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Abstract
Background: Stroke is the 4th leading cause of death and 1st leading cause of disability in Singapore.
However the information on long-term post stroke outcomes for Singaporean patients was limited. This study
aimed to investigate the post stroke outcomes of 5-year survival and rehospitalization due to stroke recurrence for
hemorrhagic and ischemic stroke patients in Singapore. The outcomes were stratified by age, ethnic group, gender
and stroke types. The causes of death and stroke recurrence were also explored in the study.
Methods: A multi-site retrospective cohort study. Patients admitted for stroke at any of the three hospitals in the
National Healthcare Group of Singapore were included in the study. All study patients were followed up to 5 years.
Kaplan-Meier was applied to study the time to first event, death or rehospitalization due to stroke recurrence. Cox
proportional hazard model was applied to study the time to death with adjustment for stroke type, age, sex, ethnic
group, and admission year. Cumulative incidence model with competing risk was applied for comparing the risks of
rehospitalization due to stroke recurrence with death as the competing risk.
Results: Totally 12,559 stroke patients were included in the study. Among them, 59.3% survived for 5 years; 18.4%
were rehospitalized due to stroke recurrence in 5 years. The risk of stroke recurrence and mortality increased with
age in all stroke types. Gender, ethnic group and admitting year were not significantly associated with the risk of
mortality or stroke recurrence in hemorrhagic stroke. Male or Malay patient had higher risk of stroke recurrence
and mortality in ischemic stroke. Hemorrhagic stroke had higher early mortality while ischemic stroke had higher
recurrence and late mortality. The top cause of death among died stroke patients was cerebrovascular diseases,
followed by pneumonia and ischemic heart diseases. The recurrent stroke was most likely to be the same type as
the initial stroke among rehospitalized stroke patients.
Conclusions: Five year post-stroke survival and rehospitalization due to stroke recurrence as well as their
associations with patient demographics were studied for different stroke types in Singapore. Specific preventive
strategies are needed to target the high risk groups to improve their long-term outcomes after acute stroke.
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Background
Stroke is one of the leading causes of mortality and
morbidity in developed countries [1]. Stroke survivors
often face ongoing high risks of mortality and stroke
recurrence. Stroke patients and their families are concerned
about the patient’s long-term post-stroke outcomes and
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therefore seek information that will enable them to
make short and long-term plans and rational decisions
[2]. Such information is also of interest to health care
planners and providers [3,4]. The long-term survival
and recurrence after stroke was widely studied, but the
results were with great variation [5-16]. The reported
relationships between patients’ demographics and the
long-term post-stroke outcomes were also not consistent
[17-25]. Majority of the studies were conducted in western
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population. Few comparisons have been made amongst
Asian ethnic groups within the same geographical region.
Stroke is the fourth leading cause of death and
hospitalization, as well as the first leading cause of long
term disability in Singapore, especially in the elderly
[26,27]. The prevalence rate of stroke in the Singapore
population is about 3.7% amongst adults 50 years and
above [28-30]. The prevalence rate is about 7.7% among
adults aged 65 and above [28-30]. However, information
regarding long-term post-stroke outcomes is scarce.
Therefore this study aimed to firstly study the 5 year
post-stroke outcomes of survival and rehospitalization
due to recurrent stroke and their association with patient
demographics in Singapore population; and secondly to
study the causes of mortality for died stroke patients
and the types of recurrent stroke for rehospitalized
stroke patients.

