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Abstract: 

Background: Stroke is the third leading cause of death (after 

heart disease and cancer), and a major cause of long-term 

disability among survivors.  Our country is lacking studies 

about stroke. Our study aim was to identify the risk factors, 

clinical presentation and outcome of stroke in our region 

Hadhramout, Republic of Yemen. 

Patients and Methods: a retrospective cross-sectional study 

of stroke patients admitted at Ibnseena Teaching Hospital at 

Mukalla, Hadhramout, Yemen during the period January 2009-

December 2010. Data were collected in a questionnaire from the 

patients' medical files.  

Results: there were 774 stroke cases during the study period 

with age mean of (69±13.3) years; ischemic stroke represented 

82.9% and the hemorrhagic type 17.1%. Males were 55.8%.  

Hypertension was the most common risk factor (57.2%) of 

cases, followed by diabetes mellitus (44.8%), smoking (20.9%) 

family history (13.4%), previous attack (10.6%) and 

dyslipidemia (8.7%). In 4.7% of cases there was no risk factors, 

24.5% with one and 70.8% were with ≥2 risk factors. About 

75% sake hospital within 24 hours, 90.6% with sudden onset, 

61.4% were fully conscious and 38.6% with disturbed 

consciousness, 22.7% were confused and 15.9% were comatose. 

Dysphasia was in 31.8%. In-hospital death was 33.6% of cases. 

About one third of cases died in hospital. 
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Conclusions:stroke was slightly higher in males than 

females. Hypertension, diabetes mellitus and smoking were the 

most common risk factors, while dyslipidemia the least. In-

hospital mortality was high and represented one third of cases.  

(Key words: stroke, cerebrovascular, CVA,) 

 

Introduction:  

Cerebrovascular accident (CVA) or stroke is defined as a 

rapidly developed global or focal neurological deficit lasting 

more than 24 hours or leading to death with no apparent cause 

other than vascular origin. (1). It is a common neurological 

disorder and is the third leading cause of death (after heart 

disease and cancer) (2), and a major cause of long-term 

disability among survivors (2, 3). 

Stroke has many risk factors including: increasing age , 

male sex (4), hypertension (5), diabetes mellitus (6), smoking 

(7), hyperlipidaemia (8), previous attacks and family history (9).  

Stroke can be either due to thrombo-embolic cause which 

leads to ischemia and cerebral infarction or bleeding leading to 

cerebral hemorrhage (10)  

There are no data about the risk factors, types or clinical 

presentation in our region  Hadhramout, Republic of Yemen. So 

our research aimed to determine the risk factors andclinical 

patterns of CVA in Ibnseena Hospital, Mukalla, Hadhramout. 
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Subjects and Methods:  

This was a retrospective study of patients with CVA 

admitted in the medical ward at Ibn-seena Hospital, Mukalla, 

Hadhramout during the period between January 1
st
. 2009 and 

December 31
st
. 2010. Data were collected in a questionnaire 

from patient medical files. The questionnaire involved risk 

factors (age, sex, hypertension, diabetes mellitus, 

hyperlipidemia, smoking, previous attacks and family history), 

type of stroke, timing of hospital seeking, clinical presentation 

at admission and hospital outcome of submitted cases. 

Inclusion Criteria: all patients admitted to the medical 

department at Ibnseena Hospital Mukalla Hadhramout under the 

diagnosis of CVA (stroke), ischemic and hemorrhagic, between 

January 1
st
. 2009 to December 31

st
. 2010. 

For statistical analysis of the results, statistical package 

SPSS version 14 was used. Data is presented in Mean±SD and 

frequency. 

 

Results:  

Table (1) shows that, patients with CVA admitted to the 

Medical department at Ibnseena Hospital Mukalla Hadhramout 

between January 1
st
. 2009 and December 31

st
. 2010 were (774) 

cases, affected males were more than females (55.8% versus 

44.2%) but with no significant difference. Ages were ranged 

(36-102) years, and mean (69.5±14.36) years. Age didn't show 

any significant difference between males and female patients 

although females were older than males (71 ± 12 versus 68 ± 

15.8) years.   
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Figure 1 shows that most patients were elderly ˃60 years 

(73.9%), 25.1% of cases were middle-aged 40-60 years, while 

young cases ˂40 years accounted 1% only. 

Table (2) shows thatmost patients were ˃60 years (73.9%), 

25.1% of cases were middle-aged 40-60 years, while young 

cases ˂40 years accounted 1% only. 

