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Abstract-
Purpose: This study aimed to explore the incidence, severity and risk factors of recurrent stroke after stroke

stratified by intracranial large artery stenosis (ILAS). 
Methods: This was an observational study of 693 ischemic stroke patients recruited in a medical center in

southern Taiwan. ILAS was identified by MRA. Vascular risk factors, therapeutic conditions and stroke
severity were evaluated prospectively. Risk of events was estimated by Kaplan-Meier survival analysis
and adjusted for sex, age along with all the variables of interest by Cox proportional hazard models. 

Results: The mean observation period was 1.1 year with no lost to follow up. There were 57 (8.2%) patients
suffered from recurrent ischemic stroke with 6 (10.5%) dead. Recurrent strokc rate was 2.3% within
first month after stroke, 1.5% 31-90 days, 3% 91-365 days, and 1.2% within 365-730 days. Annual
stroke recurrence was 8.6% (95%CI, 7.7-9.5). History of ischcmic stroke (HR 2.793, 1.550-5.043) and
ILAS (HR 2.193, 1.197-4.018) were associated with increased risk of recurrence. 

Conclusion: History of ischemic stroke along with ILAS related to the recurrence. Most of the recurrent
stroke was mild in severity. Possibly due to the short interval of observation, recurrent stroke was not
related to increased mortality. 
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INTRODUCTION

Stroke is the 2nd-3rd leading cause of mortality in
most developed counties since 1981 and is a major
cause of adult disability in Taiwan(1). The aim of treat-
ment after stroke is not only to lessen the sequelae of

stroke, but also to prevent further recurrence.  However,
despite all efforts to reduce the risk of recurrence, 25%
of stroke patients are reported to suffer from recurrent
stroke(2). Recurrent strokes increase the risk of disability
worsening and death(3). While acute therapy attracts
most attention with most progress, efforts to prevent
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recurrent stroke are still struggling to find better solu-
tions(3).

The recurrent stroke rate varies among different
intervals after the index event in different setting of stud-
ies and correlates to risk factors control.  Community
and observational studies offered important information
for the recurrence. However, these studies might be lim-
ited as segmentation of insurance status or multiple pay-
ers or inequality of the resources utilization for the
stroke prevention. In community and observational stud-
ies, it was reported from 1.2% to 15%(4,5), in 30 days after
stroke, 7.4% to 17.3% in 90 days(5,6), 9.3% to 11.2% in
the first year(7-9); 14.1% to 23% in the first 2 years(7,10), 6%
to 25% in 3 years(11-13), 16.6% to 30% in 5 years(2,11,14,15).
The risk of recurrent stroke over a 10-year period is six
times greater than the risk of a first-ever stroke in the
general population of the same age and sex(16,17). In well
controlled trials, recurrent stroke rate was reported as
4% in the first year, 8.4% in the 1.5 years, 9.0% in the
2.5 years and 11.2~13.1% in 5 years after minor stroke
or TIA(3,17). Due to the exclusion criteria applied, mostly
minor stroke patients recruited, and attempted control-
ling multiple risk factors in the trials, the incidence of
the recurrence might be less than expected.

Though cerebrovascular disease is abundant, less
data were available regarding survival or functional out-
come after stroke in Taiwan and Asia(18-23). Recurrent rate
within 30 months after first stroke was reported as
10.5%(24), and 12.7% within 3 years(25). From a hospital
based study, among patients hospitalized for acute
stroke, more than 40% of patients were reported to suffer
from recurrent stroke(26). However, information regarding
the control of risk factors, severity, and outcomes were
not frequently reported.

A universal national health insurance (NHI) pro-
gram, financed jointly by payroll taxes, subsidies, and
individual premiums, commenced in Taiwan in 1995.
The analysis based on this universal health insurance
system is probably immune from problems arising from
the complex setting of segmentation of insurance status
or multiple payers, such as the U.S. health care market
and neutralize the “ability to pay”. Therefore, this study
provided further information about the status of recur-

rent stroke focused on (a) describing the recurrent stroke
rate in a group of patients identified by brain MRI fol-
lowed in a medical center in Taiwan; (b) exploring the
factors related to the recurrent stroke, (c) analyzing the
territory and severity of the recurrent stroke, (d) dis-
cussing the control rate of risk factors before the recur-
rence.

