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A B S T R A C T 

Ischemic stroke during pregnancy occurs most often in the third trimester and is potentiated by an increased 

pro-coagulant state during pregnancy. Precisely this procoagulant state, associated with other thrombophilic 

phenomena and various risk factors for cardio- and cerebro-vascular pathologies, is the basis of a stroke in 

the elderly pregnant woman. A 43-year-old woman of 30 weeks pregnant presented within 120 minutes of 

the sudden onset of left side hemiparesis was given thrombolytic treatment with recombinant tissue 

plasminogen activator. The risk was extremely high since in the past she had a premature birth for unknown 

reasons. Our patient improved clinically with no residual deficits. But, being at risk, she was transferred to 

another hospital where she spontaneously gave birth, after a few days, to a healthy premature baby. It is 

reasonable to weigh in the benefit of alteplase vs. the risk in this patient group and give treatment for 

disabling stroke, particularly if there is no access to endovascular treatment. 
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Background and Aims 

 

Even though the incidence of stroke in pregnancy and the puerperium 

appears to be increasing, ischemic stroke is relatively uncommon in 

fertile women. Probably due to women delaying pregnancy until older 

ages as well as increasing rates of risk factors as obesity, diabetes and 

hypertension, we are observing that pregnancies can be hindered along 

their course [1, 2]. Ischemic stroke during pregnancy occurs most often 

in the third trimester and is potentiated by an increased pro-coagulant 

state during pregnancy [3]. Precisely this procoagulant state, associated 

with other thrombophilic phenomena and various risk factors for cardio- 

and cerebro-vascular pathologies, is the basis of a stroke in the elderly 

pregnant woman. Guidelines indicate thrombolysis as one of the 

treatments for stroke during pregnancy. Actually, treatment is often 

delayed or not given, because of highlighted relative contraindications. 

The major risks are maternal hemorrhagic complications [1, 4-9].  

 

Case Report 

 

In the emergency room of the hospital where I used to work, Vittoria 

(Ragusa), a 43-year-old woman, 30 weeks pregnant, presented within 

120 minutes of abrupt onset of left-sided hemiparesis. Not being able to 

undergo CT scan for pregnancy, diffusion-weighted imaging MRI 

showed an ischemic area at the posterior arm of the right internal capsule  

(Figure 1) and given that her clinical conditions were getting worse, it 

was decided, with obstetric back-up and according to recent indications, 

to treat her with IV rTPA (recombinant tissue plasminogen activator), in 

the absence of availability of the interventional neuroradiology unit in 

the area of the hospital. Electrocardiogram and vital signs were normal. 

Blood tests showed leukocytosis (11,900 mm3) and fibrinogen (485 

mg/dL), total cholesterol 272 mg/dl, triglycerides 299 mg/dl, anti-

nucleus antibodies (ANA) 1:160, free protein S 37%. The other blood 

tests were within normal limits. During and after thrombolytic treatment, 

the patient was monitored and kept under close clinical observation. 

 

The response was excellent and at the end of thrombolysis she was able 

to move the left side of her body. Our patient improved clinically with 

no residual deficits and there was no evidence of fetal injury following 

administration of rtPA on follow-up obstetrical evaluations. In the 

following hours, shortly before her transfer, the patient began to 

complain of severe headache, nausea and a sensation of heat spread 

throughout the body. After performing a second MRI (Figure 2) and not 

having observed any clinical deterioration, it was decided to continue the 

clinical observation and to use an antiemetic drug with resolution of the 
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symptoms. Due to a previous premature delivery (28 weeks), she was at 

risk of bleeding and death. Therefore, after treatment, she was 

transported to another hospital equipped with a neonatal intensive care 

unit. After 5 days, with a preterm delivery with a good outcome, she gave 

birth to a healthy baby. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: MRI performed at a distance of three hours of symptom onset 

showed a restriction area of proton diffusivity in diffusion-weighted 

imaging (DWI), having lenticular morphology of about 15 mm, with 

consensual reduction of the values of the apparent diffusion coefficient. 

The angiographic sequences showed no significant alterations in caliber 

and course of the main vessels of Willis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: MRI performed 24 hours after the acute event: small area of 

altered signal at the posterior arm of the right internal capsule. 

 

Discussion and Conclusion 

 

It is well known as necessary and important physiologic changes are 

responsible for an increased risk of thrombotic complications during and 

after the pregnancy. They occur in hemostasis to prevent remarkable 

hemorrhage during delivery and allow for an increase and maintain the 

maternal–fetal circulations. The hypercoagulable state of pregnancy is 

common during pregnancy and augments the risk of certain 

complications due to an increase of pro-clotting factors, a reduction in 

natural thrombolytic activity and a lowering in anticoagulant protein 

activity (activated protein C, protein S). A normal hemostatic pattern 

usually returns 3-4 weeks following delivery. Given that there are no 

specific trials and the literature to guide our decision making is limited, 

since the angiographic team is not on site, this case confirms once again 

that acute stroke treatment decision-making is a complex process that 

must be performed quickly, particularly when certain conditions require 

rapidity of action and thought [9, 10].  

 

In this case, if the patient must be treated at a first level stroke center, 

transport to an advanced stroke center as a “drip and ship” has to become 

a standard. It is important to emphasize that in pregnant women treated 

for ischemic stroke or other embolic conditions, complication rates of 

rtPA are found to be similar when compared to non-pregnant women (7-

9% mortality). It is reasonable to weigh in the benefit of alteplase vs. the 

risk in this patient group and give treatment for disabling stroke, 

particularly if there is no access to endovascular treatment. In the near 

future, with the current ongoing implementation of mechanical 

thrombectomy in routine practice, it is expected that more pregnant 

women will benefit from acute reperfusion strategies. 
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