
INTRODUCTION :
Globally, stroke is the third commonest cause of mortality 
[1].Developing countries like India have been burdened not 
only with infectious diseases but also with non-communicable 
diseases such as diabetes mellitus, hypertension, heart 
disease, stroke and cancer. Stroke is a major health issue not 
only because it is the third major cause of death but also 
because it leaves patients with several residual disabilities 
like physical dependence, dementia and depression. The 
death rate following stroke is 25% (2).
 
Stroke is uncommon below age of 40 years and is more 
common in males. In elderly, it remains a major cause of 
morbidity and mortality. The burden of the disease in South 
Asian countries (India, Pakistan, Bangladesh, and Sri Lanka) 
has inclined and is expected to rise (3).

Stroke can be classied as either haemorrhagic or ischemic. 
Ischemic stroke refers to the blockage of cerebral blood ow 
due to a blood clot, which is either due to thrombosis or due to 
embolism and is more common than haemorrhagic stroke.  
Haemorrhagic stroke accounts for 10-15% of all strokes and is 
associated with higher mortality rates than cerebral 
infarctions (4). 

Distinction between cerebral ischaemia and haemorrhage is 
necessary for safe administration of thrombolytic and anti 
thrombotic for patients with ischemic stroke.

Haemorrhagic and ischemic stroke cannot be distinguished 
clinically that is why the use of weighted clinical scores has 
been proposed to differentiate haemorrhagic from ischemic 
stroke. The two European recognized clinical scores are 
Allen's or Guys Hospital score and Siriraj Hospital score (5,6). 

Siriraj Stroke Score was developed in Thailand (Siriraj 
Hospital) by Poungvarin et al. in 1991 (7). Studies comparing 

the two scores have concluded that the Siriraj score is better 
than the Guy's hospital score (8-10). 

Computed tomography (CT) scan is an accurate, safe, 
noninvasive procedure routinely used as an investigative tool 
for stroke to distinguish between infarction and haemorrhage. 
Computed tomography scanning of brain is expensive in both 
the initial investment and maintenance. In developing 
countries like India, cost and availability constraints prohibit 
its widespread use especially in rural areas. The bedside 
clinical diagnosis of the pathology of stroke (hemorrhage and 
infarction) is difcult to make by clinical features alone due to 
unreliability of these symptoms.

Clinical stroke scores were developed to overcome these 
limitations. Differential diagnosis between infarction and 
haemorrahge can be made on clinical grounds with aid of 
Siriraj scoring system and Guy's hospital scoring system. CT 
scan is not readily available in semi-urban and rural areas 
and the scoring systems will then come into play in 
differentiating the stroke subtype. This study is being done to 
determine the sensitivity, specicity of Siriraj score.

MATERIALS AND METHODS : 
Study design: Cross sectional study.

Source of study population: This Cross sectional study was 
carried out in SNMC and HSK Hospital,Bagalkot, Karnataka. 
50 consecutive patients admitted with an acute onset of 
neurological decit were enrolled in the study. We dened 
stroke according to the World Health Organization criteria as 
“rapidly developing signs of focal (or global) disturbance of 
cerebral function, leading to death or lasting longer than 24 
hours, with no apparent cause other than vascular.” Approval 
of Ethics committee of the hospital was taken prior to starting 
the study. Written informed consent was taken.
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Background and objective: Computed tomography (CT) scan is an accurate, noninvasive procedure, 
routinely used as an investigative tool to distinguish between cerebral infarction and haemorrhage . 
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patients, CT brain showed cerebral infarction in 37 patients and haemorrhage in 13 patients. The sensitivity of Siriraj score for 
detecting infarction was 96.88% and specicity was 53.85%. The sensitivity of Siriraj score for detecting haemorrhage was 
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scan is not available Siriraj Stroke Score can be used for the bedside diagnosis of the nature of the lesion in stroke patients. 
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clinical diagnosis based on the Siriraj stroke score can be useful to identify patients at low risk of intracerebral hemorrhage. 
Our study has shown that siriraj stroke scoring has a high degree of accuracy in detecting both types of strokes, with roughly 
84% of both hemorrhagic and ischemic strokes being correctly identied. However there is a low sensitivity in diagnosing 
hemorrhagic strokes and higher sensitivity in diagnosing ischemic strokes.
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Inclusion criteria: 
Ÿ Patients whose decit lasted for more than 24 hours.
Ÿ CT scan showed cerebral infarction or intra-cerebral 

haemorrhage.
Ÿ Patients of both sex.
Ÿ Patients age > 18 years.

