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ABSTRACT

Intravenous thrombolytic therapy is useful also in the treatment of very mild ischemic strokes. The
recent FDA guidelines have approved that IV administration of recombinant tissue plasminogen
activator (rtPA) should be performed in the cases with NIHSS<5 despite its potential risks. The
administration of IV thrombolytic therapy is recommended also in the patients with aphasia or
hemianopsia. In routine clinical practice, there is a tendency to avoid thrombolytic therapy in the
case with only low NIHSS score, aphasia or hemianopsia to eliminate the potential risks.
Hemianopsia may significantly affect the daily life of young and active patients. In this paper, we
have reported a case who was brought to emergency service due to the complaint of visual
impairment and administered IV thrombolytic therapy for partial homonymous hemianopsia only on
the left side detected by neurological examination.
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1. INTRODUCTION

Intravenous thrombolytic therapy is useful also in
very mild ischemic stroke. The recent FDA
guideline has approved that IV administration of
recombinant tissue plasminogen activator (rtPA)
should be used in the cases with NIHSS<5
despite its potential risks [1]. The guidelines of
the American Heart Association/American Stroke
Association (AHA/ASA) recommended the
administration of rtPA in all the cases only with a
measurable neurological deficit such as aphasia
and/or hemianopsia [2].

In this paper, we have reported a case who was
brought to emergency service due to the
complaint of visual impairment and administered
IV thrombolytic therapy for partial homonymous
hemianopsia only on the left side and acute
isolated PCA  occlusion detected  with
neurological examination.

2. CASE

A 60-year-old male patient was brought into the
emergency service of our hospital due to the
complaint of a sudden onset of visual impairment
after alcohol consumption at the 87th minute of
his clinical process. His medical history included
coronary artery disease and previous coronary
artery bypass surgery beside family history
including cerebrovascular disease in his father.
He was currently using clopidogrel 75 mg/day.
His neurological examination revealed no

abnormality except homonymous hemianopsia
on the left side. NIHSS score was 2. Arterial
blood pressure was 120/80 mmHg. The
laboratory test results showed no pathological
finding. The Cranial CT showed no pathological
finding except an arachnoid cyst localized in the
left Sylvian fissure (Image 1). The ASPECT
score was 10. The baseline Perfusion CT
encountered hypoperfusion in the PCA irrigation
area of the right occipital lobe that was not
visualized in normal CT (Image 2). A hypodense
edematous field suggestive of infarction was
encountered in the location compatible with the
PCA irrigation area of the right occipital lobe
(Image 3). IV thrombolytic therapy (0.9 mg/kg of
body weight) was initiated at the 147th minute of
his clinic course. The clinical condition of the
patient was partially improved after thrombolytic
therapy. The patient was evaluated also by The
Department of Cardiology with respect to
etiological aspects. Atrial fibrillation was detected
by ECG. The patient was discharged by initiating
Rivaroxaban  therapy 20 mg/day and
recommended to be followed-up by Stroke
Polyclinic. His echocardiographic examination
demonstrated left ventricle in normal size and
functions, left atrial size of 4.6 cm and presence
of mild mitral regurgitation. The patient was
discharged 5 days after the admission. The
neurological examination on the 3rd month
manifested clinically significant improvement
in the visual impairment and Goldmann
visual field examination revealed a defect at 3rd
month.

Image 1. The cranial CT showed no pathological finding except an arachnoid cyst in the left
sylvian fissure location (arrow), no CT finding compatible with infarct was detected
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Image 2. Hypoperfusion in the PCA irrigation area of the right occipital lobe that was not
visualized in the normal CT was remarkably encountered in the baseline perfusion CT (arrows)

Image 3. The CT images obtained at the 24" hour encountered a hypodense edemateous field
suggestive of infarct in the location compatible with the PCA irrigation area of the right
occipital lobe (arrows)



3. RESULTS AND DISCUSSION

Cerebral infarctions in the posterior cerebral
artery (PCA) region are not rare. Many patients
may experience various unidentifiable symptoms
at the moment of PCA infarction, as a
consequence, they may not describe clear signs
and symptoms accurately [3].

