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ABSTRACT
This report summarizes the ﬁndings of the GBD 2010 (Global Burden of Diseases, Injuries, and Risk Factors)
study for hemorrhagic stroke (HS). Multiple databases were searched for relevant studies published between
1990 and 2010. The GBD 2010 study provided standardized estimates of the incidence, mortality,
mortality-to-incidence ratios (MIR), and disability-adjusted life years (DALY) lost for HS (including
intracerebral hemorrhage and subarachnoid hemorrhage) by age, sex, and income level (high-income
countries [HIC]; low- and middle-income countries [LMIC]) for 21 GBD 2010 regions in 1990, 2005, and
2010. In 2010, there were 5.3 million cases of HS and over 3.0 million deaths due to HS. There was a 47%
increase worldwide in the absolute number of HS cases. The largest proportion of HS incident cases (80%)
and deaths (63%) occurred in LMIC countries. There were 62.8 million DALY lost (86% in LMIC) due to
HS. The overall age-standardized incidence rate of HS per 100,000 person-years in 2010 was 48.41 (95%
conﬁdence interval [CI]: 45.44 to 52.13) in HIC and 99.43 (95% CI: 85.37 to 116.28) in LMIC, and 81.52
(95% CI: 72.27 to 92.82) globally. The age-standardized incidence of HS increased by 18.5% worldwide
between 1990 and 2010. In HIC, there was a reduction in incidence of HS by 8% (95% CI: 1% to 15%),
mortality by 38% (95% CI: 32% to 43%), DALY by 39% (95% CI: 32% to 44%), and MIR by 27% (95%
CI: 19% to 35%) in the last 2 decades. In LMIC countries, there was a signiﬁcant increase in the incidence
of HS by 22% (95% CI: 5% to 30%), whereas there was a signiﬁcant reduction in mortality rates of 23%
(95% CI: -3% to 36%), DALY lost of 25% (95% CI: 7% to 38%), and MIR by 36% (95% CI: 16% to 49%).
There were signiﬁcant regional differences in incidence rates of HS, with the highest rates in LMIC regions
such as sub-Saharan Africa and East Asia, and lowest rates in High Income North America and Western
Europe. The worldwide burden of HS has increased over the last 2 decades in terms of absolute numbers of
HS incident events. The majority of the burden of HS is borne by LMIC. Rates for HS incidence, mortality,
and DALY lost, as well as MIR decreased in the past 2 decades in HIC, but increased signiﬁcantly in LMIC
countries, particularly in those patients 75 years. HS affected people at a younger age in LMIC than in
HIC. The lowest incidence and mortality rates in 2010 were in High Income North America, Australasia,
and Western Europe, whereas the highest rates were in Central Asia, Southeast Asia, and sub-Saharan
Africa. These results suggest that reducing the burden of HS is a priority particularly in LMIC. The GBD
2010 ﬁndings may be a useful resource for planning strategies to reduce the global burden of HS.
Hemorrhagic stroke (HS), including primary intracerebral and subarachnoid hemorrhage, accounts for 10% to
27% of strokes worldwide [1], yet because of its high case
fatality rate, it contributes to a high proportion of stroke
deaths, with a 30-day case fatality rate of >50% for
intracerebral hemorrhage and around 45% for subarachnoid hemorrhage [2]. HS has poor short- and long-term
prognoses with the risk of death increasing with
increasing age [3]. Those who survive 28 days have a 4.5fold increased risk of death, compared with risk of
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ischemic strokes (IS), within the ﬁrst year. HS are associated with higher rates of mortality risk and greater stroke
severity than IS are [4,5].
During the past few decades, there has been an increase in life expectancy worldwide, along with a shift from
death and disability related to communicable diseases and
undernutrition to those related to chronic noncommunicable conditions such as stroke and heart disease
[6]. Industrialization and urbanization in developing
countries have led to the increased prevalence of adverse
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dietary risk factors, increased smoking, and harmful use of
alcohol [7]. This epidemiologic transition [8] may have
contributed to increased disparities in stroke burden between low- and middle-income countries (LMIC) and
high-income countries (HIC). Importantly, it has been
shown in a recent study that whereas the secular trends for
IS and ischemic heart disease are similar, they differ from
that for HS [9]. An accurate evaluation of stroke burden by
its pathological subtypes is essential for planning wellinformed and targeted prevention and treatment strategies to reduce stroke burden worldwide.
The GBD 2010 (Global Burden of Diseases, Injuries,
and Risk Factors) study was a systematic analysis of the
global, comparative magnitude of health loss due to diseases, injuries, and risk factors by age, sex, and country
income level in 21 world regions for 1990, 2005, and 2010
[10]. The GBD 2010 [11,12] provided standardized estimates of the incidence; mortality; mortality-to-incidence
ratios (MIR), a measure of stroke case fatality; and
disability-adjusted life years (DALY), a measure of population health burden from stroke, for total stroke, and the
ﬁrst GBD estimates for IS and HS separately by age, sex,
and country income level [11,12]. The purpose of this
report is to summarize the main ﬁndings for the burden of
HS from the GBD 2010 study [11].