Exclusion criteria:
Ÿ  Age <18 years.
Ÿ Duration of stroke >14 days because of the possibility of 

missing an ICH.
Ÿ Causes of focal neurological decit other than stroke 

(tuberculosis, tumour or trauma, transient ischemic 
attack).

Ÿ Patients on anti-coagulation therapy.
Ÿ Patients in whom CT scan could not be done.
Ÿ Patients admitted 72 hours after the onset of neurological 

decit.
Ÿ Patients with sub-arachnoid haemorrhage.
Ÿ Repeat or recurrent stroke.

Sample size:
Title: Comparison of Siriraj Stroke Score with computerized 
tomography in ascertaining stroke type among South Indians.

Author: Pavan MR , Madi MD , Achappa B , Unnikrishnan B

Journal: International Journal of Biological & Medical 
Research

Date:  2012

By this article, 
Sample Size of  50  was obtained from OpenEpi, Version 
2,open source calculator- SSMean.

Sample size (n) = 2 2 [DEFF*Np(1-p)]/ [(d /Z 1-α/2)*(N-1)+p*(1-p)]

Data collection:
Ÿ 50 consecutive patients admitted with an acute onset of 

neurological decit were enrolled in the study.
Ÿ We dened stroke according to the World Health 

Organization criteria as “rapidly developing signs of focal 
(or global) disturbance of cerebral function, leading to 
death or lasting longer than 24 hours, with no apparent 
cause other than vascular.” (11)  Patients were selected 
based on the inclusion and exclusion criteria as 
mentioned above. 

Ÿ Approval of Ethics committee of the hospital was sought 
prior to starting the study. 

Ÿ On admission detailed history and thorough clinical 
examination including neurological assessment was 
carried out. 

Ÿ Patients were assumed to be fully conscious if they had a 
score of >13 on the Glasgow Coma Scale (GCS), drowsy if 
they had a GCS score of 8–13 and unconscious if they 
scored <7.(12)

Ÿ Siriraj Stroke Score was calculated and compared with 
the CT ndings done on admission.

Ÿ A radiologist from the institute, blind to the clinical 
features, classied the CT brain scans as either those 
demonstrating infarction or haemorrhage.

Siriraj Stroke Score (SSS) was calculated using the formula 
= (2.5×level of consciousness) + (2×vomiting) + (2×headache)+ 
(0.1×diastolic blood pressure) - (3×atheroma markers) -12.

This was computed for each patient. Scores were calculated 
by obtaining details of each clinical variable. If any variable 
was not available e.g. if patient was unconscious, information 
was obtained from patients relatives. If the relatives were 
unaware of a particular variable, then the variable score was 

adjusted as zero. A score above 1 indicates intracranial 
haemorrhage, while a score below -1 indicates infarction. The 
score between 1 and -1 represents an equivocal result.

Investigations:
CBC, RBS, CT – Brain.

Plan for statistical analysis: 
Statistical analysis was done using statistical package SPSS 
version 2 . The Siriraj stroke score was compared with the 
results of CT brain and sensitivity, specicity; positive 
predictive and negative predictive values were calculated 
(excluding equivocal scores). 

Siriraj Stroke Score (SSS)

>+1 = Hemorrhage ,  < -1 = Infarction, -1 to +1 = Equivocal

RESULTS :
Fifty cases of acute stroke were studied. Out of the total 50 
patients, 38 were male and 12 were female (Table 1). The 
mean age in the study group was 61.1±16.9 years. The mean 
age of male patients was 58.5±18.54 years. The mean age of 
female patients was 68.58±9.59 years.
 
