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ABSTRACT 

Stroke has become the most and severe cause of death. It occurs due to 

destruction of blood vessels and blocked arteries. Now a days stroke 

has become common disease due to improper diagnosis and treatment, 

with the help of stroke scales we can minimize the causalities. 
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INTRODUCTION 

Stroke has traditionally been defined as the rapid onset of symptoms of 

focal neurological dysfunction that continue more than 24 hours (or 

result in death sooner) and are caused by acute vascular injury to a 

portion of the brain. Inadequate blood supply to a part of the brain or spinal cord (ischaemic 

stroke, arterial or venous) and spontaneous haemorrhage into a part of the brain (primary 

intracerebral haemorrhage) or across the brain's surface are vascular causes (subarachnoid 

haemorrhage)
[1] 

 

Stroke is the world's second greatest cause of death and the third largest cause of disability.  

Acute ischaemic stroke (AIS), one of the two basic kinds of stroke, develops when a cerebral 

blood channel thrombosis causes brain ischaemia.
[4]

 

 

Stroke is responsible for around 5.7 million deaths, or 10% of total mortality, with stroke 

accounting for more than 85 percent of deaths.
[2] 

 

Every year, around 800,000 strokes occur in the United States, with roughly 600,000 of these 

being recurring episodes. Stroke is currently the second largest cause of mortality in the 

United States, although it is still the leading cause of disability. While stroke incidence has 
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been slowly dropping in rich countries, it continues to rise in low-to-middle-income 

countries, which represent for 85 percent of total world stroke burden.
[3]

 

 

During an acute stroke, this syndrome affects 30–42 percent of patients. Within one week of 

the onset of the signs and symptoms, approximately half of the affected patients 

spontaneously recover normal swallowing.
[2] 

 

Both treatment and recovery are affected by the characteristics of stroke you have. Ischemic 

stroke, hemorrhagic stroke, and transient ischemic attack are the three basic forms of stroke. 

 

A blocked artery or a leaking or bursting blood vessel are the two most common causes of 

stroke. Some persons may simply have a momentary disruption in blood flow to the brain 

with no long-term effects.
[4] 

 

CLASSIFICATION OF STROKE 

Ischemic Stroke 

Ischemic strokes constitute the majority of strokes (87 percent). An ischemic stroke happens 

when blood flow through the artery that supplies oxygen-rich blood to the brain is disrupted. 

Ischemic strokes are mainly caused by blood clot blockages. It occurs when blood flow to a 

portion of the brain is restricted or reduced, depriving brain tissue of oxygen and nutrients. In 

minutes, brain cells start to die.
[2]

 

 

Hemorrhagic Stroke
 

A hemorrhagic stroke happens when a blood vessel in the brain leaks or bursts. The leaking 

blood puts excessively strain on the brain cells, causing them to break down. 

A hemorrhagic stroke can be associated with hypertension or aneurysms, which are balloon-

like lumps and bumps in an artery that can expand and explode. 

 

Hemorrhagic strokes are divided into two categories 

• The most common type of hemorrhagic stroke is intracerebral bleeding. It happens when 

a blood vessel in the brain bursts, flooding the surrounding tissue. 

• Subarachnoid haemorrhage is a form of hemorrhagic stroke that is less common. It's a 

term for bleeding between the brain and the thin tissues that surround it.
[10] 
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A transient ischemic attack is referred to as a "mini-stroke" (TIA).  It differs from other types 

of stroke in that blood supply to the brain is interrupted for only a short period of time—

usually less than 5 minutes. 

 

It's critical to understand that:  

• A TIA is a precursor to a future stroke; and 

• A TIA, like a big stroke, is a medical emergency. 

• Strokes and transient ischemic attacks necessitate immediate medical attention. If you 

suspect a stroke or notice symptoms in someone around you, dial 9-1-1 straight away. 

• It's impossible to tell if symptoms are caused by a TIA or a serious form of stroke at first. 

• Blood clots, like ischemic strokes, are a common cause of TIAs. 

