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La gestione degli ictus
negli “spoke”




Stroke Unit (SU)

* SU: reparto con letti dedicati (almeno 80%) e un

team dedicato (ameno 1 medico e 1 infermiere)




SU

Secondo la revisione Cochrane della Stroke Unit (SU) Trialists'
Collaboration (2007)* il ricovero in Stroke Unit, rispetto ad un reparto
non specializzato, riduce la mortalita in termini assoluti del 3%, la
dipendenza del 5% e l'istituzionalizzazione del 2%.

*Stroke Unit Trialists' Collaboration. Organised inpatient (stroke unit) care

for stroke. Cochrane Database Syst Rev. 2007 Oct 17;(4):CDooo197

Raccomadazione delle Linee Guida dell’European Stroke Organization
(2008): “tutti i pazienti con ictus dovrebbero essere trattati in una
S.U” (Classe |, Livello A)
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Stroke Unit di | livello

Sono necessarie per rispondere diffusamente, a livello territoriale, al fabbisogno di
ricovero e cura per la maggior parte dei pazienti con ictus cerebrale. Si caratterizzano
per la presenza, in area di degenza specializzata per pazienti con ictus, di:
competenze multidisciplinari (compreso personale specializzato per I'erogazione di
procedure Eco Doppler TSA ed ecocardiografia, inclusive o esistenti nel contesto
della struttura);

almeno un medico esperto (preferibilmente neurologo) dedicato;

personale infermieristico formato e in numero adeguato;

possibilita di monitoraggio di almeno un posto letto;

riabilitazione precoce (fisioterapia, logopedia, terapia occupazionale);

assistente sociale;

TC cerebrale 24/7;

collegamento operativo con le Stroke Unit di Il e lll livello per invio immagini e
consultazione (telemedicina);

collegamento operativo (protocolli condivisi di valutazione del danno e della
disabilita, di indicatori di processo riabilitativo e di esito) con una o piu strutture
riabilitative territoriali;

collegamento operativo con il territorio (Medicina Generale, Servizi Assistenziali).


http://www.salute.gov.it/

Stroke Unit di Il e lll livello

Le SU di Il e Ill livello presentano alcune caratteristiche organizzative in
comune; i posti letto previsti potranno variare da 6 a 20 (di cui almeno la
meta semintensivi, monitorati), mentre il personale sara costituito da
figure professionali specialistiche multidisciplinari complementari .

Nelle SU di Il livello la guardia neurologica in h24/7 puo essere in
comune tra SU e Reparto o Servizio di Neurologia dell’ospedale. Tuttavia
i neurologi dedicati alla SU, al di la dei turni di guardia, si occupano solo
dell’attivita della SU. La loro numerosita deve essere adeguata alla
numerosita dei letti calcolando ferie e malattie. Nelle SU di Il livello Ia
guardia in h24/7 deve essere ricoperta solo dal personale dedicato.


http://www.salute.gov.it/

Stroke Unit di lll livello (Centri di Riferimento/Eccellenza)

Oltre ai requisiti delle SU di Il livello, definisce le SU di lll livello la presenza di:
Neuroradiologia (24/7) con: TC volumetrica multistrato a 64 strati, con programmi di
ricostruzione angiografica e perfusionale. Apparecchio da 1,5 Tesla per RM, RM-DWI, RM-
PWI e angio-RM con pacchetto a rapida effettuazione.

Interventistica endovascolare con camera con angiografo digitale con arco a C e con Flat
Pannel disponibile in h24 con medici, tecnici e infermieri in pronta reperibilita.
Neurochirurgia (24/7 o reperibilita).

Chirurgia vascolare (24/7 o reperibilita).

Attivita di ricerca clinica e/o di base nel settore.

Possibilita di effettuare:

- angiografia cerebrale;

- fibrinolisi intra-arteriosa (urgenza);

- trombectomia meccanica (urgenza);

- stent extra- e intracranico; embolizzazione di malformazioni AV, aneurismi
(programmazione);

- endoarteriectomia (urgenza);

- craniotomia decompressiva, clipping degli aneurismi.


http://www.salute.gov.it/

Sulla base di una popolazione di 57,500,000 abitanti,
I'obiettivo proposto era di avere 6 SU di ll e lll livello,

ciascuna con 8 letti per 1,000,000 abitanti.