METHODS

Patients recruitment
This was a prospective observational study recruit-

ing ischemic stroke patients consecutively admitted for
acute management. This study was conducted in
Department of Neurology, Chang Gung Memorial
Hospital, Kaohsiung, Taiwan. The study protocols were
approved by institutional review board of the study hos-
pital and granted by the National Science Committee,
Taiwan. The study hospital is a 2,400-bed non-profit
proprietary hospital providing medical-center- level
health care in Kaohsiung metropolitan area of Taiwan.  It
has a catchment area of approximately three million
inhabitants. There are other hospitals providing services
to stroke patients in the same area, including 2 medical
centers and 24 community hospitals.  The study hospital
is the main referral hospital for all kinds of stroke in this
area(27-29). All patients lived in the catchment area of the
study hospital and had the same financial arrangement
offered by national health insurance.

A patient will be eligible for inclusion in this obser-
vational study only if all of the following criteria apply:
1) Patients presented with clinical diagnosis of acute
ischemic stroke or TIA according to the WHO criteria.
2) Patient had adequate brain imaging performed and
results confirmed no evidence of intracerebral hemor-
rhage. 3) Patient or his/her legally acceptable representa-
tive is willing to provide written informed consent to
participate this study.

The scheduled visits of this observational study were
every 6 months after enrollment. If patients were not fol-
lowed in the study hospital, study nurses would have
telephone contacts as scheduled if interviews were not
possible. All patients were to be followed until death or
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end of this study at 31 August 2006.
Intracranial large arteries included 13 segments

assessed by brain magnetic resonance angiogram
(MRA): bilateral intracranial internal carotid arteries,
first and second part of middle cerebral arteries (MCA),
anterior cerebral arteries, posterior cerebral arteries, ver-
tebral arteries and basilar artery. MRA data were from
the Philips Gyroscan Intera 1.5T or the GE Signa 1.5T.
Three dimension time of flight was used. Usually the
image was reconstructed from 80 images insonated cen-
tered at sella and 19 images from sagital plane. MRA
criteria for the ILAS were modified from WASID(9,30).
The cutoff point of ILAS was set as ≥ 50% stenosis.
Patients were grouped as with intracranial large artery
stenosis (ILAS) or not.

Risk factors and therapeutic conditions
Risk factors and therapeutic conditions were

screened between recurrent and index event.
The initial blood pressure, glucose, and lipid were

recorded from admission records. Patients with hyper-
tension or diabetes who had not received appropriate
medications or lifestyle modification were categorized as
untreated. Previously diagnosed hypertension was recog-
nized as controlled when blood pressure was lower than
140/90 mm Hg. Diabetes mellitus was recognized as
controlled when fasting serum glucose level was lower
than 126 mg/dL or glycosylated hemoglobin lower than
7.0.

The status of dyslipidemia was determined by
patients’ past history and concurrent high serum choles-
terol concentrations, low serum high-density lipoprotein
(HDL) concentrations, high serum low density lipopro-
tein (LDL) concentrations and hypertriglyceridemia after
stroke or, by observation of a persistent abnormality of
these data 3 months after stroke and before the lipid-
lowering agents were employed. High serum cholesterol
was defined as values ≥200 mg/dL, low HDL cholesterol
as <40 mg/dL in men and <50 mg/dL in women, high
LDL cholesterol as ≥130 mg/dL and high serum triglyc-
erides as ≥150 mg/dL. These definitions were in accord
with criteria provided by the Bureau of National Health
Insurance for diagnosis of lipid disorders.

Therapies to prevent vascular events were similar to
prophylactic medical or surgical therapies used for high-
risk patients. All the treatment options and adjustment of
medication would be according to the practice pattern of
the study area and would be NOT altered by any means
from this observation study.

Recurrent stroke
Recurrent stroke was defined as: 1) a new focal neu-

rological deficit with no apparent cause other than that
of vascular origin (i.e. the deficit could not be ascribed
to an intercurrent acute illness, epileptic seizure, or toxic
effect) occurring at any time after the index stroke; or,
2) an exacerbation of a previous focal neurological
deficit, with no apparent cause other than that of vascu-
lar origin (ie. edema, brain shift, hemorrhagic transfor-
mation), occurring after the index stroke(31); 3) early
recurrent ischemic lesions were defined as new separate
lesions on follow-up DWI outside the region of the
acutely symptomatic lesion and which were not detected
on initial diffusion weighted image (DWI) of brain
MRI(32). For patients had more than one recurrent
episodes; the first recurrence is eligible for the analysis.

