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PekomeHayemaa HOMeHKAaTypa ANA MHTepnpeTaLmm USMeHeHUU npu
HeMnpoBM3yanusaLum



Lenn nekunm

* O3HAaKOMMUTbCA C BAPNAHTaAMMU N3MEHEHNN TONNOBHOIO MO3ra npu
MUKPOAHTNOMNAaTUU

* O3HAaKOMMUTbLCA C BapUaHTaMMN U3MEHEHMI TO/IOBHOFO MO3ra npu
NopaeHMU KPYMNHbIX apTepui

* Y3HaTb O TEPMUHONOMMN N HOMEHKANATYpe ONUCaHUA AAHHbIX
N3IMeHeHU

* OCBEXUTb B NAMATU 3HAYEHNA MOHATUIM KUHCYNLT» U K MHPAPKTY

* BHOBb y3HaTb O MeTOANKE OLLEHKN KapOTUAHOIo CTEHO33a



STRIVE — cTapaTbca, npuaaratb yeuamA

* STandards for Reportlng Vascular changes on nEuroimaging

* CTaHAApPTbl ONMUCAHUA COCYAUCTbIX USMEHEHUN NMPUN HEMPOBU3YAAU3aLNNK
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Lacunar strokes and infarcts:
A review

C. M. Fisher

Lacunar infarcts are small infarcts that lie in the
i ) of thi

er noncortical parts

* /lakyHapHble MHDAPKTbI NPeACcTaBNAOT CO60M HebonbLune UHPAPKTDI,
KOTOPble pPacnonoXeHbl B bonee rmyboKkux, HEKOPTUKANbHbIX OTAENAX
ronoBHOro MO3ra U CTBOM1a MO3ra U ABNAIOTCA Pe3y/IbTAaTOM OKK/IH03UM
NPOHUKAKOLWMX BETBEN DONbLUMX MO3rOBbIX apTEPUN - CPEAHEN
MO3roBOW, 3aiHEN MO3roBOMN, OCHOBHOW U, peXKe, nepeaHen
MO3roBOM U NO3BOHOYHOMN apTEPUN. KANBTEPHATUBHOM
TEPMMUHONIOTUEN ANA 3TOrO TMNA UHCYIbTa MOXKET ObITb «OKK/IHO3UA
neHeTpupytowen setem». lNocne «BbI3AOPOBAEHUA» MHPAPKTDI
OCTaBANAOT 33 CO6OM HEDOIbLUYIO NONOCTb MAWN TAKYHY, KOTOPas

Nydlle BUAHA B CTPYKTypax 6esnoro seLlecrsa, Yem B CEpOM NEUROLOGY
BellecTBe, rae npaBuIoM ABAAETCA CNaJZeHMe NoNOCTH.

Lacunar strokes and infarcts: A review
C. M. Fisher
Neurology 1982;32;871



MoBepxHOCTHble NepdopupytoLLmMe apTeprobl

Inybokue nepdopupytolme aptTepurosbl 6asanbHbIX raHIIMEeB

MepuBacKkynapHOe NPOCTPAHCTBO

AHAaTOMO-PU3NONOTUYECKME OCHOBBI MUIMEHEHW
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AHAaTOMO-PU3NONOTUYECKME OCHOBBI MUIMEHEHW

M\

II AN
HepoctaTtouHan
nepdysna NnpnBoaUT K
NosABAEHUIO
HEeCKONbKMX obnacten
C TMNOKCUEMN, paHblue
— Ha rpaHuue
COCYANUCTbIX
6accenHoB.




Variants of use of term Papers that use term
in title or abstract*

(%) (n=1144)

Leukoaraiosis Ischaemic leukoaraiosis, subcortical leukoaraiosis 350 (31%)

White matter lesions (WML)  MRIwhite matter lesions, cerebral WML, T2 WML(s), 275 (24%)
cerebrovascular WML, subcortical WML, WML of
Binswanger’s disease, cerebral WML of Binswanger’s
disease, confluent WML, intracranial WML