METHODS
Multiple databases (MEDLINE, Embase, Scopus, LILACS
[Literatura Latino-Americana e do Caribe em Ciências da
Saúde], PubMed, Science Direct, Global Health Database,
and regional databases) were searched for relevant studies
published between 1990 and 2010. Studies were included
for data extraction and analysis if they used the World
Health Organization deﬁnition of stroke, reported methods
for ascertaining stroke cases, distinguished between ﬁrstever stroke and recurrent stroke (only incident strokes
were included in these analyses), reported an age-speciﬁc
epidemiologic parameter of interest and the population
denominator (i.e., stroke incidence and/or prevalence in
5- or 10-year age bands) with sufﬁcient detail to enable an
estimate of age-adjusted parameters. Incidence studies
from HIC required complete stroke case ascertainment,
whereas less rigorous stroke case ascertainment was
allowed for studies from LMIC in which no other relevant
data were otherwise available. Pathological types of stroke
were analyzed only for studies that had computed tomography of the head, magnetic resonance imaging within
2 weeks of stroke onset, or brain autopsy ﬁndings available
for 70% of stroke cases. All age groups were included in
the analysis. To estimate the mortality rate, the GBD
mortality database and an ensemble cause of death
modeling approach were used [10,12,13]. MIR was used as
an ecological proxy estimation of stroke case fatality,
because incidence and mortality data could not be linked at
the level of individual cases. MIR was calculated as the ratio
of the number of deaths to the number of new cases of

stroke within a speciﬁed period. DALY are used as a
summary measure of population health burden and are the
sum of years of life lost due to death and years lived with
disability [14]. Years of life lost is the product of the
number of deaths at each age by a standard life expectancy
at that age according to standard life tables. The reference
for life expectancy was made by the least observed mortality rate of each age group among countries in 2010.
Years lived with disability is the prevalence of the disease
multiplied by the disability weight for that disease. The
disability weight is calculated on the basis of the level of
health loss for the disease and reﬂects the severity of the
disease on a scale from 0 (perfect health) to 1 (equivalent to
death) [14]. Each DALY is a year of healthy life lost due to
disease, impairment, or death. Age-standardized incidence
and mortality rates per 100,000 person-years and estimates
of DALY lost per 100,000 people were calculated with the
direct method of standardization with the World Health
Organization standard population as a reference. The GBD
2010 analytical technique DisMod-MR was used to estimate the overall number of incident strokes and the
number of HS [10]. As the majority of data were for
incidence and 28-day case fatality, DisMod-MR estimated
the prevalence of acute stroke (28 days) by taking incidence of stroke, 28-day case fatality plus a high remission
to keep duration, by deﬁnition, of acute stroke sequelae,
under 30 days. Uncertainty of each step was tracked by
saving and following 1,000 draws of the posterior distribution of results from each step including prevalence,
disability weight, reference life expectancy, envelope of allcause mortality, and stroke mortality. Mean and credible
interval of the posterior distribution for each outcome
measure was calculated using ﬁnal 1,000 draws. The
detailed methodology for calculating all these estimates in
the GBD 2010 project has been described elsewhere
[10,12].