Table 1 : Age and Gender Distribution

CT scan brain showed cerebral infarction in 37 (74%) patients 
and cerebral haemorrhage in 13 (26 %) patients (Table 2). 
Siriraj Stroke score gave unequivocal results in 5 cases 
(Table2).

According to the Siriraj score 8 cases were classied as 
probable haemorrhagic stroke and 37 cases as probable 
ischaemic stroke. It  wrongly diagnosed 1 case of 
haemorrhage as infarction and 6 cases of infarction as 
haemorrhage.

Table 2 : Siriraj Stroke Score and CT Scan Comparison

The sensitivity of Siriraj score for detecting infarction was 
96.88%, specicity was 53.85%, positive predictive value was 
83.78% and negative predictive value was 87.5% (Table3).

Table 3 : Comparison of Siriraj Stroke Score (SSS) with CT 
Brain scan in diagnosis of Ischemic Stroke
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 Variable Clinical Features Score

Consiousness Alert +0 x 2.5

Stupor, Drowsy, 
Semicoma

+1 x 2.5

Coma +2 x 2.5

Vomiting No +0 x 2

Yes +1 x 2

Headache within 2 hours No +0 x 2

Yes +1 x 2

Diastolic Blood Pressure – mmHg +Diastolic 
BP x (0.1)

Atheroma Markers None - 0 x 3

(Diabetes, Angina, 
Intermittent Claudication)

One or More -1 x 3

Constant -12

Gender No. of patients Mean (SD) age in years

Male 38 58.5±18.54

Female 12 68.58±9.59

Siriraj Stroke 
Score

Infarction Hemorrhage Total

n = 37 n = 13 n = 50

< -1 31 6 37

-1 to +1 5 0 5

> +1 1 7 8

Total 37 13 50

Siriraj Stroke 
Score

CT Scan

Infarction No Infarction

< -1 31 6 37



Sensitivity-96.88%, Specicity-53.85%, positive predictive 
value-83.78%, negative predictive value-87.5%. 

Table 4 : Comparison of Siriraj Stroke Score (SSS) with CT 
Brain scan in diagnosis of Hemorrhagic Stroke

Sensitivity-53.85%,  Specicity-96.88%, positive predictive 
value-87.5%, negative predictive value-83.78%. 

DISCUSSION : 
The present study analysed the accuracy of Siriraj Stroke 
Scoring in diagnosing the stroke subtypes among 50 patients 
presented with acute stroke .  The mean age group was 
61.1±16.9 years. This is in comparison with the study done by 
Sridharan SE et al in Kerala population where mean age of 
stroke occurrence was 67 years (13). The increasing incidence 
of stroke with increasing age has been demonstrated 
convincingly by the Framingham study (14).
            
Among the study population, 74% were ischemic strokes and 
rest 26% were hemorrhagic strokes as conrmed by CT brain. 
Reviewing the Indian stroke epidemiological data, the 
Mumbai registry has recorded 80.2% ischemic strokes and 
17.7% hemorrhagic strokes (15).

Management of acute stroke syndromes depends on the 
diagnosis of haemorrhage or infarction. In most developed 
countries, diagnosis is easily obtained by CT scan. However, 
quick access to CT scan is not available in every country and 
hospital. Different investigators have tried to develop scoring 
systems which can be used at the bedside for diagnosing 
stroke subtypes.

Of these, two scoring systems have gained much attention 
“Allen's/Guy's hospital score” [16,17] and “Siriraj Stroke 
Score” [18]. Besson score [19] and Greek Score [20] are other 
stroke scores.

The Siriraj Stroke Score was developed by Niphon Poungvarin 
and others at Siriraj hospital, Bangkok. The Guy's hospital 
score was developed as a diagnostic tool for intracranial 
haemorrhage and was later validated. The number of 
variables in Siriraj stroke score are ve as compared to eight 
in Guy's hospital score. The Siriraj stroke score is easy and 
can be calculated at presentation itself while Guy's hospital 
score is calculated 24 hours after admission to the hospital 
since the level of consciousness and diastolic blood pressure 
after 24 hours are considered.