Hypertension was the most common risk factor (57.2%) 

followed by diabetes mellitus (44.8%) while the previous attack 

was the least common (1.2%) followed by hyperlipidaemia 

(2.5%). 4.7% of patients had no risk factors, 24.5% with one 

risk factors and 70.8% had two factors or more and the last 

group was significantly higher than both other groups, either 

separately or together (Table 3). 

Clinically, Ischaemic CVA was more common (82.9%) than 

haemorrhagic type (17.1%). Sudden onset of the presentation 

was more common than gradual onset (90.6% and 9.4%) 

respectively. Left and right hemiplegia or hemiparesis 

accounted 55.7% and 44.3% respectively.  Most cases (61.4%) 

reached hospital fully conscious, 22.7% with confusion and 

only 15.9% were in deep coma. Dysphasia appeared in 31.8% 

of cases. While 74.8% of cases sake hospital within 24 hours, 

25.2% of them sake it after 24 hours as shown in table (4). 
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Table (1) General data of stroke patients admitted to Ibnseena Hospital 

Mukalla, Hadhramout, 2009-2010 

 Males Females 
Total 

N=774 

No. of Patients 432 55.8% 342 44.2% 774 100% 

Age (in years) 

 Range 

 Mean ± SD* 

 
36-102 

68 ± 15.8 

 
44-96 

71  ± 12 

 
36-102 

69 ± 13.3 

*SD   Standard deviation 

 

 
Figure (1): age  groups of CVA patients admitted to Ibnseena Hospital 

Mukalla, Hadhramout, 2009-2010 
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Table (2) Risk factors in Stroke patients admitted in Ibnseena Hospital 

Mukalla, Hadhramout, 2009-2010 

 

Risk factor 
No of patients  

% N= 774 

Hypertension Hypertensive 443 57.2 

Diabetes mellitus Diabetics 347 44.8 

Family history Positive 104 13.4 

Smoking Smokers 162 20.9 

Hyperlipidemia Hyperlipidemic 67 8.7 

Previous attacks positive 82 10.6 

No. of risk factors 

No  factor 36 4.7 

One factor 190 24.5 

≥Two factor 548 70.8 

Total  774 100 
 

Table (3) Clinical Data of stroke patients admitted in Ibnseena 

Hospital Mukalla, Hadhramout, 2009-2010 

Item  No of patients  
% N= 774 

Timing of 
hospitalization 

Within 24 hours 579 74.8 

After 24 hours 195 25.5 

Type of stroke Ischaemic 642 82.9 

Hemorrhagic 132 17.1 

Onset Sudden 701 90.6 

Gradual 73 9.4 

Hemiplegia 
(paresis) 

Left side 431 55.7 

Right side 343 44.3 

Consciousness Full conscious 475 61.4 

confusion 176 22.7 

Coma 123 15.9 

Speech Motor dysphasia 246 31.8 

Total  774 100 
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Table (4) Comparison between Stroke types in patients at Ibnseena 

Hospital Mukalla, Hadhramout, 2009-2010 

 

Risk factor 
N= 774 

Ischaemic 
type 

No (%in the 
type) 

Haemorrhagi
c type 

No (% in the 
type) 

Age group 
(years) 

˂40 8(1.3%) 0 (0%) 

40-60 135 (21%) 59   (44.7%) 

˃60 499 (77.7%)* 73 (55.3%) 

sex 
Male 353 (55%) 79 (59.8%) 

female 289 (45%) 53 (40.2%) 

Hypertension Hypertensive 313 (48.6%) 132 (100%) 

Diabetes mellitus Diabetics 284 (44.2%) 63 (47.7%) 

Family history Positive 97 (15.1%) 7 (5.3%) 

Smoking Smokers 121 (18.8%) 41 (31.1%) 

Hyperlipidemia 
Hyperlipidem

ic 
53 (8.3%) 14 (10.6%) 

Previous attacks positive 82 (12.7%) 0 (0%) 

No. of risk factors 

No  factor 36 (6.5%) 0 (0%) 

One factor 156 (24.3%) 34 (25.8%) 

≥Two factor 450 (70.1%) 98 (74.2%) 

Consciousness 
level 

Full 
conscious 

446(69.5%) 29 (22%) 

Confusion 112 (17.5%) 64 (48.5%) 

coma 84 (13.1%) 39 (29.5%) 

Total N= 774 642 132 
*p value ˂0.001       **p value ˂0.0001 
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Discussion: 

Our study revealed that males were more affected than 

females which supports results from   different regions in the 

world[(9), (11),(12), (13), (14)]. But in Africa, namely in 

Nigeria, the opposite was seen [(15), (16)] and this may be 

attributable to ethnic difference, Connor, et al.; (2009)  in South 

Africa realized that stroke was common in white males than 

females and in black females than males (17) and the same 

findings were reported in United Kingdom by Hajat et al (2001) 

(18).  