RESULTS
Worldwide, there were 5.3 million cases of HS in 2010 and
the largest proportion (80%) of these occurred in LMIC
countries, in contrast with IS, of which 63% occurred in
LMIC. There were over 3.0 million HS deaths (84% in
LMIC), and 62.8 million DALY lost (86% in LMIC) due
to HS.
The overall age-standardized incidence rate of HS per
100,000 person-years in 2010 was 48.41 (95% CI: 45.44
to 52.13) in HIC, 99.43 (95% CI: 85.37 to 116.28) in
LMIC, and 81.52 (95% CI: 72.27 to 92.82) globally
(Table 1). There were large variations in age-standardized
incidence and mortality rates by 21 GBD regions. The
highest incidences of HS in 2010 were in the Central Asia
and East Asia regions (101 to 158 per 100,000 personyears) and East and Southern sub-Saharan Africa (73 to
101 per 100,000 person-years). The lowest HS incidence
rates were in High Income North America, Central and
Andean Latin America, Western Europe, and Oceania
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62,842,896
3,038,763
63,379,792
2,983,097
53,882,164
2,419,372

Values are rates (95% conﬁdence intervals). DALY, disability-adjusted life years lost; HIC, high-income countries; HS, hemorrhagic stroke; LMIC, low- and middle-income countries; MIR, mortality-to-incidence ratio.
*The p value considers the trend in rates between the 1990 and 2010 points only.

0.033
<0.001
<0.001
<0.001
(72.27e92.82)
(0.471e0.676)
(827.57e1,104.44)
(40.13e53.15)
81.52
0.571
956.22
46.14
5,324,997

(71.40e91.69)
(0.536e0.766)
(935.41e1,234.23)
(44.68e59.07)
80.33
0.643
1,081.81
51.61
4,636,828

(62.46e77.18)
(0.692e1.009)
(1,068.41e1,484.26)
(50.61e69.71)
69.36
0.847
1,266.94
59.66

54,273,644
2,538,954
53,539,196
2,446,397
43,382,156
1,869,514

2,840,177

0.040
<0.001
<0.001
<0.001
(85.37e116.28)
(0.470e0.729)
(1,024.82e1,408.04)
(52.53e72.34)
99.43
0.595
1,207.21
61.93
4,274,013

(84.77e115.66)
(0.534e0.822)
(1,154.83e1,580.73)
(58.11e81.26)
98.80
0.668
1,363.83
69.29
3,662,492

(69.54e94.31)
(0.708e1.177)
(1,292.98e1,946.36)
(63.72e96.98)
81.40
0.932
1,614.23
80.37

8,569,255
499,809
9,840,594
536,700
10,500,007
549,858

1,996,072

0.032
<0.001
<0.001
<0.001
(45.44e52.13)
(0.430e0.546)
(385.67e470.63)
(18.57e22.91)
53.30
0.652
695.26
32.65

(49.44e57.25)
(0.589e0.729)
(629.69e753.52)
(29.95e35.68)

974,336

49.12
0.551
529.78
24.55

(45.75e52.84)
(0.492e0.628)
(484.51e582.25)
(22.67e27.37)

1,050,985

48.81
0.476
425.13
20.25

2010
Number
2005
Number
1990
Number

844,105

HIC
Incidence
MIR
DALY
Mortality
LMIC
Incidence
MIR
DALY
Mortality
Global
Incidence
MIR
DALY
Mortality