• A major stroke occurs in more than a third of persons who experience a TIA and do not 

seek treatment within a year. Within three months of having a TIA, as many as 10% to 

15% of patients will suffer a severe stroke. 

 

It is possible to reduce the risk of a catastrophic stroke by recognising and treating TIAs. If 

you have a TIA, your health care team can figure out what's causing it and take actions to 

prevent it from happening again.
[10] 

 

SYMPTOMS 

• Difficulty communicating and understanding what the others are saying. You might well 

be perplexed, slur words, or have trouble understanding communication. 

• Patients may experience numbness, weakness, or paralysis in your face, arm, or leg. Only 

one side of the body is usually affected. Lift both arms above your head at the same time. 

If one arm starts to fall, you could be having a stroke. One side of your mouth may droop 

as you attempt to smile 

• Vision problems in one or both eyes. In one or both eyes, you may notice double vision, 

blurred vision, or darker vision.  

• A stroke could be indicated by a sudden, strong headache accompanied by vomiting, 

disorientation, or changed awareness. 
 

• Difficulty walking it's probable that you'll trip or lose your balance. You may have 

dizziness or a loss of coordination as well.
[11] 

 

DIAGNOSIS 

 CT / MRI of brain 
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 Doppler ultrasonography / Angiography 

 ECG / ECHO Cardiograph 

 STROKE SCALE: 

1. NIHSS 

2. BI 

3. mRS 

 

NIHSS 

The National Institutes of Health Stroke Scale, the modified Rankin Scale, and the Barthel 

Index represent three of the most regularly used functional evaluation assessments in stroke. 

We'll talk about the scales' strengths, limits, and applications, and we'll use them to illustrate 

important qualities that apply to all evaluation instruments.
[3] 

 

The National Institute of Health Stroke Scale (NIHSS) is a 15-item scale that standardises 

and quantifies the basic neurological examination, with a focus on the areas most relevant to 

stroke. The NIHSS assigns numerical values to several elements of neurological function to 

give an ordinal, nonlinear measure of acute stroke-related deficits. Language, motor function, 

sensory loss, consciousness, visual fields, extraocular movements, coordination, neglect, and 

speech are all assessed on the scale. It ranges from 0 (no impairment) to 42 (extreme 

impairment). "Severe" is commonly defined as a score of 21 or higher. A structured strategy 

to evaluation is advocated, beginning with basic measures like degree of awareness, and 

instructions are given on how to score where the stroke survivor is unable to respond to 

directions. 

 

The National Institute of Health Stroke Scale (NIHSS) was created in the early 1980s as a 

research tool to allow for consistent reporting of neurological deficits in acute-stroke studies, 

particularly early trials of thrombolysis and putative neuroprotectants. As a measure for 

assessing stroke outcomes, the NIHSS offers numerous advantages. It's a simple procedure 

that takes about 6 minutes to complete and requires no special equipment. The NIHSS is well 

suited to serial measures of impairment in the acute stroke setting.
[3] 

 

BARTHEL INDEX 

The BI writers, Florence I Mahoney and Dorothea W Barthel, adapted the Maryland 

Disability Assessment for use as a "simple index of independence, useful in rating 

improvement in rehabilitation." The BI was created to aid with discharge planning from long-
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term care units and was first reported in the 1950s and published in 1965. Other disciplines 

have embraced the BI over time, and it is now a recommended assessment in older adult care. 

The BI is the most often used functional measure in stroke rehabilitation, as well as the 

second most widely used functional outcome measure in stroke trials. 

 

The BI evaluates 10 functional daily living tasks (activities of daily living - ADL), assigning 

a score based on the individual's independence in each task. The scale runs from 0 to 100, 

with a higher score indicating more independence.
[3] 

 

Subjects with BI > 80 are generally independent and should be able to return home, while 

those with BI 40 are severely dependent. The BI can be thought as as a "basic" ADL indicator 

(self-care and mobility). To capture performance in more complex tasks, scales have been 

established. These activities of daily living (E-ADL) measures are referred to as 

"instrumental" or "extended." 