The mean age in our study was in the seven decade and 

this was consistent with a lot of works [(9), (14), (15), (16)]. 

Elderly people were the most common age group affected in 

comparisonwith younger and middle-aged group, the same 

findings were revealed bymany studies [(12), (13), (14), (16)]. 

Our study showed that hypertension was the most 

common modifiable risk factor of stroke (57.5%), earlier studies 

found that was ranging between 51% and 66% [(9) (12), (14), 

(18), (19), (20)]. Although in Iraq, Awad, et al.; (2010) (21) and 

in Iran Delbari, et al.; (2011) (22) found higher figures than the 

range (69% and 74.6% respectively). More recently, Tran and 

Mirzaei (2011)(23) realized that up to 60% of stroke in The 
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middle East and North Africa can be attributable to 

hypertension which was in the range of our study finding.  

The second common risk factor found in our study was 

diabetes mellitus (44.8%), which was near to many studies done 

in Arab countries, in Saudi Arabia 37% (24), Iraq 41% (21), in 

Qatar 42% (25), and in Libya 44% (26), in Iran and Turkey it 

was ranged between 30-36% [(20), (27)], but in  Italy it was 

20% (28) and whole Europe 15.9% only (19), these may be 

attributable to lack of  better glycemic control due to society 

and individual unawareness and / or poor primary health care in 

our country. 

Smoking was the third common risk factor ofstroke; it 

accounted 20.9% of patients,many studies agreed with this 

findings in which the range was 17-25% [(9) (11) (16) (18) 

(19)]. 

Hyperlipidemia was also a risk factor of stroke in our 

study, but reported in 8.7% of patients only, and this agreed 

with Bornstein, et al.; (1996) (31), but Qari, (2000) in Saudi 

Arabia (9)  and Desalu, et al.; in Nigeria (2011) (16) found 

lower figures (4% and 3% respectively) while in Iran, Ahangar 

et al.; (2005) (30), Azarpazhooh, et al.; (2010) (12) andDelbari, 

et al.; (2010) (20)reported higher figures (26%, 25%  and 31% 
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respectively) and this may  be due ethnic, dietary and social 

factors, 

We found that there was 10.6% of patients had a history of 

previous stroke attack, which was agreed by many studies 

ranging between 7.4% and 13% [(31), (32), (33)]. 

Family history of stroke was one of the risk factors in our 

study as it appeared in 13.4% of patients, which is consistent 

with many studies [(31), (32), (33)]. 

In our study, 70.8% of patients were with ≥2 risk factors 

which was agreed with Awad et al.; (2010) (21), Desalu, et al.; 

(2011) (16) and Itrat, et al.; (2011) (34). 

Also we found that most of cases were of ischemic stroke 

(82.9%) comparing to the hemorrhagic type (17.1%) which 

supports studies world-wide whose rangeswere 80-89% for 

ischemic stroke and 11-20% for the hemorrhagic one [(9), (12), 

(14), (21)].The onset of the disease in our study was 

(90.6%)which was consistent with Ghandari and Izadi-Mood 

(2007) (87.9%) (34).We found that 38.6% of cases presented 

with disturbed consciousness; and dysphasia appeared in our 

study in 31.8% of them which is agreed with a study done in 

Saudi Arabia by Qari (2000) (37.5% and 32% respectively) (9)  
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In-hospital mortality was 33.6%, Although  Qari (2000) 

Saudi Arabia (9) and Ahangar et al. (2005) in Iran (30) showed 

similar figures, El-syed et al. (1999) in Saudi Arabia (32), 

Ghandehari and Izadi-Mood (2007) in Iran (35) and Khan et al. 

(2008) (36) in Qatar  noted lower findings (10%, 7.3% and 

9.3% respectively). Our higher mortality reflects the level of 

health care system as well as the lack of well-structured health 

education to fight risk factors. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     52

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

References: 

 

1) Aho K, Harmsen P, Hatano S, Marquardsen J, Smirnov VE, 

Strasser T. 