White matter hyperintensity ~Cerebral WMH, age-related WMH, brain WMH, 217 (19%)
(WMH) MRI WMH
White matter changes Age-related cerebral WMC, age-related WMC, 136 (12%)
(WMCQ) cerebral WMC, changes in white matter, age-related

changes in white matter
Leukoencephalopathy Subcortical ischaemic leukoencephalopathy 76 (7%)
White matter disease (WMD) Age-related WMD, cerebral WMD, subcortical WMD 45 (4%)
White matter damage Age-related white matter damage 5 (0%)
Ischaemic white matter Ischaemic subcortical WMD, chronic ischaemic 4 (0%)
disease cerebral WMD, subcortical ischaemic WMD
Others (9) - 17 (1%)

Data were derived from a structured literature search; for methodology and search strategy and selection criteria, see
appendix. *Instances that term was mentioned at least once in abstract or title. WML=white matter lesion.
WMH=white matter hyperintensity. WMC=white matter changes. WMD=white matter disease.

Table 1: Terms used to describe white matter hyperintensities of presumed vascular origin and
frequency of use




BapuaHTbl MICNO/1b30BaHUA TEPMUHA

Yucno crateu ¢

TepmuHom (%) Bcero
1144

Jlenkoapeos

Ouvaru B 6enom BellecTse

[MNepUHTEHCMBHOCTDL B
6enom BellecTse

N3meHeHnAa 6enoro
BellecTBa

JlenkosHuedanonaTtums

3aboneBaHue b6enoro
BellecTBa

MoBperkaeHune 6enoro
BeLLEecTBa

Mwemmnyeckoe 3abonesaHme
6enoro BeLlecTsa

Npyrne

Nwemunyeckmin nemkoapeos, cybKopTUKaAbHbIN IEMKOAPeo3

MTIP-oyarn B 6enom Belectse, LepebpanbHble OBB,
cybKopTuKanbHbie OBB, OBB Tna buHcBaHrepa, uepebpanbHble OBB
Tnna buHceaHrepa, caneHble OBB, BHyTpHnyepenHble OBB

LilepebpanbHble TMBB, Bo3pacTHbie TMBB, TBB mo3ra, MP-T'MBB

Bo3pacTHble uepebpanbHblie nameHeHua 6B, Bo3pacTHble NEB,
n3meHeHuA B bB, Bo3pacTHble nsmeHeHUA B bB

CybKOpTUKaNbHaA UeMMYeCcKan IenkosHuedanonaTua

Bo3pacTtHoe 3B6B, uepebpanbHoe 36B, cybkopTuKkanbHoe 36B

Bo3pactHoe 6B

Nwemunyeckoe cybkopTmKanbHoe 36B, XpoHMYECKoe nwemmnyeckoe
uepebpanbHoe 36B, cybkopTnKanbHoe uwemmnyeckoe 3b6B

350 (31%)
275 (24%)

217 (19%)

136 (12%)

76 (7%)
45 (4%)

5 (0%)

4 (0%)

17 (1%)



Panel 1: Glossary of proposed terms and definitions for
neuroimaging features of small vessel disease

Recent small subcortical infarct

Neuroimaging evidence of recent infarction in the territory of
one perforating arteriole, with imaging features or clinical
symptoms consistent with a lesion occurring in the previous
few weeks.

Lacune of presumed vascular origin

A round or ovoid, subcortical, fluid-filled cavity (signal similar
to CSF) of between 3 mm and about 15 mm in diameter,
consistent with a previous acute small subcortical infarct or
haemorrhage in the territory of one perforating arteriole.

White matter hyperintensity of presumed vascular origin
Signal abnormality of variable size in the white matter that
shows the following characteristics: hyperintensity on
T2-weighted images such as fluid-attenuated inversion
recovery, without cavitation (signal different from CSF).
Lesions in the subcortical grey matter or brainstem are not
included in this category unless explicitly stated. If deep grey
matter and brainstem hyperintensities are also included, the
collective term should be subcortical hyperintensities.

Perivascular space

Fluid-filled spaces that follow the typical course of a vessel as
it goes through grey or white matter. The spaces have signal
intensity similar to CSF on all sequences (figure 2). Because
they follow the course of penetrating vessels, they appear
linear when imaged parallel to the course of the vessel, and
round or ovoid, with a diameter generally smaller than 3 mm,
when imaged perpendicular to the course of the vessel.

Cerebral microbleed

Small (generally 2-5 mm in diameter, but sometimes up to
10 mm) areas of signal void with associated blooming seen
on T2*-weighted MRI or other sequences that are sensitive to
susceptibility effects.