All suspected cases went through image studies if
available according to the practice pattern in the study
hospital. All images were confirmed by one investigator
(MHF); and uncertain cases were adjudicated by two
investigators (MHF and KCC).

Outcomes
Three kinds of outcomes were prespecified in this

study:
Location

The location of recurrent stroke was assessed as
involved an anatomic site or vascular territory different
from that of index stroke by: a) clinical diagnosis by
brain CT without further MRI examinations; b) recurrent
acute infarct lesions identified by follow up brain MRI;
or, c) clinical diagnosis if no acute lesions identified by
brain MRI. Location was identified and assessed by one
investigator (MHF). Size difference was not analyzed in
this study.
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Severity
Stroke severity was assessed with National Institutes

of Health Stroke Scale (NIHSS) based on a scale from 0
to 38 (0 = normal). Functional independence status at
admission and every 6 month was measured by Barthel
Index (BI) based on a scale from 0 to 100 (100 = nor-
mal). All measures were ascertained by one investigator
(MHF) in patients with recurrent stroke.  The impact of
the recurrent stroke was computed by the difference of
severity of the recurrent and index stroke

Mortality
Difference of the mortality rate among study period

was analyzed between patients with and without recur-
rent stroke among the study period. All mortality cases
were confirmed by two investigators (KCC and MHF)

Statistics
Independent-samples T test and Chi-square test was

used to determine any significant differences in attribut-
es studied in relation to recurrent stroke. The association
between clinical correlates and recurrent stroke time
after enrolled was analyzed with a Cox proportional haz-
ards model.  In the Cox regression, variables of interest
were forward entered the models. All significant tests
were two-tailed and differences were considered to be
statistically significant at a p <0.05 level. Log Rank test
was used to explore the difference between the percent-
age of outcome events and the existence of ILAS. Cox
regression was used to analyze the factors (including
ILAS) associated with outcomes.

RESULTS

The mean observation period was 1.1 years with 0%
lost to follow up.  Among 693 patients enrolled, 57
(8.2%) had recurrent stroke with all were ischemic type.
Among patients with recurrent stroke, 39 (68.4%) were
male. Their ages ranged from 34 to 85 (67.6 12.1)
years. CT examination was performed in 42 (74%) and
MRI in 53 (93%) for the recurrent episodes. (Table 1)

There were 16 (2.3%) patients had recurrent stroke
within first month, 11 (1.5%) 31-90 days, 21 (3%) 91-

365 days, and 9 (1.2%) patients within 365-730 days.
Recurrent stroke had occurred at a mean 172 days after
the index stroke (median 93 days, range from 8 to 659
days).  Annual stroke recurrence was 8.6% (95%CI, 7.7-
9.5).

Among those 57 patients with recurrent stroke, 4
(7%) patients had brain CT to confirm the diagnosis of
ischemic stroke; and, 53 (93%) patients had brain MRI
to confirm the diagnosis of ischemic stroke and attempt-
ed identification of the recurrent acute lesions. Among
53 patients had brain MRI for the recurrent stroke, 43
(81%) patients had MRI identified acute infarct lesions
by DWI and Apparent Diffusion Coefficient.  Patients
without MRI or without acute lesion recognized by MRI
were adjudicated by clinical presentation to define the
recurrent stroke site and involved vessels by investiga-
tors (MHF, KCC).

Among 57 patients with recurrent stroke, 43 (75%)
patients were assessed as involved in different anatomic
sites or vascular territories from the index stroke.
Among 38 patients with recurrent stroke and ILAS, the
recurrent sites were ipsilateral to ILAS in 21 (55.2%).

Stroke severity assessed by NIH Stroke Scale was
5.8 7.4 for the recurrent stroke as compared with 5.5
6.2 for the index stroke (p=0.741, paired t test).
Functional activity assessed by BI was 65.4 31.9 for
the recurrent stroke as compared with 61.5 36.2 for the
index stroke (p=0.402, paired t test). Baseline NIHSS
and BI scores were the same in patients with recurrence
or not.