2) Cerebrovascular disease in the community: Result of WHO 

collaborative study. Bull 

3) World Health Organ 1980;88:113-30. 

4) Schulte BPM. Neuroepidemiology of cerebrovascular 

disease: An overview 

5) in advances in neurology. In: Chopra JS, editor. Proceedings 

of the XIVth World 

6) Congress of Neurology, New Delhi, India; 1989. P. 3. 

7) Murray CJL, Lopez AD. Global mortality, disability and the 

contribution of risk factors: Global Burden of Disease Study. 

Lancet 1997;349:1436-42. 

8) Bamford J, Sandercock P, Dennis M,  et al.;(1990) A 

prospective study of acute in te community: the  Oxfordshire 

Community Study Project – 1981 -1986. Incidence, case 

fatality rates and overall outcome at one year of cerebral 

infarction, primary intra cerebral and subarachnoid 

haemorrhage. J. Neurol. Neurosurg. Psychiat; 53: 16. 

9) Dunbabin DW and Sandercock PAG (1990). Preventing 

stroke by modification of risk factors. Stroke; 21 (suppl. 4): 

IV-16 – IV-39. 

10) Bak S, Bak L, Sørensen JS. (1995). Prevalence of risk 

factors in cerebral ischemia. Ugeskr Laeger.;157 (4):444-

6.(in Danish Language). 

11) Bronner LL, Kanter DS and Manson JE (1995). Primary 

stroke prevention. N. Engl. J. Med; 333(21):1392-1400. 

 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Bak%20S%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Bak%20L%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22S%C3%B8rensen%20JS%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/7846790


 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     53

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

12) Bamekhlah RM, El-Sawi AA, Soltan II and Mansour LA 

(1997). Lipoprotein (a) level in cerebrovascular stroke. 

Thesis submitted in partial fulfillment of M.Sc. Degree in 

Internal Medicine. Faculty of medicine, Cairo University, 

Egypt. PP: 142-147. 

13) Qari FA. (2000). Profile of stroke in a teaching university 

hospital in the western region. Saudi Med J.; 21(11):1030-3. 

14) Chiu D. (2005). Vascular Disease. In: Neurology Secrets. By 

Rolak LA. 4
th

. Ed. Elsevier Mosby pp: 259-270..   

15) Bhatnagar P, Scarborough P, Smeeton NC and  Allender  S 

(2010). The incidence of all stroke and stroke subtype in the 

United Kingdom, 1985-2008: a systemic review. BMC 

Public Health, 10:539-49.  

16) Azarpazhooh MR, Etemadi MM, Donnan GA, et al.; (2010). 

Excessive Incidence of Stroke in Iran : Evidence From the 

Mashhad Stroke Incidence Study (MSIS), a Population-

Based Study of Stroke in the Middle East Stroke 2010, 

41:e3-e10. 

17) Liu M, Wu B, Wang WZ, Lee LM,  Zhang LS, Kong LZ 

(2007). Stroke in China: epidemiology, prevention, and 

management strategies. Lancet Neurol; 6: 456–64. 

18) Lavados PM, Sacks C, Prina L, Escobar A et al.;  (2005). 

Incidence, 30-day case fatality rate, and prognosis of stroke 

in Iquique, Chile: a 2-year community-based prospective 

study (PISCIS project). Lancet 2005; 365: 2206–15. 

19) Ogun SA, Ojini FI, Ogungbo B, Kolapo KO and Danesi 

MA. (2005). Stroke in South West Nigeria : A 10-Year 

Review. Stroke, 36:1120-1122: 

20) DesaluO, WahabKW, FawaleB et al.; (2011). A review of 

stroke admissions at a tertiary hospital in rural Southwestern 

Nigeria. Ann Afr Med; 10: 80-5. 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Qari%20FA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/11360063
http://www.annalsafrmed.org/searchresult.asp?search=&author=Olufemi+O+Desalu&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.annalsafrmed.org/searchresult.asp?search=&author=Kolawole+W+Wahab&journal=Y&but_search=Search&entries=10&pg=1&s=0
http://www.annalsafrmed.org/searchresult.asp?search=&author=Bimbo+Fawale&journal=Y&but_search=Search&entries=10&pg=1&s=0


 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     54

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

21) Connor MD, Modi G and Warlow CP (2009). Differences in 

the Nature of Stroke in a Multiethnic Urban South African 

Population : The Johannesburg Hospital Stroke Register. 