Brain atrophy

A lower brain volumethat is not related to a specific
macroscopic focal injury such as trauma or infarction. Thus,
infarction is not induded in this measure unless explicitly stated.

J1eKCcnKoH npeagnaraembix onpep,eneHMi/i I'IpOFIBI'IeHMﬁ MUKPOaHrnonaTtuum npu sn3yaan3saymn

HepaBHuMiA menknii NOgKOPKOBbLIN (NaKyHapHbIi) MHPaPKT

MpU3HaKk1 Hannuma HeaaBHero MHGapKTa B bacceliHe oaHOW nepdopupytoLLLer apTepuronsl, €
BM3YyaNbHbIMU/KAUHUYECKUMU MPU3HAKAMU, XapaKTePHbIMKW A5 oYara, BO3HUKILLEro B npeaenax
HECKONbKUX Heae b

J1aKkyHa, npeanono»KUTenbHo, COCyaUCTOro reHesa (ctapbi NaKyHapHbIA MHPAPKT)

OKpyrnaa nan osomaHana, NoAKOPKOBaA, 3aN0/IHEHHAA XUAKOCTbIO, NONOCTb (curHan cxoaeH ¢ LICHK) ot 3 oo
15 mm, xapakTepHana 4Ns NepeHeceHHOoro OCTPOro NOAKOPKOBOro MHGAPKTA NAM KPOBOU3INAHUA B
H6acceHe ogHoM nepdopUpyoLLEN aPTEPUNObI

MMnepuHTEHCUBHDbIN ouar B 6enom BewecTBe, NpeanosoKUTENbHO, COCYAUCTOrO reHesa
MaTonornyeckmMin CUrHan pasHoro pasmepa B 6e1o0m BelecTBe CO C/1eAyHOWMMM CBOMCTBAMMU: BbICOKMMN
curHan Ha T2/FLAIR, 6e3 nonoctu (curHan otamndeH ot LICHK), Ouarn B NoAKOPKOBOM CEPOM BELLLECTBE MU
CTBOJ/IE He cymTatoTcA. Ecnm BKAtoualoTcA odarn B NoAKOPKOBOM CEPOM BelllecTBe/cTBoNE, cneayeT
MCNo/Ib30BaTb onpeaeneHmne «NoAKOPKOBbLIN TMNEPUHTEHCUBHbIN o4Yar»

MepuBackynsapHoe NPOCTPAHCTBO

3anonHeHHOE XMAKOCTbIO NPOCTPAHCTBO, cneaytollee B 6en10m UaM cepom BeLecTse Mo XoAy cocyaa.
CurHan cxogeH ¢ LICXK Ha scex WM. BcheacTteme xoaa BAO/Ib COCYA0B BbIMNAAAT IMHEUHBIMU MPU
CKaHUPOBAHMM BAO/b U KPYI/IbIMU UM OBOUAHbBIMU, 0ObIYHO MeHee 3 MM, NPUCKaHUPOBAHMM NONEpPEK.

LiepebpanbHoe MMKPOKPOBOU3NUAHUE

Menkuii (06b14HO 2-5 mm, A0 10 MM) y4aCTOK BbINAaAEHUA CUTHaNa CO «CBeYeHnem» Ha T2*-B3BeLleHHbIX
N306paXKeHUAX AU APYIrUX NOCNeA0BaTENIbHOCTAX, YYBCTBUTE/IbHbIX K ABIEHUIO MarHUTHOM
BOCMPUMMYUYMBOCTW.

Mosrosas atpodus
YMeHblleHne o6bema Mo3ra, He CBSI3aHHOE C MaKPOCKONMYeCKMM GOKaNbHbIM NOBPeEXKAEHMEM (TPaBMa,
NHPapPKT). MHDAPKT He BKIOYAETCS B AAHHbIA TEPMUH, EC/IN HE YNOMAHYTO 0c060.



