
Adv Surg Res 2017 Volume 1 Issue 125

http://www.alliedacademies.org/advanced-surgical-research/Research Article

Frequency of stroke with relation to modifiable risk factors with an emphasis 
on hypertension; in a Karachi based tertiary care hospital.

Sumera Nawaz1*, Mubashir Riaz2, Faisal Ziauddin3, farzeen tanwir4, Umer Jahangir5, Nael Alvi6, 
Fahad Bawani7

1Department of medicine, Dr.ziauddin hospital, Karachi 
2Department of medical services PQFT, Karachi 
3Department of medicine, Dr.ziauddin hospital, Karachi
4Post doctorate university of Toronto, Canada
5Head of the Department Dr ziauddin hospital, Karachi
6Department of Medicine Dr ziauddin hospital, Karachi
7Post Graduate Dr ziauddin hospital, Karachi

Introduction
Stroke is the main sources of mortality and grimness around 

the world. The accepted range for circulating blood pressure is 
currently systolic 120-130 mmHg and diastolic 80-90 mmHg 
[1]. Pre hypertension is an independent chance variable for 
cardiovascular accidents [2-5]. Increased Blood pressure was 
suggestive for the danger of cardiovascular sickness [6]. As 
indicated by American Heart Association systolic circulatory 
strain of 140 mmHg in patients under 80 years and 140 to 150 
mmHg in patients over 80 years of age is a significant risk factor 
for cardiovascular disease. In China, hypertension is the second 
greatest driving factor for cardiovascular accidents. 

Stroke is one of the leading causes of lifelong disability 
with significant risk factors including: serious illness by non-
communicable disease such as hypertension, male gender, 
smoking, obesity, increased lipid levels, diabetes, and 
increased Uric Acid. In one review it was found that among 
all strokes patients, around 2/3rd of the cases were found to be  
hypertensive and almost 50% of all patients were found to have 
high systolic blood pressure (SBP); more than 115 mmHg [7]. 
The expanded in SBP and diastolic blood pressure (DBP) both 
are imperative hazard components for having stroke. A portion 
of the current reviews shows; hypertensive patients have a seven 
times greater risk for stroke than normotensive patients [8,9]. 
Around 45 overall forthcoming accomplices have demonstrated 
a significant relationship of stroke with raised diastolic blood 
pressure. A rise in SBP by 10 mmHg shown to lead to an 80% 
increased risk of stroke [10]. Both of DBP and SBP have been 
hazard variables for stroke [11]. High blood pressure prompting 
stroke is thought to be a movable reason for stroke [12]. In 
creating nations the quantity of stroke patient is high when 
contrasted with that created countries [15]. The prevalence of 
hypertension for all intents and purposes was found to be as high 
as 20% of the population in Iran [13-16].  Generally, strokes can 

be ascribed worldwide to high BP values regardless of gender 
or age [17] with hypertensive patients being found to be three 
to four times more prone to having a stroke as compared to 
normotensive patients [18].

Similarly, as with hypertensive patients, patients with 
diabetes were found to have a significant increased risk of 
stroke. Generally it is accepted that Fasting hyperglycaemia, 
that is glucose that is higher than 130 mg/dL (milligrams per 
decilitre) after not eating or drinking for a minimum of 8 hours 
or Postprandial (after meal) hyperglycaemia that is glucose that 
is higher than 180 mg/dL 2 hours after eating on more than one 
occasion is indicative of diabetes. It was found that patients who 
have suffered a previous stroke were found to be more likely to 
be suffering from hyperlipidaemia than those without diabetes 
(16 versus 8%, freely, P<0.0001 in the GCNKSS) [19]. Although 
stroke has a higher incidence among diabetic patients, most 
reviews, report for the most part a decreased rate of transient 
ischemic attacks (TIAs) in diabetic patients as compared to 
no diabetic patients [20]. Diabetic patients are most likely to 
present with ischemic cerebral infarcts, with a decreased rate of 
reversal as compared to non-diabetic patients [21].

Hyperlipidemia is the leading factor for atherosclerotic 
changes in blood vessels [22,23] which in turn may, most 
significantly lead to an increase in incidence of both myocardial 
infarctions and strokes.