Stroke, 40:355-362. 

22) Hajat C, Dundas R, Stewart JA, Lawrence E et al.; (2001). 

Cerebrovascular Risk Factors and Stroke Subtypes : 

Differences Between Ethnic Groups. Stroke, 32:37-42.  

23) The European Registers of Stroke (EROS) Investigators 

(2009). Incidence of Stroke in Europe at the Beginning of 

the 21st Century. Stroke, 40:1557-1563. 

24) Delbari A, Salman Roghani R, Tabatabaei SS and Lökk J. 

(2010).A stroke study of an urban area of Iran: risk factors, 

length of stay, case fatality, and discharge destination. J 

Stroke Cerebrovasc Dis. 19(2):104-9.  

25) Awad SM, Al-Jumaily HF, Al-Dulaimi KM and 

Abdulghafoor RH. (2010).Assessment of major risk factors 

among stroke patients. Saudi Med J. 31(9):1028-31.  

26) Delbari A, Salman Roghani R, Tabatabaei SS, Rahgozar M 

and Lokk J. (2011). Stroke epidemiology and one-month 

fatality among an urban population in Iran. Int J Stroke. 

6(3):195-200.  

27) Tran J and Mirzaei M. The population attributable fraction 

of stroke associated with high blood pressure in the Middle 

East and North Africa. J Neurol Sci. 308(1-2). 

28) al-Rajeh S, Larbi EB, Bademosi O, Awada A, Yousef A, al-

Freihi H, Miniawi H. (1998). Stroke register: experience 

from the eastern province of Saudi Arabia. Cerebrovasc 

Dis;8 (2):86-9.  

29) Hamad A, Hamad A, Sokrab TE, Momeni S, Mesraoua B 

and Lingren A. (2001). Stroke in Qatar: a one-year, hospital-

based study. J Stroke Cerebrovasc Dis.10(5):236-41 



 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     55

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

30) Ashok PP,K Radhakrishnan, R Sridharan and MA El-

Mangoush. (1986). Incidence and Pattern of cerebrovascular 

diseases in Benghazi, Libya. J Neuorol, Neurosurg and 

Psychiattry;49:519-23. 

31) Kumral E, Ozkaya B, Sagduyu A, Sirin H, Vardarli E and  

Pehlivan M. (1998). The Ege Stroke Registry: a hospital-

based study in the Aegean region, Izmir, Turkey. Analysis of 

2,000 stroke patients. Cerebrovasc Dis. 1998 Sep-

Oct;8(5):278-88.  

32) D'Alessandro G, Di Giovanni M, Roveyaz L, Iannizzi L, 

Compagnoni MP, et al.; (1992). Incidence and prognosis of 

stroke in the Valle d'Aosta, Italy. First- year results of a 

community-based study. Stroke, 23:1712-1715. 

33) Bornstein NM, Aronovich BD, Karepov VG, Gur AY, 

Treves TA, Oved M (1996). The Tel Aviv Stroke Registry. 

3600 consecutive patients.Stroke. 27(10):1770-3.  

34) Ahangar AA, Ashraf Vaghefi SB and Ramaezani M. (2005). 

Epidemiological evaluation of stroke in Babol, northern Iran 

(2001-2003). Eur Neurol. 54(2):93-7.   

35) Feng SJ, Liu M, Li WZ, Li W and Zhang SH.(2009). A 

prospective study of stroke recurrence and the risk factors. 

Nan Fang Yi Ke Da Xue Xue Bao.    29(5):983-5.  [Article 

in Chinese] 

36) El Sayed MM, Adeuja AO, El-Nahrawy E,  and Olaish MA. 

(1999). Characteristics of stroke in Hofuf, Saudi Arabia. Ann 

Saudi Med.:19(1):27-30. 

37) Hsu WC, Chen ST, Wu YW, Chang HS, Lyu RK, and Lo LS 

(2009). The Association of Stroke and Family History of 

Stroke Depends on its Subtypes and Gender: A Family 

History Study in Taiwan. Acta Neurol Taiwan ;18:161-169. 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Feng%20SJ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Liu%20M%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Li%20WZ%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Li%20W%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Zhang%20SH%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed/19460726


 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     56

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

38) Itrat A, Ahmed B, Khan M, Muhammad M, Thaver D, 

Khowaja Z, Ali S, Bawa Z, Rahat M and Kamal AK. (2011) 

Risk factor profiles of South Asians with cerebrovascular 

disease.Int J Stroke. 6(4):346-8. 