HenaBHui TMNEepUHTEHCUBHbIN CTapblii NaKyHapHbIN MNepwuBackynapHoe LlepebpanbHoe
NAaKyHapPHbIN UHPAPKT oyar B bB nHPapKT (naKyHa) NPOCTPAHCTBO MWKPOKPOBOU3NUAHUE
» B

npumep

¢

pasmep <20 mm Pa3INYHbIN 3-15 mm < 3 MM < 10 MM

cXema




PasnnyHaa cyapba nopaeHun

CMMNTOMbBI MHCYNbTA, O4AroB HET MeJIKMiA NOAKOPKOBLIN KpynHbI NOAKOPKOBLIN [pyroe nopaxeHune
NMHpapKT (KpoBOM3NUAHKE,
o BocnasneHue)
OCTpbIn ’

. MPT B Hopme MMNEepPUHTEHCMBHbIN NakyHa (cTapbint /1N)




NHPapPKTbI

[loIKOPKOBbIN: MOAYOBAJ/IbHbIE LEHTPbLI, MOAKOPKOBbIE Y3/1bl, TaIAMYCbl, CTBOJI, MO3}XEYOK, B
6acceHe/Ha rpaHuLe baccenHOB

KopKoBbIit: C TOTaNbHbIM/4aCTMYHbIM NopaxeHnem bacceitHa/6acceiHOB KPynHOWA
LepebpanbHon/UuepebennapHo apTepumn, Ha rpaHunLe baccerMHosB




NHCY LT SHIERE 1]

* UHcynbT (nart. insultus «Hackok, HanageHue,
yaap»), ycrap. anonaéekcua (ap.-rpey. anomAnéia «napaany») — octpoe
HapyLLleHne Mo3roBoro KposoobpatieHmna (OHMK), xapakTepusytoLleecs
BHE3amnHbIM (B TEYEHME HECKO/IbKUX MUHYT, YacoB)
noABAEHMEM 04arosBon u/mnm obLemosrosom
HEBPOJIOTMYECKOMN CUMMNTOMATUKM, KOTOpPas coxpaHseTca 6bonee 24 yacos
AN NPUBOAUT K CMepTn 601bHOTO B 60/1€€ KOPOTKMI NMPOMEIKYTOK
BpeMeHU BCaeacTBume LiepebpoBaCKy/ISPHOM NaToON0rMN.

* K MHCynbTam OTHOCAT MHGAPKT Mo3ra, KPOBOU3MSAHNE B
MO3T M cybapaxHouaabHOE KPOBOU3IUSAHNE, UMEIOLLIME
3TMONATOreHeTUYeCKMe U KAMHUYECKUE Pa3InYUs.
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https://ru.wikipedia.org/wiki/%D0%9E%D1%87%D0%B0%D0%B3%D0%BE%D0%B2%D0%B0%D1%8F_%D0%BD%D0%B5%D0%B2%D1%80%D0%BE%D0%BB%D0%BE%D0%B3%D0%B8%D1%87%D0%B5%D1%81%D0%BA%D0%B0%D1%8F_%D1%81%D0%B8%D0%BC%D0%BF%D1%82%D0%BE%D0%BC%D0%B0%D1%82%D0%B8%D0%BA%D0%B0
https://ru.wikipedia.org/wiki/%D0%A1%D0%B8%D0%BC%D0%BF%D1%82%D0%BE%D0%BC%D0%B0%D1%82%D0%B8%D0%BA%D0%B0
https://ru.wikipedia.org/wiki/%D0%9A%D1%80%D0%BE%D0%B2%D0%BE%D1%81%D0%BD%D0%B0%D0%B1%D0%B6%D0%B5%D0%BD%D0%B8%D0%B5_%D0%B3%D0%BE%D0%BB%D0%BE%D0%B2%D0%BD%D0%BE%D0%B3%D0%BE_%D0%BC%D0%BE%D0%B7%D0%B3%D0%B0
https://ru.wikipedia.org/wiki/%D0%9F%D0%B0%D1%82%D0%BE%D0%BB%D0%BE%D0%B3%D0%B8%D1%8F
https://ru.wikipedia.org/wiki/%D0%92%D0%BD%D1%83%D1%82%D1%80%D0%B8%D0%BC%D0%BE%D0%B7%D0%B3%D0%BE%D0%B2%D0%BE%D0%B5_%D0%BA%D1%80%D0%BE%D0%B2%D0%BE%D0%B8%D0%B7%D0%BB%D0%B8%D1%8F%D0%BD%D0%B8%D0%B5
https://ru.wikipedia.org/wiki/%D0%92%D0%BD%D1%83%D1%82%D1%80%D0%B8%D0%BC%D0%BE%D0%B7%D0%B3%D0%BE%D0%B2%D0%BE%D0%B5_%D0%BA%D1%80%D0%BE%D0%B2%D0%BE%D0%B8%D0%B7%D0%BB%D0%B8%D1%8F%D0%BD%D0%B8%D0%B5
https://ru.wikipedia.org/wiki/%D0%A1%D1%83%D0%B1%D0%B0%D1%80%D0%B0%D1%85%D0%BD%D0%BE%D0%B8%D0%B4%D0%B0%D0%BB%D1%8C%D0%BD%D0%BE%D0%B5_%D0%BA%D1%80%D0%BE%D0%B2%D0%BE%D0%B8%D0%B7%D0%BB%D0%B8%D1%8F%D0%BD%D0%B8%D0%B5