http://www.salute.gov.it/
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Table 5 SU distribution in Italian regions in relation with the number

of inhabitants

Italian

regions

Valle D’ Aosta
Piemonte
Lombardia
Trentino Alto Adige
Veneto

Frinli Venezia Giulia
Liguria

Emilia Romagna
Toscana

Marche

Umbria

Abruzzo

Lazio

Campania
Molise

Basilicata

Puglia

Calabria

Sicilia

Sardegna

Total

No. of No. of
SU inhabitants
126,660
4441 946
9,826,142
1,021,857
4912438
1,234,079
1.615986
4337435
3,730,130
1,552,968
900,790

2,009,252
5,042,992
1,672.404
60,259,782

km-

10,763
17,236
13,590

su/
inhabitants
127,000
261,000
289,000
511,000
327,000
617,000
323,000
361,000
373,000
311,000
225,000
335,000
1,136,000
2,910,000
320,000

1,021,000
1,005,000
1,260,000
836,000
464,000

Suy
km?

6,803

1,227

2,691
3,447
6,795
4,438
4,839
7.540
6,428
12,045

2,318




Table 3 Availability of II level neuroimaging exams

Intra-arterial thrombolysis Perfusion computed tomography Perfusion—diffusion magnetic resonance

No. of centres % No. of centres % No. of centres

Technology not available
24 h a day

12 h during the day time
Only occasionally

Data not available




The total amount of thrombolyses performed in the
last 12 months by all the centres included in the survey was
2,270 of the 160,000 stroke incidents per year in Italy (2 %)

2010

2015



EDITORIAL

Endovascular Therapy for Acute Ischemic Stroke

Dawn of a New Era
Mark J. Alberts, MD; Ty Shang, MD, PhD; Alejandro Magadan, MD ]AMA 201 5; 72 (1 0)‘1 ]. 0
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Stroke Prevention And Educational Awareness Diffusion
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Ictus cerebrale:
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Fasi della gestione dello stroke

* Pre-ospedaliera
* Intra-ospedaliera

e Post-acuta

In each minute, 1.9 million neurons, 14 billion
(W synapses, and 12 km (7.5 miles) of myelinated fibers
‘ 55? N are destroyed.

Stroke. 2006; 37: 263-266



Fase pre-ospedaliera

MNeurol Sci (2015) 36:415—421
DOI 101007/ 10072-014-1964-5

ORIGINAL ARTICLE

Stroke knowledge in Italy

Marzia Baldereschi - Antonio Di Carlo -

Concetta Vaccaro - Biancamaria Polizzi -

Domenico Inzitari - The Promotion Implementation of
Stroke Care in Italy Project Working Group




Table 2 Respondents’
recognition of stroke warning
signs (close-ended questions)

Warning sign

Women (%) (95 %

CI) (N = 526)

Men (%) (95 %
CI) (N = 474)

Total
(95 % CI)

Sudden weakness of arm and leg
on one side of the body

Sudden confusion or trouble
speaking

Sudden trouble in seeing or
blindness

Incorrect options

Knowledge of 1 waming sign
Promotion and implementation

i ) Knowledge of >1 waming sign
of stroke care in Italy project

68.4 (63.6-73.2)
60.8 (50.6-62.5)
10.8 (2.8-18.9)

139 (5.5-21.4)
51.9 (46-57.8)
44.1 (37.7-50.5)

69.0 (64.0-74.0)
56.5 (50.6-62.5)
112 (2.7-19.7)

13.9 (4.9-21.7)
51.1 (44.8-57.4)
42.8 (36-49.6)

68.7 (65.2-72.2)
58.8 (54.8-62.8)
11.0 (5.2-16.8)

13.9 (7.6-19.2)
51.5 (47.2-55.8)
43.5 (38.8-48.2)

Response to acute stroke symptoms

The highest proportion (59 %) reported that they would

call EMS, the 29.8 % that they would go to the hospital.
Only the 5.4 9% reported that they would call a doctor.




Fase intra-ospedaliera

Open Access BMJ Quality Improvement Programme

BM Quality Improving Door to Needle time in
Patients for Thrombolysis

Table 1 Society of Neurointerventional Surgery suggested stroke
process time metrics™

Action Time (min)t SNIS ‘ideal’ time#

Door to physician <10 On arrival
Door to NCCT/CTA <25 On arrival
Door to stroke team <15 <10 min
Door to NCCT interpretation <45 <15 min

Door to CTA interpretation | N/A

(or 10 min after acquisition)
Door to IV tPA <60 <30 min
Door to CTP/MRI (optional) N/A <30 min
CSC Door to puncture N/A <60 min
CSC Door to recanalization N/A <90 min
PSC picture to CSC puncture§ N/A <90 min