The treatment before the recurrent stroke onset was
described in Table 2. The majority of patients had
antiplatelet treatment (82.5%) before the stroke recur-
rence.  Among patients with recurrent stroke, prevalence
of hypertension, DM, hyperlipidemia was 84.2%, 45.6%,
and 59.6%; the control rate was 83%, 77%, and 62%,
before the recurrence, respectively.

Demographics of patients with recurrent stroke were
demonstrated in Table 1. Among characteristics
explored, there was a higher rate of recurrence among
patients with history of ischemic stroke (HR 2.793,
1.550-5.043) and patients with ILAS (HR 2.193, 1.197-
4.018). (Table 3) (Fig 1.) The annual recurrent stroke
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Table 1. Cumulative stroke recurrence rates by demographic characteristics, selected vascular risk factors, initial stroke severity
(NIHSS), and functional level (BI)

Recurrent stroke

Characteristics Total Yes No P

N=693 57 (8%) 636 (92%)

Demographics

Age - yr 66.4 11.7 67.6 12.1 66.3 11.6 0.419

Male sex - n (%) 440 (64) 39 (68) 401 (63) 0.420

Body mass index - Kg/m2 24.5 3.5 24.6 3.1 24.5 3.6 0.921

≥ 27 150 (22) 11 (19) 139 (22) 0.778

24-26.9 233 (34) 18 (32) 215 (34)

< 24 310 (45) 28 (49) 282 (44)

Duplex - n (%)

≥ 50% 49 (8) 6 (11) 43 (7) 0.425

Uric acid - n (%)

Abnormal 67 (10) 6 (12) 61 (10) 0.777

Blood pressure - mmHg

Systolic 147.3 20.4 147.2 22.6 147.3 20.2 0.977

Diastolic 84.5 13.4 86.1 15.5 84.4 13.2 0.345

Risk factors - no.(%)

History of ischemic stroke 259 (37) 34 (60) 225 (35) <0.001

Hypertension 486 (70) 48 (84) 438 (69) 0.015

Diabetes mellitus 281 (41) 26 (46) 255 (40) 0.416

History of hyperlipidemia 278 (40) 23 (40) 255 (40) 0.970

Lipid by lab. 391 (56) 34 (60) 357 (56) 0.608

TC ≥ 200 mg/dL 295 (43) 27 (47) 268 (43) 0.487

LDL ≥ 130 mg/dL 312 (46) 30 (53) 282 (45) 0.276

TG ≥ 200 mg/dL 119 (17) 8 (14) 111 (18) 0.484

Heart disease 172 (25) 16 (28) 156 (25) 0.553

Atrial fibrillation 51 (7) 2 (4) 49 (8) 0.422

Alcohol status 122 (18) 10 (18) 112 (18) 0.990

Smoking status 239 (35) 20 (35) 219 (34) 0.921

Image characteristics

ILAS 334 (48) 38 (67) 296 (47) 0.004

Clinical characteristics

Baseline NIH stroke scale 6.7 7.1 5.5 6.2 6.8 7.1 0.160

0-6 418 (60) 40 (70) 378 (59) 0.279

7-15 200 (29) 12 (21) 188 (30)

16-38 75 (11) 5 (9) 70 (11)

Baselines BI 61.2 35.3 61.5 36.2 61.2 35.3 0.954

95-100 190 (27) 17 (30) 173 (27) 0.836

60-90 230 (33) 17 (30) 213 (34)

<60 273 (39) 23 (40) 250 (39)

ILAS: Intracranial Large Artery Stenosis.
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Table 2. Treatment before recurrent stroke

Recurrent stroke, N=57 Antiplatelets Anti -hypertensive agents Lipid lowering agents Oral hypoglycemic agents

Hypertension, N=48 40 (83) 40 (83) 25 (52) 20 (42)

Diabetes mellitus, N=26 24 (92) 23 (89) 12 (46) 20 (77)

Hyperlipidemia, N=34 28 (82) 26 (77) 21 (62) 12 (35)

Smokers, N=20 17 (85) 14 (70) 7 (35) 6 (30)