Methods
This is a multi-center retrospective cohort study. Patients
who were admitted to any one of the three tertiary public
hospitals in the National Healthcare Group of Singapore
from year 2000 to year 2004, with a primary diagnosis
of stroke (Ischemic Stroke [IS], Intracerebral Hemorrhage
[ICH], or Subarachnoid Hemorrhage [SAH]), were
included. The three study hospitals served about 40%
of Singaporean population. Study patients’ data were
extracted from the hospitals’ administrative databases,
which store patients’ demographics, admission and discharge dates, diagnoses, movement and treatment during
hospitalization. Stroke presentation was identified by
the primary ICD-9-CM codes (International classification of diseases, ninth revision, clinical modification) of
430 (Subarachnoid Haemorrhage), 431 (Intracerebral
Haemorrhage), 433 (Occlusion and stenosis of precerebral
arteries), 434 (Occlusion of cerebral arteries), 436 (Acute,
but ill-defined, cerebrovascular disease). Patients who were
not Singapore citizens or permanent residents were
excluded from the study as they were likely to be lost
to follow-up. All study patients were followed up for 5
years from the admission day of their index hospitalization
by tracing their electronic records. Patients who were
readmitted to other hospitals other than the three study
hospitals were lost to follow-up in this study.
Index hospitalization for stroke was defined as the first
hospitalization during the study period with a principal diagnosis of stroke. Rehospitalisation for recurrent
stroke was defined as the 2nd hospitalization with a
principal diagnosis of stroke subsequent to the index
hospitalization.
The variables studied were admitting year (2000–2004),
age, gender, ethnicity (Chinese, Malay, Indian or others)
and stroke subtypes (SAH, ICH or IS). The main outcomes of the study were 5-year survival and stroke
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recurrence, which were respectively defined as survival
days from index admission date to date of death), and days
from date of index admission to date of rehospitalization
due to recurrent stroke.
Patients’ demographics of age, gender, ethnicity, and
admitting year of the three stroke subtypes were compared
using univariate tests. Kaplan-Meier analysis was applied
to compare the cumulative incidence of death in 5 years
among the patients of the three stroke subtypes. While
cumulative incidence analysis with competing risk [31]
was applied for hospitalization due to recurrent stroke.
Cox proportional model was applied to study both the
unadjusted and adjusted relative hazard ratios of mortality
in 5 years for all the stroke subtypes. The variables
adjusted in the models were age, gender, ethnic group
and admitting year. Fine and Gray competing risk model
[32] was applied to estimate both the unadjusted and
adjusted hazard ratios of hospitalization due to recurrent
stroke in 5 years with death as a competing risk. The
variables adjusted in the models were age, gender, ethnic
group and admitting year.
The study was approved by the National Health Group’s
research ethics committee, Domain Specific Review Boards
(DSRB). All analyses were conducted using STATA version
11 (Stata Corporation, College Station, TX). Statistical
significance was taken as p-value less than .05.

Results
Totally there were 12,559 stroke patients included in the
study. Of them, 9,554 (76.1%) were IS, 2,439 (19.4%)
were ICH, and 565 (3.8%) were SAH. Overall, 58.3% of
the patients survived after 5 years, 15.7% of them were
rehospitalized due to recurrent stroke. 55.2% of SAH,
55.4% of ICH, and 59.2% of IS patients survived for 5
years. 4.8% of SAH, 8.9% of ICH, and 14.6% of IS
patients were re-hospitalized due to recurrent stroke in
the 5 years.
Table 1 shows patient characteristics of age, gender,
ethnic group, admitting year, the proportions of mortality
and stroke recurrence in all the three types of stroke
patients. The patients were predominantly Chinese (81.2%),
Malay (10.6%), Indian (5.5%), and other ethnic groups
(3.7%) made up the rest of the sample. The ethnic
distribution within the national population at the start of
the study was 76.8% Chinese, 13.9% Malay, 7.9% Indian
and 1.4% other ethnic groups [11]. There were more males
than females (54.0% vs. 46.0%), p < .001. The mean age
was 76.3 (SD = 13.8) and the median age was 77.4 years
old. Totally, 58.3% of stroke patients survived longer
than 5 years. 13.0% of stroke patients were reshospitalized
due to recurrent stroke in 5 years. Overall, SAH patients
(mean: 70.5; median: 72.0) were younger than ICH
patients (mean: 74.6; median: 73.5); and ICH patients
were younger than IS patients (mean: 78.4; median:
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Table 1 Characteristics of stroke patients
Variables

Total (n = 12,559)