IHDaPKT Bukuneamid

Ceob00Has 3HYUKITONEOUs

* UHPAPKT (naT. infarcire «HaYMHATL, HAbMBaATL») — OMepTBAEHUE
(HEKpo3) opraHa BcneacTBME OCTPOro HeA0CTaTKa KPOBOCHabKeHMs.
Mpn4nHbl MHPapKTa: Tpombo3, ambonus,

ANIUTENbHbIW Cria3m apTepun U PyHKLMOHaNbHOE NepeHanparKeHmne
OpraHa B YCN0BUAX TMMNOKCUM NMpU
HeJ0CTaTOMHOCTU KO1J1aTEPA/IbHOIO KPOoBOobpalleHWUs.



https://ru.wikipedia.org/wiki/%D0%9B%D0%B0%D1%82%D0%B8%D0%BD%D1%81%D0%BA%D0%B8%D0%B9_%D1%8F%D0%B7%D1%8B%D0%BA
https://ru.wikipedia.org/wiki/%D0%9D%D0%B5%D0%BA%D1%80%D0%BE%D0%B7
https://ru.wikipedia.org/wiki/%D0%9E%D1%80%D0%B3%D0%B0%D0%BD_(%D0%B1%D0%B8%D0%BE%D0%BB%D0%BE%D0%B3%D0%B8%D1%8F)
https://ru.wikipedia.org/wiki/%D0%9A%D1%80%D0%BE%D0%B2%D0%BE%D0%BE%D0%B1%D1%80%D0%B0%D1%89%D0%B5%D0%BD%D0%B8%D0%B5
https://ru.wikipedia.org/wiki/%D0%A2%D1%80%D0%BE%D0%BC%D0%B1%D0%BE%D0%B7
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https://ru.wikipedia.org/wiki/%D0%9A%D0%BE%D0%BB%D0%BB%D0%B0%D1%82%D0%B5%D1%80%D0%B0%D0%BB%D0%B8
https://ru.wikipedia.org/wiki/%D0%9A%D1%80%D0%BE%D0%B2%D0%BE%D0%BE%D0%B1%D1%80%D0%B0%D1%89%D0%B5%D0%BD%D0%B8%D0%B5

PekomeHayembit MP-npoToKo

JloKanaunsep

1

2. T1w (SE, TSE/FSE, FLAIR, GRE) carntran 4-5 mm
3. T2w (TSE/FSE) akcuan 4-5 mm

4. FLAIR akcnan 4-5 mm

5. GRE T2*w/SWI akcuan 3-5 mm

6. DWI+ADC b0/b1000 akcuan

Bce akcnanbl —C O,LI,HOI7| TOI'ILLI,MHOI7I cpe3a N OANHAKOBbIM NPOCTPAHCTBEHHDbIM paCI'IOJ'IO)KeHI/IeM!



MauueHTKa 89 net, AemeHUMA, 6€3 MHCYNbTOB B aHaMHe3e.



[Tonmep 2

[MauneHTKa 88 net, ymepeHHble KOTHUTUBHbIE HAPYLLUEHUA, CUHAPOM
Bebepa («BepxHAA anbTEPHUPYIOLLLAA TEMUNIETNA») B TEYEHME rOAaa.



[TauneHT 79 net, gemeHums.




[TauneHT 79 net, gemeHums.