Poungvarin et al [18] have shown that the sensitivity of Siriraj 
stroke score for cerebral haemorrhage and cerebral infarction 
were 89% and 93% respectively, with an overall predictive 
accuracy of 90%.

Studies from India have determined the sensitivity and 
specicity of SSS in Indian patients. Wadwani J et al in their 
study of acute stroke patients have reported that the sensitivity 
of Siriraj score was 92.54% for infarction and 87% for 
haemorrhage and its overall accuracy was 91.11%. (21)

The Guy's hospital score had a sensitivity of 93.42% for 
infarction, 66.66% for hemorrhage and overall accuracy was 
87%. They concluded that Siriraj stroke score is easier to use at 
bedside and has greater accuracy (especially in diagnosis of 
haemorrhage) than the Guy's hospital score [22]. 

Kochar DK et al [22] in their study have shown that that the 
sensitivity, specicity, positive predictive value, negative 
predictive value of SSS for infarction was 73%, 85%, 85%, 71% 
and 85%, 73%, 71%, and 85% for haemorrhage. 

Badam et al [23] in their study have shown that that the 
sensitivity and specicity of SSS for infarction was 52%, 82% 
and 44%, 85% for haemorrhage. They have concluded that 
scoring systems should not be used in clinical practice. 

In our study the sensitivity, specicity, positive predictive value 
and negative predictive value of Siriraj score for infarction 
was 96.88%,53.85%, 83.78% and 87.5%.The sensitivity, 
specicity, positive predictive value and negative predictive 
value of Siriraj score for haemorrhage was 53.85%, 96.88%, 
87.5% and 83.78%. 

Celani MG et al have shown that sensitivity, specicity, 
positive and negative predictive values for haemorrhage were 
61%, 94%, 63%, and 93% for Siriraj score. They concluded that 
when computed tomography was not available and when 
clinician wanted to start antithrombotic treatment, the Siriraj 
score could be useful to identify patients at low risk of 
intracerebral hemorrhage [24]. 

Salawu etal have shown that sensitivity and specicity for 
haemorrhage was 35% and 73% for Siriraj Hospital Stroke 
score [25]. 

Hung LYet al. in their study have reported that the diagnostic 
sensitivities of the Siriraj stroke score for intracranial 
haemorrhage and infarction were 83% and 90% respectively 
[26].

Shah FU et.al in their study of 100 consecutive cases of acute 
supratentorial strokes in Pakistan reported that the sensitivity 
and specicity of Siriraj stroke score for cerebral infarction 
was 71% and 85% respectively and for intracerebral 
haemorrhage, it was 73% and 90% respectively [27]. 

Hawkins GC et al have shown that for Siriraj Hospital Stroke 
score, the sensitivity and the specicity for hemorrhage were 
48% and 85%, the positive predictive value was 59%. The 
sensitivity and specicity for ischemic stroke were 61% and 
74%, respectively, and the positive predictive value was 84% 
[28]. 

Akpunonu et al studied the accuracy of Siriraj Stroke score 
and concluded that the sensitivity was 36% for the 
haemorrhagic stroke and 90% for the non haemorrhagic 
stroke, and the positive predictive values were 77% and 61% 
respectively [29].

Connor et al have concluded that the Siriraj Stroke Score and 
Guy's Hospital Stroke Score were not sufciently accurate for 
use in either epidemiologic studies or to guide clinical 
management in sub-Saharan Africa [30].

One major limitation of SSS is the vague denition of level of 
consciousness. Hawkins et al and Badam et al have used 
Glasgow come scale (GCS) to dene the level of 
consciousness. We have used Glasgow come scale (GCS) in 
our study.

The variability of results from various studies may be 
explained by different settings, prevalence rate of stroke in 
various places and also the methodological variation 
(prospective versus retrospective) of the studies.