ICH (n = 2439)

IS (n = 9555)

SAH (n = 565)

p-value

Age (Years)

Median

77.4

74.6

78.4

72.0

<0.001

Gender

Female (%)

5,778 (46.0)

1,036 (42.5)

4,421 (46.3)

321 (56.8)

<0.001

Male (%)

6,780 (54.0)

1,403 (57.5)

5,133 (53.7)

244 (43.2)

Ethnic group

Admitting Year

Death

Stroke recurrence

Chinese (%)

10,202 (81.2)

2,000 (82.0)

7,750 (81.1)

452 (80)

Malay (%)

1,326 (10.6)

283 (11.6)

975 (10.2)

68 (12)

Indian (%)

695 (5.5)

88 (3.6)

583 (6.1)

24 (4.2)

Others (%)

335 (2.7)

68 (2.8)

246 (2.6)

21 (3.7)

2000

2649 (21.1)

583 (23.9)

1946 (20.4)

120 (21.2)

2001

2702 (21.5)

493 (20.2)

2089 (21.9)

120 (21.2)

2002

2750 (21.9)

529 (21.7)

2112 (22.1)

109 (19.3)

2003

2050 (16.3)

380 (15.6)

1566 (16.4)

104 (18.4)

2004

2408 (19.2)

454 (18.6)

1842 (19.3)

112 (19.8)

No (%)

7,320 (58.3)

1,351 (55.4)

5,657 (59.2)

312 (55.2)

Yes (%)

5,238 (41.7)

1,088 (44.6)

3,897 (40.8)

253 (44.8)

No (%)

10,922 (87.0)

2,221 (91.1)

8,163 (85.4)

538 (95.2)

Yes (%)

1,636 (13.0)

218 (8.9)

1391 (14.6)

27 (4.8)

77.4). Female were more likely to get SAH; but less
likely to get ICH or IS compared with male. The ethnic
distribution in each stroke type was similar. More IS
survived for 5 years than ICH and SAH patients. However,
a smaller proportion of ICH and SAH patients were
rehospitalized due to recurrent stroke (Table 1).
The survival curves of the three types of stroke
patients were compared using Kaplan-Meier analysis.
Ischemic stroke patients survived significantly longer
than hemorrhagic patients (ICH then followed by SAH).
The average survival time for IS patients were 3.6 years;
while the time for ICH and SAH were 3.0 years and 2.8
years, respectively. For SAH patients, once they survived
the first month, they were more likely to survive the
following 5 years. For ICH patients, they died fast at
the beginning, and they also died fast in the following
years. While for IS patient, they had high survival chance
at the beginning, but they were still at high risk of death
in the following 5 years. The log rank test suggested that
the survival functions of the three types of stroke were
significantly unequal (chi-square statistics = 149.5, and
p < 0.001) (Figure 1).
The risks of hospitalization due to stroke recurrence
over the 5 years among the three types of stroke patients
were compared using cumulative incidence analysis with
death as competing risk. Hemorrhagic stroke patients
were more likely to be hospitalized than ischemic
patients. The Gary test suggested that the survival
functions of the three types of stroke were significantly
unequal (chi-square statistics = 96.5, and p < 0.001)
(Figure 2).