The patients may be unaware of the signs and
symptoms, consequently diagnosis process may
be delayed for administration of intravenous
thrombolytic therapy if the patients experience
these clinical circumstances for the first time or
report in the form of isolated complaints [4].

Hemianopsia make 70% of the cases with visual
field losses due to posterior cerebral artery
infarctions as the most common anomaly [5].
Homonymous visual field defects may
significantly impair visual function. In stroke, the
incidence of homonymous visual field defects
ranges between 1.1% to 10% [6].

Homonymous hemianopsia is found in 40%, 30%
abd 25% of the occipital lobe, parietal lobe and
temporal lobe lesions, respectively. Furthermore,
it is encountered in 5% of the cases with
involvement of the visual pathways and lateral
geniculate nucleus [4]. Hemianopsia has a
considerable importance because it may
extremely limit the daily functions and activities
such as walking at home or outside, movement,
reading, adapting to unfamiliar environment and
spaces [5].

In the present case, the patient did not report any
complaint or finding except visual field loss.
Visual field loss may caused by trauma,
congenital anomalies, tumor and infections as
well as stroke. However, ischemia in the
posterior cerebral artery irrigation area is
responsible for 40-90% of the isolated
homonymous visual field losses [6]. In one study,
it has been surprisingly reported in a study that
only 3 of the 13 patients with a medical history of
stroke and with visual field defect were aware of
visual field loss [6].

Ischemic strokes involving the PCA region make
5%-10% of all acute ischemic strokes. Lacunar
infarctions are the most common subtype of
stroke followed by atherothrombotic and
cardioembolic infarcts [7,8].

The majority of patients with PCA stroke have a
lower NIHSS score than those with stroke of the
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middle cerebral artery (MCA) or internal carotid
artery (ICA) [9]. The NIHSS score is also very
low in hemianopsia; however, it may affect life
quality seriously. The time interval from the
appearance of visual field loss to definitive
diagnosis may be very long in stroke patients;
therefore, early detection of visual field loss is
very important since the long-term functional
outcomes may get worsened in this patient group
than other stroke patients [4].

A study of the National Institute of Neurological
Disorders and Stroke (NINDS) in 1995 has
demonstrated the efficacy of IV thrombolytic
therapy within the first 3 hours after acute
ischemic stroke [10]. The administration of
intravenous r-tPA has been approved by the
Food and Drug Administration in 1996 in the
USA [11]. The drug has received certification in
2006 to be administered for acute ischemic
stroke in Turkey. In the present time, this
treatment is recommended within 4.5 hours after
the onset of signs and symptoms of acute
ischemic stroke [12].

There is few data available for ischemic stroke
patients with homonymous hemianopsia who
received thrombolytic therapy. Three patients
with isolated homonymous hemianopsia were
identified among 1427 patients who received
thrombolytic therapy and excellent outcomes
were reported in all these patients [13]. Breuer et
al. [14] have reported the efficacy of thrombolytic
therapy in acute ischemic strokes in the PCA
region.

The indication for intravenous thrombolytic
therapy is based in the presence of a
dysfunctioning disorder rather than NIHSS score.
Nevertheless, data on safety and efficacy of
intravenous thrombolytic therapy in the patients
with stroke associated with PCA region support
its administration. As a conclusion, the patients
without a contraindication should be treated with
IV t-PA within 4.5 hours from the onset of signs
and symptoms for acute ischemic stroke
associated with PCA region [3].

Differential diagnosis of ischemic stroke should
absolutely be performed in the cases with. In
addition, it has been reported in the recent time
that this treatment may be useful in also very
mild ischemic strokes. In routine clinical practice,
there is a tendency to avoid thrombolytic therapy
in the case with only low NIHSS score, aphasia
or hemianopsia to eliminate the potential risks.



4. CONCLUSION

We have aimed to present this case with only
partial hemianopsia in the neurological
examination and NIHSS score of 2 in whom we
have administered IV thrombolytic therapy and
achieved improvement without a complication. In
this case, it is difficult to say whether partial
improvement in homonymous hemianopsia was
achieved by IV thrombolytic treatment or clinical
course of the disease. Hemianopsia may
significantly affect the daily life of young and
active patients. Thrombolytic therapy is
recommended in the cases with only aphasia or
hemianopsia.
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