TABLE 1. Age-standardized annual incidence and mortality rates (per 100,000 person-years), MIR, and DALY lost for HS in HIC, LMIC, and globally in 1990, 2005, and 2010
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(25 to 40 per 100,000 person-years). At the country level,
age-standardized incidence of HS was lowest in Qatar
(14.55) and highest in China (159.81). The highest
mortality rate among the 21 GBD regions was in Southeast Asia, 90.12 (95% CI: 80.42 to 98.70).The highest
mortality rate for male patients was in Southeast Asia,
104.98 (95% CI: 87.81 to 121.57) and highest in
Southeast Asia for female patients, 77.49 (95% CI: 67.99
to 85.96) (Fig. 1). The lowest mortality rate was High
Income North America for both male patients, 9.56 (95%
CI: 7.13 to 11.35), and female patients, 9.14 (95% CI:
7.52 to 10.35). The age-standardized mortality rate per
100,000 person-years was lowest in the United States at
9.64 and highest in Mongolia at 210.56. DALY lost due to
HS per 100,000 people ranged from 178.20 in
Switzerland to 4,118.90 in Mongolia.
Between 1990 and 2010, there was an increase in the
absolute numbers of incident HS in LMIC of 114%, and a
24% increase in HIC, and a 47% increase globally. The
age-standardized incidence of HS increased by 18.5%
worldwide between 1990 and 2010. However, there were
differing trends in stroke burden by country income level
over the last 2 decades (Fig. 2). In HIC, incidence of HS
reduced by 8% (95% CI: 1% to 15%), mortality by 38%
(95% CI: 32% to 43%), DALY by 39% (95% CI: 32% to
44%), and MIR by 27% (95% CI: 19% to 35%). In LMIC,
there was a 22% (95% CI: 5% to 30%) increase in the
incidence of HS. There was a signiﬁcant reduction in
mortality rates of 23% (95% CI: -3% to 36%), DALY lost
of 25% (95% CI: 7% to 38%), and MIR by 36% (95% CI:
16% to 49%) in LMIC.
Trends in HS burden for different age groups varied
for LMIC and HIC (Fig. 3). There was a signiﬁcant
reduction (14.6%, p ¼ 0.046) globally in the incidence of
HS in the older age group (75 years). However, in
LMIC, there was a 19% (95% CI: 5% to 30%) increase in
the incidence of HS in those <75 years. In particular, in
people ages 20 to 64 years, the incidence of HS in LMIC
increased signiﬁcantly by 40.8% (p ¼ 0.001) versus a
6.9% increase in the same age group in HIC. The mean
age of people for incident HS was 69.1  0.15 years in
HIC compared with 63.8  0.13 years in LMIC. In 2010,
the mean age at fatal HS in HIC was 74.8  0.32 years
and was also higher by 6 years than in LMIC at 68.9 
0.31 years. Globally, in 2010, the mean age at HS incidence at 65.1  0.15 years was 8 years younger than the
mean age at IS at 73.1  0.10 years, and age at death for
HS was 9.5 years younger than for IS deaths.
Trends in HS burden varied between the 21 GBD
regions. The greatest increases in HS rates between 1990
and 2010 were seen in eastern and central Europe,
North and sub-Saharan Africa, and the Middle East,
whereas signiﬁcant reductions were noted in North
America, western Europe, and tropical and southern
Latin America. MIR for HS was lowest in High Income
North America, whereas Oceania had the highest (0.94
to 1.27).
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FIGURE 1. Age-standardized mortality rates of HS by 21 GBD regions in 2010.
There were large variations in mortality rates in the 21 GBD regions. The highest
mortality rates in 2010 were in Southeast Asia, Central Asia, and East Asia, (79.58
to 90.12 per 100,000 people), while the lowest incidence rates were in High Income North America, Australasia, and Western Europe (9.38 to 14.26 per 100,000
person-years). GBD, Global Burden of Diseases, Injuries, and Risk Factors study;
HS, hemorrhagic stroke.

DISCUSSION
The GBD 2010 study found that the global burden of HS in
terms of absolute numbers of incident cases, deaths, and
DALY lost in 2010 is substantial, and that the bulk of
stroke burden is disproportionately due to HS rather than
to IS [11]. HS burden is signiﬁcantly higher in LMIC than
in HIC. As shown in the GBD 2010 studies for stroke
burden by subtypes [11], compared with IS, incident HS
occurred at a younger age on average, with the mean age of
around one-half of those affected being <65 years of age.
Age-standardized rates of HS incidence, mortality, and
DALY lost have declined in HIC, in both younger and older
age groups. In contrast, there was a signiﬁcant increase in
the incidence rates of HS in LMIC, particularly in the
younger age groups (20 to 64 years) in the past 2 decades.
An encouraging ﬁnding was the decline in agestandardized mortality rates, DALY lost, and MIR for HS
in LMIC. This may reﬂect some changes toward better
access to acute treatment and antihypertensive medication
within some regions of LMIC [15,16]. Wide regional differences in stroke burden by subtype have been reported in
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FIGURE 2. Percentage of global change in HS burden
from 1990 to 2010. HS incidence rates declined in HIC
and increased in LMIC and globally. Mortality rates and
DALY lost were reduced signiﬁcantly in HIC, and there was
a trend toward a reduction on LMIC. MIR were signiﬁcantly decreased in HIC, LMIC, and globally. DALY,
disability-adjusted life years lost; HIC, high-income countries;
HS, hemorrhagic stroke; INC, age-standardized incidence
rates; LMIC, low- and middle-income countries; MIR,
mortality-to-incidence ratio; MRT, age-standardized mortality
rates.