J Neurointerv Surg 2015; 31 Aug
doi: 10.1136/neurintsurg-2015-011984
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ORIGINAL ARTICLE

A high-urgency stroke code reduces in-hospital delays in acute
ischemic stroke: a single-centre experience

Paolo Candelaresi'” - P. Lattuada® - C. Uggetti® - R. Daccd' - G. Fontana " - F. Frediani®

able 1 Time and tvpe of
interventions adopted to reduce Time of mterventon Type of inlervention
m-hospita] delays

Sepiember 2014 Continuous personnel education
Neumlogst directly alerted by the triage numse
Apnl 2015 Reconsidemtion of labomtory tests
Adoption of pomt-of-care analysis
June 2015 Approval of a new high-umgency (red) Stroke Code
MNeumlogst immediatd v alerted at the prenotification
CT scan emptied before the patient amrival
Point-of-care analysis
Ri1-PA bolus given on the CT bed
CT angio afler the bolus to select potential thrombedomy andidates
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\\ COMMENT & RESPONSE

Stroke Magnosts and Treatment

In the

Tia thea Editor We are somewhat perplexed after having read the

Viewpaint by Avasmla,! a5 it questions the role of the new-

rologist in the emergency depastment for acute stroke diag-

nasis. Akbough it arthat the atharis being deliberately

provocative, we can ooby strangly disagres with the idea that

asodden-onset focal neurclogical defict may be diagnesed =
gnition algorithm alane,

often much mare challenging
than commonly deemed owing to frequent stroke “mimics™
and “chameleons. img to Hand etal ? 3% of the aoste
nenrclogical deficits resembling strokes at admizsion areun-
derlan by epdlepsy, migraine, hepetic encephalitix, tumars,
and seweral other mimics. We are even more likely to have a
s should the patient be young and the neurolog-
cal deficit mild. Indeed, Goyal =t af? reported that the pa-
tiemts with mimics knd a significantly lower National Insti-
tutes of Health Stroke Scale scoee, mean age, and vasoslar risk:
factor burden than did the stroke growp. Hence, the higher the
complexity of the dinical picture, the stronger is the need for
the neurclogist's expertise. Moreover, additional neurcle
cal investigations, like electroencephalography, maybe neaded
oee being able to unweil a stroke mimic.
pivotal in recognizing “cha-
. emic attacks presenting with atypical, con-
foumding cinical features, where 2 diagnogis might well be
missed without a neuna &
diagnaosis of stroke does seem to be apparently straightfor-
ward an clinical grounds and the brain computed tomo-
graphic scan rules out hemorrhages, the newmologist’s skills
are mandatary for climical-pathapiny gical correlations.
Indeed, it is up to the neurclogist to discriminate between

pictures sugpestive of large ar small vesse] codusion ar dis-
section. This is not deveid of implications for stroke man-
agement in the emergency department, when choosing the
most approprizte investigations (ie, computed tomographic
; i i i Is, multi-
mputed tomaograply) and treatment (iotraw
amd/or mechanical thrombectomy), aking imo
consideration that not only is time brain, bt that also sach
single brain has pecoliar pathophiysiclogical features that
must mot be underestimated.

Hence, we hold fast our apinicn that akbowgh you do not
nead too many cocks to dish up a quick wishy-washy broth,
you certainly do need a pood kitchen brigade squipped with
an emeTgency department executive chef, 2 neurologist sons
chef, and interventional neuroadiologist saudier if your goal
i that of serving a stroke in a 5-star restaurant.
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m:m Risuroicgy Linik Mowi LiguraiTorion, ASLAL, Howi Ligus,
Ramiogy Linit. Gugiisinn da Salioio Hospial Pacenra aly

iy Linit. Cagheimo ta Salimto Hospital, Pacena,

Faly Mos

Comesponding Author: Eugenia Aot MO, Meurciogy Linit Kol Ligera!

Toriona, AGLAL Y owi Ligura. Raly al

Pubiichod Dnling: sy 23. 2017 doti0 AmaneL

Comfict of Intenast Discdomres: Hone reported

1 Avzsrala | bsa neurciogsst neaded o dagnoss aarts stoka inthe
nq:mmm 0 Py e g spo Hha bt A e,

2 Hand PL Ewan L Lindicy Rl Danni MG, Wancdnw 16 Desting:
sirks and mimic at fhe bedside: e bainaSad sudy Jm

o scxsoring of




Trombolisi e.v. ASLAL 2017

Novi, 30 casi
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