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Lesson

A 58-year-old, right-handed man presented to the transient
ischaemic attack (TIA) clinic after waking with right-sided weak-
ness and speech disturbance two weeks previously. He was a
smoker with a history of hypercholesterolaemia. Clinical examina-
tion revealed normal blood pressure, mild expressive dysphasia
and pyramidal weakness on the right with mild pronator drift,
increased tone, brisk reflexes and a right extensor plantar response.

Routine blood tests, electrocardiogram (ECG) and carotid
Doppler ultrasound were normal. Serum cholesterol was 6.2
mmol/l. A computed tomography (CT) brain scan showed low
density within the left corona radiata consistent with a recent
stroke (Fig 1a). The patient was started on aspirin and simvas-
tatin. However, his symptoms had fluctuated since onset so mag-
netic resonance imaging (MRI) was performed and showed a
rounded left periventricular lesion with peripheral enhancement
(Figs 1b and 1c), suspicious of demyelination. Diffusion-
weighted imaging (DWI) showed restricted diffusion (Fig 1d) and
fluid attenuated inversion recovery images showed increased
signal intensity in this lesion (Fig 1e), findings suggestive, but not
diagnostic, of demyelination. Lumbar puncture showed faint
oligoclonal bands unmatched to the serum. The clinical diagnosis
was type 3 clinically isolated syndrome (CIS). The patient was
given intravenous methylprednisolone 1 g daily for three days.
Follow-up MRI showed significant improvement in the periven-
tricular lesion (Fig 1f) correlating with good clinical recovery.

Comment

The treatment of stroke in the UK is becoming increasingly
active.1 The UK National Stroke Strategy promotes rapid assess-

ment and treatment of patients with stroke-like symptoms.2

Ambulance staff using the face, arm, speech test (FAST) cor-
rectly diagnose 80% of stroke patients.3,4 Acute physicians may
assume a working diagnosis of stroke and subsequent thinking
may be influenced by this, including the interpretation of
neuroimaging tests.

However, ECASS II reported 17% of patients thrombolysed
were subsequently thought not to have had a stroke.5 It may be dif-
ficult to distinguish stroke from other mimicking conditions such
as multiple sclerosis (MS), tumours, postictal paresis, hemiplegic
migraine and hypoglycaemia.6 Equally, vascular syndromes, such
as cerebral autosomal dominant arteriopathy with subcortical
infarcts and leukoencephalopathy, can be misdiagnosed as MS.7

In acute stroke, CT has 60% sensitivity versus 91% for DWI.8

MRI has a sensitivity of about 80% for acute stroke and this is
increased to over 90% with the addition of DWI.9 Interrater reli-
ability is higher for DWI than for CT in detecting acute
ischaemic stroke.10 MRI is much better than CT at differenti-
ating between demyelination and ischaemia. The addition of
perfusion MRI may also be of use; mean transit time (MTT) is
increased in acute ischaemic stroke compared to acute demyeli-
nation.11 However, DWI and apparent diffusion coefficient may
be abnormal in both demyelination and ischaemia.

Careful assessment of the onset of symptoms in cases of sus-
pected stroke and particular awareness of stroke mimics in cases
discovered on waking from sleep is advised. The temporal
course of symptoms is crucial in differentiating demyelination
and stroke. Brain imaging is still unable to conclusively differen-
tiate both diagnoses in all cases so clinical acumen remains para-
mount in the assessment of acute stroke symptoms.

As acute treatment of stroke becomes faster in the UK, it is
important to remain vigilant for stroke mimics.
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■ LESSON OF THE MONTH

lesson of the month (1)

FAST positive does not always mean

stroke

Patients who are face, arm, speech test (FAST) positive

may have a stroke mimic diagnosis. Careful attention

to the speed of onset of symptoms is paramount.

Magnetic resonance imaging is helpful in

supplementing the clinical assessment.
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Fig 1. A 58-year-old male awoke with a right hemiparesis and dysphasia. a) Non-contrast computed tomography brain scan
showing an area of hypodensity in the left corona radiata. b) T1-weighted magnetic resonance imaging (MRI) performed two
weeks later showing hypointensity in the left periventricular region. c) Contrast-enhanced T1-weighted MRI showing peripheral
enhancement in this lesion. d) Diffusion-weighted imaging showing restricted diffusion in the periventricular lesion suggestive of
ischaemia or demyelination. e, f) Fluid attenuated inversion recovery images showing sequential attenuation of the
periventricular lesion at zero and six months following treatment with intravenous methylprednisolone.
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