 

mRS 

The Movement Rating Scale (mRS) is a 6-point ordinal hierarchical scale that describes 

"global impairment" with a focus on mobility. The original Rankin Scale was created by 

Scottish physician John Rankin to describe the favourable outcomes he was seeing in his 

model stroke centre. The mRS has gained in popularity and is now the most often used 

functional measure in stroke studies, with most recent large-scale stroke trials using it as the 

primary or co-primary endpoint. With nonstandardized interviews requiring roughly 5 

minutes to conduct, the mRS has numerous potential strengths and is agreeable to both 

patients and assessors. Strong connection with measurements of stroke pathology (for 

example, infarct volumes) and agreement with other stroke scales suggest concurrent validity. 

 

The mRS has six possible ratings (0–5) that describe a wide range of stroke outcomes, with a 

score of 6 usually denoting death. The mRS may be less responsive to change than other 

scales due to its small number of scores; yet, a single-point shift can be significant.
[3] 

 

MANAGMENT OF STROKE 

A multidisciplinary strategy is used to treat acute ischemic stroke (AIS), which now more 

than ever demands the involvement of a critical care specialist. Treatment options for AIS 

were limited before to the 1990s, and they mostly focused on symptomatic management, 

secondary prevention, and rehabilitation. Two key introductions have since transformed the 
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entire field. The Federal Drug Administration (FDA) approved IV tissue plasminogen 

activator (IV-tPA) in 1995, which was based on a landmark study from the National Institutes 

of Neurological Disease and Stroke (NINDS). For nearly two decades, IV-tPA was the 

standard of care until 2015, when more sophisticated clinical trials revealed positive 

outcomes for endovascular therapy (EVT). Additional strategies targeted at improving 

outcomes in the ICU between triage and/or revascularization and discharge to rehabilitation, 

additional treatments targeted at enhancing patient physiology can connect.
[5]

 

 

TREATMENT 

Early aspirin medication can also help patients with ischemic stroke. In over 40,000 acute 

ischemic stroke patients, two large randomised controlled trials indicated that those assigned 

to daily aspirin had fewer (10 per 1000) recurrent strokes and fatalities in the first six months 

after stroke. According to recent data, 6 months after a stroke, 63 percent of all stroke 

patients in the UK are regularly taking an antiplatelet (e.g., aspirin or clopidogrel). Aspirin is 

expected to have a greater therapeutic impact on acute stroke treatment than thrombolysis on 

a population level. 

 

When there is a demonstrated arterial obstruction on angiography, endovascular extraction of 

intra-arterial clot (mechanical embolectomy) or direct intra-arterial application of 

thrombolysis may also restore blood flow to the brain during acute ischemic stroke.
[7]

 

 

EMERGENCY DEPARTMENT, STROKE TEAMS, AND STROKE CODE 

Patients with stroke can benefit from 24-hour care from a stroke team. This group includes 

emergency medicine, vascular neurology/neurosurgery, and radiology specialists, as well as 

advance care providers, nurses, clinical pharmacists, therapists, and technicians, as well as 

laboratory professionals. Telemedicine can improve the efficiency and accuracy of stroke 

syndrome detection in the emergency department. Two-way audio-visual consultation was 

superior to telephone-based consultation in accurately identifying stroke patients in the 

Stroke Team Remote Evaluation Using a Digital Observation Camera (Stroke-DOC) study, 

yielding a higher rate of IV-tPA administration with similar proportion in ICH but no effect 

on overall functional outcome. Telemedicine technologies have aided in increasing the 

detection of stroke patients in need of endovascular therapy, resulting in better functional 

outcomes and quality of life in the new era of AIS with LVO.
[1]
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SURGICAL INTERVENTIONS 

 Balloon angioplasty/stenting  

 Carotid endarterectomy/Bypass 

 Decompressive surgery 

 

CONLUSION 

Stroke has become the second leading cause of mortality and third leading cause of disability 

in worldwide, main causes are blocked arteries and blood vessels. It is proven that with the 

help of stroke scales, can identify the sores of patient’s way of speech, motor function, 

sensory loss, consciousness, visual fields, extraocular movements and coordination. 
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