countries such as China [17], possibly reﬂecting the effect
of socioeconomic and risk factor exposure heterogeneity
on HS burden.
A recent meta-analysis found that there was no
decrease in intracerebral hemorrhage incidence worldwide
between 1980 and 2008 and both incidence and case fatality increased with age, with no decrease in case fatality
seen over the study period [18]. However, another study
found an increase in HS incidence in people 75 years
[19]. Previous studies have also shown that HS occurs at a
younger age than IS does and the risk of intracerebral
hemorrhage in hypertensive people is greater if they are not
compliant with antihypertensive medication or are
smokers [20e22]. Our results are in line with other studies
that have shown that the burden of HS relative to IS has
increased in LMIC in many countries with poor access to
medical care and hypertension control [23].
Several factors may bring about the increasing disparities between regions of different income level [6].
Hypertension is the most important risk factor for HS
[24,25], and other important risk factors include smoking
and excessive alcohol intake [26]. The increased prevalence
of risk factors such as smoking [27,28] and harmful use of
alcohol [29,30] are also likely to be major contributors to
the disproportionate increase in HS burden in LMIC. The
signiﬁcant disparity of HS burden in LMIC compared with
HIC could also be attributed to differences in awareness of
stroke risk factors and low accessibility to diagnostic and
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pathological subtypes. This valuable resource provides
detailed data on stroke burden for each subtype by age and
country income level; hence, it can be used for the planning of preventive strategies and future healthcare policies.
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FIGURE 3. Percentage of change in stroke burden from
1990 to 2010 by age group. Age-standardized rates of HS
increased signiﬁcantly particularly in younger age groups
(20 to 64 years) by 40.8% in LMIC countries, while the
incidence of HS reduced in HIC in people over 65 years of
age. Abbreviations as in Figures 1 and 2.

therapeutic interventions for the prevention and treatment
of HS [31]. An aging population has contributed to
increased incidence of both HS and IS. Whereas regional
and temporal trends of IS are similar to those of ischemic
heart disease, the trends for HS have been very different,
suggesting important differences in causal factors in these 2
stroke subtypes [9].
GBD 2010 included only studies that had computed
tomography of the head and magnetic resonance imaging
within 2 weeks of stroke onset as crucial inclusion criteria for
conﬁrming the validity of stroke diagnosis; yet, it represents
an important limitation for studies from LMIC where access
to medical imaging is limited. However, this potential bias
was minimized by approximating estimates of HS burden
from studies reporting neuroimaging in 70% of cases for
pathological subtype veriﬁcation. The analysis of HS burden
grouped together data for intracerebral hemorrhage and
subarachnoid hemorrhage. The proportion of incident cases
and etiology of the 2 subtypes of HS differs; therefore, results
need to be interpreted in consideration of this limitation. Sex
differences in stroke outcome, by pathological subtypes, are
also an important consideration given differences in both
incidence and outcomes for male and female patients [32].
The incidence and prevalence of intracerebral hemorrhage is
higher in men, whereas the incidence of subarachnoid
hemorrhage is higher in women, and women also have more
severe strokes than men do. Although the current report
does not present analyses for sex differences in HS incidence
and outcomes, this would be an important consideration for
future reports.
The GBD 2010 study is a globally representative and
reliable resource for information on stroke burden by

GLOBAL HEART, VOL. 9, NO. 1, 2014
March 2014: 101-106

Laurie M. Anderson, Suzanne Barker-Collo, Derrick A. Bennett, Myles Connor, Majid Ezzati, Valery L. Feigin (chair),
Mohammad H. Forouzanfar, Rita V. Krishnamurthi, Carlene
M. M. Lawes, George A. Mensah, Andrew E. Moran, Martin
O’Donnell, Jeyaraj Durai Pandian, Varsha Parag, Ralph Sacco,
Yukito Shinohara, Thomas Truelsen, Narayanaswamy Venketasubramanian, Emma Witt, Wenzhi Wang.

