
급성기 뇌졸중 진료

Acute Stroke Management

2.2. 급성기 평가 Acute evaluation

2.2.1. 병력청취, 신체검사, 신경학적검사, 진단적검사 
 History, Physical exam, neurological examination, laboratory test
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2.2.1. 병력청취, 신체검사, 신경학적검사, 진단적검사
History, Physical exam, neurological examination, laboratory test

급성기허혈성뇌졸중은발생후치료가능한시간이짧으므로, 허혈성뇌경색의신속한진단과평가

가매우중요하다. 체계적인프로토콜과뇌졸중팀구성이임상적진단, 진단검사의수행, 조기치료의

결정을신속하게할수있다. 병력, 일반적인신체검사, 신경학적검사로구성된임상적진단은기본

적인핵심평가요소이고, 이에근거한임상진단이신속하게이루어져야한다. 최종목적은뇌졸중을

확진하고재조합조직플라스미노겐활성제(rtPA)와같은급성기치료의적응증과금기증을확인하

는것이다. 응급치료에서시간이중요한변수이므로진단목적의검사들은제한된수만추천된다. 

1. An organized protocol for the emergency evaluation of patients with suspected stroke is recommended

(AHA/ASA: Class I, LOE B). The goal is to complete an evaluation and to decide treatment within 60

minutes of the patient's arrival in an ED. Designation of an acute stroke team that includes physicians,

nurses, and laboratory/radiology personnel is encouraged. Patients with stroke should have a careful

clinical assessment, including neurological examination. 

2. 1) The use of a stroke rating scale, preferably the NIHSS, is recommended (AHA/ASA: Class I, LOE B). 

2) The initial neurological assessment should document the localization of the likely cerebral area

affected (RCP: GOR C).

3) A full medical assessment should be undertaken and multidisciplinary assessment considered for all

acute stroke patients to define the nature of the event, the need for investigation, further management,

and the need for rehabilitation (SIGN: LOE IV GOR C).

3. A limited number of hematologic, coagulation, and biochemistry tests are recommended during the

2.2. 급성기 평가 Acute evaluation
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initial emergency evaluation (Table 1) (AHA/ASA, Class I, LOE  B).

4. Patients with clinical or other evidence of acute cardiac or pulmonary disease may warrant chest X-ray

(AHA/ASA, Class I, LOE  B).

5. An ECG is recommended because of the high incidence of heart disease in patients with stroke

(AHA/ASA Class I, LOE B).

6. Most patients with stroke do not need a chest X-ray as part of their initial evaluation (AHA/ASA: Class III,

LOE B). 

7.Most patients with stroke do not need an examination of the cerebrospinal fluid (AHA/ASA: Class III, LOE

B). The yield of brain imaging is very high for detection of intracranial hemorrhage. Examination of the

cerebrospinal fluid may be indicated for evaluation of a patient with a stroke that may be secondary to an

infectious illness.
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1. 병력청취(History)

병력청취중가장중요한것은증상발생시간이다. 증상발생시간의정의는해당뇌졸중에대한

증상이처음발생한시간이다. 자다가깨어난경우와같이정확한시작시간을모르는경우에는잠

들기전정상으로확인된마지막시간을증상발생시간으로하여야한다. 일과성뇌허혈이있다가

All patients

Noncontrast brain CT or brain MRI

Blood glucose

Serum electrolytes/renal function tests

ECG

Markers of cardiac ischemia

Complete blood count, including platelet count*

Prothrombin time/international normalized ratio (INR)*

Activated partial thromboplastin time*

Oxygen saturation

Selected patients

Hepatic function tests

Toxicology screen

Blood alcohol level

Pregnancy test

Arterial blood gas tests (if hypoxia is suspected)

Chest radiography (if lung disease is suspected)

Lumbar puncture (if subarachnoid hemorrhage is suspected and CT scan is negative for blood)

Electroencephalogram (if seizures are suspected)

* Although it is desirable to know the results of these tests before giving rtPA, thrombolytic therapy should not be delayed while

awaiting the results unless

(1) there is clinical suspicion of a bleeding abnormality or thrombocytopenia, 

(2) the patient has received heparin or warfarin, or 

(3) use of anticoagulants is not known.

Table 1. Immediate Diagnostic Studies: Evaluation of a Patient With Suspected Acute Ischemic Stroke 
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다시뇌졸중증상이발생한경우에는처음일과성허혈성증상이시작된시점이아니라새로뇌졸

중증상이시작된시점이증상발생시간이다.1

증상이발생할당시의상황이나뇌졸중이외의다른원인일가능성을시사하는특징들에대하여

병력청취에서추가적으로확인하는것이감별진단을위해필요하다. 모든환자에서동맥경화증

과심장질환의위험요인들에대해정보를파악하고, 약물남용, 편두통, 경련발작, 감염, 외상및임

신에관한병력에대해알아보아야한다. 급성기뇌경색에서치료적중재술에대한적격성여부를

판단할병력자료를얻어야한다.2 뇌졸중과유사한증상을가지는고혈압성뇌병증, 전환장애, 저

혈당증, 편두통, 간질등의질환들과감별할수있는정보를얻는다. 응급실에서활용할수있는뇌

졸중감별진단도구들이개발되어사용되고있다.3

2. 신체검사(Physical exam)

