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The patient was treated conservatively with antiplatelets 
as he denied cerebral angiography for possible 
reperfusion intervention. At times, keeping the blood 
pressure on higher side can benefit such patients 
from further progression, but with the background of 
atherosclerotic diseases like diabetes and hypertension, 
it poses a great risk to myocardium and kidneys.

Miller Fisher first described a temporary limb shaking 
syndrome (LSS) associated with carotid stenosis in 1962; 
since then, the diagnosis has been reported regularly 
though only 48 cases have been recorded so far as per 
our review and rather than being rare, it seems to be a 
misrecognized syndrome.[1] However bilateral shaking 
of lower extremities is a very rare presentation.[2] The 
clinical features of LSS comprise a group of rhythmic or 
arrhythmic involuntary hyperkinesias affecting the hand, 
arm, leg, hand-arm, or hand-arm-leg unilaterally. They 
can be very easily be mistaken for focal seizures though 
there is no jacksonian march and there is no involvement 
of the face, as what happened in our patient. Patients 
describe these movements as shaking, jerking, twitching, 
or trembling. Associated symptoms may include ataxia, 
myoclonus, dystonic limb posturing, and Parkinsonism. [3] 
These symptoms are often brought out by postural change 
and at times relieved by sitting or lying down.

The exact mechanism of LSS is unclear, though it can be 
postulated to be due to the ‘hypoperfusion’ theory in 
which the carotid stenosis leads to decreased blood supply 
to critical watershed territories in the brain. This is further 
supported by the fact that these movements are provoked 
by maneuvers that cause cerebral hypoperfusion. A lot 
of studies have shown the hemodynamic failure as the 
underlying cause of the LSS. EEGs have failed to show 
epileptiform activity, although some patients do show 
contralateral slowing. [4] The most striking feature of LSS 
is severe internal carotid artery stenosis.

In patients with stenosis of carotid arteries, carotid 
endarterectomy is the procedure of treatment of 
choice. [5] However with the improved technology of 
stents and distal protection devices, endovascular 
treatment offers a favorable role in select cases.[6] 
Acute carotid occlusions have been stented following 
angioplasty showing favorable results but further 
studies are required to make it a standard practice. 
Thus, identification of LSS and detection of underlying 
carotid artery disease is crucial for prevention of 
stroke.
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Administration of 
recombinant tissue 
plasminogen activator to a 
case of cerebral infarction in 
the setting of painless aortic 
dissection
Sir,
A 72-year-old female presented with acute onset 
left sided hemiparesis. On admission, a physical 
examination revealed a consciousness level of 
15 on the Glasgow coma scale, blood pressure of 
160/116 mmHg, and pulse rate of 51 per minute. 

Figure 2: Magnetic resonance angiography neck vessels showing 
complete occlusion of right internal carotid artery and severe stenosis of 

left carotid artery
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Radial and femoral pulses were normal. Patient had 
left hmeparesis and National Institutes of Health 
Stroke Scale (NIHSS) score was 16. She did not 
complain any chest, abdominal and back pain. Chest 
X-ray, an electrocardiogram and brain computed 
tomography (CT) showed no abnormal findings. Brain 
magnetic resonance imaging (MRI) revealed a right 
middle cerebral artery territory infarct [Figure 1a and b]. 
Brain MR angiography demonstrated an occlusion of 
right carotid artery [Figure 1c]. Laboratory studies 
were within normal limits. One hundred and forty-
four min after onset, the patient received recombinant 
tissue plasminogen activator (rt-PA), 39 mg (0.6 mg/
kg). On Day 2, vital signs were stable and follow-up 
CT showed no hemorrhagic change. However, on 
Day 3, the patient suffered a sudden cardiac arrest 
from which she could not be resuscitated. Autopsy 
revealed a Stanford Type A aortic dissection (AD) 
and cardiac tamponade [Figure 1d]. There was 
also dissection of the right common carotid artery 
[Figure 1d and e].

Thrombolysis with rt-PA has been done in the 
setting of painless AD.[1] In our patient it is quite 
possible that the administration of rt-PA might have 
contributed to the death of the patient by the lysis 
of the thrombus that would otherwise have limited 
the dissection. Because AD is a rare cause of stroke, 
there is debate  about the necessity to aggressively 
screen for AD.

Although pain in the chest, back, or abdomen is a 
common symptom in AD, approximately 10% of 
patients experience no pain.[2-5] Pulse and blood 
pressure differences and abnormal chest radiograms 
can be useful for the rapid assessment of AD. 
However, approximately 7% of AD patients show 
normal findings. [2] Color duplex ultrasound is a 

simple tool to exclude painless AD and cervical artery 
dissection.[3,4] Chest CT scanning and transesophageal 
echocardiography, while very sensitive for AD, are 
time-consuming and expensive.[2-4]

Strokes associated with AD are predominantly right 
hemispheric.[5] This dominance could be explained by 
varying mechanical dynamics in the progression of 
the dissecting hematoma. We believe a high index of 
suspicion of painless AD would be advisable and also 
a lower threshold for performing carotid ultrasound 
before rt-PA treatment, especially in patients with right 
hemispheric infarct.
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Figure 1: (a,b) Diffusion-weighted image reveals elevated diffusion coefficients with high signal intensity in the right middle cerebral artery territory. 
Apparent diffusion coefficient maps are decreased. (c) Brain magnetic resonance angiography demonstrates an occlusion of the right carotid artery 
(d,e) Photograph taken at autopsy reveals a Stanford Type A aortic dissection and cardiac tamponade. Dissection is also seen in the right common 
carotid artery. The boxed area in d is shown at higher magnification in e. White arrow - Ascending aorta, black arrowhead - Right CCA, black arrow - 

False lumen
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