ACKNOWLEDGMENTS
The authors thank Sarah Safranek, University of Washington
Health Sciences Library, for her help in developing the
systematic review literature search strategies; Michael F.
Macintyre, Brittany Wurtz, and Summer Ohno, University
of Washington Institute for Health Metrics and Evaluation,
for research coordination; Helen McDonald, Auckland
University of Technology, National Institute for Stroke and
Applied Neurosciences, for organizing teleconferences and
secretarial support. The authors alone are responsible for
the views expressed in this publication.
REFERENCES
1. Feigin VL, Lawes CM, Bennett DA, Barker-Collo SL, Parag V. Worldwide
stroke incidence and early case fatality reported in 56 populationbased studies: a systematic review. Lancet Neurol 2009;8:355–69.
2. Bamford J, Dennis M, Sandercock P, Burn J, Warlow C. The frequency,
causes and timing of death within 30 days of a ﬁrst stroke: the
Oxfordshire Community Stroke Project. J Neurol Neurosurg Psychiatry
1990;53:824–9.
3. González-Pérez A, Gaist D, Wallander MA, McFeat G, GarcíaRodríguez LA. Mortality after hemorrhagic stroke: data from general
practice (the Health Improvement Network). Neurology 2013;81:
559–65.
4. Goulart AC, Bensenor IM, Fernandes TG, Alencar AP, Fedeli LM,
Lotufo PA. Early and one-year stroke case fatality in Sao Paulo, Brazil:
applying the World Health Organization’s stroke steps. J Stroke Cerebrovasc Dis 2012;21:832–8.
5. Andersen KK, Olsen TS, Dehlendorff C, Kammersgaard LP. Hemorrhagic and ischemic strokes compared: stroke severity, mortality, and
risk factors. Stroke 2009;40:2068–72.
6. Yusuf S, Reddy S, Ounpuu S, Anand S. Global burden of cardiovascular
diseases: part I: general considerations, the epidemiologic transition,
risk factors, and the impact of urbanization. Circulation 2001;104:
2746–53.
7. Mattei J, Malik V, Wedick NM, et al. A symposium and workshop
report from the Global Nutrition and Epidemiologic Transition
Initiative: nutrition transition and the global burden of type 2 diabetes. Br J Nutr 2012;108:1325–35.
8. Omran AR. The epidemiologic transition: a theory of the epidemiology of population change, 1971. Bull World Health Organ 2001;79:
161–70.