급성뇌졸중의신체검사에는호흡수, 맥박, 혈압, 체온의평가가포함되어야한다. 두부및목부위

진찰은외상및경련발작(멍, 혀의상처), 경동맥질환(경동맥잡음), 심부전을알수있게한다. 심장

진찰은심허혈, 판막상태, 불규칙적인리듬, 드물게는대동맥박리가동반되었는지여부에초점을

맞추어야한다. 호흡및복부진찰을통해서도역시다른질환이동반되었는지찾으려고노력하여

야한다. 피부및상하지진찰을통해간기능이상, 응고병증, 혈소판기능이상(예: 황달, 색자반, 점

출혈) 등과같은중요한전신상태를가늠할수도있다.2

3. 신경학적진찰과뇌졸중척도(Neurological examination and stroke scale scores)

신경학적검사를통해측정되는뇌졸중의임상상태는예후의강력한지표가될수있다. 이때구

체적인점수체계를갖추는것이검사의질을높인다. 특히NIH stroke scale(NIHSS)은이미전세계

적으로폭넓게사용되고있는척도이다.3,4초기NIHSS 점수는환자의예후를예측할수있는중요

한도구이다.5-7재조합조직플라스미노겐활성제(rtPA) 사용시에도초기NIHSS 점수가부작용및

예후에영향을준다.8이러한척도는비신경전문의료진도폭넓게사용할수있다.7,9 표준화된신경

학적검사를사용하는것이신경학적검사의중요부분을빠뜨리지않으면서도신속하게평가할

수있게한다. 이들점수는신경손상정도를정량화하고, 보건관리전문가사이에정보교환을촉진

시키고, 조기에예후를예측할수있게하고, 합병증의가능성, 다양한중재술에대한환자의적격

성여부를판단하는데도움을준다.10-12또한뇌졸중치료를담당하는응급실의사들이표준화된
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척도을사용함으로써뇌졸중환자를정확하게확인하고안전하게치료할수있음을보여주었다.13,14

4. 혈액학적진단검사

혈액학적진단검사를통해허혈성뇌졸중이의심되는환자에서뇌졸중과유사한증상의질환을

가진사람들을가려내고, 뇌졸중의원인규명과치료선택을위해반드시수행되어야한다. 이들검

사에는혈당, 전해질, 전체혈구계산, 프로트롬빈시간 - 국제표준화치(prothrombin time-

international normalized ratio, PT-INR), 활성부분트롬보플라스틴시간(activated partial

thromboplastin time, aPTT), 신장기능검사들이포함된다.2저혈당은뇌졸중과유사하게국소증상

을보일수있으므로뇌졸중으로오진되기도한다. 고혈당은뇌졸중의예후를나쁘게할수있다.15

항응고제를복용하거나간기능이나쁜사람에게서혈소판의수와PT-INR 검사는매우중요하고

재조합조직플라스미노겐활성제를사용하는환자에서는결과를확인하여야한다. 그러나출혈성

경향, 저혈소판증, 항응고제복용병력이의심되지않는다면, 혈액검사결과를기다림으로써재조

합조직플라스미노겐활성제치료를지연해서는안된다. 환자의개별상황에따라추가적인검사

들이시행될수있다. 

5. 기타검사들

12지심전도검사상비정상소견이급성기뇌졸중에서빈번히나타나고, 3개월사망률을예측하는

데도움을줄수있다.16심장이상은뇌졸중환자들에서흔히발견되고, 그중일부환자들은심장에

대해급성치료를요하는경우도있다. 즉, 급성심근경색증은뇌졸중을유발하고, 급성뇌졸중은심

근경색을유발하기도한다.17-20부가적으로심장부정맥이급성뇌경색후에발생하기도한다.18,19,21,22

심방세동은뇌경색의중요한원인이므로, 심장모니터링을통해심각한심장부정맥이존재하는지

찾아야한다.23

단순흉부촬영은급성기허혈성뇌졸중을가진모든환자에서시행되어야한다고많은치료지침에

기술되어있지만, 급성기뇌줄중에서진단적가치를제공한다는근거는없다.2,24뇌척수액검사는

거미막밑출혈이의심되는환자에서CT상출혈을확인할수없는경우에시행할수있다.2뇌파검사

는뇌졸중의초기증상으로경련이의심되는증상이발생하거나합병증으로경련이발생한환자에

서추천된다.25
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1. 뇌졸중을진료하는병원에서는뇌졸중을신속하게진단하고평가할수있는임상지침을준비한다.

(근거수준IV, 권고수준C)

2. 급성기뇌졸중의초기검사는신경학적검사외에호흡수, 맥박, 혈압및체온의평가를포함한다.

(근거수준IV, 권고수준C)

3. 초기뇌졸중중증도의평가척도로NIHSS의사용을권장한다. (근거수준III, 권고수준B)

4. 뇌졸중환자의기본적진단검사로전혈구계산, 혈당, 전해질, 신장기능, 프로트롬빈시간국제표준

화치(PT-INR), 활성부분트롬보플라스틴시간(aPTT) 등이포함된다. (근거수준IV, 권고수준C)

5. 임상적인심장계통진찰및12지심전도검사는모든뇌졸중환자에서시행한다. (근거수준 III, 권고

수준B)

6. 단순흉부촬영은급성기허혈성뇌졸중을가진환자에서선택적으로시행할수있다. (근거수준 IV,

권고수준C)

7. 뇌척수액검사는거미막밑출혈이의심되는환자에서CT 또는MRI 에서출혈을확인할수없는경

우에시행할수있다. (근거수준IV, 권고수준C)

8. 뇌파검사는뇌졸중의초기증상으로경련이의심되는증상이발생하거나합병증으로경련이발생

한환자에서추천된다. (근거수준III, 권고수준B)
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