<0.001

<0.001

<0.001

<0.001

The unadjusted odds ratios of death in 5 years in ICH
and SAH group were 1.4 (95%CI: 1.3-1.5) and 1.6 (95%
CI: 1.4-1.8) respectively, as compared with IS group. The
adjusted associations between the risk of death and the
factors of admitting year, age, gender and ethnic group
in the three stroke categories were estimated using cox
regression. In all three stroke types, after adjusting for
other factors, elder age increased the risk of mortality.
But stroke mortality occurred across all age groups.
Among stroke patients younger than 45 years, 10.1% of
IS patients, 23.2% of ICH patients, and 13.2% of SAH
patients died in 5 years. For IS patients, the mortality
rates decreased with admitting year; being male or in
Malay or other ethnic group were at a higher adjusted
relative risk of death as compared with Chinese. While
for ICH or SAH patients, the risk of mortality in 5 years
wasn’t affected by admitting year, gender, or ethnic group
(Table 2).
Considering death as the competing risk, the crude
odds ratios of hospitalization due to stroke recurrence
were 1.1 (95%CI: 1.1-1.2) and 1.1 (95%CI: 0.9-1.3) in ICH
and SAH groups respectively, as compared with IS
patients. The adjusted associations between the risk of
hospitalization due to stroke recurrence and the factors
of admitting year, age, gender and ethnic group in the
three stroke category were estimated by Fine and Gary
model. Older patients had higher risk of rehospitalization
in all three types of stroke. Ethnic group, gender and
admitting year didn’t affect the risk of rehospitalization
in the hemorrhagic stroke categories (ICH and SAH).
Among IS patients, discharged in earlier years, males,
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Figure 1 5-year survival by stroke subtype by Kaplan-Meier analysis.

Malays and other ethnic groups had higher relative risk
of stroke recurrence (Table 3).
We also studied the relationship between the first
stroke and the recurrent stroke. Figure 3 shows the
distribution of the stroke types identified in recurrent
stroke hospitalization with respect to the initial stroke
type. The recurrent stroke was most likely to be the
same type as the initial stroke among the rehospitalized
stroke patients. About 70% of recurrent stroke were
still IS stroke among patients with initial IS. About 60%
of recurrent stroke were still ICH among patients with
initial ICH. About 40% of recurrent stroke were still
SAH stroke among patients with initial SAH. The percent
distribution of the recurrent stroke types were significantly

different among the IS, ICH and SAH patients (chi-square
statistics = 21.9, and p < 0.001) (Figure 3).
Cerebrovascular disease was the leading cause of death,
followed by pneumonia, ischemic heart disease and cancer,
for all types of stroke patients. Other causes of death
among stroke patients included other heart disease, UTI,
diabetes mellitus, accidents, poisoning and violence,
nephritis, nephrotic syndrome and nephrosis, as well
as septicaemia. 36.4% of death for IS patients were
caused by cerebrovascular disease, while the proportion
was 60% for ICH patients and 70% for SAH patients.
The causes of death were significantly different among
died IS, ICH and SAH patients (chi-square statistics = 39.
5, and p < 0.001) (Figure 4).

Figure 2 5-year rehospitalization due to stroke recurrence by stroke subtype by cumulative incidence analysis with competing risk.
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Table 2 Risk ratio of death by cox regression
IS
Age

ICH

SAH

Crude ratio

Adjusted ratio

Crude ratio

Adjusted ratio

Crude ratio

Adjusted ratio

1.04 (1.03–1.04)

1.04 (1.04–1.04)

1.03 (1.02–1.03)

1.03 (1.02–1.03)

1.03 (1.02–1.04)

1.03 (1.02–1.04)

1

1

1

1

1

1

Ethnic group [Chinese]
Malay

1.18 (1.07-1.30)

1.33 (1.20-1.47)

1.03 (0.86-1.24)

1.09 (0.91-1.31)

1.07 (0.74-1.55)

1.09 (0.75-1.58)

Indian

0.99 (0.87-1.14)

1.13 (0.99-1.30)

0.77 (0.54-1.09)

0.78 (0.55-1.12)

0.86 (0.44-1.68)

1.03 (0.52-2.01)

Other

1.19 (.99-1.44)

1.25 (1.04–1.51)

1.35 (0.97-1.87)

1.38 (0.99-1.91)

1.30 (0.71-2.39)

1.34 (0.73-2.45)

Gender [Female]

1

1

1

1

1

1

Male

0.92 (0.87-0.98)

1.10 (1.03 – 1.18)

0.99 (0.88-1.11)

1.12 (0.99-1.26)

0.94 (0.74-1.21)

1.11 (0.86-1.43)

Admitting year

0.97 (0.94-0.99)

0.99 (0.97-1.01)

1.02 (0.98-1.06)

1.04 (0.99-1.08)

0.93 (0.86-1.01)

0.96 (0.88-1.04)

Reference group: [].