105

j

gREVIEW

9. Lawlor DA, Smith GD, Leon DA, Sterne JAC, Ebrahim S. Secular trends
in mortality by stroke subtype in the 20th century: a retrospective
analysis. Lancet 2002;360:1818–23.
10. Murray CJ, Ezzati M, Flaxman AD, et al. GBD 2010: design, deﬁnitions,
and metrics. Lancet 2012;380:2063–6.
11. Krishnamurthi RV, Feigin VL, Forouzanfar MH, et al., for the GBD 2010
Study and the GBD Stroke Experts Group. Global and regional burden
of ﬁrst-ever ischaemic and haemorrhagic stroke during 1990e2010:
ﬁndings from the Global Burden of Disease Study 2010. Lancet Global
Health 2013;1:e259–81.
12. Feigin VL, Forouzanfar MH, Krishnamurthi R, et al., for the GBD 2010
Study and the GBD Stroke Experts Group. Global and regional burden
of stroke in 1990e2010: incidence, mortality, prevalence, and
disability-adjusted life-years lost. Lancet 2013;382:1–12.
13. Wang H, Dwyer-Lindgren L, Lofgren KT, et al. Age-speciﬁc and sexspeciﬁc mortality in 187 countries, 1970e2010: a systematic analysis for the Global Burden of Disease Study 2010. Lancet 2012;380:
2071–94.
14. Murray CJ, Vos T, Lozano R, et al. Disability-adjusted life years (DALYs)
for 291 diseases and injuries in 21 regions, 1990e2010: a systematic
analysis for the Global Burden of Disease Study 2010. Lancet 2012;
380:2197–223.
15. Brainin M, Teuschl Y, Kalra L. Acute treatment and long-term management of stroke in developing countries. Lancet Neurol 2007;6:
553–61.
16. Ntsekhe M, Damasceno A. Recent advances in the epidemiology,
outcome, and prevention of myocardial infarction and stroke in subSaharan Africa. Heart 2013;99:1230–5.
17. Jia Q, Liu LP, Wang YJ. Stroke in China. Clin Exp Pharmacol Physiol
2010;37:259–64.
18. van Asch CJ, Luitse MJ, Rinkel GJ, van der Tweel I, Algra A, Klijn CJ.
Incidence, case fatality, and functional outcome of intracerebral
haemorrhage over time, according to age, sex, and ethnic origin:
a systematic review and meta-analysis. Lancet Neurol 2010;9:
167–76.
19. Béjot Y, Cordonnier C, Durier J, Aboa-Eboulé C, Rouaud O, Giroud M.
Intracerebral haemorrhage proﬁles are changing: results from the
Dijon population-based study. Brain 2013;136:658–64.

106

20. Thrift AG, McNeil JJ, Forbes A, et al., Melbourne Risk Factor Study
Group. Three important subgroups of hypertensive persons at
greater risk of intracerebral hemorrhage. Hypertension 1998;31:
1223–9.
21. O’Donnell MJ, Xavier D, Liu L, et al., for the INTERSTROKE Investigators. Risk factors for ischaemic and intracerebral haemorrhagic
stroke in 22 countries (the INTERSTROKE study): a case-control study.
Lancet 2010;376:112–23.
22. Qureshi AI, Tuhrim S, Broderick JP, Batjer HH, Hondo H, Hanley DF.
Spontaneous intracerebral hemorrhage. N Engl J Med 2001;344:
1450–60.
23. Qureshi AI, Mendelow AD, Hanley DF. Intracerebral haemorrhage.
Lancet 2009;373:1632–44.
24. Grysiewicz RA, Thomas K, Pandey DK. Epidemiology of ischemic and
hemorrhagic stroke: incidence, prevalence, mortality, and risk factors.
Neurol Clin 2008;26:871–95.
25. Hyun KK, Huxley RR, Arima H, et al. A comparative analysis of risk
factors and stroke risk for Asian and non-Asian men: the Asia Paciﬁc
cohort studies collaboration. Int J Stroke 2013;8:606–11.
26. Feigin V, Parag V, Lawes CM, et al., for the Asia Paciﬁc Cohort Studies
Collaboration. Smoking and elevated blood pressure are the most
important risk factors for subarachnoid hemorrhage in the AsiaPaciﬁc region: an overview of 26 cohorts involving 306,620 participants. Stroke 2005;36:1360–5.
27. Hu SS, Kong LZ, Gao RL, et al. Outline of the report on cardiovascular
disease in China, 2010. Biomed Environ Sci 2012;25:251–6.
28. Jha P, Jacob B, Gajalakshmi V, et al., for the RGI-CGHR Investigators.
A nationally representative case-control study of smoking and death
in India. N Engl J Med 2008;358:1137–47.
29. Zaridze D, Brennan P, Boreham J, et al. Alcohol and cause-speciﬁc
mortality in Russia: a retrospective case-control study of 48,557
adult deaths. Lancet 2009;373:2201–14.
30. Leon DA, Saburova L, Tomkins S, McKee M, Shkolnikov VM. Alcohol
consumption and public health in Russia. Lancet 2007;370:561.
31. Norrving B, Kissela B. The global burden of stroke and need for a
continuum of care. Neurology 2013;80(Suppl 2):S5–12.
32. Appelros P, Stegmayr B, Terént A. Sex differences in stroke epidemiology: a systematic review. Stroke 2009;40:1082–90.

GLOBAL HEART, VOL. 9, NO. 1, 2014
March 2014: 101-106