Table 3. Multivariate analysis of factors related to recurrent stroke

Models Hazards ratio (95%CI) P Value* P Value†

0.033

ILAS

ILAS (-) 1

ILAS (+) 2.193 (1.197 - 4.018) 0.011

History of ischemic stroke

No 1

Yes 2.796 (1.550 - 5.043) 0.001

Constant 0.039 <0.001

ILAS: Intracranial Large Artery Stenosis

* Hazards ratios (95% CI) for outcome events were estimated by age, gender, ILAS, body mass index, duplex, uric acid, blood

pressure, history of ischemic stroke, hypertension, diabetes mellitus, history of hyperlipidemia, heart disease, alcohol status,

smoking status, baseline NIH Stroke Scale at baseline as independent variables in the Cox regression (Logistic regression) analy-

sis: Forward stepwise

† P values: Likelihood Ratio test

Figure 1. Cumulative incidence of recurrent stroke by Cox
regression model according to TILAS groups.

Figure 2. Cumulative incidence of survival according to recur-
rent stroke.
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rate of patients with ILAS was 13% and patients without
ILAS 5% (P=0.007)

There were 6 (10.5%) patients with recurrent stroke
and 45 (7.1%) without recurrent stroke dead during the
study period.  In this study, patients with recurrent stroke
were not associated with higher mortality rates. (Fig 2.)

DISCUSSION

This hospital-based study described the recurrent
stroke rate as 8.6% annually in a group of patients fol-
lowed prospectively with milder stroke severity and
higher incidence of ILAS. History of ischemic stroke
along with ILAS related to the recurrence. Most of the
recurrent stroke was mild in severity. Possibly due to the
short interval of observation, recurrent stroke was not
related to the mortality.

There are several limitations of the study.  Due to the
mild stroke severity, the incidence of recurrence might
be less than expected. The intensive factor analyses were
limited by the small number of events identified. Even
the definition of a recurrent stroke event was
challenging(33), the distinction between a truly new stroke
lesion, anatomically remote from the index stroke, and
stroke progression attributable to the evolution of the
ischemic core into the penumbral tissues is not facile.
The stroke severity and functional level got worse after
recurrent stroke but not significant. Short follow-up
duration, small sample size and mild symptoms at first
event might partially explain to these findings. Another
potential limitation is the assumption, on our part, that
diffusion-weighted MR imaging represents a gold stan-
dard in defining stroke recurrence. Because progression
of the initial lesion was the commonest finding from our
study, it might be possible that our findings represented
the expected evolution of the infarct lesions over time.
This dilemma might be happened by chance when recur-
rent stroke happens within one month after the index
stroke.

Direct comparison between recurrent rates between
studies might not be easy. However, patients with ILAS
were at risk of higher incidence of adverse events(15,30,34).
Asymptomatic ILAS was reported to be with less inci-

dence of recurrent stroke, however our results supported
that patients with ILAS would be at higher risk of recur-
rent stroke no mater symptomatic or not(35). From our
results, 55% recurrent stroke was assessed ipsilateral to
ILAS, as compared with the 73% from WASID(34). This
discrepancy might be from the small number of recurrent
stroke patients collected but might be from the different
study design as most of recurrent stroke would be
explored by brain MRI.

A variety of factors have been previously associated
with increased risk of recurrent stroke. The most studied
is diabetes mellitus(7,12-14), and some studies reported other
independent predictors such as age(12,13), male gender(10),
hyperlipidemia(36), and smoking(8,11,37). As regard to hyper-
tension, several studies found a positive association with
stroke recurrence(4,7,8,10,36), but not always(11,14). ILAS, on
the contrary, have been consistently regarded as a nega-
tive factor for recurrent stroke, especially in Asians,
Hispanics, and African-Americans(30,38-40). The wide dis-
crepancies among these studies might be related to dif-
ferences in the duration of follow-up, study design,
inclusion criteria or qualifying criteria for a recurrent
event. Diabetes mellitus seems to be the key predictor
for recurrence in studies with observation period over 2
years(12-14). Hypertension might play an important role for
the recurrence in studies with duration less than 2
years(4,8,10,36). These findings might suggest time-specific
different risk factors for recurrent stroke between early
and late recurrences(4,13).

The mortality rate of recurrence group was not high-
er than those without recurrence in our 1.1 years follow-
up probably partly influenced by the mild stroke severi-
ty. As higher mortality in recurrent stroke patients might
be identified in later follow-up(2,16,41). Further follow up of
this group of patients might be warranted. Detail infor-
mation about the causes of the death was not available
among 45 stroke patients without recurrent stroke.
Though, vascular deaths especially the cerebral vascular
cause were most attributed cause of death after stroke,
future researches explore the death registry from
Department of Health, Taiwan to confirm the cause of
death are expected(22,23).