Study design
Prospective single blind Cohort Study.

Test: ANOVA for different variables was used. 

Sample size: 154 patients were chosen for the enlistment of 
the review

Entry: The SPSS of VERSION 20 utilized for the 
information for section of the member.
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Location: Dr. Ziauddin hospital (Kemari), Karachi, Pakistan 
grounds was chosen for the review.

Inclusion criteria
1. Hypertensive patient. 

2. Known diabetes mellitus type 2.   

3. Known instance of Ischemic coronary illness. 

4. Known instance of Hyperlipidaemia. 

5. Patient presented with neurological deficient.

6. Age more than 16 to75years old. 

Exclusion criteria
1. History of stroke in past.

2. Stroke older than 48 hours.

Duration of study: January 2016- January 2017.

Limitations
This study was limited to Dr. Zaiuddin Hospital Karachi and 

its various branches with a sample pool of 154 patients.

Result
The occurrence of ischemic stroke and intra cranial drain were 

hazard components Diabetes, hypertension age, hyperlipidemia 
and ischemic coronary illness. A sum of 154 was enlisted in the 
review. In our review we found that the Hypertension is seen 44 
percent of the cases. The second most critical hazard variable 
was Age with the rate of 35 percent and DM and Hyperlipidemia 
were 5 percent and 4 percent separately as appeared in Graph 1.

Hypertension is found to one of the main source in the 
cerebrovascular accident. 51 patient were observed to be 
hypertension and 49 patients were female. No such sexual 
orientation relationship with hypertension found as appeared in 
chart 2.

Mortality because of stroke is influenced by age, with more 
noteworthy age related with higher rates of mortality Graph 
2.The crest in total number of passing’s was seen in those 
matured 56 to 75 years with a most elevated rate of 39 percent 
As the age advance danger of the danger of cerebrovascular 
mischance’s increases. The odds of cerebrovascular accident 
lesser found in age under 45 and over 75 years as appeared in 
Graph 3.

The ratio of mortality in stroke patients are given below in 
the Graphs 4 and 5. 25 expiries seen in the result of the study 
The ratio was double than ischemic infarct seen in the study and 
its association more found in hypertension patients. 

In our study we have concluded that hypertension is the 
leading cause of stroke of both ischemic and intra cranial bleed 
than other known risk factors. The hypertension in ischemic 
infarct patients were 98 out of 151. In term of percentage it 
was 44 percent. Second most variables was age  more than 
55years with percentage of 35 percent .and no such gender 
association However Hypertension can be corrected with proper 
medications timely and DASH Diet.
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Conclusion 
Past reviews from Pakistan demonstrate these hazard 

figures, that are predictable/conflicting with our outcomes. 
Hypertension is an intense sickness, prompting stroke trouble in 
a group. Distinctive factors utilized including: age, sex, diabetes 
and hyperlipidemia. Consequently regard the cause as though 
not fittingly treated prompting extreme harm. In the event that 
we treat the underlining chance variables, we may significantly 
reduce the chance cerebrovascular accidents. Hypertension can 
be modified with anti-hypertensive medications, diet such as 
the DASH diet, regular exercise and leading a non-sedentary 
lifestyle. Threat factor amendment remains the most significant 
point in prevention of stroke. Expertise of threat elements has 
superior and several alternatives at the moment are available to 
treat modifiable chance factors. However, powerful treatment 
stays a tough mission in clinical practice. Prevention starts with 
attention to the danger elements with the aid of both doctors and 
patients. All stroke patients should undergo threat component 
assessment along with the usual stroke danger estimation on the 
bases of clinical judgment. In this assessment we must address 
the effect modifiable risk factors on ischemic stroke, the relevant 
intervention for said risk factors for stroke prevention. Emphasis 
must be placed on public education in regards to risk factors and 
prevention with specific targeted education towards certain jobs. 
All future studies in the fields of genetic determinacy vascular 
stroke risk factors will lead increase our understanding of the 
underlying mechanisms said cerebrovascular disorders and will 
most likely result in the development of newer more effective 
therapies for stroke prevention.
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