OueHKa KapoTUAHOro cTeH03a

I 2 S

CreHo3 BCA

Mopdonorums 4+ 4+ 3 5 4
OueHKa 4 4 3 4+ 5
MPOKCUMAJIbHOTO

cocyaa

NUHTpaKpaHuanbHaa O 5 4 5 5
OLEeHKa

[lpuHATHNE 3 5 4 4+ 5
XUpypramm

Puck Het Huskumn Het OyeHb Hun3kunm-

HU3KNI YMEPEHHbIU



OueHKa KapoTUAHOrO CTEHO3a:

HCA - BCA

Dragram shows suggested standard for ste-
nosis measurement. Stenosis 1s expressed as a
percentage from the angiographic view
showing the greatest stenosis. The narrowest
diameter of the residual lumen (N) is com-
: pared with the luminal diameter (D) of the

OCA internal carotid well beyond the bulb. Per-

centage of stenosis = (1 = N/D) 100

Allan J. Fox, MD, FRCPC
Radiology 1993; 186:316-318

How to Measure Carotid Stenosis

NASCET

CteHoO3 BblpaXKaeTcA B
NPOLLEHTaX, PacCYUTaHHbIX NO
aHrmorpaduvecromn

NpoeKuun, KOTopas
NEeMOHCTPUPYET HanbonbLuyto
cTeneHb cy*keHusa. CyKeHHbIN
npocseT (N) cpaBHMBaeTcA ¢
HopMa/abHbiM npocseTom (D)

BCA Ha ANOCTAaTOYHOM
yOaneHNNn OT KapoTUAHOW
JIYKOBMLbI.

dopmyna ana pacyera:
% cTteHo3a = (1-N/D)x100%



OueHKa KapoTnaHoro cteHo3a: NASCET

CteHo3 BblpaXKaeTtcs B
NPOLEHTAX, PaCCYUTAHHbIX MO
aHrnmorpapuyeckon npoeKLuu,
KOTOpas NEMOHCTPUPYET
HanbonbLyto CTENEHb
cyxkeHna. CyxKeHHbIM npocBeT
(N) CpaBHMBaeTCA C
HopmasbHbiM npocBeTtom (D)
BCA Ha goCTaTOYHOM yAaieHUuu
OT KAPOTUAHOW NYKOBULLbI.
dopmyna ana pacyera:

% cteHo3a = (1-N/D)x100%




American Journal of RoentgenologyVolume 170, Issue 4, April 1998, Pages 919-923

Measuring carotid artery stenosis using CT angiography: The dilemma of

artifactual lumen eccentricity(Article)
Wise, SW., Hopper, K.D., Have, T.T., Schwartz, T.

* The North American Symptomatic Carotid Endarterectomy Trial
method overestimated percentage of stenosis an average of 1.64%.
The most accurate results were obtained when using the minimum
diameter in and out of the stenoses (-0.45% from the gold standard).

e Vtnjl CeBepoamepmnKaHCKOro nccneaoBaHnsa CMMNTOMaTUYECKOM
KapotngHou sHaaptTepakTommm (NASCET) 3aBblian NPOLLEHT CTEHO33
B cpeaHeM Ha 1,64%. Hanbonee To4Hble pe3yabTaTbl OblIM MOAYYEHDI
NpPU NCNOJIb30BAHUMN MUHUMANbHbBIX AUAaMETPOB B 30HEe CTEHO30B U 33
ero npeaenamut (-0,45% ot 30n0TOro CTaHAapTa).



CEMRA: Measuring Carotid Stenosis on Contrast-Enhanced Magnetic Resonance Angiography

Diagnostic Performance and Reproducibility of 3 Different Methods
Jean Marie K.S. Stroke. 2004;35: 2083-2088.

* We believe that given the strong trend toward noninvasive techniques, the lower
sensitivity for detection of severe stenosis with the ECST method with CEMRA
provides small but significant support for the NASCET method to be adopted as
gold standard, especially for centers that use CEMRA. This is the most logical
alternative given that the most compelling body of evidence for guiding clinical
practice for carotid disease, the pooled analysis of individual patient data from
the major carotid endarterectomy trials, has been analyzed according to the
NASCET method.