39) Ghandehari K and Izadi-Mood Z. (2007). Khorasan Stroke 

Registry: Analysis of 1392 Stroke Patients. Arch Iranian 

Med. 10 (3): 327 – 334. 

40) Khan FY, Yasin M, Abu-Khattab M, El Hiday AH, Errayes 

M, Lotf AK, Ibrahim AS, Abbas MT, Matar I, Alsamawi M 

and Alhail H. (2008). Stroke in Qatar: a first prospective 

hospital-based study of acute stroke. J Stroke Cerebrovasc 

Dis. 17(2):69- 

 

 

 

 

 

 

 

 

 

 

 

 



 

   

  

 التطبيقيـةوم ـس للعلـدلـلة الأنـمج     57

HHeerrppeess  zzoosstteerr  iinn  AAll--KKuuwwaaiitt  UUnniivveerrssiittyy  HHoossppiittaall  iinn  SSaannaa''aa  cciittyy  YYeemmeenn      

 Dr. Mohammad A. Al-Shami   
 

 م1024 يناير (  6المجلد )  ولالعدد الأ

  يري للصدمة الدماغية الوعائيةيري للصدمة الدماغية الوعائيةوالعرض السروالعرض السر  ةةعوامل الخطورعوامل الخطور

  في المكلا حضرموتفي المكلا حضرموت  
 رشيد محمد بامخلاة*   عبد الله صالح به وبهان*    وبيل سالم مسيعان**

 جامعة حضرموت للعلوم والتكنولوجيا-كلية الطب والعلوم الصحية –*قسم الأمراض الباطنة 

 م والتكنولوجياجامعة حضرموت للعلو-كلية الطب والعلوم الصحية –**قسم طب الأسرة 

 : الملخص العربي

تعتبر الصدمة الدماغية الوعائية ثالح أصباب الوفاة بعد أمزاض القلب والضزطاىات, 

وٍي أيطًا صبب مً أصباب الإعاقة المشمية. وبلادىا تفتقز إلى الدراصات حول ٍذا 

المزض. ٍدفت الدراصة إلى معزفة عوامل الخطورة التي مً المنكً أٌ تؤدي إلى الإصابة 

 ض الضزيزي لُ.بَذا المزض وكيف يكوٌ العز

تصنيه الدراصة : دراصة وصفية لحالات الصدمة الدماغية الوعائية التي تم إدخالها 

ديضنبر  31و و2009ييايز  1مضتشفى بً صييا بالمكلا حطزموت خلال الفترة بين 

 و, وتم تجنيع البياىات المطلوبة مً الأرشيف الخاص بملفات المزضى بالمضتشفى.2010

حالة الى المضتشفى بعنز  774ة امحدددة ي  الدراصة تم إدخال اليتائر: خلال الفتر

%. كاٌ الزدل 17.1% واليشي  82.9عاما وشكل اليوع الفقاري ميَا  13.3 ± 69متوصط 

%( يليُ داء 57.2.%. أكجز عوامل الخطورة ٍو ارتفاع ضػط الدو )55 تالحالامً 

%( التعزض الضابق 13.4ي )%( والتاريخي العائل20.9%( ثه التدخين )44.8الضكزي )

% مً الحالات لا يودد أي عامل 4.7%(. ي  8.7%( وارتفاع الكوليضترول )10.6للنزض )

%( يحنلوٌ أكجز 70.8% ميَه لديَه عامل خطورة واحد والػالبية )24.5خطورة بيينا 

صاعة مً حدوخ المزض,  24خلال  المضتشفى% وصلوا إلى 75مً عامل للخطورة. حوالي 

% بوعي متأثز 38.6% بكامل وعيَه, و61.4% كاٌ تطور المزض فذائي, 90حوالي 

%. أما الوفيات داخل المضتشفى فقد 1.8% ي  غيبوبة(. تأثير الكلاو كاٌ ي  15.9)ميَه

 % مً الحالات .33.6كاٌ 

الاصتيتادات: الصدمة الدماغية الوعائية أكجز عيد الزدال مقارىة باليضاء. ارتفاع 

الضكزي والتدخين ٍي أكجز عوامل الخطورة التي تؤدي إليَا. بيينا ضػط الدو وداء 

  .اسدياد ىضبة الدٍوٌ أقلَا. الوفيات شكلت حوالي ثلح الحالات