Though easy to use and repeatable, the velocity cri-
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teria used by TCD to ascertain the stenosis are not uni-
versal and mostly middle cerebral arteries explored, with
possible interference from the turbulent flow, inability to
make angle corrections, and acoustic windows limitation
may exist. Though DSA remains the gold standard in
diagnosing ILAS, this invasive procedure is not an
option of demonstrating ILAS in daily practice. MRA is
proved to be feasible in detecting ILAS and capable of
detecting more intracranial arteries with different
weighted imaging providing detail information and
excluding almost all non-stroke causes of stroke syn-
drome; which are not offered by any other image modal-
ities.  MRA can be included with only a few minutes of
added scan time. Nowadays, use of MRI along with
MRA is frequent in stroke management(15).

Our study contributed with a characterization of risk
factors and recurrence prevention in patients with repeat-
ed stroke episodes. Recurrence prevention after stroke
usually involves antiplatelet, anti-hypertensive agent,
oral hypoglycemia agent, and lipid lowering agent. As
82.5% of recurrent stroke patients were on antiplatelet
agent, it is obvious that drugs mentioned above failed to
prevent recurrent stroke in these patients. Further studies
are needed to obtain better prevention strategies.

In conclusion, around 8.2% patients of index stroke
experienced a recurrent stroke within two years. The risk
of recurrence was highest (6.8%) in one year after the
index stroke.

History of ischemic stroke and ILAS are the major
risk factors for recurrence. History of ischemic stroke
has long been thought of as a risk factor for recurrent
stroke. As for ILAS, in spite of the use of anticoagula-
tion and vascular risk factors modification, the recurrent
rate was persistent around 10-15% per year(30,38). Further
treatments are needed to be tested in alleviating negative
impact of these risk factors.

ACKNOWLEDGMENTS

This study was supported in part by the National
Science Council, Taiwan grants no. NSC-93-2314-B-
182A-169 and NSC 94-2314-B-182A-015.

REFERENCES

1. Department of Health EYoT. Health Statistic Annual,

Republic of China 1981-2008. Taiwan, ROC: National

Health Administration 2008.

2. Hardie K, Jamrozik K, Hankey GJ, Broadhurst RJ,

Anderson C. Trends in five-year survival and risk of recur-

rent stroke after first-ever stroke in the Perth Community

Stroke Study. Cerebrovasc Dis 2005;19:179-185.

3. Sacco RL, Diener HC, Yusuf S, Cotton D, Ounpuu S,

Lawton WA, Palesch Y, Martin RH, Albers GW, Bath P,

Bornstein N, Chan BP, CHen ST, Cunba L, Dahlöf B, De

Keyser J, Donnan GA, Estol C, Gorelick P, Gu V,

Hermansson K, Hilbrich L, Ksste M, Lu C, Machnig T,

Pais P, Roberts R, Skvortsova V, Teal P, Toni D,

Vandermaelen C, Voigt T, Weber M, Yoon BW; PRoFESS

Study Group. Aspirin and extended-release dipyridamole

versus clopidogrel for recurrent stroke. N Engl J Med

2008;359:1238-1251.

4. Toyoda K, Okada Y, Kobayashi S. Early recurrence of

ischemic stroke in Japanese patients: the Japan standard

stroke registry study. Cerebrovasc Dis 2007;24:289-295.

5. Coull AJ, Lovett JK, Rothwell PM. Population based study

of early risk of stroke after transient ischaemic attack or

minor stroke: implications for public education and organi-

sation of services. BMJ 2004;328:326.

6. Moroney JT, Bagiella E, Paik MC, Sacco RL, Desmond

DW. Risk factors for early recurrence after ischemic stroke:

the role of stroke syndrome and subtype. Stroke 1998;

29:2118-2124.

7. Hier DB, Foulkes MA, Swiontoniowski M, Sacco RL,

Gorelick PB, Mohr JP, Price TR, Wolf PA. Stroke recur-

rence within 2 years after ischemic infarction. Stroke

1991;22:155-161.

