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amyloid angiopathy in the acute phase of stroke

care: what should we do?
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Abstract

Background: Intracerebral hemorrhage is a complication of throm-
bolytic therapy in stroke patients. Furthermore, Cerebral Amyloid Angi-
opathy (CAA), which itself can cause hemorrhage, may be a risk factor
for thrombolysis-related intracerebral hemorrhage. However, only few
data are available on this setting. We describe a case of a thrombolysis-
related intracerebral hemorrhage in a patient with a diagnosis of CAA
and its radiological features, to help physicians in the decision-making
process.

Case presentation: A 76-year-old woman presented to the emer-
gency department with acute global aphasia, leading to the suspi-
cion of an acute stroke. A Non-Contrast Computed Tomography Scan
(NNCT) excluded a hemorrhagic stroke and the patient was treated by
intravenous thrombolysis. Towards the end of thrombolysis infusion,
the patient rapidly worsened with a decrease in vigilance. The infu-
sion was stopped after 55 min and a control CT scan was immediately
performed, exposing multifocal hemorrhagic transformation, predomi-
nantly in the posterior areas. We reviewed the admission CT scan that
showed bilateral posterior hypodensities.

The autopsy revealed a Cerebral Amyloid Angiopathy (CAA) type 1.
CAA may play a crucial role in the development of thrombolysis-related
hemorrhage, especially in patients with multiple lobar micro bleeds.

Conclusions: Our case suggests that in the presence of such a NCCT
features, a suspicion of CAA should be included in the differential di-
agnosis and physicians should consider refraining from thrombolytic
therapy. Thereafter, an MRI may help to clarify etiology to better guide
patient care in this setting.
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Background

Intracerebral hemorrhage is a well-known complication of
intravenous thrombolysis for acute ischemic stroke. On the
other hand, Cerebral Amyloid Angiopathy (CAA) is an important
cause of cerebral hemorrhage, especially in elderly patients [1].
Furthermore, there is increasing evidence that CAA may be a
risk factor for thrombolysis-related intracerebral hemorrhage in
the acute ischemic stroke management [2]. Nevertheless, few
data are available in the emergency setting. We describe a case
of a thrombolysis-related intracerebral hemorrhage in a patient
with a histological diagnosis of CAA and its radiological features
on CT scan to guide physicians in the decision-making process.

Case presentation

A 76-year-old woman presented with acute global aphasia
in an emergency setting, leading to the suspicion of an acute
stroke. She had no cardiovascular risk factors but showed slight
cognitive decline over the last 18 months in the medical his-
tory and a positive familial history of Alzheimer disease. The
Non-Contrast Computed Tomography Scan (NNCT) excluded a
hemorrhagic stroke and the patient was treated by intravenous
thrombolysis 4 h 23 minutes after symptoms onset (Figure 1).
Towards the end of thrombolysis infusion, the patient rapidly
worsened with a decrease in vigilance. The thrombolysis infu-
sion was stopped after 55 minutes and a control CT scan was
immediately performed, showing multifocal hemorrhagic trans-
formation predominantly in the posterior areas (Figure 2). We
reviewed the admission CT scan that identified bilateral poste-
rior hypodensities, mainly of the white matter.

Based on the medical history of a cognitive impairment and
the diffuse and severe edema on the initial CT (Figure 1) we
suspected an inflammatory-related form of CAA [3-5]. A post-
mortem examination of the brain and leptomeninges showed
deposition of amyloid in leptomeningeal and cortical vessel
walls confirming a CAA type 1 but did not show inflammation
(Figure 3A-B). The distribution of hemorrhages in our patient
well matches a previous description of the pattern of spontane-
ous hemorrhages in 59 CAA patients [6] (Figure 4).
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Figure 1: NCCT showing diffuse and predominantly posterior hy-
podensity (absence of hypoperfusion or arterial occlusion, not

\\shown). )
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Figure 2: NCCT performed 139 minutes after the start of thrombol-
ysis showing hemorrhagic transformation mainly in the temporo-

occipital lobes.
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Figure 3: A: Hematoxylin—eosin staining showing intact vessel

\\walls. B: Immunostaining showing vascular amyloid-p deposits.

-~

/
~

Figure 4: Three-dimensional templates of CAA-related hemor-
rhage distribution [6] (with permission from the author) matching
\\the distribution of hemorrhages in our patient. /

Discussion and conclusion

There is some evidence that CAA may play a role in the de-
velopment of thrombolysis-related hemorrhage, especially in
patients with multiple lobar microbleeds [2,7]. However, it is
difficult to make a definitive diagnosis of CAA without patho-
logical examination of the brain tissue. Recent advances in brain
imaging techniques may help to provide the diagnosis of ‘prob-
able CAA’, especially certain MRI sequences [8]. However, CT
scan is often the initial investigation as it is widely available in
emergency departments. Little is known about the radiological
features of CAA on CT scan, except for lobar hemorrhage. In this
respect, in case of atypical NCCT features such as a diffuse and
severe cerebral edema, predominantly in the posterior regions,
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and a history of cognitive decline, the CAA should be considered
in the differential diagnosis. In this case, it is advisable to ab-
stain from using thrombolytic therapy. Subsequently, a prompt
MRI can be helpful to clarify etiology and better guide patient
management.
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