Discussion
In our study, 15.7% of stroke patients were rehospitalized
due to recurrent stroke, and 58.3% of the patients survived
after 5 years. A wide range of survival (29.0%-60.3%)
and recurrent probabilities (9.4%-23.8%) have been
reported cross different population [7-16], which could
in part be explained by differences in study population,
stroke subtypes, stroke severity, first-ever or recurrent
stroke. Our results were within the reported range. IS
patients had the highest survival rate, followed by ICH
and then SAH patients in this study. Compared with IS
and SAH patients, ICH patients were more likely to be
hospitalized due to stroke recurrence after considering
death as the competing risk. If competing risk of death
was not considered, IS had highest risk of stroke recurrence, followed by ICH and SAH, which were tally with
the reported findings [7-16]. Therefore adjustment of
competing risk of death is crucial for studying the risk
of stroke recurrence.
It is not surprise that older patients had higher risks of
mortality and stroke recurrence in all stroke categories
in this study. Gender did not significantly influence
outcomes except IS in this study. After adjusting for

admitting year, age, and ethnic group, females had a
lower relative risk of mortality than males among IS
patients. According to the National Health Survey
conducted in year 2004 in Singapore [33], males had
higher prevalence of DM, HTN, total cholesterol, and
smoking compared to females. This may help explain
the gender difference to some extend in this study. How
gender affects the post-stroke survival was inconclusive
based on published studies [17-21]. This discrepancy
might be caused by sample size, stroke subtype, stroke
severity, and confounders adjusted in the studies.
In our study, ethnic group didn’t influence the 5 year
risk of mortality and stroke recurrence except for IS
patients. There was an increased risk of mortality and
stroke recurrence in Malays and other ethnic groups
as compared with Chinese among IS patients. This
trend may be partially explained by the higher load of
atherosclerotic risk factors among them. Malays had
higher prevalence of DM, lipids, and smoking compared to Chinese according to the National Health
Survey 2004 [33]. Differences in outcomes for various
ethnic groups have also been reported in other studies
[22-25].

Table 3 Risk ratio of stroke recurrence by Fine-Gary model
IS

ICH

SAH

Crude ratio

Adjusted ratio

Crude ratio

Adjusted ratio

Crude ratio

Adjusted ratio

1.03 (1.03–1.03)

1.03 (1.03-1.03)

1.02 (1.02–1.03)

1.02 (1.02-1.03)

1.03 (1.02–1.04)

1.03 (1.02-1.04)

1

1

1

1

1

1

Malay

1.09 (0.99–1.20)

1.19 (1.08-1.31)

1.05 (.89–1.24)

1.09 (0.92-1.29)

1.11 (.79–1.57)

1.11 (0.79-1.57)

Indian

.98 (.87–1.11)

1.08 (0.96-1.22)

0.84 (.62–1.13)

0.85 (0.62-1.16)

1.01 (.54–1.88)

1.20 (0.67-2.16)

Other

1.20 (1.01–1.42)

1.24 (1.05-1.46)

1.28 (.93–1.76)

1.30 (0.94-1.80)

1.35 (.76–2.39)

1.32 (0.79-2.22)

1

1

1

1

1

1

Age
Ethnic group
[Chinese]

Gender [Female]
Male

.96 (.91–1.02)

1.10 (1.04-1.17)

0.97 (.87–1.09)

1.07 (0.96-1.20)

0.96 (0.75–1.22)

1.12 (0.87-1.42)

Admitting year

0.96 (0.93-1.01)

0.97 (0.93-1.01)

0.96 (0.87-1.05)

0.97 (0.87-1.05)

1.02 (0.79-1.33)

1.04 (0.80-1.36)

Reference group: [].
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recurrent ICH

recurrent SAH

recurrent other strokes

Resurrent Sroke Type (%)

100%
90%

18.4

80%

0.7
11.2

9.6
1.8

22.2

70%
50.5

60%

37

50%
40%

7.4

69.7
30%
20%

38.1

33.3

10%
0%
IS

ICH

SAH

Index Stroke Type
Figure 3 Recurrent stroke types for patients admitted with the three stoke types.

