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1Clinical Signs of Neonatal Stroke

Neonate (< 28 days of life) presents with clinical signs? of stroke. . L !
Neonates typically present with seizures during

the first 72 hours of life (65-94% depending on
stroke type).
Other signs might include:

e Poor feeding e Apnea

e Hypotonia e Encephalopathy

Complete i 2 Labs for Evaluation
continuous video Selfz.ure(il)? —YES
EEG (CVEEG). contirmeds | CBC with differential (CBC-d)
CMP

Follow Children’s CRP

Seizure (NICU) Clinical Type and screen o
Pathway. DIC panel (PT/PTT, Fibrinogen, INR)

3 High Risk for Recurrent Strokes

Clinically
stable and MRI
available/
feasible?

Complete non-contrast Brain
MRI including TIWI, T2WI, DWI
and SWI sequences.

Patient history of:

e Known congenital heart disease

e Other known genetic/metabolic conditions

with increased stroke risk
Family history of:
NO e Thrombophilia
e Thromboembolic event:
¢ e AIS or Ml at < 50 years of age
> 3 miscarriages

)

Maternal history of stillbirth
VTE in 1%t degree relative

Stroke Consider Cranial US or non-contras
confirmed? Head CT to evaluate for stroke.

4 Contact information

Consulting for Acute Management:
e Transfer Center: 404-785-7778
NICU Transfer:
Continue to monitor, and Stroke e Scottish Rite NICU: 404-785-5160
consult Children’s Neurology confirmed? e Arthur M. Blank NICU: 404-785-6600
as needed. Outpatient Scheduling:
o Neurology: 404-785-2046
e Neurosurgery: 404-785-2900
e Hematology: 404-785-1200

Begin Acute Phase Management

and order labs 2.

e Consult Children’s Neurology * to initiate treatment plan based on stroke type Hemorrhagic
e Consider cvEEG and Brain MRI if not already completed. J

Thrombotic

All Thrombotic Stroke Types Acute Hemorrhagic Stroke (AHS)
*Does not include intraventricular hemorrhage (IVH) or

Do NOT administer TPA. periventricular hemorrhagic infarction (PVHI)
Consider transfer to Children’s 4 for MRA/MRYV and Neurology evaluation if risk for Do NOT administer anticoagulants.

hypercoagulability. Consult Children’s Neurosurgery 4 to determine need for

Obtain Placental pathology if available. MRA/MRYV for any venous or arterial abnormality and/or
Consider infectious work-up, including a lumbar puncture and empiric antibiotics. need to transfer for further evaluation and treatment.

Obtain Placental pathology if available.
Acute Ischemic Stroke ( AlS) Cerebral Venous Sinus Thrombosis (CVST) Consider administering Vitamin K.
e Obtain Transthoracic Echo. Consult Children’s Hematology * for Measure ht_ead uccumference daily. '
e Consider US of extremities with existing recommendations regarding anticoagulation Consult Children’s Hematology * for recommendations
central line for source of clots. and hematologic work-up. regarding hematologic work-up.
l Consider MRV in 5-7 days to assess for clot

propagation.

High risk Consult Children’s Hematology * for Beyond Acute Phase Management
for recurrent recommendations regarding starting
strokes 3? anticoagulation and hematologic work-up. Schedule follow-up in 4-6 weeks with Children’s outpatient
Vascular Neurology (Stroke) or Neonatal Neurology clinic.
Early Intervention (PT/OT/SLP) referrals
>[ Anticoagulation therapy is Follow up with Children’s Developmental Progress Clinic.

not recommended. Cerebral Palsy, Physiatry and Orthopedic outpatient
evaluation.

J

This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s.
This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner circumstances. It does not represent a professional care standard governing providers'
obligation to patients. Ultimately the patient’s physician must determine the most appropriate care. Children’s Healthcare of Atlanta is not responsible for any errors or omissions in the clinical pathways or for any outcomes a patient
might experience where a clinician used a pathway in the care for that patient. © 2025 Children’s Healthcare of Atlanta, Inc.
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