Our study had some limitations. First, our sample size was not 
large enough. Second, the study population represents only 
hospitalized subgroup of stroke patients.
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> +1 1 7 8

Total 32 13 45

Siriraj Stroke 
Score

CT Scan

Hemorrhage No Hemorrhage

< -1 7 1 8

> +1 6 31 37

Total 13 32 45



CONCLUSION :
Siriraj stroke score co-related with CT scan in 45 patients. 
Siriraj stroke score has 5 variables and is easy to calculate 
and can be applied at admission. In centers where CT scan is 
not available this scoring system can be used for the bedside 
diagnosis of the nature of the lesion in stroke patients. Among 
stroke subtypes, the incidence of ischemic stroke 
predominated over hemorrhagic stroke and this is 
comparable with other Indian studies. Our study has shown 
that Siriraj Stroke Scoring has a high degree of accuracy in 
detecting both types of strokes. However there is a low 
sensitivity in diagnosing hemorrhagic strokes and higher 
sensitivity in diagnosing ischemic strokes. The low sensitivity 
of the scoring system in diagnosing hemorrhagic stroke might 
turn potentially disastrous, as it can mislead the clinician to 
initiate the patient on antithrombotic agents which could 
worsen the bleed. The accuracy of Siriraj Stroke Scoring in all 
settings is thus questionable, even though it could be used to 
predict a low risk of bleeding in ischemic strokes identied by 
the scores alone.

REFERENCES :
1. Warlow C, Sudlow C, Dennis M, Warlow C, Sudlow C, Dennis M, et al. Stroke. 

Lancet 2003; 362: 1211-24. 
2. Clarke CRA. Neurological diseases. In: Kumar P, Clark M. Clinical medicine. 

London: Elsevier Saunders, 2006:1173-273 
3. Donnan G A, Fisher M, Macleod M, Davis SM. Stroke. Lancet 

2008;371(9624):1612-23
4. Broderick J, Connolly S, Feldmann E, et al. Guidelines for the management of 

spontaneous intracerebral hemorrhage in adults: 2007 update: a guideline 
from the American Heart Association/American Stroke Association Stroke 
Council, High Blood Pressure Research Council, and the Quality of Care and 
Outcomes in Research Interdisciplinary Working Group. Circulation 2007;116 
(16):e391-413 

5. Ozeren A, Bicakci S, Burqut R, Sarica Y, Bozedemir H. Accuracy of bedside 
diagnosis versus Allen and Siriraj Score in Turkish Patients. Eur J Neurol 
2006;13(6):611-5. 

6. Allen CM. Clinical diagnosis of the acute stroke syndrome. Q J Med 
1983;52(4):515-23  

7. Poungvarin N, Viriyavejakul A, Komontri C. Siriraj stroke score and validation 
study to distinguish supratentoral haemorrhage from infarction. BMJ 
1991;302(6792):1565-7. 

8. Wadhwani J, Hussain R, Raman PG. Nature of Lesion in Cerebrovascular 
Stroke patients: Clinical Stroke Score and Computed Tomography Scan 
Brain Correlation. J Assoc Physicians India 2002;50:777-81 

9. Nouira S, Boukef R, Bouida W, et al. Accuracy of two scores in the diagnosis of 
stroke subtype in a multicenter cohort study. Ann Emerg Med 2009;53(3):373-8. 

10. Connor MD, Modi G, Warlow CP. Accuracy of the Siriraj and Guy's Hospital 
Stroke Scores in urban South Africans. Stroke 2007;38(1):62-8. 

11. Hatano S. Experience from a multicentre stroke register: a preliminary report. 
Bull World Health Organ. 1976; 54:541–553.

12. Teasdale G, Jennett B. Assessment of coma and impaired consciousness. A 
practical scale. Lancet1974; 2:81–4.

13. Sridharan SE, Unnikrishnan JP, Sukumaran S, Sylaja PN, Nayak SD, Sarma 
PS, Radhakrishnan K. Incidence, types, risk factors, and outcome of stroke in 
a developing country: the Trivandrum Stroke Registry. Stroke. 2009;40:1212-8. 