We also examined the causes of death for patients with
different subtypes of stroke. A large proportion of deaths
were related to stroke complications. Complications of
stroke can be classified in the cerebral and extra cerebral
[34]. Extra cerebral complications include pneumonia
and pneumonitis, acute hypertensive response, venous
thromboembolism, cardiac complications, urinary tract
infections and decubitus ulcers [34]. The leading causes
of death in this study were cerebrovascular disease,
followed by pneumonia, ischemic heart disease and
cancer. The leading cause of death for women was
cerebrovascular disease whilst pneumonia for men.

Hemorrhagic stroke patients were more likely to die
from cerebrovascular disease compared to IS patients.
In sum, older stroke patients have a higher risk of
worse outcomes. Ethnic differences are seen in the
outcomes of stroke depending on the type of stroke.
Females have better outcomes than males only for IS
patients. The stroke recorded during the subsequent
hospitalization is also more likely to be of the same
type as the initial stroke identified. The most common
cause of death post-stroke is cerebrovascular diseases
in all the stroke patients regardless the subtype of
stroke.

Causes of death (%)
Septicaemia

SAH

Nephritis and Nephrosis

ICH

Accidents and Poisoning

IS

Diabetes Mellitus
Urinary Tract Infection
Other Heart Disease
Cancer
Ischemic heart disease
Pneumonia
Cerebrovascular Disease
0

10

20

30

Figure 4 The top 10 causes of death for patients admitted with the three stroke types.

40

50

60
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The main strengths of this study are that we have
studied about 40% of the stroke population across
multi-hospitals in Singapore and have obtained complete
five-year follow-up. This is the largest study of survival
and recurrent stroke to date in Singapore. In addition we
have used methods of survival analysis with competing
risk that allowed us to estimate the risks of recurrent
stroke and death simultaneously. Competing risk model
is more appropriate for a condition such as stroke which
is associated with a high mortality.
There are a few limitations to our study. First, we have
used ICD diagnosis codes in the administrative databases
to identify our study patients. Internal audit studies have
shown that the coding accuracy of primary diagnoses
were above 96%. However, the accuracy of coding is likely
to vary with disease complexity or differ in institutions.
Second, stroke patients who readmitted to other hospitals
than the three study hospitals were not captured. Therefore the readmission rate due to stroke recurrence might
be under-estimated in this study. However, based on
internal audit studies, among all the readmitted patients in
one year after discharge, less than 6% were readmitted
to other hospitals. This rate may vary for patients with
different diseases. Third, our risk adjustment may be
inadequate because of lack of clinical details, for example
the severity of stroke. Lastly, we couldn’t differentiate
patients of first ever stroke or the recurrent stroke
based on their index admission. The 5-year survival
and recurrent rates might be very different for these
two kinds of patients.

Conclusions
Five year post-stroke survival and rehospitalization due
to stroke recurrence as well as their associations with
patient demographics were studied for different stroke
types in Singapore. The causes for post-stroke mortality
and the recurrent stroke types were also studied. Specific
preventive strategies are needed to target the high risk
groups to improve their long-term outcomes after acute
stroke.
Competing interests
The author(s) declare that they have no competing interests. All data, results
and copyrights of this research are belonging to the National Healthcare
Group of Singapore. There are no any other direct or indirect sponsors of
this study.

Authors’ contributions
SY designed the study, did the statistical analysis and wrote the first draft.
LSH and BHH made substantial contributions to study design, the discussion
and explanation of results. CVS did some of the data analysis and
contributed to manuscript drafting. All authors have read and approved of
the content of the final submitted manuscript. The corresponding author
holds the final responsibility for the decision to submit for publication. All
authors read and approved the final manuscript.

Page 7 of 8

Acknowledgements
The authors would like to thank National Healthcare Group (NHG) of
Singapore for supporting the study. We also thank the chronic disease
management team of NHG for developing the chronic disease registries and
sharing the data.
Author details
1
Department of Health Services & Outcomes Research, National Healthcare
Group, Singapore, Singapore. 2Department of Neurology, National
Neuroscience Institute (NNI)-Tan Tock Seng Hospital (TTSH) Campus,
Singapore, Singapore.
Received: 28 January 2013 Accepted: 18 September 2013
Published: 3 October 2013

References
1. World Health Organization: Fact sheet: the 10 leading causes of death by
broad income groups 2004; 2004. Retrieved from http://www.who.int/
mediacentre/factsheets/fs310_2008.pdf.
2. Mackenzie A, Perry L, Lockhart E, Cottee M, Cloud G, Mann H: Family carers
of stroke survivors: needs, knowledge, satisfaction and competence in
caring. Disabil Rehabil 2007, 29:111–121.
3. Cadilhac DA, Carter RC, Thrift AG: Why invest in a national public health
program for stroke? an example using Australian data to estimate the
potential benefits and cost implication. Health Policy 2007, 83:287–294.
4. Kolominsky-Rabas PL, Heuschmann PU, Marschall D: Lifetime cost of
ischemic stroke in Germany: results and national projections from a
population-based stroke registry: the Erlangen stroke project. Stroke
2006, 37:1179–1183.
5. US Department of Health and Human Services, National Center for Health
Services: CDC and prevention. National Vital Stat Rep 2007, 55:10.
6. European public health alliance. Brussels, Belgium; 2007. http://www.epha.
org/ Update: June.
7. Modrego PJ, Mainar R, Turull L: Recurrence and survival after first-ever
stroke in the area of bajo Aragon, Spain. A prospective cohort study.
J Neurol Sci 2004, 224:49–55.
8. 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(10):844–849.
9. Dennis MS, Burn JPS, Sandercock PAG: Long-term survival after first-ever
stroke: the oxfordshire community stroke project. Stroke 1993, 24:796–800.
10. Brønnum-Hansen H, Davidsen M, Thorvaldsen P: Long-term survival and
causes of death after stroke. Stroke 2001, 32:2131–2136.
11. de Jong G, van Raak L, Kessels F: A follow-up study in 998 patients with a
first cerebral infarct. J Clin Epidemiol 2003, 56:262–268.
12. Wolfe CD, Smeeton NC, Coshall C: Survival differences after stroke in a
multiethnic population: follow up study with the south London stroke
register. BMJ 2005, 331:431–436.
13. Hankey GJ, Jamrozik K, Broadhurst RJ, Forbes S, Burvill PW, Anderson CS:
Five-year survival after first-ever stroke and related prognostic factors in
the Perth community stroke study. Stroke 2000, 31(9):2080–2086.
14. Terent A: Trends in stroke incidence and 10-year survival in soderhamn,
Sweden, 1975–2001. Stroke 2003, 34(6):1353–1358.
15. Kiyohara Y, Kubo M, Kato I, Tanizaki Y, Tanaka K, Okubo K: Ten-year
prognosis of stroke and risk factors for death in a Japanese community:
the hisayama study. Stroke 2003, 34(10):2343–2347.
16. van Straten A, Reitsma JB, Limburg M, van den Bos GA, de Haan RJ: Impact
of stroke type on survival and functional health. Cerebrovasc Dis 2001,
12(1):27–33.
17. Holroyd-Leduc JM, Kapral MK, Austin PC, Tu JV: Sex differences and
similarities in the management and outcome of stroke patients.
Stroke 2000, 31(8):1833–1837.
18. Olsen TS, Dehlendorff C, Andersen KK: Sex-related time dependent
variations in post-stroke survival--evidence of a female stroke survival
advantage. Neuro epidemiology 2007, 29(3 4):218–225.
19. Andersen MN, Andersen KK, Kammersgaard LP, Olsen TS: Sex differences in
stroke survival: 10-year follow-up of the Copenhagen stroke study
cohort. J Stroke Cerebrovasc Dis 2005, 14(5):215–220.
20. Giralt D, Domingues-Montanari S, Mendioroz M, Ortega L, Maisterra O,
Perea-Gainza M: The gender gap in stroke: a meta-analysis. Acta Neurol
Scand 2012, 125(2):83–90. Epub 2011 Jun 8.

Sun et al. BMC Neurology 2013, 13:133
http://www.biomedcentral.com/1471-2377/13/133

Page 8 of 8

21. Di Carlo A, Lamassa M, Baldereschi M, Pracucci G, Basile AM, Wolfe CD:
Sex differences in the clinical presentation, resource use, and 3-month
outcome of acute stroke in Europe: data from a multicenter
multinational hospital-based registry. Stroke 2003, 34(5):1114–1119.
22. Kennedy BS: Does race predict stroke readmission? an analysis using the
truncated negative binomial model. J Natl Med Assoc 2005, 97(5):699–713.
23. Cushman M, Cantrell RA, McClure LA, Howard G, Prineas RJ, Moy CS:
Estimated 10-year stroke risk by region and race in the united states:
geographic and ethnic differences in stroke risk. Ann Neurol 2008,
64(5):507–513.
24. Xian Y, Holloway RG, Noyes K, Shah MN, Friedman B: Ethnic differences in
mortality among patients with acute ischemic stroke: an observational
study. Ann Intern Med 2011, 154(3):152–159.
25. Gunarathne A, Patel JV, Gammon B, Gill PS, Hughes EA, Lip GY: Ischemic
stroke in south Asians: a review of the epidemiology, pathophysiology,
and ethnicity-related clinical features. Stroke 2009, 40(6):e415–e423.
26. Health facts: principal causes of death (2007–2009). Singapore: Ministry of Health
(MOH); 2012. Available from: http://www.moh.gov.sg/content/moh_web/home/
statistics/Health_Facts_Singapore/Principal_Causes_of_Death.html. Accessed Jan.
27. Health facts: disease burden. Singapore: Ministry of Health; 2011. Available from:
http://www.nrdo.gov.sg/uploadedFiles/NRDO/Health_Factsheet_stroke_2011_
final.pdf. Accessed June.
28. Venketasubramanian N, Tan LC, Sahadevan S, Chin JJ, Krishnamoorthy ES,
Hong CY: Prevalence of stroke among Chinese, Malay, and Indian
Singaporeans: a community-based tri-ethnic cross-sectional survey.
Stroke 2005, 36(3):551–556.
29. Venketasubramanian N: Trends in cerebrovascular disease mortality in
Singapore: 1970–1994. Int J Epidemiol 1998, 27(1):15–19.
30. Sharma VK, Tsivgoulis G, Teoh HL, Ong BK, Chan BP: Stroke risk factors and
outcomes among various Asian ethnic groups in Singapore. J Stroke
Cerebrovasc Dis 2012, 21(4):299–304.
31. Haesook TK: Cumulative incidence in competing risks data and
competing risks regression analysis. Clin Cancer Res 2007, 13:559–565.
32. Fine JP, Gray RJ: A proportional hazards model for the subdistribution of
a competing risk. J Am Stat Assoc 1999, 94:496–509.
33. National health survey 2004. Singapore: Ministry of Health; 2012. Available
from: http://www.moh.gov.sg/content/moh_web/home/Publications/
Reports/2005/national_health_survey2004.html. Accessed Dec.
34. Freeman WD, Dawson SB, Flemming KD: The ABC’s of stroke
complications. Semin Neurol 2010, 30(5):501–510.
doi:10.1186/1471-2377-13-133
Cite this article as: Sun et al.: 5-year survival and rehospitalization due
to stroke recurrence among patients with hemorrhagic or ischemic
strokes in Singapore. BMC Neurology 2013 13:133.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

