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Editorials

Stroke in Young
Stroke is the most common life-threatening or disabling neurological condition.
Several case series of 'stroke in young' have been reported from India and abroad.
The 'young' have been defined differently in the various series as less than 30 to less
than 50 years of age. In the following discussion, 'young' refers to the age group bet-
ween 15 and 45 years.

Several issues concerning 'stroke in young' remain controversial. One such issue
is whether 'young' Indian adults are more susceptible to stroke than their counterparts
in industrialized countries. Studies of Indian immigrants to industrialized countries
have shown that they are more susceptible than Caucasians to coronary artery disease
and stroke.' However, few data are available to show that the magnitude of this
increased susceptibility is higher for young adults as compared to older adults. The
World Health Organization (WHO) estimates? of the absolute number of deaths due
to stroke among 15- to 44-year-olds in 1990 were 22400 in India v. 12800 in indus-
trialized countries (called Established MarketEconomies). The corresponding numbers
among those 45 years or older were 59 000 in India v. 77 000 in the industrialized
countries. However, India is demographically younger than the industrialized countries.
The stroke mortality ratio in India, standardized for age and sex, compared to that in
industrialized countries from the WHO estimates! is 200% in the 15-44 year age group
and 250% in those above 45 years. These figures suggest that Indians as a whole are
probably more susceptible to stroke than people in industrialized countries and that
the magnitude of increased susceptibility is probably similar for the young and older
Indian adults. However, as case-fatality due to stroke is lower in the young than in
the old, the stroke inortality data may underestimate the higher stroke incidence rates
in the young. To answer this question, a well-designed population-based stroke
incidence study is required in India which can be compared to a similar contemporary
study in the West. Hospital-based case series cannot answer this question, though they
help in alerting a clinician to the possibility of various causes.

The 'mix' of causes, the proportion with 'no cause' and the outcome of stroke in
young varies from one series to the other. A series reported in this issue of the Journal
(pp. 107-12) has a proportion of sinovenous occlusion, hypertension, intracranial
small vessel disease and case-fatality which is surprisingly lower than other series
from India. While some of the variations may be real, the majority is explained by the
referral bias, differences in admission policy, in the pattern/availability of emergency
services, investigation intensity and diagnostic criteria. All these may change with
time as more causes are discovered and new diagnostic technologies become avail-
able. No two series are, therefore, strictly comparable.

What and how many investigations are required to determine the cause of stroke
in young is controversial. Some of the series provide recommendations above and
beyond what their data warrant. For example, in the series in this issue of the Journal
the investigators have not estimated the prothrombotic factors (protein C, protein S,
antithrombin III and antiphospholipid antibody), yet they recommend that these
should be done in all young adults with stroke. While they recommend cerebral
angiography for all patients, they do not recommend computerized tomography (CT).
The recommendations seem to arise from the belief that the more one investigates the
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better. Young patients with stroke, particularly those with non-disabling stroke,
should be more intensively investigated, because the likelihood of finding a treatable
cause is higher than in older patients. The indication for any investigation should be
based on the consideration of 'whether the result will usefully influence the patient's
management without unacceptable risk'. Investigation has little to do with the diag-
nosis of stroke (v. not stroke), which is revealed largely by the history. Any investiga-
tion mainly helps in unravelling the pathological type of stroke (cerebral infarction
v. intracerebral haemorrhage v. subarachnoid haemorrhage) and the cause of cerebral
ischaemia (or haemorrhage), particularly one that can be treated.

CT or MRI (magnetic resonance imaging) should be almost a routine investigation
in patients with stroke. They may occasionally reveal a non-stroke intracranial patho-
logy (e.g. chronic subdural haematoma) in cases where the diagnosis of stroke is in
doubt. But CT brain scan or MRI are the only reliable methods of distinguishing
infarct from haemorrhage. Even the validated clinical scoring methods are associated
with poor accuracy in the differentiation of ischaemic stroke from haemorrhage.'
Although it may be acceptable to rely on the scores in some circumstances (e.g. in
some aspects of epidemiological work), it may not be in others (e.g. prior to anti-
platelet, anticoagulant or thrombolytic treatment).

The distinction between ischaemia and haemorrhage is also important in determining
the strategy for searching for the cause of stroke (e.g. coagulation screen in multiple
haemorrhages) and may be crucial to any decision which may have to be made about
carotid endarterectomy later. We, like others.r? believe that CTIMRI should be a
routine investigation in patients with stroke.

Cerebral catheter angiography is an invasive, costly and risky procedure, with 4%
of patients suffering a transient ischaemic attack (TIA) or stroke, 25 % of them perma-
nent," All young patients with stroke should not be subjected to angiography. It should
be done only when it is likely to influence the management of the patient. The main
indications are: (i) the patient is a potential candidate for carotid endarterectomy;
(ii) possibility of traumatic arterial dissection; (iii) subclavian steal syndrome with
frequent vertebrobasilar TIAs; (iv) suspicion of cerebral vasculitis (if cortical or
meningeal biopsy is unavailable or unacceptable to the patient); and (v) suspected
moya-moya disease (though treatment possibilities are limited). Warlow et al.'
believe that catheter angiography should not be routinely done to demonstrate an
occluded vessel or intracranial arterial stenosis because, with the current state of
knowledge, it has no bearing on management. Intra-arterial thrombolysis and cerebral
angioplasty are still under evaluation in randomized controlled trials (RCTs) and
should only be undertaken in the context of RCTs.4.7.8
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