8. Xu G, Liu X, Wu W, Zhang R, Yin Q. Recurrence after

ischemic stroke in chinese patients: impact of uncontrolled

modifiable risk factors. Cerebrovasc Dis 2007;23:117-120.

9. Chimowitz MI, Kokkinos J, Strong J, Brown MB, Levine

SR, Silliman S, Pessin MS, Weichel E, Sila CA, Furlan AJ,

Kargman DE, Sacco RL, Wityk RJ, Ford G, Fayad PB.

Warfarin-Aspirin Symptomatic Intracranial Disease Study

Group. The Warfarin-Aspirin Symptomatic Intracranial

Disease Study. Neurology 1995;45:1488-1493.



261

Acta Neurologica Taiwanica Vol 19 No 4 December 2010

10. Jorgensen HS, Nakayama H, Reith J, Raaschou HO, Olsen

TS. Stroke recurrence: predictors, severity, and prognosis.

The Copenhagen Stroke Study. Neurology 1997;48:891-

895.

11. Burn J, Dennis M, Bamford J, Sandercock P, Wade D,

Warlow C. Long-term risk of recurrent stroke after a first-

ever stroke. The Oxfordshire Community Stroke Project.

Stroke 1994;25:333-337.

12. Elneihoum AM, Goransson M, Falke P, Janzon L. Three-

year survival and recurrence after stroke in Malmo,

Sweden: an analysis of stroke registry data. Stroke 1998;

29:2114-2117.

13. Hankey GJ, Jamrozik K, Broadhurst RJ, Forbes S, Burvill

PW, Anderson CS, Stewart-Wynne EG. Long-term risk of

first recurrent stroke in the Perth Community Stroke Study.

Stroke 1998; 29:2491-2500.

14. Hillen T, Coshall C, Tilling K, Rudd AG, McGovern R,

Wolfe CD. Cause of stroke recurrence is multifactorial: pat-

terns, risk factors, and outcomes of stroke recurrence in the

South London Stroke Register. Stroke 2003;34:1457-1463.

15. Man BL, Fu YP, Chan YY, Lam W, Hui CF, Leung WH,

Wong KS. Use of magnetic resonance angiography to pre-

dict long-term outcomes of ischemic stroke patients with

concurrent stenoses in Hong Kong. Cerebrovasc Dis 2009;

28:112-118.

16. Hardie K, Hankey GJ, Jamrozik K, Broadhurst RJ,

Anderson C. Ten-year risk of first recurrent stroke and dis-

ability after first-ever stroke in the Perth Community Stroke

Study. Stroke 2004;35:731-735.

17. Hankey GJ, Spiesser J, Hakimi Z, Carita P, Gabriel S. Time

frame and predictors of recovery from disability following

recurrent ischemic stroke. Neurology 2007;68:202-205.

18. Burke TA, Venketasubramanian RN. The epidemiology of

stroke in the East Asian region: a literature-based review.

Int J Stroke 2006;1:208-215.

19. Kimura K, Minematsu K, Kazui S, Yamaguchi T. Mortality

and cause of death after hospital discharge in 10,981

patients with ischemic stroke and transient ischemic attack.

Cerebrovasc Dis 2005;19:171-178.

20. Wang SL, Pan WH, Lee MC, Cheng SP, Chang MC.

Predictors of survival among elders suffering strokes in

Taiwan: observation from a nationally representative sam-

ple. Stroke 2000;31:2354-2360.

21. Han DS, Pan SL, Chen SY, Lie SK, Lien IN, Wang TG.

Predictors of long-term survival after stroke in Taiwan. J

Rehabil Med 2008;40:844-849.

22. Chang KC, Tseng MC, Tan TY, Liou CW. Predicting 3-

month mortality among patients hospitalized for first-ever

acute ischemic stroke. J Formos Med Assoc 2006;105:310-

317.

23. Chang KC, Lee HC, Tseng MC, Huang YC. Three-year

survival after first-ever ischemic stroke is predicted by ini-

tial stroke severity: A hospital-based study. Clin Neurol

Neurosurg 2010;112:296-301.

24. Wu TH, Chen HH, Lee TK. Factors affecting the first

recurrence of noncardioembolic ischemic stroke. Thromb

Res 2000;97:95-103.

25. Huang WY, Chen IC, Meng L, Weng WC, Peng TI. The

influence of anemia on clinical presentation and outcome of

patients with first-ever atherosclerosis-related ischemic

stroke. J Clin Neurosci 2009;16:645-649.