14. Wolf PA, D'Agostino RB, O'Neal MA, Sytkowski P, Kase CS, Belanger AJ, Kannel 
WB. Secular trends in stroke incidence and mortality. The Framingham Study. 
Stroke. 1992;23:1551-5. 

15. Dalal PM, Malik S, Bhattacharjee M, Trivedi ND, Vairale J, Bhat P, Deshmukh 
S, Khandelwal K, Mathur VD. Population-based stroke survey in Mumbai, 
India: incidence and 28-day case fatality. Neuroepidemio. 2008;31:254-61. 

16. Allen CMC. Clinical diagnosis of the acute stroke syndromes. Q J Med.1983; 
208:515–523.

17. Sandercock PAG, Allen CMC, Corston RN, Harrison MJ, Warlow CP. Clinical 
diagnosis  of  intracranial  haemorrhage using Guy 's  hospi tal 
score.BMJ.1985;291:1675–1677. (cc 1986; 292:173). 

18. Pongavarin N, Viriyavejakul A, Komontri C. Siriraj Stroke Score and 
validation study to distinguish Supratentorial Intracerebral Haemorrhage 
from Infarction. BMJ 1991; 302: 1565 – 1567.

19. Besson G, Robert C, Hommel M, Perret J. Is it clinically possible to distinguish 
non haemorrhagic infarct from haemorhagic stroke? Stroke.1995; 
26:1205–1209.

20. Efstathiou SP, Tsioulos DI, Zacharos ID. A new classication tool for clinical 
differentiation between haemorrhagic and ischaemic stroke. J Intern Med 
2002; 252:121.

21. Wadhawani J, Hussain R, Raman PG. Nature of lesion of Cerebro Vascular 
Stroke patients, clinical stroke score and computed tomography scan brain 
correlation. J Assoc Physicians India 2002; 50: 777-781.

22. Kochar DK, Joshi A, Agarwal N, Aseri S, Sharma BV, Agarwal TD. Poor 
diagnostic accuracy and applicability of Siriraj stroke score, Allen score and 
their combination in differentiating acute haemorrhagic and thrombotic 
stroke. J Assoc Physicians India 2000; 48: 584 – 588.

23. Badam P, Solao V, Pai M, Kalantri SP. Poor accuracy of the Siriraj and Guy's 
Hospital stroke scores in distinguishing haemorrhagic from ischaemic stroke 
in a rural, tertiary care hospital. Natl Med J India 2003; 16:8–12. 

24. Celani MG, Righetti E, Migliacci R, Zampolini M, Antoniutti L, Grandi CF et al. 
Comparability and validity of two clinical scores in the early differential 
diagnosis of acute stroke. BMJ 1994: 308: 1674 – 1676.

25. Salawu F, Umar I, Danburam A. Comparison of two hospital stroke scores with 
computerized Tomography in ascertaining stroke type among Nigerians. Ann 
Afr Med. 2009; 8:14-8.

26. Hung LY, Wang PY, Wang Y, Chia LG. Clinical distinction between acute 
haemorrhagic and acute ischemic stroke by Siriraj stroke score. 
Zhohghuayixuezazhi 1995; 55:248-252.

27. Shah FU, Salih M, Saeed MA, Tariq M. Validity of Siriraj stroke scoring. J Coll 
Physicians Surg Pak. 2003; 13: 391-393.

28. Hawkins GC, Bonita R, Broad JB, Anderson NE. Inadequacy of clinical scoring 
systems to differentiate stroke subtypes in population based studies. Stroke 
1995; 26: 1338 – 1342.

29. Akpononu BE, Mutgi AB, Lee L, Khuder S, Federman DJ, Roberts C. Can a 
clinical score aid in early diagnosis and treatement of various stroke 
syndromes? Am J Med Sci 1998; 315:194-8.

30. Connor MD, Modi G, Warlow CP. Accuracy of the Siriraj and Guy's Hospital 
Stroke Scores in Urban South Africans.Stroke. 2007; 38:62-8. Epub 2006 Nov 30.

220 X GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

VOLUME - 10, ISSUE - 03, MARCH - 2021 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra


