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Abstract

The management of ischemic stroke is currently adapted in stroke unit.
IV thrombolysis and mechanical thrombectomy are the most effectiveness
treatments.

We report the case of 54-year-old patient, who was admitted in our
department for sudden left hemiparesis. According to initial examination and CT-
scan, he needs treatment by IV thrombolysis and mechanical thrombectomy,
but in Congo mechanical thrombectomy is not available. He has IV thrombolysis
alone, without success. The control CT-scan showed malignant infarction for
which thrombectomy was not indicated. The patient died 24 hours after.
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Introduction

Ischemic stroke has benefited in the last two decades, from an
adapted management. Stroke unit, IV thrombolysis and mechanical
thrombectomy represent effective treatments in the acute phase [1,2].
Despite stroke mortality rate decreased in high income countries
[3], in low income countries stroke mortality becomes higher than
that lung or diarrheal infections, tuberculosis, AIDS or malaria [4],
contrasting with a lake adequate care management [5]. In Congo,
stroke unit was set up in January 2014, with a capacity of 26 beds
including 1lintensive care. In the hospital there are an MRI of 1.5
tesla available to 7 AM to 2 PM, and scanner of 32 bar available 24/24.
But after 2 PM there is no on-site presence of radiologist, who can
be called in case of emergency. In our series, just 5.6% of patients
admitted for ischemic stroke where eligible. They not benefit from IV
thrombolysis due to the high cost of rt-PA [6]. Before this case, just
one IV thrombolysis was performed. There is neither interventional
neuroradiologist nor mechanical thrombectomy equipment.

We report a case requiring management by thrombolysis and
thrombectomy, whose reflection on a decompressive craniectomy
was carried out.

Case Presentation

It was a 54-year-old patient, obese (130 kg), hypertensive, without
other risk factors. Admitted in the stroke unit, on December 14, 2016,
for a sudden left hemiparesis onset at 8:05 AM. The transport was
carried out by a private ambulance to hospital at 10:10 AM. The
initial neurological examination noted left hemiplegia, dysarthria,
homonymous lateral hemianopia and left hemihypoesthesia. The
NIHSS score was at 18. The cerebral CT-scan without injection of the
contrast agent, performed at 10:20 AM, that is 2:15 of the beginning
showed no early signs, the ASPECT score was at 10/10, but it noted a
visible thrombus from the carotid termination to M1 of right middle
cerebral artery (Figure 1). There was no contraindication to IV
Thrombolysis, but mechanical thrombectomy was not available. The
thrombolysis was started at 10:55 AM that is 2:50 of the beginning.

The door-to-needle delay was 40 minutes. NIHSS score 2 hours
after was always at 18. At 10PM, he has a neurological aggravation,
NIHSS score: 24, right unilateral mydriasis. Because of the absence
of the radiologist on-site in hospital, the control Cerebral CT scan
was performed at 11:58 PM (Figure 2A,B) showed a malignant
hemispheric infarction, with always visible thrombus. A discussion
on a decompressive craniectomy was carried out and rejected because
of several raisons: the clinical severity, signs of cerebral herniation
and massive infarction at the time of second CT scan, and delay from
IV thrombolysis. Death occurred after 24 hours of evolution.

Discussion

Our case report presents difficulties in accessing to main
therapeutics in sub-Saharan Africa. Indeed, stroke unit, IV
thrombolysis thrombectomy, proved their
effectiveness according to the indications, in acute ischemic stroke.

and mechanical

The organization of care in stroke units has proved effective in
reducing mortality rate and functional recovery [7]. In high income
countries, there are most than stroke units, but stroke center [8] based
on scientific evidence from randomized controlled trials, clinical
practice guidelines, and expert consensus. But in Sub-Saharan Africa,

Figure 1: Visible Thrombus in carotid termination and middle cerebral artery.

Austin J Cerebrovasc Dis & Stroke - Volume 4 Issue 3 - 2017
ISSN : 2381-9103 | www.austinpublishinggroup.com
Ossou-Nguiet et al. © All rights are reserved

Citation: Ossou-Nguiet PM, Sossoumihen LL, Matali E, Mpandzou GA, Motoula Latou DH, Sounga Bandzouzi
EP, et al. Stroke in Sub-Saharan Africa, from Thrombolysis to Decompressive Craniectomy: Case Report. Austin
J Cerebrovasc Dis & Stroke. 2017; 4(3): 1064.



Ossou-Nguiet PM

Austin Publishing Group

Figure 2A: Visible Thrombus in middle cerebral artery and malignant
infarction.

Figure 2B: Malignant infarction and mass effect.

there are very few countries with a stroke unit. In Congo unpublished
data show that mortality decreased from 27% before to 14% after the
set up of stroke unit.

Regarding on IV thrombolysis, its effectiveness has been proven
since the publication of the results of the NINDS study in 1995 [9],
within 3 hours, and then between 3:00 and 4:30 by ECASS III [10]
in 2008. High income countries have included thrombolysis in their
current practice, while in sub-Saharan Africa, outside of South Africa,
no country is performing thrombolysis on patient series. Only a few
cases are reported. This is due to several factors: the lack of trained
human resources in vascular neurology, the absence of neurovascular
units and the high cost of rt-PA [6]. Current case is the second
thrombolysis in Congo.

Our patient required treatment with mechanical thrombectomy
due to the occlusion of the carotid termination and the middle
cerebral artery. Since the publication of the results of the MR-
CLEAN, ESCAPE, EXTEND, REVASCAT and SWIFT studies,
thrombectomy is indicated and practiced in stroke centers in high
income countries [11]. Its indications are well codified and require
expertise, a multidisciplinary team and expensive equipment, which
make it very difficult to access for patients in sub-Saharan Africa, as
in Congo.

Decompressive craniectomy showed to be lifesaving and
increasing the chance of good outcome [12]. However, after IV
thrombolysis, despite short half-life of rt-PA, it’s the thrombolytic

effect may persist for up to 24-48 hours [13], which increases the
hemorrhagic risk for decompressive craniectomy during this period.
Also the clinical severity with NIHSS at 24, signs of cerebral herniation
and massive infarction at the time of second CT scan have justified
our attitude against decompressive craniectomy for our patient.

Conclusion

The implementation of the stroke unit in Brazzaville, allows the

realization of IV thrombolysis. Mechanical thrombectomy, currently
indicate alone or associated with IV thrombolysis, remains the
treatment of choice for occlusions of the proximal arteries such as
the carotid, middle cerebral artery and basilar trunk. The indication

of

decompressive craniectomy after unsuccessful IV thrombolysis

should be confirm with caution and not indicated within 24 hours.
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