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Hong Kong Population

> A Special Administrative Region of China

> End 2009: [figures of 1991 in brackets]
% Resident population = 6.82 million
“Median age = 40 (31) years
< M:F = 8.86:10 (10.4:10)
%+ 95% ethnic Chinese
“»More than primary school education: 74.5% (62)
+» Professionals/administrative: 33% (23)
+»Median monthly income: US$1,280 (660)
+»Median household income: $2,240 (1,270)
“»*Mean household size: 3.0 (3.4)
«* About 70 neurology: 30 in private practice




Cerebrovascular Disease in
Hong Kong Chinese

C.Y. Huang, MB, BS(HK), FRACP, F.L. Chan, DMRD, FRCR, Y.L. Yu, MD(HK),
FRCP(Edin), E. Woo, MB, BS(HK), MRCP(UK), and D. Chin, MB, BS(HK), FRACP

Our prospective study of cercbrovascular disease in Hong Kong confirms a previous clinical
impression that stroke in the Chinese has a pattern different from that in Caucasians. We
studied 540 patients (aged 20-70 years) with stroke. Computed tomography or autopsy was
obtained in 86.1% and showed an increase in the proportion with lacunar infarction,
striatocapsular infarction, and parenchymal hemorrhage relative to the frequencies in Cauca-
sians. This increase in the incidence of cerebral hemorrhage occurs not only in semicomatose
and comatose patients but also in alert patients (16.9%) and those with a lacunar syndrome
(12.5%). Our findings suggest that cerebrovascular disease in the Chinese selectively affects
small vessels, causing lacunes and hemorrhages. In future community studies on stroke
prevalence, researchers should be cautions about interpreting similar prevalence rates as
reflecting similar risk factors or pathologies. (Smoke 1990;21:230-235)

Huang et al, St 1990

»Mean age 58.9 yr; M:F 1.3:1.0
>1S 50% (lacunar syndrome 43.3%)
»ICH 30.6%

»SAH 3.7%

»Others 15.7%

~1S: cortical 25.6%, subcortical 9.6%,
lacunar 30%, posterior fossa 5.6%

> Pattern different from Caucasians

Hospital Stroke Registry
» Standardized & prospective collection of
important information from stroke patients:
“*Number of stroke admissions
“Types and subtypes of stroke
“Age and gender
“Stroke onset and delay in admission
“Risk factors
“+Use of antithrombotics
< Stroke severity
“»Laboratory results
“»Short-tem outcome

Huang et al, Stroke 1990

»1 April 1984 to 31 March 1985

»540 Chinese aged 20-70 admitted to
Medical Unit of Queen Mary Hospital

»CT in 80.2% (within 3 d in 53.4%, 4-7
din 18.7%, 2-3 wk in 23.3%, >3 wk in
4.6%)

»Autopsy in 5.9%




Kay et al, Neurology 1992

»Shatin Stroke Registry; 1989

»860 patients admitted to Medical
Dept of Prince of Wales Hospital,
including 31 TIA, 27 SAH, 12 tumor,
8 other diagnoses, 5 non-Chinese

| >777 (90.3%) Chinese with IS or ICH

»CT in 95.5%

Kay et al, Neurology 1992

»30 d fatality rate 25.4% (20.5%
cortical/subcortical IS, 2.1% lacunar
IS, 22.2% posterior fossa, 42.6%
supratentorial ICH, 56.5%
infratentorial ICH)

| ~HT 44.5%, DM 15.3%, cardiac

disease 11.6%, previous stroke

15.2%

gistry in Hong Kong

Kay et al, Neurology 1992

»Mean age 69.5 yr; M:F = 1:1
>1S 68.4%

»1S: 64.3% cortical/subcortical, 27%
lacunar, 8.5% posterior

»ICH 27.1%

i >~ ICH: 89.3% supratentorial, 10.7%

infratentorial
»>Uncertain 4.5%

Early Hospital Stroke Registry
>|S 50-68%
>ICH 27-31%
>»SAH 4%
> Cortical/subcortical IS 35-64%
»Lacunar IS 27-30%
> Posterior fossa IS 6-9%
»Supratentorial ICH 89%
> Infratentorial ICH 11%
> Risk factors 10-45%