26. Liou CW, Tan TY, Lin TK, Wang PW, Yip HK. Metabolic

syndrome and three of its components as risk factors for

recurrent ischaemic stroke presenting as large-vessel infarc-

tion. Eur J Neurol 2008;15:802-809.

27. Chang KC, Tseng MC, Weng HH, Lin YH, Liou CW, Tan

TY. Prediction of length of stay of first-ever ischemic

stroke. Stroke 2002;33:2670-2674.

28. Chang KC, Tseng MC, Tan TY. Prehospital delay after

acute stroke in Kaohsiung, Taiwan. Stroke 2004;35:700-

704.

29. Chang KC, Tseng MC. Costs of acute care of first-ever

ischemic stroke in Taiwan. Stroke 2003;34:e219-e221.

30. Chimowitz MI, Lynn MJ, Howlett-Smith H, Stern BJ,

Hertzberg VS, Frankel MR, Levine SR, Chaturvedi S,

Kasner SE, Benesch CG, Sila CA, Jovin TG, Romano JG;

Warfarin-Aspirin Symptomatic Intracranial Disease Trial

Investigators. Comparison of warfarin and aspirin for

symptomatic intracranial arterial stenosis. N Engl J Med

2005;352:1305-1316.

31. Hatano S. Experience from a multicentre stroke register: a

preliminary report. Bull World Health Organ 1976;54:541-

553.

32. Kang DW, Kwon SU, Yoo SH, Kwon KY, Choi CG, Kim

SJ, Koh JY, Kim JS. Early recurrent ischemic lesions on

diffusion-weighted imaging in symptomatic intracranial



262

Acta Neurologica Taiwanica Vol 19 No 4 December 2010

atherosclerosis. Arch Neurol 2007;64:50-54.

33. Coull AJ, Rothwell PM. Underestimation of the early risk

of recurrent stroke: evidence of the need for a standard def-

inition. Stroke 2004;35:1925-1929.

34. Famakin BM, Chimowitz MI, Lynn MJ, Stern BJ, George

MG. Causes and severity of ischemic stroke in patients

with symptomatic intracranial arterial stenosis. Stroke

2009;40:1999-2003.

35. Nahab F, Cotsonis G, Lynn M, Feldmann E, Chaturvedi S,

Hemphill JC, Zweifler R, Johnston K, Bonovich D, Kasner

S, Chimowitz M; WASID Study Group. Prevalence and

prognosis of coexistent asymptomatic intracranial stenosis.

Stroke 2008;39:1039-1041.

36. Leoo T, Lindgren A, Petersson J, von Arbin M. Risk factors

and treatment at recurrent stroke onset: results from the

Recurrent Stroke Quality and Epidemiology (RESQUE)

Study. Cerebrovasc Dis 2008;25:254-260.

37. Hankey GJ, Jamrozik K, Broadhurst RJ, Forbes S,

Anderson CS. Long-term disability after first-ever stroke

and related prognostic factors in the Perth Community

Stroke Study, 1989-1990. Stroke 2002;33:1034-1340.

38. Kasner SE, Chimowitz MI, Lynn MJ, Howlett-Smith H,

Stern BJ, Hertzberg VS, Frankel MR, Levine SR,

Chaturvedi S, Benesch CG, Sila CA, JOvin TG, Romano

JG, Cloft HJ. Warfarin Aspirin Symptomatic Intracranial

Disease Trial Investigators. Predictors of ischemic stroke in

the territory of a symptomatic intracranial arterial stenosis.

Circulation 2006;113:555-563.

39. Mazighi M, Tanasescu R, Ducrocq X, Vicaut E, Bracard S,

Houdart E, Woimant F. Prospective study of symptomatic

atherothrombotic intracranial stenoses: the GESICA study.

Neurology 2006;66:1187-1191.

40. Sacco RL, Kargman DE, Gu Q, Zamanillo MC. Race-eth-

nicity and determinants of intracranial atherosclerotic cere-

bral infarction. The Northern Manhattan Stroke Study.

Stroke 1995;26:14-20.

41. Wong KS, Li H. Long-term mortality and recurrent stroke

risk among Chinese stroke patients with predominant

intracranial atherosclerosis. Stroke 2003;34:2361-2366.