* Mbl cunTaem, 4YTo, y4nTbiBaa TEHAEHLMIO K NPUMEHEHUIO HEUHBA3UBHbIX
MEeTOoA08B, 60/1e€ HU3Kas YyBCTBUTE/IbHOCTb K BbIABJ/IEHUIO BbIPa*KEHHOro CTEHO33a
c nomoubto metoaa ECST Ha CEMRA obecneuymBaeTt HeOO/bLLYIO, HO 3HAYUMYIO
noaaepKy metoaa NASCET, KoTopbin A0NXKEH BbiTb NPUHAT B Ka4eCTBe 3010TOr0
CTaHAapTa, 0cObeHHO ANnAa UeHTPOB, KoTopble ncnonb3ytoTt CEMRA. 310 Hanbonee
JIOTUYHbIN BbIBO/A, YYUTbIBAA, YTO Hanbonee ybeamtenbHbiM HAOOP AOKA3aTENbCTB
AN KAMHUYECKOU NPaKTUKN BeAEeHUA KapOTUAHOro CTeHO3a, 06LWKMn aHaNus3
OBOLWNPHDBIX rPyNn NAUMEHTOB B KPYMHbIX MCCNEA0BaHMNAX NO KapOTUAHOMU
3HAapTepaKTOMUK, bbin NposBedeH B cootsetTcTBum ¢ metoaom NASCET.



KnnHudeckumn npumep: KTA

(- ‘;
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% cTeHo3a = (1-N/D)x100%
' (1-0,83/3,8)x100% = 78%

Ynetpasuct 370



KnnHudeckumn npumep: KYMPA

% cteHo3a = (1-N/D)x100%

(1-2,4/6)x100% = 60%

[agobytpon 0,1 mmonb/Kr



BbIBObl

* llepebpoBacKynsipHoe 3aboneBaHMe CONPOBOXKAAETCA XapaKTEPHbIMMU
npoasneHnAMmM Ha MPT

* [IpoaABAEHMA 3TN UMEIOT Noa, cobot aHaTOMO-OU3NOIOTUYECKYIO OCHOBY

* OyaroBble N3MEHEHUSA PEKOMEHA0BAHO NMHTEPNPETUPOBATL B
COOTBETCTBUU C NpPeanaraeMon HOMEHKIATYPOU

* I3meHeHUss MoryT bbITb MHGAPKTAMKN U HE MHDAPKTAMMN, KOPKOBbIMU N HE
KOPKOBbIMU, TNMYDOKMMU N MOBEPXHOCTHLIMU, rEMOPPArn4ecKkUmm m
Heremopparm4eckMmm, NaToIOrMYECKUMU U GU3UONOTUYECKUMU

e CoyeTaHMe peKoMeHayeMbIX MPOTOKO1A CKAHUPOBAHUA U aITOPUTMA
NHTEpNpeTaLmnm NO3BOAAET MUHUMU3UPOBATL PACXOXKAEHMNA N OLLNOKK



BbIBObl

e KapoTUAHbIN CTEHO3 OCTAETCA Ba*KHEULEN NPUYNHOU UHCYNbTA

* CTaHOapTU30BaHHaA ero oLueHKa KPpUTUYECKM BaxKHa A1 a4eKBaTHOro
NAaHUPOBAHUA NeYeHUs

* [lpeanoyTUTE/IbHBIM MEeTOA40B OLUEHKN KapOTUAHOIO CTEHO33a
asnaetrca metod NASCET

* HeuHBa3uBHble MP- n KT-aHrnorpaduma umeroT AOCTAaTOYHYIO
TOYHOCTb OLEHKWU CTEHO3a N BNOJIHE MPUMEHUMbI B KTMHNYECKOW

NapKTUKe
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* bonee 10 mukporemopparmm Ha MPT cBA3aHbI C
PUCKOM KpPOBOMU3IUAHUA Ha anbTennase (l1b)

e AnbTennasa nokasaHa npu BUAUMbIX PaHHUX
nameHeHuax Ha KT, Kpome ABHOM rmnonaoTHocTH (A)

* Ecan nokasaHa anbTennasa, ee HaJo BBOAUTb AaXKe
npu NaaHupyemom Tpombonmsuce (A), oxxnaatb
3pPekTa Tpombonmsmnca He Hago (B-R)
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1.6. Telemedicine

1. For sites without in-house imaging interpretation expertise,
teleradiology systems approved by the US Food and Drug
Administration are recommended for timely review of brain imaging
in patients with suspected acute stroke.

