Diagnosis of Acute Cerebral Infarction
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Brain imaging is essential for diagnosis of acute cerebral infarction. However, majority of CT images of patients with hyperacute cere-
bral infarction are subtle or normal. In this case, neurologist must decide on the thrombolysis only based on the neurological
examination. Therefore, stroke scales as well as brain imaging are crucial for neurologist to treat stroke patients. In addition, history
taking of transient focal neurological deficits is more important in the diagnosis of transient ischemic attack.
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Modified Rankin Scale (mRS)?
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CT (Computed Tomography)

T4 HAMe] CTado R ¥ e 91 &2 (Loss of
insular or cortical ribbon), #Z3 6]%-8(Obscuration of
lentiform nucleus), 3|23} W2 747|2] EEH(Reduction
in gray matter-white matter contrast), A4 &= (Hypodensity)
7} AL, o5 H7F A AdEoelt), $HH Xd 74 (x-ray
attenuation) $ii= ¥ 22| HF 2742 A W3 o
2 HERFIHCBV)o] T7HE JE= 71923l Atdolty, o]
23 CT A7 FdskA] ghow W=7} 200004 80%7F
A] w9 ZA zfeld 4= 9lo Alberta Stroke Program Early
CT Score (ASPECTS)E ARg3le] vlwd Aoz CT A
W 24 E4% 5 oo E9 S 298 Uehis
AYE S AS (Hyperdense artery sign)< ZtH5,

= o)
7AW, FoxE Y FolA] #EE S Q.

MRI (Magnetic Resonance Imaging)
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