atherothrombosis

AF: atrial fibrillation

DOAC: direct oral anficoagulant

Vka: vitamin K antagonist

ICA: internal carotid artery

EC: emboligenic cardiopathy

VKa: vitk antagonist

PFO: patent foramen ovale

APS: anfiphospholipid syndrome

ESUS: Embolic Stroke of Undetermined Source
* NASCET Criteria

Neuroimages

ECG/telemetry

Vessel study

CTA/MRA
EchoDoppler
Neck vessels/TCD

Cardiological study
TTE/TEE

Pro-thrombotic mutations
Occult/known Cancer
Vasculitis/APS tests
Genetic tests:
Fabry; CADASIL

One month/Prolonged
cardiac registration

—

—

Lacunar/non lacunar

Single/multiple lesions

AF: DOAC

ICA stenosis 2 50%*: Urgent

TEA/Stent; Antiplatelets
Arterial dissection

Other EC: VKa

PFO: closure (age < 60-65

yrs/ high risk PFO)
Cardiac thrombi;

Endocarditis; valvulopathy

Rare causes:
treat as appropriate

AF: DOAC
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In patients aged 18—60years in whom no other evident cause
of stroke is found but a PFO (i.e. PFO-associated stroke), we
recommend PFO closure in selected patients, in addition to
antiplatelet therapy (please see below for details).

Quality of evidence: High &&55bE
Strength of recommendation: Strong for intervention 11

In patients aged 18-60years with possible or probable PFO-
related stroke according to the PASCAL classification, we
recommend PFO closure in addition to antiplatelet therapy.

In patients aged |8—-60years with unlikely PFO-related stroke
according to the PASCAL classification, we suggest against
PFO closure unless there is a high probability of clinical

causality (please see the Expert consensus below).
Quality of evidence: | o

Strength of recommendation: Weak against intervention 7

Table 6. RoPE score.''?

Characteristic Points

No history of Hypertension +1
—Diabetes + 1
— Stroke or transient + 1
ischaemic attack

Non-smoker + 1

Cortical infarct on imaging +1

Age (in years) - 1829 +5
- 3039 +4
- 4049 +3
- 50-59 +2
- 6069 +1
-=>70 +0

Total RoPE acore =sum of individual points
(maximum = |0 points)

able 7. PASCAL classification system.’

High-risk PFO feature (large  Stroke related
shunt and/or ASA)* to PFO

Absent Unlikely
Present Possible
Absent Possible
Present Probable

fLarge shunt size is defined as =20 bubbles in the left atrium on TOE;
ASA defined as = 10 mm of excursion from midline.

Caso V et al, Eur StrJ 2024



Criptogenic/ESUS stroke patients eligible for ILR
P

\

- PFO - CHA,DS,-VASc 24 or
- Other rare causes - HAVOC > 4

\L YES NO and/or 21 among:*
N : - Atrial runs
SRR - PR prolongation
- LA dilatation
* also in case of CHA2DS2-VASc or - LV hyperirophy

HAVOC < 4 ‘l,YES




European position
patent foramen ov:

thromboembolism

Christian Pristipin
Jean Louis Mas®, M
David Hildick-Smit
John Thomson'®, M
Dirk Sibbing'?, MD
Francesco Bedogni'
joint task force of European Asso«
European Stroke Organisation (ES

Cardiovascular Imaging (EACVI)
ESC Working group on GUCH. E
European Underwater and Baromu

for arrhythmias

— 12-lead ECG
— In-hospital telemetry
— 24-hour Holter ECG monitoring

Evident PFO
causative role

First-line diagnostic workup

AF DETECTED @

Age <55 years old

Evaluate major
AF risk factors

Age 55-64 years old

AF risk
factor(s)

Age =65 years old

AF RISKFACTORS

HIGH-RISK

— Uncontrolled hypertension

— Structural heart alterations (LVH, LAE)
—Uncontrolled diabetes

— Congestive heart failure

— Obesity

— Atrial runs
—Pulmonary disease
—Thyroid disease




Conclusioni

> La diagnosi di stroke/TIA mimic € sfidante e richiede |l
coinvolgimento del neurologo vascolare

> La diagnosi di sottotipo etiopatogenetico diictus ischemico

richiede un iter diagnostico complesso che parte dalle
neuroimmagini e sicompleta con ecobDoppler TSA e TC, E

ein

pazienti selezionati ETE, screening trombofilico, Ou’r0|mmun|’ro

ricerca cancro occulto, genetica

> Laricerca del PFO va effettuata in pazienti con ictus di eta < 60

anni (in casi selezionati anche 60-65 anni) e la chiusura va

effettuata seguendo la classificazione PASCAL

> Laricerca di FA va effeftuata in pazienti ESUS selezionati in base a

etd, score e/o indici ECG/EcoCG di rischio