» Started in October 1996

»Common database for PYNEH &
RH (two other regional hospitals on
Hong Kong Island)

»Included data from PYNEH & RH
from April 2004 to December 2005;
plus a blood sample for DNA and
serum

»Incorporated into hospital protocol
since December 2008




Hong Kong Island Strake Databank@ Ref# RIQR (no.)_199% (yr)
G label Gum label
(Address) (Bar eode) . In-Hospital Outcome
NIHSS score: After admission = Upon discharge =
O Deteriorated; worst on days post-stroke with NIHSS score =
Complications: [0 seizure O constipation O haemeorrhagic transformation
o , O pneumonia (0 UTI O GIbleed O DVT QOfall 0O bedsore
(Please tick, circle, delete and fill as appropriate) O died @__mm_ ) 0 depression
O others
1. Clinical Process Cenre Dpvven W gum D pu Barthel index: Upon discharge = (Before admission=___)
Omset of symptonss: dd___nun vy Tame _ - Y Upon waking
O Emergency case - amval 1o AED. dd_ man_ yy_ Tune _ .
5 Clinical admission  or U Transfer in - admission date: dd s __yy
Amivil mediclward:dd__ oy Tome TUPON DISCHARGE OF PATIENT PLEASE KEEP IN WARD
O TimeofCTbrin:  dd__mm_ yy_  Time __: _ FOR NEUROLOGY REGISTRARS TO COLLECT
- O Agrival 1o stroke umitnewro bed dd En ¥ Tune -
] O Duuration of stay in stooke wnvoswro bed: ___ days
O Discharge / death / transfer out M “om v ©Division of Neurology, Department of Medicine, Queen Mary Hospital
O Convalescent stroke bed U Comvalescent non-stroke bed (last modified: February 1999)
O Ambulatery rehabalitation ward O Day rehablstatson
O Home O Dned
0 Old aged home O Nursing home
U Transfer to penatnes Transfer to neugosurgery
O Transfer w orthopasdic surgery O Tramafer to surgery
0 Other disposal

antiplatelet AsATictaCpg/supers O antic
thrombolysis wTPamTPASKUR Oner,

Management
[m} S
0 mannitol/glycerolboth O neurosurgical intervention
a
a
o
=
a

4. Clinical Database GI prophylaxis AntacidH2APPISucral others O iv fluid o NG feed ( __ day)

Handedness: Or OL O ambidextrous O unknown antihypertensives in the 15t 3 days [ urethral catheter
Side of neurological deficits: CR Op Oboth O unknown others
Stroke subtype on discharge haemodynanic momtoring - [ ivasive B
Ocr O T4C] (total anterior) O PACH (partial anterior) 0 POCI (posterior) mechanical ventilation — due to [ CNS disease progression | others

O L4CT (lacune): O PMH O PSS OSMS O AH OCHD O others
Investigations (Write "p” in box if pending )
CcT

0 ICH O supratentorial O posterior fossa o normal abnormal
O anticoagulat IMwERsorro [ thrombolysis nTeamTea sk O CTFU Y normal U abnormal
0O ruptured aneurysm CTAVM [ amyloid angiopathy [ others O CTA O pormal O abnormal
U MRI O normal O abnormal
O SAH: O mptured aneurysm  (JAVM O others O MRA U normal O abnormal
O Duplexd normal O abnormal
O TIA/RIND:  duration brs; vascular territory (if known) O TCD O normal O abnormal
N N O DSA O normal O abnormal

1 [ History of CVA ; details 1 O Echo O normal O abnormal (TTE/TEE)
O History of TIA - details OPM O normal O abnormal
Risk factors g HT QDM gIHD QAMI (6 weeks) Qsmoking [ drinking QPVD O Others O normal O abnormal

O tlipid ] AF [ valvular disease [ family Hx [Jothers FBS = : Total Chol = :Tg :LDL-C= ;HDL-C=
TC-HDL Ratio = SHbAIC= SESR=