2. When implemented within a telestroke network, teleradiology
systems approved by the US Food and Drug Administration are
useful in supporting rapid imaging interpretation in time for IV
alteplase administration decision making.
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performing emergency noninvasive intracranial vascular imaging
to most appropriately select patients for transfer for endovascular

intervention and to reduce the time to EVT.

1.7. Organization and Integration of Components COR LOE
1. It may be useful for primary stroke centers and other healthcare

facilities that provide initial emergency care, including

administration of IV alteplase, to develop the capability of lib C-LD
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2.2. Brain Imaging

1. All patients admitted to hospital with suspected acute stroke
should receive brain imaging evaluation on arrival to hospital. In
most cases, noncontrast CT (NCCT) will provide the necessary

2. Systems should be established so that brain imaging studies can be
performed within 20 minutes of arrival in the ED in at least 50% of
patients who may be candidates for IV alteplase and/or mechanical

thrombectomy.

3. There remains insufficient evidence to identify a threshold of acute
CT hypoattenuation severity or extent that affects treatment response

to IV alteplase. The extent and severity of acute hypoattenuation or
early ischemic changes should not be used as a criterion to withhold

therapy for such patients who otherwise qualify.

4. The CT hyperdense MCA sign should not be used as a criterion to
withhold IV alteplase from patients who otherwise qualify.

9. Routine use of magnetic resonance imaging (MRI) to exclude
cerebral microbleeds (CMBs) before administration of IV alteplase
is not recommended.
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6. Use of imaging criteria to select ischemic stroke patients who
awoke with stroke or have unclear time of symptom onset for
treatment with IV alteplase is not recommended outside a clinical
trial.

7. Multimodal CT and MRI, including perfusion imaging, should not
delay administration of IV alteplase.

8. For patients who otherwise meet criteria for EVT, a noninvasive
intracranial vascular study is recommended during the initial
imaging evaluation of the acute stroke patient, but should not delay
IV alteplase if indicated. For patients who qualify for IV alteplase
according to guidelines from professional medical societies, initiating
IV alteplase before noninvasive vascular imaging is recommended for
patients who have not had noninvasive vascular imaging as part of
their initial imaging assessment for stroke. Noninvasive intracranial

vascular imaging should then be obtained as guickly as possible.
9. For patients who otherwise meet criteria for EVT, it is reasonable
to proceed with CTA if indicated in patients with suspected
intracranial LVO before obtaining a serum creatinine concentration
in patients without a history of renal impairment.
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10. In patients who are potential candidates for mechanical

11.

thrombectomy, imaging of the extracranial carotid and vertebral
arteries, in addition to the intracranial circulation, is reasonable to lla

provide useful information on patient eligibility and endovascular
procedural planning.

Additional imaging beyond CT and CTA or MRI and magnetic
resonance angiography (MRA) such as perfusion studies for

selecting patients for mechanical thrombectomy in <6 hours is not
recommended.

12

13.

In selected patients with AIS within 6 to 24 hours of last known
normal who have LVO in the anterior circulation, obtaining CTP,
DW-MRI, or MRI perfusion is recommended to aid in patient
selection for mechanical thrombectomy, but only when imaging
and other eligibility criteria from RCTs showing benefit are
being strictly applied in selecting patients for mechanical
thrombectomy.

It may be reasonable to incorporate collateral flow status into
clinical decision making in some candidates to determine lib
eligibility for mechanical thrombectomy.

C-EO

C-LD
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1. Routine use of brain MRI in all patients with AIS is not cost-effective and
is not recommended for initial diagnosis or to plan subsequent treatment.

2. In some patients with AlS, the use of MRI might be considered
to provide additional information for initial diagnosis or to plan
subsequent treatment, although the effect on outcomes is uncertain.

1. For patients with nondisabling (mRS score 0-2) AlS in the carotid territory
who are candidates for CEA or stenting, noninvasive imaging of the cervical
vessels should be performed routinely within 24 hours of admission.

2. In patients with AIS, routine noninvasive imaging by means of CTA
or MRA of the intracranial vasculature to determine the presence
of intracranial arterial stenosis or occlusion is not recommended to
plan subsequent secondary preventive treatment.

3. In some patients with AIS, noninvasive imaging by means of
CTA or MRA of the intracranial vasculature to provide additional
information to plan subsequent secondary preventive treatment
may be reasonable, although the effect on outcomes is uncertain.

lib
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