Additional Information

@ Affix Patient Gum Label

HKWC [ Queen Mary Hospital
Comprehensive Acule Stroke Centre: Clinical Pathway UnCx - ALOS: 245d
Specialistin-Charge: | Case Medical Otficer | mRS Prior to Admission;
Diate of Discharge: Place of Discharge mRS at Dischargs:
Drug [ Food Allergy; T Notknown [ Nol Yes
Principal Diagnosis: ] kschemic Stroke (15) T (ICH) T Subaras {SAH)

O Transient ischemic Attack (TIA) T Other Diagnosis:
Risk Factors: “HT / DM J IHD | A%

=fuk | Smking | Alpaholic | PAD | Hypedigiamia | AF | VHD | CHE ( Famiy History sercutar Dranage | KEPMoSr

108 Eviktuation | Aneuryam CHpeng

m—

TIA {141 15 Management

M Ward 25 Bactap




Accident & Emergency Department Affix Patient Gum Label

Screening for Acute/Recent Stroke or Recent TIA (tick & enter as appropriate)
Last time known to be symmom free Date idd-mrn.yyyy) ; Time (hh:mm)
Sudden onset of focal *r speech/lar yivisual
Symploms suggest loss of functions (i.e neqawe symptoms)
Symp!oms presenl <?2 h (for TIA duratmn = min}

Not p den or wh bound (MRS <4; mRS =

Mo history of seizures or epilepsy
CBC/PTINR/APTT/RGILFT/RFT, ECG; setup IV access
Random blood glucose 3 to 23 mmolL (RG =
Net attributable to an alternative diagnosis

Delete as appropriate

mmoliL)

ooooooooo

O Known time of anset or last time known bo be fine hh:mm
O NIHSS score >=2 (NIHSS =
O Mot previously bedridden or wheelchair bound (MRS <4; )
O Absence of a diagnosis mimicking stroke

O Mo sign of blood or tumor on brain CT / MR

1 Onset >=8 h l Onset 3-0he g Omset<3h
DOspirin 80-180 mg QD D Check ist for mechanical thrombactomy DO Chaci list for IV TRA
ONeurcobservation CConsent for mechanical thrombectomy CiConsent for IV TRA
osT D Check BF CCheck BP
oPT DO Neursobservation O Neurocbservation
oot ¢
O Dietitian

Compret Acute Stroke Centre

[Recent Transient Isch Attack|
Recent TIA
DOnset <72h (ddimmiyy) (hnomm)

CAntiplatelet tharagy

D Anticoagulation

D Control risk faciors
DIABCD scare | )

ABCD2 Score
Age (yr)

E_Hﬂm (minj:

O 1if>=60; O 0 <BD
O if SBP >140 andior DBP >=00 mmHg: O 0 if SBP <=140 and DBP <50 mmHg
O 2 if weakness, O 1 if speech; O 0 if others

O 2if==60; O 1 10-50; O 0 if <10 (actual ]

O 1if yes for DM; O 0 if no for DM

Key History Physical Examination
(tick & enter as approgriate) (tick if examined & enter the abnormal findings)
* Delete as appropriate
Recent events (dd/mmiyyyy) O Airwar
Toke O Breathing
OTIA O Circulation
MI OPulse os(lrnEt'ry
O Trauma OT
O Surgery O Trauma or senzure
O Bleeding O Carotid bruit
O Heart failure
Comorbid diseases oer
CHypertensicn O RhyThm
DM O Bleeding tendency
O Height ©m [ esimaled measured)
Use of medications O Weight kg (“estimated/measured)
OAnticoagulants O Waist circumierence cm
Olinsulin O Other
OAntihypertensives

(Other History / Physical Findings:

Check-list for IV TPA

Check-list for Mechanical Thrombectomy #

Diagricsis of probabile ischemic stroke
NIHSS score a2
Neurological signs not cleanng spontaneausly
MRS <4 prior 1o this admission
Caution exercised if NINSS >20
ot suggestive of SAH
Onset <3 h upon commencement of IV TPA
Ne head trauma or prior strake In previcus 3 months
No myacardial infarction in previous 3 months
No gastrointestinal or urinary tract hemorhage in
previous 21 days
o major surgery in previous 14 days
o arterial punciure at a noncompressitie sie in previous
7 days
e history of previous intracranial hemarhage
Blood pressure not markedly elevated (systolic <185
mmig and diastolic <110 mmHg)
No evidence of active bleeding or acute frauma (fracture
et on oral anticoaguiant or. if anticoagulated. INR <=1.7
It receiving heparin in previous 48 h. APTT must be
normal
Piatelet count == 100,000 cu mm
Blood ghicose >=2.7 mmollL
o seizure with postictsl resigual neurologica
Imparments

T does not show hypadensity > 1/3 cerebral hemisphare
et pregnant
Pabent and famdy members understand the potential
risks and tenefits from treatment
Consent avaiable

0O 000 000 ooo 00 OO0 oooooooooo o

0 ODoo OoO0ooo 00 O000o00DoooooDoooolQ

Dlagnesis of probatie ischemic sioke

NIHSS scare >=8

HNeurclogical signs nat clearing spontaneously

MRS <4 prist 1o this admission

Caution exercised if NIHSS >20

Hot suggestive of SAH

Ha aligible for [V TPA

Recent major surgery

Large extra- of intra-cranial anery occlusion
Absence of >50% stenosis of proximal arery
Interventionalist & anglo. room / cath. lab. available
Onset 3-9 h upen commencement of thrambectorny
Known hemorhagic diathesis

Known coagulation factor deficiency

Blocd pressure not markedly elevated (systolic <185
mmkig and diastolic <110 mmkg)

Nt on oral anticoagulant or, if anticoagulated, INR <=3.0f
if recelving heparin in previous 48 h. APTT <2 times of
normal

Platelet count ==30.000 cu mm

Blood ghucose >=2.7 mmoll

Severe abergy o contrast media

Ho selzure with postictsl residual neurological
impairments

€T does not show significant mass effect

Hot pregrant

Life expectancy <3 months

Patient and family memters understand the potential
risks and benefits from treatrnent

Consent available
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Clinical study

Hong Kong patients’ knowledge of stroke does not
influence time-to-hospital presentation
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Abstract

Cireadian variation of onsat of transient ischaemic altack
{TIA) or stroke during four 8-hourly periods starting from
midnight was studied in Hong Kong Chinese patients
admitted to a regional hospital between October 1996
and July 1999, The onset was classifiakle into one of the
6-hourly periods in 832 of 905 patients; patients with
unclassifiable onset ware more likely to have lacunar
infarct and less likely to have intracerebral haemorrhage
[ICH. There was a significant circadian variation of onset
in all strokes and TIA, TIA alone, ischaemic stroke (IS},
ICH and different 1S subtypes. The risk of onset was
greatest between 6 a.m. and noon for IS or TIA, but
between noon and & p.m. for ICH. There was no differ-
ance in the circadian vanation batween patients with and
without prior TIA or stroke. This hospital-based study
revealed a significant circadian variation of onset in dif-

faerent types and subtypes of stroke,
e Capyright® 2001 5. Karger AG, Besel

Original Paper

Cerebrovasc Dis 2002; 14:122-128

Sexual Functioning in Chinese Stroke
Patients with Mild or No Disability

Raymond T.F. Cheung

Division of Neurslogy, University Departmert of Medicine, University of Hong Kong, Gueen Mary Hasgital,
Hong Keng, PR, China

Cercbrovascular
Diseases

Circadian Variation of Stroke Onsetin

Original Paper

Cerebrovasc Dis 2001,12;

Hong Kong Chinese:
A Hospital-Based Study

Raymond T.F. Cheung Windsor Mak K.H.Chan

Bivieinn of Moural

ay. Univargity

Pokfulam, Hong Kong

of Madicineg, The University of Hong Kong, Oueen Mary Hospital,

Characieristics

Mean age=5SD, vears
Male sex

History of TIA/stroke
Hypentension
Dryslipidacmia

Adral fibrillation
Ischaemic heart disease

Classifiable onset

Une

(832 patients)

137(16.5)
LIO{13.2}

(73 patients)

}
5 (65.8)

pl

07702

Peripd
MNIHSS on admision = 5D
TACTar PACT

75(9.0)

Valvular heart discase s 000y

114} 7360
5960 0.0003
19 (26.00
IT{50.7)

(110} 0.7335
7(9.6) D.0260
{00y 06745

Yalues in parentheses are percentages. NIHSS = National Institute of Healih Stroke

Seale

Comparing between the two groups using two-tailed Student's £ lest org? test,

Abstract

This study was conducted to assess the effects of stroke
on sexual functioning of patients with mild or no disabili-
by and to explore the associations of clinical and psycho-
=ocial factors with post-stroke changes in sexual func-
tions, Consacutive stable Chinese patients wers invited
1o complate a self-administered questionnaine concsm-
ing thair pre- and post-stroke sexual functions and hab-
its. Results from this cohort of 63 men and 43 women
revealed a post-stroke decrease in libido, coital frequen-
oy, sexual arcusal, orgasm and ssxual satisfaction in
Sd.3%, 43.8%, 25.0% fwomen) o 51.6% (men), 20.0%
fwormen) to 45.9% (men) and 28.6% of patients, respec-
tively, Logistic regression indicatesd urmwillingness for
=z and a beliel in an adverse effect of stroke on sexuality
as explanatory factors for decreased sexual satisfaction.
Thus, s=cual dysfunctions are commeon in Chinese stroke

patients with mild ar no disability.

Coprright © 302 5 Kargar AG, Basal



Use of the Original, Modified, or New Intracerebral
Hemorrhage Score to Predict Mortality and Morbidity After
Intracerebral Hemorrhage

Raymond Tak Fai Cheung, MBBS, PhD; Liang-Yu Zou, MBBS, MPhil

Background and Puspose— A simple clinical seale of intracerebral hemorrhage (ICH), comprising the Glasgow Coma
Scale score, age, infratentorial origin, ICH volume, and intraventricular hemorthage, was recently shown to predict
30-day monality. We studied how well the ariginal ICH Seare would predict morbidity and mortality and determined
whether medification would improve the predictions.

Methods—Patients admitied to a regional hospital with acute ICH in 1999 were reviewed. Independent predictors of
montality or good outcome (modified Rankin score =2) at 30 days were identified by logistic regression to devise a new

ICH Score for comparizon with the ariginal Score. A modified Score was created by substituting National Institutes of

Health Stroke Scale (NIHSS) for the Glasgow Coma Scale

Results—The mortality rate was 229, andl 33% had good cutcome. Independent factors for mortality were high NIHSS
scare, inmventricular hemorhage, subarachnoid extension, and narrow pulse pressure, Independent factors for good
auteome were low NIHSS score and low admission temperature, Far all ICH Scores, no patient had a maximum score
of 6, Culoff values of =3 and <3 provided the best Youden's index of disgneatic test in all ICH Seercs for mortality
and good oweome, respeetively. The original and modificd 1CH Scores predict mortality equally well. The new and
medlified ICH Scares are slightly better for prediction of gaod outsome

Conclusions—All 3 1CH Scores arc simple clinical grading scalcs. s reliable predictors of good outeome and/or mortality
they are useful in clinical research studies and standardization of clinicnl protocols. (Seroke. 2003;34:1T17-1722)

Key Words: cerebral hemomhage m intmeerebral hemomhage m outcome w prognosis m stroke assessment

CASC at HKWC (QMH)
Implemented on 16 December 2008

Protocol-driven acute stroke care
management during office hours

Direct admission from AED

Priority screening of acute stroke patients at
AED

Neurology medical staff informed by AED
Urgent CT brain prior to admission

Extended hours of screening for direct
admission since 16 September 2009

,C at HKWC from Mid Dec 2008 to
Mid Dec 2009 (12 months)
> Average LOS in CASC: 2.17 days
> Average LOS in neurology bed: 5.04 days
> Door to CT time: 45.9 min (10-204 min)
> CT to ward time: 27.2 min (6-97 min)
> IV rtPA: 20 patients (18.34%)
> IMPACT 24: 7 patients (6.4%)
> DIAS 3: 4 patients (3.7%)
> Door to needle time: 91.4 min (20-296 min)
> Within 60 min (3), 61-90 min (9), 91-120
min (4), 121-150 min (3), >150 min (1)

@ Original ICH Score and 30-Day Outcome

——
rignal 1cH score

Modified ICH Score and 30-Day Outcome

12 s
Modied ICH Score

New ICH Score and 30-Day Outcome

d Dec 2009 (12 months)

> Dedicated CT scanner at AED: 3 September
2009

> Direct admission via AED: 104 acute stroke
patients

» Expeditious transfer from general call wards:
5 acute stroke patients

> Total CASC admissions: 109

> 13 patients not admitted because all beds
occupied (3), admission criteria not met (5)
or outside admission time frame (5)

t HKWC from Mid Dec 2008 to
Mid Dec 2009 (12 months)
> Average LOS in CASC: 2.17 days
> Average LOS in neurology bed: 5.04 days
> Door to CT time: 45.9 min (10-204 min)
> CT to ward time: 27.2 min (6-97 min)
> IV rtPA: 20 patients (18.34%)
> IMPACT 24: 7 patients (6.4%)
> DIAS 3: 4 patients (3.7%)
> Door to needle time: 91.4 min (20-296 min)
> Within 60 min (3), 61-90 min (9), 91-120
min (4), 121-150 min (3), >150 min (1)




“To neurosurgery: 6

“Died: 6

lid Dec 2009 (1
» Outcome of 109 patients
+B7 ward: 5
“Home: 31
“Transfer out: 4

“To TWH for rehabilitation: 49
«+To other convalescent beds: 8

> 9 IV rtPA-treated patients: 4 points or more
improvement in NIHSS
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Epileptic seizure after stroke
in Chinese patients
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Objectives

Using the National Institutes of Health Stroke Scale
i ¢ 1 ¢ (NIHSS) to predict the mortality and outcome of
patients with intracerebral haemorrhage

| CME|

To imvestigate whether the National Institutes af Health
HSS) can be used 1o predict mostality and
come in patients presenting with intracerebral

Retrospective study of a prospectively collected cohort
Regional hospital, Hong Kong,

et of 359 patients presented to our hospital from 1996 to
2001 with thelr first-cver stroke and intracerebral hacmorrhage.
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The sensitivity and sf af the NIHSS with a cut-off paint af
redicting mortality 4130 days and 3 years, and a fvourable

peal outcome at % ywars.

s

A total of 359 patients were available for analysis and were
divided into three subgroups according Lo the site and the sice
day mortality with
The NIHSS can
and a specificity
n predicting ivourable functional outcomes a1 5 years,
the NIHSS had a sensithvity of 98% and a specificity of 16°

Tha NIHSS perioemod on admission can he wsed o predict
moetality at 30 days and 5 yoars as well as favourable functional
outcome at 3 years, all with an acceptable sersitivity and
specificity

CM Cheung, 3880
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CNLee E2W
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Objectives
Design
Setting

Patients

Main outcome naeastines

Rests
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OMH Stroke Registry

»0Oct 1996 to Dec 2003 (7.25 yr)

5,588 patients

3,000 M & 2,588 F (M:F=1.2:1.0)

“Mean age: 70.5 yr

“*Mean NIHSS upon admission: 8.96

*1S: 70%

“ICH: 17%

*»SAH: 1%

STIA: 12%
»2004 to 2008 (5 yr): 5,178 patients
»2009: 897 patients

Hospital Stroke Registry
»Improve the care of acute stroke
patients

»Support development of standardized
management protocol

> Facilitate audit of stroke care

»Facilitate implementation of acute
therapy

| > Facilitate review of stroke patients

»Facilitate selection of patients by
stroke types and subtypes

»Facilitate research projects

Conclusions

Thank You




